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Congratulatory Message

Yoshitake Yokokura, President, Japan Medical Association

On behalf of the Japan Medical Association ( JMA), I would like to 
deliver a message of congratulations on the thirtieth anniversary of the 
Takemi Program in International Health.

This international program is named after Dr. Taro Takemi, a distin-
guished physician-scientist and past president of the JMA, who served in 
that position for twenty-five years. Dr. Takemi’s lifelong theme was “the 
development and allocation of medical care resources,” and I believe 
that this theme continues to flow today at the core of the Takemi Pro-
gram. This theme also became a high priority for the World Medical 
Association, as a broad-ranging fundamental issue that medical associa-
tions around the world continue to address today. “The development 
and allocation of medical care resources”: these are important words that 
we as medical professionals must acknowledge once more today.

I would like to express my heartfelt respect and warmest congratu-
lations to Dr. Julio Frenk, the dean of the Harvard School of Public 
Health, and to all the Harvard School of Public Health faculty who have 
sustained the Takemi Program for the past three decades, particularly 
Professor Michael Reich, who has overcome many difficulties and has 
played a central role in the program.

The JMA holds high expectations for the Takemi Program, which 
has the excellent achievement of producing a large number of Takemi 
Fellows—241 fellows from fifty-one countries around the world thus 
far—and has over many years endeavored to enhance and expand the 
program content. Recently the JMA established an internal committee 
on international health that is debating the issue of how the JMA should 
approach international health from various perspectives. The members 
of this committee include five former Japanese Takemi Fellows.
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xx	 Congratulatory Message

Japan is now facing the arrival of an aging society and the reality of 
a declining birthrate. In this situation, how to best protect the health 
of the general public under Japan’s universal health insurance system is 
becoming an important and pressing issue. Such problems cannot be 
resolved from only a domestic viewpoint; they are problems that need 
to be tackled from a long-term perspective that incorporates dynamic 
international viewpoints.

While individual countries attempt to resolve domestic issues such 
as these, it is necessary that the world also seek solutions to medical 
issues—including both infectious diseases and natural disasters that have 
international consequences—from an international perspective that fos-
ters the true cooperation of all countries.

It is my hope that the physicians and public health experts who are 
conducting their research in the Takemi Program continue to make 
great leaps forward in the future and continue to provide powerful 
research and policy insight on the key global health questions of our 
times. I am pleased to state that the JMA intends to proactively provide 
support for the Takemi Program’s activities aimed at these objectives.

With the 30th Anniversary Symposium marking the close of one 
chapter and the beginning of another, I would like to conclude my con-
gratulatory remarks by expressing my heartfelt hope that the Takemi 
Program will continue to greatly contribute to international health in 
the future.

Yoshitake Yokokura, MD
President, Japan Medical Association

August 2014
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Preface

Julio Frenk

This book marks the thirtieth anniversary for the Takemi Program in 
International Health. This extraordinary program has been in existence 
since 1983, and it welcomed its thirtieth group of Takemi Fellows to 
Harvard in the fall of 2013. Over the past three decades, 241 people 
from fifty-one countries have participated in the Takemi Program. 
Beyond numbers, Takemi Fellows add immeasurably to the intellectual 
life at the Harvard School of Public Health (HSPH). We are pleased to 
celebrate some of the Takemi Program’s achievements with this volume.

The Takemi Program’s thirtieth anniversary coincided with the 
School of Public Health’s centennial. In reflecting on the first century 
of our school, I think that historians will view the establishment of the 
Takemi Program as a key foundation block in the increasingly important 
role that HSPH has played in global health. It was a great pleasure, in 
October 2013, to welcome back to Harvard nearly eighty former Takemi 
Fellows, representing nearly every one of the program’s thirty years. The 
Takemi Symposium and celebration marked an important event in the 
yearlong series of events recognizing the school’s 100th anniversary.

The Takemi Symposium, on which this book is based, was a highly 
successful gathering, both substantively, in considering the issues of gov-
erning health systems, and socially, in marking a reunion of the network 
of Takemi Fellows. It was indeed an historic occasion—for the Takemi 
Program, for the school, for public health, and for Harvard.

The Takemi Program is known at HSPH and around Harvard Uni-
versity for its track record in attracting emerging leaders and for its con-
tributions to global health. Those Takemi Fellows from the past are 
today’s leaders in many countries around the world. Indeed, former 
Takemi Fellows are present at almost every global health meeting these 
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xxii	 Preface

days, engaging on topics from health financing reform to malaria con-
trol to innovative strategies for R&D and beyond.

Let me also offer some words of appreciation. For all of their efforts 
to support the Takemi Program, I would like to thank the program’s 
key partner, the Japan Medical Association. I would also like to thank 
the core donors to the program, notably the Japanese Pharmaceutical 
Manufacturers Association, for their support over the years.

I would particularly like to thank Keizo Takemi for his dedication and 
commitment over three decades to supporting the program that is named 
after his father. And I must recognize the critical roles of the school’s lead-
ers, who had the foresight to establish and support this program at Har-
vard: Dean Howard Hiatt, a cofounder of the program; Dean Harvey 
Fineberg, who oversaw the first decade of the program and helped get 
it established in the school; and Dean Barry Bloom, who steadfastly sup-
ported the program. Professor Lincoln Chen, the first Taro Takemi Pro-
fessor of International Health, gave foundational direction and support to 
the program. Finally, I also express our appreciation to the current Taro 
Takemi Professor of International Health Policy and the program’s direc-
tor, Michael R. Reich, who has been with the program since its inception.

The Takemi Program has played many special roles at the Harvard 
School of Public Health over the past thirty years. Takemi Fellows’ pres-
ence in classes and discussions strengthen our intellectual life in global 
public health. Takemi Fellows’ collaborations with our faculty and stu-
dents have generated critical new areas of inquiry, and many Takemi 
Fellows continue to collaborate with Harvard researchers after they have 
left HSPH. The Takemi Program has been a key incubator for many 
other global health programs at Harvard. And the Takemi Program also 
enables the school to maintain a special relationship with Japan, as well 
as a network of people working in global health around the world.

The Takemi Program represents the longest continuing mid-career 
fellowship program in any field at the Harvard School of Public Health. 
I offer my congratulations to all for the legacy of the past thirty years, 
and I look forward to the next thirty years of continued innovation in 
global health leadership.

Julio Frenk, MD, MPH, PhD
Dean, Harvard School of Public Health

August 2014
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Chapter 1

Introduction and Overview for 
Governing Health Systems

Michael R. Reich and Keizo Takemi

The way health systems are governed has gained increasing global 
attention in recent years. The global health community, after pur-

suing primary health care, followed by single-disease control strategies, 
health sector reform, and then health system strengthening, has now 
turned to governance questions in seeking to improve health. The crisis 
of pandemic Ebola in West Africa in 2014 has recently heightened global 
awareness about the critical importance of governing health systems 
and the tragic consequences of weak health systems. During this same 
time period, over the past thirty years the Takemi Program in Interna-
tional Health at Harvard School of Public Health has sought to cultivate 
cutting-edge researchers working on the allocation of limited resources 
for health. Governance of health systems has also become a prominent 
theme in the research of many Takemi Fellows.

The 30th Anniversary Takemi Symposium, held in October 2013 at 
Harvard University, focused on the challenges of governing health sys-
tems around the world. This book, based on the papers presented at the 
symposium, reports on the challenges facing local communities and entire 
nations as they develop and govern ever more complex health systems.

There are many different definitions of governance, and several chap-
ters in this book offer perspectives on this question. For the purposes of 
this introduction and overview, we refer to one general definition pro-
vided by Dodgson and colleagues (2002, 6):
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2	 Governing Health Systems

[G]overnance can be defined as the actions and means adopted 
by a society to promote collective action and deliver collective 
solutions in pursuit of common goals. This is a broad term that 
is encompassing of the many ways in which human beings, as 
individuals and groups, organize themselves to achieve agreed 
goals. Such organization requires agreement on a range of mat-
ters including membership within the co-operative relationship, 
obligations and responsibilities of members, the making of deci-
sions, means of communication, resource mobilization and dis-
tribution, dispute settlement, and formal or informal rules and 
procedures concerning all of these.

In considering questions of governance, we are increasingly aware 
that it influences the performance of a health system but it is not clear 
how governance affects performance or how improved governance can 
produce better performance.

This book—using diverse perspectives and in different contexts, exam-
ining different institutional dimensions of governance—explores the 
relationships between governance and performance in community and 
national health systems. Each chapter provides an in-depth case study, 
conducted with both qualitative and quantitative methods; they were pre-
pared by former Takemi Fellows, now frontline health policy research-
ers in many countries, and their colleagues. This case study approach has 
well-known methodological limitations, especially regarding whether the 
findings can be generalized to other settings and countries. However, the 
in-depth analysis of each case yields important findings, as well as contex-
tual insights, which deserve serious consideration and may reflect more 
general patterns related to governing health systems around the world.

The challenges inherent in governing health systems present core ques-
tions for global health policy makers today. These challenges will also con-
tinue to be important themes for the Takemi Program’s research mission; 
we have only begun to understand the questions, let alone the answers. We 
hope that the studies presented in this book—deep examinations of illus-
trative examples—contribute to knowledge for global health researchers 
and assist policy makers in dealing with the complex practical problems of 
governing their own health systems. In short, this book addresses central 
questions about governing health systems—and why governance matters.
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	 Introduction and Overview for Governing Health Systems� 3

Governance at the Community Level

Questions about governing health systems often arise visibly at the 
local or community level. Public health has a long history of concern 
about community-level action—illustrated by the development of com-
munity-oriented primary care by Sidney Kark in South Africa in the 
1950s (Tollman 1991) and by the global pursuit of primary health care 
policies in the 1970s. But this enthusiasm for community-oriented pri-
mary care has often confronted obstacles in implementation. One rea-
son may be ambiguity in the way community-oriented primary care 
relates to the broader health system—in short, problems of institutions 
and governance.

The first half of this book explores five key themes of governing health 
systems at the community level. Although they are not the only issues 
related to community health systems that could be examined, they do 
represent core challenges for improving the delivery of health services in 
practice. The five case studies are: (1) the role of community participa-
tion in health management committees in Uganda; (2) the performance 
and management of district hospitals in Ghana; (3) the role of decentral-
ized government in the state of Kerala in India; (4) community workers 
on the front lines of public health disasters in Japan and Zambia; and 
(5) the impact of community perceptions of health system performance 
in Nigeria. Here we briefly review the main questions and findings for 
each chapter in this section of the book, which explores governance in 
communities.

Community participation in health management committees: 
A key question in governing health systems at the community level 
is: How to cultivate meaningful community participation that helps 
improve the quality of care provided? There is a long-standing belief 
in public health that enhanced civil society participation will improve 
the quality of health service delivery in the community. How can this 
participation be promoted and institutionalized? In chapter 2, Joseph 
Konde-Lule examines community participation in the health sector 
in Uganda, focusing on the role of health unit management commit-
tees. He notes that health-sector governance includes three main sets of 
actors: state actors, such as policy makers and government technical offi-
cials; health service providers in public and private-sector health facilities; 
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4	 Governing Health Systems

and beneficiaries, including service users as well as the general public. The 
third group is usually considered to be “the community.” Konde-Lule 
asks in his study how the beneficiaries of community health centers in 
Uganda participate in ensuring effective service delivery and account-
ability for resources, and in fulfilling government guidelines and regula-
tions. In addition, he examines differences between public facilities and 
private facilities (with a focus on private nonprofit services from faith-
based organizations).

A 2003 policy from the Ugandan Ministry of Health mandates 
that all health centers establish a health unit management committee. 
Konde-Lule’s analysis explores the implementation of this government 
directive. The 2003 policy assigns many responsibilities and functions 
to the committees. Konde-Lule finds that management committees 
in the public sector face various challenges in their operations. They 
reportedly lack adequate funds; their existence is not well known in the 
community; and the committee members have limited managerial and 
technical experience.

By contrast, management committees in faith-based, mission-
affiliated health centers were reportedly better organized. According 
to Konde-Lule’s interviews, the members of these health unit manage-
ment committees were selected from local church congregations, based 
on relevant qualifications. The committee members received training 
and support on committee responsibilities and complying with govern-
ment guidelines. And the mission-affiliated committees had some actual 
managerial powers, including the power to hire and fire lower-level 
employees in the health centers.

Konde-Lule concludes that the two sectors show a striking differ-
ence in the implementation of community participation in health unit 
management committees, even though they are following the same 
guidelines and receive the same level of government financial support. 
Konde-Lule recommends that the public sector learn from the experi-
ences of the faith-based private sector to make community participa-
tion in health unit management committees more effective. He offers 
a number of specific suggestions, based on the faith-based approaches, 
related to recruitment and training of committee members, monitor-
ing of committee activities, and assurance that the committees comply 

210138 i-xxii 1-394 r8rp.indd  4� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



with government rules. This chapter provides an insightful comparative 
analysis of how two different organizational environments, although 
operating in the same country and using the same governance structure, 
produce strikingly different performance results. The chapter also illus-
trates some specific challenges, found in many countries, to improving 
the performance of public-sector facilities and to creating meaningful 
mechanisms of community participation.

District hospitals and community governance: A related anal-
ysis, the assessment of institutional governance in district hospitals, is 
provided in chapter 3. How can a community provide effective repre-
sentation and participation in the management of local hospitals? Does 
better community participation in governance lead to improved per-
formance of local hospitals? These questions are especially important 
because of the pervasive problems of underperforming public hospitals 
in developing countries.

In chapter 3, Nii Ayite Coleman examines these questions in pub-
lic district hospitals in the Eastern Region of Ghana. Coleman first 
places the district hospital within a broad review of the history of mod-
ern medicine in Ghana and the development of the nation’s health 
system, beginning with the British colonial medical system. At the 
time of independence, in 1951, Ghana recognized the need to build a 
health system that met the needs of the population, with the capacity to 
deliver rural primary health care. The district hospital was considered 
the “apex” of the resulting district health system, and was assigned the 
roles of providing curative and preventive care, in addition to health-
promotion activities. Despite these important roles for district hospitals 
and despite attention to them through various waves of health reform, 
they have remained “the weakest link in Ghana’s health system,” accord-
ing to a recent assessment by Coleman. The reasons for their poor per-
formance are attributed to serious problems in their organizational and 
managerial operations, including the lack of effective involvement of 
civil society.

Coleman presents his analysis of twelve (out of the fourteen) district 
hospitals in Ghana’s Eastern Region (two hospitals did not respond to 
his requests for information). He distributed questionnaires to hospi-
tal staff to assess governance, asking about the existence of a hospital 

	 Introduction and Overview for Governing Health Systems� 5
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6	 Governing Health Systems

board, the duration of the board’s existence, and its size, composition, 
leadership, and scheduled meetings. He found that only seven hospi-
tals had a governing board, although they are required to establish one 
by Ghana’s Hospital Strategy document. Further analysis of board prac-
tices found that all seven boards had mixed membership (from inside 
and outside the hospital) and leadership by non-health professionals, but 
none of them complied with the required quarterly meetings. In addi-
tion, Coleman created a proxy measure of hospital performance based 
on three-year trends in institutional mortality to categorize each facility 
as having high, medium, or low performance. This measure of perfor-
mance showed no association with the existence or nonexistence of a 
governing board.

Based on this analysis, Coleman concludes, “[P]ublic district hospi-
tals in Ghana consider governing boards to be optional,” and even in 
hospitals with a governing board, the “accountability functions seem to 
have been lost.” Coleman follows Ghana through “over half a century of 
successive health reforms,” all of which failed to pay adequate attention 
to strengthening the governance, accountability, and performance of the 
district hospital. He hopes that this preliminary study will help put the 
district hospital on Ghana’s health policy agenda. To that end, he rec-
ommends a number of concrete actions that could begin to address the 
weak link in the national health system.

Decentralized government and community health: A third 
major theme in governing health systems at the community level is how 
decentralized government structures contribute to better health and 
health systems. A recent study in England identified many governance 
issues that confront local health systems, including: coordination across 
government agencies, leadership tensions and ambiguity in account-
ability, challenges in effective management and performance monitor-
ing, and the role of numerical health targets (Marks et al. 2010). Similar 
challenges occur in low- and middle-income countries for community 
health systems as well, especially given the trend toward decentraliza-
tion in many nations. In chapter 4, Udaya S. Mishra and T.R. Dilip 
provide insight from India on these questions.

India has actively pursued a decentralization process through the 
formation of panchayati raj institutions, which were mandated in 1993 
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through two constitutional amendments. This process has included 
devolution of significant funds to the local self-government institutions 
so that they can plan and implement important community functions. 
Mishra and Dilip examine the roles of India’s local self-government 
institutions in improving the community health system, by exploring 
the views of local stakeholders in one state.

The chapter looks in depth at the community health experiences of 
Kerala, which was the first Indian state to elect assemblies at the local 
level after the constitutional amendments. Mishra and Dilip’s analy-
sis is based on interviews with three key groups of stakeholders in the 
local health system: functionaries in local governments (193 people), 
health care providers (76 people), and community members (900 peo-
ple). Through these interviews, the researchers identified strengths and 
weaknesses in the capacity of community institutions to manage the 
local health system.

Mishra and Dilip found growing acceptance of local government 
institutions in India, but also long-term challenges in institution build-
ing at the local level. Local government functionaries were aware of 
their responsibilities to create additional health infrastructure, improve 
community access to health services, and oversee both public and pri-
vate health providers. However, the researchers also found reports of 
problems in the interviews: inadequate funding, lack of technical 
knowledge regarding public health, lack of community engagement, 
and lack of cooperation from health staff. Nearly all local health provid-
ers were aware of the health roles of local self-government, for example, 
in planning, financing, and monitoring community health programs. 
But Mishra and Dilip found strong resistance among local providers (60 
percent of respondents) to the idea that they should be accountable to 
local self-government, because they considered the panchayats (the local 
assemblies) to be politically oriented, engaged in other priorities, lack-
ing adequate administrative capacity, and lacking professional expertise 
in health.

Community members similarly showed a strong awareness of the 
local government’s responsibilities to improve the community health 
system, including the delivery of preventive measures and curative ser-
vices, and the identification of local health needs. But the researchers 
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8	 Governing Health Systems

found that local residents continue to use private services instead of the 
public system because of a lack of physicians in public facilities and a 
sense that better treatment was provided at private hospitals, as well as 
“convenience, time saving, and immediate attention.” These problems 
are typical not only of public-sector health services in India but in many 
other developing countries.

The chapter concludes with a discussion of significant challenges to 
improving the performance of Kerala’s local self-government institu-
tions in the health sector. Mishra and Dilip recommend strengthening 
the institutional capacity of local governments in public health, while 
recognizing major challenges in extending the authority of local gov-
ernment to cover the private sector and finding complementary roles 
for public and private health facilities. They also note the lack of com-
munity involvement and participation in the local health institutions. 
Resolving the conflicts between health providers and local government 
regarding their respective obligations and responsibilities, and building 
an environment of mutual trust remain two major obstacles to improv-
ing community health in Kerala.

Community workers and community health: A major ques-
tion for governing health systems at the community level is: Who 
does the work of community health? Chapter 5, by Margaret Hen-
ning and colleagues, provides an innovative comparative study of this 
question. The authors explore the responses of public health nurses to 
the Fukushima nuclear disaster in Japan and the responses of public 
teachers  to the AIDS disaster in Zambia. In both cases, women pro-
fessionals (nurses and teachers) served as frontline community health 
workers in addressing major disasters that undermined public health and 
security.

While recognizing the vast differences between Japan and Zam-
bia, as well as the different kinds of public health disasters involved in 
these cases, the authors uncovered common patterns and challenges for 
community workers in the face of a public health disaster. These relate 
directly to issues of governance: “One of the challenges in strength-
ening governance at the community level is identifying, giving voice 
to, and leveraging the key community players who can help transform 
the concept of health promotion into a community priority.” From this 
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perspective, nurses and teachers play critical roles in promoting both 
community health and community governance. The authors were par-
ticularly interested in strategies that could make these community work-
ers more effective in their tasks. Henning et al. use Liberato’s theory of 
building community capacity, which is based on an assessment of skills, 
resources, networking, leadership, and decision making, to examine and 
compare the roles of the nurses and teachers in the two cases (Liberato 
et al. 2011).

These two strikingly different cases showed some similarities: in both 
cases, frontline health workers (nurses and teachers) played a major role 
in bridging the gaps between science and society in communities dur-
ing a public health disaster. The researchers found that nurses in Japan 
and teachers in Zambia both felt that they needed updated training (in 
the realm of skills), a shift in their tasks and responsibilities (related to 
resources), and enhanced coordination and information sharing (related 
to networking). Both kinds of community workers perceived the 
importance of building trust within the community as central to carry-
ing out their task of helping local residents grapple with the personal and 
social dimensions of the disasters that are engulfing them. The nurses 
and teachers also felt they needed additional support to enhance their 
professional confidence as they confronted the complexities of the crises 
and sought to help their local communities heal and recover. The chap-
ter concludes with four areas for action to strengthen community gov-
ernance and community health “in ways that are strategic, sustainable, 
and cognizant of the importance of the historical role of community 
workers.”

Community perceptions of the health system: A final theme 
related to governing health systems at the community level (which is 
suggested in the previous four cases) involves the perceptions of com-
munity members, especially regarding the way the public system deliv-
ers health care. These include perceptions of the health system, local 
government, and health providers. In chapter 6, Joseph Okeibunor and 
colleagues report on their analysis of community perceptions of health 
services in two states in southeastern Nigeria. They note, “The existing 
gap between objective measures to improve care delivery, in response 
to the Millennium Development Goal (MDG) targets on health, and 
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10	 Governing Health Systems

current levels of service utilization as well as health indicators, calls for 
a critical examination of the perceptions of the health system among 
end users” because those perceptions may be contributing to the gaps 
in health system performance. They are particularly interested in 
“expressed satisfaction with the health service as well as the people’s 
assessment of the attitude of the health staff.” This chapter uses mixed 
methods (quantitative and qualitative) to explore people’s perceptions in 
twenty-four communities. These include urban, peri-urban, and rural 
areas in Imo and Enugu states in southeastern Nigeria (one “strong-per-
forming” state and one “weak-performing” state). The researchers used 
household questionnaires, in-depth interviews, and focus group discus-
sions to explore and document perceptions.

Okeibunor and colleagues report that community members are 
“very much aware of the health facilities in their domain but utiliza-
tion is low due to factors that relate to attitude of health workers, avail-
ability of equipment, and drugs.” The study revealed that about half 
of the population uses health centers for care, around 40 percent use 
patent medicine vendors (private sector), and the remainder uses “other 
sources.” Around 45 percent of respondents reported poor commu-
nity involvement in the local health centers. And in nearly all cases, 
respondents said that they had to pay for medicines they received from 
public-sector health centers. The study found that local residents had a 
good understanding and high expectations of the government’s obliga-
tions—to provide medicines, involve the community, provide person-
nel, construct hospitals, reduce family health care costs, and use local 
volunteers. But the study found a generally low opinion of the quality 
of health services delivered in the public sector. Around 50 percent of 
all respondents gave a “poor quality” rating, with little difference across 
sociodemographic groups. Community members reported they were 
willing to participate in the community health system, but they were 
disappointed when, for example, they helped to build a health center (as 
a form of participation), and the government did not then make it func-
tion properly.

Overall, the study found significantly higher ratings in the strong-
performing state with regard to the way health care is delivered and 
the number of services actually delivered. But in both states, the study 
discovered a “generally low approval for the adequacy of government 
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contributions.” In short, people expect the government to do more and 
are highly dissatisfied with the current situation.

In the words of Okeibunor and colleagues, government efforts are 
considered “grossly inadequate and unsatisfactory,” citing the lack of 
medicines in health centers and the poor attitudes of health workers 
toward clients. The authors conclude, “Health care seems only available 
depending on the financial capability of the clients, making access to 
essential health services unrealizable among the greater segment of the 
population.” They note that these findings may not be generalizable to 
other parts of Nigeria, because of the great diversity of the country. In 
their conclusion, they urge both states and the federal government in 
Nigeria to analyze community perceptions of health services through-
out the country, and to use those findings to improve the quality of the 
health care delivery in the public sector.

The challenges presented in these five case study chapters on com-
munity-level health system governance are familiar to people working 
in many countries, in both the developed and developing worlds. They 
reflect the real difficulties present when: creating effective mechanisms 
and institutions for meaningful community participation to improve 
quality of service delivery; building functional local government entities 
with public health expertise; supporting frontline community health 
workers (such as nurses and teachers); and, listening to the views of 
community members in ways that promote trusting and positive rela-
tionships with the health system.

In the next section of this chapter, we review the themes explored in 
the second set of case studies, which focus on governance at the national 
level.

Governance at the National Level

Around the world many countries are enacting new policies designed 
to improve the performance of their national health systems. The issue 
of national health system performance has been a top item on the global 
health agenda since at least the early 2000s, as illustrated by the World 
Health Organization’s World Health Report 2000: Health Systems: Improv-
ing Performance. In 2008, Japan promoted health system strengthening as 
an important issue for the G8 countries’ action at the global summit held 
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12	 Governing Health Systems

in Toyako (Reich et al. 2008). The World Bank similarly has addressed 
the topic through the Flagship Program on Health Sector Reform and 
Sustainable Financing, which by 2009 had trained nearly twenty thou-
sand people around the world (Shaw and Samaha 2009), using a text that 
combines technical, ethical, and political analysis (Roberts et al. 2004).

Currently, the dominant global health policy theme related to 
national health systems is framed around the concept of universal health 
coverage. The World Health Organization (WHO) made “financing for 
universal health coverage” the theme of its World Health Report 2010 
(WHO 2010). The Rockefeller Foundation has developed an initiative 
on “transforming health systems,” with universal health coverage as a 
major goal (Brearley and Marten 2013). And the Prince Mahidol Award 
Conference held in Bangkok, Thailand, in January 2012 was organized 
on the theme of moving toward universal health coverage. In these cur-
rent debates about how to move countries toward universal health cov-
erage, an underlying quandary is how to improve national health system 
governance at the same time.

The past decade has seen a huge expansion of interest not only in 
how national health systems work, but also in how their performance 
can be improved and measured. Various organizations have devel-
oped approaches for assessing and measuring “health governance” at a 
national level. WHO, for example, has proposed both rule/policy-based 
indicators and outcome-based indicators to monitor progress on health 
system governance (WHO 2008). The World Bank uses a Country Policy 
and Institutional Assessment, which provides a composite measure of gov-
ernance across all sectors, with a subset for health and education policies 
(IEG 2009).

The second half of this book presents six chapters that examine differ-
ent dimensions of governing health systems at the national level. These 
chapters analyze: (1) national policy reforms in Indonesia to move the 
country toward universal health coverage; (2) the family health strategy 
in Brazil and its implementation at the municipal level; (3) reforming 
Nigeria’s national health system to reduce maternal mortality; (4) the 
process of reforming the United Nations health system for Palestinian 
refugees; (5) financial stability and accountability in the South Korean 
national health insurance system; and (6) the introduction of citizen 
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participation in the decision-making process for the benefit package for 
national health insurance in South Korea. As with the chapters on com-
munity governance, these studies are in-depth single-nation case stud-
ies, with the inherent methodological strengths and limitations of this 
kind of research.

Governing toward universal health coverage: As noted above, 
many countries around the world have adopted the policy goal of “mov-
ing toward universal health coverage” for their national health system. 
Yet there are few analytical reports of how countries do this or of the 
obstacles and challenges in transforming a national health system. This 
kind of analysis should include an assessment of a reform’s consequences, 
as well as probing the social-political dimensions of managing the reform 
process. What has worked well, and what has not worked so well? What 
roadblocks were encountered and how were they addressed? How did 
national governance change as the health system moved toward univer-
sal coverage? In chapter 7, Hari Kusnanto presents Indonesia’s experi-
ences in governing social health insurance as the country moves toward 
universal coverage. Indonesia is now in the midst of a major institutional 
reform. In the short time period of five years the country aims to create 
a national security system to cover the entire population.

Indonesia’s first major effort to allocate significant national funds for 
social security emerged from the Asian economic crisis in 1997–98. 
Subsequently, in 2002 Indonesia amended its constitution to require 
a national security system; in 2004 the country passed a national law 
(the SJSN Law) to create this system, but without specifying the policy 
details. A second national law, the 2011 BPJS Law, created a single orga-
nizational unit and required the merger of existing social security plans. 
Indonesia is now implementing these laws in an effort to expand social 
health insurance coverage to the entire population. Kusnanto analyzes 
three governance issues related to the process of expansion and reorga-
nization of existing systems in the health sector. These represent major 
institutional challenges that many countries confront in moving toward 
universal health coverage, especially if they are developing social health 
insurance organizations.

First, Kusnanto analyzes the administration of Indonesia’s health insur-
ance system. In moving toward universal health coverage, Indonesia 
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14	 Governing Health Systems

has decided to create a single social security agency—combining exist-
ing social security organizations for civil servants, military personnel, 
and police officers, along with organizations for workers in the formal 
private sector and for poor families. One agency, for civil servants, is 
required to transform itself from a for-profit liability company into a 
nonprofit administrative entity, which is called BPJS Health. This 
entity is expected to increase its coverage from 17 million to 124 mil-
lion in 2014, so that it will cover nearly half of the Indonesian popula-
tion. Then by 2019 it should have increased to cover the full national 
population (of 258 million). Needless to say, this transformation involves 
multiple  implementation challenges in organizational processes and 
capacity.

The second major governance challenge examined by Kusnanto is the 
oversight of national health insurance. The 2011 BPJS Law created a new 
supervisory body intended to advise on difficult decisions, such as the 
level of premium fees, the benefit package, and payment fees to health 
care providers—all highly contentious issues. But there are concerns that 
the new agency will lack the necessary technical expertise, and it has an 
ambiguous relationship to other government agencies. The third major 
area for governance issues in Indonesia’s health system transformation is 
quality assurance in health services. Two key questions are: How do health 
professionals, such as the Indonesian Medical Association, participate 
in protecting quality of care? And, how are the views of beneficiaries 
used in assessing and improving quality of care? Ultimately, Kusnanto 
concludes that implementation of universal health coverage in Indonesia 
will take time (maybe more than the five years projected) and careful 
negotiation among the many groups involved.

National implementation in a decentralized system: Another 
major question in governing health systems is how national policies are 
implemented locally in a decentralized system. Further, how does that 
implementation affect the health system’s performance? In large federal 
nations, the central government has limited legal responsibilities for 
implementation of health policy, which must be conducted by subna-
tional government units (such as states or provinces). Examples of this 
include India, Nigeria, South Africa, and the United States. Brazil offers 
an important case study for examining decentralized implementation, 
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due to its long history of a national health service (known as the Sistema 
Unificado de Salud [SUS], or the Unified Health System), which started 
in 1988 after democratization in Brazil. In 1994, Brazil introduced a 
new service, called the Family Health Strategy, which mandates multi
disciplinary teams of health professionals engaged in community out-
reach. This service is implemented at the municipal level, with key 
policy issues decided at the national level.

Chapter 8, by Luiz Facchini and colleagues, examines how munici-
palities have implemented the Family Health Strategy (as a proxy for 
governance) measured by forty-seven indicators of health system inputs, 
primary health care delivery, and health system performance. The 
researchers looked for trends in the outcome indicators across 5,565 
municipalities in Brazil, according to the level of implementation of the 
Family Health Strategy. Facchini and colleagues report that the Family 
Health Strategy (FHS) has been implemented in 95 percent of Brazil’s 
municipalities (5,309), reaching about 108 million people (or 56 per-
cent of Brazil’s total population). FHS covers a higher proportion of the 
population in smaller municipalities and in poorer areas of the country, 
especially in the Northeast region.

Their analysis shows a complex pattern of effects related to imple-
menting the FHS. Overall, the results show that improvements in 
many indicators are associated with higher levels of FHS. Some indi-
cators, however, declined as FHS coverage increased (perhaps due to 
poorer socioeconomic status of high FHS municipalities), and middle-
sized municipalities also showed negative trends (compared to positive 
increasing trends in smaller and large municipalities). The researchers 
suggest that the problems of medium-sized municipalities deserve addi-
tional analysis by national policy makers. Other potential problem areas 
noted in the chapter include poor implementation of information (such 
as ombudsman telephone service and information to patients about 
services offered), and poor implementation of computer provision and 
access to the Internet (although larger municipalities tended to do bet-
ter as FHS coverage increased). The analysis also found problems in the 
primary health care delivery system; these are illustrated by the general 
presence of a separate bathroom for employees (positive performance), 
but the general lack of a bathroom adapted for disabled persons (negative 

	 Introduction and Overview for Governing Health Systems� 15

210138 i-xxii 1-394 r8rp.indd  15� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



16	 Governing Health Systems

performance). Finally, on health system performance, the analysis found 
that 40 percent of mothers received no postpartum care, and this trend 
worsened as FHS coverage increased. Similarly about half of the munic-
ipalities did not have an acceptable infant mortality rate (below 15/1000 
live births), and the trend worsened as FHS coverage increased (likely 
related to poorer socioeconomic status in those municipalities). The 
authors of chapter 8 call for an expansion of the Family Health Strat-
egy in Brazil to additional municipalities and strengthening the FHS in 
municipalities where coverage is still low, while recognizing that addi-
tional efforts are also needed to address the implementation problems 
highlighted by their analysis.

National governance and maternal mortality: In recent decades, 
global attention has focused on the problem of high maternal mortality 
in certain regions and countries. Few researchers, however, have exam-
ined the role of national health system governance in contributing to 
high rates of maternal mortality or in helping to reduce maternal deaths 
in high-prevalence countries. In chapter 9, Friday Okonofua under-
takes this analysis for Nigeria—which had one of the world’s highest 
rates of maternal mortality in the 1980s. Okonofua posits that national 
governance exacerbated maternal mortality in Nigeria: under the mili-
tary government, from 1985 to 1999, the lack of democratic governance 
“effectively ensured that none of the recommendations from the global 
conferences could be implemented in Nigeria.” The return to democ-
racy, in 1999, offered an opportunity for the Nigerian health sector to 
introduce mechanisms to reduce maternal deaths, but at the time the 
national health system suffered from multiple problems, and was ranked 
by the WHO as number 187 out of 191 countries in terms of overall 
performance (WHO 2000).

Okonofua shows that in recent decades Nigeria’s democratic govern-
ments have given increasing political attention to strengthening health 
systems and reducing maternal mortality. He traces a series of health 
system reforms carried out between 1999 and 2007, and concludes 
they probably contributed to the reduction in maternal mortality that 
Nigeria recently achieved (dropping from 1,000 deaths per 100,000 live 
births in 2008 to 630 deaths per 100,000 live births in 2013). But the 
persistence of an extremely high rate of maternal mortality shows the 
limitations of these reforms. Okonofua writes that the policy changes 
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demonstrated the political commitment of Nigeria’s leadership, but 
“very few of these policies were actually implemented” and budgetary 
allocations for health did not result in significant spending to reduce 
maternal deaths.

Okonofua concludes his analysis by noting, “Political commitment 
alone is not sufficient.” He offers several explanations for the discon-
nect between the generation of political commitment to improve maternal 
mortality in Nigeria (which occurred) and the implementation of gov-
ernment policies (which did not occur). He identifies three actions that 
could have been taken during this period. First, more advocacy could 
have been directed at the government technical bureaucracy, to push 
them to develop the same level of commitment as the political lead-
ership. Second, the political leaders’ commitment could have been 
integrated into  broader political discourse and policy (for example, 
through national legislation on maternal mortality) so that successive 
national leaders would have had to show similar levels of commitment. 
Finally, stronger efforts could have been made to assure that Nigeria’s 
economic growth contributed to improvements in the living conditions 
of the poor, thereby helping reduce maternal deaths. Okonofua con-
cludes that much more can and should be done in strengthening the 
Nigerian health system in order to reduce the country’s high maternal 
mortality.

Governing the health reform process: Most analyses of the way 
health reform happens agree that it is a complex and disorderly process, 
and therefore conclude that careful management is required to achieve 
positive results. In chapter 10, Akihiro Seita examines how the United 
Nations Health System for Palestine Refugees “moved mountains” in its 
health reform process. The UN Relief and Works Agency for Palestine 
Refugees (UNRWA) provides health services for around five million 
people in multiple countries, making it the largest health delivery sys-
tem of all UN agencies. In 2006, UNRWA began to strengthen orga-
nizational development in all of its programs. Seita analyzes the process 
of reforming the UNRWA health system and presents lessons learned 
about governing the reform process. Through reform of its health activ-
ities, UNRWA sought to focus more on prevention and lifestyle changes 
that relate to noncommunicable diseases, to improve efficiency in order 
to reduce cost pressures on the health budget. The agency also sought 
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18	 Governing Health Systems

to give greater role to a “family doctor” model of primary care, in order 
to improve the continuity of care for patients and thereby augment both 
quality and efficiency.

UNRWA began the health reform process in January 2011. The 
first step taken by the reform team was to conduct a political analysis 
of stakeholders involved. They recognized that reform was “perceived 
as reduction of services, and not improvement. In an effort to mitigate 
this kind of thinking, we started stakeholder analysis and consultations 
from the very beginning.” They identified four key stakeholder groups: 
Palestine refugees (the intended beneficiaries), UNRWA staff, host 
governments, and donors—and analyzed their power, positions, and 
perceptions of health reform prospects. Based on the political analysis, 
the reform team decided on two key strategies for change: first, to put 
the refugees at the center of the reform; and second, to identify strong 
agents of change within UNRWA, the heads of the five field offices. 
In chapter 10, Seita explains the compelling logic behind these two 
strategic decisions, and then presents step by step what the UNRWA 
health reform team did. He explains how they implemented the reform 
plan for UNRWA, so that it would change practices in health centers 
and change the experiences of patients and staff. He summarizes their 
accomplishments succinctly:

Over the course of two years, we were able to formulate the 
strategy for reform, acquire the buy-in of key stakeholders (six 
months), pilot the FHT [Family Health Team] in two sites (six 
months), and ultimately implement the FHT model in thirty-
five health centers throughout UNRWA’s service areas—
excluding Syria (one year). . . . [ J]oint assessments with partners 
and feedback from staff and clients confirmed that the desired 
results were achieved, and underlined the potential efficiency, 
effectiveness and sustainability of the reform.

Seita draws a number of lessons from the positive results of the 
UNRWA health reform process. He notes: the importance of conduct-
ing an explicit political analysis of the environment and the players 
involved; the benefits of moving quickly to try out the reform model in 
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pilot experiments; the positive role of a participatory approach to deci-
sions about process, design, and implementation; and the advantages of 
building on the health system’s existing strengths. Seita concludes by 
noting the significant challenges that UNRWA confronts in the region, 
due to the tense political and security environment, as well as budgetary 
constraints related to the global financial crisis. He writes, “UNRWA 
operates in one of the most politicized parts of the world, yet we have 
managed to deliver results by carefully creating an agenda that does not 
invite opposition and that is supported and promoted by key stakehold-
ers and interested parties.” It is indeed an impressive achievement.

National governance and financial accountability: One of the 
most recognized governance challenges for a national health system 
is finding adequate financial resources and managing those resources 
effectively so that services can be delivered in effective, efficient, and 
good-quality ways. The rapid development of Korea’s national health 
insurance provides an instructive case study for analysis of financial 
issues. In chapter 11, Hacheon Yeon examines the historical expan-
sion of Korea’s health insurance system and the policy challenges it 
confronts today. Korea began compulsory national health insurance 
in 1977, starting  with a scaled premium payment based on financial 
ability and the provision of uniform benefits, using a hybrid financial 
model that included some support from the government budget based 
on taxes (and covering about 8.8 percent of the total population). By 
1989, Korea had achieved health insurance coverage for the entire 
population, by expanding coverage to self-employed people in rural 
areas, completing the process twenty-six years after the first Medical 
Insurance Act was adopted (in 1963). Then, in 2003, Korea carried out 
a second major institutional reform, merging the many insurance coop-
eratives into a single insurer. These policy reforms, over several decades, 
created a national health insurance system in Korea that is globally 
admired.

However, three long-term trends are now converging to create pro-
found challenges for Korea: low fertility, an aging society with increas-
ing life expectancy, and rising popular demand for more covered health 
services. Together, these three trends are creating a major challenge to 
the system’s financial sustainability. As Yeon notes in his chapter, Korea 
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20	 Governing Health Systems

is now confronting “a crocodile’s mouth pattern” due to slower-rising 
national income (the lower jaw) and skyrocketing health care costs (the 
upper jaw). In short, revenues are not keeping up with expenditures. 
Korea’s national system was initially based on low premiums, limited-
benefit coverage, and low medical costs. But the package of health ser-
vices covered by national health insurance has been gradually expanded, 
and costs have risen with an aging population. The financial imbalances 
have increased, “as the growing elderly population [and their growing 
health costs] must be supported by comparatively fewer members of the 
system and society.” Yeon reports that according to one study the pro-
portion of GDP spent on health could reach 13 percent in 2050—how 
will Korea pay for this?

Yeon recommends six policy shifts to address Korea’s problems of 
financial sustainability: (1) improve efficiency of the health care deliv-
ery system; (2) expand resources available for national health insurance 
financing, especially for the elderly; (3) improve the premium-fee pay-
ment system, with attention to fairness of different levels; (4) change 
the system used for reimbursement of services, moving away from fee-
for-service; (5) strengthen the delivery of primary care and promotion; 
and (6) rationalize the management of insured pharmaceutical costs. 
Yeon thus proposes another huge and complex reform agenda for Korea 
to address the converging long-term trends in demography and health 
insurance policy. Each of these six policies would change the political 
economy of Korea’s national health insurance arena—as they redistrib-
ute resources among the various stakeholders. How Korea manages the 
conflicts inherent in this policy debate will be important to observe, as 
stakeholders struggle to reshape the financial sustainability of Korea’s 
national health insurance system for the future.

Governing public participation in decisions: One critical area 
of national policy making for health involves decisions over which 
interventions and which conditions should be covered by public pooled 
funds. Who should make these decisions, and how? These decisions 
have obvious and critical implications for the financing of national 
health insurance and its budgetary implications, a major focus of the 
chapter by Yeon. In chapter 12, Juhwan Oh and colleagues report on 
an innovative experiment with deliberative democracy in health policy 
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making in Korea. Recently, the Korean government has established a 
citizen’s council to incorporate social value judgments in making deci-
sions about benefits coverage for national health insurance. The fun-
damental ideas for this approach are derived from the “Accountability 
for Reasonableness” framework for priority setting (Daniels and Sabin 
2008). Korea has explicitly used this framework and its four principles 
as a way to introduce deliberation and public participation into difficult 
policy decisions about which new benefits to include in health insurance 
coverage.

Oh and colleagues first conducted three pilot experiments (in 2008, 
2010, and 2012). Each pilot had two phases: first, providing randomly 
selected citizens (from an applicant pool) with information about the 
decisions; and second, conducting a structured deliberation of the issues 
for a moderate amount of time. Each round involved questions about 
different ways that the government could expand insurance coverage 
to other types of services. The three experiments showed, according 
to Oh and colleagues, that participants were willing to increase their 
financial contribution to national health insurance to achieve better cov-
erage, and were willing to reduce their support for expanding service 
coverage for some items, once information was provided and delibera-
tion occurred. In short, the pilot rounds demonstrated that people could 
change their initial opinions about coverage expansion through educa-
tional and deliberative processes.

The next step was to include this approach in national policy mak-
ing for actual coverage decisions. In September 2012, Korea’s first Citi-
zen Committee for Participation was held, with thirty people randomly 
selected out of a group of 2,650 applicants. The committee reviewed 
forty-five medical service items that were being considered for expan-
sion by the Health Insurance Policy Committee (HIPC), the official 
decision-making body. The deliberations from the Citizen Committee 
were advisory; nevertheless, the HIPC ultimately accepted 69 percent 
of the Citizen Committee’s recommendations. Oh and colleagues con-
clude, “Making decisions on benefits coverage is a key component of 
governing a health system, especially a national health insurance sys-
tem. More than 1 trillion Korean won (equivalent to U.S. $1 billion) 
were allocated to cover the new items in the year 2013, with no political 
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22	 Governing Health Systems

criticism or policy debate, partly because they were supported by the lay 
public participation body in the year 2012.” The Citizen Committee 
for Participation thus worked effectively, according to the principles of 
Accountability for Reasonableness, using deliberative participatory pro-
cesses to support decisions about benefits coverage for national health 
insurance.

Oh and colleagues conclude that the Korean experience of informed 
deliberation by the lay public is better than a formula-based decision 
process, such as the one used in the U.S. state of Oregon that “con-
fronted obstacles from the public due to discrepancy between the lay 
public’s value perceptions and the priority list generated mainly by cost 
effectiveness.” They suggest that the Korean experience shows how a 
deliberative democratic decision-making process can lead to reasonable 
and accountable decisions under conditions of limited resources. They 
note: “The general public does not necessarily demand ever-increasing 
benefits, but can decide to keep benefits at a reasonable level once they 
understand the nature of public funding, financial sustainability, and 
cost effectiveness.” The authors write that this process may help reduce 
“policy failure” in other contexts as well, if the results are due to com-
mon traits of human beings and do not depend on specific aspects of 
the Korean context. This experience in Korea, they believe, “deserves 
broad recognition around the world for its innovative approach to mak-
ing difficult social decisions.” This approach to using deliberative pro-
cesses might also be able to address Korea’s major challenge of financial 
sustainability (as described in chapter 10 by Yeon), which is looming on 
the horizon.

Concluding Remarks

The chapters in this book, summarized above, reflect the Takemi Pro-
gram’s efforts over the past thirty years to promote the development 
of leaders in health policy—Takemi Fellows. By participating in the 
Takemi Program at Harvard, these mid-career policy researchers and 
policy practitioners have developed an expertise in the design, analy-
sis, and implementation of national health policies, using a multidisci-
plinary perspective. Many Takemi Fellows have assumed positions as 
policy practitioners in organizations around the world and have applied 
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this perspective in creative ways to difficult health problems, thereby 
contributing to the solution of real-world health problems. The chap-
ters in this book provide a vivid reflection of some of those experiences. 
The chapters also present some of the knowledge gained by Takemi Fel-
lows in grappling with health policy challenges in their communities 
and their countries, and the implications for improving governance of 
health systems around the world. In this way the Takemi Program has 
played an important role in strengthening the capacity of problem solv-
ing in health at a global level.

Each chapter in this book illustrates efforts to solve real-world health 
problems at the community and national levels. And each chapter in the 
book analyzes how these problems are shaped by the quality of gover-
nance. The chapters show that in order to achieve common goals in the 
health sector, policy practitioners must seek ways to create both collec-
tive action and collective solutions, two of the fundamental challenges 
of governance. This process of creating shared value requires better prac-
tices in the community and in the nation—as illustrated by the chapters 
in this book.

It is now widely accepted that health problems represent a critical 
global challenge that goes beyond national boundaries. In short, health 
problems are among the most important global priorities for human 
civilization in the twenty-first century. Human society confronts many 
health issues that cannot be solved by the actions of individual nation-
states. There is growing awareness among global policy makers about 
the complexity of today’s problems in many spheres. The arena of global 
health is considered one field where the interests of individual nation-
states are not as strong as other problems and where strengthening gov-
ernance can have a significant policy impact in solving problems and 
improving human welfare. As a result, one of the critical goals for our 
generation is finding ways to strengthen governance mechanisms for 
health problems at the community, national, and global levels. We hope 
that the experiences presented in this book can help contribute to those 
efforts.

The Takemi Program’s 30th Anniversary Symposium focused on 
governance at the community and national levels because in many ways 
human efforts at these levels are the most immediate; they make a differ-
ence in people's lives. Actions in the community and in the nation-state 
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24	 Governing Health Systems

shape the policies that influence the living environment of communities 
and shape the actions of national and international organizations and 
the growing global networks of civil society organizations. We hope 
that the past thirty years of the Takemi Program have strengthened our 
understanding of governance in global health in ways that contribute to 
advancing public knowledge and promoting effective action. This book, 
we believe, provides examples and evidence of how research can make a 
difference in improving governance for health.
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Governing Local Health Systems
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Chapter 2

Community Participation in Governance of the 
Health Care System:  A Look at Health Unit 

Management Committees in Uganda

Joseph Konde-Lule

Introduction

Health System Governance

Governance has become increasingly recognized as of critical importance 
for the success of health programs, and it is also widely acknowledged 
that without due attention to governance, resources allocated to health 
may not achieve their intended results (WHO 2008). But what is gov-
ernance? There have been many definitions and interpretations of gov-
ernance. Some interpretations focus on technical government functions 
and how they are administered, but others are much broader. For exam-
ple, according to the World Bank (2000, 9–11), governance is economic 
policy making and implementation, service delivery, plus the account-
able use of public resources and of regulatory power. The “accountable 
use of public resources” is a complex issue, but it will be interpreted to 
mean the use of public resources according to the rules that regulate and 
are binding for all the concerned institutions and individuals. The rules 
enable society to hold the different actors responsible. These may include 
competitive elections, systems of judicial redress, transparency of infor-
mation, advisory committees, and media access, among others.

Health governance has also been defined as “putting in place effec-
tive rules for policies, programs, and activities related to health-sector 

210138 i-xxii 1-394 r8rp.indd  29� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



30	 Governing Health Systems

objectives” and how these are carried out at various institutional levels 
(Brinkerhoff and Bossert 2008, 3). The rules determine which institu-
tional actors play what roles and their responsibilities. The same authors 
also state that “the popularity of governance as a conceptual and practi-
cal construct, however, has not led to clarity and agreement as to what 
it is or is not” (2008, 1). This, in my view, is not a weakness but rather a 
source of strength. It is a source of strength because it provides an oppor-
tunity for flexibility, enabling analysts to devise definitions that are most 
appropriate for different settings.

The WHO (2000) encouraged greater attention to health governance 
by introducing the concept of “stewardship,” which constitutes six 
domains. These six are: generating intelligence (information and evi-
dence); formulating strategic policy direction; ensuring tools for imple-
mentation through incentives and sanctions; building coalitions and 
partnerships; developing a fit between policy objectives and organiza-
tional structures and cultures; and ensuring accountability (Saltman and 
Ferrousier-Davis 2000; Travis et al. 2002). This concept of stewardship 
looks like a step-by-step way of guiding interested parties through some 
critical steps in the process of navigating the complex exercise of health 
system governance.

According to WHO (2008), there appears to be a general consensus 
that health systems should aim to attain three goals. These are:

1.	 Improvements in health status through more equitable access to 
quality health services and prevention and promotion programs

2.	 Patient and public satisfaction with health systems
3.	 Fair financing that protects against financial risks for those need-

ing health care

These goals indicate that health systems should aim for equity and 
good governance as key components. Governments often see improve-
ments in health as a public responsibility (World Bank 2004). The jus-
tification for this is based in the broader context of social justice as is 
outlined in the Universal Declaration of Human Rights (1948) and 
other international humanitarian conventions. The view is also appar-
ently supported by the international endorsement of the UN Mil-
lennium Development Goals. Governments often demonstrate their 
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responsibility by financing, providing, and regulating the services that 
contribute to health outcomes.

Uganda is counted among the poor countries in the world. According 
to the World Bank data, in 2011 Uganda had a GDP of $16.8 billion and 
a per capita GNP of $510. At the community level the frequency of pov-
erty is quite high, and 24 percent of the population was reported to be 
below the poverty line (living on less than $1.25 a day). Providing ser-
vices to the poor in any society is commonly associated with challenges, 
and some studies have indicated that the poor receive less than the aver-
age access to health care in their communities (Konde-Lule et al. 2010; 
Kiwanuka et al. 2008). In Uganda, as is the case in many societies around 
the world today, the services for the poor need to be protected by the 
authorities. In its 2004 World Development Report, the World Bank 
warned that broad improvements in human welfare would not occur 
unless the poor received wider access to affordable and improved ser-
vices in “education, health, water, and sanitation and electricity” (2004, 
1). The high level of poverty in Uganda makes these improvements a big 
challenge for the state.

In spite of a broad consensus on the importance of health governance 
as a catalyst for improving health outcomes, however, it is difficult to 
measure and it remains inadequately monitored and evaluated (WHO 
2008). In health system governance many analysts have identified three 
sets of actors, and they are categorized as follows:

1.	 State actors, including policy makers and technical government 
officials

2.	 Health service providers, both public and private
3.	 Beneficiaries, including service users and the general public: this 

group constitutes (or represents) the community

These three pillars provide a framework for analyzing governance in 
the health sector (World Bank 2004; Brinkerhoff and Bossert 2008).

Health System Governance Analysis

The analysis of health system governance will be based on assessing how 
well each of the three sets of actors performs with regard to its designated 
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32	 Governing Health Systems

roles. The yardstick should be the full list of activities that each set needs 
to perform. The WHO toolkit for monitoring health systems catego-
rizes the indicators for measuring health systems governance into two 
groups. These are: (1) rules-based indicators, which assess the presence 
of appropriate laws, policies, strategies, and guidelines for governance; 
and (2) outcome-based indicators (WHO 2008). The outcome-based 
indicators measure whether rules and procedures are implemented effec-
tively or enforced. While the three-pillars framework can be applied 
widely, it is clear that the rules and detailed roles may differ significantly 
between and within countries. There cannot be a single formula that 
fits all.

Community Participation in Health System Governance

The Declaration of Alma-Ata in 1978 during the International Confer-
ence on Primary Health Care identified community participation as one 
of the key requirements for achieving health care that is acceptable to 
the users (WHO 1978). From then onward, community participation 
became one of the cornerstones of primary health care, and it has been 
integrated in many national-level health policies and in disease control 
programs. It also became a standard item in the curricula of many public 
health training institutions. In Uganda, community participation poli-
cies are initiated at the national level, and is a process that embraces 
political leaders and Ministry of Health technocrats. The Alma-Ata 
Declaration, however, does not provide specific guidance on what kind 
of community participation is considered desirable. It is also silent on 
what effect the diversity between countries might have on the type of 
community participation that is required or on its measurement.

Working Definition

At health center level (representing the community-level health system) 
the indicators of good governance will be defined as “effective service 
delivery and adequate accountability for resources in accordance with 
relevant national and local government guidelines and regulations.”
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Research Questions

The research questions for this paper are:

1.	 How much do service users, beneficiaries, and members of the 
public get involved in ensuring effective service delivery and 
accountability for resources in the Ugandan community-level 
health centers?

2.	 How much do the general public, beneficiaries, and users of the 
Uganda health system participate in fulfilling government guide-
lines and regulations for the community-level health centers?

Methods

This chapter is a literature review of both published and grey literature 
concerning health system governance, focusing on the community-level 
health system in Uganda. Searches were done over the Internet and also 
in the library at Makerere University School of Public Health and in the 
Ministry of Health library. The focus of the review is the district hospi-
tals and lower-level health centers, which in effect represent the health 
system at community level. This chapter reviews the roles of different 
players in health system governance and analyzes the issues that pro-
mote or limit community participation in different settings. Following 
the finding of marked differences between the health unit management 
committees (HUMCs) in public health centers on the one hand and 
HUMCs in private health centers on the other, exploratory interviews 
were subsequently sought from the officers who supervise the HUMCs 
in the main faith-based organizations, to ask follow-up questions about 
these differences. This request was granted and responses were obtained 
from the Uganda Protestant Medical Bureau (UPMB) and from the 
Uganda Catholic Medical Bureau (UCMB).

At the community level in the Uganda health system, the three pillars 
of actors in health system governance can be clearly recognized in the 
following way:

1.	 The state provides the laws and regulations that define the roles 
of the different players. The main state actors are the Ministry of 
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Health and the district administrations. In Uganda several stud-
ies have found that there are many good laws and regulations for 
governing the health care system in the country, but the outstand-
ing observation has been that these laws were in most instances 
not well enforced, and many practitioners broke or ignored them 
without facing any penalties (Kiwanuka et al. 2008; Konde-Lule 
et al. 1998; Okello et al. 1998).

2.	 The health service providers include a wide spectrum of pro-
viders, from public health centers to NGO health centers that are 
largely faith based to other private providers, mainly in private 
clinics, which are quite diverse. This chapter will focus on health 
centers, both public and private.

3.	 Beneficiaries include all service users, the general public, and any 
interest groups such as patient groups and the media. Some patient 
groups, including AIDS patients and cancer patients, have been 
very active advocates of change for various issues.

While the participation of the first two pillars in health system gover-
nance is the expected norm, the focus of this chapter is the degree of 
involvement of the third pillar, which includes service users, all benefi-
ciaries, and the general public, in health system governance. Data from 
Uganda policy documents, together with data from national and inter-
national reports emanating from studies of health system governance in 
Uganda and elsewhere, which have been published in different forums, 
are the main sources of information for this review chapter. The focus of 
this chapter is the formal health facilities, including both public and pri-
vate not-for-profit health centers. District hospitals are the referral level 
for these health centers and are therefore, strictly speaking, not com-
munity-level facilities, but they were used for comparison with health 
centers in some instances. The focus on health centers leaves out many 
community-level private health care providers in the Uganda health sec-
tor, both formal and informal. It also leaves out the community-based 
organizations (CBOs), which are private organizations that provide a 
wide range of preventive and promotive health services in the commu-
nity. This focus is therefore a limitation, but it was necessitated by the 
desire to obtain a deeper analysis of governance and related issues in the 
community-level health facilities at health center category.
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Findings

The Uganda Model for Community  
Participation in Governance

The Uganda government has a policy that puts in place health unit man-
agement committees for health centers and hospital management boards 
for hospitals (Uganda MOH 2003). The HUMC policy was made in 
order to provide a standard guideline for the committees, which provide 
an entry point for the community to participate in governance of the 
health system at this level. It is a documented fact, however, that many 
health facilities, both public and private, had recruited management or 
advisory committees to support health unit managers on community-
related issues many years before the policy was made. Such commit-
tees were very useful in matters requiring community mobilization, for 
example in relation to fund-raising for infrastructure development and 
other undertakings. They also played a key role in the management of 
user fees during the period when they were being levied in Uganda’s 
public health facilities.

Historical Perspective on User Fees and  
Health Unit Management Committees

In Uganda, one of the issues that has greatly influenced community 
participation in health system governance at health center level is the 
management of user fees in public health units (Konde-Lule and Okello 
1998). The concept of cost sharing through user fees in government 
health units was first floated during the late 1980s as a way of com-
plementing health financing. It was resisted by many groups and was 
implemented for years without an official policy document to back 
it. Although the national parliament rejected the proposed policy in 
1993, the scheme remained in place because it was very popular among 
health workers and it received support from the MOH technocrats. The 
decentralization policy that was introduced in the 1990s enabled many 
districts to enact bylaws that institutionalized user fees in their public 
facilities. Many studies, however, indicated that user fees were strongly 
resented by most health consumers in public facilities, and that they were 
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described by many analysts as a barrier to access to health care, especially 
among the poor (Konde-Lule and Okello 1998; Asingwire 2000; Kipp 
et al. 2001; WHO 2000; Nabyonga-Orem et al. 2008).

During the period when user charges were being levied in Uganda’s 
public health facilities, the HUMCs were the organs most directly con-
cerned with managing the scheme. They fixed the appropriate fees for 
the unit, decided how fees were handled by staff, made waiver guidelines, 
determined what items the fees would be spent on, and provided overall 
oversight for the scheme. The MOH technocrats, together with some 
other agencies that were actively involved in matters related to health 
system governance at that time, were always available for consultation 
by the HUMCs, and they provided guidance and support. User charges 
commonly supported the purchase of supplies, staff welfare, and, in some 
instances, infrastructure development. The HUMCs had the power to 
modify this list according to the health unit priorities of the day.

User charges in public health units were suddenly abolished by the 
government in 2001, a decision that left HUMCs in these units practi-
cally redundant. There was no alternative activity requiring such heavy 
participation for the HUMCs to take on. The immediate consequence 
of this decision was that in 2001 the effective participation of HUMCs 
in public health system governance ended as abruptly as the user fees 
did. It suddenly looked like the HUMCs would disappear and be forgot-
ten for good. In 2003, however, the quality assurance unit of the MOH 
drafted the HUMC policy, which clearly aimed to re-institutionalize 
community participation in the governance of health centers, which 
constitute the community-level health system. The policy outlines the 
roles of the HUMC with the aim of promoting quality of health care 
without reliance on user fees.

The HUMC Policy

According to the HUMC policy (2003), the main function of the man-
agement committee is “to monitor the general administration of the 
health unit within the policy and guidelines of the Ministry of Health.” 
There is a provision in the policy to include ordinary members of the 
public in these organs. These committees play an oversight role and help 
to mitigate abuse of office and corruption. Because these committees are 

210138 i-xxii 1-394 r8rp.indd  36� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Governing Local Health Systems� 37

not full time and are required to meet only once every three months, 
there is a limit to what they can do, and many problems may pass unno-
ticed. Indeed, shortcomings have been identified in some studies.

One Uganda study found a lack of effective communication between 
the communities located near public health facilities and the manage-
ment committees or boards (Rutebemberwa et al. 2009). The study 
found that committee members were not providing any feedback to 
the communities, nor were they receiving any input from the public. 
The reasons for this poor communication included the absence of an 
organized forum for such feedback and the widespread attitude among 
members of the public that health unit management committee mem-
bers became part of the health provider system and always sided with the 
providers. The attitude that HUMC members suddenly change from 
being health consumers to being health care providers undermines the 
reasons for setting up the HUMC. If this attitude becomes very com-
mon in the community, it has the potential to so grossly undermine the 
HUMC that it has no value.

The organized or structured community participation in gover-
nance, as is envisioned for the health unit management committees, has 
limitations because of its narrow community catchment and participa-
tion. Many stakeholders feel that community participation needs to be 
opened up to a wide base of players. Singer (1995) defined community 
participation as “the sum total of actions taken by ordinary members of 
a political system in order to influence outcomes” (422). This type of 
opening up means that any suggestion or complaint from the public will, 
or should, constitute community participation in governance, especially 
if it comes to the attention of the relevant health care providers, manag-
ers, or policy makers. This means that attendance at political gatherings 
of any kind; stories in or comments to the media, including newspapers, 
and talk shows on radio or television; and statements from different levels of 
political leaders all constitute community participation in governance. 
The key variable for qualifying is any contribution to the betterment of 
the health care system. While such inputs are difficult to quantify, it is 
quite likely that in the Uganda setting, and probably in some other set-
tings, they are more likely to produce policy or service delivery changes 
and improvements than the recognized or formal “structured” partici-
pation of the health unit management committees.
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Challenges Facing Management Committees

The challenges that face the management committees include: a policy that 
demands a lot, or even too much, from the HUMC, shortage of funds, lack 
of publicity about the HUMCs, and shortage of managerial skills and tech-
nical knowledge among the HUMC members. These are outlined below.

A Policy That Demands a Lot from the HUMC 

The government policy that outlines the responsibilities of the HUMCs 
provides a long list of what is expected of the HUMCs. The listed func-
tions are quite numerous, and some of them require technical compe-
tence. There are four major categories of functions:

1.	 To monitor general administration of the health center on behalf 
of the local council and the Ministry of Local Government within 
the policy and guidelines of the Ministry of Health.

2.	 To manage funds from the district, specifically: supervise manage-
ment of health center finances by ensuring that financial regu-
lations and accountability instructions are observed; approve the 
annual budgets prepared by the health center management team; 
ensure that annual work plans are drawn up reflecting priority 
needs; monitor performance of approved budgets; ensure that 
funds released to the health center have been accounted for to the 
chief administrative officer through the health subdistrict; autho-
rize the reallocation of funds within the health center budget lines 
if need arises and with approval of the health subdistrict; ensure 
that district funds are not diverted to other activities.

3.	 To advise upon, regulate, and monitor the collection, allocation, 
and use of finances from other sources.

4.	 To monitor the procurement, storage, and utilization of all health 
center goods and services in line with local government regula-
tions. In particular, the HUMC should evaluate tenders and make 
subsequent recommendations to the district.

This is a long list of functions, and it is difficult to assess how well 
each HUMC fares with it. One common recommendation from various 
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health system studies in Uganda has been “capacity strengthening” for 
HUMCs. If the limitations of the committees are put aside, and the 
listed functions of the HUMCs are assessed on the basis of their merits 
and potential contribution to effective community participation in gov-
ernance, then this is without doubt a very good list of responsibilities. 
This list of responsibilities should certainly promote community par-
ticipation in the governance of the health system at this level. The main 
concern is the lack of capacity for the HUMCs to fulfill these tasks, as 
the following challenges imply.

Shortage of Funds

The management committees are constituted by volunteers who get no 
regular pay and expect only a sitting allowance when they hold a meet-
ing. At district hospital level this is not much of a problem because the 
boards’ allowances are budgeted for in the hospital budgets. The hospital 
budget funds are released directly from the national Ministry of Finance. 
At health center level, however, the management committees are not so 
lucky, essentially because at district level the budgets are funded as part 
of “primary health care” costs and are quite small. The priorities for each 
health center, however, are commonly numerous, and any allowances 
must be modest in order to be approved by the district administration. 
Before user fees were abolished from public health facilities in 2001, they 
were a sure source of funding for health center–level health unit manage-
ment committees’ allowances. The shortage of funds is a problem because 
obtaining allowances depends on the goodwill of those in charge, which 
could in turn compromise the independence of the members.

Lack of Publicity

The health unit management committees have not been widely pub-
licized as a channel through which the public could direct their views 
for improving health service delivery in their communities. Indeed, it 
has been found in a study done by Rutebemberwa et al. (2009) that 
most people in the community did not know about the existence of 
the committees. There is also inadequate or nonexistent publicity about 
the HUMC both inside and outside the health facilities. The public’s 
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ignorance of the HUMCs means that service users and the public cannot 
submit complaints or suggestions through this channel. This public igno-
rance about the HUMC is a big challenge, and one that almost renders 
the committees nonfunctional. Indeed, most people—including patients 
and many researchers—who make brief contact with health centers have 
been known to complete their requirements or tasks at health units with-
out ever hearing about the HUMC. The typical finding is that there are 
no posters or any other form of advertisement for HUMCs.

Shortage of Managerial and Technical Experience

Although attempts are always made to nominate persons with an educa-
tion and some managerial experience, like teachers and civil servants, 
some committees may be short of such members. If, in addition, there is 
no individual with any technical knowledge of the medical profession, 
then those with supervisory roles will face severe challenges. A dearth 
of knowledgeable and experienced committee members on a particu-
lar committee means that the health unit manager would be far more 
knowledgeable on all managerial and medical issues than anyone else 
on the committee, and he or she would therefore find it easy to domi-
nate and control the committee. In such a situation the oversight role 
of the committee could easily be compromised. Although it has been 
argued from experience gained elsewhere that, given sufficient time, 
ordinary citizens can acquire the skills needed to participate in gover-
nance (Singer 1995), in the Uganda setting, with so many skills lacking, 
this could require a very long time.

HUMCs in Private Not-for-Profit (PNFP) Health Units

The HUMCs in PNFP units appear to be much better organized and 
more productive than their counterparts in public facilities. Because of 
this finding, the author chose to interview the national-level coordi-
nators of HUMCs in the two largest PNFP organizations. Discussions 
were held with the Uganda Protestant Medical Bureau (D. Kiyimba, 
Institutional Capacity Building Program Officer, UPMB) and with 
the Uganda Catholic Medical Bureau (P. Asiimwe, Organizational 
Development Advisor, UCMB). The two officials were interviewed 
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separately, but they provided information indicating that the two orga-
nizations have much in common. The similarities include having a des-
ignated unit within the organization that is concerned with the affairs 
of all affiliated HUMCs; a method of appointing HUMC members who 
have a high level of community participation; and a strong training and 
continuous support program for all affiliated management committees.

Appointment and Composition of HUMC Members

In both UPMB- and UCMB-affiliated health units, the process of 
selecting HUMC members starts in the local church congregation, 
where the best candidates are identified. The congregation is guided to 
identify people who are willing to offer voluntary service and who have 
a diversity of skills to offer for the good functioning of the committee. 
The parish council of the relevant faith nominates the best members, 
taking care of different interest groups and skills. The diocese vets the 
members and appoints the full committee for a three-year period. Every 
three years, the parish council elects a new committee and the parish 
priest becomes a member of the HUMC, representing the bishop.

Training and Support

In addition to an induction period that is provided to new committee 
members, all HUMC members get regular training for their roles at least 
once every year. During these regular training sessions, challenges to 
their roles and ways of solving those challenges are discussed with vari-
ous experts. The training may be organized at either the diocesan or 
national level.

Roles of PNFP-Affiliated HUMCs

Both the UPMB and UCMB officials pointed out that their affiliated 
HUMCs actually follow the guidelines that are provided in the gov-
ernment policy for health unit management committees at health cen-
ter level. The main difference is that the PNFP-affiliated committees 
receive regular training, advice, guidance, and encouragement to enable 
them to comply with the guidelines in the HUMC policy. Although the 
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PNFP-affiliated health centers belong to the dioceses, they are opera-
tionally quite autonomous. Each one generates its own budget, which 
is implemented quite strictly. The sources of funds include user charges 
and grants. The HUMCs are always encouraged to source for and to 
generate funds for their health units from a variety of sources.

Each UCMB-affiliated health unit also has a “charter” that guides 
it in the process of governance. The charter spells out the roles and 
responsibilities of each member of the staff and of the committee. The 
charter contains specific information that is unique for each health cen-
ter, designed by the HUMC itself with the guidance and support of the 
national-level UCMB staff. It was made clear that the core content of 
the charter is extracted from the HUMC policy guideline of the Minis-
try of Health. The HUMC has the power to hire or dismiss the lower-
level categories of the staff list. For the more senior professional staff, the 
HUMC may recommend disciplinary action to the diocese, where the 
final power is based. The HUMC members in PNFP health centers are 
also volunteers, and they receive sitting allowances that are in the same 
range as those for the committees in public health centers.

Discussion

Differences Between Public and Private HUMCs

There is a big difference between the management committees in public 
health centers and those in private (PNFP) health centers. The commit-
tees in public health facilities provide the impression that participation 
in governance is a heavy burden because of the shortage of funds, low 
levels of publicity, lack of technical skills, and a policy guideline that 
demands too much from the committee. Conversely, the committees in 
PNFP-affiliated health centers appear to be performing the roles of par-
ticipation in governance well, and they are not complaining about lack 
of publicity or skills. This is in spite of the two types of committees fol-
lowing the same policy guideline and receiving the same level of fund-
ing from the government’s primary health care (PHC) funds. The key 
question is: What makes PNFP-affiliated HUMCs perform much better 
than those in public facilities? The outstanding differences between the 
two groups, which are likely to provide the explanation, are identifiable 
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in the recruitment process, the types of individuals nominated for mem-
bership, regular training and guidance, and the pattern of monitoring 
and complying with all the rules and regulations in the policy guideline 
for HUMCs. A brief outline of these differences is presented in the fol-
lowing sections.

The Recruitment Process

In PNFP-affiliated committees, the recruitment process is heavily com-
munity based, beginning in the local church congregations. There, the 
most suitable candidates are nominated; this is unlike the process in the 
public facilities, where committee members are selected by politicians in 
the sub-county councils.

Types of Individuals Nominated for HUMC Membership

In PNFP-affiliated committees, the nominated members may be 
described as individuals who are ready and willing to perform volun-
tary service for the public good. Individuals with a diversity of skills are 
commonly targeted. Efforts are always made to appoint committees that 
include professionals in different disciplines and those with management 
experience, specifically targeting those who have retired from regular 
employment. In contrast, the HUMC members for public facilities are 
most commonly politicians from the local sub-county councils.

Regular Training

Participating in training is among the key requirements for all members 
of HUMCs in PNFP facilities. It is done as part of the induction for new 
committees and is performed regularly every year for all committees. 
The training is tailored to address challenges facing the committees. In 
public facilities there is no such training for the HUMCs.

Monitoring of HUMCs

The presence of a designated full-time office and personnel to moni-
tor, plan for, and provide required assistance and advice to HUMCs is 
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a significant difference between PNFP-affiliated HUMCs and those 
based in public health facilities. There is no such office for public facili-
ties at either the district administration or in the Ministry of Health.

Complying with the Rules

In PNFP facilities, the practice of working according to the rules and 
following all guidelines in the government policy for HUMCs is one of 
the most important issues discussed, and the matter is given much atten-
tion during the training of HUMC members. It is emphasized during 
the monitoring process and in all the support visits to the health centers. 
There is apparently no such guidance for the HUMCs in public facilities.

How Can the HUMC Limitations in Public  
Facilities Be Addressed?

After comparing the operations of the HUMCs in public units with 
those in private health units, it is clear that the issue driving the chal-
lenges facing the HUMCs in public facilities is their failure to comply 
with the policy guidelines for HUMCs. In public facilities, all authority 
is vested in the hands of those in charge of the health unit. The role of 
the HUMC is apparently simply ignored. This problem is compounded 
by weak committees filled with members whose selection involves little 
or no community input and who are likely to be short on technical 
skills in key areas such as finance, management, and medical science. 
The failure of management committees in public facilities to exercise 
any authority over personnel or finances makes them redundant. These 
committees are viewed as practically nonfunctional, and their current 
role is advisory at best.

The HUMCs in public units therefore should learn a lesson or two 
from the committees in the PNFP health facilities, especially with 
regard to operating according to the rules laid out in the HUMC policy 
guidelines. This can happen only after these committees receive appro-
priate training and after arrangements have been made for ongoing sup-
port and advice with regard to exercising due authority over personnel 
and finances. Another practice that committees in public facilities could 
copy from those in PNFP facilities is representation from the umbrella 
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organization. The parish priest performs this role in the committees that 
are based in PNFP-affiliated facilities. Such a member is best suited to 
providing advice and guidance during committee sessions. In the case 
of public facilities, this position would best be filled by a representative 
from the district administration.

Regular training and ongoing support by a designated unit are among 
the key attributes that have enabled HUMCs in PNFP facilities to ful-
fill the expectations set in the HUMC policy guidelines and to become 
effective and successful participants in governance. These two activities 
are therefore proposed as the main interventions to address the chal-
lenges of the committees in public health centers. The selection process 
for the committee members should also benefit from wider consultations 
with the public in order to identify individuals with a diversity of skills 
who are willing to become members. These changes are likely to enable 
the committees in public facilities to become more effective players in 
governance by exercising greater power over finances and personnel. 
These changes are necessary and need to be adopted, but as significant 
policy changes they would be most appropriately initiated by officials 
in the Ministry of Health. The potential benefits from the proposed 
changes justify the move. These changes have the potential to transform 
management committees in public health centers from dormant organs 
into effective organs of governance.

Publicity for HUMCs

The public’s unfamiliarity with the HUMCs means that service users 
and the public cannot submit complaints or suggestions through this 
channel. It will be important to identify an effective method of publiciz-
ing the HUMCs. The communication trend in the country is rapidly 
shifting from verbal or print media to telecommunication via mobile 
telephones. These are getting more popular by the day, and many 
studies have indicated that most households own one or more of these 
phones. Adopting mobile phones to market the HUMCs and to solicit 
for comments using telephone messages could be an effective method 
of stimulating community participation in the governance of the 
community-level health system in the country. Mobile phone text mes-
sages have been found to be effective in various settings. For example, in 
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Kenya they were found to be effective in improving malaria treatment 
among health workers (Zurovac et al. 2011).

Conclusions and Recommendations

Conclusions

Most health unit management committees in Uganda’s public health 
centers are not performing the role of community participation in the 
governance of their health centers as effectively as they should. In con-
trast, the committees in the faith-based PNFP health centers are quite 
active, and they are performing the role of community participation in 
the governance of their health centers as outlined in the government 
policy guidelines for HUMCs at health center level. The reasons behind 
this difference include the handling of the recruitment process, which for 
PNFP units closely engages with the beneficiary communities; training 
for new HUMC members and regular refresher training for all HUMCs; 
close monitoring, guidance, and support of all affiliated HUMCs by the 
coordinating PNFP body; and the HUMCs closely following all regula-
tions and guidelines during the process of conducting routine business. 
In public health centers there is currently minimal HUMC participation 
in governance. It appears that the main reason for this is the absence of 
training or any continuing guidance and support from either the district 
administrations or the Ministry of Health. There is no designated office 
tasked with monitoring, training, advising, and motivating HUMCs in 
public health centers. The current absence of effective community par-
ticipation in the governance of public health centers has a negative effect 
on their performance and needs to be addressed.

Recommendations

On the basis of the findings in this report it is recommended that:

1.	 The leadership in both the Ministry of Health and at district level 
needs to work together to identify a coordinating office fully dedicated 
to HUMCs in public health facilities at district level. This office should 
take up the role of regularly training, monitoring, and advising public 
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facility–based HUMCs in the districts to enable them to conduct busi-
ness according to the HUMC policy guidelines for effective participa-
tion in governance.

2.	 The selection process for the management committees should be 
modified to get a higher level of community involvement, and individu-
als with technical skills such as financial management should be targeted 
for membership if they are willing to offer voluntary service for the pub-
lic good.
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Chapter 3

Governance and Performance of Public District 
Hospitals in the Eastern Region of Ghana

Nii Ayite Coleman

According to many reports, Ghana’s health system is underperform-
ing. Although it performs reasonably well in comparison with other 

sub-Saharan African countries, when compared with other countries 
with similar incomes and health expenditures, such as Tunisia, Thai-
land, and the Kyrgyz Republic, its health outcomes for child and mater-
nal mortality are worse (Saleh 2012).

Ghana’s health system evolved from a colonial medical system that 
focused on promoting the well-being of European settlers. Prior to the 
arrival of Europeans in current-day Ghana in the late fifteenth century, 
the African population relied on health care services provided by tra-
ditional medicine practitioners. Western medicine was introduced to 
Africans during the slave trade in the sixteenth and seventeenth cen-
turies by ships’ surgeons on slave ships. It was extended to the indig-
enous populations by missionaries and the West African Army Medical 
Service, which later became the nucleus of colonial public health ser-
vices. The colonial government’s attempt in 1849 to use some of the 
poll tax revenue for health care delivery failed. Though unsuccessful, 
the 1849 attempt marked the first effort of the colonial government to 
formulate a health policy. From about 1890, an effective medical policy 
developed out of concern for the well-being of Europeans living in the 
country.

In Evolution of Modern Medicine in Developing Countries: Ghana 1880–1960, 
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Stephen Addae noted that the initial colonial medical policy had been 
directed primarily to safeguard the health of Europeans. Dispatches from 
the Colonial Office indicated that there was fear for European lives in 
any town that did not have a medical officer, and all efforts were made 
to provide medical help wherever the size of the European population 
merited it:

The great concern for European well-being in the country 
evidently determined that all medical resources in the colony 
should be directed at securing the health of Europeans. A pol-
icy established in the early 1890s was to concentrate the afford-
able medical resources on the European populations and build 
hospitals in the big towns where there were large numbers of 
Europeans.

Purely African townships had none [Europeans], with the 
inevitable consequences that hospitals and other health facili-
ties were predominantly along the coast in particular and in the 
south of the country in general. . . . The medical facilities were 
primarily for use of European officials and non-officials, African 
government officials, troops, police, and the Hausa constabu-
lary. (Addae 1996, 30)

The colonial medical system was based on a health policy that was Euro-
centric, produced a health care system that was parochial, and made 
health care services inaccessible to the majority of indigenous Africans.

HEALTH SYSTEM REFORMS

Ghana’s health system, like those of other African countries, has since 
independence, undergone cycles of reforms. In this section, we review 
four cycles: first, the independence health reforms of the 1950s and 1960s, 
to overturn the Eurocentric health policies of colonial government; then 
reforms under the banner of primary health care in the 1970s; next, the 
health sector reforms of the 1980s and 1990s under structural adjustment 
programs; and finally, the wave of reforms in the 1990s with the goal of 
universal health coverage.

210138 i-xxii 1-394 r8rp.indd  52� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Governing Local Health Systems� 53

Independence Health Reforms

The transition from the colonial medical system began after the colony 
adopted a new constitution in 1950. When the first African government 
of Kwame Nkrumah took power in 1951, it inherited a health system 
that had evolved over some seventy years and was predominantly cura-
tive, favored the south of the country, could handle about 20 percent of 
the population, had an organization that was outdated, and had grossly 
inadequate medical staff consisting mostly of European doctors and 
a small cadre of auxiliary medical staff. The new government started 
reforming the colonial medical system with the metamorphosis of the 
Medical Department to a Ministry of Health headed by an African, K. 
A. Gbedemah, with the administrative machinery also headed by an 
African, Dr. Eustace Akwei.

The independence health reform proceeded in two stages. The 
first phase was based on recommendations of the Maude Commis-
sion. After only a few months in office under the new constitution, the 
government appointed a committee headed by Sir John Maude. That 
committee was  charged with holding a commission of enquiry into 
the health needs of the country, to enable it to formulate a policy on 
the development of health services in the country. The purpose of the 
commission was:

 . . . [T]o review measures taken or projected in the Gold Coast 
either by government or private enterprise: for the development 
of preventive and social medicine, including health education; 
for the development of curative medicine, including the provi-
sion of hospitals, health centers and dressing stations, and the 
training of personnel; for medical research; to examine the ade-
quacy of the administrative structure and organization of the 
Medical Department in relation to such development; and make 
recommendations. (Addae 1996, 84)

The Maude Commission recommended expanding the medical field 
units, improving hospital facilities, establishing health centers as nodal 
points in a network that embraced hospitals and dressing stations, increasing 
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the number of dressing stations, and shifting emphasis from curative to 
preventive services. Addae illustrated the effect of the policy change:

In 1951 there were three health centers in the country. . . . The Afri-
can government implemented the Maude Commission recommen-
dation of expansion of rural health centers with singular vigor. It 
was a more effective and rapid way of carrying health services to the 
people, the vast majority of who lived in the rural areas . . . By 1960, 
there were over 23 health centers in operation and 23 under con-
struction. A Ministry of Health committee drew plans for 63 addi-
tional health centers spread over the entire country. (1996, 85–86)

The second phase of the expansion of the public health service was 
based on the proposals of Dr. David Brachott, who was part of an Israeli 
medical and technical assistance team to Ghana. The government hired 
him in 1962 to help reorganize the Ministry of Health and develop a ten-
year medical plan for the country. The ten-year health service develop-
ment program sought to deal with three major aspects of providing health 
care: a rural health service integrated into the system of hospitals, health 
centers, and other medical units; a countrywide hospital plan based on 
the health care needs of the population and on sound medical and eco-
nomic consideration; and a training program for medical and paramedi-
cal personnel capable of achieving the ten-year health program goals.

Amenumey described the expansion of the health delivery sys-
tem in reversal to the colonial policy for the development of health 
infrastructure:

In the area of social services great progress was made. The gov-
ernment had planned to create a welfare state and raise the stan-
dards of living of the people. The government expanded health 
and social services. It built new hospitals, health centers, and 
clinics. It organized campaigns against diseases like small pox, 
yaws tuberculosis, and leprosy. By the end of 1960, it awarded 
scholarships to about 400 Ghanaians to study medicine abroad 
in order to increase the number of doctors in the country. (2008, 
218–19)
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During the 1950s, Ghana’s economy grew rapidly. Between 1957 and 
1960, gross domestic product (GDP) rose by 6 percent each year. The 
favorable economic conditions enabled Kwame Nkrumah’s government 
to implement its socialist ideology. In May 1962 outpatient care became 
free for Ghanaian and non-Ghanaians at all government health care 
facilities (Arhinful 2003). In addition to the rapid expansion of the health 
care delivery system, the user fees policy, which had posed a formidable 
barrier to the utilization of health care services, was eliminated. The 
user fees policy, which was introduced by Governor Maxwell in 1894, 
gave way to a policy of financing health care by general tax revenue.

At the time of Ghana’s independence struggle from British colo-
nial rule in the 1940s and 1950s, the major health problem was lack of 
access by indigenous Africans, and the root cause was seen as colonial-
ism coupled with its Eurocentric health-care policy. The solution com-
prised the elimination of colonialism through independence, reform 
of Eurocentric policy, and then extension of health care services to all 
citizens. The struggle for independence was about freedom, about social 
justice, and about equitable access to social services such as health and 
education. As a result, the independence health reform aspired to extend 
the health care system and services to all indigenous people (Coleman 
2012).

Primary Health Care Reforms 

During the 1960s, Ghanaian health planners saw the need to system-
atically improve methods of providing rural primary health care. Most 
doctors, nurses, midwives, and other health personnel were concen-
trated in large towns and cities. Local government health services were 
provided through rural health centers and health posts, but they were 
relatively few in number. To assist in initiating a rural family planning 
program, which would improve the health and welfare of the people, 
the Danfa Project began in 1966:

The Danfa Comprehensive Rural Health and Family Planning 
Project is a service, research, and teaching project designed to 
help find solutions to health problems and to demonstrate feasible 
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methods of delivering effective health and family planning ser-
vices in rural Ghana.

On health care delivery, the final report of the Danfa Project noted that:

Because of economic difficulties over the past 15 years, it has 
become impossible to maintain existing health care facilities and 
programs at their former level of funding in constant dollars and 
it is difficult, therefore, to plan expansion of health care services.

In considering the expansion of primary health care to rural 
areas such as the Danfa health district, it is important to be real-
istic and to consider only those service programs that can be 
implemented under existing national resources. The essential 
criteria for a feasible rural health care program for Ghana are: 
(1) it must deal with the major causes of morbidity and mortal-
ity to the extent feasible with existing technology; (2) it must 
be accessible to the entire population and result in high par-
ticipation rates; (3) it must be feasible for implementation with 
existing resources; and (4) its most important objectives must be 
capable of being evaluated.

It is likely that sufficient funds will not be available in Ghana 
in the next ten years to build, supply, and staff all the health cen-
ters and health posts that the Ministry of Health had previously 
planned. Even if they were to do so, the Danfa experience has 
shown that strictly health center–based care does not necessar-
ily deal with the major causes of morbidity and mortality and 
that it is often not accessible or utilized by a large percent of the 
population who live more than three miles away. (University of 
Ghana Medical School 1979, CR1–CR2)

In fact, primarily for reasons of accessibility, the Danfa program evolved 
into a more village-based primary health care program. The report con-
cluded that:

The foremost needs in Ghana’s health care system were: (a) the 
development of peripheral primary health care networks sensi-
tive to the needs of various regions; (b) personnel to staff the 
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networks; (c) district-level supervisory staff; (d) a logistics sys-
tem to coordinate supply distribution. (University of Ghana 
Medical School 1979, 1–6)

Various plans to strengthen health services in rural areas had been pro-
posed, but acceptance and implementation were erratic. For that reason, 
the National Health Planning Unit was established by the Ministry of 
Health (MOH) in 1975. As stated in the Primary Health Care Strategy for 
Ghana (MOH 1978), the National Health Planning Unit demonstrated 
that “in spite of huge resources (both facilities and highly trained pro-
fessionals) since 1960, there has been little improvement in the general 
health status of the nation in 15 years. In fact, certain communicable 
diseases have been increasing over the past 10 years” (MOH 1978, 3). 
The basic problem was that the health system, based on “passive service 
delivery (hospitals, health centers, and health posts)” (MOH 1978, 1), 
was ineffective because 70 percent of Ghanaians were unable to access 
services.

The planning unit used the findings of field projects at Danfa, Brong 
Ahafo, Bawku, and other areas to assist in the formulation of the Pri-
mary Health Care Strategy. This strategy was to be “an activating sup-
plement to this system, particularly designed to reach the people of the 
rural areas and urban shanty towns” (MOH 1978, 1). The specific goal 
of the Primary Health Care System was:

 . . . to maximize the total healthy life of the Ghanaian people 
with the following targets achieved by 1990: (1) 80 percent cov-
erage of the population by the introduction of the system to 
all villages with a population of 200 or more and (2) effective 
attack on the disease problems that account for 80 percent of the 
unnecessary deaths and disability afflicting Ghanaians. (MOH 
1978, 9)

Implementation of the Primary Health Care Strategy began in 1978 
with identification of five initial districts and District Medical Officers 
of Health. The Alma-Ata Declaration of 1978 on primary health care 
validated Ghana’s Primary Health Care Strategy and provided impetus 
for its implementation.
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In December 1981, the twenty-seven-month-old People’s National 
Party government of Dr. Hilla Limann was overthrown and the gov-
ernment of the Provisional National Defence Council (PNDC) of Jerry 
Rawlings came to power. The Primary Health Care Strategy for Ghana 
was revised in 1982, and the revised policy expressed the unequivo-
cal commitment of the PNDC government to primary health care, 
considering it a “revolutionary way of looking at the whole health sys-
tem with a view to ensuring social justice to all citizens” (MOH 1982, 
9). The revised policy emphasized the decentralization of health care 
services and the development of district health systems. The vision of 
the primary health care policy was captured in the words of the WHO:

A district health system based on primary health care is a more 
or less self-contained segment of the national health system. It 
comprises first and foremost a well-defined population, living 
within a clearly delineated administrative and geographical area, 
whether urban or rural. It includes all institutions and individu-
als providing health care in the district, whether governmen-
tal, social security, non-governmental, private, or traditional. 
A district health system therefore consists of a large variety of 
interrelated elements that contribute to health in homes, schools, 
workplaces, and communities, through the health and other 
related sectors. It includes self-care and all health care work-
ers and facilities, up to and including the hospital at the first 
referral level and the appropriate laboratory, other diagnostic, 
and logistic support services. Its component elements need to 
be well coordinated by an officer assigned to this function in 
order to draw together all these elements and institutions into a 
fully comprehensive range of promotive, preventive, curative, 
and rehabilitative health activities. (1988, 9)

The primary health care reform established a three-tier district health 
system: levels A, B, and C. At level A in the community, a village health 
worker treated minor ailments and a traditional birth attendant handled 
pregnancies and deliveries. Level B was the health center, where a medi-
cal assistant and a midwife operated. The district hospital was level C, 
the apex of the district health system.
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Health Reforms Under the Structural 
Adjustment Program

The Ghanaian economy continued to deteriorate throughout the 1970s. 
The GDP annual growth rate declined to 0.4 percent by the end of the 
decade. Per capita income declined by 2.2 percent per annum in the 
1970s. The World Bank summed up Ghana’s economic situation in the 
early 1980s:

Ghana’s past economic policies were characterized by main-
tenance of overvalued exchange rates, declining real producer 
prices of export commodities, protection against imports that 
extended well beyond infant industry stage, a bias in favor of 
import substitution and against export promotion, wide varia-
tion in the degree of import protection across industries, low 
public utility prices which could cover only a fraction of utility 
costs, negative real interest rates, greater reliance on administered 
allocative mechanisms than on relative prices, overextension of 
the parastatal sector especially state monopolies and prevalence 
of sellers’ markets that provided little inducement for productiv-
ity advances or for meeting users’ needs. The situation was com-
pounded by a succession of politically unstable governments 
who failed to take corrective action in time. The resulting drift 
and economic mismanagement culminated in severe distor-
tion of the economy. . . . Ghana had made reasonable progress in 
providing health services but at present faces serious problems. 
(World Bank 1984, 2)

Total government expenditures, including spending on health, dropped 
precipitously. Ministry of Health  expenditures in 1984 amounted to 
only 45.4 percent of what they had been in 1978 (Serageldin, Elmen-
dorf, and Eltigani 1994).

In 1983, the government was forced by the dire economic circum-
stances to reopen serious discussions with the International Monetary 
Fund and the World Bank. In April 1983, in agreement with the Inter-
national Monetary Fund and the World Bank to reverse the economic 
decline, the PNDC government embarked on an economic recovery 
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program and adopted the International Monetary Fund’s Structural 
Adjustment Program.

In response to the worsening economic conditions and reduced 
public finance for health services, Ghana had to reform various aspects 
of its health system. The approach to health care financing was identi-
fied as one of the fundamental causes of the problems in the health sec-
tor. According to the World Bank, efforts of government to provide free 
health care for everyone from general public revenues had resulted in 
chronic underfunding of recurrent expenditures, thus reducing the effec-
tiveness of health staff and creating internal inefficiency of public pro-
grams (World Bank 1987). In its document entitled The Agenda for Health 
Reform, the World Bank provided four policy recommendations for adop-
tion by developing countries undertaking the International Monetary 
Fund’s Structural Adjustment Program. Two specific types of strategies 
were introduced by governments: reform of public-sector organization 
and procedures, and reform of financing strategies. The decentraliza-
tion of health services and the charging of user fees for publicly provided 
health care were, probably, the most widely implemented reform strate-
gies in Africa. The World Bank policy recommendation on decentraliza-
tion gave impetus to the strengthening of district health systems.

Health-sector reforms under the Structural Adjustment Program 
reintroduced the user fees policy in 1983 through the repeal of LI 706 by 
Hospital Fees Regulation, 1983 (LI 1277). In 1985, the level of user fees 
rose significantly when LI 1277 was revoked by LI 1313.

When user fees were reintroduced in 1983, all fees collected by each 
health care facility were paid into a central account, and each facility 
was supplied with drugs and medical supplies from the central medical 
stores through the regional stores. Later health care facilities were per-
mitted to retain 25 percent of the fees collected. By 1990, the percent-
age of fees retained rose to 100 percent, with health care facilities still 
obtaining drugs and medical supplies through the regional stores. The 
strategy enabled health care facilities to build seed capital to purchase 
drugs. In 1992, the seed capital was used to start revolving drug funds 
in all health care facilities. Health care facilities were no longer allowed 
to receive drugs from the medical stores free of charge; instead, they 
procured medicines on a cash-and-carry system. Health facility man-
agers were forced to recover the full cost of drugs. Subsequently, cost 
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recovery extended beyond drugs to cover medical supplies with total 
disregard for equity mechanisms and provisions in the legislation (Cole-
man 1997).

Once again, user fees became a formidable barrier to accessing 
health care services. Waddington and Enyimayew (1989) found that the 
increase in user fees in 1985 resulted in a significant reduction in the uti-
lization of ambulatory care at district level. The reintroduction of user 
fee policy under the Structural Adjustment Program adversely affected 
the ambition to extend health care services to all.

Health Reforms Under the 1992 Constitution

Despite post-independence political instability and economic decline in 
the 1970s and 1980s, the independence aspiration of extending health 
care services to the entire Ghanaian population was never lost on gov-
ernment and health planners. The 1992 Constitution reaffirmed the 
independence aspiration to universal health coverage. Article 35, Clause 
3, stipulates that “the State shall promote just and reasonable access by 
all citizens to public facilities and services in accordance with law.” In 
response to the constitutional provision, the Fourth Republic legisla-
ture has enacted several laws reforming the organization and delivery of 
health care service, financing, and regulation. The Ghana Health Service 
and Teaching Hospitals Act of 1996 (Act 525) sought to increase access 
and improve quality of care. Section 3(1)(b) states that “The objects of 
the Service are (b) increase access to improved health services.” Sections 
3(2)(a), 3(2)(c), and 3(2)(d) endorse the primary health care and district 
health system strategy:

For the purpose of achieving its objects, the Service shall 
perform  the following functions—(a) ensure access to health 
services at the community, sub-district, district, and regional 
levels by providing health services or contracting out service 
provision to other recognized health care providers; . . . (c) plan, 
organize, and administer comprehensive health services with 
special emphasis on primary health care; (d) develop mecha-
nisms for equitable distribution of health facilities in rural and 
urban districts.
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Sections 25 and 26 provide for a District Director of Health Service:

25(1) There shall be appointed for each district a health pro-
fessional to be known as the District Director of Health Service 
referred to in this Act as “District Director.”

26(1) A District Director shall be responsible for the imple-
mentation of the policies and decisions of the Council in the 
district.

Section 23 provides the necessary flexibility to enable each district to 
make innovations in the development of its health system:

For the purposes of effective health delivery, the Council may 
establish in each district such health areas as it considers neces-
sary on advice of the Regional Director given after consulta-
tion with the District Director and the District Chief Executive 
concerned.

The Constitution of the Fourth Republic and legislation arising from 
it have incorporated elements of all postcolonial health reforms. The 
district health system has been endorsed as the basic unit of health care 
delivery. It has three levels of community health and planning services 
(CHPS) at the community level, a package of curative and preventive 
services at the sub-district level, and it is complemented by the district 
hospital. The district health system is therefore an integrated system of 
health centers supporting community health workers in CHPS zones 
and complemented by a district hospital.

The district hospital is designed to provide curative and preventive 
care as well as health promotion in the district. It offers clinical care 
by more skilled and competent staff than those of levels A and B. The 
clinical services include obstetrics and gynecology, child health, inter-
nal medicine, surgery including anesthesia, accident and emergency 
services, mental health, dental services, physiotherapy, and laboratory 
and imaging services. It is the first-referral hospital, provides training 
and technical supervision to lower levels, and forms an integral part 
of the district health system. It complements the services provided by 
lower-level health facilities and enables each district to provide access to 
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comprehensive basic health services. The district hospital is a sine qua 
non of the district health system.

Underperforming District Hospitals

Ghana has made considerable progress in health systems reform. Health 
reforms since independence have focused predominantly on the orga-
nization and delivery of health services and the financing of health care 
(Coleman 2011). Until now, performance of the health system has been 
assessed by the number of hospitals and health care facilities built, as 
well as levels of service utilization. Omitted from the health agenda are 
measures of performance that reflect how well the health care delivery 
system is operating and whether services are being provided effectively 
and efficiently. At the current stage of its development, the government 
of Ghana could embark on additional optional reforms by building on 
its strengths while addressing its weaknesses in the areas of decentral-
ization, governance, health service delivery, public health, and health 
financing (Saleh 2012).

Significant funds are being spent in Ghana’s health sector, and there 
are concerns about spending effectiveness. Overall, hospitals are run-
ning more efficiently but improvements at lower levels could increase 
efficiency. Patients are bypassing clinics in favor of hospitals. More out-
patient consultations are at hospitals than at clinics, a situation that is 
costly to the system. Patients are bypassing district hospitals in favor of 
regional hospitals for the same reason they prefer hospitals to clinics. 
A comprehensive assessment of Ghana’s health system found that dis-
trict hospitals receive a proportionately larger resource allocation rela-
tive to their production. Per capita spending at district hospitals is higher 
than at regional hospitals. They have substantially higher costs per bed 
or patient day. The assessment suggests that district hospitals form the 
weakest link in Ghana’s health system.

Why are district hospitals so inefficient? According to the Hospital 
Strategy document prepared by the MOH and Ghana Health Service 
(2005), poorly developed management systems pose a major challenge 
to improving hospital performance. The document stated that the level 
of involvement of civil society in the management of hospitals is low 
and that there is a growing awareness that public-sector hospitals need 
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to undergo organizational and managerial transformation. As the means 
to improve performance of hospitals the document proposed hospi-
tal autonomy with governing boards. Although many researchers and 
practitioners believe that good governance is positively associated with 
the performance of health care facilities, there is no empirical work in 
Ghana on this hypothesis.

This chapter examines a preliminary study of the governance 
and performance of public district hospitals in the Eastern Region of 
Ghana. The study sought to get an initial sense of the governance real-
ity of public district hospitals in Ghana and to explore hypotheses about 
governance and performance of public hospitals. First, it argues that 
no major characteristic of hospitals is an independent driver of clini-
cal performance or improvement and that all hospitals, regardless of 
type, could become high performers through effective clinical prac-
tice, sound management, and good governance. Second, it explores the 
relationship between governance and performance in health care sys-
tems, and concludes that existing studies do not provide clear answers 
about whether the corporate governance standards adopted positively 
or negatively affect the hospitals’ performance. Next, it analyzes the 
hospital governance policy in Ghana and suggests that hospital gover-
nance policy in Ghana is ambiguous, obsolete, and requiring revision. 
Then, it presents the results of a study of governance and performance 
of twelve public district hospitals. Finally, it discusses some implications 
of the results; suggests short-term and long-term strategies for improv-
ing hospital governance in Ghana; and concurs with Frenk and Moon 
that governance challenges will continue to complicate the best efforts 
of nations to respond to urgent, complex, and serious global health 
problems.

Drivers of Hospital Performance

Are there specific institutional characteristics that lead to higher or 
lower clinical performance in some hospitals? According to the Cali-
fornia Healthcare Foundation, “Few studies that previously examined 
this question had mixed, inconclusive results regarding a limited num-
ber of characteristics.” In a study to “examine more comprehensively 
whether hospital characteristics were independently associated with 
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hospital performance . . . No major category of hospital characteristics, 
including financial health, was determined to be an independent driver 
of clinical performance or improvement. The most striking finding was 
that a large majority of hospital characteristics never or rarely appeared 
in any way related to performance” (California Healthcare Foundation 
2008, 1).

The Health Evidence Network at the WHO Regional Office 
in Europe acknowledges that “the principal methods of measur-
ing hospital performance are regulatory inspection, public satisfac-
tion surveys, third-party assessment, and statistical indicators, most of 
which have never been tested rigorously. Evidence of the relative effec-
tiveness  comes mostly from descriptive studies rather than from con-
trolled trials. Statistical indicators can suggest issues for performance 
management, quality improvement, and further scrutiny; however, 
they need to be interpreted with caution. The effectiveness of measure-
ment strategies depends on many variables including their purpose, the 
national culture, how they are applied, and how the results are used” 
(WHO 2003, 4–9).

In health, no single standard measure of effectiveness of care is uni-
versally acceptable but certain key elements are common to these mea-
sures. Govindaraj and Chawla (1996) used efficiency, quality of care, 
public accountability, equity, and resource mobilization as criteria for 
evaluating the performance of autonomous hospitals. The Institute 
of Medicine offers a framework in which a high-performing hospital 
should deliver effective health care in an economically efficient way 
(Institute of Medicine 2001). Using preference weightings, Kroch et al. 
(2007) combined three indicators (i.e., morbidity, complications, and 
mortality) into a single quality measure to provide a broad, robust per-
formance indicator.

The report of the California Healthcare Foundation “suggests that 
researchers, policy makers, and others should discontinue the practice of 
separating hospitals by characteristics or type when attempting to assess 
performance or acting to improve it.” They also “suggest that all hos-
pitals, regardless of type, can become high performers by implementing 
effective practices” in clinical practice, management, and governance 
(California Healthcare Foundation 2008, 1).
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Governance and Hospital Performance

Various studies have attempted to probe the relationship between cor-
porate governance and a firm’s performance. Unfortunately, most of 
the academic questions are yet to be answered satisfactorily. Questions 
examined include: Is one model (shareholder or stakeholder) of corpo-
rate governance better than the other? What are the benefits and costs 
associated with the different kinds of governance models in existence? 
The existing studies do not provide clear answers about whether the 
corporate governance standards adopted are positively or negatively 
affecting the firm’s performance. Some of the studies indicate that poor 
governance accounts for much of the inefficiency in service provision in 
health care systems (Lewis and Petterson 2009).

Governance has multiple definitions and interpretations. In a review 
of fifty-three published governance studies Ruhanen et al. (2010) 
identified forty separate dimensions of governance, out of which the 
six most frequently included dimensions were: accountability, trans-
parency, involvement, structure, effectiveness, and power. Cadbury 
noted, “Corporate governance is concerned with holding the balance 
between economic and social goals and between individual and com-
munal goals . . . The aim is to align as nearly as possible the interests of 
individuals, corporations, and society” (Iskander and Chamlou 2000, 
vi). Operationally, governance is about the rules that distribute roles 
and responsibilities among societal actors and that shape the interactions 
among them.

Governance in health care systems is about developing and put-
ting in place effective rules in defined institutional arenas for policies, 
programs, and activities related to fulfilling public health functions 
in order to achieve health-sector objectives (Bossert and Brinkerhoff 
2008). There are three sets of actors involved in health care governance: 
(1) state actors, including politicians, policy makers, and other govern-
ment officials; (2) health service providers, including public-, private-, 
and voluntary-sector providers; and (3) beneficiaries, service users, and 
the general public. Health care governance involves the rules that deter-
mine the roles and responsibilities of each of these categories of actors as 
well as the relationships and interactions among them.
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D. W. Taylor (2000) proposed nine principles of good governance that 
could be applied to health care management. The first principle is about 
“knowing what governance is.” The chief executive officer is responsi-
ble to the board for implementing its policies, plans, and strategic direc-
tions. The board is responsible for developing corporate policies and 
plans as well as monitoring and measuring organizational performance 
against those policies and plans. The board’s governance responsibilities 
are to provide a linkage between the hospital and its moral ownership. 
Taylor’s second principle is the “achievement of strategic ends.” Hospital 
governance structure must be such that performance objectives can be 
measured and accomplished. The third principle is about the relation-
ship between the board and the chief executive officer.

Principles four, five, and six are derived from classical management 
principles and concern the organization and mechanism for functioning 
of the board. Principle four is “unity of direction,” five is “unity of com-
mand,” and six is “unity of accountability and responsibility.” Principle 
seven refers to “ownership needs” and points out that the board’s ultimate 
accountability is to the organization’s owners. The eighth principle cov-
ers the notion of “self improvement and quality management.” It requires 
that continuous improvement be part of an organizational philosophy 
and permeate all hospital management and governance practice. Taylor’s 
last principle, “understanding the cost of governance,” addresses issues 
such as direct board meeting expenses, board members’ personal oppor-
tunity costs, the costs associated with errors made by the board, and the 
costs of ineffectively structured governance-management-organization 
relationships. The governance process is therefore orchestrated by the 
board, which is charged with responsibility and accountability for the 
overall performance of an organization (Ditzel et al. 2006).

Bossert and Brinkerhoff (2008) identified four governance principles. 
First, governance rules should ensure some level of accountability of 
the key actors in the system to the beneficiaries and the broader pub-
lic. Second, health governance involves a policy process that enables the 
interplay of the key competing interest groups to influence policy mak-
ing on a level playing field. Third, health governance requires sufficient 
state capacity, power, and legitimacy to manage the policy-making pro-
cess effectively. Finally, governance depends upon the engagement and 
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efforts of non-state actors in the policy arena as well as in service deliv-
ery partnerships and in oversight and accountability.

“A weak system of accountability renders the task of public manage-
ment difficult and the establishment of good governance unattainable” 
(Hugue 2011, 59). Good governance in health requires “the existence 
of standards, information on performance, incentives for good perfor-
mance, and, arguably most importantly, accountability” (Lewis and 
Petterson 2009). Ackerman (2005, 6) described accountability as “a pro-
active process by which public officials inform about and justify their 
plans of action, their behavior and results, and are sanctioned accord-
ingly.” The existence of an effective board can enhance accountability. 
Al-Najjar (2012) analyzed the factors that affect board effectiveness and 
indicated that in the United Kingdom, board meetings, board composi-
tion, and board size are key indicators for good internal governance prac-
tices and, in turn, enhance board monitoring activities. He also found 
that board size and structure are positively related to the frequency of 
board meetings. And outside independent directors appear to strengthen 
corporate boards (Petra 2005). The governing board of a hospital thus 
provides the requisite mechanism by which health service providers and 
policy makers could “inform about and justify their plans, their behav-
ior, and results” to beneficiaries, service users, and the general public.

Hospital Governance Policy in Ghana

The governance of public hospitals has received little attention in Ghana’s 
health reform. The political system of Ghana, characterized by instabil-
ity during the first four decades after independence in March 1957, has 
not fostered effective relationships and interactions among state actors 
and citizens. In a political system that until recently limited participa-
tion in decision making, it is no surprise that beneficiaries, service users, 
and the general public have limited relationships and interaction with 
both state actors and health service providers. Consequently, issues deal-
ing with the relationship and interaction of these different sets of actors 
involved in health governance have remained obscure. The governance 
of health, like the governance of public-sector institutions, cannot be 
different from the governance of the entire state.

Ghana’s public sector has the largest share of the market when it 
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comes to health facilities, hospital beds, and health providers. The public 
sector has two organizational components: the Ghana Health Service 
focuses on service delivery, while the Ministry of Health is concerned 
with policy making for the entire health sector. The nonpublic sector 
includes the for-profit and the not-for-profit sectors. Of the 2,441 health 
facilities in the country, almost half belong to the nonpublic sector, and 
at least 34 percent of hospital beds belong to the nonpublic sector. Public 
hospitals include teaching, regional, district, and specialist hospitals, and 
are owned by government and managed by the Ghana Health Service as 
a public-service provider.

Data from 2009 indicate that Ghana has 153 district hospitals; 62 per-
cent of them were under the Ghana Health Service and the rest were 
owned by the Christian Health Association of Ghana (CHAG). Overall, 
42 percent of districts had at least one hospital, 11 percent had more than 
one, and 42 percent had none. The number of beds in district hospitals 
range from eighty to 180. District hospitals are managed by a team of 
three comprising the physician in charge, a medical administrator, and 
the nursing officer in charge.

The community participation paradigm of primary health care in the 
late 1970s put governance on Ghana’s health agenda. When hospitals 
were authorized to spend fees collected as part of the user fee policy of 
the late 1980s, the Hospital Administration Act of 1988 (PNDCL 209) 
established management committees to govern all public hospitals. The 
management committees of public district hospitals were drawn from 
the local community and the hospital, and were designed to enhance 
the relationship and interaction among service providers and users. For 
example, between 1988 and 1990 Worawora Hospital’s management 
committee was chaired by Mr. Dabo, a former district commissioner 
in the immediate post-independence era, and had representation from 
the community including a chief and a local pastor. The management 
committees were in essence boards that offered some accountability for 
public hospitals.

Unlike the Hospital Administration Act of 1988, the Ghana Health 
Service and Teaching Hospitals Act of 1995 (Act 525) made provision for 
governance of teaching and regional hospitals. Under Act 525, teaching 
hospitals were granted autonomy and governing boards were appointed. 
Govindaraj and Chawla (1996, 59) concluded that “the experiment to 
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give autonomy to teaching hospitals in Ghana has not yielded many of 
the hoped for benefits in terms of efficiency, quality of care, and public 
accountability.”

Act 525 stipulates the appointment of regional and district health 
committees, and is silent on the governance of regional and district hos-
pitals (Coleman 2009). Health reforms since the reintroduction of dem-
ocratic rule in 1992 have failed to pursue a district hospital governance 
agenda.

The change in health care financing policy in Ghana from predomi-
nantly general tax revenues first to user fees and then to health insurance 
has exposed weaknesses in the management and governance of public 
hospitals. Sakyi et al. (2012) observed that the National Health Insur-
ance Scheme has brought many organizational and service management 
challenges to hospitals. The identified problems confronting hospital 
management include cash flow delays from the health insurance author-
ity; lack of capacity to procure essential drug and nondrug consumables; 
and an inability to take initiative and carry on effective administrative 
work. In a performance audit report on the generation and management 
of internally generated funds in public hospitals presented to the speaker 
of parliament dated January 30, 2011, the auditor-general highlighted 
improper record keeping, inadequate and poor maintenance of infra-
structure, and insufficient maintenance of equipment and machinery 
leading to frequent breakdowns as key management challenges facing 
public hospitals. User fees and health insurance have thus exacerbated 
the constraints on the institutional capacity of hospitals (Gilson and 
Mills 1995).

The weak institutional capacity of hospitals also reflects a dysfunc-
tional oversight system lacking accountability. Ghana’s reform efforts 
have failed to introduce clear lines of accountability both downward to 
communities and upward to higher management levels through hospital 
boards. Cassels (1993) proposed three characteristics without which 
reforms are unlikely to succeed; among them is accountability of mana-
gerial decisions. A study by Abor et al. (2008) revealed numerous dif-
ferences in the governance structures in private and public hospitals in 
Ghana. It concluded that some of Taylor’s principles of good governance 
were not observed in current hospital governance systems.
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Study Methods and Limitations

This is a preliminary study of public district hospitals in the Eastern 
Region of Ghana. The study seeks to get an initial sense of the gover-
nance reality of public district hospitals in Ghana and explore hypoth-
eses about governance and performance.

The study analyzed data from twelve out of fourteen public dis-
trict hospitals in the Eastern Region of Ghana. Two hospitals did not 
respond to a questionnaire sent and could not be reached by telephone 
for interview.

The study assumes that the governance entails institutionalized 
accountability, a process orchestrated by the governing board of an 
organization. The assessment of governance therefore focuses on the 
functioning of the hospital board. In this study, governance practice is 
assessed in terms of the existence of a governing board, board size and 
composition, board leadership, and board meetings.

Hospital performance is measured by trends in hospital mortality rates. 
Hospitals with mortality rates of less than 2 percent over the period of 
study are classified as high performing, those with mortality rates between 
2 and 4 percent as medium, and those with mortality above 4 percent as 
low performing. Routine institutional data is used in this analysis. The 
measurement excludes the efficiency dimension of performance.

This study is limited to a small sample of public district hospitals in 
the Eastern Region of Ghana. The selection of hospitals from a single 
region is meant to eliminate variations that could be explained by super-
visory styles of different regional directors of health services. The find-
ings do not apply to other district hospitals owned by the nonpublic 
sector because they are guided by different management and governance 
regulations.

Key Findings

The public district hospitals examined in this study vary in size, with 
a range of sixty to 170 beds. Table 3.1 shows the governance practices 
of the hospitals. Institutionalized accountability defined by a governing 
board with statutory functions varies across this sample of twelve public 
district hospitals in Ghana.
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Five out of the twelve hospitals (42 percent) have no governing boards. 
In Kibi the board had not been “reactivated” when it became nonfunc-
tional as a result of attrition. In Nsawam the board was dissolved because 
of the “personalities . . . they were confusing the day to day activities” 
of the hospital. In Tetteh Quarshie it was “dissolved” because “Act 525 
does not provide for boards of district hospitals.”

Seven hospitals—58 percent of the sample—had governing boards 
with varying sizes and composition. Board size ranged from eleven to 
sixteen members. The boards of all seven hospitals had mixed composi-
tion of external and internal members. The composition of the boards 
was not uniform in terms of internal and external representation, inter-
est group, or field of expertise. The boards of all seven hospitals were led 
by external members with varied professional backgrounds.

Board meetings in all seven hospitals were irregular. All the boards 
were scheduled to meet quarterly. None of the hospitals, however, 
reported that the boards met regularly as scheduled.

Trends in Mortality

The mortality trends in these twelve hospitals are shown in Figure 3.1 
and Table 3.2. Four (33.3 percent) of the hospitals (Asesewa, Enyiresi, 
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Kade, and Suhum hospitals) were high performing. Four others (33.3 
percent) (Akuse, Asamankese, Kibi, and Nsawam hospitals) were 
medium performers. The other four (33.3 percent) (Atibie, Atua, Oda, 
and Tetteh Quarshie hospitals) were low performers.
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Performance and Governance

As Table 3.3 indicates, this study is inconclusive about the relationship 
between governance and performance of public district hospitals.

Discussion and Conclusions

This study, though preliminary and inconclusive, corroborates the view 
that accountability is rare in most public health systems worldwide (Lewis 
and Petterson 2009). The findings suggest that public district hospitals 
in Ghana consider governing boards to be optional. Differences in the 
Ghana Health Service and Teaching Hospitals Act of 1996, which is silent 
on governance of district hospitals, and the Hospital Administration Act of 
1988, which establishes management committees to govern public district 
hospitals, could explain the observed variation in governance practices. 
The ambiguous situation created leaves public district hospitals without 
effective governing boards and with gaps in accountability systems.

Even in hospitals with governing boards, the accountability functions 
seem to have been lost. Managers of hospitals judge the performance of 
boards by their ability to bring in additional resources. The management 
of Atua hospital, which is a low-performing hospital, believes that the 
board contributes to the performance of the hospital because “it helps in 
seeking and lobbying for financial and material support for the hospital.” 
This is contrary to Taylor’s first principle of good governance: knowing 
what governance is.

Ghana’s drive to achieve the Millennium Development Goals and 
its own form of universal health coverage has focused predominantly 
on access to health care and utilization of services. Further gains in 
health outcomes will only result from attention to quality, costs, and 
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accountability. This study suggests that the rules determining the roles 
and responsibilities of each category of actors in health, and the relation-
ships and interactions among them, are not working effectively. It will 
be a difficult challenge to continue improving overall health outcomes 
in Ghana unless health systems challenges such as accountability and 
governance are addressed with effective measures (Saleh 2012).

In general, the key to improving spending effectiveness is account-
ability. Yet, in Ghana accountability systems are weak, reporting and 
assessment of expenditures are limited, and reporting of health ser-
vice indicators is incomplete. Civil society has little information about 
public-sector activities, and the level of its involvement in the manage-
ment of hospitals is low. Mechanisms to improve accountability must 
reform and strengthen the governance of public hospitals and improve 
the performance of public hospitals. The governing board of a hospital 
is an essential instrument of accountability. It provides, as Ackerman 
(2005, 6) noted, the “proactive process by which public officials inform 
about and justify their plans of action, their behavior and results, and 
are sanctioned accordingly.” The hospital board is the only structured 
mechanism that could involve beneficiaries, service users, and the gen-
eral public and give them power to transparently assess the effective-
ness of hospitals. Promoting good governance of district hospitals could 
encourage the efficient use of resources through accountability for the 
stewardship of those resources.

Improving Governance of Hospitals 

What could be done to improve the governance of public district hos-
pitals? Improving governance of public district hospitals would require 
research, short-term action by the Ghana Health Service, and long-term 
action involving legislative reform.

Frenk and Moon (2013, 941) have indicated that “Rigorous research 
and analysis of the achievements and shortfall of past experiences in gov-
ernance arrangements are needed and merit attention from the academic 
community.” This study is helping to put governance of public district 
hospitals on Ghana’s policy agenda but is not adequate to offer the level 
of understanding and evidence to support effective intervention. The 
director general of the Ghana Health Service has expressed interest in 
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the study and has proposed a larger study to better understand the rela-
tionship between governance and performance for public district hos-
pitals. The regional director of Health Services for the Eastern Region 
intends to work with the Health Policy and Leadership Program of the 
Ghana College of Physicians and Surgeons to address the challenges of 
hospital governance in the region. This study, together with a subse-
quent larger study, will contribute to efforts to improve both the gov-
ernance of district hospitals and performance of the health system. Both 
short- and long-term actions by Ghana’s parliament and the director 
general of the Ghana Health Service will require a better understanding 
of how governance influences hospital performance.

In the short term and at the agency level of the Ghana Health Service, 
intervention is possible without changes to legislation. This is possible 
because the Ghana Health Service and Teaching Hospitals Act does not 
specifically forbid the existence of governing boards for district hospi-
tals. The Hospital Strategy has recommended “limited autonomy for 
district hospitals” through the appointment of boards. That recommen-
dation provides the mechanism for action by the director general of the 
Ghana Health Service.

In the long term, changes in legislation are required in order to rec-
oncile the provisions for hospital governance between the Ghana Health 
Service and Teaching Hospitals Act of 1996 and the Hospital Admin-
istration Act of 1988. Ongoing decentralization reforms have made 
amendment of the Ghana Health Service and Teaching Hospital Act 
of 1996 imminent, so there is an opportunity to revise the provisions 
for governing public district hospitals. Amending legislation, however, 
requires action by the Parliament of Ghana and is a long and compli-
cated process.

National Challenges of Governing 
Health in Africa

Ghana’s narrative is not unique. Many nations in Africa have, since 
independence, undertaken a series of health reforms similar to those 
undertaken in Ghana. To reverse Eurocentric health care policy under 
colonialism, most African countries at independence initiated health 
reforms. And a significant number of nations went the way of Ghana. 
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Killick (2010, 1) noted that “most African leaders shared many of 
[Nkrumah’s] views and what was done in Ghana was repeated in other 
African states as they won their independence.” Similarly, the primary 
health care reforms were undertaken across many counties in Africa. At 
its thirteenth session in September 1980, the Regional Committee of 
the WHO Regional Office for Africa invited member states to reori-
ent their health systems to give support to primary health care (WHO 
AFRO 1980). By July 21, 1981, thirty-five member states out of forty-
four had signed the Charter for Health Development of the Africa 
Region. The charter was a tool for reorientation of existing medical ser-
vices and integration of new institutions into real national health systems 
(WHO Technical Paper No. 20).

In response to worsening economic conditions, many African coun-
tries adopted the World Bank’s Agenda for Health Reform under the 
Structural Adjustment Program. District-based health care was there-
fore practiced widely in countries such as Tanzania, Botswana, and 
Zimbabwe, partially in Benin, Guinea, Mali, and Nigeria, and on an 
experimental basis in Burundi and Senegal (World Bank 1994). As a 
result, the “preferred management level is usually the district, where the 
management of primary and secondary level services can be integrated 
and planned for a defined population” (Gilson and Mills 1995, 292). 
A survey of thirty-seven sub-Saharan African countries showed that 
thirty-three had cost-recovery programs or planned to introduce one 
(Nolan and Turbat 1993). The importance of user charges to health care 
financing policies at the time was endorsed in Windhoek, Namibia, in 
1993 by participants at a meeting of senior health officials from twelve 
African countries (WHO 1994).

In recent times, there is a new wave of health reforms in many African 
countries, including Ghana, that seek to establish social health insur-
ance plans. Countries such as Rwanda, Mali, Kenya, and Nigeria have 
introduced national health insurance reforms aimed at providing finan-
cial protection against the cost of basic health care services. These social 
health insurance reforms are indications that many African countries 
still hold onto the independence aspiration of universal health coverage.

And many African countries have enshrined this aspiration to univer-
sal health coverage in their respective national constitutions. The princi-
ples of state policy in the constitutions of nations such as Nigeria, Sierra 
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Leone, and Gambia all oblige the state to progressively extend health 
care service to their entire populations. Articles 13, 14, 17 (3) c and d 
of Nigeria’s 1999 Constitution; Articles 211 and 216 (4) and (7) of the 
1997 Constitution of Gambia; and Articles 4, 5, 8 (3) c and d, 12 a of the 
1991 Constitution of Sierra Leone in varying forms articulate respec-
tive national aspirations to universal health coverage. The 2010 Kenyan 
Constitution stipulates in Article 6 (3) that “A national State organ shall 
ensure reasonable access to its services in all parts of the Republic, in so 
far as it is appropriate to do so having regard to the nature of the service.” 
The 1995 Ugandan Constitution states in Article XIV that as one of the 
general social and economic objectives, “The State shall endeavor to 
fulfill the fundamental rights of all Ugandans to social justice and eco-
nomic development and shall, in particular, ensure that (ii) all Ugandans 
enjoy rights and opportunities and access to education, health services, 
clean and safe water ...” Article XX on medical services is more specific: 
“The State shall take all practical measures to ensure the provision of 
basic medical services to the population.”

Evidently, Ghana’s health system, and that of many other African 
nations, has since independence been orienting itself toward progressive 
realization of universal health coverage through half a century of suc-
cessive health reforms: independence health reform, primary health care 
reform, health-sector reform under Structural Adjustment Program, 
and, more recently, national health insurance reforms. Progress toward 
universal health coverage has been impeded by population growth, 
challenged by medical and technological advancement, and disrupted 
by political instability and economic decline in the last quarter of the 
twentieth century.

Today, several national health systems in Africa have in place strate-
gies, policies, and programs for the World Health Organization’s (WHO) 
three conceptual dimensions of universal health coverage (UHC): pop-
ulation, benefit package, and financial protection. But it is not enough 
to have good strategies, policies, and programs for all three conceptual 
dimensions of UHC. UHC strategies, policies, and programs must be 
complemented by efforts that seek to institutionalize performance mea-
surement and accountability in the health care system. The measure-
ment of performance, coupled with institutionalized accountability, 
constitutes the structural elements, the essence, of good governance. 
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The next and logical stage of health reform across Africa must focus 
on governance and accountability, if childhood and maternal mortality 
goals of the Millennium Development Goals are to be achieved.

In their article on “Governance Challenges in Global Health,” Frenk 
and Moon (2013) indicated that good governance for health should 
exhibit effectiveness, equity, and efficiency in achieving outcomes. In 
Ghana, and apparently across Africa, achievement of these goals is ham-
pered by entrenched governance challenges that are embedded in the 
structure of national systems. National health systems are confronted 
with complex challenges that demand engagement outside the tradi-
tional health sector. Frenk and Moon (2013, 941) noted that “gover-
nance challenges will continue to complicate our best efforts to respond 
to urgent, complex, and serious global health problems.” And a robust 
response to the complex situation requires improved governance of 
health systems with credible and legitimate decision-making processes. 
Efforts to strengthen national and global health systems should focus on 
identifying new governance arrangements that are more effective, equi-
table, and accountable, and that can be fully implemented at the district 
level in the governance of hospitals, as analyzed in this chapter.
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Chapter 4

Managing Grassroots Health Systems in 
Kerala:  The Roles and Capacities of Local 

Self‑Government Institutions

Udaya S. Mishra and T. R. Dilip

Introduction

After independence of India from colonial rule in 1947, the Constitution 
advocated for a centralized federal parliamentary system; the panchayat 
system, an alternative form of political and economic organization, 
was encouraged within these limits. However, the centralizing policy 
framework faced challenges, beginning with the introduction of the 
Community Development Program (CDP) in 1952. After a series of 
policy framework reviews, the government of India introduced the Sev-
enty-Third and Seventy-Fourth Amendments to the Constitution and 
enacted them in 1993. The passage of these amendments marked a new 
era in the federal democratic structure of the country and provided con-
stitutional status to the panchayati raj institutions (PRIs). Today, decen-
tralization is recognized as a key element in contemporary development 
discourse around the world. Almost all countries, both developing and 
developed, have adopted decentralization and strengthening local gov-
ernments in their development policy agenda for improving governance.

Decentralization is often viewed as a prerequisite for the reduction 
of poverty and the empowerment of poor and politically marginalized 
groups in India (Drèze and Sen 1996). In India, the idea of decentral-
ization is not new, but it gained momentum through the exhortations 
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of Mahatma Gandhi. In Gandhi’s vision, an independent India was a 
highly decentralized polity, with its villages having extensive politi-
cal and economic autonomy; this is the concept of gram swaraj (village 
self-rule). However, the capacity of existing PRIs to implement devel-
opment projects is suspect on account of various factors, including the 
shortage of local-level technical expertise for planning and an inabil-
ity to exercise the power accorded them by the Constitutional Amend-
ments. Allocation of funds within a panchayat is often linked to electoral 
politics rather than to real demand for investment.

Clearly, an effective process of decentralized planning requires an 
efficient gram panchayat (governing structure made up of elected rep-
resentatives) and a vigilant grama sabha (the represented community). 
However, a major constraint in decentralized planning is the limited 
expenditure discretion that has been given to local governments (World 
Bank 2004). Though local governments are empowered to generate 
revenue, it is rarely done, due to weak administration and unwillingness 
to enforce the tax laws, among other reasons. The paucity of funds has 
reduced the panchayats to mere agents to implement state- and centrally 
sponsored schemes.

Kerala state has more than a decade of experience with decentral-
ized planning; it enjoys the distinction of being the first Indian state 
to have elected panchayats after the Seventy-Third and Seventy-Fourth 
Amendments. Kerala’s model of democratic decentralization with a spe-
cial focus on people’s participation is frequently acknowledged in debates 
on decentralized governance in India and beyond. Implementation of 
the decentralization process in Kerala started with a “people’s campaign 
on decentralized planning,” conceived and orchestrated by the Planning 
Board, a relatively autonomous state agency, with the political support 
of the Communist Party of India (Marxist) (CPM). This effort is seen as 
the most ambitious and concerted state-led effort to build local partici-
patory democratic governance institutions ever undertaken in the sub-
continent (Heller, Harilal, and Chaudhuri 2007).

The campaign resulted in the creation of local self-governments with 
new resources and authority. The public response to decentralization 
is evident: about 10 percent of the electoral population in the state, 
1.8 million people, attended the planning grama sabhas in the first two 
years (Chaudhuri and Heller 2003). Importantly, women account for 
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40 percent of participants, and participation among the scheduled caste/
scheduled tribe (SC/ST) population is well above their share in the total 
population. Overall, 35 percent to 40 percent of the state’s budget outlay 
for projects and programs drawn up and implemented by local bodies is 
utilized through this people’s planning campaign. Since the 1990s, each 
successive state government has played a key role in continued promo-
tion of decentralized planning in Kerala.

With the transition in governance mechanisms giving a greater 
emphasis to decentralization, PRIs have an enhanced role in promoting 
human development in Kerala, including efficient and equitable deliv-
ery of health care and health services. However, there are a number of 
lacunae in the public health system of India, including poor coverage 
of health facilities, shortage of human resources, inadequate supply of 
drugs, and limited financial resources. Therefore, the current challenge 
before the PRIs is correcting existing inequalities in health care services 
and transforming them into an efficient system through community 
participation.

The existing literature offers mixed evidence regarding the success 
of PRIs in improving local health systems. For instance, a few stud-
ies noted that the quality of health care services, as well as outreach to 
vulnerable sections of society, has not improved significantly over time 
(Vijayanand 2001; Eapen and Thomas 2005). On the other hand, others 
have observed an overall improvement in delivery of health care ser-
vices (Narayana and Kurup 2000; Chaudhuri et al. 2004). Raman-
kutty (2002) highlights some positive effects of decentralized planning 
on local governments and communities, including increased space and 
more choice in overall planning for health. But there is also contrasting 
evidence indicating that the panchayats allocate a lower proportion of 
resources for health care than was allocated before decentralization by 
the state government (Varatharajan 2004). Likewise, Ramanathan et al. 
(2005) acknowledge that women’s participation in democratic political 
participation has increased substantially, but conventional gender norms 
continue to govern conservative approaches to reproductive health 
issues. The studies also report friction between the PRIs and higher-
level functionaries in the health system. Assessing the evidence can be 
difficult, as some of the studies suffer from significant biases (see Heller 
et al. 2007).
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This chapter undertakes a comprehensive review of major concerns 
raised by the growing relevance of decentralized planning in health and 
health care delivery. The views of key stakeholders in the local health 
system are analyzed, including elected representatives of PRIs, health 
care providers, community members, and state-level functionaries. In 
particular, the chapter assesses the capacity of the PRIs to oversee and 
guide the local health system, and examines the views of two key stake-
holder groups—health care providers and community members—on 
the role of PRIs in health system management. With this backdrop, the 
remaining part of the chapter is organized as follows: the next section 
provides information regarding data and methods. Following that, the 
third section presents the results and description. This section is divided 
into four subsections, and these describe the opinions of grassroots 
health system functionaries, roles and capacities of PRIs, providers’ per-
spectives on PRIs, and community perspectives on PRIs, respectively. 
Finally, the chapter concludes with a brief discussion of the results and 
policy implications.

Data and Methodology

A multicentric study was carried out across five states in India in 2007–
08; one of the states included was Kerala, the front runner in India in 
adopting decentralized governance. The three-tier system of rural local 
bodies in Kerala is comprised of 991 grama panchayats, 152 block pan-
chayats, and 14 zilla panchayats. Grama panchayats in Kerala have larger 
catchment areas and populations than they do in other states in India. 
Three major groups of stakeholders were identified when evaluating the 
roles and capacities of PRIs in delivering health services at the grass-
roots level, namely health providers, PRI members, and beneficiaries 
(community members). This study includes respondents from all three 
groups of stakeholders, who were guided through a structured question-
naire. In addition, state-levels officials were interviewed on issues relat-
ing to transfer of power owing to decentralization in the health sector, 
using a structured questionnaire.

As per the study protocol, three districts were selected in each state; 
within each district, the zilla panchayat, two block panchayats, and six 
grama panchayats (three from each of the two block panchayats) were 
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included. Thus, the total sample for Kerala state comprises three dis-
tricts, six blocks (two from each district), and eighteen village panchayats 
(three from each block). Between eight to ten members of each PRI 
were interviewed; a total of 193 PRI members were interviewed in this 
study. The sample requirements for health care providers in each state 
were: eighteen male health workers, eighteen female health workers, ten 
female health supervisors, ten Behavioral Health Educators/Inspectors, 
ten medical officers in primary health centers (PHC), and ten senior 
medical officers (chief medical officer, district medical officer, or deputy 
chief medical officer). Overall, information was collected from seventy-
six providers. For respondents representing beneficiaries and commu-
nity members, twenty-five males and twenty-five females between 
eighteen and fifty years of age were randomly selected from each grama 
panchayat in the study. In total, nine hundred persons were interviewed 
from the eighteen grama panchayats selected for the study. In addition, 
in-depth interviews were conducted with ten state-level officials.

The three districts were selected, based on the district-wise human 
development index reported in the Kerala human development report, 
to represent low, middle, and high levels of human development across 
the state. According to the 2005 human development report of Kerala, 
Ernakulam ranked first, Kollam ranked sixth, and Waynad ranked thir-
teenth, so these districts were selected to represent the disparate lev-
els of development across districts of the state. To select blocks within 
the districts, three indicators were considered: literacy rate, percentage 
of male main workers as cultivators, and population sex ratio. Among 
these indicators, greater variation was noticed regarding the percentage 
of male main workers as cultivators; the selection of two blocks each 
was made based on this indicator from each of the selected districts. 
The selected blocks represented two extremes in terms of this particu-
lar indicator within the districts. Thus, the Aluva and Muvattupuzha 
blocks were selected in Ernalulam district; Kottarakara and Krunaga-
pally blocks in Kollam district, and Vythiri and Mananthavadi blocks in 
Wayand district. Following the block selection, three village panchayats 
were selected at random from a list of village panchayats.

Data were collected by conducting interviews using structured 
questionnaires for the three groups of stakeholders. Three different 
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questionnaires were used to obtain information from stakeholders on the 
actions and perceptions of the functioning of the grassroots health sys-
tem. The questionnaire for the PRI members emphasized their knowl-
edge and awareness regarding the powers and functions of the panchayat 
in governance and intervention in the health system at the grassroots 
level. In addition, information was collected regarding their involve-
ment and participation in providing health care in the community. 
Similarly, the questionnaire for health providers aimed at understanding 
their specific roles and functions in health care delivery, as well as docu-
menting initiatives taken by them to improve health care provision.

Further, they were probed regarding the involvement of PRI func-
tionaries in designing, planning, and implementing specific plans for 
better health care provision according to the needs of the community. 
These grassroots-level health providers were also asked about their level 
of satisfaction with the interventions of PRI functionaries in day-to-day 
running of the sub-center/PHC/CHC. Finally, the questionnaire for 
the community asked the perceptions of potential health system users/
beneficiaries regarding the functioning of the grassroots health system, 
particularly related to any changes in conditions following decentraliza-
tion and devolution of powers to local institutions.

Results

PRIs and Grassroots Health System

Nearly half of the 193 PRI members interviewed represented grama 
panchayats, and the remaining respondents represented block and dis-
trict panchayats. Of these, 152 respondents were elected members; 
twenty-six and fifteen of them were head and vice-head of their institu-
tions, respectively. The sex of the respondents reflected the prevailing 
proportions of men and women in the panchayati raj institutions. The 
surveyed members adequately represented different religious and caste 
groups (detailed demographic statistics are available from the authors). 
The educational profile, when disaggregated by sex, showed that female 
PRIs were mostly qualified above secondary level, while male PRIs 
were more likely to have stopped at primary education. Nearly one 
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third of the respondents worked in the service sector and another third 
worked in agriculture and business. The sample of PRIs included house-
wives and unemployed people at one extreme and professionals on the 
other. This occupational variety suggests that the PRIs in Kerala come 
from a wide range of occupational backgrounds and are not necessarily 
dominated by a single category of individuals.

The study sought to understand the perceptions of PRI members 
regarding the defined roles and functions of the PRI, as well as the limits 
of the jurisdiction. While almost all respondents stated that their primary 
function is to solve the problems of the people, there were divergent 
opinions on specific functions that they need to perform. The second 
important function, implementing development programs, was stated by 
nearly one third of them. Other functions that were mentioned included 
attending or arranging meetings to facilitate the functioning and activi-
ties of the panchayat. When asked directly about holding meetings, a 
substantial proportion of them answered in the affirmative; 73 percent 
of the PRIs stated that meetings take place monthly, with a few others 
reporting that meetings are less frequent. Apart from questions about 
members’ understanding of their perceived functions as well as partici-
pation/conduct of meetings, specific enquiry was made as to their power 
relating to health programs and their execution. Most (98 percent) PRI 
members believe that they have the power to intervene in relation to 
planning and execution of health programs. A set of specific functions 
was mentioned by the interviewers to determine individual PRI mem-
bers’ opinions about these functions. While almost all of them identified 
their primary function to be solving the problems of the people, fol-
lowed by implementation of developmental programs, they were almost 
equally divided over other functions.

When it comes to the PRI’s role in addressing health concerns of the 
population in its jurisdiction, it depends largely on its power and func-
tions to intervene in the local-level health system. Such an intervention 
may not only be in a regulatory role but also in its proactive role in 
addressing emerging health issues. This requires fund allocation, priori-
tization of issues, and so on. On this count, an assessment of PRIs’ dif-
ferent budgetary allocations was made to assess prioritization in health 
care. This budget is spent on a variety of activities, which primarily 
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involve disease prevention and health promotion activities. Apart from 
this, there is allocation toward water and sanitation, social security, and 
welfare of the underprivileged. The share and magnitude of the PRIs’ 
allocations to health were collected to determine its priority level.

As part of the panchayat’s involvement with the health system, 81 
percent of the PRIs felt that the panchayat could always ensure regular 
supply of medicine in the public health facility primarily through moni-
toring and supervision. Some of the PRIs added that regular supply of 
medicine and equipment could also be achieved through proper coordi-
nation between the panchayat and the health facility, as well as consid-
eration of public demand. The most common health problems cited by 
the PRIs are waterborne diseases, communicable diseases, and chronic 
diseases. However, other water/sanitation–related and nutrition-related 
ailments were also mentioned by a few of the PRIs. With regard to the 
role of the panchayat in ensuring universal immunization of children, 
the PRIs consider immunization the role of the auxiliary nurse midwife 
(ANM), health workers at the sub-center level, or the primary health 
care/community health centers (PHC/CHC).

The above findings indicate a significant engagement of PRIs with 
the grassroots-level health system to facilitate their effective function-
ing. In fact, their involvement sounds positive in terms of making the 
health system cater to local needs. On this count, more than half of the 
respondents report that their respective panchayat has a specific health 
program of its own. These programs include preventive, promotive, and 
social security–related programs. The PRIs seem to be aware of the state 
of functioning of the health facility in the panchayat as well as any defi-
ciencies. There is an equal share of sampled PRIs agreeing on adequate 
manpower and infrastructure in their respective health facility. In the 
case of inadequacies, more than 90 percent of PRIs reported they have 
acted upon it. There are various ways of addressing such inadequacies, 
including informing the government and approaching the zila pari-
shad. Some of the respondents raised the issue with the district medical 
authorities as well. However, cases that were not acted upon were justi-
fied with the understanding that the PRIs had no jurisdiction over the 
health system or the absence of adequate funds. According to the sur-
veyed PRIs, they often provide guidance and advice on ways to improve 
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functioning of the health system. Such guidance involves evaluation 
and monitoring as well as promoting preventive measures to control the 
spread of diseases.

Roles and Capacities of PRIs

The roles and capacities of PRIs are vital to the kind of contribution they 
can make toward improving the grassroots health system. Such roles and 
capacities involve the PRI’s awareness of its mandate and operational 
jurisdiction related to intervening in the health system as well as ensur-
ing better health for people. In either case, PRIs need to have an envi-
ronment that enables them to serve the cause of improved and efficient 
health care provision. As part of this enabling condition, many pan-
chayats have formed health committees that seek to recognize the health 
needs of the people and oversee the functioning of the health system to 
serve people better. About three-fourths of the PRIs reported having a 
health committee constituted in their respective panchayat. This forma-
tion of health committees was by government order in 36 percent of the 
instances, whereas in 38 percent of instances committees were formed 
through the self-initiative of the panchayat. Apart from these two types 
of cases, thirty-six PRI members attributed the formation of the com-
mittee to statutory requirement while two other PRIs related it to a 
department initiative. On the whole, the formation of a health commit-
tee in the panchayat has been largely by way of the panchayat’s initiative 
or government order.

With regard to the responsibilities and activities of the committees, 
about 52 percent of the PRI members identified the committee’s role in 
terms of disease prevention; this is followed by other roles such as setting 
up health awareness programs and administration and management, as 
well as meeting and discussion to make decisions about interventions. 
When asked about the functioning of the health committee by the PRIs, 
it was observed that PRI members were unaware of the jurisdiction of 
these committees in regard to intervention in the health sector. There-
fore these committees are unlikely to offer effective means of bringing 
changes if needed to improve health care services among the people.

Among the one-fourth of PRI members who denied having any 
health committees in their respective panchayats, the prevailing opinion 
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was that this type of committee lacked relevance; others expressed 
simple ignorance about the committees. More than one-half of them 
also referred to welfare committees taking care of health-related issues. 
The panchayat’s role in terms of health programs, as stated by these PRI 
members, was confined to disease prevention and health promotion fol-
lowed by administration and monitoring.

Whenever any specific issue concerning health is notified to the pan-
chayat authorities, either by the community or the health functionaries, 
the panchayat ought to take some remedial action. In either situation, 
panchayat authorities have a systemic role for intervening in the mat-
ter. However, such interventions depend on their powers and functions. 
With regard to the efforts made by the panchayat toward resolving prob-
lems, about 46 percent of the PRIs respond in terms of reporting to the 
higher level of administration. Alternative recourses as reported by the 
PRIs include resolving through coordination, bringing the problem to 
the notice of the government, and trying to create infrastructure. The 
fact that reporting to a higher level of administration was the most fre-
quently reported solution indicates the PRIs’ lack of inherent capacity in 
resolving problems at hand.

The views of the PRIs regarding the location of the PHC/CHC from 
an accessibility perspective indicate that in most (82 percent) of the cases 
accessibility is not an issue. The kind of prevention and promotion activ-
ities that the panchayat engages in was probed to gauge the extent and 
pattern of their involvement. In the context of family welfare programs, 
one-third of the PRI members reported panchayats conducting aware-
ness classes; another third reported no activity by the panchayat. Simi-
larly, in relation to health education programs, more than 81 percent of 
the PRI members reported on a panchayat conducting health educa-
tion programs. Such health education programs are mostly carried out in 
the form of awareness/cultural programs as well as camp/seminars and 
classes.

A significant proportion of PRI members (about 76 percent) believe 
that people receive appropriate treatment from the public health facil-
ity, apart from prevention and promotion activities carried out by the 
panchayat. However, the 20 percent who find the public health facility 
inadequate in terms of treating patients attributed this to the absence of 
efficient medical officers as well as the lack of medicines. PRI members 
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reported that the panchayat can take steps toward resolving this situa-
tion, including reports to higher authorities as well as better administer-
ing and monitoring of the system. In any case, the panchayats’ role seems 
limited in resolving problems by itself, as it prefers to draw the attention 
of higher authorities. Despite this, it is interesting to observe the role of 
panchayats in terms of obtaining health services for the poor. About 62 
percent of PRI members report that their panchayat facilitates health 
care for the poor or provides financial assistance for obtaining health 
care. This is perhaps indicative of the social security initiatives of the 
panchayat with regard to provision of basic needs.

Nevertheless, with all positive intentions, panchayats are often unable 
to effectively implement their plans of action. When asked about the 
kind of problems faced by the panchayat in carrying out its responsi-
bilities, the PRIs cited a host of reasons. The most prominent reason, 
lack of funds, was expressed by 96 percent of the PRIs. The next fre-
quently mentioned reason is lack of technical know-how, which calls for 
capacity building among the PRIs to bolster expertise in various fields 
of activities. Along with these reasons, lack of community participation 
(50 percent) and lack of cooperation of health staff were cited as reasons 
that panchayats are unable to carry out their responsibilities. Given the 
stated constraints of panchayats’ functioning, there were also suggestions 
made regarding measures to alleviate such constraints. A large propor-
tion of PRIs have reported the need for increased infrastructure and 
manpower as well as more funds for health programs.

Providers’ Perspectives on PRIs and Health

Health providers are key stakeholders in this evaluation, as they are the 
instruments of change in terms of health system functioning. While 
the hierarchical infrastructure of health institutions remains the same, 
decentralization in the health sector changes the powers, functioning, 
and management of these institutions. In the process, the providers at 
the grassroots level are exposed to new forms of governance within 
which they need to deliver. Under such circumstances, the providers’ 
perceptions and opinions regarding the changed conditions, their roles, 
and their levels of involvement might provide valuable clues regarding 
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the outcome of health-sector decentralization. This exercise therefore 
included a structured questionnaire among health providers at differ-
ent levels to explore their views and perceptions regarding the interven-
tion. The total number of health providers interviewed for the study was 
seventy-six and comprised four categories: village-level health work-
ers, health supervisors, health inspectors, and medical officers. Eighteen 
interviewees were village-level workers known as junior public health 
nurses ( JPHNs). Twenty-eight were health inspectors, twenty were 
doctors, and ten were health supervisors. More than half of our sample 
work at PHCs and less than a quarter are from sub-centers. This distri-
bution is primarily in keeping with the availability of providers at these 
levels. Sex composition of the health providers was forty-five women 
and thirty-one men.

To bring about a change in the grassroots health system, the health 
providers must be responsive to the local needs in terms of designing 
specific programs. In this regard, the primary requisite is their aware-
ness regarding the jurisdiction of the local government to implement 
needed interventions and programs. This awareness is more or less uni-
versal among health functionaries at varied levels of the hierarchy, with 
a minor exception: a few health providers working at the sub-center 
level were unaware. When asked about the power of the panchayat with 
regard to the implementation of health care programs, seventy-five out 
of seventy-six providers interviewed answered in the affirmative. This 
awareness was universal among providers at the PHC and CHC level. 
Such awareness varied not only between providers at different levels but 
also according to the provider’s place in the hierarchy. This hierarchy 
includes JPHN at the bottom and medical officers at the top. Awareness 
was universal among male providers but not among female providers.

Given that there is more or less universal agreement among health 
providers on the jurisdiction of the panchayat to implement health care 
programs, it is appropriate to ask about the kind of programs that the 
panchayat should engage in. Lists of possible health programs were men-
tioned by the providers, of which the most common were maternity 
care, water, and sanitation. The other programs mentioned were: con-
trol of TB, leprosy, blindness, and malaria. Providers were also asked 
about the main functions of the panchayat with regard to health system 
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functioning. Nearly 90 percent of the providers consider the panchayat’s 
functions ideally to be planning, financing of health care, and perfor-
mance monitoring of the health programs.

A majority of health providers agreed on a common set of functions 
that include financing, planning, and generating health awareness, as 
well as sharing health information among PRI members. Among the 
respondents, 99 percent and 96 percent, respectively, said that the main 
functions of the panchayat are registering births and deaths and sharing 
health-related concerns with the PRI members. More than 90 percent 
also held the view that the main functions of the panchayat are to pro-
vide financial help for health care programs, plan health care programs, 
and create awareness about primary health care activities.

When asked about the status of record maintenance of health activi-
ties by the health providers, 92 percent of respondents answered in the 
affirmative, that providers do maintain records; six out of seventy-six 
providers seem to not be maintaining any health records. Three-quarters 
of the health providers agreed that records were being utilized by the 
panchayat officials for planning. Health providers report on the mea-
sures being taken by the panchayat to improve health services, which are 
primarily intended to improve basic infrastructure facilities for health; 
other measures included spreading awareness regarding health, sanita-
tion, and health education and allocating resources to the health sector. 
Apart from these, few of the providers reported any measures adopted by 
the panchayat toward improving nutrition or the health care of women 
and children.

According to the sample of health providers, the major health-
related problems in their respective areas were infectious diseases and 
environment-related problems. The other less prominent health prob-
lems reported include malnutrition and water-borne diseases. Eighty-
eight percent of the health providers believe that PRIs can help to 
improve the public health system. The means of such improvement 
include allocating adequate funds and proper utilization of funds, as well 
as regular communication with higher authorities. Nine out of seventy-
six providers who disagreed with the possibility of PRIs being instru-
mental in improving the efficiency of the public health system based 
their opinions on the lack of financial allocation as well as lack of interest 
among the PRIs. In the case of providers, sixty-three out of seventy-six 
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have benefited from the financial support of the panchayat for health 
activities.

As mentioned above, seventy-four out of seventy-six providers 
reported that their respective panchayats have a health committee. The 
specific activities of these committees are to plan preventive activities 
and find solutions for emerging health issues, along with planning and 
execution of health programs. With regard to the frequency of meet-
ings of these committees, only 37 percent of the providers reported that 
they meet as and when necessary; otherwise, the reported frequency is 
largely monthly or quarterly. These committees are said to be making 
useful contributions to improving health by three-fourths of the provid-
ers. Health providers’ participation in these committee meetings indi-
cate that around 62 percent of them attended such meetings regularly, 
while others attended sometimes or occasionally.

The health providers’ level of interaction with panchayat officials was 
probed in terms of its frequency. Frequency of these interactions var-
ied according to the level of the panchayat official. Two-thirds of the 
providers reported one or two interactions with the head of the pan-
chayat in the previous month. Such interactions, when assessed over a 
one-month period and a three-month period, do not show much of a 
change, indicating that there is a moderate level of interaction between 
health providers at the grassroots level and the panchayat functionaries 
in Kerala.

Only 38 percent of the providers assert that panchayats have initiated 
some health program on their own. Such health programs include hous-
ing and safe drinking water as well as organization of health medical 
camps. In relation to the sanctioning of adequate manpower and infra-
structure in the health facility, only about 60 percent of the providers 
find it satisfactory. There is dissatisfaction among health providers with 
regard to furniture, medical equipment, and medical supplies. Despite 
this inadequacy in manpower and infrastructure, 88 percent of the pro-
viders trust that PRIs can strengthen the system and 84 percent of them 
acknowledge that panchayats have made efforts in this direction.

Two-thirds of the interviewed providers have had specific issues or 
problems brought to their notice by the PRIs. These problems were 
addressed through either intervention or advice. Given that the health 
providers’ responses were positive about the PRIs’ cooperation with 
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regard to addressing the health issues, their opinion was sought as to 
whether there was any improvement in the health facility following 
the transfer of power to local governments. About 60 percent of the 
providers answered this query in the affirmative. Providers were also 
asked about changes regarding availability of drugs and supplies, as well 
as overall functioning of the health system, and their responses about 
improvements on these two areas (drugs and supplies, and overall func-
tioning) were not very different. Despite this mixed response to the 
changes in health provisioning, the providers’ opinion of the transfer 
of power to local government was positive among two-third of respon-
dents and negative or uncertain for the rest of them. The nature of the 
existing relationship between the health providers and the local gover-
nance was in tune with the providers’ approval of the transfer of power 
to local bodies.

There was greater opposition, however, regarding the accountability 
of health staff to the local bodies. About 60 percent of the providers did 
not agree that they were accountable to local bodies (24 percent agreed 
that they were accountable to local bodies and 19 percent had no opinion 
on this issue). Those who agreed to be accountable to the local bodies 
reasoned that panchayats are the local authority and recognized its role 
in provisioning of health. Those who disagreed that they were account-
able to the local bodies reasoned that panchayats are political bodies and 
do not possess any professional expertise in the health arena. Follow-
ing this diverse opinion on health providers’ accountability, providers 
were asked whether they believed that the panchayat authorities had the 
expertise necessary to manage the local health system, and 52 percent 
answered in the negative while one-third answered in the affirmative. 
Of those who questioned whether the panchayat had the expertise to 
manage the health system, 47 percent agreed that it would be possible to 
make the panchayat competent in this regard. The means of making the 
panchayat competent included providing training and making the mem-
bers more aware of health issues.

The negative opinion of the providers regarding the competence of 
the panchayat relates to the lack of interest in health compared with 
other items on the panchayat’s agenda. The opinions of the provid-
ers about improving the functioning of the local health system hints at 
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improving health infrastructure as well as making the PRI members 
more sensitive to the health needs of the population. Capacity build-
ing is one of the best means toward making the panchayat competent to 
manage the local health system, as stated by the health providers. The 
other means cited include additional funds and additional staff to be pro-
vided to the panchayats.

The providers who considered panchayats to be incompetent in man-
aging the local health system have their own reasons for saying so. The 
prime reason is that panchayats have no funds or proper administra-
tive system to address health system–related issues. Also, panchayats are 
felt by providers to be overloaded with administrative work of a varied 
nature and therefore PRI members cannot be the direct contacts for 
health workers. Clearly, to bring about a change at the grassroots level 
of the health system, the health providers need to be responsive to local 
needs and design specific programs that cater to them. In this regard, 
the primary requisite is awareness that the PRIs have the jurisdictional 
authority to implement the needed interventions and programs. This 
awareness is more or less universal among health functionaries.

Community Perspectives

To understand the performance of the grassroots health system in the 
context of PRIs, it is important to examine the perspectives of those 
who would benefit from any changes in the mode of governance. For 
this purpose, twenty-five men and twenty-five women each from the 
eighteen grama panchayats were selected for the study, resulting in a 
total of about nine hundred respondents, with three hundred from 
each district. The inquiry among the beneficiaries largely covered their 
awareness and perceptions regarding the functioning of the panchayat 
institutions, as well as their corresponding role in serving local health 
needs. This inquiry allows comparisons with the opinions of the PRI 
functionaries and health providers regarding their activities. People’s 
perceptions were also solicited regarding the reality of this arrangement 
and its efficiency in delivering better health care.

The sample respondents were aged between eighteen and fifty years; 
44 percent were above the age of forty years. The sample included 

210138 i-xxii 1-394 r8rp.indd  99� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



100	 Governing Health Systems

20 percent younger respondents (below the age of thirty years) and the 
rest were between thirty and forty years of age. The sex composition 
of the sample was balanced, with half men and half women. The edu-
cational composition of the respondents presents a more or less normal 
distribution, with less educated and highly educated respondents repre-
senting smaller numbers, compared with those in the middle spectrum. 
While 4 percent of the respondents reported themselves illiterate, 2 per-
cent stated that they had a postgraduate or professional degree. A large 
share of respondents (46 percent) had a secondary or high school level of 
education, and the remaining portion had a primary school education. 
The occupational profile of the sample respondents comprised a wide 
range, including manual workers, professional and businesspersons, and 
housewives (these three groups represented two-thirds of the sample). 
This mix of educational and occupational composition of respondents 
provides a strong basis for interpreting the range of opinions and percep-
tions found in the study.

While gauging the perception regarding the improvement in provi-
sion of health care in the locality, the study found that 47 percent of 
the respondents felt that there had been improvement in health care; 34 
percent disagreed and the rest were indifferent. This perception, evalu-
ated against other parameters, reveals a pattern of consistency as well as 
other factors shaping this perception. These factors include the constitu-
tion of a health committee, the stated role of the panchayat in addressing 
health problems, and the control of health providers by the panchayat. 
With regard to the constitution of health committees, about 25 percent 
of the respondents reported the existence of a health committee in their 
panchayat and the rest either denied having a panchayat health com-
mittee or were unaware of any such committee being in place. When 
this information was compared with the perception of improvement in 
health, it was observed that those who said “yes” to having a health 
committee also perceived an improvement in health, to a large extent. 
Those who were either unaware of a panchayat health committee or 
stated that such a committee was entirely absent largely disagreed that 
there had been improvements in health.

Respondents were asked for their opinions on the role of panchayats in 
resolving health problems in the community. It was observed that about 
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two-thirds of the respondents answered in the affirmative and the rest 
were either unsure or negative. These answers are quite consistent in rel-
ative terms; among those who consider panchayats to have a significant 
role in solving health problems in the locality, the perception regarding 
the felt improvement in health was also positive. Similarly, among those 
who deny the panchayat’s role in resolving health problems, the percep-
tion regarding improvement in health was also weak. Ultimately, the 
conviction regarding the role of the panchayat in health provision gov-
erns the perception regarding the felt improvement in health.

In addition to the panchayat’s role in resolving health problems, fur-
ther inquiry was made with regard to the conditions of health provid-
ers under the jurisdiction of the panchayat. Here, people’s perception 
on improvement in health was contrasted with their awareness that the 
health providers were under the control of the panchayat. About 88 per-
cent of the respondents said that the health provider is under the control 
of the panchayat—this perception went along with the perception of felt 
improvement in health only 50 percent of the time. The perception of 
health improvement was lower among those who were either unaware 
or unsure whether the health providers were under the control of the 
panchayat.

While 78 percent of the respondents reported believing that the pan-
chayat is competent to manage the local health system, 88 percent were 
aware that the health providers are under the control of the panchayat. 
Next, it was examined whether comments on the panchayat's ability to 
manage the local health system depend on views on health providers 
being under its jurisdiction. In fact, there is a strong association, although 
respondents unsure of the panchayat’s control over the health provid-
ers also spoke in favor of the panchayat’s capacity to manage the health 
system. This reflects the prevailing positive perception of decentralized 
governance in the region, which could also be viewed as a strong expec-
tation for the panchayat among the population.

The study also probed areas in which the intervention of the pan-
chayat resulted in improvement in health status. This inquiry was made 
with an open-ended query, and responses were put into three broad cat-
egories: adopting preventive measures, improving health care provision, 
and recognizing local needs/opportunities. A majority of respondents 
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(64 percent) felt that progress in health status resulted from the pan-
chayat’s involvement in improving health care provision; this was fol-
lowed by “adopting preventive measures.” A very small percentage of 
respondents (6 percent) stated “recognition of local needs” to be a suc-
cessful strategy adopted by the panchayat in its effort at improving the 
health system.

People’s perception of the strategies adopted by panchayats reveals 
lacunae in health care provision and the roles that panchayats can take to 
improve the situation. Finally, beneficiaries’ views on the role of health 
workers were collected to explore the prominent services that the local 
health providers offer to the people. From a list of activities that was pro-
vided, one-third of the respondents listed provision of prenatal care, as 
well as inquiring about diseases and patient health, as the primary activ-
ity of the health worker. The analysis shows the opinion of beneficiaries 
about the improvements in different fields of health through the inter-
vention of the panchayat. Such opinion includes the panchayat’s engage-
ment in prevention and awareness as well as sanitation activities.

Discussion and Conclusions

This assessment of decentralized governance in improving grassroots 
health systems in Kerala was based on the opinions and perceptions of 
three key groups: panchayat functionaries, local-level health providers, 
and the system’s beneficiaries. While there are varying views on the cen-
tral issue of the impact of decentralized governance, there is definite 
recognition of change by all three groups of stakeholders. This analysis 
presents findings from the three different stakeholder groups. There are 
contrasts and contradictions in the views expressed by the three groups 
on the issues, along with certain patterns related to the attributes and 
behaviors of the three groups.

An analysis of information obtained from respondents reveals that 
people’s perceptions regarding the panchayat’s role in bettering health 
care provision are reasonably positive, and there is an awareness regard-
ing the changes that have taken place in decentralized governance in 
relation to control and jurisdiction of health providers at the local level. 
There seems to be a greater degree of knowledge regarding the limits of 
the panchayat and its roles and responsibilities, as well as optimism about 
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its role in delivery of services. Respondents in general believed there is 
a systematic role for the panchayat in improving the provision of health 
care. However, the respondents’ convictions regarding the role of the 
panchayat in health provision shape their perceptions regarding the felt 
improvement in health.

Given a mixed pattern of utilization of health care facilities in both 
private and public sectors reported by the respondents, beneficiaries were 
asked about the reasons for using private facilities. These reasons also 
serve as a clue to understanding problems in the performance of public 
facilities. The prominent reasons cited were unavailability of doctors in 
public facilities, as well as better treatment and cooperation from private 
hospitals. Apart from these prominent reasons, other reasons stated by 
respondents include convenience, time saving, and immediate attention. 
This response reflects the limitations of public facilities and may suggest 
why people’s perceptions are positive in terms of the panchayat’s role in 
addressing such limitations.

To bring about a change in the grassroots health system, health pro-
viders need to be responsive to local needs and design specific programs 
that cater to them. In this regard, the primary requirement is their 
awareness regarding the jurisdiction of the local government to imple-
ment the needed interventions and programs. This awareness is more or 
less universal among health functionaries at all levels of the hierarchy, 
except for the sub-center level, which is unaware of it. Further, health 
providers’ opinions about the benefits of decentralization to the health 
service delivery is based on their individual perceptions about decen-
tralized governance as well as their relationship with the PRI mem-
bers. Among providers who were positive about the decentralized form 
of governance, a majority had a sound relationship with the panchayat 
members. And this perception of the providers may depend primarily on 
the kind of relationship they have with the PRI members.

Capacity building is one of the best means of improving the compe-
tence of the panchayat to manage the local health system, according to 
health providers. The other means cited by some providers was addi-
tional funds and staff for panchayats. The providers who considered the 
panchayats unable to manage the local health system have their own 
reasons for saying so. The prime reason was that the panchayats have no 
funds or proper administrative system to address health system–related 
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issues. Also, panchayats were felt to be overloaded with administra-
tive work of a varied nature that made PRI members less engaged with 
health-related activities.

In a positive environment of decentralized governance, as exists 
in Kerala state, strengthening the grassroots-level health system lies 
squarely on the shoulders of the panchayat. However, a number of issues 
need attention in the state of Kerala. There is conflict between health 
providers and local governments with regard to their obligations and 
responsibilities. These involve whether local government should be a 
regulator or an administrator of grassroots-level health functionaries, 
as well as whether health functionaries should act on the suggestion or 
instruction of panchayat-level officials. Moreover, there is a question of 
whether health providers’ assertions regarding the deficiency and lacu-
nae in the health system should be routed through the panchayat for rec-
tification. If the answer is yes, what is the extent to which the panchayat 
could provide remedies? Also, it is critical to know that mechanisms 
are in place before working further to build a healthy and constructive 
interaction between panchayat officials and health functionaries.

If changes in governance and accountability structures are made, the 
impacts can also depend on other existing operational structures, espe-
cially service provision. The altered structure of governance and transfer 
of power to local bodies will influence health and education differently. 
Unlike the educational infrastructure in the state, which had a structure 
of community involvement and participation, the health infrastructure 
was more centralized, dictated by district and state authorities. To obtain 
positive results for this alternative governance structure, there needs to 
be space made for similar community involvement and participation in 
evolving health institutions at the local level. The institutional structure 
of health provision could perhaps be revolutionized, with more of a reg-
ulatory role for the government. In addition, public-private partnerships 
could be encouraged, to ease public financing limitations and increase 
accountability.

Given the mix of public and private health care facilities in Kerala, the 
expectation of public provision will always fall short of the ideal. Hence, 
there should be complementarities in health care provision between the 
public and the private facilities (or the so-called private sources need to 
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be made part of health care provision under the local bodies). Private 
facilities should fall under the jurisdiction of local bodies as well.

If priority setting in health care provision is to be included on the 
agenda of local panchayat bodies, then the local bodies need to possess 
the organizational capacity required for recognizing and planning health 
needs. However, negotiating those local health needs with the health 
functionaries may be effective, if health functionaries are instructed to 
follow the agenda set by the local authorities and if mechanisms exist to 
hold the functionaries accountable for implementation. Lastly, judicious 
allocation and prioritization of public health needs by the local panchayat 
bodies will depend on the values and actions of the panchayat members 
and also on the people’s participation and involvement to assure that the 
panchayat members reflect the local community.

Acknowledgment: The paper on which this chapter is based was derived from a 
larger study on “Roles and Capacities of Panchayati Raj Institutions in Managing 
the Health System,” funded by the Indian Council of Medical Research, New Delhi.
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Chapter 5

Leveraging the Voice of Community Workers 
in Health Governance:  A Two-Case Study from 

Zambia and Japan

Margaret Henning, Aya Goto, Chunhuei Chi, and Michael R. Reich

Introduction

We present two cases of major public health challenges: HIV/AIDS 
in Zambia and a nuclear power plant accident in Japan. Our focus is 
on the roles of frontline community workers: teachers in Zambia and 
public health nurses in Japan. While we recognize the striking differ-
ences between these two cases—the obvious differences in job func-
tions as well as the economic, social, and geographic differences 
between the two countries—we are also drawn to uncovering similar 
patterns and challenges for community workers. Both teachers and pub-
lic health nurses are often members of the community to which they 
are delivering services. In these two cases, both faced unplanned events 
and challenges that were not part of their formal training or regular 
functions.

The existing literature provides support for the effectiveness and crit-
ical role of community health workers, but there are still insufficient 
policy and practice recommendations (Avey and Fernandez 2012). First, 
we must understand the health governance architecture that provides a 
structural overview for the many ways in which people organize them-
selves to achieve common goals. This usually includes agreed-upon rules 
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and institutions that collectively promote and protect health (Dodgson 
et al. 2003). One of the challenges in strengthening governance at the 
community level is identifying, giving voice to, and leveraging the key 
community players (Dodgson et al. 2003) who can help transform the 
concept of health promotion into a community priority. Further, such 
priority should be the community’s decision rather than externally 
imposed.

One essential part of community governance is community partici-
pation in making decisions (Heritage and Dooris 2009). The impor-
tance of community participation in promoting good health was clearly 
recognized in the Alma-Ata Declaration in 1978, as the key to the 
attainment of “health for all,” and based on the ethical principle of self-
determination. More than a decade later, practical strategies for health 
promotion were discussed in the Healthy Cities and Communities Ini-
tiatives (Liberato et al. 2011). Central to the initiatives is the emphasis on 
the role of local government, strengthening community capacity, and 
the process of taking action (Hancock 1993). In the World Health Orga-
nization’s (WHO) guidelines (WHO Regional Office for the Western 
Pacific 2000), the first step for developing a healthy cities project is the 
coordination of key players, including policy makers, service providers, 
and community members.

Our aim in this study was to analyze and discuss the roles of teach-
ers and nurses in promoting community health and community gov-
ernance, and how they are strategically positioned, standing between 
the modernity of science and the traditionalism of community (Inkeles 
and Smith 1999). In our exploration of these two kinds of community 
workers, we (1) address their participation as a means of leverage for 
community governance; (2) examine the circumstances under which 
teachers and nurses work; and (3) identify conditions that support their 
expanded responsibility in community governance. Through this com-
parative study we identify shared strategies to promote the roles of com-
munity workers in these two countries, rather than highlighting the 
constraints that are specific to each country because of differing social, 
economic, and political environments. In sum, by examining two strik-
ingly different cases located in two very different countries, we seek com-
mon themes and common challenges in understanding how community 
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workers can be more effective in promoting community health and 
community governance.

Community Participation

One of the reports from the WHO’s Healthy Cities Initiative acknowl-
edges diversity in the way community participation is defined and, 
further, how this can cause difficulties at the operational level. The 
working definition that the report developed, thus, was “a process by 
which people are enabled to become actively and genuinely involved 
in defining the issues of concern to them, in making decisions about 
factors that affect their lives, in formulating and implementing poli-
cies, in planning, developing, and delivering services, and in taking 
action to achieve change” (WHO Regional Office for Europe 2002, 
10). Although this definition is a concise normative description of 
community participation, it leaves the definition of “participation” 
vague and does not address the problem of how to apply the concept 
at the community level. As is, the definition does not describe what 
exactly is meant by “active” and “genuine” involvement of people in 
defining issues and decision making, and yet it goes beyond superfi-
cial involvement to specify “taking action.” Community participa-
tion based on the concept of self-determination of community is not 
merely the community’s physical participation, but involves work-
ing with an understanding that the community should be at the 
center of deciding what forms of participation members of the com-
munity prefer, and what system of community governance they 
desire (Deci and Ryan 2000). Contextualization, rather than gen-
eralization, therefore, is also an important principle in community 
participation.

In another study, the researchers Heritage and Dooris used David-
son’s (2009) wheel of participation, which consisted of different lev-
els of information, consultation, participation, and empowerment, 
to describe various types of community participation in different 
political, social, economic, and organizational contexts. Their work 
recognizes various types of actions aimed at increasing commu-
nity participation, but still fails to answer the fundamental questions 
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of who might best implement the processes and how they should be 
implemented. When community participation is maximized in the 
Davidson’s wheel model, it should be by the community people them-
selves. They do not, however, work alone, and internal and external 
resource mobilization is needed to leverage community (Maclellan-
Wright et al. 2007). As mentioned above, the Healthy Cities project 
calls for a local government as the central governing agency coordinat-
ing other key players (WHO Regional Office for the Western Pacific 
2000). In Canada, the emerging model is one in which regional health 
authorities are assisted by a staff of health professionals (Frankish et al.  
2002).

Of the key players listed in the WHO Healthy Cities project guide-
line (WHO Regional Office for the Western Pacific 2000), we explore 
the capacity building of community workers (service providers) as 
facilitators of community participation. This work compares differ-
ent types of community workers in different countries, in an effort to 
explore and provide consideration for approaches to sustainable solutions 
that are  purported to be feasible, culturally appropriate, community 
centered, and in turn can promote a community’s self-determination 
capacity.

Community Workers

Community educators and healers have existed worldwide for cen-
turies (Arvey and Fernandez 2012). Rosenthal (1998) identified the 
community health worker’s role as cultural mediation, informal coun-
seling and social support, providing culturally appropriate health edu-
cation, advocating for individual and community needs, assuring 
that people get the services they need, building individual and com-
munity capacity, and providing direct services. The roles of nurses 
and teachers in this work are positioned under the umbrella of com-
munity health worker, with consideration given to the psychocul-
tural factors influencing modernization as an important factor in the 
process of development (Inkeles and Smith 1999). Nurses interact and 
may share views with traditional community residents, among whom 
will be some, but not all, who may distrust the new and undervalue 
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any actions that are perceived as not directly related to their own daily  
living.

More recently, the community health workforce has been termed 
“frontline health workers,” often being the first point of connection for 
those in need of health care. For nurses this is a clear connection, but for 
teachers, although providing care is a reality, it is often not identified as 
such in the job description. Both types of worker serve either directly or 
indirectly a component of the public primary health care system, which 
ideally should be integrated into the broader health system; teachers and 
nurses act as a pivot point between the community and the health sys-
tem. The profile of the employee is that she or he has local roots, has 
an understanding of the specific society and culture, holds a degree of 
training, and is often selected by merit at a low cost with a high level 
of effectiveness (Avey and Fernandez 2012). In the cases that we have 
identified, nurses are likely to be women, and community health work-
ers have historically been women. Our work examines merging the 
traditional community worker with the need to develop or mobilize 
community resources, and we propose an expanded strategy that would 
allow nurses and teachers to be more effective as community-based pro-
fessionals, thus serving as a bridge for development between science and 
society.

Study Method: A Cross-National 
Case Study

The two cases from Lusaka, Zambia, and Fukushima, Japan, illustrate 
ways to leverage key community workers; Tables 5.1 and 5.2 give an 
overview. A cross-national comparison is challenging given differ-
ences in historical, cultural, economic, and political contexts, but it 
facilitates the construction of generalizable claims (Gómez 2011). A case 
study methodology does not statistically test a hypothesis, but it has an 
advantage in that it identifies a new variable or hypothesis, and facili-
tates a better understanding of a complex structural relationship within 
a specific context (George and Bennett 2005). Applying case studies to 
cross-national comparison, therefore, focuses more on examining the 
underlying contextual structure and processes, while also identifying 
shared principles that may be common across nations.
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Public health practitioners often evaluate community projects by 
quantifying outputs and outcomes. An equally important but more 
difficult task, which we attempt to do here, is to assess the nature of 
health governance at the community level (Smith et al. 2006). In ana-
lyzing each case, we will follow the five major components of building 
community capacity as framed by Liberato and colleagues (2011). First, 
“skills” refers to identification of knowledge gaps and provision of train-
ing opportunities. Second, “resources” includes funds, people, facilities, 
and time. Third, “networking” within and across communities refers to 
the potential to develop programmatic capacity that is culturally com-
petent, encourages realistic goals, and is driven by community needs. 
Fourth, “leadership” motivates community to participate in reaching 
the goal; key aspects include understanding the “big picture,” with the 
ability to cultivate community input, action, and trust. Fifth, “decision 
making” is defined as being actively involved in identifying community 
root concerns and in problem solving. In this framework of analysis, we 
are examining the process of governance rather than output or outcome.

We’d like to point out that in applying this theory, the “community 
(players)” we have focused on is the group of workers who are facilita-
tors of community participation, but not the community laypeople with 
whom they work. For this case study, nurses are directly related to the 
health system, whereas teachers are not formally a part of a health sys-
tem, but they often address health concerns. However, both often take 
on the role of health advocate and can be effective because they share the 
culture of the population they serve (Rhodes et al. 2007). This type of 
structured comparison, however, is often difficult to carry out in col-
laborative research when a different scholar undertakes each case study 
(George and Bennett 2005). In order to overcome the potential meth-
odological shortcoming, we asked an outside researcher to monitor each 
case in order to assure that each case included a sufficient description of 
the five components. The two cases were compared and combined to 
draw common conditions for community governance.

Case in Zambia

The first case examines the role of teachers as HIV-prevention edu-
cators, with attention given to their emphasis on the principle of 
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self-determination. An estimated 30 million people are living with 
HIV worldwide; 22.5 million live in sub-Saharan Africa (Claeyé and 
Jackson 2011). The effect of the disease extends well beyond the fami-
lies, community, and nation by hindering economic growth, challeng-
ing the provision of social services, and further exacerbating poverty 
and stress in an already vulnerable population. In Zambia, it is criti-
cal to understanding the systemic views among a given population in 
order to accurately explore the influence of individual and contextual 
variables  that affect and/or relate to cultural influence on HIV/AIDS 
education.

This case shows that teachers are well positioned to be HIV-prevention 
educators. School-based HIV-prevention programming, starting as early 
as primary school, is supported in the literature as a necessary step to 
protect the general population from further infection (Barnett et al. 
1995; Finger et al. 2002; Kaaya et al. 2002). Schools are an ideal envi-
ronment for an extensive and systematic response to the HIV epidemic 
with prevention education (Mathews et al. 2006; Tijuana et al. 2004). 
The educational sector is already established as a framework in the com-
munity to reach children and young people, and as such can be lev-
eraged as a preventive measure against HIV infection. Zambia’s draft 
HIV/AIDS strategic plan for education provides a concrete example of 
an approach  for  community participation in addressing HIV/AIDS—
specifically calling for all schools and colleges to participate in respond-
ing to the AIDS-related needs of their communities (Katjavivi and 
Otaala 2004).

Zambia’s national education program consists of primary school 
(grades one through nine), secondary school (grades ten through 
twelve), and tertiary education (university or college). The Ministry of 
Education (MoE) guides the delivery of education components, ensur-
ing that educational activities meet requirements for advancement.

Schools in Zambia are divided into three main types: community, 
private, and government. All school types are divided into primary, sec-
ondary, junior secondary, and upper secondary. Primary grade levels 
consist of years one to seven. Primary schooling is followed by five years 
of secondary education, with an entrance age of fourteen. Currently, 
the Zambian government is placing emphasis on ensuring the provi-
sion of primary education. In 2005, Zambia had 6,962 basic schools 
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with 2.8 million learners and 463 high schools with more than 136,000 
learners (Zambian Ministry of Education 2006).

In sub-Saharan Africa, many young people leave the system before 
completing secondary school (Chondoka 2006). Despite the introduc-
tion of free basic education in 2002, many girls and other vulnerable 
groups drop out of school before they complete primary school largely 
because of poverty and the impact of HIV/AIDS on families. Less than 
20 percent of the children are age appropriate for secondary school level 
(fourteen), with older children and younger children sharing mixed 
classroom settings.

Currently, a shortage of health workers is an obstacle in the effort to 
scale up HIV services and education. Adopting a task-shifting approach 
represents one strategy for rapid expansion of the health workforce (Ful-
ton et al. 2011). Central to this discourse is a shift in thinking, which 
endeavors to: “emphasize the capacity of people to be creative reflexive 
human beings, that is, to be active agents in shaping their lives” and their 
communities (Williams et al. 1999, 2).

Skills

Under the MoE, there are fourteen teacher colleges responsible for the 
training of educators in Zambia. Typically, teachers either obtain cer-
tification through an institution that provides a recognized certificate-
teaching program—the Examinations Council of Zambia certifies these 
programs—or they enroll in a diploma program, certified by the Uni-
versity of Zambia.

Zambia, like many countries, struggles with an increasing burden of 
disease and a complex and fragmented health system. The health system, 
including health education, has major limitations in both material and 
human resources. There is a significant gap between the skills of those 
providing health care interventions and the needs of the community. 
“A comprehensive health systems framework considers the connection 
between education and health systems” (Frenk et al. 2010, 5). A sys-
tems approach is necessary to leverage the role educators have within the 
community, including delineating the link between health workers and 
teachers. These health professionals ultimately provide care and health 
information to the population.
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In Zambia, teachers might be the only source of professional health 
information, including mental, physical, and/or social support in most 
communities for children. However, teacher training in health is narrow 
and limited. The current system offers courses of study that fall under the 
umbrella of “study areas.” These study areas include groupings of topics, 
such as HIV and AIDS education, drug abuse, and environmental edu-
cation. The grouping of topics, however, makes it difficult to identify 
whether a specific subject is taught and the extent of its overview. The 
MoE recognizes that quality education requires the availability and use 
of textbooks and other educational materials, that these may be limited, 
and that teachers lack training and resources (Ministry of Education in 
Zambia 1996).

There is an opportunity to bring attention to the broader contextual 
environment where health care and education take place. In addition, 
there is a critical need to match health priorities and training with a 
broader contextual understanding. Further, Zambian society will need 
to establish a system that allows the community to voice its preference 
in coordinating and prioritizing the role of teachers versus community 
health workers in providing essential education. This will have a pro-
found impact on the way Zambia trains and prepares its teachers.

Resources

Once a middle-income country, Zambia began an economic decline in 
the 1970s when copper prices fell on world markets. Slow progress in 
diversifying the economy and high levels of borrowing and debt services 
are contributing factors to the country’s economic struggle (Bureau of 
African Affairs 2007). The ensuing impact on the educational system 
has been devastating, causing a decline in revenue to help support edu-
cational initiatives over the past several decades. Despite these setbacks, 
Zambia remains committed to recovering and reforming its educational 
efforts by reaffirming its commitment to the Millennium Development 
Goals (MDGs) and Education for All. The MDGs for Zambia have 
focused efforts on the enrollment of children in primary education and 
on increased construction of schools, and the country was able to remove 
school fees in 2002 and adopt free basic education and reentry poli-
cies. However, the economic situation and cultural factors, combined 
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with gender inequality, create a hospitable environment for the spread 
of HIV infections. The HIV/AIDS pandemic remains one of the most 
formidable challenges within the education sector. The combination of 
a strained economy and a high HIV-transmission rate has strapped the 
country.

In 2002, as part of Zambia’s efforts to address poverty reduction and 
education for all, the MoE outlined in its strategic plan the introduction 
of a free primary education policy. The adoption and implementation of 
this policy has increased accessibility of schooling for all students, result-
ing in a massive increase in student enrollment (Ministry of Education 
2003). Educators now have more opportunities to engage students and 
families. These increased points of contact have the potential to trans-
form models of health-education delivery.

Networking

The complexity of HIV-education programs range in type but may 
include lectures, role playing, group exercises, audiovisual materi-
als, essay writing, debates, and development of artistic activities such 
as poems, songs, plays, games, and posters, as well as co- or extracur-
ricular activities. There is also variation in session length and frequency 
of HIV-prevention education programs (Gallant and Maticka-Tyndale 
2004). Most interventions are supported and headed by nongovernmen-
tal organizations (NGOs). NGOs, both domestic and international, are 
the networks that support teachers’ HIV-prevention efforts in the school 
systems.

Leadership

There are opportunities to strengthen HIV education in the school 
but the focus has been on legislation in education; an outdated act of 
parliament has guided the sector since 1966. There have been many 
developments and policy pronouncements by the Zambian govern-
ment. However, the NGO sector has taken the strongest initiative 
and stepped forward in leading development campaigns. Examples of 
successful interventions include: Education Quality Improvement 
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Program (EQUIP2); Quality Education Services Through Technology 
(QUESTT); Community Health and Nutrition, Gender and Education 
support (CHANGES2), and the Textbook and Learning Materials Proj-
ect (TLMP).

In the late 1980s, Zambia became perhaps the first country in the 
world to set up an anti-AIDS club, and by 1992 there were 1,150 reg-
istered clubs, primarily based out of schools (Baker 1993). The goal of 
the clubs was to share messages about safer behavior and compassion 
for those living with HIV/AIDS. Television, radio, and the press have 
also proved to be influential in raising awareness and decreasing stigma, 
even though not all people have direct access to them. Some 71 per-
cent of urban and 36 percent of rural youth saw the Helping Each other 
Act Responsibly Together (HEART) campaign, a media campaign to 
convey information to young people ages thirteen to nineteen years 
about sexually transmitted infections, HIV, and acquired immune defi-
ciency syndrome transmission and prevention (Underwood et al. 2006). 
Oftentimes, programs attempt to do too much with too few resources 
and thus are spread thin (Bryant et al. 2012). Although there are suc-
cessful examples of education as a point of intervention, there are lim-
ited formal opportunities for teachers to voice or take leadership roles in 
directing the community needs.

Decision Making

Green (1986) has long contended that community involvement, includ-
ing decision making, is a core element of health promotion. Putting 
health workers at the center of the system is essential because the system 
works through these professionals. The MoE has primary responsibility 
for and decision-making power over teachers, starting with where they 
are trained to where they are posted at the completion of their training. 
Postings are often restricted by funding and by the preference of the 
teachers; most request urban areas rather than rural ones. Lack of hous-
ing is a major obstacle to teacher recruitment and retention in rural areas 
(World Bank 2006).

As was the case in other studies (Pattman and Chege 2003), this study 
found that many teachers know how to prevent HIV but are not sure 
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what to teach or how to teach the material. In the researcher interac-
tions, some teachers indicated that talking about HIV and AIDS chal-
lenges ideas of childhood innocence and could possibly “encourage” 
sexual promiscuity. Teachers commonly expressed the need for commu-
nity acceptance of their role as HIV educators. As a government school 
teacher said, “We need the community to see this as important and sup-
port this information. I am not going to teach and lose my job.” Again, 
we see the importance of considering the cultural and social contexts 
specific to this phenomenon. Another government schoolteacher said, 
“I have been trained in HIV and prevention, but it is hard to talk about. 
Some parents may be mad and what language do I use? We need to sup-
port these children beyond school—it needs to be mixed with the com-
munity as their lives are here, but also at home.” The voices of teachers 
suggest that they do feel responsible for general education and HIV-pre-
vention education, but have concern for the community’s reaction and 
level of support (Henning et al. 2011). Reports of a disconnect between 
teachers and the community might be because of a lack of clarity about 
the teacher’s role in health education and the community’s perceptions 
of the role of the teacher.

Summary of Zambia Case

Teachers in Zambia are well positioned to provide support for children 
affected with HIV. However, appropriate “resources” must be allocated 
to address challenges in the form of training, and a formalized struc-
ture is required to deliver prevention and intervention efforts. While 
Zambia’s education sector, along with supporting NGOs, has taken 
initiative in the development of programs such as anti-AIDS clubs in 
schools, there is room to further explore the structure and relationship 
between NGOs and teachers. This work suggests strengthening the link 
between teachers, NGOs, and the community, to ensure teachers are 
fully supported in prevention efforts. To support teachers in their role 
as HIV educators, the MoE will need to be involved throughout the 
process to formalize the teacher’s role, while ensuring “leadership” for 
HIV education is cognizant of governance from a horizontal and verti-
cal angle.
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Case in Japan

The second case explores the empowerment of public health nurses in 
the restoration processes of the nuclear power plant accident in Fuku-
shima Prefecture in 2011, which created, among other widespread prob-
lems, a worrisome gap between science and community. Although the 
cancer risk of low-dose exposure far below 100mSv is at a level any epi-
demiological investigation may fail to detect (Boice 2012), many fami-
lies have evacuated. Within a year after the disaster, there was a nearly 
10 percent decline in the population of children under five years of age 
in Fukushima City, located seventy kilometers from the plant. In an 
environment of uncertainty caused by an unexpected crisis, people have 
difficulty processing information and their risk perception is not always 
congruent with the actual risk level (Rudd et al. 2003).

It is likely that the issues of care, compensation, and cleanup related to 
radiation contamination will persist (Reich 2011), as will adverse men-
tal health consequences—particularly among mothers (Bromet 2012). 
In the Japanese health system, public health nurses are the key providers 
of community health services. They are national-board-certified pub-
lic health professionals with a nursing license, many of whom work at 
prefectural and municipal level health centers in the public sector. His-
torically, they have played a major role in national health promotion 
activities (Marui 1991) not only by providing a wide range of health 
care for children, adults, and elders, but also by carrying out community 
assessments through interactions with local residents and formulating 
plans to solve identified problems (Murashima et al. 1999). In Fuku-
shima City, public health nurses are expected to act as frontline service 
providers to understand and respond to local mothers’ concerns about 
radiation exposure, which is expected to be long lasting.

The deliberative processes of promoting public participation and dis-
cussion in a community have a long history of application in environ-
mental health issues, but at the same time, there is concern that these 
discussions are more difficult to execute in a crisis situation that requires 
making hard decisions (Abelson et al. 2003). The nuclear power plant 
accident has become such a case, and thus, the role of public health 
nurses to bridge local government and community residents becomes all 
the more important.
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Skills

Under the Act on Public Health Nurses, Midwives, and Nurses estab-
lished in 1948, a public health nurse was defined as a person who engages 
in health guidance using the title of public health nurse under the license 
of the Minister of Health, Labor, and Welfare ( Japanese Nursing Asso-
ciation 2011). To become a public health nurse, three years of basic nurs-
ing education and one or more years of specialized education in public 
health at the college level are required. The existing training provided, 
however, may not be sufficient preparation for a nuclear accident setting. 
In a survey among public health nurses who were in charge of health 
crisis management and were working in a prefecture with a nuclear 
power plant and in two adjacent prefectures, most who were inter-
viewed said that they had anxiety with regard to undertaking required 
tasks in the event of disaster (Kitamiya 2011). A lack of knowledge and 
concerns over their own safety were the major factors contributing to 
their anxiety.

Resources

Public health nurses in Japan work in a vertical local government health 
system. There are public health nurses working at the prefectural and 
municipal-level health centers. The Community Health Act in 1994 
assigned the prefectural health centers to provide specialized services 
(e.g., home visits for low-birth-weight infants) and to supervise munici-
pal health centers that provide more common services (e.g., child health 
checkups) (Hirano et al. 2011). Since the autonomy of cities has been 
strengthened after the Omnibus Decentralization Act in 2000, even the 
home visit program for low-birth-weight infants was transferred to the 
municipal level in 2012.

Financial and human resource allocations in general are provided for 
the smooth operation of assigned services. However, disaster restoration 
activities are causing excessive workloads among public health nurses 
in Fukushima City; one of these activities was provision of radiation 
dosimeters and turning over the results to residents. The new transfer 
of a specialized home visitation program may create further burdens 
among public health nurses. Currently, Fukushima City faces a shortage 
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of public health nurses, which in turn leads to a shortage of time for 
the nurses to acquire new knowledge and skills. This may cause a lack 
of motivation and opportunity for them to implement any new health 
promotion activities that parents could benefit from in the post-disaster 
environment. Even in the normal setting in the pre-disaster period, the 
vertical local government system made it difficult for nurses to imple-
ment any new activity that was not included in the tasks specified by the 
upper governments ( Japanese Nursing Association 2012) and was not 
included at the time when the annual activity and budget plan was for-
mulated in the previous year.

Networking

The public health nurses in Japan consider networking to be one of the 
important tasks inherent in their goal of health promotion in the com-
munity. In the Hirano and colleagues (2011) survey among 834 public 
health nurses, 84 percent answered that they perceived coordinating an 
organization as their most important task; this was the highest priority 
among the six tasks that were asked about. The “coordination” in their 
report was explained as linking health, medical, and welfare services, 
which requires lateral networking of staff working in different sectors in 
a local government office.

The Japanese Nursing Association, which manages the continuous 
nursing education, has recently launched a capacity-building project 
for public health nurses at the municipal level to improve their skills 
in identifying community problems, planning activities, and evaluating 
their effects through networking within their organization ( Japanese 
Nursing Association 2012). After the nuclear disaster, city public 
health nurses needed information sharing among their peers in the city 
and other municipalities, with other city personnel working in dif-
ferent sectors, and with local academic institutes in order to respond 
to a new environmental issue that affected many aspects of residents’ 
lives. In the post-disaster period, training workshops were organized in 
collaboration with the local university, in order to provide city public 
health nurses an opportunity to learn new knowledge and share opin-
ions among themselves.
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Leadership

Japanese public health nurses are involved in the networking of resi-
dents’ groups and organizations such as child-care circles, which is sup-
ported by local government funding. Through such activities, public 
health nurses’ leadership competence is established and recognized in 
local communities (Hirano et al. 2011). Especially in rural areas, a quali-
tative study reported that building trust with the community is central 
in the work of public health nurses (Yamashita et al. 2005). Another 
case study explained how a public health nurse visited households in her 
village, held community meetings, and tried to understand the underly-
ing meaning of residents’ words, through which she earned community 
trust (Hatashita and Anderson 2004). This theory is also applicable in 
urban areas. A large-scale mixed-method study (Negishi et al. 2010), 
targeting more than seven hundred public health nurses in the central 
part of Japan, identified connectedness to community as a specific factor 
determining their professional identity.

The most difficult challenge, however, in the post-disaster phase in 
Fukushima City is the building of a trust relationship between commu-
nities and organizations. Fukushima regional culture has now given rise 
to some groups of residents who are deeply skeptical about any govern-
ment or government-involved activities and information, and this skep-
ticism is preventing public health nurses from taking a leadership role 
(Goto et al. 2014). The national Fukushima Nuclear Accident Indepen-
dent Investigation Commission reported that the central government 
was not only slow in informing local governments and residents about 
the occurrence and severity of the nuclear power plant accident, but also 
failed to provide timely information about a safer evacuation route (The 
National Diet of Japan 2012).

Decision Making

This study also found that in addition to the activity of trust building 
of public health nurses is another major important construct: identi-
fying and responding promptly to community needs (Yamashita et al. 
2005). Another similar study described and identified three major com-
ponents that influenced public health nurses’ confidence in their work: 
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these components are managerial skills, health counseling abilities, and 
scientific evidence-based evaluation capabilities (Ogawa and Nakatani 
2012). The second component of health counseling included familiar-
ity and communication with the community, reflecting the importance 
of qualitative approaches. It is noteworthy that the third component 
addressed more quantitative skills in relating to the community, as an 
independent dimension in this analysis. The nuclear disaster brought in 
a new factor negatively affecting parenting, so public health nurses had 
to conduct needs assessments to plan and provide adequate parenting 
supports.

Summary of Japan Case

Public health nurses in Japan were trained in a well-defined national 
training system, which did not, however, prepare them to respond 
to nuclear disaster issues. They work in a government system, which 
allocates resources for routine work but not for extra tasks in a disas-
ter setting. The work ethics of these nurses include networking and 
building trust with the community, missions that were challenged after 
the disaster. Unexpected disaster tasks required more information shar-
ing among their peers, and the community’s distrust of government 
agencies demanded reassessment of people’s needs and involved regain-
ing their trust.

In the National Mental Health Center’s recent efforts to revise disaster 
mental health guidelines, they could not reach agreement on defining 
the roles of public health nurses in a disaster setting despite their recog-
nition of nurses as major community health service providers (Suzuki 
et  al. 2012). Reasons cited were nurses’ different levels of skills and 
experiences working during disasters and their unpredictable availability 
in emergencies. This example emphasizes that public health nurses need 
adequate training, resources, and better integration into the health sys-
tem in order to enhance their roles in disaster responses.

Conditions for Community Governance

Using the five-components analysis in this study, we found commonali-
ties between our cases in Lusaka and Fukushima (Table 5.3).
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TABLE 5.3  Commonalities of the Two Cases in Zambia and Japan

On the basis of these commonalities, we propose a framework (Fig-
ure 5.1) that can help leverage community workers to strengthen com-
munity governance. Good governance is both a means of achieving 
development and a development objective in itself. The World Bank 
has defined good governance as “epitomized by predictable, open, and 
enlightened policy making; a bureaucracy imbued with a professional 
ethos; an executive arm of government accountable for its actions; and a 
strong civil society participating in public affairs; and all behaving under 
the rule of law” (World Bank 1994, vii).

However, this definition, as well as the previously mentioned WHO 
definition of community participation, does not identify the critical 
issue of who makes decisions. It only includes a weak form of commu-
nity participation, failing to emphasize community ownership of deci-
sion making. Our framework (Figure 5.1) puts more emphasis on the 
ultimate goals of community workers to reach good governance, which 
are to earn community trust (outcomes) and to achieve community 
well-being (outcomes). These ultimate goals are achieved by strengthen-
ing the workers’ leadership capacity built on their professional confidence 
(outputs). For the community workers to fulfill their responsibilities, 
they first need training and networking to improve their knowledge 
and skills (inputs). Second, they need their work to be authorized and 
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framed within government policy, so their autonomy to plan and imple-
ment community activities will be protected and enhanced. We explain 
each item included in inputs, outputs, and outcomes.

At the input level, this study identified four important indicators: 
skills development, professional network building, authorization, and 
government policy support.

1.	 Skills development: Teachers in Zambia and public health 
nurses in Japan are community residents’ entry point to scientific evi-
dence. Teachers needed skills in health education, nurses needed skills in 
nuclear disaster management, and both needed training in communica-
tion skills. A competency-based approach, adapted to local conditions 
to address both present and emerging factors (such as the case of Fuku-
shima), is needed (Lehmann and Sanders 2007). Teachers in Zambia are 
already perceived by their communities as an HIV-education resource, 
however, this effort involves task shifting, defined as delegating tasks to 
existing or new cadres with less training (Fulton 2011), leading to suit-
ability and sustainability (Fellin 2001). In the case of nurses in Fuku-
shima, the need for task shifting was unexpected—responding to a 
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nuclear accident. At the same time, there is similarity with teachers in 
Zambia, in that institutional capacity and governance are required to 
make this emergency transition of preparing nurses to shift tasks in a 
timely and competent manner.

2.	 Professional network building: The community workers in 
both countries needed opportunities to share information among them-
selves and with other professional groups. Teachers in Zambia needed 
a formalized link connecting the teachers, MoE, and clinically skilled 
workers and health facility–based services. Public health nurses needed 
continuous support from a local university. In both countries, it made 
sense to promote transprofessional education, with an emphasis on pro-
fessional networks. Both key players have a role in the health system, 
which, if better integrated and supported, can facilitate referrals and 
counter-referrals from teachers to health services and vice versa. Link-
age points allow opportunities for increased supply chain, services, and 
data collection (The Earth Institute 2013).

3.	 Authorization: Teachers in Zambia are already perceived by 
their community as an HIV-education resource, but need supportive 
task shifting to be integrated into a health system to take part in HIV/
AIDS education. Public health nurses in Japan are already playing a cen-
tral role in community health activities, but need more flexibility in their 
work to plan actions to respond to residents’ emerging needs after the 
disaster. Community workers need certification or authorization, which 
follows appropriate training mentioned above and ensures their profes-
sional autonomy to organize themselves and community activities. This 
requires legitimacy and backup support in order for the workers to fully 
integrate into a health system where their voices are represented and they 
are positioned to make decisions for the larger communities they serve 
(Kane et al. 2010; Anand and Bärnighausen 2012). We should, however, 
consider an argument that when professional activities are managed for 
efficiency, this priority may suppress socially intimate and responsive 
activities (Gilbert 2005). Community workers need authorization that 
supports their autonomous activities but does not distort their close rela-
tionship with community.
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4.	 Government policy support: Teacher involvement in the 
health sector in Zambia needs to be legitimized. The successful integra-
tion of teachers into HIV response can expand teachers’ roles as change 
agents for future health challenges other than HIV/AIDS. Public health 
nurses in Japan, on the other hand, were well incorporated into the 
health system but needed better work-management strategies to secure 
an adequate number of staff and more time to comply with the increas-
ing number of tasks after the disaster. Collaborative dialogue in pol-
icy making brings together interdependent stakeholders, who together 
can generate policy solutions to problems (Innes and Booher 2003). In 
both cases, the implementation of policy should consider contextual 
determinants.

At the output level, the study emphasized the importance of confi-
dence in and leadership of community workers, so that they can effec-
tively contribute to delivering services to community residents engaged 
in the improvement of their own health. According to Ruiz and col-
leagues (2012), core competency-based training can successfully affect 
community health workers’ perceived confidence. Teachers and nurses 
need to be supported in ways that build their confidence and leadership 
to support translational change in a community.

At the outcome level, the study highlighted how community work-
ers perceive community trust as critical in providing services aimed at 
improving community well-being. Trust is a complex construct, the 
specific elements of which vary between settings and relationships (Gil-
son et al. 2005). Both the HIV crisis in Zambia and the nuclear disaster 
in Japan have medical and social dimensions, and teachers and nurses 
could be positioned to bridge the gaps between science and society. 
When they improve their skills and are leveraged to communicate with 
local residents, community workers can fulfill their leadership role and 
augment community trust. This enhanced sense of trust about given 
services in a community can lead to heightened life satisfaction among 
local residents (Tang 2013). We use the term “well-being” as a sub-
jective measurement that reflects a community’s physical, mental, and 
socioeconomic dimensions, and which has gained increasing attention 
as a component in making economic and political decisions (Diener 
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2008). Our work suggests that supporting teachers and nurses is likely 
to result in a positive shift in a community’s overall sense of well-being.

Conclusions

These two cases of community workers are different in many ways, each 
grounded in local economic, cultural, political, and environmental con-
texts; yet, strikingly, both cases aim to find a common ground in the 
governance of health crises. Both teachers in Lusaka and public health 
nurses in Fukushima work in the community and perceive community 
acceptance and trust as important for them to fulfill their roles, which 
were challenged by the HIV/AIDS epidemic and the nuclear disaster. 
Both cases, one in a high-income and one in a low-income country, 
are faced with chronic health issues that influence capacity building, 
information sharing, and the ability to provide systemic support of a 
voice for those on the front lines of health and disease prevention. This 
study provides suggestions for strategies that can help scale up efforts 
to strengthen community governance and community health in ways 
that are strategic, sustainable, and cognizant of the importance of the 
historical role of frontline community workers—and, as such, provide a 
critical pathway forward in meeting future health challenges.
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Chapter 6

Community Perception of Health Services in 
South East Nigeria:  A Reflection of Health 

System Governance in Nigeria

Joseph Okeibunor, A. Ngozi Njepuome, Obioma C. Nwaorgu, 
Nkechi G. Onyeneho, and Uche V. Amazigo

Introduction

Despite huge global investments in strengthening health systems, there 
are yawning gaps between health service provisioning and the health 
needs of the people, especially those in resource-poor environments. 
The uptake of health interventions is generally low due largely to a dis-
connect between the health systems and the end users. The quest for a 
health system that responds to the health needs of the populations served 
was the major motive behind many declarations in the health sector. 
Beyond this, however, Roberts et al. (2004, 90) proposed a set of per-
formance goals for the health system that could contribute to the evalu-
ation of the health service and ipso facto the uptake of health services by 
the people. These include “(1) health status of the population, (2) the 
satisfaction citizens derive from the system, and (3) the degree to which 
citizens are protected from financial risks of ill health.”

The existing gap between objective measures to improve care deliv-
ery, in response to the Millennium Development Goal (MDG) targets 
on health, and current levels of service utilization, as well as health indi-
cators, calls for a critical examination of the perceptions of the health 
system among end users. Individuals’ subjective perception of health 
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service and inadequate health workforce may contribute to the appar-
ent gap (Roberts et al. 2004; Forchuk et al. 2008; Gregor et al. 2005; 
Nyamathi et al. 2004).

In Nigeria, as in many developing countries, health services financed 
by the state have mostly the poor, elderly, uneducated, and unemployed as 
their clientele. It is often practically impossible for these people to evalu-
ate what is provided because, in many cases, they lack a basis for compari-
son, having experienced only what they receive. Thus, perceptions and 
judgment about what they get are determined by assessing factors their 
traditions and culture consider important; they can assess and judge fac-
tors such as courtesy, responsiveness, attentiveness, and perceived compe-
tence of the health staff (Singh et al. 1999). Perceptions, here, are seen in 
the context of the expressed satisfaction with the health service as well as 
the people’s assessment of the attitude of the health staff.

For instance, guided by the Alma-Ata Declaration of 1978, the World 
Health Organization (WHO) launched the primary health care (PHC) 
approach, with intent to focus health services on shared key commit-
ments and community participation in health service provisioning 
(WHO and UNICEF 1978; Lawn et al. 2008; WHO/AFRO 2012). 
The recognition of the potential contributions of the people to govern-
ing health systems and ensuring effectiveness also provided justification 
for the Addis Ababa Declaration (WHO 2006; WHO 2008a) and the 
Ouagadougou Declaration (WHO 2008b). These declarations stressed 
people-centered principles as the drivers for universal health coverage.

A people-centered health service promotes community participation, 
which is largely influenced by the people’s perceptions of the current 
health service. It has been widely acknowledged that feedback from the 
people is vital if a health system’s deficiencies are to be identified and 
improvements achieved (Singh et al. 1999). Here, community participa-
tion in health care delivery is the process by which people are enabled 
to become actively and genuinely involved in defining the issues of con-
cern to them, in making decisions about factors that affect their lives, in 
formulating and implementing polices, in developing and delivering ser-
vices, and in taking action to achieve change. This is largely influenced 
by the community perception, which is seen here as the views indi-
viduals and communities have about health services. It can be influenced 
by outcomes of previous health care experiences and patient satisfaction 
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(Roberts et al. 2004). Experiences in the development of community 
participation (Muller 1979; Atkinson et al. 2000; Atkinson et al. 2005) 
and community health financing strategies have shown the importance 
of community context (Criel 2004).

The health system in Africa has continued to exhibit symptoms of 
weakness and inefficiency, as attested to by the delay in realizing the 
health-related MDGs 4, 5, and 6. Consequently, there has been renewed 
focus on strengthening the health systems (G8 Health Experts Group 
2008; Reich et al. 2008). However, efforts to strengthen the health 
systems have focused disproportionately on improving the workforce, 
increasing funding, and expanding the knowledge base about how to 
make the health systems work better (WHO, 2008c), to the disregard of 
health governance issues and the views of the people on what makes a 
good health system.

Many approaches to health systems have focused on increasing inputs 
without adequate attention to how these inputs are used, leading to 
inefficiency in these systems. It takes more than increased finances, 
expanded inputs in health service delivery, a surge in human resource 
capacity, and enhanced availability of health technology or commodities 
to produce improved health outcomes (WHO/AFRO 2012; Travis et al. 
2004; WHO 2000). To achieve the desired performance goals, there is 
an urgent need to understand the people’s perception of the health deliv-
ery services. This forms the focus of this chapter.

The utter disregard of the people could be attributed to the mutual 
avoidance between the health policy makers and the end users. The 
structural participation of the people in governing health systems is ger-
mane to improving the performance and efficiency of the health sys-
tems and universal health coverage (WHO 2010). It is important to note 
here that there are six key elements of health systems, namely, service 
delivery; health workforce; information; medical products, vaccines and 
technologies; financing; and leadership and governance (WHO 2007; 
WHO 2006; Sambo and Kiriga 2011). These make up the WHO build-
ing blocks approach, which mainly uses inputs and does not provide a 
good analysis or role for popular perceptions. On the contrary, however, 
citizen perceptions that derive largely from satisfaction with previous 
experiences go a long way in determining their evaluation of the system 
and, of course, their willingness to use the system in the future.
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It follows, therefore, that a major barrier to realizing the health 
MDGs has been the neglect of the issues of leadership and governance, 
which include the involvement of the people in decision making or 
accommodation of the people’s perceptions of health service. Involv-
ing people with diverse perspectives in the development of the health 
system could serve to promote acceptance and support. According to 
Roberts et al. (2004, 32), “Giving potential supporters a role in the 
design process can help transform them into actual supporters.” Several 
tested health system–strengthening mechanisms have demonstrated that 
health interventions can be effectively implemented when government 
and communities take responsibility for the health service (Amazigo et 
al. 2007; Amazigo et al. 2012; Okeibunor et al. 2011). Experiences from 
some community-driven health interventions have shown high perfor-
mance where the perceptions of local communities have been given a 
central role. A typical example is the African Program for Onchocercia-
sis Control (APOC) strategy for control, where communities play the 
central role and make major decisions on the implementation of health 
interventions (Amazigo et al. 2007).

Based on empirical data, APOC has promoted a community-directed 
strategy of community involvement as the main delivery mechanism 
for ivermectin, providing more than 140,000 villages with consistently 
adequate coverage for nearly seventeen years. This approach has been 
employed in a number of other disease-control interventions in the Afri-
can region and can be used for other health services with greater effi-
ciency (Katabarwa et al. 2010; Njepuome et al. 2009; Blackburn 2006).

Ironically, health decision makers have anchored their decisions on 
the views of health providers with little or no concern shown for the 
views of end users, despite the recognition of the roles of communities 
in stimulating demand and in actual delivery of health care (WHO/
AFRO 2012). This chapter documents the perceptions of communi-
ties in southeastern Nigeria as a reflection of health system governance 
in Nigeria and provides evidence on the weaknesses of health services 
delivery, which needs to be addressed to optimize the components of 
leadership and governance. The study used mixed methods (quantita-
tive and qualitative) in order to better capture an understanding of users’ 
perceptions of the health system and covered urban, peri-urban, and 
rural communities alike.
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Materials and Methods

Study Design

This study was designed to allow a description and analysis of commu-
nity perceptions and expectations of health and health care in the con-
text of district-based health systems in the South East geopolitical zone 
of Nigeria. Community perception of health and health care is viewed 
from the perspective of a model that recognizes an interaction among a 
number of variables (WHO/AFRO 2012). These include the environ-
mental and sociodemographic realities of the people as well as their past 
experiences with the health system. The various sociodemographic and 
environmental realities of the people constitute the independent vari-
ables. On the other hand, the model accounts for past experiences with 
PHC in explaining the intermediate factors that influence perceptions 
and expectations of the PHC system. See Figure 6.1 for details. The 
design ensured the determination of key factors for community engage-
ment and empowerment in the governance and management of local 
health systems.

This multidisciplinary study combined two analytical designs, 
namely, cross-sectional survey and qualitative inquiry. The survey 
research was based on an interviewer-administered household survey 
instrument. The qualitative inquiry was based on in-depth interview 
and focus-group discussion methods. These two designs contributed to 
an in-depth, triangulated understanding of community perceptions and 
perspectives of health systems in South East Nigeria.

Nigerian political structure comprises thirty-six states and the federal 
capital territory (FCT) distributed into six geopolitical zones (GPZs). 
These GPZs are made up of states with semiautonomous health sys-
tems that independently develop strategies for attaining health targets in 
line with the national health policy. The GPZs represent broad clusters 
of political, cultural, and linguistic realities in Nigeria. They are the 
fundamental context for understanding Nigeria’s ethnic diversity. The 
realities represented by this spread go a long way to influence the health 
services and health behavior of the people. The South East GPZ is pre-
dominantly Igbo, one of the three largest ethnic-sociocultural groups 
in Nigeria. Five states comprise this GPZ. Beyond being culturally 
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homogenous, the zone had the highest average zonal immunization 
coverage, 66.9 percent, albeit below the desired 80 percent expected 
at local government area (LGA) levels. The other zones—South West, 
South South, North Central, North East and North West—had average 
zonal coverage of 66.5 percent, 54.2 percent, 43.4 percent, 12.4 percent, 
and 9.11 percent, respectively.
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Given the variability of the PHC development at state and LGA lev-
els, two states were randomly selected in two stages. States in the South 
East GPZ were grouped into two categories of “strong” (well perform-
ing) versus “weak” (less well performing) based on DPT3 coverage in 
the 2008 Nigeria Demographic and Health Survey (NPC & ICF Macro 
2009). The zonal average DPT3 coverage for the South East was 66.9 per-
cent. Thus, any state within the zone with less than the zonal average was 
classified as weak. Imo and Anambra states, with 77.0 percent and 76.3 
percent coverage respectively, were classified as “strong,” while Ebonyi 
(60.1 percent), Abia (58.8 percent), and Enugu (50.0 percent) were clas-
sified as “weak.” Imo and Enugu states were randomly selected from the 
clusters of strong and weak performing states, respectively.

Population and Sampling

The LGA in each of the two selected states were classified and grouped 
into three clusters of urban, peri-urban, and rural. Three LGAs, one each 
from urban, peri-urban, and rural segments of each sampled state, were 
randomly selected, for a total of six LGAs. From the list of the commu-
nities in each sampled LGA, four communities were randomly selected. 
These formed the sampling clusters from which eligible respondents 
were drawn. Again, this followed a two-stage sampling. The communi-
ties were grouped into two clusters of far (>5km) and near (<5km) to 
the LGA PHC center. Two communities were randomly selected from 
each cluster. This gave a total of twenty-four communities.

Using a 50 percent assumed rate of awareness of health services in the 
communities, and a confidence interval of 95 percent with an estimated 
3.5 percent error margin, a sample size of 770 ± 27 was computed. The 
sample size was, however, rounded up to 840 households, taking into 
account a 5 percent contingency rate. Approximately thirty-five house-
hold heads were interviewed in each of the twenty-four communities.

To select the households, a central location in each of the randomly 
selected communities was identified, and this served as the starting 
point for data collection in the selected community. Two data collec-
tors were assigned to cover each community cluster. The interviewers 
moved in opposite directions from the identified starting point in each 
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community. Interviewers continued to turn right at any junction until 
the desired number of respondents was attained. On occasions where 
the number required in any community was not reached, interviewers 
moved into an adjacent community to complete the number.

Research Instruments

Five different research instruments were employed in the study, each 
targeting different sources of information for investigating the research 
questions. Each method has implications for different aspects of the 
study unit of analysis and the specific information needs of the research 
questions. These instruments include:

•	 Household survey instrument: Administered to the thirty-five heads 
of household in each of the study communities

•	 Guides for in-depth interviews:
❍	  In-depth interview (IDI) guides to interview community 

leaders and representatives of community-based organizations 
(CBOs)

❍	  In-depth interview (IDI) guides to interview community 
health volunteers

❍	  In-depth interview (IDI) guides to interview health workers 
at national, state, and LGA levels

•	 Focus group discussion (FGD) guide for group interviews with commu-
nity groups: Twelve FGDs (three adult females and three adult 
males; three adolescent females and three adolescent males) with 
between eight and ten persons in each session were held in each 
health region

Data Analysis

All quantitative data were computer processed with EPI Info version 
6 and analyzed with SPSS version 19. Simple descriptive statistics were 
employed in characterizing the respondents. However, multivariate 
analyses were also conducted to detect the predictive powers of certain 
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demographic characteristics of the respondents on their perceptions of 
health systems in South East Nigeria.

Qualitative data consisted of textual data, mainly transcripts from 
interviews and discussion data. All qualitative data were analyzed using 
Atlas.Ti. All interviews were tape-recorded and detailed notes taken 
simultaneously, including verbal citations. Tape-recorded interviews 
were transcribed according to standard rules and translated into English. 
All textual data were entered into Atlas.Ti software, coded according to 
an established code list. Citations, by code and memos, were analyzed 
according to emerging themes using the network visualization abilities 
of the Atlas.Ti software for qualitative analysis.

Ethical Approval

Ethical approval was obtained through the University of Nigeria Teach-
ing Hospital Ethical Review Board.

Results

Sociodemographic Characteristics of 
Survey Respondents

Key sociodemographic characteristics of the sample population are sum-
marized in Table 6.1. The sex distribution of the respondents follows the 
trend in most African countries, where there are more male household 
heads in the population. Most of the people interviewed were engaged in 
income-generating activities (86.8 percent), mainly in the form of arti-
sanship (22.9 percent) or farming (20.6 percent), followed by business 
(19.1 percent), small-scale trading (18.5 percent), and paid employment 
(16.0 percent). The sample comprised equal numbers of respondents 
from urban (280), peri-urban (280), and rural communities (280). More 
than two-thirds of the respondents were married (73.2 percent), with 
a slightly higher proportion of the respondents in the rural communi-
ties (27.1 percent) reporting widowhood. This could be due to the fact 
that the rural sample had a relatively higher proportion of older persons 
(46.8 percent aged fifty-five or older, n=280) compared with the urban 
and peri-urban sites. The mean age of the respondents in the entire 
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sample was 52.15 years with a median of 50.00 years (52.15±12.38SD). 
More than two-thirds (80.1 percent) of the respondents had lived in the 
specific sites for eleven years or more, and thus were able to relate to 
community events and activities around the health service with confi-
dence. The respondents were predominantly Christians (96.7 percent) 
and had a formal education (81.4 percent). Radio was the commonest 
source of information (48.3 percent), irrespective of the locality.

Perception of Services Rendered and  
Utilized in Health Facility

Treatment of ailments was the commonest service offered in the health 
centers nearest to the respondents, with 73.2 percent mentions. This 
is commonest in the urban communities, with 81.1 percent, and least 
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in the rural communities, with 68.7 percent mentions. Other services 
include prescription for treatment (32.2 percent) and dispensing of drugs 
(30.4 percent). The peri-urban and rural communities mentioned child 
delivery care, with 52.5 percent and 43.9 percent, respectively. Similarly, 
more of the peri-urban respondents (57.0 percent) and rural respondents 
(51.1 percent) than the urban respondents (42.5 percent) mentioned 
immunization. Table 6.2 also shows services by state performance 
category.

The qualitative data revealed that people in the community are very 
much aware of the health facilities in their domain but utilization is low 
due to factors that relate to the attitude of health workers, and availabil-
ity of equipment and drugs. According to a community leader of a rural 
community in the strong-performing state:

We encourage our people to avail themselves of these oppor-
tunities. But like I said, most of the time, it ends up being talk 
shows. We have not been feeling direct impact of some of these 
opportunities you talk to us about. I hope by this visit I think we 
would rather move from talking to practical.

In the weak-performing state, the picture is the same. A health worker 
who was recently transferred to the rural area observed:

The health facility is not functioning well. . . . The women and 
the children are not much after this health center. They prefer 
private hospitals instead of coming here. They are not patron-
izing the health center. Though there are many problems that 
make them not to come to the health centers . . . .

A community health worker in the weak-performing state summarized 
the situation and called for action in these words:

Some communities don’t even have roads to reach health cen-
ter. Even when we have health centers, the communities do 
not utilize them. Some pregnant women prefer to go to a tradi-
tional birth attendant because they say that it is cheap and close 
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to them. They should use health centers so that our workers can 
be encouraged. Government should go to these communities, 
and educate their leaders, and tell them the importance of using 
health centers.

Figure 6.2 shows some differences in the services offered in the health 
facilities located in the strong-performing and the weak-performing 
states. For instance, while the strong-performing state offered up to 
ten services, the low-performing state offered only eight services, with 
median scores of 4 and 3 respectively. Table 6.2 revealed that mater-
nal and child health services were poorly represented among the service 
provided in both the strong- and weak-performing states.

Another variable of interest used is their perception of the number 
of services delivered in the health facilities. This was categorized into 
“high” and “low” using a cutoff point of four services; approximately 

Table 6.2:  Perceived Services Provided in Health Facilities,  
by State Category
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half (52.2 percent) of the respondents mention between four and eleven 
services. Where the number of services ranged from zero to three ser-
vices, the health facilities were grouped under “low” in service deliv-
ery in the area of operation. On the other hand, where the number of 
services ranged from four to fourteen, the facilities were categorized 
as “high” in service delivery. This is later employed, along with other 
background characteristics of respondents, in a multivariate correlation 
model to evaluate factors that influence their perceptions of services of 
the health facility in the community, community involvement in health 
service provision, and feelings about the way health care is provided.

Health-Seeking Behavior of Respondents

With respect to the type of location at which they seek health services, 
about half (50.2 percent) of the respondents cited a health center and 
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40.4 percent mentioned a patent medicine vendor. The highest men-
tion here came from the peri-urban area, while the lowest came from 
the urban area, with 50.0 percent and 26.4 percent, respectively. Pat-
ent medicines are drugs that are allowed to be sold over the counter 
(OTC) and that Nigerian regulatory authorities, such as Pharmaceutical 
Council of Nigeria (PCN), judge safe for unsupervised public use, as 
long as they are sold in their original manufacturer packages (Okonkwo 
and Okonkwo 2010; Onyeneho and Chukwu 2010; Brieger et al. 2005; 
Ross-Degnan et al. 1996; Egboh 1984, 9–11). OTC drugs include com-
mon drugs like pain-relieving tablets, antimalarials, cough syrups, and 
so forth (Okonkwo et al. 2010).

Health centers and patent medicine vendors were very popular for 
management of different health problems, irrespective of location. For 
instance, 57.1 percent of the 840 respondents cited patent medicine ven-
dors for the management of aches and pains, while 40.1 percent cited 
health centers. Health centers were also popular for health problems like 
difficulty moving around, difficulty engaging in vigorous activities,  
difficulty caring for oneself, and difficulty recognizing people. Health 
centers were less popular in the rural areas than in the urban or peri-urban 
areas.

Participants in the qualitative inquiry blamed lack of responsive ser-
vices in the government health centers for their preference for the patent 
medicine stores. Respondents in the qualitative study also complained of 
lack of drugs and attitude of health workers in the health center:

It is heart breaking that when a sick person gets to the health 
center, he or she will not get the drugs needed. [Participant: 
FGD, Adult Male in Imo, Peri-urban]

The attitude of the health workers does not help matters. 
They treat us with no respect. In many cases they respond to you 
based on their estimation of your social standing or wealth. The 
poor are ignored for the rich and even where they attend to you, 
they are very rude. [Participant: FGD, Adult Female in Enugu, 
Rural]
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Experience with Health Care Services

About a third (39.6 percent) of the respondents had just one health facil-
ity to visit for health care. More of the urban respondents sought health 
care in private for-profit hospitals/clinics.

When they are really sick, they look out for hospitals with quali-
fied medical doctors . . . and other specialist medical personnel, 
whom they will not find at the primary health centers. [Respon-
dent: IDI; Health Worker in Owerri, Imo State]

In the weak-performing state, however, a community leader in Ezeagu 
said,

Because we don’t have a good hospital here, when people are sick 
they go to the bush and start looking for leaves and roots to boil 
and drink or they will go to the chemist to buy drugs that may be 
fake or just pray for the sickness to go away in God’s time.

In about two-thirds (64 percent) of the cases in which respondents 
sought health care within thirty days before the survey, the drugs they 
needed were not available. The implication is that the patients had to 
buy the prescribed drugs from medicine vendors at prices with profit 
markups. In 7.3 percent of the cases, none of the prescribed drugs were 
available in the health facilities, with the rural communities being worse 
hit. About two-thirds (70.2 percent) of the respondents got the drugs 
from medicine shops.

Health Financing/Insurance Plan

In virtually all cases, the patients paid for drugs they got from the health 
facilities, irrespective of locality. There is no system of reimbursement 
for the drugs the people collected and paid for in the health facilities. 
There is also no health insurance plan in the twenty-four communities 
covered in the study. According to a community member in the low-
performing state:
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We don’t have any health financing here. The only thing we 
have here is those free drugs like Mectizan® that are given to us 
to share to the people, otherwise you are on your own.

Respondents in the urban communities have no way of recovering the 
cost of treatment in the health facilities. Twenty-five percent of the rural 
respondents indicated that support for health costs comes from commu-
nity efforts. Government free health programs also provide health support 
for the peri-urban (75 percent) and rural (75 percent) respondents.

Perception of Health Care Service/System 

Respondents were asked to rate the services provided in the health facil-
ities. About half (50.4 percent) of the respondents rated their health care 
services as bad, with the highest negative rating by the rural dwellers 
(55.4 percent) and equal negative ratings of 47.9 percent each from the 
peri-urban and urban respondents.

More than half (58.6 percent) of the urban respondents rated commu-
nity involvement in health care delivery as bad. According to a health 
officer in the weak-performing state, “we give opportunity, but they 
are not participating.” In the urban area of the strong-performing state, 
involvement in health care delivery appears to be high because, accord-
ing to the head of the Health Department, “they are organized in differ-
ent committees, like the health facility development committee, where 
they carry out monthly meetings; the chairman of this committee must 
be an indigene.” A majority of the respondents demanded that drugs be 
provided in the health facilities (74.9 percent). The highest proportion 
of respondents demanding that drugs be put in the health facilities come 
from the rural communities (80.0 percent). Figure 6.3 also revealed that 
very high proportions of the respondents were dissatisfied with the pro-
vision of health care, irrespective of locality.

There was a general low rating (≤50 percent in many cases) for the 
way health service is delivered in the community. Furthermore, this low 
rating cuts across the different sociodemographic backgrounds of the 
respondents. As shown in Table 6.3, a significantly higher proportion 
of the respondents from the strong-performing state gave a high rat-
ing to the way health care is delivered in their community (p<0.001). 

210138 i-xxii 1-394 r8rp.indd  154� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Governing Local Health Systems� 155

The results also revealed that a significantly higher proportion of those 
from areas where the health facilities are perceived to give more services 
assigned higher ratings to health care in their community than their 
counterparts in areas where services are reported to be low (p<0.001).

A patient summarized her frustration with poor services, remarking that:

If I had gone to a private hospital, I would have paid more 
money, but would have saved my time. I would be paid attention 
because the workers know that I’m bringing in money. They 
would be here on time to do their jobs but here, it is not like 
that. It is only poverty that will bring me here again.

Significantly more (43.3 percent; p<0.001) of the respondents from the 
strong-performing health state than their counterparts in the weak-per-
forming state gave high ratings for the level of involvement of the com-
munities in decision making with regard to the delivery of health care. 
A higher proportion of peri-urban (38.2 percent) and rural (38.6) than 
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urban (18.9 percent) respondents approved of the level of involvement 
of the communities in health care delivery. The finding is supported by 
qualitative data. According to the community leader:

When the health center at Afuigiri was almost a no-go area, 
people like us, from our little resource, gave out money to repair 
some of the wards and the leaking roofs and we made the place 
a little bit habitable. With all the medical teams that are sent 
to work in our health center in most cases, the village women 
would buy beans and rice, plantain, oranges and give to them. 
We try to make them feel comfortable in delivering their ser-
vices and I think so far it has been a very cordial relationship.

Further, a health worker reported that the community members partici-
pate in safeguarding the health equipment and commodities. This shows 
that community members are willing to get involved in the process of 
health care delivery when they are invited to play a role.

They do, when they are given opportunities, and they do partici-
pate and support health activities to the extent they can. Some of 
them assist us in providing cold-chain logistics using their domestic 
freezers to produce ice. They also donate generators when we need 
to keep some drugs cold. Some (traditional rulers) donated their 
town halls as a makeshift health center. In some communities, they 
built the structures themselves and asked government to equip it. 
[Respondent: IDI; Rural; Female; Health officer, Imo State]

However, in the urban area the highest form of involvement is for the 
women to bring their children for immunization. The respondents also 
differed by their perception of the number of services provided in the 
health centers. For instance, more (41.0 percent) of the respondents from 
areas where the health centers are perceived to deliver more services 
approved of the level of involvement of their communities in the deliv-
ery of health services (p<0.001).

Despite variations by locality, the results show that more (49.0 percent) 
of the respondents from the strong-performing state were satisfied with 
the way health care is delivered. More of the respondents in peri-urban 
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(38.6 percent) and rural (32.6 percent) LGAs, compared with their urban 
counterparts, were satisfied with the way health care is delivered in their 
communities. One of the patients interviewed during the exit interview 
had this to say: “An injection that I should have taken at 6:00 a.m. is 
given to me at 11:45 a.m. because of their lateness; that is what I mean.”

Perception of Government and Community 
Contributions 

The main contribution of government to delivery of health care in the 
communities is the provision of under-five immunization, which was 
mentioned by 55.4 percent of the respondents. The highest mention in 
this regard came from the peri-urban communities, with 61.1 percent 
mentions, and the lowest was from the urban communities, with 47.1 
percent mentions; more than half (57.9 percent) of the rural respondents 
also believed that government contribution to the health of the commu-
nities is in the area of immunization for under-five-year-old children. 
Another large segment (44.6 percent) believed government makes con-
tributions toward the provision of health facilities. This belief is popular 
among the rural respondents, where more than half (53.2 percent) men-
tioned this. Less than half of the urban respondents and just a third of 
the peri-urban respondents considered government contribution in this 
regard as satisfactory. However, more than two-thirds (72.3 percent) of 
the respondents considered the contributions of government to the health 
of the people as inadequate. According to a community member:

Recently, the local government dug a bore hole at the health cen-
ter, but it is not functioning yet. We need a plant as a substitute to 
NEPA electricity; when there is no light the plant can be used, this 
is very important . . . to make the health center up to the required 
standard. [Participant: FGD; Peri-urban; community member]

In terms of the contribution of the communities, the respondents were 
also of the view that the communities were not doing enough, though 
they were not as critical as they were of government contributions. 
Slightly more than half (50.1 percent) of the respondents perceived their 
contributions as inadequate, with the highest critics coming from the 
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rural communities, with 53.6 percent mentions. Smaller proportions of 
the peri-urban and urban respondents were dissatisfied with the contribu-
tions of the communities, with 49.6 percent and 47.1 percent respectively.

A comparative analysis of the peoples’ perception of the contribu-
tions of government and community to health care shows that com-
paratively more respondents were dissatisfied with the contributions of 
government when compared with the contributions of the communities 
(Figure 6.4). Respondents’ judgments of the adequacy of government 
and community contributions to health service provision in the com-
munities were further examined against the background characteristics 
of the respondents.

Generally, the respondents perceive as inadequate the contributions of 
government to the provision of health care in the communities (Table 6.4). 
The highest score, from respondents in the strong-performing state, was 
<40 percent. This is a demonstration of low acceptance of government 
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contribution by respondents. This cuts across the different backgrounds 
of the respondents as well as categories within the different backgrounds.

Statistically significant differences were only noticed between the low- 
and high-performing states. Here, the data showed that respondents in the 
high-performing state were significantly more likely to view government 
contributions as adequate compared to respondents in the low-performing 
state (p<0.001). Similar differences were noted among the different locali-
ties, but the differences were not statistically significant. More of the urban 
residents disapproved of the level of government contribution (p=0.012). 
More of the males than the females disapproved of government contri-
butions (p=0.025). The data also revealed that the higher the number of 
services delivered in the health centers, the more the approval rating of 
government contribution to the delivery of health care in the communities.

All the same, there is generally low approval for the adequacy of gov-
ernment contributions to the health service. This position is also sup-
ported by the qualitative data. A good number of the people engaged 
in the qualitative segment of the study demonstrated their disapproval 
of the level of government contribution to the health of the people. For 
most of them, government stops at providing the health facilities, and 
in some cases when the communities construct the facility, government 
fails to provide the medical personnel and other equipment and health 
commodities needed in the facilities. Several statements from the quali-
tative data support the quantitative data that the contributions of gov-
ernment toward health care delivery are grossly inadequate:

We have been writing, all these things are very important. [The 
government] should give us qualified nurses and midwives, they 
should equip the center, not when we finish building a health 
center, they will leave it for the community to suffer, then they 
start going from one place or another looking for quack nurses 
and doctors, [the government] are helping to kill the people. 
They should equip the centers with medicine and manpower. 
[Participant: FGD; Peri-urban; Community member, Imo State]

Are we not part of Nigeria? They should give us doctor, they 
should give us drugs; not tomorrow again they will send some 
other people to come and ask us our needs and interview us. We 
have managed to build this health center. The government, we are 
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not sure whether they are still functioning, tomorrow they will 
come and ask for our votes. [IDI: Rural; Community leader, Imo]

Respondents also strongly decried the shortage of essential drugs in 
government health facilities:

It is not good: now that we have a health center, we still keep 
searching for a place to get treatment and cure, as was asked ear-
lier about people seeking alternative treatment. The reason is 
that when we go to the health center, we do not get the neces-
sary drugs to cure our illness, so we look for cure elsewhere. 
At most, what they have at the health center are some drugs for 
children, what about the adults? Any sickness that affects the 
head of the house is the most dangerous, so they should be con-
sidered too, their health should be taken care of so that they can 
care for their families. Drugs should also be supplied for adults. 
[IDI: Rural; Adult male; Community leader, Imo State]

What is important in our health center is that whenever you 
go there, the workers are there. But they do not have most of the 
drugs, especially drugs for children, they have difficulties with 
this. Sometimes, they will promise that it will come, a promise 
which fails most of the time. This is not the fault of the workers, 
it is the fault of the government. The government should supply 
us with drugs, good and effective drugs for children and adult, 
please help us we do not have any other facility but the health 
center, it is the nearest to us, please help us. [Participant: FGD; 
Peri-urban; Community member, Enugu State]

Approval rating for the level of community contributions against the 
demographic backgrounds of the respondents was examined. The results, 
as revealed in Table 6.4, show a slightly higher approval rating for the ade-
quacy of community contributions than the government contributions 
to health care delivery in the communities. All the same, the ratings were 
generally low (<40 percent). Another major difference between the rat-
ings for government contributions and those for the communities is in the 
fact that there were more variations between and among the categories of 
the different background characteristics of the respondents. For instance, 
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one observes that in addition to the statistically significant difference 
between the strong- and weak-performing states (p<0.001), significant 
differences exist among the different localities. The urban residents dis-
approved more of the contribution of the communities (p<0.001). Also, 
significant differences exist among the respondents in terms of the length 
of time they have spent in the communities, their ages, and the number 
of services rendered in the community health facilities.

More than two-thirds (69.0 percent) of the respondents were will-
ing to contribute to health care delivery in the future, with the highest 
coming from those in the rural area (69.3 percent); equal proportions 
of the peri-urban and urban respondents indicated their willingness to 
contribute in the future in assisting in caring for patients (39.7 percent) 
and maintenance of health facilities (32.9 percent).

The main reason that some of the respondents do not want to make 
any contributions in the future is poverty. More than half (52.9 percent) 
of those who indicated that they will not make any contribution in the 
future blamed it on the fact that they have no money. This is particularly 
true of the peri-urban and rural respondents (55.8 percent and 54.7 per-
cent, respectively). Another major reason is that the people believe it is 
the responsibility of government to provide health care for the people.

Discussion

The health system in the South East GPZ, at the LGA levels, are reputed 
mainly for the treatment of ailments, prescription and dispensing of 
drugs, prenatal care, immunization services, childbirth delivery, coun-
seling patients, and malaria treatment and prevention in line with the 
PHC system, which expects the first course of care to take place at the 
health district and community levels. Secondary and tertiary care are 
obtainable at the state and national levels.

The PHC system in Nigeria, as elsewhere in Africa, was based on 
community participation in health care delivery, following the Alma-
Ata Declaration in 1978, which recognized the role of communities in 
health care delivery. After the Alm-Ata Declaration came other local 
efforts to domesticate the declaration in Africa and even Nigeria in the 
1980s. Thus, the institution of PHC got seriously underway in Africa 
in the mid-1980s, with the decision of African health ministers at a 
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meeting in Lusaka, Zambia in 1985 to strengthen their national health 
systems using the PHC approach. The guiding principles were commu-
nity participation and empowerment for sustainable health programs as 
well as collaboration between the community and the usual health ser-
vices, leading to strengthening of the national health system, which thus 
becomes community-appropriate. These ideals were vigorously pursued 
under the tenure of Olikoye Ransome Kuti, who, as Minister for Health 
(1985–1993), provided a foothold for the institutionalization of PHC in 
Nigeria. With the help of partners, the health sector was revamped and 
restructured to make the health district and community the cornerstone 
of the implementation of PHC, in which community health and related 
activities would support community economic and social development.

However, with the weakening of other institutions in Nigeria, fol-
lowing incessant change in government and governance ideologies, 
came very tenuous commitment to health care in the country generally, 
and indeed to PHC and health care in the communities. It is not sur-
prising, therefore, that in this study the people rated government con-
tributions to health service in the communities, as well as community 
participation, as inadequate. Consequently, the people relied on patent 
medicine vendors and private for-profit health facilities. This is due to 
the poor infrastructure, out-of-stock syndrome, and poor personnel in 
these facilities. In some cases, the people constructed health facilities 
with their own resources and expected the government to stock them 
with health commodities and personnel, but this remains a mirage. 
Government is often unable to maintain the health facilities. The result 
was the poor rating of the health systems and government contributions 
by respondents, irrespective of state and locality.

Respondents complained that the health care delivery falls short of 
their expectations vis-à-vis the PHC minimum health package. The 
urban residents were more critical about the contribution of government 
to the health of the people. This may be attributed to the fact that most 
of the urban dwellers provide for their health needs by patronizing pri-
vate for-profit health outfits in the urban areas, hence the suggestion that 
there are other services the government ought to provide for the good 
health of the people.

Universal coverage designed for improved equity in service delivery, 
people-centered health systems, public policy to promote and protect the 
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health of communities, and leadership to expand stakeholder base and 
hold leaders accountable are yet to be fully felt. There is no universal 
coverage, as health is for the highest bidder. Health care seems available 
depending on the financial capability of the clients, making access to 
essential health services unrealizable among the greater segment of the 
population. Access, here, is defined not just as availability of health ser-
vices but also proper utilization (Frost and Reich 2008). According to 
Roberts et al. (2004, 114), “. . . utilization is only partially a reflection 
of effective availability, as patients may choose not to use services, even 
if they are available.” In other words, low use of the health services is a 
reflection of patient choice, which is often influenced by their perception 
of the services. The urban dwellers are more likely to be able to afford the 
cost of services in these profit-oriented facilities than the rural poor.

The general perception of health and health service was poor across all 
the study areas (urban, peri-urban, and rural). There was a general dissatis-
faction with the provision of health care based on the cost of services, which 
were considered high in the rural and urban areas, while the peri-urban 
area reported satisfaction with the provision of services. Common health 
problems in all the study districts were malaria and fever. The signs of good 
health were based on physical activities such as the ability to work and 
move around. This poor understanding of the definition of health, which 
includes social and mental fitness, could be attributed to the respondents’ 
level of education and exposure. The respondents viewed staying healthy 
as arising from healthy eating, followed by hygiene, sanitation, and regular 
checkups, and these are in line with standards of best health practices.

Solutions to health problems were sought mainly from government 
and private hospitals mostly outside the study districts. There were, 
however, people with ailments such as mental illness and convulsions 
who were not taken to the hospitals. These people were mostly taken to 
traditional healers and spiritual healers, based on cultural beliefs of the 
respondents. The household heads were mainly responsible for ensuring 
good health in the community, irrespective of classification of districts. 
This is not unusual in the African setting, where men play significant 
roles in decision making.

Experiences of community engagement with the health system were 
facilitated by the avenues through which information reached people. 
The major source of information was the radio (48.3 percent) followed by 
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community announcement (22.9 percent). There was no barrier to infor-
mation on health and health service delivery, suggesting good awareness 
on health issues. This was also confirmed by community involvement 
and participation in health issues irrespective of the districts.

A comparative analysis of how the sources of information influenced 
perceptions revealed no difference with respect to perceptions on ser-
vices of health facilities in the communities, community involvement, 
and satisfaction with the way health care is provided in the communities. 
Similarly, the source of health information did not influence perception 
of the adequacy of government contributions to the health of the com-
munity. All of these point to a general low perception of the performance 
of the health system and government in terms of health care delivery 
in the communities. However, with respect to the contributions of the 
communities, the source of health information affected perceptions sig-
nificantly. Significantly more (35.4 percent) of the 192 respondents who 
got their health information from community announcers (town criers) 
rated community contributions as adequate.

The community members were able to express their opinions freely 
on health issues through their community leaders; community leaders 
serve as the major channel of communication between the community 
and the government, which government recognizes and responds to. 
For example, governments have put in place a drug-revolving plan in 
response to community needs. There are other initiatives as found in the 
study (such as free maternal and child care). This is particularly true of 
Enugu State, the low-performing health state. To address the problem 
of poor maternal and child health, the government instituted the free 
maternal and child health (FMCH) program. Under this program, the 
government provided free prenatal and postnatal care for mothers and 
their children. Unfortunately, however, this has generated other con-
cerns, as the men complained that they are not cared for. Worse still, the 
program seemed to function only in the urban and, to a limited extent, 
the peri-urban area, while rural communities know very little about the 
program, having only heard about it over the radio.

In many cases, community members who received care and got pre-
scriptions sourced drugs from medicine stores. Nishtar (2007) doc-
umented a similar scenario in her appraisal of health care delivery in 
African countries. She reported that in developing and underserved 
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areas, a mixed health system is the norm, in which out-of-pocket pay-
ments and market provision of privately delivered services co-exist along 
with publicly financed government health delivery.

Respondents in the quantitative and qualitative studies indicated 
readiness (willingness and capability) to participate in health service 
delivery. They cited cases of past contributions to health care deliv-
ery such as construction of health centers, school buildings, and mar-
ket stalls, among other projects. They also mentioned cases where they 
helped with the distribution of health commodities when asked to do so. 
On the participation of communities in the organization of rural health 
services, Taylor (2004) noted that based on their contributions in areas 
such as maintenance of the health facility, assisting in caring for patients, 
sanitation, management of the health facility, and in some cases selection 
of volunteers and provision of health commodities, communities have 
helped in the provision of health care.

In the two study states, Imo and Enugu, community volunteerism 
has been entrenched in health care delivery. The APOC community-
directed treatment with ivermectin (CDTI) program provided the vehi-
cle for community involvement in health care, as it did in other African 
countries where the CDTI approach is the major strategy for the treat-
ment of communities in which onchocerciasis is endemic (Okeibunor 
et al. 2004). In Imo State, for instance, volunteers commonly referred 
to as community-directed distributors (CDDs) gave and regarded their 
free services as their corporal work of mercy and service to their com-
munities. In addition, community members perceived their roles as 
that of providing support to government initiatives through awareness 
creation and ensuring compliance to treatments. Effectiveness in play-
ing these roles was enhanced by health promotion on the benefit of the 
interventions (Okeibunor et al. 2011). Identified impediments to effec-
tive participation in health care activities were attributed to shortage of 
commodities, poor access to the health facilities, affordability, and lack 
of basic amenities. This was also noted in the report on community-
directed interventions in major health problems in Africa (WHO 2008).

In conclusion, the findings of the study revealed poor community 
perception of health service. The respondents in the study gave poor 
ratings to the health systems. Government contributions to health care 
delivery were rated grossly inadequate and unsatisfactory.
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Community expectations and responsiveness on health service delivery 
were not met. The lack of health facilities in some communities, short-
age of commodities, inaccessibility especially during the rainy season, 
and lack of basic amenities in the community such as potable water were 
identified as impediments to peoples’ participation in delivering health. 
Communities (urban, peri-urban, and rural) expressed disappointment 
for the grossly inadequate health care services available to them, which 
are characterized by the acute shortage of drugs in health facilities, poor 
attitude of health workers, and lack of health insurance.

Communities were willing and making contributions to health ser-
vice delivery by assisting in caring for patients. Other forms, such as 
sanitation and maintenance of health facilities, were rated inadequate. 
The self-help spirit is high in these communities and the people have a 
history of constructing health facilities and supporting the delivery of 
health care.

This study about people’s perception of health services by govern-
ments in South East Nigeria is the first attempt made to listen, docu-
ment, and analyze the views/perceptions of end users of health services. 
However, given the ethnic diversity in Nigeria, the findings in this 
study (of one region) may not be generalizable to other regions of Nige-
ria. Given this limitation, the states and federal governments are encour-
aged to conduct more in-depth multidisciplinary studies to gain an 
understanding of the characteristics of a good health system based on 
the perspectives of users and ways of improving government facilities 
using already existing channels. Such studies should also explore ways to 
improve attitudes of health personnel by considering modification of the 
curriculum and training module for faculties of medical and health sci-
ences programs, making the programs more people-centered. The stud-
ies should also determine ways that communities and end users of health 
services can be sensitized and motivated to patronize health facilities.
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Chapter 7

Governing Social Health Insurance Systems for 
Universal Coverage:  The Case of Indonesia

Hari Kusnanto

Introduction

Social protection and community welfare are mandated by the Indone-
sian Constitution as the responsibilities of the government. Article 25H, 
Clause 3, of the Constitution says that social security is the right of each 
individual Indonesian citizen. However, not until the Asian economic 
crisis in 1997–1998 did the government allocate significant resources for 
social protection in the forms of free health care, cash transfer, food for 
work, and other social insurance and social assistance measures (Ananta 
2012, 179). Then, in 2002, Article 34 clause 2 of the Constitution was 
amended to require the government to develop a national security sys-
tem, covering the whole Indonesian population, and empower the poor 
according to human dignity principles.

Law No. 40 of 2004, commonly known as the SJSN Law, has pro-
vided a framework for how the social security system should be designed. 
The law is an important milestone in the history of social protection 
in Indonesia. For the first time the Indonesian government mandated a 
social security program that would cover all Indonesian citizens, includ-
ing formal sector and informal sector workers, the unemployed, and the 
poor. However, the law does not specify the health insurance benefits, 
contribution rates, collection and investment of funds, or sanctions if the 
funds are misappropriated; it left these issues to the respective ministers, 
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such as ministers of finance, health, home affairs, and manpower (Ari-
fianto 2006, 62).

The SJSN programs include health insurance, a benefit pension system 
paying monthly annuities, a lump-sum benefit at retirement, and worker 
accident insurance and death benefits for survivors of deceased benefi-
ciaries. The SJSN Law stipulates the establishment of a National Social 
Security Council (referred to as DJSN), composed of fifteen members 
representing the government, experts, and organizations of employers 
as well as workers. The main functions of DJSN are to formulate poli-
cies and evaluate the implementation of the National Social Security 
System (SJSN). Presidential Regulation No. 44 of 2008 specifies the 
role of DJSN as helping the president in “formulating general policies 
and synchronizing the implementation of SJSN programs” (Article 1, 
Clause 1). The DJSN members are appointed by and responsible directly 
to the president.

As a priority in SJSN programs, social health insurance is to be imple-
mented beginning in 2014, while the SJSN law anticipates that univer-
sal coverage should be achieved in a phased manner. Currently, only 
the social health insurance program is approaching the one originally 
intended by the SJSN Law (Widjaja 2012, 188). According to Presiden-
tial Regulation No. 12 of 2013, the coverage of the social health insur-
ance in the first phase (beginning January 1, 2014) includes members of 
ASKES (state-owned limited liability health insurance company) and 
JAMSOSTEK (state-owned social security system for the labor force 
other than government employees), and recipients of a contribution sub-
sidy, known as PBI (for whom the government pays premium fees). In 
the second phase, coverage would be expanded to the rest of the popu-
lation, so that universal coverage would be accomplished by January 1, 
2019.

Law No. 24 of 2011, also known as the BPJS (Social Security Admin-
istration Agency) Law, specifies two organizing bodies: one organizes 
the social health insurance programs and the other is responsible for pro-
grams related to the welfare of workers, comprising pensions, old-age 
benefits (lump sum funds at retirement), employment injury insurance, 
and death benefits for the heirs of deceased persons. The law requires a 
merger of government-owned limited liability companies to create one 
universal program under two organizing bodies (BPJS Health and BPJS 
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Employment), to promote cross-subsidization, decrease administrative 
costs, and enhance equality in benefits (Lagomarsino et al. 2012, 937).

There are at least three major governance issues related to the social 
health insurance mandated by the SJSN law: (1) the administrative 
capacity of the overall health insurance system; (2) the structure of over-
sight by DJSN and supervisory bodies, supported by consistent regula-
tion and transparency of information; and (3) the health care quality 
system, in which professional associations and beneficiaries are involved. 
This chapter focuses on the governance issues of social health insurance 
leading to universal coverage for the Indonesian people. The chapter is 
structured into four sections: first, an assessment of the general capacity 
for social health insurance system administration; second, a description 
of the structure and functions of social health insurance governance; 
third, a look at the quality assurance of health care provided to the ben-
eficiaries, involving health care professional associations and the recipi-
ents of health care services; and fourth, discussion and conclusions.

Capacity for Social Health Insurance 
System Administration

History of the Social Health Insurance System in 
Indonesia

The current social security system reform taking place in Indonesia does 
not begin in a vacuum. During the colonial period of the East Indies 
(now Indonesia), the Dutch established a compulsory health-financing 
plan for civil servants and delivered comprehensive benefits through 
government facilities. Elements of social security among government 
employees have been in place for almost fifty years. ASKES, TAS-
PEN, and ASABRI have been running the social security system for 
civil servants, military personnel, and police officers. These agencies 
are state-owned enterprises, required to make a profit, pay dividends 
to the government, and pay corporate income tax. JAMSOSTEK is 
also a state-owned enterprise serving the formal labor force, other than 
civil servants and the military or police officers, with four programs: 
(1) health care benefits, (2) employment injury benefits, (3) old-age ben-
efits, and (4) death benefits (Table 7.1).
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In recent years ASKES developed commercial health insurance, an 
expansion of its services, to cover private companies and individuals. In 
2005, ASKES became the administrator of ASKESKIN (health insur-
ance for poor families) funded by the government from general income 
tax. Using panel data for 8,582 households observed in 2005 and sub-
sequently in 2006, it was found that ASKESKIN indeed targeted poor 
families and those at the highest risk for catastrophic out-of-pocket 
health payments. Utilization of outpatient services increased, and out-
of-pocket spending among the insured urban poor also increased, likely 
due to only partial coverage of inpatient care (Sparrow et al. 2013, 271).

At the same time that ASKESKIN was implemented, several local 
governments also provided free health care to poor people, often as part 
of a political campaign. In 2005, representatives of East Java parliaments 
and administrators of provincial health insurance for poor people in East 
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Java Province filed a judicial review to the Constitutional Court. They 
argued that Article 5, Clauses 2, 3, and 4 of SJSN Law undermined 
their constitutional right and responsibilities to provide health insurance 
benefits to the people in their province. The court ruled that Article 5, 
Clauses 2, 3, and 4 of SJSN Law is a statement to convert ASKES, TAS-
PEN, ASABRI, and JAMSOSTEK into a single social security admin-
istering agency. Hence, local governments are allowed to provide social 
security benefits to the local population.

The goal of universal health coverage, to ensure that all people obtain 
affordable health care, is inspired by the notion of health as human 
right, mandated by the Constitution (Article 28H) and Health Act of 
2009 (Article 4). SJSN Law specifies social health insurance as a way 
to achieve universal coverage and the integration of social insurance 
companies into a trust fund as single payer. The existing social secu-
rity providers initially resisted being merged into the trust fund, until 
the parliament enacted Law Number 24 (BPJS Law) of 2011, which 
stipulates that ASKES will become the sole administrator of the social 
health insurance system nationwide (social security provider for health 
insurance or BPJS Health) after integrating the health insurance divi-
sion of JAMSOSTEK into its own organization. According to the BPJS 
Law, ASKES is required to change itself, without liquidation, from a 
for-profit liability company to a not-for-profit administrative entity, 
which will be called BPJS Health. Government regulations will provide 
technical guidance on how ASKES and JAMSOSTEK will be merged, 
while leaving alone military and police institutions, which are used to 
managing their own hospitals and providing health care insurance for 
active military and police personnel.

Health Insurance for the Poor

ASKESKIN, health insurance for poor families, was introduced in 2004 
and implemented in the second half of 2005 as the first phase of the plan 
to achieve universal health coverage in Indonesia. The main objective 
of ASKESKIN was to remove financial barriers against health care for 
poor households unprotected by any health insurance. It initially tar-
geted the poorest forty million people.

Poor people eligible for ASKESKIN benefits were entitled to free 
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medical services from primary to tertiary health care. ASKES paid 
claims for services rendered by health care providers every three months. 
The Ministry of Health allocated money to ASKES on a yearly basis.

At the end of 2006 ASKES had to pay 248 billion rupiah (U.S. $27.5 
million) to health care providers, about half of the total claims of 545 bil-
lion rupiah (U.S. $60.5 million), while no more funds allocated for ben-
eficiaries of ASKESKIN were available to the insurance company. The 
verification processes conducted by teams employed by ASKES failed 
to contain spending by health care providers. The shortage of funds for 
covering beneficiaries of ASKESKIN was often attributed to the low 
tax-based “premium,” which was only 6,000 rupiah (U.S. $0.52) per 
capita per month, while high expenditures for the treatment of cardio-
vascular diseases, strokes, chronic renal diseases, and cancers were fully 
covered.

National and Local Health Insurance Plan for the Poor

In 2008 ASKESKIN evolved into JAMKESMAS (community health 
insurance); the Ministry of Health took over from ASKES most admin-
istrative functions, including payment to health care providers, and 
created a more comprehensive benefit package. The providers were 
public and private health care clinics or hospitals. The beneficiaries of 
JAMKESMAS were increased from 40 to 76.4 million households. 
Outpatient care could only be obtained from public community health 
care clinics or hospitals. Beneficiaries of JAMKESMAS were allowed 
to utilize emergency care (direct visit) and inpatient care (upon referral 
from primary outpatient care only) at 926 hospitals, including 220 pri-
vate hospitals for certain procedures.

JAMKESMAS is funded through general tax revenue, administered 
by the Ministry of Health, and supported by ASKES for the verifica-
tion of payment to health care providers. Expenditure for JAMKES-
MAS in 2010 amounted to 5.1 trillion rupiah (U.S. $443.5 million), 
roughly equivalent to 0.07 percent of GDP; this increased to 7.3 trillion 
rupiah (U.S. $634.8 million), nearly equivalent to 0.09 percent of GDP, 
in 2012.

In 2005 BPS (National Statistics Agency) carried out a National 
Poverty Census Survey using a proxy means test with fourteen asset 
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indicators to identify poor households based on estimated consumption 
level. BPS produced a list of quotas for eligible households to be mem-
bers of JAMKESMAS in each district. The staff of the health offices 
in the districts validated and verified data from BPS and enrolled poor 
households in JAMKESMAS; those household members then received 
JAMKESMAS cards. Members of JAMKESMAS cannot directly access 
hospital outpatient or inpatient care, except for emergency medical care. 
They have to be referred to secondary care facilities by primary health 
care clinics, and verified by ASKES, which is responsible for maintain-
ing JAMKESMAS membership database. The Government Regulation 
Number 12 of 2013 required BPJS to administer financial compensation 
if health care facilities are not available.

According to the National Socioeconomic Survey in 2010, the ben-
eficiaries of JAMKESMAS included 20 percent of the population in the 
top three deciles, 32.4 percent of those in the middle four deciles, and 
47.6 percent of those in the lowest three deciles, indicating a substan-
tial proportion (52.4 percent) of poor households targeted that did not 
join the plan. Mistargeting of poor households to become members of 
JAMKESMAS could be due to differences in the criteria used for proxy-
means testing; there were also a few reports accusing fraud and political 
clientelism (Harimurti et al. 2013, 13).

JAMKESDA is a social health insurance system implemented by dis-
tricts or provinces to fill the gaps in health care coverage for the local 
community not enrolled in JAMKESMAS (the actual number of poor 
people in the districts might outnumber quotas allocated based on the 
list produced by BPS). In addition to the 76.4 million people covered by 
JAMKESMAS (funded by central government), 31.6 million people not 
covered by JAMKESMAS are insured through JAMKESDA (funded by 
local governments).

One example of a local health insurance plan leading to universal cov-
erage is KJS ( Jakarta Health Card), which was launched by the governor 
of Jakarta (capital of Indonesia) in November 2012. Under the initial 
phase of the program, 4.7 million people were eligible for primary care 
clinics and hospital services, including inpatient care in the third-class 
wards (the cheapest hospital room, each of which may be occupied by 
more than two patients). By 2014, all residents of Jakarta should be cov-
ered by the health insurance plan.
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The Jakarta Health Card Program is considered a good policy on the 
demand side, as the program encourages poor people to seek health care 
from health centers and hospitals. However, the supply side of health 
care provision is complex, requiring an adequate number of trained doc-
tors and paramedical personnel, pharmaceuticals, medical equipment, 
hospital beds and basic amenities, a safe disposal system for wastes, and 
medical record and information technology, among other necessities. A 
good referral system is also an essential element of cost-effective health 
care delivery. The Jakarta Health Card Program has caused a surge 
in the number of patients visiting hospitals, but these institutions are 
unprepared to deal with the excessive workload, and are paid through a 
case-based reimbursement system.

Two private hospitals (Thamrin and Admira hospitals) withdrew 
their participation in the program due to their reluctance to bear the 
substantial losses incurred from providing services to patients covered 
by the Jakarta Health Card Program. ASKES has been appointed to 
manage the funds that finance the Jakarta Health Card Program, for 
which the Jakarta administration has earmarked 1.2 trillion rupiah (U.S. 
$104.35 million) to cover the program in 2013. Salaries of personnel 
and other infrastructure of public hospitals are supported by the gov-
ernment through national and local budgets. This is not the case with 
private hospitals, which have to bear the brunt of the surge in the cost 
of providing health care to poor patients while receiving lower revenue. 
The immediate effects of universal health coverage associated with the 
Jakarta Health Card Program were similar to the impact of the massive 
expansion of health insurance in Japan on the substantial increase in the 
utilization of health care (Kondo and Shigeoka 2013, 16).

BPJS Leading to Universal Coverage

As mandated by the BPJS Law (Law Number 24 of 2011), ASKES will 
be transformed into BPJS Health. There are several competitive advan-
tages of making ASKES the trust fund as the single payer for the social 
health insurance system, such as: (1) its more than forty years of expe-
rience serving government employees and, more recently, poor people; 
(2) its existing networks with primary health care clinics, hospitals, local 
governments, pharmacies, and laboratories; (3) its experience dealing 
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with structured health care (gatekeeper and referral system), selected drug 
lists, utilization review, capitation, and case-based reimbursement; (4) it 
is in good standing financially with a satisfactory track record; and (5) it 
has an interconnected management information system with a member-
ship database, payment to providers, and a verification system.

It is expected that at the beginning of social health insurance imple-
mentation in 2014, BPJS Health will cover 124,338,408 people. The 
government will fully subsidize a total of 98.9 million of the poor and 
indigent. Government Regulation Number 101 of 2012 set criteria for 
who is eligible to receive the government subsidy for premium payment. 
By January 1, 2014, BPJS Health will cover 49 percent of the Indonesian 
population (Figure 7.1).

Expansion and integration of membership will be accomplished in 
five years, so that by 2019 the whole population (estimated to be 257.5 
million) will be served by BPJS as a single payer. Presidential Regulation 
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Number 12 of 2013 addresses social health insurance membership, pre-
mium payment, benefits package, referral system, and methods of pay-
ment to providers.

The capacity for social health insurance system administration is 
evaluated based on key performance indicators, including membership 
management, fund management (collection of contribution payment, 
insurance administration fund, and reserves), and payment to health 
care providers. The Ministry of Health has organized a BPJS task force 
to develop an information system and technology action plan, includ-
ing the use of National Identification Numbers, improvement of district 
and provincial health office information systems, integration of hospital 
information systems with the case-mix billing system, and strengthen-
ing of e-health leadership and coordination. ASKES has also improved 
the information system platform to integrate a membership database that 
includes members of JAMKESMAS and JAMSOSTEK as well as active 
military and police personnel, and which links to the National Identifica-
tion Number. BPJS trials have been conducted in three provinces (Aceh, 
West Java, and Jakarta). Preliminary results of the BPJS trial in Jakarta 
suggested that the third-class wards of hospitals were increasingly over-
crowded by patients (40 percent with mild illnesses), while visits to com-
munity health centers were relatively unchanged (Dewi 2013). Referral 
system or “gatekeepers” did not function as intended by the program.

Law 24 of 2011 specified the role of BPJS to collect revenue, make 
financial investments, develop and terminate contracts with health care 
providers, negotiate the level of payment to providers based on case-mix 
principles, monitor the compliance of providers and beneficiaries, and 
produce reports. According to the principles of prudence, accountabil-
ity, and transparency, BPJS is responsible for producing accountability 
reports, including: (1) program accountability reports, covering pro-
gram performance, investment performance, liquidity and solvability of 
the program, and financial position and (2) financial accounting reports, 
according to generally accepted accounting principles as a nonprofit 
entity (including financial statements, comprehensive income, changes 
in equity, cash flows, net revenue, and expenses of trust funds), statutory 
accounting practices, and management accounting reports. These 
reports should be made accessible to the public, as stipulated by Law No. 
14 of 2008 on public information disclosure.
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Health promotion, especially through regulation, advocacy, and social 
policy, is financed from general tax revenue. BPJS is mainly responsible 
for providing promotive, preventive, curative, and rehabilitative care to 
individual beneficiaries. There are two types of provider payment by 
BPJS: (1) capitation fees paid to primary health care providers, comprising 
community health centers, family doctors, and dentists, and (2) case-based 
payment for secondary and tertiary care of outpatients and inpatients. 
Previous experiences with case-based payment for patients covered by 
JAMKESMAS suggest that on average hospital expenditures for surgical 
cases, cancer patients undergoing chemotherapy, and patients with cer-
tain procedures were higher than the amounts paid through the diagno-
sis-related-group payment system. Incomplete recording of diagnoses and 
comorbidities/complications became one of the reasons for underpayment 
to health care providers (Indriani 2013, unpublished dissertation).

Oversight of the Social Health 
Insurance System

The National Social Security Council (DJSN) is an oversight body 
representing stakeholders and experts. As a political entity, DJSN is 
responsible for helping the president in protecting the interests of health 
insurance members, and at the same time assuring efficient and fiscally 
sustainable operations of the social health insurance system. The tech-
nical operations of BPJS should be closely monitored without being 
heavily influenced by political interests. It has been argued that DJSN 
might not have the technical expertise or legal support necessary for 
supervisory functions. According to the SJSN Law (2004) and the BPJS 
Law (2011), the role of DJSN is to make assessment, provide advice and 
consultancies, and prepare reports concerning the performance of SJSN 
every six months (Table 7.2).

The SJSN Law also stipulates that DJSN is composed of fifteen mem-
bers, who are appointed by the president. As a matter of fact, DJSN has 
been in operation since 2009 with the primary role of recommending 
investment policy and proposing the government’s budget for subsidies for 
the poor. The BPJS Law emphasized the marginal role of the DJSN as an 
advisory body to the president, reporting on the implementation of SJSN 
and as an “external” supervisory body serving as a consultant to the BPJS.
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DJSN proposed the targeting of potential beneficiaries in the private, 
informal, and self-employed sectors, those who live in remote areas, and 
populations already provided social health insurance by provincial or 
district government, and suggested ways to integrate health insurance 
plans already implemented by many institutions. Stages of developing a 
full-fledged social health insurance system leading to universal coverage 
in 2019 were designed by DJSN as a “road map” (Table 7.3).
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Sustainability of the social health insurance program can be achieved if 
the program is acceptable to stakeholders (especially health insurance ben-
eficiaries and health care providers) and offers an effective and satisfactory 
benefit package, efficient provider payment, and low administrative cost 
(no more than 10 percent of operational cost); it must also be able to prevent 
moral hazard through utilization review, medical audit, and other qual-
ity assurance measures. Aside from the economic and technical sustain-
ability requirements, intensified participation by the civil society and the 
alignment of political forces to compromise on solutions to problems in the 
achievement of universal coverage seem necessary to ensure the sustain-
ability of a social health insurance plan (Borgonovi and Compagni 2013, 
S36–7). Using the metaphor of the five control knobs (Roberts et al. 2004, 
26–8), DJSN is expected to help the president in synchronizing: (1) the 
financing of health care; (2) payment to health care providers; (3) organi-
zational aspects of health care provision; (4) regulation of BPJS, health care 
providers, beneficiaries, and employers; and (5) behaviors of individual 
patients and providers. Because the president may authorize ministers to 
deal with these tasks, DJSN may face ambiguity of its roles if there is not 
enough power and technical capability bestowed to the council.

Membership and Premium Fee

Members of BPJS in 2014 are mostly poor households fully subsidized 
by the government (98,900,000 people out of an overall BPJS coverage 
of 124,338,408 people). It is estimated that coverage of JAMKESDA 
(local social health insurance), medical insurance by companies, and pri-
vate health insurance, will include a total of 50,074,461 people. Overall, 
174,412,869 people (71.18 percent of the Indonesian population) will be 
covered by some kind of health insurance in 2014.

DJSN is supposed to suggest a premium fee for poor households fully 
subsidized by the government. A recent dispute between the Ministry of 
Finance, which committed to only U.S. $1.35 premium per person per 
month, and the Ministry of Health, which demanded U.S. $1.97 pre-
mium per person per month of government subsidy to poor households, 
suggested that DJSN did not have enough authority nor technical sup-
port to resolve important issues in the implementation of social health 
insurance as stipulated by the SJSN Law. The Minister of Finance argued 
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that the government had paid only U.S. $0.42 for JAMKESMAS since 
2008, so a threefold increase of the previous premium fee would be 
more than enough. The Minister of Health contended that with the low 
premium level suggesting limited revenues of BPJS, it would be hard to 
expect a reasonable case-based reimbursement system. Eventually it was 
decided that the subsidy for poor people for premium payment would 
be U.S. $1.67. Financial constraints experienced by public hospitals and 
community health centers will be overcome using the government bud-
get. Meanwhile, the premium rate for Jakarta Health Card, subsidized 
by the Jakarta provincial government, is already U.S. $1.96.

Presidential Regulation No. 111 of 2013 instructed that workers 
employed by the government, such as civil servants, police officers, and 
military members, would pay 2 percent of their salaries, while a pre-
mium amounting to another 3 percent of their salaries would be covered 
by the government. Premium payments for workers other than those 
employed by the government is only 0.5 percent of their salaries, and the 
other 4.5 percent is paid by the employers until July 1, 2015. After that 
date, the premium rate for these workers (not employed by government) 
is 1 percent of their salaries.

Benefits Package

The basic benefits package offered by BPJS consists of outpatient care 
and inpatient care only at third-class wards for those fully subsidized by 
the government. Civil servants and military or police officers (middle 
and higher ranks) are entitled to better amenities at second- or first-
class wards. The medical component of the benefits package will be the 
same for all beneficiaries of BPJS. Utilization review and verification of 
DRG (known as INA-CBG, described below) billing will be analyzed 
by BPJS to evaluate whether the hospital care adequately addressed the 
need of patients without providing unnecessary care.

Many beneficiaries of ASKES have expressed concern that access to 
higher medical technologies, including medicine for cardiovascular dis-
eases and cancers, will be limited due to the case-based reimbursement 
system fully implemented in 2014. ASKES has developed and continu-
ously updates its drug lists containing generic and branded pharmaceuti-
cals; some are quite expensive proprietary medicines. In the era of BPJS, 
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the use of generic medicines will be predominant as a part of the cost-
containment strategy.

A Chronic Disease Management Program, better known as PROLA-
NIS, was started in 2010 by ASKES as a proactive approach in secondary 
and tertiary prevention of disabling chronic diseases. The program is 
designed to improve quality of life and empower beneficiaries to man-
age their own chronic health problems, especially those related to dia-
betes mellitus, high blood pressure, cardiovascular diseases, and chronic 
renal diseases. ASKES supports its participants with prescribed medicine 
for one month (including branded anti-hypertensive and insulin), labo-
ratory tests, health education, and community self-help through associa-
tions or clubs. This program is spearheaded by primary care doctors or 
family physicians.

Although a chronic disease management program may not reduce 
health care expenditure (de Bruin et al. 2011, 119), members of PRO-
LANIS admitted that the program could potentially improve their 
lifestyles and medication compliance, and many members of ASKES 
worried that the program will be terminated when BPJS is implemented 
in 2014. In fact, medication for patients in the PROLANIS program ini-
tially was prescribed only for one week; due to many complaints, it now 
is prescribed for one month, as was the case under ASKES. Beneficiaries 
of ASKES and JAMSOSTEK have now begun to think of buying coin-
surance, as they worry that the benefits package will be downgraded 
as the social health insurance is implemented. There is pressure on the 
government to allow members of ASKES and JAMSOSTEK to retain 
the same benefits they are receiving now when the new BPJS is in place.

Payment to Health Care Providers

A capitation fee will be paid to primary care providers, comprising com-
munity health centers, private clinics, and practicing family doctors. 
The capitation fee is 8,000 rupiah (U.S. $0.70) per member per month. 
Primary care needs considerable investment, and may provide better 
value for money compared with its alternatives (WHO 2008, xvii). The 
capitation fee offered by BPJS is too small for private primary care pro-
viders, who may also dispense medicines, so they might possibly treat 
only emergency visits and more frequently admit patients to secondary 
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care facilities to avoid financial loss. Public community health centers 
are supported by government budgets, so that promotive, preventive, 
and curative activities could be carried out in a larger number of patients, 
including those not yet covered by any health insurance plan.

Payment to outpatient and inpatient services in hospitals will be 
made based on a case-based reimbursement or case-mix system formerly 
known as INA-DRG. The system was implemented for JAMKES-
MAS in 2006 using diagnosis grouping software purchased from 3M. 
Nearly 1,350 public and private hospitals offered outpatient and inpa-
tient services paid under the case-mix system. In 2010, INA-DRG 
was replaced by INA-CBG, an open-source software developed by the 
United Nations University International Institute of Global Health and 
was used as the grouper for a modified case-mix system, taking into 
account subacute and chronic diseases, special drugs, special investiga-
tive procedures, prostheses, and ambulatory care packages. INA-CBG 
was designed to be more flexible and acceptable to health care providers.

There are 798 inpatient and 288 outpatient diagnosis groups directly 
associated with INA-CBG tariffs, adjusted for eleven hospital types and 
classes and four regions in Indonesia—(1) Sumatera, (2) Java and Bali, 
(3) Borneo-West Nusa Tenggara-Celebes, and (4) Molucca-Papua-East 
Nusa Tenggara. By design, fees for medical doctors have not been speci-
fied in the case-mix system, and it is left to the health care providers to 
decide the remuneration rate of the doctors, who are used to the fee-for-
service system.

Payment to health care providers based on diagnosis-related group 
in low- and middle-income countries needs adjustment of the imported 
system to the local context (Mathauer and Withenbecher 2013, 7). BPJS 
should be prepared to handle unwanted incentives for increased hospital 
admission and readmission, up-coding of cases to gain higher remunera-
tion, underprovision of necessary care, and rejection of more costly cases 
(Langenbrunner et al. 2009, 195–6).

The Health Care Quality System in 
Social Health Insurance

Evidence concerning the impact of health insurance on health care 
quality is limited (Spaan et al. 2012, 688). There are legal regulatory 
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frameworks to endorse quality of health care. The Ministry of Health 
plays the dominant role for continuously improving the quality of health 
care through standard setting, continuous education, health technology 
assessment, infrastructure development, and monitoring/evaluation. 
Quality of care is “the degree to which health services for individu-
als and populations increase the likelihood of desired health outcomes 
and are consistent with current professional knowledge” (Institute 
of Medicine 1990, 21). There are two main components of quality of 
care: (1) the technical aspect (based on current medical knowledge) and 
(2) the interpersonal aspect as perceived by patients (Donabedian 1979, 
277). The governance of quality of care includes setting standards for 
health care (such as adequacy of resources) and attributes of services 
as perceived by patients, such as responsiveness, courtesy, and capacity 
to fix health problems (Agency for Healthcare Research and Quality 
2005, 1).

Regulations for Health Care Quality

Public health regulations have been considered an essential public health 
function, one of the knobs of the health system intended to improve per-
formance (Roberts et al. 2004, 248) and strengthen health system capac-
ity (Mills et al. 2006, 91). Law Number 44 of 2009, Article 36, indicates 
that good governance of hospital services should include transparency, 
accountability, independence, responsibility, equity, and appropriate-
ness. The Ministry of Health Regulation Number 755 of 2011 mandates 
that every hospital establish a medical committee to assure quality of 
clinical care and patient safety. The promotion of patient safety in a hos-
pital is regulated through Ministry of Health Regulation Number 1691 
of 2011. A team that consists of hospital administrators, doctors, and 
nurses should be responsible for monitoring, evaluating, and improving 
patient safety initiatives in the hospital.

Ministry of Health Regulation Number 411 of 2010 indicates that 
clinical laboratories are obliged to carry out internal quality control and 
be accredited every five years by an accrediting committee in order to 
uphold safety and security in the workplace and to assure compliance 
with the requirements for personnel, facilities, and clinical procedures.

The supply and availability of drugs and vaccines are regulated 
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through Ministry of Health Regulation Number 830 of 2009. Guide-
lines for selecting and prescribing the most appropriate antibiotics 
with strict indication, narrow spectrum, adequate dose, safety, and 
cost-effectiveness are provided through Ministry of Health Regula-
tion Number 2406 of 2011. The diagnosis and treatment of malaria are 
endorsed in the Ministry of Health Regulation Number 05 of 2013. 
Detection and case management of MDR TB is suggested in Ministry 
of Health Regulation Number 13 of 2013.

Many other regulations are also meant to improve quality of care, 
such as hemodialysis in hospital (Ministry of Health Regulation Num-
ber 812 of 2010), anesthesiology and intensive care in hospital (Ministry 
of Health Regulation Number 519 of 2011), referral system for indi-
vidual patient (Ministry of Health Regulation Number 01 of 2012), 
hospital-based health promotion (Ministry of Health Regulation Num-
ber 04 of 2012), and a hospital accreditation system (Ministry of Health 
Regulation Number 12 of 2012). Comprehensive guidelines on the pre-
vention and control of cardiovascular diseases were issued as Ministry of 
Health Regulation Number 854 of 2009. Local health offices and health 
care organizations are mandated to enforce these regulations.

With the implementation of social health insurance under BPJS more 
regulations will be promulgated by the Minister of Health to enhance 
quality of care and patient safety. Compliance with these regulations 
will become the basis of contractual agreements between BPJS and 
health care providers (DJSN 2012, 95). A cautionary note addressed by 
Aspinall (2014, 1) suggests that “oligarchic power relations and the cor-
ruption they spawn still undermine health care quality, despite expan-
sion of coverage.”

Contributions of Professional Associations in Quality 
of Care Assurance

Professional associations (of doctors, nurses, pharmacists, and others) 
should play significant roles in education and human resource devel-
opment, endorsement of best practices, and development of practice 
guidelines flexible enough to accommodate the socioeconomically 
and culturally diverse Indonesian population. Ministry of Health 
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Regulation Number 1438 of 2010 mandates that national clinical care 
guidelines should be developed by professional associations and signed 
by the health minister. Hospital administrators are responsible for devel-
oping standard operational procedures, including clinical pathways and 
clinical protocols or algorithms, which are coordinated by the medical 
committee and revised every two years. Clinical pathways, considered 
key elements in assuring quality of care through evidence-based prac-
tices, are potentially also a tool for cost containment through prevention 
of unnecessary care. Standardized clinical pathways should become the 
consensus among doctors and nurses, at least for those working in the 
same hospital or locality.

Health care professionals have participated individually and in com-
mittees contributing to regulatory frameworks to promote quality 
of care. The role of professional associations is mainly to protect the 
interests of the members and to sponsor accredited continuing educa-
tion symposia, seminars, and online education programs. The Indone-
sian Medical Association discussed with the parliament specifically how 
health workers should be compensated for their services under the BPJS 
plan (Aritonang 2012).

Professional associations, especially the Indonesian Medical Associa-
tion, are often criticized for not doing enough to protect the public from 
medical malpractice and negligence, which could be the consequences 
of the worst quality problems. Medical malpractice is often considered a 
criminal matter rather than a civil matter, as the Indonesian Penal Code 
(article 359) may classify medical negligence causing bodily injuries as 
an offense. The help of the Indonesian Medical Association has often 
been called for when a member is subject to a lawsuit. A separate Indo-
nesian Medical Disciplinary Council was formed to uphold the stan-
dards of medical practice and levy disciplinary sanctions on doctors 
proven to be guilty of malpractice. The Indonesian Medical Associa-
tion and the Indonesian Medical Disciplinary Council did very little to 
prevent malpractice (Faizal 2011). The health care professional associa-
tions could be more proactive, for example, in developing quality-of-
care assessment tools and health care quality improvement strategies, 
and in providing opportunities for continuous learning by all health care 
personnel.
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Quality of Care Perspectives Among Beneficiaries

Quality of care is also measured as satisfaction of beneficiaries. The 
quality of medical care defined by Steffen is the “capacity of elements 
of that care to achieve legitimate medical and nonmedical goals, set by 
the patients in consultation with the physician” (1988, 56). The BPJS 
Law set a target of 85 percent of beneficiaries reporting satisfaction with 
health services by 2019. Repeated surveys of the satisfaction of benefi-
ciaries will be conducted by BPJS every six months. Benefits and ser-
vices to beneficiaries will be evaluated annually.

According to Presidential Act Number 12 of 2013, Article 45, ben-
eficiaries of social health insurance who are not satisfied with benefits 
or services may file a complaint with the respective health facility or 
with BPJS Health. If the response to the complaint is still unsatisfactory, 
the beneficiaries of BPJS may submit the complaint to the Minister of 
Health.

Discussion

A social health insurance system is not entirely new in Indonesia. How-
ever, universal coverage is a challenging goal that is being pursued by 
the government of Indonesia in a short period of time (only five years, 
from 2014 to 2019). Countries like Austria, Germany, Costa Rica, 
Israel, Japan, and the Republic of Korea needed many decades to accom-
plish the transition from partial to universal health coverage (Carrin and 
James 2005, 47).

Universal health coverage movements in Indonesia have been fueled 
by political interests at the central and local (provincial and district) gov-
ernment levels, and are associated with the increasing demand for social 
welfare in general as stipulated by the Constitution and SJSN Law. Eco-
nomic resources, existing institutions, and societal division (including 
geographic distribution of resources) play significant roles (McKee et 
al. 2013, S41) in achieving universal health coverage. The social insur-
ance administrator and health professional associations demanded that 
the Indonesian government should spend at least 50 percent more than 
currently agreed by the Ministry of Finance to cover premium fees for 
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the poor and indigent. Eventually, U.S. $1.67 was the agreed amount, 
which still fell short of what was demanded. Total health expenditure in 
Indonesia was 2.6 percent of its GDP in 2010, the third smallest in Asia 
after Myanmar and Pakistan (OECD/WHO 2012, 71). Unequal distri-
bution of resources across areas in Indonesia, which encompasses more 
than 17,000 islands, such as misdistribution of specialists, who favor 
big cities in Java and Bali (Meliala et al. 2013, 32), necessitates specific 
policies to address better resource allocation to remote areas, including 
efforts to encourage the private sector to develop more health care facili-
ties in these areas.

ASKES, a major state-owned social health insurance company, is 
being transformed to a single payer trust fund known as BPJS Health, 
beginning in 2014. The social health insurance will expand its member-
ship from 17 million members to more than 124 million members in 
2014. With an extensive network of branch offices in all districts, used to 
serve public employees and military/police personnel, BPJS Health will 
be capable of managing the single-payer system, as long as it is equipped 
with the resources needed to serve a more than sevenfold increase in 
its membership. Advantages of a single-payer system include possible 
financing of promotive and preventive services with benefits (such as 
lower morbidity) in the long run, development of a unified computer-
ized database, assessment of quality of care through medical record anal-
yses without breaching the privacy of doctor-patient relationships, cost 
saving, and better resource allocation to improve public health (Schiff et 
al. 1994, 5–7; Hsiao 2011, 1188).

Under the SJSN Law, DJSN is mandated to help the president ensure 
that health care provision will be more cost effective and accessible 
without sacrificing the quality of care. The BPJS Law underscores the 
role of DJSN as a monitoring and research agency with no decision-
making  authority regarding important policy issues on social health 
insurance and universal coverage. DJSN is also mandated to become 
an external supervisor of BPJS, together with the State Financial Audit 
Board and Financial Services Authority, without functions clearly 
specified for each of the three organizations. Internal supervisors of 
BPJS will consist of a board of commissioners (comprising government 
representatives, employees’ representatives, employers’ representatives, 
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and public figures) and an internal audit department. The board of 
directors, consisting of five qualified professionals, will manage BPJS 
Health.

Health professional associations mainly see their role as protecting the 
interests of their members. They should be involved in the assessment 
of technical efficacy and the quality of health care provision, based on 
summaries of health care outcomes recorded in the databases maintained 
by BPJS Health. Currently, health professional associations are partici-
pating in the development of the national clinical guidelines stipulated 
by Ministry of Health Regulation Number 1438 of 2010.

Beneficiaries of ASKES and JAMSOSTEK who are satisfied with 
their current benefits package demand that BPJS will provide at least the 
same benefits that they have received so far, since they pay a higher pre-
mium rate (2 percent of their salaries or wages) compared with the pre-
mium contribution paid by the government for poor households. The 
beneficiaries of ASKES and JAMSOSTEK may be entitled to better 
amenities according to their premium level, but are entitled to the same 
basic medical care provided equally to all members of BPJS. Presiden-
tial Regulation Number 12 of 2013 allows coinsurance and co-payment 
for benefits uncovered by BPJS Health, such as orthodontics treatment, 
complementary and experimental medicine, and treatment for infertility. 
The two-tier system under BPJS Health as a single payer may incur addi-
tional burdens of administrative costs for the coordination with private 
health insurance and co-payment for services not covered by the BPJS 
plan.

The social health insurance plan mandated by SJSN Law and BPJS 
Law may not successfully lead to universal coverage in five years’ time. 
The provision of universal coverage emerges from negotiation rather 
than design, and always takes time (Savedoff et al. 2012, 926). At its 
best, the insurance plan will significantly expand social protection to 
the poor and indigent. Important governance issues include the pre-
vention of leakage to the nonpoor and adverse selection of those not 
eligible  for a subsidized premium but in need of costly treatment and 
health care procedures. Increased government spending to boost the 
total amount of pooled resources for health care would not improve 
population health, if the targeting of funds is not in accordance with the 
needs of the population (Moreno-Serro and Smith 2012, 918). A robust 
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information system for insurance membership and health care utiliza-
tion needs to be implemented at the earliest point possible, before BPJS 
Health starts.

According to Presidential Regulation Number 12 of 2013, the cen-
tral, provincial, and district governments are responsible for providing 
adequate health care facilities through public resources or in collabora-
tion with private health care centers and hospitals. Primary care facilities 
need strengthening, for example, through the improvement of labora-
tory services as mandated by Ministry of Health Regulation Number 
37 of 2012. Improved quality of care will lead people to trust primary 
care services as functional and effective health-service providers, and to 
not see them only as gatekeepers for referral to secondary health care. 
As shown by the example of Thailand, universal health coverage can 
be achieved through a pro-poor subsidy and strengthening the primary 
health care network at the district level so that it effectively serves the 
rural poor (Limwattananon et al. 2012, 10). Public health activities, such 
as school health promotion, sanitation and environmental health inspec-
tion, and outbreak investigation, could be integrated with the primary 
care services. In conclusion, Indonesia needs to learn from the experi-
ences of other countries to strengthen the capacity of its primary care 
facilities so that they can effectively deliver good-quality services to 
people who live on the periphery, thereby moving the nation toward 
universal health coverage.
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Chapter 8

Governance and Health System Performance: 
National and Municipal Challenges to the 

Brazilian Family Health Strategy

Luiz A. Facchini, Elaine Thumé, Bruno P. Nunes, Suele M. Silva, 
Anaclaudia G. Fassa, Leila P. Garcia, and Elaine Tomasi

Introduction

The Brazilian Unified Health System, or SUS, was created in 1988, fol-
lowing the enactment of a new Constitution, which was approved as a 
framework for the democratic regime in Brazil after twenty-one years 
of military dictatorship. The Brazilian 1988 Constitution recognizes 
health as a civil right and a state duty (Elias and Cohn 2003; Brazil 
2010). SUS was implemented to guarantee the constitutional mandate 
of a public health care system, aimed at achieving universal coverage, 
equity, uniformity, and equivalency of benefits to both urban and rural 
populations (Giovanella et al. 2008; Fleury et al. 2010; Noronha et al. 
2010; Thumé et al. 2010; Paim et al. 2011). Dating back to 1975, SUS 
inception and design has its roots in the Brazilian health reform and the 
political movement for democracy involving stakeholders ranging from 
intellectuals and health services researchers to workers’ organizations 
and political parties (Elias and Cohn 2003).

Since 1988, laws, ordinances, agreements, and pacts have been 
strengthening SUS organization based on equality in the division of 
expenditures; diversification in revenue sources to finance health ser-
vices; and democracy and participatory health system governance with 
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the inclusion of workers, employers, retirees, and government agencies. 
The rules of SUS governance and institutional development emphasize a 
strategic vision in policy planning and assessment, highlighting the use-
fulness of epidemiology to determine priorities, resource allocation, and 
programmatic guidance (Brazil 2010; Noronha et al. 2010; Brazil 2011; 
Brazil 2012).

SUS is a decentralized public health system, coordinated by the fed-
eral government but managed at three levels through a continuous 
interaction of municipal, state, and federal authorities as well as stake-
holders participating in commissions and councils where decisions are 
made by consensus (not by vote). Triple governance is a constitutional 
rule and is implemented through intergovernmental negotiation for the 
development of public health policies, resource allocation, and priority 
setting oriented by consensus and accountability. The national goal is 
to invest in a strong primary health care system with organized access 
to its secondary and tertiary levels (Brazil 2010; Brazil 2012). Decen-
tralization has made the municipalities responsible for developing gov-
ernance capacity to competently organize, direct, and deliver health 
system resources, assess performance, and promote stakeholder partici-
pation at the local level. Municipal government also organizes health 
service physical structure, equipment, and professional teams. State and 
federal governments must provide financial and technical support to the 
municipalities, particularly smaller and poorer ones.

In 1994, the Ministry of Health launched the Family Health Program 
(now called Family Health Strategy, or FHS) as the federal strategy to 
improve primary health care (PHC) delivery and SUS performance 
regarding universal and comprehensive care. FHS was inspired by the 
Community Health Workers Program and the Family Doctors Pro-
gram, started in Brazil in the beginning of the 1990s as a local initia-
tive, mainly in small towns in the country’s inner Northeast region. 
Since then, Family Health has become the priority strategy to scale up 
PHC, delivering health actions addressing health promotion, preven-
tive exams, and health care to poorer and vulnerable population groups. 
Currently, FHS has 33,998 family health care teams assigned to specific 
geographic areas and defined populations as the first point of contact 
for health issues (1,000 families or 4,500 persons per team). From the 
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smaller to the bigger cities throughout the country, the teams provide 
integrated care and outreach into patients’ homes and the community. 
FHS has become the structural basis for a decentralized approach to 
municipal SUS management, reaching 5,298 (95 percent) municipalities 
and 107,517,065 people (56 percent of the Brazilian population).

Like all SUS initiatives, FHS is triple governed. At the federal level, 
the Ministry of Health, the Council of State Health Secretaries, and 
the Council of Municipal Health Secretaries are the leading authori-
ties, alongside the National Health Council. A similar arrangement is 
found at state and municipal levels of governance (Facchini et al. 2006; 
Giovanella et al. 2008; Paim et al. 2011; Brazil 2012).

Health status and health services indicators have improved in the last 
twenty years in Brazil, as have the SUS health care network and FHS 
coverage. The infant mortality rate fell by 75 percent between 1990 
and 2012—the 2012 rate reached 12.9 per 1,000 live births. In the same 
period, the under-five mortality rate declined from 62 to 14 per 1,000, 
corresponding to a 77 percent reduction (UNICEF 2013). In the last five 
years alone, hospital admissions due to diabetes or stroke have decreased 
by 25 percent, the proportion of children under 5 years old who are 
underweight has fallen by 67 percent, over 95 percent of women receive 
prenatal care, and diphtheria, tetanus, and pertussis (DTP) vaccine cov-
erage in children less than one year old is greater than 95 percent in most 
municipalities (Facchini et al. 2008; Harris and Haines 2010; Paim et 
al. 2011). Evidence shows a consistent association between FHS cover-
age growth and decrease in child mortality and hospitalization for PHC 
sensitive conditions, especially in relation to the most vulnerable groups 
(Macinko et al. 2007; Nedel et al. 2008; Aquino et al. 2009; Guanais 
and Macinko 2009; Mendonça 2009). Furthermore, FHS has also been 
developed to increase SUS performance, and there are analyses that it 
promotes better PHC delivery, facilitating the access of most vulnerable 
people to better quality health care (Facchini et al. 2006; Facchini et al. 
2008).

Public health care is provided through SUS either by public or out-
sourced private services. Complementary to the SUS, there is the private 
sector, dominated largely by private insurance companies. They mainly 
provide specialized care, reaching 47,900,000 people, corresponding to 
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coverage of approximately 25 percent (ANS 2013), ranging from around 
40 percent in the bigger and richer cities of the Southeast region to less 
than 20 percent in smaller and inner cities in the North and Northeast 
regions (Giovanella et al. 2008; Brazil 2010; Paim et al. 2011). The pub-
lic and private components of the system are distinct but interconnected, 
and people can use services delivered by different providers, depending 
on their access or paying capability (Paim et al. 2011). It is important to 
note that the private sector is supported by the public sector in various 
ways. One is through duplicate coverage, in which individuals contrib-
uting to private insurance plans use public services, mainly for higher 
complexity and more expensive procedures, as well as for PHC activities 
such as immunization and health surveillance. Another way is through 
tax remission for service providers considered to be “philanthropic ser-
vices” as well as for individuals paying for private services and contribut-
ing to private insurance plans.

However, in Brazil, as in most countries, a context of financing con-
straints and demands for accountability from citizens and social organi-
zations is increasing interest in understanding governance contributions 
to health system performance (Mikkelsen-Lopez et al. 2011). These 
financing constraints are aggravated by public resources being assigned 
to private health services and insurance companies. There are several 
governance initiatives and efforts at the federal and municipal levels of 
SUS, but they are relatively new and scarcely assessed.

As a contribution, this chapter examines FHS governance at national 
and municipal levels and its relationship with SUS performance in differ-
ent municipal contexts. A theoretical framework was designed to search 
for patterns and trends in health system performance related to different 
levels of FHS coverage, selected as a proxy of governance dimensions. 
The chapter also discusses governance challenges to be addressed at fed-
eral and municipal levels in order to improve SUS performance.

Health System Governance

The World Health Organization (WHO) has broadly defined health 
systems as including “all organizations, institutions and resources that 
are devoted to producing health actions” (WHO 2000, xi). In a step 
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to increase analytical clarity, WHO has further advanced the notion 
that health systems can be disaggregated into six major subsystems or 
building blocks: (1) governance, (2) financing, (3) human resources, 
(4) information, (5) medicines and technologies, and (6) service delivery 
(WHO 2007). These categories, while helpful in identifying and trac-
ing key functions that any health system should be able to perform, nev-
ertheless do not represent mutually exclusive boundaries. Furthermore, 
it is not clear how the different building blocks relate to one another and 
what actions should be taken with them to improve performance. It is 
not clear what kind of health system could be built with the building 
blocks, nor is the hierarchy regarding them apparent.

Governance has been defined as the initiatives and means adopted by 
a society to promote collective action and deliver collective solutions to 
reach common goals (Dodgson et al. 2002). Governance is also recog-
nized as the exercise of political, economic, and administrative authority 
in the management of a country’s affairs at all levels (UNDP 1997). This 
broad concept encompasses the many ways in which individuals and 
groups organize themselves to achieve approved goals. It comprises com-
plex mechanisms, processes, and institutions through which citizens and 
groups articulate their interests, mediate their differences, and exercise 
their legal rights and obligations. Such organization requires agreement 
on a range of matters including membership within the cooperative 
relationships, obligations and responsibilities of members, the making of 
decisions, means of communication, resource mobilization and distribu-
tion, dispute settlement, and formal or informal rules and procedures 
concerning all of these (UNDP 1997; Dodgson et al. 2002).

Health governance is identified as a function of the health system, 
encompassing principles regarding strategic vision, policy formulation 
and planning, social participation and consensus orientation, rule of law, 
transparency, responsiveness, equity and inclusiveness, effectiveness and 
efficiency, accountability, regulation, information, assessment capacity, 
and intelligence as well as ethics (Islam 2007; Roberts et al. 2004; Mik-
kelsen-Lopez et al. 2011).

In a context of resource constraints in many countries, attention has 
been focused on the leading role of governance in health system perfor-
mance and health care delivery (Roberts et al. 2004; Baez-Camargo and 
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Jacobs 2011; Mikkelsen-Lopez et al. 2011). A major concern relates to 
the relevance of contextual characteristics determining the differences 
in governance issues, as well as in health system performance, between 
and within countries, regions, and municipalities (Murray and Frenk 
2000; Roberts et al. 2004; Mikkelsen-Lopez et al. 2011).

In the last decade there has been relevant improvement in the the-
oretical and methodological means to evaluate governance shortcom-
ings and support adequate interventions. Successful health care delivery 
requires effective institutions, and management has led government offi
cials, academic and funding actors to emphasize governance as a key 
element for strengthening health system performance (Dodgson et al. 
2002; Siddiqi et al. 2006; Baez-Camargo and Jacobs 2011; Mikkelsen-
Lopez et al. 2011).

Theoretical Framework

Health-sector frameworks proposed to assess governance are increas-
ingly available. All of them offer insights into the way governance 
may affect health outcomes and suggest which elements associated 
with governance are important to be considered (Brinkerhoff 2008; 
Roberts et al. 2004; Lewis and Pettersson 2009; Siddiqi et al. 2009; 
Vian et al. 2010; Baez-Camargo and Jacobs 2011; Mikkelsen-Lopez 
et al. 2011).

The frameworks are useful for addressing governance, despite the 
differences in their dimensions and indicators (Mikkelsen-Lopez et al. 
2011). Nevertheless, there is a consensus that governance is about the 
rules that distribute the roles and responsibilities among social actors, 
shaping the interactions among them (Brinkerhoff 2008). As applied 
to health systems, the rules are formal and informal means and initia-
tives that provide incentives and constraints for certain types of behav-
ior for relevant actors and stakeholders regarding health system goals. 
From this point of view, governance refers to the institutions that define 
and regulate the processes through which health systems manage human 
resources, acquire and distribute medicines and technologies, generate 
and disseminate information, and provide means to finance the pro-
vision of health services to the population (Baez-Camargo and Jacobs 
2011).
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Our framework (Figure 8.1) analyzes FHS governance as a particu-
lar issue of the health system (Baez-Camargo and Jacobs 2011). FHS is 
examined as a governance initiative and population coverage is a proxy 
for governance accountability/ethical commitment/social responsibil-
ity, strategic vision, consensus orientation, and policy design (WHO 
2007; Mikkelsen-Lopez et al. 2011) to deliver primary health care in 
municipalities with different population sizes, this being a contextual 
synthesis of wealth and infrastructure (Brazil 2012).

Financing, health workforce, information, medicines, and technol-
ogy to deliver PHC to the population are health system inputs or essen-
tial means to determine SUS performance at the municipal level (Viana 
et al. 2006; WHO 2007; Mikkelsen-Lopez et al. 2011). Health system 
inputs are determined by governance options and decision making, 
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shaping the structure and the work process at PHC centers (Donabe
dian 1988), as well as connecting governance initiatives to daily care. 
The framework acknowledges the interconnectedness of actors and 
functions in health systems across different levels of analysis. No one 
dimension, category, indicator, or issue is absolutely independent and 
autonomous. The framework assesses governance at the municipal and 
the national policy levels. Health system performance is assessed through 
service access and utilization, quality of care, user satisfaction, health 
status, and financial risk protection (Donabedian 1988; Roberts et al. 
2004). It expresses governance outcomes, such as responsiveness, equity, 
effectiveness, and efficiency (Siddiqi et al. 2009; Mikkelsen-Lopez et al. 
2011).

The model addresses formal governance while recognizing the rel-
evance of informal institutions and stakeholder networks as significant 
phenomena affecting public governance processes (Viana et al. 2006; 
WHO 2007; Mikkelsen-Lopez et al. 2011). However, it is useful to 
explore governance initiatives and means and their connections with 
PHC delivery and health system performance in Brazil. The framework 
maps the relevant categories and indicators on health system inputs, 
PHC delivery, and health system performance, allowing the exami-
nation of patterns and trends according to FHS coverage, this being a 
proxy of governance.

Methodology

This chapter examines whether governance decision making at federal 
and municipal levels to scale up FHS coverage as a priority is improv-
ing PHC delivery and health system performance in different contexts. 
Better SUS performance could be a form of feedback on governance 
decision making at the national and municipal levels regarding FHS 
financing and resource allocation. Data from several sources were used 
to show a complex panel of patterns and trends related to the categories 
and indicators proposed in the theoretical framework (Table 8.1).

In order to analyze trends in FHS indicators, coverage was classified as 
low (less than 30 percent), intermediate (30 percent to 64.9 percent), and 
high (65 percent and over). Only 11 percent of municipalities presented 
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low population coverage, 17 percent had intermediate coverage, and 
73 percent had high coverage. FHS covered 100 percent of the popula-
tion in 2,455 municipalities (44 percent of the total) (Brazil 2012a).

Municipality population size was characterized in terms of four 
groups: up to 30,000 inhabitants; 30,001 to 100,000; 100,001 to 
500,000; and more than 500,000 (Table 8.1). Brazil comprises 5,565 
municipalities, one federal district and twenty-six states divided into five 
regions: North (8 percent of the total population), Northeast (28 per-
cent), South (15 percent), Southeast (42 percent), and Central-Western 
(7 percent). According to the 2010 Census, the Brazilian population 
amounts to 190,732,694 persons (IBGE 2013). Of the total number of 
municipalities, 23 percent had up to 5,000 inhabitants (n=1,298) and the 
vast majority of municipalities had up to 30,000 inhabitants (81 percent). 
Only thirty-eight municipalities had more than 500,000 inhabitants.

FHS coverage stratified by municipality population size was used as 
a proxy for governance. Context was approached through three indica-
tors regarding the socioeconomic characteristics of the municipalities. 
Furthermore, we have selected forty-eight indicators to approach the 
different categories presented in the theoretical framework. The health 
system inputs were assessed through four financing indicators, three 
health workforce indicators, three information indicators, two medi-
cines indicators, and four technology indicators. To assess PHC delivery 
we selected five structure indicators and seven work process indicators, 
with emphasis both on general issues relating to the services and also 
their adequacy regarding health care. Finally, health system performance 
was examined through twenty indicators, including nine health service 
access and utilization indicators, six health care quality indicators, one 
patient satisfaction indicator, one financial risk protection indicator, and 
two health-status indicators (Table 8.1).

Total prevalence of the selected indicators was used to highlight the 
level of implementation of priority health actions, classified as universal 
and fully implemented (over 75 percent), highlighted in medium gray; 
partly implemented (50 percent to 75 percent), highlighted in light gray 
and scarcely implemented (up to 50 percent), highlighted in dark gray. 
The analytical approach looks for trends and patterns in the indicators 
regarding FHS coverage and municipality size.
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To analyze the difference among all the indicators of health system 
inputs, PHC delivery and health system performance regarding FHS 
coverage and municipality size, we looked for the linear trend in indi-
cator prevalence using the chi-square test. Trends shown in medium 
gray had a significantly positive trend; those shown in light gray had 
no significant trend; those with dark gray had a significantly negative 
trend. Tables 8.2 and 8.3 summarize the patterns and trends regard-
ing increasing FHS coverage according to each municipal population  
size.

Data were obtained from several sources. Data from the Brazilian 
Institute of Geography and Statistics (IBGE 2010) were used to stratify 
the municipalities by population size (IBGE 2013).

The United Nations Development Program (UNDP) Human Devel-
opment Index (HDI) was used to describe the country’s socioeconomic 
characteristics. HDI is composed of data on life expectancy at birth, 
education, and gross domestic product per capita. The index ranges 
from 0 (no human development) to 1 (total human development). Low 
municipal HDI is between 0 and 0.499, middle HDI is between 0.500 
and 0.799, and high HDI between 0.800 and 1 (UNDP 2010).

The project entitled Health Service Access and Quality (AQUARES) 
(Siqueira et al. 2011; Piccini et al. 2012) was used to determine part of 
the socioeconomic context by classifying the population according to 
years of schooling and economic class. The economic classification iden-
tifies people as belonging to classes A (richest) to E (poorest), taking into 
account the ownership of goods and the level of education of the head of 
household (www.abep.org).

In order to explore some characteristics of the financing, health work-
force, information, technology, medicines, structure, and work process 
of PHC services and health service performance, data were used from 
the Program for Improving Primary Care Access and Quality (PMAQ), 
launched in 2011 by the Brazilian Ministry of Health (Brazil 2011a). The 
program aims to induce the establishment of processes to enhance the 
capacity of federal, state, and local administrations as well as that of the 
primary health care teams to deliver services ensuring greater access and 
quality, according to the population’s needs. It has been organized into 
four phases that complement and form a continuous cycle of improv-
ing access and quality (Adherence and Contract, Development, External 
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Evaluation, and New Agreement). This chapter has used the Ministry 
of Health database and the External Evaluation carried out from June 
to August 2012, when 33,149 PHC services were visited and 61,233 
patients were interviewed. (Brazil 2012b) (Table 8.1).

Data from the Public Health Budgets Information System (SIOPS) 
were used to estimate municipal spending on health in 2012. This sys-
tem was institutionalized in 2000 by the Ministry of Health and con-
tains financial information generated and maintained by states and 
municipalities regarding revenues and expenditures (Brazil 2011).

The SUS Performance Index (IDSUS) was used to analyze the perfor-
mance of the Unified Health System with regard to the effectiveness of 
primary health care services, including prenatal care, Pap test, hospitaliza-
tion for ambulatory care-sensitive conditions, and anti-polio vaccination, 
as well as the proportion of cure of pulmonary tuberculosis (Brazil 2011b).

The Health Service Access and Quality project (AQUARES) 
(Siqueira et al. 2011; Piccini et al. 2012) was also used to evaluate health 
care service utilization, performance, and quality. The project used a 
cross-sectional design and was carried out in 2008–2009, including a 
sample of children aged under five years, adults aged twenty to fifty-
nine, and elderly citizens aged sixty and older in one hundred munici-
palities from all five of the country’s regions.

The Public Health Action Organizational Contract (COAP) is a coop-
erative agreement signed between federal, state, and municipal govern-
ments aimed at the organization and integration of activities and services 
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within health regions in order to ensure universal and comprehensive 
care. It has been used to assess the infant mortality rate (Brazil 2011c).

Results

Country Context

The average Human Development Index (HDI) was 0.70 in Brazil in 2010, 
increasing linearly with municipality population size. In municipalities 
with fewer than 30,000 inhabitants, average HDI was 0.69, increasing to 
0.71 in municipalities with 30,001 to 100,000 inhabitants and 0.78 in cities 
with between 100,001 and 500,000 inhabitants, reaching 0.81 among the 
largest cities (Table 8.2). When divided into quartiles it was observed that 
municipalities with lower HDI scores ranged from 0.47 to 0.63, while in 
the top quartile municipalities ranged between 0.77 and 0.94.

As shown in Table 8.2, using economic classes from the AQUARES 
project (Siqueira et al. 2011; Piccini et al. 2012), 28.3 percent of adults 
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belong to classes A and B, 51.5 percent to class C, and 20.2 percent to D 
and E. It was also found that 6.3 percent of adults had not completed one 
year of school, 15.7 percent had between one and four years of schooling, 
and 14.9 percent had completed twelve or more years. The proportions 
of adults in classes A and B, as well as those with a higher level of educa-
tion, increase with the size of the municipality. However, in municipali-
ties with up to 500,000 inhabitants, FHS coverage is increasing in areas 
where the proportion of adults without schooling is growing and where 
the proportion of people classified in classes D and E is higher.

FHS Governance

FHS is present in 95 percent of the Brazilian municipalities. In 1998, 
FHS was present in 1,134 municipalities (20 percent), with 3,062 teams 
covering a population of 10,459,259 inhabitants. At the end of 2008 it 
was present in 5,235 municipalities (94 percent), with 29,300 teams cov-
ering a population of 93,178,011 inhabitants. Currently ( July 2013), the 
Family Health Strategy operates in 5,309 municipalities (95 percent), 
with 34,185 teams reaching 108,096,363 inhabitants (Brazil 2013).

FHS coverage increases in smaller municipalities and in poorer areas 
all over the country, although particularly in the Northeast region. As a 
result, the difficulties in achieving better performance in municipalities 
with higher FHS coverage are likely to be greater.

Health System Inputs

Financing

Federal spending on PHC reached U.S. $6.35 billion in 2011 following 
a significant increase over the last ten years, coinciding with FHS cov-
erage extension in larger municipalities (over 100,000 inhabitants). In 
2002, only 12.0 percent of Ministry of Health spending on health care 
was allocated to PHC, increasing to 14.3 percent in 2007, and reaching 
almost 19 percent in 2012. The percentage of federal spending on hospi-
tal inpatient and outpatient care remained stable over the years at around 
50 percent. However, prophylactic, diagnostic, and therapeutic tests and 
supplies increased more than six times over the period, from 1.6 percent 
in 2002 to 10.1 percent in 2012.
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Municipal spending on health has increased significantly over the 
last ten years, coinciding with FHS coverage extension and the increas-
ing number of specialized services delivered by SUS (Brazil 2011). It 
accounted for 13.4 percent of total municipal budgets in 2000, reach-
ing 20.3 percent in 2010, without significant difference in municipal-
ity population size. It also decreased in a small proportion in relation 
to increased FHS coverage. FHS therefore appears to be an efficient 
option for municipal spending on health, particularly if it promotes bet-
ter health system performance.

PMAQ is a federal governance initiative to encourage policy design 
at the municipal level, increasing financial resources associated with bet-
ter FHS access and quality. From 2010 to 2013, federal primary health 
care financing increased by U.S. $1.57 billion, and 48.2 percent of this 
amount was transferred to the municipalities via PMAQ. The remaining 
amount was distributed to expanding teams (around 7 percent), increas-
ing salaries (26 percent), and supporting new programs (19 percent) 
such as the School Health Program, Home Health Care, and Telehealth 
(Brazil 2012a).

Municipality adherence to rounds one and two of PMAQ were 71 
percent and 89 percent, respectively. This can be considered to be a well-
implemented governance strategy because of the increased proportion of 
financial incentives received by municipalities as a result of improving 
service access and quality. These percentages improved as FHS coverage 
increased (Table 8.3).

Health Workforce

Covering about 56 percent of the Brazilian population, FHS provides 
over 34,000 physicians, 34,000 nurses, and 21,000 dentists to deliver 
PHC in more than 95 percent of the country’s municipalities (Brazil 
2013).

The PMAQ external evaluation studied a selected sample of 16,820 
FHS teams participating in the financial incentive assessment. Of all pri-
mary health care services in Brazil, 77 percent had a complete team (doc-
tor + nurse + nursing technician/auxiliary + community health worker). 
Regardless of municipality size, the rates of full primary health care teams 
increased with FHS coverage. Furthermore, 64 percent of PHC services 
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had at least one physician, one nurse, and one dentist available, and 85.8 
percent had a doctor and nurse on their permanent staff (Table 8.3). This 
proportion also increased according to population size, from 84 percent 
in municipalities of up to 30,000 inhabitants to 90 percent in cities with 
more than 500,000 inhabitants. Even in a selected sample, there is less 
availability of physicians and nurses in the smaller cities.

Information

We analyzed the proportion of information provided to users of the 
Ministry of Health Ombudsman telephone service (34 percent), pro-
fessionals’ working hours at the PHC service (37 percent), and services 
offered by the teams (48 percent). These three indicators were all poorly 
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implemented (<50 percent) regardless of municipality size, although 
these proportions improved as FHS coverage increased (Table 8.3).

Medicines

Essential drugs for hypertension and diabetes have been fully imple-
mented in SUS since 2011 and are supported by the Popular Phar-
macy Program. Ninety percent of medicines to treat hypertension 
were obtained from the SUS, and 65 percent of these in SUS primary 
health care services. Similarly, 94 percent of drugs to treat diabetes were 
obtained via SUS. In the case of drugs to treat hypertension and diabe-
tes, these proportions did not show significant differences as FHS cover-
age increased (Table 8.3).

Technology

Computers were available at 53 percent of FHS services, but only 37 
percent had access to the Internet and only 14 percent used electronic 
medical records and telehealth. Computers and Internet access were 
less available as FHS coverage increased. In the bigger municipalities, 
around 80 percent of FHS teams had access to computers and 64 per-
cent had access to the Internet. Access to telehealth increased as FHS 
coverage grew. Electronic medical records decreased as FHS coverage 
increased in municipalities with fewer than 30,000 inhabitants. In the 
bigger municipalities, the presence of electronic medical records grew as 
FHS coverage increased (Table 8.3).

PHC Services Delivery

Structure of Health Facilities

Generally, the structure of PHC services in Brazil is problematic. As a 
marker of structural conditions, an exclusive bathroom for employees and 
a bathroom adapted for disabled persons were available in 85 percent and 
16 percent of the PHC centers, respectively. These structural characteris-
tics tended to become worse as FHS coverage increased, although in the 
bigger municipalities they grew as FHS coverage increased (Table 8.3).

An appropriate health facility structure for performing Pap smears 
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was found in 34 percent of services. In all sizes of municipalities, this 
indicator was better where FHS coverage was higher (Table 8.3).

An appropriate health facility structure for providing care to people 
with hypertension was observed in 28 percent of cases. This indicator 
improved when FHS coverage was higher, regardless of municipality 
size (Table 8.3).

Incentives related to building new FHS centers and to renovating and 
expanding current services have been implemented since 2011 as a fed-
eral response to the structural problems of FHS services. Currently, 41 
percent of municipalities have at least one FHS center being built, 33 
percent have one or more being renovated, and 42 percent have one 
or more being expanded. In the bigger municipalities the proportions 
increased as FHS coverage grew (Table 8.3).

Work Process

The appropriate work process for performing Pap tests was assessed 
using the following items: Pap test performance, the existence of smear 
collection records, records of altered examinations, and follow-up with 
women after treatment. Only 37 percent of health professionals reported 
all items characterizing the proper work process. It was not possible to 
demonstrate any pattern of variability in this indicator by FHS coverage 
among different population sizes (Table 8.3).

Only 27 percent of PHC services had the appropriate work process 
for caring for people with hypertension, which includes the follow-
ing items: record/register of hypertensive patients, register of high-risk 
hypertensive patients, scheduled consultation through risk stratification, 
and regular monitoring of patients with hypertension. For all popula-
tion sizes, appropriate work processes increased as FHS coverage became 
greater (Table 8.3).

Some 30 percent of teams responded affirmatively to all nine questions 
about municipal management support to FHS teams. In municipalities 
with up to 500,000 inhabitants support has grown as FHS coverage has 
increased (Table 8.3).

Proper health management in the health centers was 14 percent. No 
patterns were observed considering the different municipality popula-
tion sizes and FHS coverage (Table 8.3).
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The main determinant of the population’s access to PHC services is 
the hours they are open to the public. It is essential that health cen-
ters are open at times when people need them. Service users were 
asked if health center opening hours meet their needs, and 86 percent 
responded affirmatively. In general, FHS coverage improves this indica-
tor (Table 8.3).

Other indicators of access and continuity of care are the recognition 
that the doctor is linked to the particular community and the patient 
knows his or her name. These indicators can be considered to be a 
guideline of the FHS strategy. Throughout Brazil, 67 percent reported 
that the physician is present at the health center or in neighborhood 
activities during all hours of operation and 70 percent of patients knew 
the physician’s name. These proportions decrease with FHS coverage for 
all municipality population sizes, except municipalities with 500,000 or 
more inhabitants (Table 8.3).

Health System Performance

Health Services Access and Utilization

The prevalence of seven or more prenatal care appointments kept was 60 
percent, showing a decreasing trend as FHS coverage becomes greater. 
Postpartum care was received by 60 percent of women who had chil-
dren in the past two years. This indicator decreased as FHS coverage 
rose in all municipality sizes. The Pap test ratio per one hundred women 
between twenty-five and fifty-nine years of age was seventy-one, 
increasing as FHS coverage becomes greater (Table 8.4).

Access to medical consultation for hypertension and diabetes has 
reached a high degree of implementation. At least 85 percent of patients 
with hypertension and 89 percent with diabetes consulted a physician 
in the six months prior to the interview. In all population sizes, higher 
proportions of these indicators were observed with the increase of FHS 
coverage (Table 8.4).

Among adults, medical consultation increased significantly with FHS 
population coverage in municipalities with between 30,000 and 100,000 
inhabitants as well as in those with over 500,000 inhabitants. In munici-
palities with between 100,000 and 500,000 inhabitants, medical con-
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sultation decreased as FHS coverage grew. There were no differences in 
municipalities with up to 30,000 inhabitants (Table 8.4).

Adult utilization of emergency rooms decreased linearly as FHS cov-
erage grew in almost all municipality sizes. Home health care of adults 
increased significantly with FHS coverage in all municipality sizes 
(Table 8.4).

Polio vaccine coverage greater than or equal to 90 percent was 
observed in 58 percent of municipalities. In general, the rate increased 
where FHS had high coverage (Table 8.4).

Health Services Quality

Fewer than half of patients with hypertension had undergone an elec-
trocardiogram in the last six months (46 percent). Increased FHS cover-
age improved this percentage, except in municipalities with between 
100,001 and 500,000 inhabitants. However, only 30 percent of patients 
with diabetes had had their feet examined in the last six months, show-
ing an increasing trend as FHS coverage becomes greater (Table 8.4).

Counseling on the promotion of a healthy life is an essential part 
of FHS activities. Advice on the use of condoms in all sexual rela-
tions increased due to the increase in FHS coverage, with a significant 
increase in municipalities having up to 500,000 inhabitants. Advice on 
quitting smoking increased due to the growth in FHS coverage in all 
municipality sizes. Counseling on physical activity increased due to the 
increase in FHS coverage in municipalities with between 30,000 and 
100,000 inhabitants and in those with more than 500,000 inhabitants. 
There was significant reduction in municipalities with between 100,000 
and 500,000 inhabitants (Table 8.4).

The prevalence of hospitalization for ambulatory care-sensitive condi-
tions was 36 percent in relation to the country’s total hospital admissions. 
This decreased as FHS coverage rose in all municipality sizes (Table 8.4).

Patient Satisfaction

In the AQUARES evaluation study, opinion as to medical consultations 
being good and excellent was high among all municipality sizes and FHS 
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coverage patterns. However, a significant decreasing trend was found 
throughout the entire country as FHS coverage increased (Table 8.4).

Financial Risk Protection

Among adults, free medical consultation provided by SUS showed a lin-
ear increase with FHS population coverage in the entire country. The 
increase was statistically significant in smaller municipalities with up to 
500,000 inhabitants. In municipalities with over 500,000 inhabitants 

210138 i-xxii 1-394 r8rp.indd  227� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



228	 Governing Health Systems

the difference was not significant, but the trend was the same (Table 
8.4). Therefore, higher FHS coverage was effective in promoting finan-
cial risk protection.

Health Status

Eighty-five percent was considered to be an acceptable proportion of 
cured pulmonary tuberculosis cases. This proportion occurred in 
43 percent of Brazilian municipalities. In municipalities with between 
30,001 and 100,000 inhabitants the indicator improved with FHS cov-
erage. In other municipality sizes, best performance occurs at coverage 
extremes (Table 8.4).

An infant mortality rate below 15/1000 live births was considered to 
be acceptable. This rate was recorded in 48 percent of municipalities. 
The indicator improved as municipality size increased, but worsened 
as FHS coverage increased (Table 8.4). This trend is well justified con-
sidering that municipalities with higher FHS coverage are poorer than 
those with lower coverage.

Discussion

The results show coherence with the hypothesis under assessment. 
There was a significant trend of health system performance improving 
as FHS coverage became greater, with some contextual effect modifica-
tions. These findings reinforce the relevance of FHS as an accountable 
and effective strategy to promote equity, despite all the problems regard-
ing structure and work process within the PHC centers.

FHS coverage association with health system performance frequently 
showed different patterns depending on the context, according to the 
municipality population size. In small municipalities SUS performance 
generally increased with FHS coverage extension. In middle-sized 
municipalities the patterns were sometimes the opposite, with SUS 
performance declining as FHS coverage increased, while in the biggest 
municipalities the positive association was present once more.

The trends were well pronounced in small towns, but in the larg-
est cities they were also identified in relation to several issues under 

210138 i-xxii 1-394 r8rp.indd  228� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Governing National Health Systems� 229

assessment. Considering that municipalities with higher FHS cover-
age are poorer (as shown by HDI, economic class, and education) and 
smaller, the findings also express equity and inclusiveness. High FHS 
coverage seems to promote an effect across the whole system whereby 
performance, even if it is not better, is no worse when compared to 
municipalities with lower FHS coverage. Furthermore, the proportion 
of municipalities’ own budget invested in health does not increase with 
increased FHS coverage, showing this to be an efficient and effective 
governance decision-making strategy.

Moreover, results have also highlighted some fully implemented 
health actions with universal coverage, such as care for people with 
hypertension and diabetes and access to medicines to treat these con-
ditions. However, other health actions are strongly neglected, such as 
postpartum care, reaching only 60 percent of mothers, even consider-
ing that it is included in a traditional health action, like prenatal care. 
Moreover, there are quality-related problems regarding universal health 
actions, such as examining the feet of people with diabetes or electro-
cardiograms for people with hypertension. In general, even the poorly 
implemented health actions were similar or even better as FHS cover-
age increased. However, 40 percent of the mothers have no gynecologi-
cal postpartum care whatsoever, worsening as FHS coverage increased. 
This is an overlooked issue in SUS and in PHC in Brazil. Solving it is 
relatively easy, as about 95 percent of all pregnant women and newborn 
babies are monitored by FHS team prenatal care and baby health care 
programs. Having women attending PHC centers after child delivery 
is crucial to improving maternal and baby health and identifying prob-
lems regarding breastfeeding, hemorrhages, infections, and mental 
health, particularly depression.

The worst performance indicators on implementation identified 
missing health actions in daily care that could be solved immediately 
if all PHC and FHS teams included them as compulsory actions at each 
programmed contact with the registered population. Protocols and 
guidelines are increasingly available and should be promoted and easily 
accessed by health care management and staff.

This chapter emphasizes FHS governance at national and municipal 
levels and its relationship with SUS performance in a broad perspective, 
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this being a relatively scarce approach in the Brazilian health system. 
The chapter used up-to-date information (2009–2012) from several 
sources to show a complex panel of patterns and trends related to the 
categories and indicators, many of them relating to all 5,565 Brazilian 
municipalities. Furthermore, the stratified analysis by municipality size 
was appropriate for improving the assessment of the effect of different 
levels of FHS coverage on health system performance.

On the other hand, a potential weakness of the study relates to 
the variability of data sources, particularly the secondary data, which 
may differ according to municipality size and country region. Despite 
that, there is an increasing effort to standardize data collection, mainly 
in the national surveys, like the PMAQ, that are providing complete 
and comprehensive information regarding PHC delivery and SUS 
performance.

In conclusion, the findings show that FHS is having a remarkable sys-
temic effect on SUS, reducing emergency room and hospital use and pro-
moting home health care. The greater FHS coverage, the better health 
system performance. This applies to almost all municipality sizes, particu-
larly the smaller and the biggest ones (metropolitan areas). The findings 
are even more relevant regarding equity, if we consider that municipalities 
with highest FHS coverage are poorer and smaller, generally in the coun-
try’s inner and remote areas. In light of these findings, in order to achieve 
the challenging status of care coordination leadership, FHS should be uni-
versalized as quickly as possible as the main gateway to SUS.

Despite reaching almost 110 million people, FHS covers only 56 per-
cent of the Brazilian population. Considering its effectiveness, respon-
siveness, equity, and efficiency, it is sound to suppose that its universal 
coverage represents accountable and ethical decision making, reinforc-
ing the strategic vision of FHS governance. Federal governance is 
required to recruit some thirty thousand physicians, nurses, and dentists 
in order to achieve universal coverage. To achieve this gradually, at least 
fifteen thousand would need to be recruited to achieve 75 percent cov-
erage initially.

There are increasing expectations by the population and policy mak-
ers in municipalities regarding some MoH initiatives, such as the More 
Doctors Program. This program integrates a national effort to improve 
PHC delivery and SUS performance in remote and suburban areas, 
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mainly through three-year fellowships to Brazilian and foreign physi-
cians, in addition to investments in infrastructure. The initiative is help-
ing municipalities, not only regarding the health workforce recruiting 
process but also with regard to its potential to improve FHS coverage in 
forthcoming years.
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Chapter 9

Challenges in Reforming the Health System 
to Prevent Maternal Deaths in Low-Income 

Countries: A Case Study of Nigeria

Friday Okonofua

Introduction: The Historical Context 

Nigeria was first identified as a country with one of the highest rates of 
maternal mortality in the world in the mid-1980s. The groundbreaking 
paper by Kelsey Harrison (1985) that reported the determinants of mater-
nal deaths among nearly 23,000 deliveries in northern Nigeria was what 
the world needed in order to understand the enormity of the problem 
in low-income countries. The paper described the association between 
social inequity, economic deprivations, and illiteracy and the high rate 
of maternal mortality in the region, and highlighted the importance of 
focusing on broad-based development and governance issues in efforts to 
prevent maternal mortality. The worldwide dissemination of the paper’s 
results was followed by the convening of the International Conference 
on Safe Motherhood in Nairobi, Kenya (Cohen 1987). The conference 
galvanized global commitment to reduce maternal mortality by half 
by 2000. The increased recognition of the influence of socioeconomic 
determinants, cultural experiences, and the low status of women led to 
a paradigm shift from the hitherto narrow focus on family planning as 
the main weapon to fight overpopulation to a more broad-based agenda 
focusing on human development and the empowerment of women.

Two major international conferences then followed—the International 
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Conference on Population and Development (UNFPA 1994) and the 
Fourth World Conference on Women (UN Women 1995)—that cen-
tered on the need to address the broader issues that lead to poor out-
comes for women’s reproductive health. Both conferences emphasized 
the need to address the social, economic, and cultural determinants of 
reproductive health, with particular attention paid to rights, gender 
equity, and the advancement of socioeconomic justice. As policy mak-
ers from both developed and developing countries attended the confer-
ences, the outcomes paved the way for governments to understand the 
multidimensional nature of the issue and to hopefully develop policies 
and programs to address them in the years ahead.

Unfortunately, by 2000 it was evident that, contrary to expectations, 
maternal mortality in Nigeria had increased rather than declined (Wall 
1998). This was due in part to insufficient efforts paid to addressing 
the multiple governance, health systems, and cultural factors that led 
to persisting malfunctioning of the health system. The military inter-
regnum during the period from 1985 to 1999, characterized by a lack of 
democratic governance, effectively ensured that none of the recommen-
dations from the global conferences could be implemented in Nigeria. 
The attendant abuse of human rights and the muzzling of alternative 
voices weakened all institutions of governance and led to a systematic 
deterioration of all human living indicators in the country.

It was therefore not surprising that by the end of 1999, Nigeria was 
reported to account for 10 percent of global estimates of maternal deaths 
and up to 40 percent of maternal morbidity due to obstetric fistulae 
(AbouZahr and Wardlaw 2000). Although the country signed the Mil-
lennium Declaration (2000), which included a pledge by nations to 
reduce maternal mortality by 75 percent by 2015, its weak health care 
system posed a major barrier to the achievement of this goal. In 2000, 
the World Health Organization summary index of performance of 
health systems (WHO 2000) ranked Nigeria 187th out of 191 surveyed 
countries. The WHO assessment found the Nigerian health system to 
have major problems in the level and distribution of health as well as 
other indicators of health system performance (WHO 2000, 154). The 
reemergence of democratic governance in 1999 provided an opportu-
nity to address these problems and to prioritize health as an essential 
item in the country’s developmental agenda.
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However, the new government did not begin to prioritize maternal 
health until the tail end of its first term, 1999–2003. Professor Eyitayo 
Lambo was appointed the new Minister of Health in 2003. As a health 
systems expert, he understood the connection between health systems 
effectiveness and the improvement of health indicators. He was there-
fore able to identify health systems reform as the new strategic direction 
for the Federal Ministry of Health for improving the governance of the 
health system and reducing maternal mortality. Consequently, over the 
following years, the Ministry, in collaboration with local and interna-
tional partners, developed a strategic framework and implemented vari-
ous policies and programs for strengthening the country’s health care 
system. The period also witnessed increased political commitment to 
addressing maternal health at the highest level of governance (Shiffman 
and Okonofua 2007).

Partly due to improved health system governance, the country wit-
nessed a decline in maternal mortality by 41 percent between 1990 and 
2010 (Hogan et al. 2010). However, the progress made was still less than 
the proportionate decline needed to achieve the MDG 5. Nigeria is still 
counted as one of six developing countries that account for 50 percent 
of global maternal deaths, with the country’s burden of maternal death 
rising to 14 percent of global estimates (Lozano et al. 2011). This chapter 
describes the processes, methods, and strategies that the country adopted 
during the first eight years of its new democratic experience (1999 to 
2007) to strengthen the governance of its health system and to reduce 
its high rate of maternal mortality. It provides some explanation for 
the successes and achievements made, identifies several challenges that 
remain to be overcome, and makes recommendations on ways to reor-
ganize the health system to reduce the high rate of maternal mortality in 
the country.

Data Sources

Data were obtained from various policy documents generated by the 
Federal Ministry of Health of Nigeria during the period 1999 to 2007, 
when it focused on improving the governance of its health care system 
(Lambo 2005). We also reviewed various published and unpublished data 
sources and articles from different parts of the country that documented 

210138 i-xxii 1-394 r8rp.indd  239� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



240	 Governing Health Systems

the performance of the health system and maternal health indicators 
before and after the period. The Women’s Health and Action Research 
Center (WHARC, www.wharc-online.org), a nongovernmental orga-
nization founded in 1993, took specific steps to document the processes 
both in its annual reports and publications as well as through its flagship 
international journal, the African Journal of Reproductive Health (AJRH, 
www.ajrh.info). We drew heavily from data accumulated in WHARC’s 
archives to support the information and data presented in this report.

The Nigerian presidency organized two health retreats in 1999 and 
2006 as part of its efforts to build political understanding of Nigeria’s 
health system and to proffer appropriate solutions. As a key participant 
in these workshops, the author of this chapter used the results and rec-
ommendations of these meetings, as well as the reports of the presiden-
tial adviser on health and the special presidential adviser on MDGs, in 
analyzing maternal health activities in Nigeria and their effects.

We also reviewed the reports and data from various agencies of gov-
ernment specifically established to improve Nigeria’s health system 
over the past fifteen years. These include the National Agency for Food 
and Drug Administration (NAFDAC), the Nigerian Health Insur-
ance Scheme (NHIS), the National Primary Health Care Development 
Agency (NPHCDA), the National Agency for the Control of HIV/
AIDS (NACA), and the Office of Senior Special Adviser to the President 
on the MDGs (OSSAP-MDGs). Finally, our data sources also include 
results of several demographic and health surveys (National Population 
Commission 1992, 1999, 2000, 2004, 2009) that were conducted dur-
ing the ten-year period, as well as our own understanding of political 
and social events in the country.

Generating Political Commitment  
for Maternal Health in the 
Post‑Democracy Era

After decades of neglect, a policy window opened for the promotion 
of maternal health in 1999 at the advent of Nigeria’s second attempt 
at democratic governance, giving hope for future maternal mortality 
reduction. Raising the profile of a social justice issue such as maternal 
mortality reduction that affects mainly poor and marginalized citizens 
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can be a difficult undertaking in developing countries. The fact that 
such countries often grapple with the allocation of limited resources in 
the face of competing demands means that strategic political calculations 
have to be made to bring such issues to the attention of policy mak-
ers. The relevant question therefore is how maternal mortality reduction 
came to feature as an important priority item in the national develop-
ment agenda of Nigeria during the period 1999 to 2007. This can be 
attributed to three strategic developments, opportunities, and milestones 
that occurred during the period. The first was the declaration of the 
Millennium Development Goals (MDGs) by world leaders, which took 
place within the first year of the new democratic experience. The atten-
dant publicity and release of several international data that suggested that 
Nigeria was doing poorly in maternal health as compared to the rest of 
the world steered the top leadership of the new administration to find 
solutions to the problem.

Second, as President Obasanjo had a background in social justice 
activism, having been on the board of the Ford Foundation, he was 
openly sympathetic to issues related to poverty, social marginalization, 
and socioeconomic injustice. Therefore, in his early speeches as president 
(Obasanjo 1999) he spoke passionately about the need to end pervading 
social injustice, economic opportunism, and widespread impunity, and 
to level the social playing field for all citizens. He also promised to get 
citizens involved in decision making, especially on issues that affect their 
daily living. It was therefore not surprising that one of the first steps the 
president took was to invite citizens and stakeholders to identify prior-
ity areas for reform and to make specific recommendations on ways to 
achieve change in relevant sectors. Tagged Saturday Forum with Mr. Presi-
dent, one such retreat, held in July 1999, two months after the adminis-
tration came into office, focused on the needs of the health system. As a 
participant in that retreat, the author witnessed the frankness and open-
ness of the discussions and the patriotic fervor with which the presi-
dent moderated the meeting. The meeting was essentially conducted in 
a learning mode, which enabled the president to better understand the 
challenges facing the health system.

The third event that stimulated political consciousness for maternal 
health was a United Nations MDG Progress Report presented to heads of 
government at a meeting in New York in 2006. The report showed that 
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Nigeria was doing poorly in human development and health indicators 
compared with other developing nations. The country was pinpointed as 
having the second-highest absolute numbers of maternal and under-five 
deaths, and, with very low immunization rates, was one of a few countries 
still harboring the wild polio virus. Life expectancy in the country had 
also declined to one of the lowest rates in the world. With this informa-
tion, the president convened a second health retreat in August 2006 with 
the theme, “Achieving Accelerated Increase in Life Expectancy in Nige-
ria: The Way Forward” (FMOH 2006). The retreat identified the high 
rate of maternal and child mortality as the major reason for the declining 
life expectancy in the country (Okonofua 2006). It identified three prior-
ity areas for immediate intervention to reverse the trend. These include 
the provision of a health safety net to offer women and children access to 
evidence-based care, the introduction of a midwifery program to improve 
the staffing of primary health centers (PHCs) throughout the country, and 
increased funding of maternal and child health care.

Strengthening the National Health 
System and Improving Health 
Governance: 1999–2007

Some of the specific activities undertaken to strengthen the coun-
try’s health system between 1999 and 2007 included: (1) declara-
tion of a health reform agenda, (2) enunciation of new health policies, 
(3)  increased health funding, (4) the establishment of the National 
Health Insurance Scheme (NHIS), (5) specific programming in mater-
nal health, (6) improved human resources for health and infrastructural 
development, (7) the improvement and consolidation of the country’s 
drug regulatory and enforcement agency, and (8) the establishment of a 
national HIV/AIDS control agency.

Health Reform Agenda

Health system reform was an important component of the efforts to 
improve health governance and reduce maternal mortality during the 
second half of the administration. The Health System Reform Program 
(HSRP) (Lambo 2005) was designed in 2003 as part of the National 
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Economic Empowerment and Development Strategy (NPC 2001), with 
a goal to prioritize health for the accelerated achievement of the MDGs, 
especially with respect to reduction in infant, neonatal, and maternal 
mortality rates. The objective of the HSRP was to correct all the factors 
that led to the poor performance of the Nigerian health system in previ-
ous years, propelling it to greater cost effectiveness and efficiency.

The health system reform agenda was developed through a participa-
tory process that involved various stakeholders, including policy makers 
at national and subnational levels, development partners, and program 
implementers from across the country. The seven strategic objectives of 
the HRSP were to: (1) improve the performance of the stewardship role 
of the government, (2) strengthen the health system and improve its 
management, (3) improve the availability of health resources and their 
management, (4) improve the physical and financial access to evidence-
based health services, (5) reduce the burden of disease attributable to 
priority health problems, (6) promote effective public–private partner-
ships in health, and (7) increase consumers’ awareness of their health 
rights and obligations.

During the period from 2004 to 2007, substantial progress was made 
in implementing different components of the health system reform 
agenda. The national health policy was updated, and a national strategic 
plan for health system reform was approved by the Federal Executive 
Council. As shown in Table 9.1, several policy documents to guide the 
implementation of programs and actions in health care were also devel-
oped. By mid-2007, eighteen ancillary policies, eight medium-term 
strategic plans, and four guidelines for implementing the reform agenda 
were either completed or were at various stages of completion.

The plans and activities of the HSRP have been subjected to vari-
ous reviews. Despite the good intentions of the reform framework, the 
actual implementation of the policies and programs contained in the 
strategy have remained a major challenge.

Emergence of New Health Policies

The period of military rule (1985–1999) that preceded the enactment of 
the new democracy era in Nigeria was characterized by poor health pol-
icy formulation, inadequate legislation on matters relating to health, and 
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the lack of a strategic plan of action for promoting various components 
of health. As part of the new democratic experience, the two houses of 
the National Assembly enunciated various health laws and revised old 
ones during the period. Table 9.2 presents the current health laws and 
legislative acts in Nigeria, which indicate that a substantial number were 
formulated after 1999 (FGN 2004; FMOH 2001, 2002, 2005, 2007).

The policies ranged from those that make indirect contributions to 
health, such as the National Economic Empowerment Development 
Strategy (NEEDS), to those that promote best practices in health and 
those that deal directly with the control of specific diseases such as HIV/
AIDS. The most noteworthy of these policies with direct implications 
for maternal mortality prevention were: the national reproductive health 
policy, the health system reform policy, strategic plan for the acceler-
ated attainment of the MDGs, the revised national health policy, and 
blueprints for the revitalization of primary health care and the national 
health insurance scheme. The regime also developed strategic plans for 
priority health problems such as the Roll Back Malaria policy, which 
have direct implications for preventing maternal deaths.
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Progress in Health Financing

A review of Nigeria’s major economic indicators and health expenditure 
profiles between 1999 and 2013 shows that the country witnessed steady 
economic growth over the past years from a low of GDP growth rate 
of 0.69 percent in 1999 to a high of 8.6 percent in 2010. Between 2009 
and the first quarter of 2013, Nigeria had one of the fastest-growing 
economies in the world, largely due to increased international pric-
ing of petroleum, the country’s main income earner. However, a major 
problem has been the lopsidedness in the country’s expenditure pro-
file, whereby a large proportion of its budget is devoted to recurrent 
expenditure. More than 70 percent of the country’s annual budget is 
now dedicated to personnel and overhead costs, from a low of 53.2 per-
cent in 1999. This is in large part due to a three-tier form of government 
made up of national, state, and local government levels, and to a bloated 
government labor force.

Despite the booming economy, it is worrisome that Nigeria still 
spends less than U.S. $63 per capita on health. When compared to the 
United States, which spends up to U.S. $8,608 per capita on health, the 
extent of continued underfunding on health in the country becomes 
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evident. The political commitment announced by the government to 
address maternal health during the period did not appear to have influ-
enced this indicator, as the per capita expenditure rose briefly, from U.S. 
$44.40 in 2004 to U.S. $79.30 in 2008, only to fall to its currently low 
figures. To this day, Nigeria’s per capita expenditure on health remains 
one of the lowest in the world.

In 2001, African heads of government agreed at a conference in Abuja 
(the Abuja Declaration) to allocate 15 percent of their government fund-
ing for health in their various countries. Nigeria has yet to meet this 
target. Its total health funding as a percentage of government expen-
diture was highest in 2003, when it allocated 7.55 percent, just about 
halfway to meeting the Abuja target. This indicator fell to 5.5 percent in 
2010, its lowest level in a decade.

A major achievement of President Obasanjo’s administration was the 
reduction in the nation’s debt burden. Since the 1980s, the country had 
been indebted to international creditors to the tune of U.S. $35 billion, 
for which the sum of U.S. $2 billion was spent each year for debt servic-
ing. The debt burden limited the ability of the government to meet the 
health and social needs of its citizens. In 2005, the Paris Club of credi-
tors agreed to cancel U.S. $18 billion of the country’s total indebted-
ness. The government then directed that the accrued gains (called Debt 
Relief Gains, DRG) should be used to finance pro-poor programs and 
the achievement of the Millennium Development Goals in the country. 
The health system was a beneficiary of this relief. The savings amounted 
to N100 billion (U.S. $757 million) annually, from which the sums of 
N21.3 billion and N15 billion were allocated to improve the health sys-
tem in 2006 and 2007, respectively, while HIV/AIDS control received 
the sum of N1 billion. During this period, health ranked second to edu-
cation in allocations made to various sectors from the DRG. However, 
this only slightly increased the per capita expenditure on health after 
2005, while a further slide has appeared since 2009.

The first National Health Accounts was published by Soyibo et al. 
in 2006. The results showed that household expenditure is the major 
source of health financing in Nigeria, providing up to 65.9 percent of 
the total health care costs. By contrast, the federal government provides 
12.4 percent; states, 7.4 percent; local government councils, 6.4 percent; 
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and firms, 6.1 percent; while development partners contribute 1.8 per-
cent to health care financing. Private health expenditure as a percentage 
of GDP was 5.58 percent in 2002, but declined to 3.71 percent in 2009, 
which amounts to more than half of the total GDP health expenditure. 
The data also show that out-of-pocket expenditure as a percentage of 
private health expenditure remains high, reaching a staggering 95.34 
percent in 2010. Thus, high household expenditure on health remains 
a major challenge in Nigeria, and is a persisting contributor to the high 
burden of disease in the country. By contrast, external contributions to 
health care (from donor and related sources) amounted to a paltry 5.07 
percent in 2010, representing a nearly 3 percent decline between 2003 
and 2010.

Within this context of overall inadequate funding for health, it is to 
be noted that maternal health received less funding during the period, 
despite the increased rate of policy developments aimed at addressing 
the problem. Indeed, the underfunding of maternal health has remained 
a major subject of discourse in the past decade. In 2007, the govern-
ment attempted to address this by drafting a national health bill, aimed 
at ensuring that up to 2 percent of the nation’s GDP is set aside for the 
implementation of primary health care, a major component of maternal 
health care. The bill was approved by the National Assembly in May 
2011, but since it was not signed into law by President Goodluck Jona-
than at the stipulated time, it now lacks legislative validity. Despite the 
pledge by the government to increase funding for maternal health as 
part of its implementation of the Subsidy Re-Investment Empowerment 
Program (Nigerian Presidency 2013) for promoting a social safety net 
for citizens when the government partially removed the subsidy from 
petroleum products in January 2012, very little evidence of its high-
impact value has been seen.

The National Health Insurance Scheme

The National Health Insurance Scheme (NHIS) was established by Mil-
itary Decree No. 35 of 1999 to reduce the burden of health financing 
on households and individuals. However, it was not until 2005, dur-
ing the second half of the new administration, that the plan was finally 
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launched. The scheme is now fully operational, with more than two 
million registered participants in 2008. By mid-2012, only 3 percent 
of the population (five million individuals) had been covered (Dutta 
and Hongoro 2013), indicating a slow pace of progress in scaling up the 
insurance plan.

An additional limitation of the NHIS is the fact that it does not cover 
unemployed persons, especially those in rural areas, who tend to have a 
higher burden of disease and less access to health services. In a country 
where up to 70 percent of the population lives on less than one dollar a 
day, this must be one major deterrent to accessing evidence-based care. 
It was for this reason that the government evolved the Community-
Based Health Insurance (CBHI) scheme, to be administered mainly in 
rural and urban-poor areas. However, even this scheme has yet to take 
off as a result of resistance to government-led contributory mechanisms.

To engender private contributions to health financing, the admin-
istration launched a national policy on public–private partnerships for 
health (FMOH 2005a). The policy was an offshoot of the health sys-
tem reform agenda, and was designed to promote collaboration between 
public and private sectors in providing affordable and sustainable health 
services. However, there is no concrete evidence to show that the policy 
has had significant effects in increasing private-sector investments and 
contribution to health promotion in the country.

Public-Sector Programming in Maternal Health

Alarmed by the daunting statistics on maternal and child health and 
buoyed by patriotic instincts, President Olusegun Obasanjo decided 
to personally take steps to reverse the trend. His first decision was to 
appoint a senior special adviser on the Millennium Development Goals 
(OSSAP-MDGs), with a specific mandate to prioritize the achievement 
of the health-related MDGs. However, the concurrent legislative nature 
of health governance in the country posed a major challenge. While the 
federal government is in charge of policy development and the man-
agement of tertiary care institutions, the states and local government 
councils manage the health system in their areas of jurisdiction. By this 
arrangement, the federal government has no direct influence in mat-
ters relating to health in the states and local government councils, and 
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yet these subnational levels of government need to function more effec-
tively if positive changes are to be achieved in maternal health. Indeed, it 
was widely recognized that the deteriorating maternal indicators in the 
country were largely attributable to the poor performance of states and 
local government councils in implementing their specific mandates in 
health.

In order to address this problem, the president appointed an honor-
ary presidential adviser on health in 2006, with the responsibility of 
mobilizing political commitment at subnational levels of government 
for implementing appropriate policies and programs for promoting 
maternal health. Thus, beginning in 2006, the office of the presidential 
adviser (SPA) worked with the OSSAP-MDGs, the Federal Ministry 
of Health (FMOH), the National Primary Health Care Development 
Agency (NPHCDA), and state governments to implement maternal 
health projects at both the national and subnational levels. Some of the 
activities implemented included the following:

•	 The implementation of a policy on free maternal health services 
at all levels of the health care system to promote increased utilization of 
evidence-based maternity care by women. This was based on evidence 
suggesting that only 30 percent of Nigerian pregnant women are assisted 
at delivery by skilled birth attendants, mainly due to women’s lack of 
economic resources (Okonofua 2006; Okonofua 2007a). By 2010, as 
many as eighteen of the thirty-six Nigerian states provided free mater-
nal health services (Okonofua and Lambo 2011). President Obasanjo 
also directed that free medical services should be offered to pregnant 
women attending federal health institutions across the country.

•	 The creation of a Midwifery Services Scheme (MSS), whereby 
retired and recently qualified midwives would serve in rural primary 
health centers for at least one year on a rotating basis. This was to 
address the lack of midwives in rural health centers, where a major-
ity of rural deliveries take place. This policy is currently being imple-
mented by  the NPHCDA, with recent evidence indicating that more 
than 26,000 midwives have been recruited, retrained, and are providing 
services in rural communities across the country. Under this program, 
815 health facilities (652 PHCs and 163 general hospitals) have been 
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engaged, with funding coming mainly from the federal government 
(NPHCDA 2012).

•	 The country’s Integrated Maternal, Newborn, and Child Health 
(IMNCH) Strategy document was launched in 2007 to strengthen the 
implementation of integrated maternal and child health services in the 
country. The program was designed to deliver a package of compre-
hensive and evidence-based interventions to mothers and children from 
the time of conception through pregnancy, delivery, and the newborn 
period, through infancy, and continuing until the child was five years 
of age. The strategy identified a number of interventions for reducing 
maternal and child mortality. However, despite its compelling nature, 
the program has not advanced sufficiently due to inadequate plans made 
for its implementation (Okonofua 2013). Aside from inadequate finan-
cial allocations made for its implementation, there has been complete 
failure to integrate the processes and methods of its implementation into 
the health care system. For it to be operational, health workers need to 
be retrained or oriented to its use, while protocols, procedure manuals, 
and algorithms are still not in place to support its implementation.

Human Resource and Infrastructural Development

One factor responsible for poor access to maternal health care in Nigeria 
is the inadequate number of health personnel in the country. Only about 
33 percent of pregnant woman are assisted at delivery by skilled birth 
attendants (doctors and midwives), with less than 10 percent delivered by 
doctors (Okonofua 2006). With such low skilled birth attendance rates, 
it would be difficult to dramatically reduce rates of maternal mortal-
ity. The challenge has always been in producing an adequate number of 
health professionals and motivating and retaining them to work in dif-
ferent locations in the country. The 1999–2007 period witnessed a rapid 
growth in the number of doctors in Nigeria, from a total of 14,754 in 
1989 to 52,408 doctors in 2007. The number of nurses, midwives, phar-
macists, and other health workers also doubled during the period. The 
number of obstetricians and gynecologists increased from 250 to more 
than 1000, while the number of specialist doctors in disciplines such as 
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pediatrics, internal medicine, surgery, community medicine, pathology, 
and radiology also increased significantly. This was due to increased 
funding that enabled academic and health institutions to provide under-
graduate and postgraduate medical education within the country, rather 
than candidates going abroad for training, with the likelihood that they 
would not return.

Despite the growth in health personnel, the period also witnessed 
an increase in out-migration of health workers. Data from the U.K. 
National Health Service showed that the number of Nigerian nurses 
registering to work in the United Kingdom increased from 180 in 1998–
1999 to more than 500 in 2003–2004. Similar trends were recorded for 
emigration of various health professionals to other developed economies 
around the world.

A further development was the unequal distribution of health workers 
in various locations across the country, whereby many health profes-
sionals either work in exclusive urban communities to the neglect of 
rural areas or work in lucrative private facilities rather than in public 
hospitals devoted to the treatment of the poor. Out-migration and the 
poor distribution of health professionals was a major subject of discourse 
as part of efforts to improve the health systems. Debate focused on the 
nature, causes, and consequences of the problem, and on how the situ-
ation might be changed to ensure the provision of high-quality mater-
nal health care in the country. The most immediate corrective measure 
employed by the government was to increase the salaries and emolu-
ments of health workers. However, this did little to address the problem, 
as the salaries offered were still not competitive with those in the inter-
national market.

Another problem was that younger professionals sought to migrate 
to well-equipped hospitals abroad with modern diagnostic and curative 
facilities in order to gain additional skills and experience. To address this 
demand, the government refurbished facilities and infrastructure in all 
sixteen federal tertiary hospitals in the country through a contract made 
with VAMED, a German engineering firm. Unfortunately, there was 
little provision for additional training of personnel to use these facilities, 
which tended to reduce the quality of service delivery that was obtained 
from this initiative.
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Intensified Drug Regulatory Policy

One major area where the new democratic administration made con-
siderable impact in health promotion was the control of counterfeit and 
adulterated drugs. For years, Nigeria had the highest rate of adulterated 
drugs in West Africa. The National Agency for Food and Drug Admin-
istration and Control (NAFDAC) was established by Decree No. 15 of 
1993 (Federal Ministry of Health 1993). However, prior to 1999, the 
agency made limited progress in reducing the prevalence of fake and 
adulterated drugs in the country due to its weak administrative struc-
ture. At the time, high rates of adulterated antimalarial and antibacte-
rial drugs contributed to the high burden of maternal ill health in the 
country.

President Obasanjo appointed Professor Dora Akunyili, a fearless uni-
versity pharmacy professor, as the director of NAFDAC in April 2001. 
Following this appointment, NAFDAC intensified its efforts and had 
significant success in reducing the number of counterfeit, substandard, 
and illegal drugs in the country. During the period, NAFDAC regula-
tory activities included the control of counterfeit drugs, the prosecu-
tion of persons found contravening the nation’s drug laws, and public 
enlightenment campaigns, with statistics showing increased effective-
ness of the agency. In the five years preceding 1999, only 2,539 products 
were registered by NAFDAC, whereas between 1999 and 2003, 10,584 
products were registered, a nearly fourfold increase. NAFDAC also 
destroyed more than 115 substandard and counterfeit products worth 
over U.S. $150 million during this period (NAFDAC 2009), with as 
many as fifty people convicted.

Due to the increased effectiveness of NAFDAC, the level of coun-
terfeit drugs in circulation dropped from an average of 41 percent in 
2001 to 16.7 percent in 2006, while the proportion of NAFDAC unreg-
istered drugs in the country declined from 68 percent in 2001 to 19 
percent in 2006. Although substantive data are unavailable, this devel-
opment led to improved control of diseases such as malaria that help 
account for maternal mortality in the country. The success of NAFDAC 
in controlling illegal drugs was widely acknowledged by national and 
international agencies (Roberts and Reich 2011), and was one of the 
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most visible efforts made to transform Nigeria’s health system during the 
period.

The Control of HIV/AIDS

HIV/AIDS control was a major beneficiary of the health reform agenda 
of Nigeria’s democracy period. At the time the new administration came 
into office in 1999, the national HIV seroprevalence rate had increased 
to 5.4 percent (see Figure 9.1), with the government having no definite 
plan for controlling the disease. There was also widespread ignorance 
(at both the individual and policy levels) about the disease and its true 
impact. Indeed, in 1998, only the sum of U.S. $2,000 was allocated for 
HIV/AIDS control, but even this amount was not released.

At the first Presidential Health Retreat held in July 1999, the neglected 
state of HIV control was presented to President Obasanjo, who immedi-
ately offered to lead the fight against the disease. Presidential support led 
to the development of the expanded HIV/AIDS national multi-sectoral 
response and the establishment of the Presidential Council on AIDS 
(PCA) in 2000. The committee (and now the agency) developed sev-
eral policies, including the National HIV/AIDS Policy, the HIV/ AIDS 
Emergency Action Plan, and the National Strategic Framework, as well 
as several guidelines and protocols to fast-track control of the disease 
(NACA 2004, 2005, 2009).

Since its founding, NACA has received substantial funding from sev-
eral sources for the control of HIV/AIDS. Apart from increased fed-
eral budgetary allocations, HIV/AIDS also benefitted from the DRG 
made available after the Paris Club cancelled the country’s debt in 2005. 
The country also received HIV assistance funding from the World 
Bank, President’s Emergency Plan for AIDS Relief (PEPFAR), the 
Global Fund, and several international development organizations. Fur-
thermore, political commitment to tackle the disease reached a new 
tempo in 2002, when the government provided its own funds to get ten 
thousand adults and five thousand children on free antiretroviral treat-
ment within one year. More funds were provided through a presidential 
order in 2005 to place 250,000 (out of the then-estimated 500,000) 
HIV-positive adults and children in treatment.
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Despite increased funding and programmatic activities, decline 
in HIV/AIDS prevalence has failed to progress at the same rate. Data 
from NACA (see Figure 9.1) showed that HIV prevalence increased 
to 5.8  percent in 2001, but declined to 4.4 percent in 2005. Further 
increase to 4.6 percent occurred in 2008, with a decline to 4.1 percent 
in 2010. Current estimates indicate a slight drop to a prevalence rate of 
4.0 percent in 2013, confirming the slow pace of progress. With an esti-
mated 3.4 million persons living with HIV/AIDS, Nigeria is currently 
rated as the country with the second-highest burden of the epidemic in 
the world.

The contribution of HIV/AIDS to maternal health also worsened 
during the period. HIV/AIDS is now the leading cause of maternal 
mortality in major hospitals in the country (Aisien et al. 2010). Recent 
reports from NACA (2013) also show that of the estimated six million 
annual pregnancies in Nigeria, about 230,000 women are HIV positive. 
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With only 18 percent of women receiving prophylaxis against mother-
to-child transmission of HIV, up to sixty thousand HIV-positive babies 
are born each year. Although an 8 percent drop in HIV among Nigerian 
children from birth to age fourteen occurred between 2009 and 2012, 
with about ten thousand fewer children and women acquiring HIV dur-
ing the period, the country is still counted as having the slowest decline 
in HIV transmission in children and women of reproductive age. The 
report also showed that only one in ten HIV-infected children receives 
lifesaving antiretroviral treatment. Thus, Nigeria currently has one of 
the highest burdens of pediatric HIV/AIDS, with little progress in the 
prevention of mother-to-child transmission of the virus.

Progress in Maternal Health Indicators

As a result of increased political commitment, the prevention of mater-
nal mortality was the second most mentioned health intervention by 
government officials during the period between 2004 and 2007. Presi-
dent Obasanjo, for example, personally led the campaign and made sev-
eral speeches to key public- and private-sector stakeholders on the need 
to realistically tackle the high rate of maternal mortality in the coun-
try. Several state governors and legislators also did the same, especially 
those seeking reelection to public offices. Indeed, maternal mortality 
became a buzzword in the country’s political lexicon, with the media 
being very active in the ensuing discussions and debate. However, only a 
few subnational-level governments backed this up with specific strategic 
programming on maternal health. Although as many as eighteen state 
governments declared policies on the implementation of free maternal 
health (Okonofua and Lambo 2011), the lack of substantial allocation of 
funding reduced the program’s impact. Indeed, Chama commented on 
the implementation of the free maternal health program in Borno State, 
in northeastern Nigeria, as follows:

The program is characterized by severe shortages in resources 
needed to promote maternal health. . . . Although an amount 
was budgeted for the program in 2009, the program had died 
by the beginning of that year. It appears the program is only a 
political gimmick aimed at aligning with the current wave of 
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declaration for free maternal health by state governments across 
the country. There does not appear to be any sincerity on the 
part of government to execute the program with purposefulness 
and tenacity. (2010, 51)

However, a notable exception was Ondo State Government, under 
Governor Mimiko (a medical doctor), which launched the Abiye mater-
nal health program in 2010 (Mimiko 2010). Under Abiye, intense public 
health education was provided to women and community gatekeepers 
on the need for evidence-based maternity care; free maternity services 
were provided in all public health facilities in the state; health rangers 
were trained and assigned to specifically monitor twenty-five pregnant 
women per health ranger throughout pregnancy and delivery; toll-free 
mobile phones were provided for pregnant women to contact their health 
rangers when pregnancy complications occurred; and ambulances were 
provided to rapidly transport pregnant women to health facilities when 
they experienced complications. The state also built two mother and 
child hospitals in two major cities at which all pregnant women experi-
encing pregnancy complications were offered high-quality routine and 
emergency-referral obstetric care.

Within the first year of its implementation, the program treated 
31,000 pregnant women, with 1,224 women delivered by caesarean sec-
tion, with no recorded cases of maternal death. A more than 200 per-
cent increase in attendance in prenatal clinics and a nearly 250 percent 
increase in deliveries were recorded in public maternity hospitals dur-
ing the first twelve months of the implementation of the program, with 
a corresponding decline in the proportion of women using faith-based 
clinics and traditional birth attendants (Ondo News 2013).

With the slow pace of implementation of maternal health pro-
grams in other states, it was not surprising that the rate of improve-
ment in maternal health indicators has not been encouraging. Although 
maternal mortality declined to 630 per 100,000 women in 2013, the 
fact that intermediary indicators (contraceptive prevalence rate, per-
cent of women attending to prenatal care, and proportion of home 
birth) did not change substantially during the period implies that the 
fall in maternal mortality may not be sustained. By contrast, there was 
some improvement in child health indicators as epitomized by the 
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nearly 30 percent decline in infant mortality between 2003 and 2013, 
and the  decline in the under-five mortality rate from 201 per 1,000 
live births in 2003 to 143 in 2013. Similarly, the proportion of children 
aged twelve to twenty-three years who are fully immunized increased 
to 71 percent in 2013, which may have accounted for the decline in 
infant and under-five mortality rates experienced during the period 
2003–2013.

Discussion and Recommendations

The objective of this chapter is to describe how political commitment 
was mobilized in an attempt to reduce the high rate of maternal mor-
tality in Nigeria, and to identify the lessons learned in the process. 
Although several international development partners and local nongov-
ernmental organizations implemented various activities for preventing 
maternal mortality in the country in previous years, the lack of gov-
ernment ownership of such programs tended to reduce their sustain-
able long-term impact. Efforts to engage governments to prioritize the 
reduction of maternal mortality between 1990 and 1999 were unsuc-
cessful due to the military dictatorship that ran the country during the 
period. The advent of democratic administration in 1999 provided a 
window of opportunity, which was utilized very extensively by both 
local and international partners working on the issue.

Several lessons were learned in the process. The first lesson is that an 
issue such as maternal mortality that has multifactorial components will 
require political mobilization at the highest level of governance for any 
effective traction to be achieved. President Obasanjo, as coordinator of 
the executive arm of government, needed to be the principal focus of 
the advocacy activities.

Second, we learned that the best way to begin the advocacy process 
is to build the awareness and understanding of the president about the 
issue, without necessarily assuming that he had prior knowledge of the 
determinants of the problem. This we did with the new president, under 
the platform provided by the Saturday Forum with Mr. President. Addi-
tionally, there is a tendency for change advocates to use an adversarial 
approach in an attempt to gain priority political attention for an issue, 
believing that government officials know the problem already and that 
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they are merely failing to act. The results of this intervention indicate 
that this is not always the case, and that considerable time and patience 
need to be devoted to building policy makers’ understanding of the 
problem. As an example, Dr. Mimiko was able to develop the highly 
successful Abiye maternal health program in Ondo State because of his 
prior knowledge of the issue, being a medical doctor himself.

The third lesson we gained from this effort was the need to offer 
simple and layered solutions to the problem rather than those based on a 
multicomplex analysis and interpretation of the problem. Policy makers 
have little time for high-level academic pontification of the solutions to 
a problem. By contrast, government officials, especially those in devel-
oping countries, would be more likely to act if simple and inexpensive 
solutions are provided in such a way that they can address them in a 
back-to-back manner, rather than being required to provide omnibus 
solution to a problem that has taken time to accumulate. The need to 
rank solutions in order to gain government’s attention to the problem is 
therefore an important and critical strategy.

However, the program faced several challenges. Despite gaining 
high-level political commitment for maternal mortality prevention, the 
approach did not result in substantial deployment of resources to address 
the problem, nor was there a sustainable decline in rates of maternal 
mortality. Although new policies that addressed maternal health were 
developed, very few of these policies were actually implemented. Bud-
getary allocations for health were also marginal, with very little devoted 
to addressing maternal health.

A major question, therefore, is: What was responsible for this dis-
connect between the high-level political commitment and the actual 
implementation of policies and programs in maternal health? Our first 
explanation for this was the failure to infuse the bureaucratic system with 
the same zeal and passion shown by the president for reform in the health 
sector. Indeed, a major lesson we learned is that political commitment 
at the highest level of government should be followed up with second-
layer advocacy and capacity-building activities for program implement-
ers (e.g., program directors at the Ministry of Health) to ensure that they 
are able and willing to carry out the program activities. This is the only 
way to improve the quality of health systems governance necessary to 
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reduce the burden of ill health in countries with manifestly low capacity 
to deliver health interventions.

A second problem was that many of the presidential ideas and thoughts 
about health were not completely integrated into the political discourse 
at the time. Health, being a multidimensional issue, has its own political 
calculations, which needed to be considered in efforts to attract atten-
tion to the sector. In a country like Nigeria, where the limited resources 
are often competed for by several sectors, the allocation of resources to a 
sector has its own political considerations. Although the president dem-
onstrated a decisive will to address health issues, the failure to include 
health in his broad-based political strategy meant that his vision for 
health was not carried through following his exit in 2007. This oversight 
became glaring when the president who succeeded him failed to include 
health in his seven-point strategic agenda, despite the fact that the two 
administrations were products of the same political party.

According to Kaufman and Nelson (2004) and Roberts et al. (2004), 
the policy reform cycle can be better contemplated under four working 
cycles: (1) the initial placement in the policy agenda (agenda setting), 
(2) technical design of the reform process, (3) legislative consideration 
and passage of the reform bill, and (4) implementation of the adopted 
policy (implementation). While our efforts succeeded in placing the 
maternal mortality issue in the policy agenda, we failed to complete 
the entire policy reform cycle. In particular, our failure to include leg-
islation  as part of the reform diminished the sustainability and large-
scale impact of the program. Also Fox and Reich (2013) identify four 
variables that are critical for achieving successful reform. These include 
institutions, ideas, interests, and ideology. Therefore, I believe that this 
initiative was also imperiled by the lack of effort to infuse relevant insti-
tutions and stakeholders with the ideas and ideology needed to consoli-
date the reform process. Going forward, these variables need to be taken 
into account in efforts to deepen political commitment for institutional-
izing best practices for preventing maternal mortality in the country.

A third problem was the inadequate understanding of the connection 
between poor health outcomes and the national economy. Although 
the nation’s economy improved considerably in the second half of the 
administration, there was no concomitant improvement in the nation’s 
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health indicators. This was in part due to a skewed distribution of the 
nation’s wealth, as a considerable proportion of the population remained 
poor despite the improving economy. Although the administration 
attempted to relieve the health burden of the poor by allocating much 
of the debt relief gains to pro-poor policies, there was little evidence 
that such allocations actually benefitted the poor. Despite the improved 
economy, living conditions in the country did not improve due to the 
effects of pervasive poverty, illiteracy, and deteriorating infrastructure. 
Access to environmental sanitation, clean water, a healthy environment, 
good nutrition, transportation, and a ready source of energy remained 
inadequate, which considerably reduced the opportunity to create good 
health in the country. As part of a composite demonstration of political 
commitment, efforts should be devoted to rectify these intermediating 
determinants of maternal health.

Conclusions

We conclude this analysis by positing that political commitment is 
necessary to strengthen health systems and promote maternal health 
in democratizing low-income economies with high rates of maternal 
mortality. Achieving political commitment will be relevant for gaining 
community ownership of programs designed to address maternal health, 
leading to greater effectiveness and sustainability of such programs. It 
will also ensure the deployment of substantial state resources for address-
ing maternal health and for promoting accountability and transparency 
in the use of available resources. A stepwise approach based on building 
political actors’ knowledge and understanding of the problem, identify-
ing simple and cost-effective solutions to the problem, demonstrating 
the benefits that can accrue to political actors by addressing the problem, 
and entrenching the reform in the legislative process are some ways to 
advance social change for the issue.

However, political commitment alone is not sufficient. Sustainable 
progress can only be made if attention is paid to building policy entre-
preneurs able to infiltrate the political system with ideas for reforming 
the health system to prevent maternal deaths. Maternal health experts 
also need to improve their expertise to constantly engage policy makers 
in creating the necessary changes. Furthermore, maternal health would 
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have to be developed as part of a comprehensive agenda for achieving 
broader developmental goals. Strategic efforts, when devoted to address-
ing broader issues such as the promotion of basic education, empowering 
women, reducing the rate of poverty, and countering harmful cultural 
beliefs and practices, will contribute to accelerated declines in rates of 
maternal mortality in Nigeria and other low-income countries.
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Chapter 10

Governing the Reform of the United Nations 
Health Systems for Palestine Refugees: 

Moving Mountains

Akihiro Seita

Introduction

Governing national health reform is always complex. Available resources 
are relatively, if not absolutely, limited, and the social and political envi-
ronment does not always support change. Health sector reform is a 
“profoundly political process” according to Roberts et al. (2004, 61), 
thus it requires both technical and political feasibility analysis. The 
United Nations (UN) Relief and Works Agency for Palestine Refu-
gees in the Near East (UNRWA) has been engaged in the reform of its 
health delivery system for the last two years, and we continue to assess 
its progress. UNRWA manages the largest health delivery system of all 
UN agencies, serving around five million Palestine refugees at present. 
UNRWA’s health system is in the unique position of operating in mul-
tiple states while being managed not by the governments of those states, 
but by the UN. Additionally, because the situation of the Palestine refu-
gees is heavily influenced by conflicting political forces in the region, 
the health system will likely persist for many years to come, and will 
need to adapt to the evolving environment.

Note: The data in this chapter are current as of July 2013 when it was written.
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This chapter analyzes the reform process of UNRWA’s quasi-
governmental health system, highlighting the lessons we learned for 
the effective governing of health reform. Because this is the first major 
reform of UNRWA’s health system, the chapter will answer questions 
regarding the motivations for reform, implementation of the family 
health team model, and how UNRWA is monitoring its progress.

Background

UNRWA was established in 1949 following the 1948 Arab–Israel conflict, 
and became operational in 1950 to provide relief, human development, 
and protection services to Palestine refugees. Sixty-three years later, the 
agency continues to provide education, health, relief, and social services 
to more than five million registered Palestine refugees in five fields of 
operation: Gaza, West Bank, Lebanon, Syria, and Jordan. UNRWA has 
its headquarters (HQ) in Amman, Jordan, and in Gaza, which coordinate 
the activities of the five field offices (FO). The annual operating budget 
of UNRWA is around U.S. $550 million, which is provided exclusively 
by donor contributions. Eighteen percent of the operating budget is allo-
cated to operating health services in the five fields.

UNRWA started the agency-wide reform process, called organiza-
tional development (OD), in 2006 to strengthen organizational capacity 
within all programs (health, education, relief, and social services) to 
serve Palestine refugees more efficiently and effectively. The OD reform 
process focused on four levels of change as determined by higher man-
agement within UNRWA: program management, human resource 
(HR) management, organizational process and systems, and leadership 
and management (UNRWA 2009, 51). One significant change during 
OD was the decentralization and empowerment of field offices in their 
operations. For example, HQ originally controlled the budget and HR 
management of all field office programs, however, as a result of the OD, 
both responsibilities were devolved to the field office level.

UNRWA health systems have three tiers: headquarters, which handle 
policy and strategy development, field health departments, which are 
primarily concerned with operational management, and health centers, 
which provide service delivery. UNRWA follows both United Nations 
and host country regulations. UNRWA provides primary health care 
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at 139 health centers with three thousand staff, five hundred of whom 
are doctors. Health centers provide three main services: maternal and 
child health care (MCH) (including immunizations), noncommunica-
ble disease (NCD) care and management, and general outpatient ser-
vices. Aside from one in the West Bank, UNRWA does not run its own 
hospitals; UNRWA contracts with local hospitals in order to provide 
subsidized secondary or tertiary care. Financing of UNRWA’s health 
services, around U.S. $100 million a year from donor contributions, is 
usually allocated as follows: 60 percent for staff salary, 20 percent for 
hospital payment, 15 percent for medicines and supplies, and 5 percent 
for other needs. All services at health centers, including medicines and 
laboratory tests, are provided free of charge. Cost of hospital care is 
shared with refugees. In principle, UNRWA has fee-for-service con-
tracts with hospitals, and covers 70 percent of such payment with certain 
ceilings: the rest is borne by patients. This plan varies among the five 
fields based on the local situations.

UNRWA has contributed to sizable health gains for Palestine refugees. 
The infant mortality rate, for example, declined from 160 per 1,000 live 
births in the 1950s to less than 25 in the 2000s. Communicable diseases 
are largely under control, thanks to high vaccination coverage and the 
early detection and control of outbreaks using a health center–based epi-
demiological surveillance system. There were no reported cases of polio-
myelitis, tetanus, diphtheria, pertussis, measles, or rubella among the 
refugee population in 2011; additionally, a declining incidence of typhoid 
and tuberculosis has been reported recently (UNRWA 2013, 36).

However, the context in which UNRWA operates is rapidly chang-
ing. Demographic transition within the Palestine population has 
resulted in a 3 percent growth rate and an increasing NCD burden. The 
dynamic political and social environment—influenced by the stagnant 
Arab–Israeli peace process, the current Syrian crisis, and other regional 
events related to the Arab Spring—also heavily influences the refugee 
population and UNRWA’s ability to provide services. Additionally, the 
global financial crisis continues to seriously affect UNRWA operations, 
as it has led to financial constraints in host government health services, 
increased hospital prices, and reduced donor support.

These contextual changes motivated the reform process for UNRWA’s 
health services in 2010. There is an increasing need to focus on the 
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prevention of the behaviors and lifestyles that lead to an increased risk of 
NCDs, rather than on simply treating the disease once it has presented. 
Improvement of efficiency within UNRWA’s health services is needed, 
as it will relieve the pressure experienced by higher costs, especially to 
treat NCDs, and dwindling funds. In addition, UNRWA recognized 
the benefit to a primary care model in that the “family doctor” allows 
families to build a relationship with their doctors over the long term. 
The hope is that continuous visits with the same doctor over the life 
course will improve overall family health, eliminating the need for cost-
intensive treatments later in life. E-health and the appointment system 
also serve to reduce wait times and improve overall efficiency, creating a 
smoother client flow and reducing the amount of paperwork for the staff.

Health Reform Strategy Development

The education program, the largest program of UNRWA, started its 
reform process in 2010; UNRWA envisaged health reform as the sec-
ond phase. We at the health department of UNRWA began exploring 
health reform strategy in January 2011 as part of the OD, which was 
three months after the author joined UNRWA. The OD indicated that 
health reform should make health services more efficient and effective, 
particularly in response to the changing context in which UNRWA 
operates (UNRWA 2013, 16). We eventually adopted the family health 
team (FHT) model as the core health reform strategy by mid-2011, after 
six months of preparations, including extensive discussions, stakeholder 
analysis, and consultations. What follows is a summary of the steps taken 
to initiate and advance the reform.

Political Analysis (Stakeholder Analysis)

We began the initial discussions on UNRWA health reform with a full 
understanding that it is not only a technical but also—probably more 
importantly—a political process. At first, there was visible skepticism, if 
not resistance, to health reform among UNRWA health staff at all lev-
els. While OD had brought important changes to UNRWA operations, 
health services at the delivery level had largely remained the same, and 
in some cases, declined, due to financial difficulties. A reform was thus 
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perceived as reduction of services, and not improvement. In an effort to 
mitigate this kind of thinking, we conducted a stakeholder analysis and 
consultations from the very beginning of the process.

We began the political analysis by considering the main players and 
stakeholders in the reform process. In UNRWA’s operations, there are 
four key stakeholders: Palestine refugees (beneficiaries), UNRWA staff 
(thirty thousand in total, with three thousand in health, and almost 
exclusively Palestine refugees), host governments, and donors. Their 
power, positions, and perceptions on reform are complex. They are, in 
principle, supportive of the improvement of UNRWA services. How-
ever, going about health reform the wrong way could easily change that 
support to opposition. Refugees, already dissatisfied with the reduction 
of services available due to financial constraints, were skeptical about 
reform, concerned that it signaled an even greater reduction of services. 
UNRWA staff were also skeptical of health reform, as they shared many 
of the concerns of the refugee population (the majority being refugees 
themselves). Seeing the dissatisfaction of both patients and staff, host 
governments shared concerns that health reform might do more harm 
than good. Donors, for their part, were concerned that UNRWA had 
not yet made decisive reform, in spite of the fact that the environment 
and needs of the population served had changed drastically.

After the political analysis, we decided on two key strategies. The 
first was to put the refugees at the center of the reform. The argument 
was that if the refugees were happy, the staff would, in turn, be happy. 
A happy staff and client base would, in turn, satisfy the concerns of host 
countries. Seeing the improvements among staff and client satisfaction, 
coupled with a supportive and satisfied host country might, in turn, 
compel donors to provide additional support. Our goal was primarily to 
facilitate the stakeholders’ buy-in and equally, if not more importantly, 
avoid strong opposition.

The other strategy was to identify strong agents of change—within 
UNRWA’s context, these are the heads of UNRWA health services, or 
chief of field health program (CFHP), in the five fields. They themselves 
are members of the refugee population, and have a strong influence on 
the staff in their fields. They are also well respected by and have good 
communication with refugees. Above all, they were to be the imple-
menters of the reform once it started. This was particularly important 
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within the context of OD, where field offices have largely autonomous 
operations.

Identification of the Problems in Palestine Refugee 
Health and Health Services of UNRWA

We then conducted an analysis on the problems that UNRWA health 
services were facing with both the data we had and the previous reviews 
on UNRWA health services (UNRWA 2013, 16). We strongly engaged 
UNRWA staff, particularly CFHP, in the situation analysis.

Among the refugee population, the demographic transition is under-
way, which means that populations are living longer; aging populations 
have changing health care needs. Additionally, the epidemiological 
transition among refugees has already taken place; the main causes of 
mortality and morbidity for the population are no longer communi-
cable diseases. The data clearly confirmed that the health priority for the 
refugee population is now noncommunicable diseases such as diabetes 
mellitus, hypertension, and cancer. NCDs account for 70 to 80 percent 
of the causes of morbidity and mortality among the refugees. In fact, 
the number of diabetes and hypertension patients cared for at UNRWA 
health centers has been continuously increasing by 3 to 5 percent per 
year; there were more than 210,000 NCD patients being cared for in 
2012 (UNRWA 2013, 33).

However, UNRWA health services had not been responding to these 
changing needs; it was continuing to provide the same health services it 
had provided for decades. The services had been rather disease- or con-
dition-specific and fragmented within the health center: MCH, NCD 
(diabetes and hypertension), and general walk-in clinic. Additionally, 
the health centers were overwhelmed with patients; the average daily 
medical consultations per doctor has long been around one hundred, too 
high to provide quality services in both principle and practice. UNRWA 
has had appointment systems in place for years, and also started e-health 
(electronic medical records) in several centers beginning in 2009: how-
ever, they have yet to show impact on the overall workload of doctors, 
though improvements were noted in the MCH clinics.
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Initial Discussions on Health Reform and  
the Family Health Team Model

Based on the above analysis, we started initial discussions on health 
reform within and outside of UNRWA. The key question we sought to 
answer was, “What is the best way to address NCDs at our health cen-
ters?” This became the question we focused on because, as stated above, 
as a result of the demographic and epidemiological transitions, NCDs 
have become the core health problem for Palestine refugees; health cen-
ters continue to be the most important institutions in UNRWA health 
services. We raised this question to the CFHP, as they were among the 
key persons in health reform.

During the discussions, the idea of adopting family medicine, partic-
ularly in the form of a family health team (FHT) emerged as a response 
to our key question: “What is the best way to address NCDs at our 
health centers?” FHT is practiced in Ontario, Canada, where a FHT 
provides primary health care through a team of family doctors, nurses, 
and other health care providers. Each team is set up based on local health 
and community needs, and focuses on chronic disease management, dis-
ease prevention, and health promotion (Rosser et al. 2011, 165). FHT 
has also been introduced in Brazil, where it was expanded rapidly 
and produced a significant impact on infant mortality reduction and 
improved access to treatment and prevention for NCDs (Macinko 
and Guanais 2006; see also chapter 8 in this book). Adopting FHT in 
UNRWA health centers was strongly supported within the organiza-
tion, as it is a progressive primary health care model, it addresses the 
burden of NCDs on the refugee populations, and it emphasizes the 
importance of families, a key cultural value for Palestine refugees.

In order to ensure we kept our key stakeholder, namely the refugees, 
in mind during the reform, we envisioned “Fatima,” a fictional refugee 
woman and her family. We illustrated how Fatima and her family would 
benefit from the improvement of services before (Figure 10.1) and after 
(Figure 10.2) the introduction of FHT at health centers. We translated 
FHT into Arabic carefully as “ةلئاعلا ةحص قيرف”. This is a literal transla-
tion (from right to left “team” “health” and “family”). “Family” is a 
very important notion in the Palestine refugee society, as is “health,” 
and thus the translated phrase has very positive connotations within the 
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Photograph Source: Courtesy of UNRWA

Note: Most icons in Figures 10.1 and 10.2 courtesy of TheNounProject.com.
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Palestine culture. In March 2011, we organized a retreat with CFHP 
and adopted FHT as the reform strategy. We defined FHT as a family- 
and person-centered approach designed to provide holistic primary care 
at UNRWA health centers. Families are registered with and assigned 
to a provider team, or FHT, which consists of a doctor(s), nurse(s), and 
midwife(s). The provider team is responsible for all health care needs of 
the family registered over the life cycle.

Development of the Initial Log Frame (Results Chain) 
of Reform

After the initial agreement, we developed the first reform strategy docu-
ment in July 2011 (UNRWA 2011). The target of the reform was to 
implement FHT in all 139 health centers by 2015. Provisional key out-
puts were: the reduction of doctors’ workload, utilization of the appoint-
ment system as demand control, and improvement in the rational use of 
antibiotics. E-health was also an important support element. Copayment 
or prepayment of services at health centers was not an option, as it would 
have been politically impossible to implement under the environment at 
the time of reform. Improvement of NCD care was an important goal, 
but this could not happen without first reducing the workload per doc-
tor. This led us to select the average daily medical consultations per doc-
tor as one key quality improvement indicator, in conjunction with five 
others, discussed below in more detail.

As the FHT was a new venture within UNRWA, we first started 
with a pilot group of health centers, which allowed us to work out any 
unforeseen issues and build a logistical framework, or “log frame” (also 
known as “results chain”), which frames the FHT approach and sup-
ports its implementation at other health centers. This log frame would 
contain inputs necessary for implementing the FHT, as well as the pro-
cess components, outputs (service improvement), outcomes (health sta-
tus improved), and overall desired impact of the FHT. The goal was to 
develop a log frame that contained all the indicators necessary to deter-
mine the efficiency and effectiveness of the new model.
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Financing Health Reform

Throughout the process outlined above, we engaged potential donors, 
including the governments of Austria, Japan, Luxembourg, and the 
United States. We dialogued with key donors to understand their per-
ceptions of UNRWA and its health services, as well as their views of 
the FHT model. In discussions with donors, it was mentioned that this 
was the easiest idea to sell. The United States demonstrated their strong 
interest in supporting FHT and e-health by providing additional funds 
of approximately U.S. $400,000 to start the FHT pilot in 2011. The 
United States has continued to support the FHT and e-health expansion, 
with a total of U.S. $1.2 million to date. While not directly designated 
for FHT expansion, funds from other donors were often earmarked for 
the Health Department within the general fund, which covers all opera-
tional expenses for UNRWA.

Health Reform Strategy Implementation

Piloting of the Family Health Team

In October 2011, we started the FHT pilot in two health centers, one 
each in Gaza and Lebanon. Both centers were chosen because they met 
three selection criteria we set: they both had the presence of competent 
heads of the centers (senior medical officer, or SMO), both had strong 
support from the community, and both were close to their respective 
field office, allowing for proper supervision. CFHP took the lead in pre-
paring for and conducting the pilot.

In Gaza, Beit-Hanoun health center was selected. It is located in a 
semi-urban area, serving approximately forty-five thousand registered 
refugees. The SMO spent two months preparing to implement FHT by 
first engaging health center staff and community representatives. Once 
he successfully gained buy-in from the staff, he created three FHTs in the 
center, each composed of two doctors, two nurses, and one midwife. He 
then divided the refugee population geographically into three groups, 
assigning each to a team. This process took a total of two weeks.

In the next six weeks, he focused on three main tasks. First, health 

210138 i-xxii 1-394 r8rp.indd  276� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Governing National Health Systems� 277

center staff, particularly the doctors and nurses, had to be retrained. 
Under the old health model, caregivers specialized by experience in 
either MCH, NCD, or general health services. Under the new FHT 
model, they would have to be able to provide all three services to all 
patients if needed. Training was conducted via rotations, giving staff 
exposure to each specialty. The second task was to renovate and reorga-
nize the health center so that each team was located together. Through-
out this process, the SMO and health center staff continued the third 
task, dialogue with the community, by visiting community centers, 
schools, and other important institutions. Similar preparations took 
place at Rashidieh health center in Lebanon.

The pilot started in October 2011 in both centers, and the results of 
the pilots were encouraging. Patients showed very high overall rates of 
satisfaction. One patient in Lebanon said, “This new system is excellent. 
The time that nurses and doctors devote to me and my family is much 
more than before” (UNRWA and Columbia University 2012). Doctors 
also showed a good response to the new model (Figure 10.3).
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The number of average daily medical consultations showed a signi
ficant decrease in the health center in Lebanon: from around eighty 
consultations per day per doctor, to around fifty. Gaza showed a mild 
decrease from around one hundred to ninety consultations per day, per 
doctor, however there was a fairer distribution of workload among doc-
tors in the health center. In the past, doctors at the walk-in/general ser-
vices clinic had the bulk of the patient load, often as many as 120 patients 
a day, while MCH doctors had a much lower number of patients, often 
fewer than fifty patients a day. After FHT implementation, all doctors in 
the center had around ninety patients a day (because each team covers 
one-third of the population served). It became apparent that this equal 
distribution of the workload was one of the main reasons that doctors 
supported the FHT transition.

Innovations taken by the health center staff, particularly in collabo-
ration with the community, were inspiring. The community played a 
large role in contributing to the preparation of FHT; for example, they 
collaborated with one another to decorate the walls of the health cen-
ter with various health messages. This innovation also inspired some 
friendly competition between the three health teams in the health cen-
ter in Gaza, who decorated the walls of their offices according to their 
team’s logo and colors.

Expansion of the Family Health Team 

Encouraged by the initial results from the pilot, we expanded the FHT 
model to other health centers in a staggered manner from early 2012. 
West Bank started its first FHT in January 2012, followed by Jordan in 
March 2012. Each field expanded the FHT model gradually but steadily, 
and by the end of the first quarter of 2013, a total of forty-one health 
centers had introduced the FHT model. The two-month preparation for 
implementing the FHT model that took place in both pilot health cen-
ters has been standardized to “Ten Steps to Start FHT” (Figure 10.4).

Due to the ongoing conflict in Syria, introduction of the FHT model 
has been suspended at those health centers. Consequently, all data below 
exclude Syria.

Responses from both communities and health center staff have been 
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largely positive. We have observed improvements similar to those in the 
pilot health centers in terms of number of daily medical consultations, 
and in other quality improvement indicators, discussed in more depth 
below. E-health was also expanded in many of these centers. As of the 
end of the first quarter of 2013, twenty-one of the forty-one health cen-
ters with FHT also have e-health—fifty-one health centers, total, have 
e-health.

In July 2012, the UNRWA health department, in partnership with the 
Mailman School of Public Health at Columbia University (New York, 
United States), conducted a joint assessment of the FHT implementa-
tion in three health centers, one in Jordan, one in Lebanon, and one in 
West Bank (UNRWA and Columbia University 2012). These centers 
were selected because they were among the first to implement FHT, 
and would likely have more measurable results. This assessment aimed 
to generate evidence on the impact of the FHT model by monitoring: 
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average daily medical consultations per doctor, patient wait time, dura-
tion of consultation, and rational use of medicines.

The assessment concluded that, as a result of FHT, patients were able 
to get information about their different health needs from one provider 
rather than seeing multiple specialists, thus decreasing repeat visits. FHT 
led to a decline in the number of daily consultations for doctors in all 
sites assessed. In Lebanon, the number of consultations per doctor, per 
day decreased from 123 to 83 as a direct result of FHT implementation 
(Figure 10.5).

Patient waiting time also decreased significantly (Figure 10.6). In 
Aqbat Jaber health center (West Bank), waiting time decreased from 
twenty-four minutes to six minutes per patient, on average. However, 
the contact time between doctor and patient did not notably increase, 
except at the center in Lebanon. The assessment indicated that the 
improvement in Lebanon was likely because its health center has the 
most functional appointment system with e-health, while others did 
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not. The lack of increase in patient/doctor interaction time remains a 
major concern, and is designated for further analysis and action.

Development of Innovative Cohort 
Monitoring System for Diabetes and 
Hypertension

In the meantime, to help us improve the care of NCDs, we developed a 
new monitoring system for diabetes and hypertension care by adopting 
the quarterly cohort analysis methods of tuberculosis care and by using 
the e-health system (Khader et al. 2012, 1165). UNRWA has long pro-
vided care for diabetes and hypertension, as treatment of these NCDs 
is more manageable at the primary care level, and does not require 
extensive surgeries or specialists. The cohort analysis was initiated to 
answer “two deceptively simple questions: How many patients have 
been diagnosed and what happened to them?” Such simple questions 
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were generally neither asked nor answered in the care of diabetes and 
hypertension. The methodology and results were published in Tropical 
Medicine and International Health in September 2012 (Khader et al. 2012). 
UNRWA’s ability to successfully adopt the cohort analysis methods of 
tuberculosis care received a positive response from the global public 
health community in the Lancet (Mullins 2012), in an editorial in Tropi-
cal Medicine and International Health (Maher 2012), and the International 
Journal of Tuberculosis and Lung Disease (Seita and Harries 2012).

Finalization of the Health Reform Log Frame 
(Results Chain)

With the results obtained, we expanded and finalized the health 
reform log frame document in early 2013, including efficiency analy-
sis of the reform using input and output indicators. The Department 
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for International Development (DFID) of the United Kingdom has sup-
ported this exercise by providing a health economist. The log frame/
results chain, shown in Figure 10.7, beginning with costs, inputs, pro-
cess, outputs, and outcome, will help us illustrate UNRWA’s desired 
impact. The key concepts used were economy (converting costs into 
inputs), efficiency (converting inputs to outputs), and effectiveness (con-
verting inputs into outcomes and eventually impact). The logic behind 
the log frame is that, with proper implementation of FHT and e-health, 
quality of care will improve because the FHT will provide better con-
sultations, will lead doctors to make more rational prescriptions, will 
help patients avoid unnecessary hospitalizations, and will improve NCD 
care compliance (outputs). This will, in turn, result in better control of 
NCDs and other conditions as outcomes, which will ultimately lead to 
the desired impact of a long and healthy life expectancy.

Six lead indicators were selected to gauge progress in the imple-
mentation of health reform through assessing input economy, output 
efficiency, and outcome effectiveness (Table 10.1). These six main indi-
cators were selected by analyzing the specific ways in which we hoped 
FHT would improve efficiency in the health centers; they will be mea-
sured on an annual basis.
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Moreover, an additional fifteen indicators of secondary importance 
were selected for monitoring the reform progress in even more detail 
(Table 10.2).

The log frame report (UNRWA 2013, 7) concluded that the ini-
tial modeling suggested that “UNRWA’s health services reform, based 
on family health team systems, aims to build on past achievements 
and has several elements that can clearly be justified on efficiency and 
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effectiveness grounds” (UNRWA 2013, 99). The log frame and the 
report helped us to document the sustainability and efficiency of the 
FHT reform. Our initial budget projections indicated that the expan-
sion of FHT and e-health would require an initial investment of U.S. 
$7.5 million through 2015, with an additional U.S. $500,000 per year to 
maintain FHT and e-health after 2015 (UNRWA 2012). Donors’ con-
cerns are often that an improved quality of care will mean more expen-
sive care. However, from the start, our focus has been on creating more 
efficient care, not more expensive care.

Discussion, Conclusions, and Way 
Forward on Health Reform

We at UNRWA have managed to reform the largest health system 
within the UN (quasi-governmental health system) quickly and effec-
tively. Introduction and rollout of the reform was fast, efficient, and 
results-oriented. Over the course of two years, we were able to for-
mulate the strategy for reform, acquire the buy-in of key stakeholders 
(six months), pilot the FHT in two sites (six months), and ultimately 
implement the FHT model in thirty-five health centers throughout 
UNRWA’s service areas, excluding Syria (one year). As described above, 
joint assessments with partners and feedback from staff and clients con-
firmed that the desired results were achieved and underlined the poten-
tial efficiency, effectiveness, and sustainability of the reform.

The presence of a number of factors facilitated such impressive results. 
From the start, we conducted a clear political analysis on UNRWA’s 
work environment, challenges, and strengths, which included a thor-
ough understanding of the various stakeholders, their positions, and how 
they work and interact. Our stakeholders are in a unique position, as 
they are both client and staff. It was clear from the start that they needed 
to be the focus of this reform; we had to focus on making the client 
happy. Fatima and her family emerged as a way for UNRWA to keep the 
refugee at the center of the reform while also accounting for the shift in 
health needs among our target population, namely to the care and con-
trol of NCDs. The FHT model was the clear solution for Fatima and her 
family, and their various health needs.

We moved to pilot quickly, once the initial log frame of FHT was 
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formulated. Our reasons for this were to try to find the modalities of the 
FHT implementation and, perhaps more importantly, to begin produc-
ing positive results in order to generate momentum within UNRWA. 
As a direct result of the CFHP’s leadership and innovations by the health 
center staff, we managed to successfully implement FHT in the four 
fields where UNRWA is currently operating at full capacity. The pres-
ence of e-health in nineteen of thirty-five health centers implementing 
FHT was very helpful, as it helps facilitate the work of staff and conveys 
a sense of efficiency and convenience to patients. Additionally, we were 
well equipped to respond quickly to requests from donors for efficiency 
and effectiveness analysis.

Perhaps one of the best consequences of this reform was that it high-
lighted the capabilities and strengths within the UNRWA health sys-
tem. UNRWA has provided uninterrupted health services to Palestine 
refugees for sixty-three years. Throughout that time, our services have 
expanded as the needs of the population have changed, and shortages of 
medicine are rare. Our staff are present and committed to their work, as 
almost all of them are Palestine refugees themselves. For these reasons, 
the successful, rapid expansion of FHT was possible, when it might not 
have been feasible in other settings around the world. UNRWA’s success 
in implementing the FHT model relatively seamlessly in such a short 
time has also revealed its potential to serve as a model for future health 
reform worldwide.

There are, of course, a number of significant challenges facing 
UNRWA’s health reform. The overall political context within the five 
fields in which the agency operates is extremely complex, unpredictable, 
and at times unstable. The current crisis in Syria is a prime example of the 
volatile nature of our work. A June 16, 2013, Syria crisis situation update 
from UNRWA stated that at least 235,000 of more than 500,000 Pales-
tine refugees living within Syria have been displaced within the country 
since the conflict began in early 2011 (UNRWA 2013). In a UN news 
report from June 17, 2013, UNRWA Commissioner-General Filippo 
Grandi stated that “seven out of twelve of the agency’s camps [within 
Syria] are now virtually inaccessible . . . killings, kidnappings, poverty, 
destruction, and fear have become part of daily life” (UN News Cen-
tre 2013). UNRWA estimates that 62,000 Palestine refugees from Syria 
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had fled to Lebanon, while more than 7,500 had crossed into neigh-
boring Jordan (UNRWA 2013). The stalemate in the peace process in 
the occupied Palestinian territory has also negatively affected both the 
health of refugees and UNRWA’s ability to operate at full capacity in 
those regions. A report by the World Health Organization (2012) stated 
that the fundamental rights of Palestinians to access health care is often 
unprotected; “delays and denials of access violate patients’ right to access 
and may lead to a deterioration of their health status” (2012, 6).

The global financial crisis has put more stress on UNRWA’s exclu-
sively donor-funded operation; financial deficits are anticipated at the 
beginning of every fiscal year. At the same time, the refugee population 
increases 3 to 5 percent every year, and the cost of operations likewise 
has continuously increased. This stretches the already tight UNRWA 
operating budget further. For example, UNRWA’s health expenditure 
per refugee was U.S. $31.70 in 2011, which is quite low in this level of 
economy, even though we do not manage hospitals (WHO 2001).

In addition to the financial challenges facing UNRWA, we also face 
a barrier regarding the capacity of our staff. The majority of doctors at 
UNRWA are ordinary practitioners who are not trained family doctors, 
nor are they trained specialists. The insufficient capacity of our medical 
staff may potentially limit the doctors’ ability to respond to patient needs 
under the FHT model.

Such challenges and our responses can be summarized by referring 
to the five control knobs for health reform, introduced by Roberts et al. 
(2004, 9).” . . . [c]ontrol knobs describe discrete areas of health system 
structure and function that matter significantly for health system perfor-
mance and are subject to change as a part of health reform.” In this case, 
the five knobs of health reform are: financing, payment, organization, 
regulations, and behavior.

Financing refers to “the mechanisms by which money is mobilized to 
fund health-sector activities” (Roberts et al. 2004, 153). In UNRWA’s 
case, 100 percent of funds are donor financed. We do not charge a tax 
or take insurance, and no fee for service is taken from the patients at any 
of our 139 health centers. In the event that a patient is admitted to the 
hospital, UNRWA shares the cost of the hospitalization with the patient. 
Any change to these policies could be devastating for health reform, 

210138 i-xxii 1-394 r8rp.indd  287� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



288	 Governing Health Systems

as they are incredibly politically sensitive issues for both refugees and 
host governments. Rather than making changes to these policies at this 
stage, we will continue to deliver results to donors in an efficient and 
effective manner, displaying the sustainability inherent in this model. 
Additionally, we will continue to work through the FHT to strengthen 
our collaboration and trust with the communities and host governments 
in which we work. It is possible that in time we can explore additional 
funding mechanisms acceptable to all stakeholders.

Payment refers to “alternative mechanisms for distributing . . . funds” 
(Roberts et al. 2004, 212). UNRWA provides a standardized salary to 
its staff, which varies among fields, due to the host country’s salary scale. 
Respective field offices control staff salaries, procurement of goods, and 
operational costs for institutions like health centers. This means that 
individual health centers do not have control over their budget. While 
not an issue to date, this could prove problematic if in the future senior 
medical officers have no incentive to produce results beyond baseline 
expectations. We are in the process of reforming the role of the health 
center in the UNRWA structure, which will hopefully give the SMO 
the authority to manage the health center and funds independently; we 
plan to expand the system once we have stabilized it. Additionally, we 
plan to bring in technical advisers who can help us reform our current 
system of hospital payments, an exercise started at one health center in 
the West Bank in February 2013. Currently, UNRWA covers 70 to 90 
percent of the cost of patient hospitalizations. A goal of the FHT model 
is to reduce the number of unnecessary hospital admissions, which will 
hopefully reduce this out-of-pocket cost to UNRWA.

Organization refers “both to the overall structure of the health care 
system and to the individual institutions that provide health care ser-
vices” (Roberts et al. 2004, 212). Thus far, UNRWA has only focused 
on the improvement of health centers through implementation of 
FHT,  however this new model may necessitate a change at the field 
office and HQ level as well. Technical officers who specialize in NCDs 
and MCH at the health center, field office, and HQ level may no longer 
be essential  to the daily functions of a health center operating under 
the FHT model. These personnel changes will need to be discussed at a 
later date.
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Regulation refers to “the use of the coercive power of the state to 
change the behavior of individuals and organizations in the health care 
sector” (Roberts et al. 2004, 247). UNRWA follows the regulations of 
the United Nations in principle, and also, as appropriate and needed, 
follows their host country’s regulations. So far, this has not impacted the 
health reform and FHT expansion.

Behavior refers to the “methods for changing individual behavior 
through population based interventions . . . [specifically,] how the behav-
ior control knob [can] be used to improve health system performance 
and promote public health goals” (Roberts et al. 2004, 281). This is 
an area in which UNRWA has yet to make significant strides. As the 
above assessment confirms, FHT has been very successful at reducing 
patient waiting time, yet face time with the doctor has not increased as 
expected. There are several issues affecting this lack of behavior change. 
First, UNRWA has no continuous professional development (CPD) sys-
tem of its own. Instead, staff are forced to rely on the CPDs of host 
countries, which are often inconsistent. Additionally, UNRWA doctors 
are trained as ordinary practitioners, not family doctors. Academically, 
family medicine is a four-year postgraduate specialty in the Mid-
dle East, something UNRWA does not have the capacity to provide. 
We could bring our doctors up to professional standards by providing 
one-year, on-the-job training in family health for at least five hundred 
UNRWA doctors initially, followed by training for support staff. How-
ever, a standard template for this training is not available, and tailored 
courses are quite expensive: it could cost approximately U.S. $10,000 
per doctor. Despite these challenges, we recognize the need for such 
training, and will continue to work with partners to come to a suitable 
solution.

Governing health reform is a domain of political and social science. 
Technical correctness has no meaning unless it becomes politically cor-
rect, or at the very least not incorrect. UNRWA operates in one of the 
most politicized parts of the world, yet we have managed to deliver 
results by carefully creating an agenda that does not invite opposition 
and that is supported and promoted by key stakeholders and interested 
parties. Despite our impressive progress during the initial FHT reform, 
UNRWA continues to face steep obstacles in a climate of reduced donor 
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funding and changing demographics of our target population; addition-
ally, each of the five control knobs for health reform poses its own chal-
lenges. Nevertheless, the enthusiasm and dedication with which our staff 
operates on a daily basis is profoundly encouraging. It is this motivation 
and drive that gives UNRWA the confidence to continue to improve 
our services through health reform in order to better serve the five mil-
lion Palestine refugees in our network.

210138 i-xxii 1-394 r8rp.indd  290� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Governing National Health Systems� 291

References

Hsaio, W. H. 2003. What Is a Health System? Why Should We Care? Cam-
bridge, MA: Harvard School of Public Health.

Khader, A., L. Faraiallah, Y. Shahin, M. Hababeh, I. Abu-Zayed, 
S. Kochi, A. D. Harries, R. Zachariah, A. Kapur, W. Venter, and 
A. Seita. 2012. “Cohort Monitoring of Persons with Hypertension: 
An Illustrated Example from a Primary Healthcare Clinic for Pales-
tine Refugees in Jordan.” Tropical Medicine and International Health 17 
(9): 1163–70.

Macinko, J., and F. C. Guanais. 2006. “Evaluation of the Impact of the 
Family Health Program on Infant Mortality in Brazil, 1990–2002.” 
Journal of Epidemiology and Community Health 60 (1): 13–19.

Maher, D. 2012. “The Power of Health Information—The Use of 
Cohort Monitoring in Managing Patients with Chronic Noncom-
municable Diseases.” Tropical Medicine and International Health 17 
(12): 1567–68.

Mullins, J. 2012. Cohort Reporting Improves Hypertension Care for 
Refugees. Lancet 380 (9841): 552.

Roberts, M. J., W. Hsiao, P. Berman, and M. R. Reich. 2004. Get-
ting Health Reform Right: A Guide to Improving Performance and Equity. 
New York: Oxford University Press.

Rosser, W. W., J. M. Colwill, J. Kasperski, and L. Wilson. 2011. “Prog-
ress of Ontario’s Family Health Team Model: A Patient-Centered 
Medical Home.” Annals of Family Medicine 9: 165–71.

Seita, A., and A. D. Harries. 2012. “All We Need to Know in Public 
Health We Can Learn from Tuberculosis Care: Lessons for Non-
Communicable Disease.” International Journal of Tuberculosis and Lung 
Disease 17 (4): 429–30.

United Nations News Centre. 2013. “Palestinian Refugee Camps in 
Syria Now ‘Theatres of War’—UN Agency Chief.” United Nations 
News Centre, June 17. Retrieved June 27, 2013, http://www​.un​
.org/apps/news/story.asp?NewsID=45198#.Ucv0-6JHJOg.

UNRWA and Columbia University, Mailman School of Public Health. 
2012. Update on Health Reform. Amman, Jordon: UNRWA.

UNRWA and DFID. 2013. Health and Education Efficiency in UNRWA. 
Amman, Jordan: UNRWA.

210138 i-xxii 1-394 r8rp.indd  291� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



292	 Governing Health Systems

UNRWA Health Department. 2011. Modern and Efficient UNRWA 
Health Services: Family Health Team Approach. Amman, Jordan: 
UNRWA.

UNRWA Health Department. 2013. Annual Report 2012. Amman, Jor-
dan: UNRWA. http://www.unrwa.org/userfiles/2013052094159.
pdf.

UNRWA. 2009. UNRWA Medium-Term Strategy: 2010–2015. Amman, 
Jordan: UNRWA. http://www.unrwa.org/userfiles/201003317746​
.pdf.

UNRWA. 2012. Implementing the Family Health Team Approach in 
UNRWA Clinics: Case Study Reports from Lebanon, West Bank, and 
Jordan. Amman, Jordan: UNRWA.

UNRWA. 2013. “Syria Crisis Situation Update: Issue 51.” June 16. 
Amman, Jordan: UNRWA. Retrieved June 27, 2013. http://www​
.unrwa.org/etemplate.php?id=1789.

World Health Organization (WHO). 2001. Macroeconomics and Health: 
Investing in Health for Economic Development. Geneva: WHO.

World Health Organization (WHO). 2012. Right to Health:  Barriers 
to Health Access in the Occupied Palestinian Territory, 2011 and 2012. 
Geneva: WHO.

210138 i-xxii 1-394 r8rp.indd  292� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



Chapter 11

The Challenges of Governing the Korean 
National Health Insurance System and 
Its Implications: Financial Sustainability 

and Accountability

Hacheong Yeon

Introduction

No one questions that Korea’s national health insurance performance 
has been truly phenomenal by the standard of time taken to achieve uni-
versal health insurance. The planning, adoption, and implementation of 
Korea’s various health policy measures within a short period have been 
so impressive that many analysts have attempted to identify the secrets 
of Korea’s success: whether government officials were wise and did the 
right things or whether Korea just got lucky. The strengths of Korea’s 
health insurance system have been acknowledged in international evalu-
ations. A recently conducted international comparison of national health 
systems by Conn Hamilton (2006, 26) ranked Korea’s health system 
as fifth out of twenty-four major OECD countries. Korea’s National 
Health Insurance Corporation has shared its knowledge and information 
on Korea’s experiences through an international training program for 
the last five years. (In 2013, the agency changed its name to the National 
Health Insurance Service; this chapter uses the name NHIC through-
out to refer to the organization.) In this program, 235 representatives 
from ninety-five developing countries were introduced to the Korean 
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health insurance system; from 2005 to 2009, 498 guests from fifty-four 
countries also visited the NHIC to learn about the system (NHIC 2011).

Despite Korea’s recognized achievements in developing its health 
insurance system, the process was not straightforward, involving signifi-
cant trial and error before it developed into a system with universal eligi-
bility. Furthermore, the national health insurance system (NHIS) still has 
many problems that require further improvement and financial reform.

This chapter explores lessons learned in the development of Korea’s 
NHIS, while looking at current challenges of financial sustainability 
and accountability. The study begins with an examination of the exist-
ing socioeconomic factors in Korea leading to the adoption of NHIS 
and the process of implementing national health insurance. To this end, 
the chapter briefly examines the key characteristics of NHIS implemen-
tation. Next, the chapter reviews the current policy reforms related to 
administrative governance and operations. We then analyze the achieve-
ments and challenges of financial sustainability and governance of the 
NHIS today. The chapter concludes with the implications of financial 
sustainability and accountability and proposes a series of policy rec-
ommendations. By analyzing the lessons learned in developing Korea’s 
NHIS, this study hopes to assist other developing countries in introduc-
ing and implementing their own national health insurance systems.

Major Motivations of Adoption and 
Characteristics of the NHIS

Important elements in the early planning and adoption of Korea’s NHIS 
were establishing medical institutions and building a collaborative sys-
tem with medical service providers, strengthening political will and gov-
ernment financial support, and promoting public support for the new 
system. This section focuses on these three topics while examining the 
major socioeconomic factors that motivated Korea to introduce NHIS.

The Decision-Making Process for the Adoption 
of the NHIS

A major factor behind Korea’s development of the NHIS was the coun-
try’s economic development (shown in Figure 11.1). The first three 
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Five-Year Economic Development Plans (1962–76) achieved their objec-
tives and raised per capita income, providing the material foundation that 
enabled an accelerated adoption of four major social insurance institu-
tions, one of which was health insurance. The government was aware 
that low-income groups confronted huge socioeconomic burdens in their 
access to medical care and sought to respond to these demands by set-
ting the health sector as a national priority. In other words, successful 
economic development and the political decisions made by government 
leaders enabled the institutional foundation for the adoption of compul-
sory health insurance in Korea. Korea’s social health insurance system 
thus originated from efforts to address the problems confronted by the 
relatively impoverished classes overshadowed in the trajectory of growth.

To implement compulsory health insurance, which began on July 1, 
1977, the government needed to establish the relevant infrastructure and 
institutions. The most urgent priority was to develop medical facilities 
that could provide adequate medical services all over the nation. At the 
time, more than 80 percent of medical institutions were located in large 
cities. The government sought to address this imbalance by supporting 
the building of private hospitals and expanding the availability of medi-
cal equipment in rural regions and near industrial complexes with inad-
equate medical services while also modernizing the medical equipment 
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in national and public hospitals. This approach was adopted as formal 
policy in a resolution passed at the Economic Ministerial Council in 
March 1978 to establish and invest in hospitals in industrial complexes 
and underserved rural areas, and also in a resolution at the Economic 
Ministerial Council passed in December 1980 to implement investment 
and a loan plan to support private hospital facilities. As part of this plan, 
from 1978 to 1992, Korea acquired loans from Japan’s Overseas Economic 
Cooperation Fund (OECF), Germany’s Kreditanstalt für Wiederaufbau 
(KFW), and the International Bank for Reconstruction and Develop-
ment (IBRD) to provide financial support to a total of 239 institutions, 
including 168 private hospitals (Ministry of Health and Welfare 2006).

In the 1970s, the government decided to organize a study tour of Japan 
to learn about its health insurance system and governance methods. A 
special research team on Japanese medical insurance was organized jointly 
between the Korean Medical Association (KMA), the Korean Hospital 
Association (KHA), and the Ministry of Health and Welfare (MOHW). 
They made several visits to Japan culminating in a special report, The 
Medical Insurance Fees and the Insurance System in Japan, on December 16, 
1976. This report had a significant influence on the legislation for health 
insurance fee payments and on the structure and operations of the NHIS 
in Korea, especially the use of a modified version of Japan’s point sys-
tem for setting reimbursement fees. The KMA and KHA, in collabora-
tion with the MOHW, determined that payment should be charged by a 
fee-for-service (FFS) method while maintaining Korea’s customary level 
of fees. This was probably the only plausible way to introduce a health 
insurance system without a large break from the customary fee system. 
As requested by the KMA and KHA, the FFS system was adopted for 
determining fees to pay for medical services in the new insurance system.

To secure and build a collaborative system with medical institu-
tions, the MOHW and the Health Insurance Council collaborated with 
key representatives of the medical services sector (KMA and KHA) 
to request that each medical institution participate in an official con-
tract for providing treatment. By late December 1977, the government 
had secured an average of fifty designated medical institutions for each 
health insurance cooperative, thus launching a system that provided pol-
icyholders with increased access to medical services.

To ensure public adoption of insurance, the government and the 
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health insurance cooperative association launched promotional cam-
paigns. In the early years of health insurance, eligibility was given to 
employment-based policyholders at workplaces with five hundred or 
more employees based on strict criteria, which allowed the system to 
operate without any great conflicts and precluded the need for strong 
promotional campaigns from the government. However, the introduc-
tion of health insurance for self-employed people in rural communities 
required citizens to understand the unique features of social insurance, 
and public promotion was a very important task to emphasize that the 
new insurance program was a governmental program and not from a 
private company or a local project. The promotional campaign inten-
sified from July 1987 to the end of that year. During this period, new 
regional medical insurance cooperatives were established and public 
officials, school personnel, and industrial complexes were incorporated 
as members, and the national medical insurance system became unified.

In short, the factors that led to the emergence of Korea’s universal 
NHIS in 1988–1989 were the historical outcomes of: (1) strong political 
decisions and financial support from the national government, (2) legisla-
tion in the form of the Medical Insurance Act (1963), (3) the implemen-
tation of seventeen demonstration pilot projects for both the employed 
and self-employed during 1965–76, (4) efforts in policy research, includ-
ing a study tour abroad and plans to prepare the institutional foundation 
of national health insurance, (5) the establishment of medical insurance 
cooperatives and implementation of employment-based health insur-
ance at workplaces with five hundred or more members, (6) the active 
participation of the KMA, KHA, and civil society, and (7) active pro-
motional initiatives and efforts directed toward citizens (1987–88). All 
of these factors contributed to the achievement of national health insur-
ance, which Korea accomplished in 1989.

Major Characteristics of NHIS

Korea’s national health insurance system had four major characteristics at 
the time of its introduction.

First, risk pooling through the compulsory entry of all 
citizens: The purpose of this measure was to pool risks, by respond-
ing to social risks collectively and by avoiding adverse selection such as 
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cherry-picking or poaching of enrollees, which pushes health insurance 
costs up. This was a lesson learned from several demonstration projects, 
which motivated Korea to disperse the risk, which is regarded as the 
joint responsibility of the entire society as a whole, through compulsory 
insurance for all citizens.

Second, scaled insurance premium based on financial ability 
and provision of identical benefits: The NHIS took into consid-
eration the financial ability of each individual when securing its fund-
ing through insurance premiums by scaling the amount of insurance 
premiums assessed and collected based on income. But it then provided 
the same benefits to members regardless of the individual contribution. 
These rules, along with the compulsory participation of all citizens, have 
allowed the health insurance system of Korea to strengthen health soli-
darity while effectively redistributing income from high-income groups 
to low-income groups. When the health insurance premium charges are 
compared to the benefit costs, the effect of income redistribution on dif-
ferent income classes (as indicated by insurance premium tiers) can be 
clearly observed (NHIC 2011, 2–11).

Third, governmental financial support: Initially, the employ-
ment-based health insurance plan was designed to evenly split the 
insurance premium charges between the employer and the policy-
holder, enabling the system to operate without support from the gov-
ernment. However, when health insurance was introduced for the rural 
self-employed in 1988 and for urban self-employed in 1989, these poli-
cyholders raised concerns about the 50 percent support for insurance 
premiums received by the employment-based policyholders. Moreover, 
the difficulties in assessing the incomes of self-employed policyhold-
ers and in collecting premiums through a withholding system placed a 
burden of excessive insurance premiums on the self-employed in lower 
income groups. In response to these inequities, political parties and the 
government engaged in negotiations about subsidizing the costs of some 
insurance benefits, and insurance management and operations, using 
funds from the government budget. The insurance system underwent a 
process of operating with a partial dependence on financial support from 
the government. The financing system thus became a hybrid model, 
which is not financed either completely by taxes (Nordic model) or by 
social insurance premiums (German model) (Bonoli 1997, 351–72).
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Fourth, debate over the single insurer: A major reform to the 
NHI system occurred in 2003, when the numerous cooperative-based 
groups that provided governance for Korea’s NHIS became financially 
and administratively unified under a single insurer represented by the 
NHIC. This structural reform of the system in 2003 constitutes one of 
Korea’s most important health reforms (along with the reform that sepa-
rated dispensing from the prescribing of medication and gave doctors 
and pharmacists separate roles in the health system).

The debate over the single insurer for the NHIS in Korea was heav-
ily influenced by the prevailing ideas about health policy—ideas that 
had been floating around and bumping into one another after democ-
ratization began in the country (during the 1980s). Also, as Fox and 
Reich (2013) explain, ideology affects partisan competition and politi-
cal bargaining strategies. Ideologically driven partisan competition in 
Korea affected this debate over a single insurer. In general, parties on the 
left of the ideological spectrum supported more redistributive proposals, 
including financing through general tax revenue and publicly delivered 
health services. Parties on the right preferred the status quo or more 
regressive forms of financing, with private-sector involvement and lim-
ited government participation.

The debates in Korea on the policy decisions to unify the health insur-
ance cooperatives took place over two decades (1980–2003), involving 
complex entanglements of various social forces with interests at stake. In 
particular, the opposition political party (liberal) used the NHIS reform 
to galvanize public support by making it an election platform in the late 
1990s, promising a sweeping approach that would replace the unpopular 
multiple insurance cooperative systems with an integrated single-insurer 
system. The electoral victory of the liberal party in 1997 provided the 
political basis for this major reform.

The process of integrating the management, operations, and finances 
of Korea’s insurance systems began on October 1, 1998, with the cre-
ation of a National Health Insurance Management Corporation that 
targeted 227 regional medical insurance cooperatives, including public 
officials and private school personnel (Table 11.1). However, this inte-
gration occurred only at the administrative level; the finances remained 
separated, so that the public and school health insurance and the self-
employed health insurance operated from two different funds. Then, 
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on July 1, 2000, a second national integration took place, which com-
bined the National Medical Insurance Management Corporation with 
142 employment-based medical insurance cooperatives, to establish 
the single insurer represented by the NHIC, thereby accomplishing 
the complete unification of management and operations. At the same 
time, some degree of financial integration was also achieved. The funds 
for the public and school medical insurance and the employment-based 
health insurance (EHI) were integrated into a single fund; the regional 
health insurance remained separate financially. Then, in July 2003, 
the regional-based health insurance (RHI) and the EHI merged their 
finances, finally completing the integration and consolidation of the 
NHIS (Table 11.2).

It is worth noting, however, that even after Korea launched a health 
insurance system completely integrating both administrative and finan-
cial operations, the criteria for assessing insurance premiums were not 
integrated and remained as a binary structure. This organizational sepa-
ration has caused persistent problems of inequity between EHI policy-
holders and RHI policyholders regarding insurance premiums, a point 
we return to below.
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Governance and Administrative Accountability

Figure 11.2 shows the governance structure of Korea’s NHIS, outlining 
the relationships among the main parties according to their key account-
abilities. The MOHW is the main governmental agency responsible for 
supervising NHIS policies and directing operations. The Ministry orga-
nizes and operates the Health Insurance Policy Deliberation Committee 
(HIPDC), which decides on key issues, including the criteria for treat-
ment costs covered by insurance, the assessment of treatment costs, the 
level of insurance premiums for policyholders, and final decisions on 
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health insurance fees. The HIPDC is composed of twenty-five mem-
bers, with the vice-minister of the MOHW serving as the committee 
chair and the other members constituted by eight representatives of poli-
cyholders, eight representatives of providers, and eight representatives of 
the public interest.

The NHIC is the single insurer (and payer) for the NHIS, and is the 
public agent of operation and management. The NHIC manages the 
eligibility of policyholders and dependents, assesses and collects insur-
ance premiums, reimburses and handles post-management of insurance 
benefits fees, offers health promotion and prevention programs, pur-
sues educational training and promotional efforts on health insurance, 
conducts research, and pursues international collaboration. The NHIC 
also provides oversight and regulation against fraud and abuse, which 
includes: (1) individual guidance for potential inappropriate charges and 
practices, (2) disciplinary actions by cancelling contracts (de facto expul-
sion from medical practice), and (3) criminal prosecution of severe fraud 
cases. Their work on benefits includes negotiations with pharmaceutical 
companies on drug prices, reimbursement of insurance benefit fees, and 
the conclusion of contracts determining the price per relative value unit 
(the conversion factor used for reimbursement points). In addition, the 
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NHIC is responsible for operating and managing the Finance Opera-
tion Committee, which decides on financial issues relating to contracts 
on covered treatment costs, changes in the insurance premium rate, 
the adjustment of the insurance premium, and review and resolution of 
insurance premium deficits, among other things.

Another major entity is the Health Insurance Review and Assess-
ment Service (HIRA), which is independent from the NHIC. Almost 
all medical and pharmacy claims are submitted electronically, which is 
an effective means of lowering the administrative costs of claims review. 
Korea has already achieved nearly 100 percent computerization of the 
claims review process; the use of computerized claims will, it is hoped, 
provide an effective tool for cost containment.

The claims review and reimbursement functions in the Korean NHIS 
are separate (unlike in Japan). Treatment institutions submit claims 
for reimbursement to the HIRA for services, the HIRA reviews the 
claims and reports its findings to the NHIC, which reviews the findings 
and adjusts the reimbursement before paying the treatment institution. 
Claims review in Japan does not evaluate the quality of care; however, 
the Korean HIRA is legally authorized to assess the quality of care of 
providers. HIRA reviews the claims for treatment costs covered by insur-
ance, evaluates the suitability of treatments, and confirms the eligibility 
for treatment coverage. HIRA also determines the resource-based rela-
tive value scale (RBRVS), the amount of reimbursements for treatment 
costs and pharmaceutical costs, and the ceiling on treatment material 
costs. HIRA is also responsible for operating and managing the Special-
ized Evaluation Committee on New Medical Technologies that deter-
mines the range of benefits for new medical technologies.

Evaluation of the Achievements and 
Financial Sustainability

From 1988, in the wake of democratization, Korea’s NHIS has continu-
ously expanded the population covered and range of benefits. Under 
the previous authoritarian regimes, health insurance was gradually 
expanded in a piecemeal fashion, which primarily benefited economi-
cally vital coalitions and sectors. After democratization began in 1988, 
increased political competition resulted in a more dramatic expansion of 
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benefits. Specifically, the political party in power used universal cover-
age as a strategy to gain popular support. While Korea’s health insur-
ance is regarded as having successfully achieved its original objectives of 
“diffusing and reducing the burden of medical fees by means of medical 
insurance” (as stipulated in 1977 in the early period of its establishment), 
in reality the NHIS has fallen short of these goals. This section evaluates 
the achievements and financial sustainability of Korea’s NHIS.

Evaluation of Achievements

Expansion of Population Eligibility

Universal population coverage in Korea was achieved by moving health 
insurance membership from voluntary to compulsory, with the estab-
lishment of NHI in 1977, and by moving from insurance linked to 
formal employment to insurance that included the self-employed. Com-
pared to other countries, Korea attained nationwide health security in 
the fastest time. Germany took 127 years to achieve nationwide medical 
insurance, Austria took seventy-nine years, and Japan took thirty-six 
years (1927–61). Meanwhile, Korea took only twenty-six years from the 
time of adoption of the Medical Insurance Act in 1963, and just twelve 
years from the time of the institution of employment-based health insur-
ance in 1977 to achieving universal coverage in 1989.

Table 11.3 shows how population eligibility (the ratio of the insured 
to total population) changed from 1977 to 2012. In 1977, there were 3.2 
million eligible people, constituting only 8.8 percent of the total popu-
lation; thereafter, the eligible population continually increased, rising to 
24.2 percent in 1980 and then to 98.2 percent in 2012. In 2011, Korea’s 
insured population was composed of the following groups: employees 
(54.8 percent), civil servants and private school teachers (9.2 percent), 
self-employed (32.7 percent), and Medicaid recipients (3.3 percent).

In addition, there was an increase in the number of foreigners in Korea 
and Korean citizens residing abroad eligible for national health insur-
ance. As of late 2010, the total number of foreigners and citizens residing 
abroad who held health insurance policies totaled 481,088, consisting of 
456,932 foreigners and 24,156 citizens residing abroad. Since 2001, when 
health insurance eligibility was extended to these groups, the number of 
people covered in these groups has increased nearly sevenfold.
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Expansion of the Range of Insurance Benefits

Improvement has also been achieved in the coverage of health insur-
ance benefits, which has steadily expanded to include high-cost, severe 
illnesses. Benefits were also extended to previously uncovered ser-
vices such as examinations performed with high-cost equipment using 
advanced technology (CT in 1996, MRI in 2005). Financial support has 
also been provided (through reduced co-payments or lower ceiling on 
total co-payments) for individuals with high-cost, severe illnesses or rare 
or incurable diseases, and socially vulnerable groups such as people with 
low incomes, elderly citizens, children, disabled persons, and pregnant 
women.

In addition, Korea has gradually expanded the time period of cov-
erage each year for expenses that could be charged to the insurer. In 
1989, when the nationwide health insurance system was first launched, 
the period of benefits coverage was limited to 180 days per year, but 
Korea began to incrementally extend the annual time limit on treat-
ment covered by insurance beginning in 1994. (The 180 days limit for 
coverage included the number of treatment days for inpatient and out-
patient services as well as the number of prescription days per medicine; 
coverage thus included, for example, daily hypertension medication for 
six months and then the patient needed to pay out of pocket.) From July 
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1994, the time limit was extended to 210 days for elderly citizens aged 
sixty-five or over, and from 1996, the time limit on benefits was elimi-
nated for the elderly aged sixty-five or over, citizens with registered dis-
abilities, designated persons of national merit with injuries, and patients 
receiving treatment for tuberculosis.

The number of days for benefits coverage also increased for ordinary 
policyholders, expanding by increments of thirty days to 210 days in 
1995, 240 days in 1996, 270 days in 1997, 300 days in 1998, and 330 days 
in 1999, finally reaching 365 days in 2000. The limit on the number of 
benefit coverage days was eliminated entirely beginning in 2001. How-
ever, after the implementation of the policy separating the dispensing of 
medicines and medical services, Korea’s national health insurance suf-
fered deteriorating financial conditions and the government reinstated 
a limit to the number of days of benefit coverage per year. This system 
to limit coverage to a certain number of days was completely eliminated 
beginning in 2006 (Won 2008, 286).

Another important reform was the introduction of a “co-payment 
ceiling system” in 2004, which allowed for refunds on request of co-
payments that exceeded the ceiling (or cap). The co-payment rate for 
ordinary patients (without special vulnerabilities) is 20 percent of the 
treatment fee for inpatients, and for outpatients the rate is 30 percent at 
clinics, 40 percent at hospitals, 50 percent at tertiary care hospitals, and 
30 percent for pharmaceutical expenses. In addition, in cases where the 
co-payment for insurance benefits exceeds 1.2 million won spent within 
thirty days, a co-payment compensation system can return 50 percent 
of the amount exceeding the cap post facto. However, the deadline to 
apply for this system was short and there was no upper limit to the 50 
percent rule, hence the coverage for patients with high-cost, severe dis-
eases was poor.

This system was later replaced with a supplemented co-payment 
ceiling system, which provides for differential limits on the maximum 
amount of out-of-pocket payments that can be charged based on income 
level. In other words, policyholders in the lower 50 percent tier for insur-
ance premiums are annually waived 2 million won or more on co-pay-
ments, policyholders in the 30–50 percent tier for insurance premiums 
are waived 3 million won or more on co-payments, and policyholders 
in the upper 20 percent tier of insurance premiums are waived 4 million 
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won or more on co-payments. Thus, health insurance policyholders 
with relatively lower income levels are provided with a greater degree of 
medical security. But still, medical services are not as accessible as they 
could be for low-income classes and socially marginalized groups. Con-
sequently, Korea should conduct evaluations of this co-payment ceiling 
system policy and gradually expand its scope, while further strengthen-
ing measures to support vulnerable social groups that may currently be 
marginalized from the benefits of health insurance.

In the inpatient sector, while the nominal rate of coverage has 
remained around 80 percent since 1995, the effective rate of coverage 
only reached around 65 percent in the early 2000s, and thereafter fell 
to around 55 percent. From 1995 to the early half of the 2000s, the gap 
between the nominal coverage rate and the actual effective coverage rate 
tended to decrease, but then the gap widened again. In the case of out-
patient treatment, both the nominal coverage rate and the actual effec-
tive coverage rate are improving, and the discrepancy between the two 
is also diminishing (Kim 2011, 87).*

At the same time, the rate of individual co-payment has decreased, 
which alleviated some of the financial burden of medical care on the 
household budget. According to OECD Health Data, the percentage 
of total medical expenditures charged as co-payments to policyholders 
in Korea decreased from 56.5 percent in 1985 to 36.9 percent in 2004. 
During the same period, the percentage of individual co-payments in 
OECD countries slightly increased from 16.3 percent to 19.8 percent. 
Although Korea’s co-payment percentage remains high when compared 
to the OECD average, remarkable progress has been made in narrowing 
the gap between Korea and OECD countries, from 40.2 percent in 1985 
to 17.1 percent in 2004 (NHIC 2007, 15).

Access to medical services has also improved from 1977 to 2010. 
Coverage for the inpatient sector exhibited a slight increase, while cov-
erage for the outpatient sector improved by a relatively large margin. 
(Detailed information is available from the author.) Compared with 

* Nominal coverage rate (Coverage rate for areas included in health insurance benefits) = Statutory 
co-payment/(Payment by the insurer + Statutory co-payment)

Actual effective coverage = (Statutory co-payment + Out-of-pocket payment for uninsured benefits)/
(Payment by the insurer + Statutory co-payment + Out-of-pocket payment for uninsured benefits) 
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outpatient visits in 1977, when health insurance was first introduced, 
the number of outpatient visits per person has risen from 0.65 days to 
16.4 days in 2010, and this is more than double the average number of 
7.3 days in OECD countries. If we compare country averages for out-
patient treatment days per individual, we see that for Korea the average 
was 11.8 days, for Sweden it was 2.8 days, for the United States 3.8 days, 
for France 6.6 days, and for Germany 7.0 days, while the OECD average 
was 6.8 days in 2010 (NHIC 2011). Moreover, the number of days for 
inpatient hospitalization per person has also increased from 0.11 days to 
2.12 days, which is above the OECD average of 1.2 days (OECD Health 
Data 2012).

Evaluation of Financial Sustainability

Health insurance is financed primarily through monthly insurance 
premiums contributed by policyholders and to a lesser degree through 
government subsidies from general tax revenue and a surcharge on 
tobacco. Meanwhile, financial expenditures consist of the insurance 
benefits costs charged by the medical providers as compensation for the 
patients’ usage of medical services and the administrative expenses to 
maintain the insurance system.

Table 11.4 shows that the NHIS financial environment is question-
able now. Recently, expenditures have increased much faster than the 
revenues as the benefits covered have expanded and the population ages. 
The substantial increase in benefit expenditures and premium levels can 
be explained partly by the increase in medical service fees and increas-
ing patient visits, but also partly by the rapid increase in medical service 
spending for the elderly population. It is projected that Korea will be an 
aged population society by 2018 and that medical service costs for the 
elderly population may account for more than 40 percent of the total by 
then. If the low fertility trend (the total fertility rate for Korea was 1.23 
in 2010 and 1.30 in 2012) continues, there are grave concerns about the 
sustainability of the NHIS through revenues from insurance premiums 
as the growing elderly population must be supported by comparatively 
fewer members of the system and society (Sah 2010, 4).
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Financial Revenues of the NHI

The assessment and collection of insurance premiums in Korea is shown 
in Table 11.5. As of 2010, 83.9 percent of the total funding for health 
insurance came from insurance premiums, 11.6 percent from govern-
ment support, 3.2 percent from the tobacco levy, and 1.3 percent from 
other sources. Since health insurance is primarily funded through pre-
miums, the task of accurately and equitably assessing the premium level 
for each policyholder and collecting the premium through a reasonable 
method is very important for the governance (maintenance and opera-
tion) of the system. Here, we will examine the procedures and condi-
tions for the assessment and collection of insurance premiums.

Premium-imposing system: Korea has a number of problems related 
to premiums arising from the “one insurer–two imposing systems,” 
meaning one system for self-employed and another for formal workers. 
Those problems include inequities between the two systems, differences 
between imposing components of the two systems, differences between 
qualifying conditions for beneficiaries, differences between criteria to 
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assess income, regressive premiums for the self-employed, complexity of 
the systems, and income sources not applicable to impose contributions 
of more than 40 percent of total income sources (NHIC 2011).

Method of determining the insurance premium for EHI policyhold-
ers: The assessment system for the employment-based health insurance 
(EHI) was basically an earnings-related method, where the income 
was multiplied by a certain value to calculate the insurance premium. 
The actual income was converted to a standardized income through 
an income standardization method, so that the standardized monthly 
wage amount was multiplied by the insurance premium rate, and the 
employer and the employee each contributed 50 percent of this amount. 
As noted above, the current insurance premium rate is set at a single rate 
after the integration of all health insurance cooperatives into a single 
organization (NHIC) in 2000. The single insurance premium rate after 
integration has been continuously increasing, rising from 3.63 percent 
in 2002, and reaching 5.64 percent in 2012—although this is still much 
lower than the premium rates in Japan, which vary from 8 percent to 9.5 
percent depending on the plan (Okamoto 2011, 3).

Method of assessing the insurance premium for self-employed policy-
holders: While the EHI applied a unified system scaled by income level for 
determining the premium level, the self-employed regional-based insur-
ance (RHI) calculated the premium based on income plus a combination 
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of other items. This approach was adopted due to inadequate information 
and the absence of accurate data on income for self-employed policy-
holders. The RHI method of assessing insurance premiums uses “insur-
ance premium assessment score points,” which reflect the policyholder’s 
income, assets (including leases and monthly rentals and cars), and rate of 
participation in economic activities, and the score points are then multi-
plied by an amount charged per point. Next, deduction rates are applied 
to calculate the final insurance premium for the household unit. In other 
words, all members of the household to which the policyholder belongs 
have the joint responsibility to pay the premium. However, underage 
people (defined according to the criteria stipulated in the Presidential 
Decree) are exempt from the obligation to pay.

Government subsidy: At the time the RHI system was designed, the 
government’s plan was to provide support not only for the management 
and operation costs but also for part of the expenses for insurance bene-
fits coverage costs. Accordingly, the government promised national sub-
sidies for 50 percent of the self-employed insurance financing.

In 2000, when the financial situation of the NHIS deteriorated, there 
was a need for increased governmental financial support. In 2002, the 
Special Act on Sound Finance of National Health Insurance was passed. 
From then on, government funding for health insurance expanded 
to include not only support from the general budget but also support 
through the national health promotion fund created by a surcharge on 
tobacco. Also, the size of the government funding was clearly stipulated. 
The size was fixed at 50 percent of the funding for self-employed RHI, 
within which 35 percent was allocated to general accounts (as of 2005–
2006, but then decreased to 40 percent for 2002–2004), and 15 percent 
support through the health promotion fund (as of 2005–2006, which 
then decreased to 10 percent for 2002–2004). Finally, 20 percent of the 
total contribution of the NHIS (both EHI and self-employed RHI) was 
legislated as the amount of the government subsidy (including health 
promotion fund). But the actual amount is less than 20 percent, as the 
level of subsidy is decided before the next year’s contribution amount 
(estimated) is set.

The contributions of policyholders thus accounted for 83.3 percent 
in 2011, based on their income (wage income, financial income, income 
from rent, transfer income, etc.), properties, cars, and demographics 
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(sex, age). The total government subsidy including the health promo-
tion fund (surcharge on tobacco) was 16.6 percent of total revenue in 
2011. This level compares favorably with other countries, since the share 
of government subsidy (NHI + Medical Aid) is 23.29 percent in Korea, 
which is less than Taiwan (25.5 percent of total revenue), France (47 
percent of total revenue), and Japan (35.3 percent) (MOHW 2012; 
OECD Health Data 2012).

Expenditures of the NHI

Korea is now faced with serious challenges due to the increasing share 
of total national health expenditure (THE) to GDP, the increasing NHI 
treatment expenditure, and increasing benefit coverage costs of NHIS, 
while the growth rate of THE is higher than that of GDP. In relation to 
these trends, one of the key policy issues now is how Korea can build up 
proper cost containment measures when faced with a crocodile’s mouth 
pattern between increasing income and skyrocketing health care costs. 
As shown in Table 11.6, between 2005 and 2010, the annual growth 
rate of the GDP was 6.28 percent, while the NHI benefit expenditure’s 
annual growth rate was substantially higher at more than 14.3 percent 
for the same time period. Table 11.6 also shows that the percentage aver-
age annual growth rate of THE per GDP (D/A) was 4.64 percent, which 
was higher than the OECD average of 2.0 percent (Shin 2011, 2).
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Analysis of Treatment Expenditure (2001–2010)

An analysis of treatment expenditures between 2001 and 2010 can 
help identify the contribution of different factors to rising costs. The 
annual number of beneficiaries increased by 0.59 percent during this 
time period, annual visit days per capita increased by about 3.86 percent 
per year, and annual treatment cost per visit day increased by 6.48 per-
cent per year from 2001 to 2010. Therefore, Table 11.7 shows that total 
annual growth rate of treatment expenditure increased by 10.94 percent 
per year. Table 11.7 also indicates relative roles of different factors to 
increasing expenditures from 2001 to 2010: the contribution by number 
of beneficiaries is 5.38 percent, visit days per capita is 35.32 percent, and 
treatment cost per visit day is 59.3 percent.

This analysis shows that, since the implementation of medical insur-
ance in 1977, the usage of medical services by citizens has surged explo-
sively and has now reached a point where the use of medical services has 
become a serious concern.

Now let’s consider how patients use different medical services and 
the expenditure implications. Table 11.8 shows that there is a strong 
concentration of outpatients in secondary and tertiary hospitals. This 
pattern reflects the absence of any regulations on service choice, which 
may cause unnecessary use of medical resources and a rise in health care 
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costs. Without an effective mechanism and regulations for patient refer-
ral, there exists an incentive for overconsumption (shopping around for 
medical services) for policyholders. However, benefits for them may be 
far less than the costs because of the time and discomfort cost to spend-
ing time in the hospital or going to the doctor. In other words, Korea’s 
NHIS creates moral hazard for policyholders and in addition there exists 
“considerable discretion (choice)” in treatment for service providers. 
Also, the reimbursement system for providers favors general or tertiary 
hospitals, which also contributes to rising costs.

Other Related Policy Issues: Payment System

Korea’s fee-for-service system (using Resource-Based Relative Value 
Scale) has served as the main method of payment for treatment costs 
in the NHIS. The system sets relative value units for each specifically 
categorized medical service, and these units are then multiplied by the 
conversion factor (value unit per fee unit). These two elements deter-
mine the fee paid by the NHIS for each medical service. Currently, the 
conversion factor is determined by agreements concluded between the 
NHIC and each specific type of medical institution. Each year repre-
sentatives of seven provider organizations (such as clinics, hospitals, 
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dentists, traditional herbal medicine institutions, pharmacies, and mid-
wifery clinics) conclude contracts through negotiations with the NHIC. 
In cases where an agreement cannot be reached, the HIPDC deliber-
ates and reaches a decision that is then publicized by the minister of the 
MOHW.

Despite having several advantages, the FFS system also poses vari-
ous problems. Among these problems, the greatest issue is that the FFS 
system fails to control treatment costs, due to: (1) providers’ behavior to 
maximize their revenue and (2) information asymmetry. Under FFS, 
providers tend to increase the quantity of medical services to maximize 
their revenue, as the price (medical fee) is fixed (providers’ revenue = 
fee for service x quantity). In addition, because of information asym-
metry, providers have the power to decide medical service quantity (ser-
vice frequency and intensity). Table 11.9 shows the implications for this 
argument.

To address the problems arising from the FFS system, beginning in 
2002 Korea introduced the case payment system based on diagnosis-
related groups (DRGs) for seven types of illnesses. Initially in Korea, the 
case payment system was not applied compulsorily but through voluntary 
adoption by the medical institutions, and as of August 2010, 2,321 institu-
tions (69.4 percent of the applicable institutions) were voluntarily partici-
pating in this system. The system has been applied compulsorily since July 
2012.
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Newly Emerging Policy Issues and 
Challenges Ahead

Financial Projection

When NHIS was introduced in Korea, it was initiated with three char-
acteristics: low premiums, low range of benefits coverage, and low med-
ical costs. Korea then built a universal health insurance system within 
a remarkably short time. Today, in spite of these achievements, Korea’s 
NHIS is confronting many challenges, such as strengthening the range 
of benefits coverage, improving the system’s accountability and gover-
nance, and achieving financial sustainability.

There have been various financial projections about the future 
of Korea’s NHIS, showing quite different results depending on the 
researchers. One study projected that the proportion of national health 
expenditure to GDP could reach 13 percent as of 2050, and concluded 
that the proportion of the NHI budget to GDP should be controlled 
below 5 percent for sustainable national financing (Kim and Kim 2007, 
abstract). Shin (2012) also estimated the required premium contribution 
rate is 8.21 percent to 9.73 percent, based on his different scenarios for 
the year 2020 (Shin 2011, 22).

Table 11.10 shows that the proportion of benefits coverage cost of 
NHI to GDP from 2010 to 2020 is projected to increase by 2.87 percent 
to 4.94 percent. Even under assumptions that the percentage share of 
government subsidy (including the surcharge on tobacco) in total NHI 
revenue is kept at 20 percent, the required contribution rate in 2020 is 
accordingly estimated as higher than 9.7 percent. That is 1.82 times the 
contribution amount in 2010. However, currently, 8 percent is legislated 
as the premium ceiling. These results suggest that the financial sustain-
ability of Korea’s NHIS is questionable under the current governance 
and finance system, and the government needs to increase its financial 
resources.

Policy Recommendations for Financial Sustainability

We recommend that Korea consider six policy recommendations to 
improve the financial sustainability of the NHIS for the future.
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1. Reform the health care delivery system: In principle, to 
enhance the macro-level efficiency in the utilization of resources, Korea 
needs to establish a policy for the management of medical resources at 
the governmental level that will encourage or mandate a balanced distri-
bution of high-quality medical resources by type and by region. Korea 
needs to develop and institute a referral system befitting the country’s 
circumstances to perform a gatekeeping function, so that citizens will be 
provided with lifetime health management services centered on primary 
care. At the same time, Korea needs to provide incentives to reduce reli-
ance on clinic-level hospital beds and outpatient treatment at general and 
tertiary hospitals, and establish obligatory provisions regarding patient 
referral and patient transference among medical institutions.

For this purpose, as short-term strategies, the following measures 
are recommended: first, for policyholders, Korea needs to differenti-
ate the co-payment rate of outpatients more strongly by types of insti-
tutes: increase co-payment of outpatient services in general and tertiary 
hospitals to control outpatients’ use of these facilities and to motivate 
primary care utilization. Second, for providers, Korea should abolish 
fees for selective medical treatments for outpatient services, and control 
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the number of outpatients in tertiary hospitals. As long-term strategies, 
first an emphasis on primary care is needed. A designated doctor sys-
tem (especially for patients with frequent service use) is recommended 
to guarantee primary care as a gatekeeper to manage chronic diseases. 
Second, specialized and/or base hospitals are recommended. Competi-
tive hospitals are to be disease-specific specialized hospitals, competitive 
regional hospitals to be regional base hospitals, and in the long-term, 
induce a first and third delivery system without the second level. Third, 
specialized facilities for intensive care are also recommended. Large gen-
eral hospitals should be reorganized into specialized hospitals for inten-
sive care.

2. Expand resources available for NHI finance: It is well known 
that Korea’s percentage of public funding remains at a low level com-
pared with those of advanced countries. As of 2008, the percentage 
of public funding for national medical expenditure was 55.3 percent, 
which was very low compared to the OECD average of 71.7 percent 
(Kim 2011a, 99). First, increasing the government subsidy for the NHIS 
benefits coverage expenditure of older beneficiaries (“old–old,” refer-
ring to those eighty years of age or older) is recommended. By 2020, 
Korea is expected to become an “aging society” (one where the percent-
age of those aged sixty-five or older is 14 percent or higher), with the 
elderly population reaching the level of 15.6 percent and the financial 
sustainability of the NHIS aggravated by rapid aging of the population. 
To address the dual problems of low fertility and aging population in 
Korea, it is necessary to strengthen and prepare national policies for the 
aging population, and also build a system to provide high-quality ser-
vices to senior citizens in urgent need of such care by accelerating the 
consolidation of the long-term care insurance system for the elderly and 
institutionally supplementing and improving this system, which seeks to 
transition the burden of care from the family to the society as a whole.

Korea now has to engage in a serious debate on what the new financ-
ing system should be to provide health care for the elderly. Currently, 
the debate appears to be going nowhere, and the future of the current 
health care system for the old is quite uncertain. We should start a debate 
over whether long-term care for elderly should be financed from tax 
(Nordic model) or by social insurance (German model). Meanwhile, 
for this purpose within the NHIS, Korea must improve the system for 
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classifying the category of long-term care and diversify the benefits cov-
erage support for senior citizen treatment expenses, such as subsidizing 
50 percent of benefit expenditure through co-payment of health insur-
ance for the elderly of sixty-five years and over. According to Shin’s 
estimation, if implemented, the amount of government subsidy in 2020 
is estimated at 19,080 billion won (21.83 percent of total) as the ben-
efit amount of older beneficiaries (over sixty-five years) is estimated at 
38,160 billion won (43.66 percent of total) (Shin 2011, 34). Second, it is 
recommended that Korea expand the premium system and levy insur-
ance premiums on earnings omitted from a contribution-based system 
(thereby including pension income, capital gain financial income, rent 
income, and transfer income).

3. Improve the premium-imposing system: Korea also faces 
the challenge of improving its system for charging insurance premiums. 
Discrepancies in insurance premium charges for formal sector EHI and 
self-employed RHI insurance policies have given rise to problems of 
fairness in premium contributions, including problems related to free-
riding coverage for the dependents of employment-based policyhold-
ers. To solve these problems, first, as a short-term improvement, Korea 
needs to simplify the complex contribution-imposing system, especially 
for the self-employed, and reduce the “regressiveness” of the contribu-
tion system for the self-employed. As a long-term improvement mea-
sure, Korea needs to first introduce an income-based unified form of 
contribution-imposing system. Second, the dependent status approval 
standards should be improved. Excluding siblings from the category 
of dependents is recommended, in accordance with the National Basic 
Livelihood Security Act. Siblings who are excluded should be transferred 
to self-employment insurance, and those who are eligible for Medical 
Aid should be transferred to Medical Aid. Excluded dependents with 
considerable property should be seen as having some economic ability, 
and they should pay an insurance premium based on the principles of 
social insurance.

Korea also needs to incrementally increase the current level of insur-
ance premiums to strengthen the range of benefits coverage. The rate 
of insurance premiums in Korea is relatively low compared with rates 
found in major countries that implement a health insurance system. As 
of 2008, the premiums were 14.0 percent in Germany, 13.8 percent in 
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France, and 9.5 percent in Japan (plus an additional 1.5 percent for Long-
Term Care Insurance for those forty years and over in 2011), whereas 
the rate in Korea remained at 5.64 percent in 2011 (NHIC, internal 
materials, 2012; Okamoto 2011, 3).

However, it will be almost impossible for Korea to maintain a stable 
fiscal balance by relying only on revenues from insurance premiums in 
the future. Therefore, Korea must identify sources of revenue in addi-
tion to the insurance premiums. In order to expand the benefits cover-
age of health insurance in the future to the level of advanced countries as 
mentioned above, Korea must secure structurally stable sources of finan-
cial revenue. In addition, adverse factors that directly harm health, such 
as alcohol and smoking, and fossil fuels that cause atmospheric pollution 
leading indirectly to health risks result in socioeconomic costs. There 
are currently discussions regarding the possibility of measures to reduce 
these social costs by assigning the economic opportunity costs and by 
instituting or expanding the implementation of health taxes on socio-
economic activities that create negative health externalities.

4. Improve the reimbursement system: In addition to demand-
side factors that are driving increases in treatment expenses, Korea is 
also confronting supply-side factors, such as the cost-inducing payment 
system based on fee for service. Consequently, Korea needs to design 
efforts to rationally reform the payment system for treatment costs to 
resolve these problems.

It is recommended that Korea place more responsibility on providers 
through the payment system (such as DRGs and global budgets) to help 
contain costs. In the long term, a prepayment system (e.g., global bud-
geting, capitation, or DRGs) should be used rather than a post-payment 
system (e.g., FFS), to induce providers to reduce unnecessary use of 
expensive medical equipment and services. First, for outpatients, there is 
a need to decide the amount of the total budget through capitation and a 
family or individual doctor system, and for inpatients, there is a need to 
introduce a new mechanism (one that decides the medical fee in accor-
dance with the number of cases) in addition to the introduction of a 
DRG system. Second, Korea needs to differentiate medical fees between 
acute care and chronic disease care; in addition, it must increase the 
budget according to GDP growth, aging, benefits coverage extension, 
the Consumer Price Index, and input from the association of providers 
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since they have knowledge and clinical experiences that allow them to 
make specific budget distribution plans (including the review and assess-
ment of benefit expenditures).

5. Strengthen primary care and health promotion: In Korea, 
primary care is placed in a structure of wastefulness due to excessive 
competition and an excessive input of resources, with services often lim-
ited to the treatment of illnesses. A major policy issue is the absence of 
preventive and promotional programs. Korea’s national health insurance 
system has devoted a very small proportion of its expenses to prevention 
and health promotion programs, and aside from health screening exams, 
there are no separate programs targeted to improve health.

Care to prevent the occurrence of illnesses in advance can be more 
effective than ex post facto treatments, and it is also the most cost-
effective method for reducing medical expenses on a national scale. It 
is therefore necessary for Korea to adopt a new method for managing 
illnesses, namely the method of advanced prevention that allows early 
detection of illnesses and health-promoting approaches to improve the 
health-related behaviors of individuals. To develop a lifelong health-
screening program for all age groups, it will be necessary to further sys-
tematize the contents and the processes of the screenings and bolster 
their value so as to improve the efficiency of the screening system’s man-
agement and operation.

6. Rationalize management of insured pharmaceutical costs: 
Finally, Korea needs to address policy issues related to the lagging effi-
ciency of pharmaceutical expenditures. The share of pharmaceuti-
cal expenditures to THE were 24.3 percent in 2001 and 21.6 percent 
in 2010, reflecting a decrease of 2.73 percent. However, according to 
OECD Health Data (2012), Korea expends much more on pharma-
ceuticals than other major countries—compared to the OECD average 
percentage of pharmaceutical expenses to THE (OECD average 16.6 
percent), Japan at 20.8 percent, and the United States at 11.9 percent 
in 2010. Also, the price of generic medicines in Korea (68 percent of 
original drug) is higher than in other countries. To compare, the price 
of generic drugs is 50 percent of that of the original drug in France, 
52 percent in Austria, 55 percent in Italy, 60 percent in the Nether-
lands, and 70 percent in Japan (Shin 2011, 14). The major causes for 
the high percentage dominated by pharmaceutical expenses and the rate 
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of increase are that medical institutions lack the incentive to purchase 
low-priced pharmaceuticals, the system for identifying accurate data on 
actual transactions is inadequate, and the pharmaceutical price discount-
ing system is insufficient (Kim 2011, 100).

To rationally manage the costs of insured pharmaceuticals, Korea 
needs to transition from the previous micro-level method of manag-
ing drug prices for individual items to a macro-level method of manag-
ing pharmaceutical expenses by setting a total target value. Meanwhile, 
Korea also needs to bring greater transparency to the distribution struc-
ture for pharmaceutical products and track actual transactions to ratio-
nalize the criteria for determining pharmaceutical prices. We must 
strengthen the drug utilization review to establish mechanisms that will 
enable appropriate use of pharmaceuticals, and these efforts must be 
accompanied by measures to expand bioequivalence tests and to prepare 
an institutional foundation providing incentives to medical institutions, 
thereby encouraging the use of affordable and high-quality generic 
pharmaceuticals.

Conclusion: Some Lessons and 
Implications

In this section, we examine the lessons and implications of the develop-
ment process of Korea’s NHIS for other countries as they seek to imple-
ment their own national health insurance system.

Looking back on early stages of health insurance in Korea, we can 
identify two elements that made it possible for all citizens to have health 
insurance within such a short period and for the system to achieve such 
notable success. First is the government’s strong leadership and com-
mitment (political will) in undertaking a series of social reform mea-
sures to respond to the citizens’ demands regarding economic and social 
developments. Second is the successful economic development in Korea. 
These were the key factors that propelled the development of Korea’s 
four major social insurance systems, including the NHIS.

Korea adopted an incremental approach to expanding health insurance 
eligibility and strengthening benefits to prevent potential complaints 
from health care providers and policyholders. From the beginning, 
there were three key characteristics of the NHIS: low premiums, 
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limited range of benefits covered, and low medical costs. These condi-
tions allowed Korea to build the groundwork for a soft landing and also 
avoided any initial large government burdens in financing and man-
aging the NHIS. This method was administratively convenient for the 
system’s governance (management and operations) and also made it pos-
sible to create a framework for consolidating the insurance system with-
out incurring excessive strain in terms of financing or the management 
of expenditures.

To secure funding, Korea initially charged employers contributions 
for employment-based policyholders in the early stages of implementing 
health insurance. It was only later, in the process of expanding eligibil-
ity to self-employed residents in rural and urban communities, that the 
government provided financial support. Such financial support ensured 
that in the early stages of health insurance implementation, the policy-
holders were offered low premium rates (a low-burden approach) as an 
incentive to increase participation in the insurance plan, which allowed 
Korea to consolidate the basis for stably expanding the health insurance 
to a national scale.

Despite these positive decisions, however, there were also aspects in 
which greater deliberation in the early stages of the system’s introduc-
tion could have improved the system’s performance. Here we consider 
the current policy issues (problems) of the NHIS and how they might 
have been avoided if certain issues were deliberated better in the process 
of implementation.

First was the decision to adopt a FFS payment system. This decision 
was made without in-depth discussion of systems used in other coun-
tries, aside from Japan. This has resulted in many challenges that impede 
efficiency in financial management. It is clear from Korea’s experience 
that a broader discussion is needed of the various systems available for 
handling fee payments, especially in the early stages of implementing a 
health insurance system. For example, Taiwan offers an excellent exam-
ple of this kind of deliberation of different payment methods and its 
decision to move its current payment system through a stage-by-stage 
transition into a global budget payment system (Yang 2011, 9–10).

Second are the methods for setting insurance premiums. The crite-
ria for assessing insurance premiums was not integrated, and remained 
in a binary structure that caused problems of inequity between EHI 
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policyholders and RHI policyholders. The complexity of this method 
of charging insurance premiums and the discrepancy in the amount of 
insurance premiums that arise when employment-based policyholders 
change to a self-employed insurance policy or vice versa have increased 
complaints from citizens. This might have been avoided if the assess-
ment system had been unified in the initial stages of instituting health 
insurance and if the criteria for premium charges had been simplified.

Third is the way health insurance is managed and operated by the 
NHIC, while Medicaid benefits for low-income people are handled by 
the government. This approach has been criticized for its shortcomings 
in operational efficiency. Also, in the early period following the intro-
duction of health insurance, the group eligible for Medicaid benefits 
comprised 10 percent of the total national population, but under condi-
tions in which the beneficiaries of these medical services receive support 
for the insurance premium from the government nearly without respon-
sibilities for co-payment, there may arise the problem of moral hazards 
leading to increases in expenditures. For these reasons, it is impossible 
to increase the number of people eligible for such support, and the per-
centage of the population receiving this support has declined to around 
3 percent. Governments that are introducing health insurance should 
establish long-term plans for how far to extend the number of Medicaid 
beneficiaries, and should consider the risk of moral hazard due to the 
very low level of insurance premiums compared with those of ordinary 
health insurance policyholders. For this reason, there must be mecha-
nisms for efficiently managing the eligibility for Medicaid benefits and 
controlling the potential for rising expenditures for these benefits.

Fourth is the management and utilization of databases. Korea’s health 
insurance was first implemented at the unit of cooperatives and was grad-
ually expanded to include all citizens in the NHIS, and initially there 
was little effort to create a database of information. Moreover, although 
information in the early period of Korea’s NHI was collected into a 
database, this resource was not analyzed and used for policy decisions. 
Therefore, another lesson for countries that are introducing national 
health insurance is to organize pertinent information into a database 
from the early stages of implementation and to seek ways to utilize the 
data to inform policy.

Fifth, while Korea aimed to incrementally expand both the scope of 
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eligibility and the range of benefits for health insurance, the NHIS did 
not succeed in expanding benefits to the degree anticipated, although 
eligibility did expand to all citizens within twelve years after introduc-
tion. Governments must deliberate whether to concentrate on expand-
ing eligibility among the population or to focus on expanding the range 
of benefits in tandem with the expansion of eligibility. This decision 
deserves serious consideration, because the issue is closely linked to 
insurance premium revenues. In light of Korea’s experiences, it appears 
best to begin with low insurance premiums in the early years of insti-
tuting health insurance to secure the participation of policyholders, and 
some governmental support in certain areas seems necessary. However, 
once the health insurance system has stabilized to a certain degree, then 
efforts must be made to actively persuade policyholders of the justifica-
tion for raising the insurance premium to a more reasonable level and 
to ensure that the insurance premium provides sufficient financing for 
the system so as to minimize governmental support. In addition, clear 
provisions must be made to regulate the purposes for which government 
subsidy funding is used.

Lastly, financing care of the elderly has been the Achilles heel of 
Korea’s fragmented health insurance system (up to 2000), because the 
rates of enrollment among the elderly vary considerably from insurer to 
insurer. The EHI cooperative has the lowest enrollment of the elderly, 
while the self-employed-based RHI cooperative has the highest. How 
to balance this inequality of elderly enrollment to sustain the NHIS has 
always been at the center of health policy debates. A complete unifica-
tion of all insurers is an obvious and ultimate solution for the Korean 
NHIS. We should note that Korea began operating its health insurance 
through a cooperative method in the early years, and later, following the 
integration of multiple fragmented cooperatives, the government’s role 
grew.

In operating a national health insurance system, there are both advan-
tages and drawbacks depending on the agents of the operation. We 
can consider the example of Taiwan, where the government exercises 
complete authority in the operation of health insurance, or the case of 
Germany, where the National Health Insurance Corporation is given 
the responsibilities of an insurer along with autonomy in governing ben-
efits and financial decisions. If we opt for the method of operation based 
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on cooperatives, where the autonomy of each cooperative is respected as 
much as possible, there will need to be methods for pursuing efficiency 
in management while minimizing inequities that arise among the coop-
eratives in terms of revenues and expenditures. On the other hand, sys-
tems operated by a single, integrated insurer demand mechanisms to 
ensure internal competition in management and operations.

In conclusion, the international community has positively valued 
Korea’s NHIS as one of the most efficient systems in the world that pro-
vides universal health security for all of the country’s citizens at a low 
cost. This study has examined the development of the health insurance 
system in Korea and the implications of Korea’s experiences for develop-
ing countries. Although Korea has created an outstanding institution 
worthy of the admiration of other countries, it is also true that Korea 
still faces many challenges ahead. Korea’s past decisions to implement 
various policies in accordance with the country’s socioeconomic con-
ditions illustrate that each country must consider certain issues in the 
process of introducing health insurance and that those decisions must 
fit local circumstances. This chapter suggests that there is no such thing 
as the “best health care reform” or the best national health insurance 
system in the world—and also that the health care and health insur-
ance systems of one country cannot be directly transplanted into another 
country. These national systems evolve over time, along with people’s 
choices and with national policies, through a process of trial and error 
and successes and failures.
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Chapter 12

Participation of the Lay Public in Decision 
Making for Benefits Coverage of National 

Health Insurance in South Korea

Juhwan Oh, Young Ko, and Soonman Kwon

Introduction

Although South Korea successfully established national health insurance 
(NHI) in 1977, and has maintained universal coverage since 1989, it has 
long been criticized for insufficient benefits coverage (Cho 1989; Kwon 
2009). For example, computed tomography (CT) was not covered until 
1995; medications for chronic conditions (such as diabetes mellitus) 
were only covered for six months per year per patient until 1994 and 
were not fully covered until the year 2000. Magnetic resonance imaging 
(MRI) to diagnose cancer and establish preoperative cancer stage was 
not covered until 2005, and ultrasonography is still not covered.

Korean society thus decided on a trade-off between universal popu-
lation coverage and the coverage extent of medically necessary benefit 
packages in the early phase of NHI, based on a perception that both 
were not affordable at the same time. This insufficiency affected not only 
benefits coverage for the subscriber but also reimbursement to providers. 
The insufficient nature seemed not to be a major issue for subscribers 
in the early phase of NHI, as it still helped lessen people’s burden at the 
point of medical services utilization, but the insufficient nature of reim-
bursement did create dissatisfaction among providers at the time. Ben-
efits coverage unfortunately had no chance to incrementally improve its 

210138 i-xxii 1-394 r8rp.indd  331� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



332	 Governing Health Systems

insufficiency over time since the establishment of national health insur-
ance in Korea. Korean policy does not allow providers to practice balance 
billing (where providers could bill patients for the difference between 
their charges for insured services provided and a lower amount reimbursed 
under the NHI plan); but it does allow extra billing (where the provider 
gives an uninsured service, at the same time as the insured services, and 
patients pay an additional amount out of pocket). This extra billing func-
tions as a kind of compensation tool to improve the income of providers.

In 2010, out-of-pocket payments accounted for 32 percent of total 
health expenditure in Korea (OECD 2012). NHI does not adequately 
protect citizens from a financial crisis caused by severe illness (Park et 
al. 2006; Kwon 2009). Various public requests to expand benefits cov-
erage have been made since the early 1980s. In 2005, the government 
expanded benefits coverage by lowering co-payment rates in selected 
“severe” illnesses. These “severe illnesses” included cancer, some cases of 
stroke, and cardiovascular diseases. The above policy for targeting a few 
severe illnesses triggered debates with regard to: (1) the appropriateness 
of the operational definition of “severity,” considering potentially equally 
severe diseases such as liver diseases, and (2) the priority of clinical sever-
ity over the severity of financial risk caused by less critical disease.

This dispute about coverage is not limited to Korea but is a com-
mon problem of priority setting throughout the world (Daniels 1993). 
A social consensus on distributive principles (which benefits should be 
covered) for health policy making is difficult to achieve for both the 
expansion and reduction of benefits coverage. A crucial component of 
health care governance relates to who makes decisions and what criteria 
and process they use.

Framework for Priority Setting 

Accountability for reasonableness (A4R) has been proposed as a guid-
ing framework for priority setting with limited resources (Daniels 2000; 
Daniels and Sabin 2008; Maluka et al. 2010; Stafinski et al. 2011). A4R 
defines practical conditions for reasonableness when a society needs to 
make decisions in a limited-resource setting. A4R consists of four com-
ponents, according to Daniels and Sabin (2008). The first condition for 
reasonableness is relevance: decisions need to have fair reasons expressed 
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by fair-minded people. The second condition is publicity: relevant con-
tent related to the decision should be open to the public at all times. 
The third condition is revisability: the ability to make revisions based 
on condition changes or important information that was omitted dur-
ing the initial decision making. The fourth condition is enforcement: the 
aforementioned conditions should be enforced by laws or institutional 
structure.

Social Value Judgments by Lay Public Participation

According to Rawlins and Culyer (2004), social value judgments are 
decisions based on what is good for society and are crucial to determin-
ing whether resources are distributed fairly (Rawlins and Culyer 2004). 
Participation of the lay public in the policy-making process ensures that 
the social value judgments regarding health care represent the opinions 
of “average” citizens (Rawlins 2004; Contandriopoulos 2004). Par-
ticipation of the lay public also promotes transparency in the decision-
making process and can address concerns among individuals who have 
grown distrustful of decisions made solely by government officials (Dan-
iels 2000). This lay public participation framework has not traditionally 
been accepted in Asian societies like Korea because the Confucius-based 
culture has prioritized expert-driven decision making. Support for 
public input, however, has recently gained growing acceptance due to 
Korea’s difficulty in achieving efficient and equitable benefits coverage 
for health insurance.

Deliberative Theory

Deliberation enables participants to share perspectives and build consen-
sus. The process is common throughout the world in legal systems where 
citizens’ juries deliberate over a verdict based on testimony provided 
during a trial. The goal of deliberation in policy formation is to obtain 
more informed and robust feedback than what is available through basic 
data-collection mechanisms like surveys. A controlled investigation 
conducted by Abelson et al. (2003) found that deliberation produces a 
dose-effect-like response; in that study, the views of participants were 
more amenable to change as increased amounts of deliberation were 
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introduced. The authors noted that this outcome illustrates that delibera-
tion leads to consensus building and information exchange. The authors 
also noted that dominant views are less likely to change through delib-
eration and may actually become more entrenched. An important aspect 
of the deliberative process is that all individuals are provided informa-
tion on the topic before the deliberation. This ensures that the discussion 
can be informed by evidence (Abelson 2003).

Previous Examples of Public 
Participation in Health Policy Formation

Several Western countries have institutionalized lay public participa-
tion in health policy formation to improve social consensus. The state of 
Oregon in the United States made the first attempt to explicitly establish 
a boundary of resource utilization, in 1989 (Golenski and Thompson 
1991). During the first prioritization attempt, the Health Services Com-
mission of Oregon used a cost/utility formula that ultimately produced 
a prioritization list that was inconsistent with the commissioners’ per-
ceived importance (i.e., the commissioners’ value judgment). After con-
fronting unsuccessful results through this cost-utility formula approach, 
the commission decided to stress public value judgment in the first step 
and cost-effectiveness accounting in the next step. A priority list was 
finalized in 1991 based on public hearings, questionnaire-based inter-
views, and focus-group interviews (Kitzhaber 1993). The Oregon case 
was the first instance of public engagement in the prioritization of bene-
fits coverage in the world; however, only four of the eleven commission-
ers were actually members of the lay public. The other commissioners 
were experts, such as physicians, nurses, and social workers.

The United Kingdom (UK) adopted a citizen council in the mid-
1990s based on the experience of using citizens’ juries in the court sys-
tem (Lenaghan et al. 1996). The UK was the first in the history of health 
policy formation to establish a commission comprised entirely of mem-
bers of the lay public (Lenaghan et al. 1996). The commission, called 
the citizens’ jury, which later became the citizen council, consists of 
thirty members of the lay public who reside in various places within the 
UK. Following selection, the council members listen to testimony from 
experts of their choosing and are provided sufficient time to discuss and 
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cross-check the witnesses’ opinions. During the final phase, the com-
mission is responsible for publishing a social value judgment. Two-and-
half days are given to the council to deliberate each requested agenda 
item, and each year one-third of the council members are moved off the 
committee (after a three-year term).

Lay public participation in health policy formation has since diffused 
to several countries with some diversity in the form of institution (Bruni 
et al. 2008; Street et al. 2014). However, there is no example of lay-
people’s participation in Asian countries except for the involvement of 
civic groups (Deng and Wu 2010). Like the rest of Asia, the Republic 
of Korea does not have a formal method for lay public involvement in 
health policy decisions. The Korean health policy debate has occurred 
exclusively within expert societies, including experts in civic groups, 
because of the lack of institutions for lay public participation.

In addition, to our knowledge, there have been few instances to date 
of lay public participation in national-level governance of health systems 
in developing countries (Maluka et al. 2010).

Aim

South Korea has been under public pressure to increase its benefits cov-
erage for NHI, while also facing controversies over the appropriateness 
of items that were newly added to the benefits package. A4R could be a 
useful framework for decision making within the Korean health insur-
ance system. Based on the A4R conceptual framework, the Korean 
government decided to establish a citizen’s council to help incorporate 
social value judgments in health-coverage priority setting. The council 
uses clear procedures, which are based on the scientific literature in the 
field. For example, care was taken to allow sufficient time for delibera-
tion, a process that has proved beneficial in councils in other countries 
(Abelson 2003). The procedures for the council were tested and refined 
through an experimental council held several months in advance of the 
real council.

This chapter reviews the achivements and remaining challenges fol-
lowing the implementation of this approach to deliberative democracy 
in South Korea.
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Experiments of Lay Public Participation 
in Decision Making for Health Insurance 
Benefits in 2008, 2010, and 2012

In Korea, two authors of this chapter ( J.O. and S.K., both former Takemi 
Fellows) have been involved in the efforts to improve health insurance 
governance by implementing public participation interventions based on 
the A4R framework. Professor Norman Daniels of the Harvard School 
of Public Health supported this initiative because of his expertise in this 
field. Three experiments were conducted to determine feasible policy 
options for decision making regarding benefits coverage and willing-
ness to pay for increased insurance contribution. The experiments were 
conducted in 2008, 2010, and 2012. The experiments consisted of two 
components: information provision and sufficient deliberation. During 
the intervention, participants were first provided full and updated infor-
mation by a team of experts (information provision component); partic-
ipants then discussed the issues with one another for a moderate amount 
of time (deliberation component).

First Experiment

In 2008, the first experiment dealt with willingness to pay and pref-
erences among various expansion options of benefits coverage, such as 
targeting patients with severe diseases, targeting vulnerable popula-
tions (e.g., elderly), bringing individual uninsured service items into 
the benefits package, introducing cash benefits options, and decreasing 
the ceiling on cumulative out-of-pocket (OOP) payments (Kwon et al. 
2012a). In the survey before participation, 46 percent of the participants 
were willing to increase their premiums to expand benefits coverage. 
After participation in the deliberation, 63 percent of the participants 
were willing to pay increased contributions. Preferences for different 
approaches to expand benefits coverage were measured by the propor-
tion of participants who were willing to pay increased contributions to 
expand the benefits based on the specified approach. Targeting vulnera-
ble populations and targeting patients with severe diseases were the most 
preferred options (88 percent of participants and 86 percent, respectively, 
were willing to pay an increased premium for these options); targeting 
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individual uninsured service items was the next preferred option (67 
percent); decreasing the ceiling on OOP payments and introducing cash 
benefits approaches were the next preferred options (58.3 percent and 
54.2 percent, respectively). With regard to targeting vulnerable popula-
tions, the elderly were the most preferred group and the disabled were 
the least preferred, when compared with children or the poor.

Second Experiment

The second experiment was conducted in 2010. The experimental lay 
citizen committee members, who were selected via a stratified random 
sampling method using age, gender, and residential area, were asked to 
decide whether to newly cover certain uninsured services. There were 
two sets of questions. The first questions were applied for twelve disease 
group categories, and the second questions were for sixteen specific ser-
vice items. Participants were fully informed by experts from academia 
and had a sufficient length of time to discuss the issue within two sepa-
rate small groups based on gender (Kwon et al. 2012b).

For the first questions, the most supported disease group category, 
after information and deliberation, was chronic, severe disease requiring con-
tinuous treatment, and the supporting level increased after information 
and deliberation compared with the level of support before provision 
of those two elements (from 93 percent to 96 percent). The least pre-
ferred category was prevalent but not severe disease, and the supporting level 
decreased after the meeting (from 46 percent to 25 percent).

For the second questions, willingness to cover currently uninsured 
service items generally decreased after information and deliberation, 
compared with initial intention to newly cover, before information and 
deliberation opportunities were provided (e.g., from 96 percent to 59 
percent for vaccinations, which were already provided free of charge in 
public health centers), except for some items such as extra charges for 
specialist services (from 46 percent to 71 percent).

Third Experiment

The third experiment, conducted in March 2012, dealt with maternal 
health service coverage options. The policy questions were two: first, 
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whether people prefer continuing a cash benefits policy for pregnant 
women with increased amounts of cash for covering more uninsured 
services or substituting the cash benefit policy with an in-kind benefits 
coverage policy. The other question was whether people intended to 
expand in-kind benefits to newly cover certain uninsured services, such 
as amniocentesis, nonstress fetal monitoring test, iron medicine for ane-
mia prevention, folic acid for neural-tube-defect prevention, gestational 
diabetes mellitus screening, and prenatal ultrasonography.

For the first policy question, lay people preferred in-kind benefits 
coverage to cash benefits, to reduce potential consumer moral hazards. 
For the second question, support to cover screening tests for gesta-
tional diabetes mellitus was increased after information and deliberation 
compared with initial intention (from 55 percent before the meeting 
to 83 percent after information and deliberation) based on participants’ 
improved understanding of interventions to prevent disease progression. 
Most citizens did not support covering amniocentesis for confirming 
fetal Down syndrome and other chromosomal anomalies (from 52 per-
cent to 13 percent), considering that no treatment options exist follow-
ing prenatal diagnosis.

Moving from the Experiment Toward 
an Official Committee

The three experiments showed people’s willingness to increase their 
financial contribution to NHI to achieve better coverage. At the same 
time, they were willing to reduce support of expanding service coverage 
for some cases after full information was provided and they had suffi-
cient deliberation and discussion. During the experimental committees, 
participants replaced their original wishes (more benefits than currently 
offered and as-low-as-possible contribution) with revised wishes (more 
benefits than currently offered, however, fewer benefits compared with 
their initial wishes, and greater willingness to contribute).

While these three experimental decisions showed consistent results, 
in the real policy arena there were repeated challenges with respect to 
acceptable ways of reaching reasonableness while benefits coverage deci-
sions were going on every year. Coverage decisions each year did not 
satisfy laypeople and academia sufficiently, and diverse criticism about 
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new decisions was pervasive, regardless of the newly covered services 
to be offered. Following the consistent and fruitful results of the three 
experiments, in September 2012, the Korea NHI Service eventually 
established the Citizen Committee for Participation, with the hope that 
this new committee would provide a better benefits coverage decision-
making mechanism, with appropriate levels of reasonableness, consider-
ing the dissatisfaction and criticism that had arisen in previous years.

During the experimental period, two conditions of A4R (the relevance 
condition and the revisability condition) were adapted to implement lay 
public participation in Korea. The other two conditions (the enforcement 
condition and the publicity condition) have not yet been applied because 
the NHI Service was not confident that it could implement them as an 
institutional activity with regular intervals at the time they decided to 
implement the lay public committee.

Experience of the First Citizen Committee for 
Participation in South Korea in September 2012

The first Citizen Committee for Participation was held in September 
2012 and included thirty people who were randomly selected out of a 
group of 2,650 applicants. Before random selection was conducted, peo-
ple who did not meet the definition of “lay public” were excluded. The 
lay public was defined as those with neither expertise nor strong finan-
cial interest in the policy decision. For example, the criteria excluded 
people with a family member working for either private health insur-
ance companies or the public health insurance authority. The purpose 
of the committee was to make recommendations on forty-five medical 
service items for potential benefits expansion. Professional associations 
related to the service items provided the most updated knowledge and 
information to the committee members on September 22, 2012. The 
members had deliberative discussions the next day. “Disease severity” 
and “financial burden on patients with the related condition” were the 
values that the members thought were most important during the delib-
erative conference.

The Citizen Committee for Participation expressed its willingness 
to increase their financial contribution to NHI. They also decreased their 
demand to cover some service items in the benefits package after the 
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conference compared to their initial demand. This pattern is consistent 
with the outcomes of the previous three experiments. Almost 80 percent 
of the committee members supported increasing the premium for better 
benefits coverage at the end of the conference, in comparison with the 
72 percent who supported increasing the premium before the confer-
ence. Of the forty-five medical service items under discussion, twenty-
three service items were agreed to be covered by more than 50 percent 
of the members at the end of the meeting, compared with twenty-six 
items that were supported for coverage in the pre-survey (before both 
information and deliberation were provided).

The official policy-making body for coverage decisions (Health 
Insurance Policy Committee or HIPC) ultimately accepted nine ser-
vice items that were at the top of the priority list of the twenty-three 
items supported by the lay public committee for coverage expansion in 
2013. By accepting the recommendations of the Citizen Committee, the 
Health Insurance Policy Committee delisted an item (a medication indi-
cated for osteoarthritis) that was planned to be covered in 2013. It means 
that the revisability condition of A4R worked out in the coverage deci-
sion. The official body (HIPC) selected a total of thirteen items for cov-
erage expansion. Of these thirteen items, nine items (69 percent) were 
recommendations of the Citizen Committee for Participation, while 
two items (15 percent) had been predetermined through a previous 
decision process before the Citizen Committee was implemented. The 
remaining two items (15 percent) selected by the official body were not 
on the top priority list of the Citizen Committee. One of the items (for 
a surgical treatment) was, in fact, disapproved by 55 percent of the mem-
bers because it could be eventually defined as a cosmetic surgery; the 
other (a cancer drug) was also disapproved by 52 percent of the members 
because it had minimal benefit compared to its cost. However, these two 
items were chosen for coverage by the official decision body despite the 
reasoning of the Citizen Committee for Participation.

Considering that 69 percent of the newly covered items were chosen 
through the Citizen Committee for Participation, lay public participa-
tion had an important role in benefits coverage decisions even in the 
first year of its operation. Making decisions on benefits coverage is a key 
component of governing a health system, especially a national health 
insurance system. More than 1 trillion Korean won (equivalent to U.S. 
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$1 billion) were allocated to cover the new items in the year 2013, with 
no political criticism or policy debate, partly because they were sup-
ported by the lay public participation body in the year 2012.

All four conditions of A4R were eventually applied in the implemen-
tation of the Citizen Committee for Participation, in various degrees. 
The enforcement condition was partially met, as the Citizen Committee 
was institutionalized as an annual conference by the health insurance 
agency NHIS; during the experimental phases this condition was not 
met at all. The relevance and revisability conditions also worked quite 
well, as they did in the experimental phase. However, improvements 
are still needed for the publicity condition, because the results of the 
Citizen Committee for Participation were not accessible by the public. 
This absence of the publicity condition commitment was partly rooted 
in the lack of active political groups to encourage this commitment; 
in addition, NHIS confronted no active criticism with respect to its 
lack of commitment, except for a few scholars, including the authors 
(S.K .and J.O.). Increased commitment on the publicity condition could 
help strengthen the newly institutionalized committee as it would pro-
vide greater opportunity for sharing policy intention and process with 
subscribers.

Making the Citizen Committee for 
Participation Work More Effectively

There is still some room to improve the new policy of participatory 
decision making and deliberative democracy through the Citizen Com-
mittee for Participation with respect to benefits coverage decisions in 
Korea. The following section examines these issues.

Sufficiency of Time

The authors worried that two days would not be sufficient time for the 
committee participants to become fully informed about and deliber-
ate over the forty-five items proposed for benefits coverage. A three-
day meeting was not approved due to timeline constraints. Because of 
this, efforts were made to arrange the most suitable experts with suf-
ficient knowledge, effective communication skills, and neutral attitude, 
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to inform the Citizen Committee for Participation while transferring 
the official opinion of the professional associations with regard to each 
uncovered service item (forty-five items). For the Citizen Council of 
the UK (the first established lay citizen-based committee), the lay pub-
lic chooses the experts who will provide information about the top-
ics. However, in the Korean case there was not sufficient time, so the 
preparation task force selected the experts. This strategy saved time and 
resulted in the committee members receiving sufficient information and 
time for deliberation, as confirmed in the post-committee survey. About 
66 percent of participants felt that the time span was appropriate for dis-
cussion, while 24 percent felt it was too long and 10 percent thought it 
was too short, according to post-conference survey. The deliberation 
time was one full day, and the discussion duration for each agenda item 
was assigned by the participants themselves; duration was flexible, based 
on participants’ needs, and the discussion was moderated by one of the 
lay participants, who was elected as the moderator of the day by the par-
ticipants. Discussion was limited to participants, without influence from 
those beyond the committee membership.

Based on different levels of complexity and varying amounts of 
information provided by the experts, agenda items required different 
lengths of time in order for people to develop adequate understanding 
(Table 12.1). One item—coverage for second (additional) cosmetic facial 
surgery for patients who had already received covered cosmetic surgery 
after curative surgery for cleft lip and/or palate—required less than three 
minutes for participants to gain an understanding of the procedure; 
however, this item required quite a long time for deliberation, about 
thirty minutes, before members had fully weighed the variety of con-
siderations and logic among the participants. A dental treatment option 
(utilization of photosynthetic material for dental caries treatment), how-
ever, required a long period of explanation before it was understood, but 
needed a relatively short time for deliberation after participants’ under-
standing was complete. Another item (subcutaneous intravenous route 
for anticancer drug delivery) required a short time for participants to 
understand the information given and to deliberate: less than three min-
utes for both. Additionally, members were given the option to state that 
they were unable to make a decision. Most of the items were answered 
by the participants, though one of the items was not answered (deferred) 
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regarding whether “to cover or not.” In this sense, two consecutive days 
for forty-five items was not too short a time for the participants.

Ease of understanding for items seemed to be related to both the suffi-
ciency of knowledge and the communication skill of the expert, whereas 
ease of deciding depended more on the issue’s own characteristics, which 
could not be changed and rather legitimates the call for people’s value 
judgment. In other words, the ease of understanding could be increased 
through better preparation by the experts, whereas the ease of decid-
ing reflected the challenges of assessing a treatment’s worth and judging 
its social value. The time for understanding could be reduced by better 
preparation (by the expert); the time for deciding, however, sometimes 
required providing sufficient time for full deliberation of complex value 
judgments in the committee meeting.

The Second Citizen Committee for Participation was held on May 
25 and 26, 2013, for benefits coverage decisions that would be effective 
beginning in the year 2014. However, the post-committee survey fol-
lowing the Second Citizen Committee meeting of 2013 showed that 
the amount of time provided was “short” (41 percent), which is higher 
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than that in the first committee in 2012 (10 percent). In the 2013 meet-
ing, 52 percent of the participants perceived that it was adequate and 3 
percent viewed it as long, probably because twelve additional items were 
inserted at the last minute at the request of Ministry of Health and Wel-
fare. An appropriate number of items should be assigned to the commit-
tee based on the available time, so as not to rush the members’ decision 
process.

Dominant Social Values of Lay Public Participants

With respect to social values to be considered in the benefits decisions, 
the participants considered financial risk protection and disease severity as 
the top two priority values. The next social values were health outcome, 
followed by size of unmet need and, lastly, cost-effectiveness and scientific evi-
dence of effectiveness. This order of preferred value was created by par-
ticipants after discussing the preferences, considering the value of each 
one, redefining each concept, and then naming their own value with 
these exemplified key word concepts. The key words were given with a 
predetermined form of naming. Members could only choose among the 
given six concepts, which were listed by the preparation group. Giving 
participants an opportunity to understand what they value while they 
are considering new benefits coverage for the next year would help peo-
ple deliberate with one another while respecting others’ values, which 
may differ from their own. Keeping this time slot during the committee 
meeting would help manage the time for deliberative decision.

Acceptance by the Rest of the Lay Public

If the lay public in the Citizen Committee for Participation endorses 
an additional item for NHI coverage and agrees to pay a higher con-
tribution, does that mean the general public would also accept such an 
endorsement? The authors thought the deliberative informed decision 
process would not be enough if the report was not publicly available, 
given two aspects. One aspect is the publicity condition of A4R. The 
other is that the United Kingdom already allows people who are not 
participants of the Citizen Council of NICE (National Institute for 
Health and Clinical Excellence) to easily access and read the report of the 
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council via web posting; this policy may serve the currently stable health 
policy of the UK in several ways. The publicly available report helps 
people comprehensively think the issues through by presenting good 
information and diverse values. The rest of the public may thus feel their 
concerns were well covered in the Citizen Committee for Participa-
tion by reading about the decision-making processes of the committee’s 
members. To achieve support from the general public, the members of 
the Citizen Committee for Participation need to cover as many potential 
arguments and counterarguments as possible. In this way, the committee 
could be viewed as a functionally accumulative sample of prospective 
opinion of the public when the whole citizenry is sufficiently informed 
and deliberate.

The publicity condition, one of the four requirements of A4R, should 
be emphasized to improve the lay public participation process in Korea. 
If the public feels that the committee’s deliberations were thoughtful 
enough, new policy decisions such as increasing the amount of premium 
contribution may be successfully implemented and accepted by the rest 
of the public.

Expected Social Benefit Through Lay Public Committee

The authors hope this new policy initiative to implement A4R in making 
decisions about benefits will be effective in achieving value for money (out 
of a constrained budget) and attaining social consensus on a willingness to 
pay higher contributions. Officials will hopefully be on the same page 
with the authors in this respect. The approach of the Citizen Committee 
for Participation (an informed, deliberative procedure) would benefit the 
people more in terms of macro-efficiency, compared with the previous 
decision process, which did not allow a sufficient amount of time to con-
sider the appropriateness of benefits coverage. This was the basis of contro-
versy and criticism regarding the previous decisions on benefits coverage 
expansion before the year 2012. More in-depth evaluations after several 
rounds of benefits coverage changes via this newly established commit-
tee would be worthwhile to disclose the effectiveness of this approach of 
citizen participation. This may include satisfaction score follow-up surveys 
with respect to benefits coverage extent for every year.
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Policy Implications

The recent experience in South Korea with the Citizen Committee 
for Participation has important implications for NHI coverage deci-
sions in many countries where public participation remains a pending 
health policy issue. Korea’s experiences are especially important consid-
ering the past experience in Oregon, where an attempt to list the ben-
efits package through a formula confronted obstacles from the public; 
the objections arose chiefly due to a discrepancy between the lay pub-
lic’s value perceptions and the priority list, which was generated mainly 
by cost-effectiveness. Korea’s approach provides a feasible example of 
implementing A4R in institutional governance under limited resources. 
People’s values may vary at different times and circumstances, which 
may make it difficult to implement a formula-based decision process (as 
in Oregon).

The experience of the Citizen Committee for Participation in Korea 
shows that people may be willing to increase their premium contribu-
tions to expand benefits if a deliberative democratic decision-making 
process exists. The general public does not necessarily demand ever-
increasing benefits, but can decide to keep benefits at a reasonable level 
once they understand the nature of public funding, financial sustain-
ability, and cost-effectiveness. If these results are the product of common 
human values and experiences—and not from the unique context of 
Korea—then this approach to deliberative democracy may help reduce 
policy failure in other cultural settings as well. The mid-term and long-
term effectiveness of this effort to implement deliberative democracy 
still needs to be evaluated, but it deserves broad recognition around the 
world for its innovative approach to making difficult social decisions.
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Reflections (i)

Richard Horton

I am not a Takemi Fellow and I am not on the Harvard faculty. So I did 
wonder why I had been invited to this remarkable celebration—until 

the magic word “publication” was mentioned. There is no free lunch—
or anniversary symposium—for a medical editor. In truth, of course, 
I have been a privileged spectator here, and I have learned a great deal 
about your work and the tremendous achievements of this program. I 
am also here (and I hope this is true) because of two friends—Keizo 
Takemi and Michael Reich. Their leadership of the Takemi Program, 
and indeed their leadership in the scholarly discipline of public health 
and in politics as an expression of a public commitment to public health, 
is exceptional. I am honored to be able to stand shoulder to shoulder 
with both men, and I pay tribute to their leadership.

You can learn a great deal about a country from its proverbs, and 
Japan has a rich source of proverbs and sayings. Here is one (and you will 
be glad to know that I am not going to attempt to recite it in Japanese). 
The English translation is this: “A frog in a well knows nothing of the 
great ocean.” Now this is a very significant proverb in Japan. The mean-
ing of it, if one thinks about it for a second, is quite clear. A frog in a well 
knows nothing of the great ocean, which means that people are satisfied 
to make judgments about the world based upon their own narrow expe-
rience and without taking any account of the world beyond the narrow 
setting of their own lives.

During the past two days, this meeting has been all about the world 
outside. It has been about broadening our experiences and it has been 
about saying that we are not satisfied to judge without a full apprecia-
tion of the experiences that we share, one with another. So my first 
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conclusion from these two days is that we are not frogs in a well—and I 
trust that is surely welcome knowledge.

I want to say a word about Japan as well. It is no accident that Japan 
has led, with thirty years of support for the Takemi Program and, most 
recently, with the stunning commitment of Prime Minister Shinzo Abe 
to universal health coverage. This year a great discovery was made and 
reported in the pages of Nature. The discovery concerned the earliest 
use of pottery in any human society, fifteen thousand years ago. Where 
was this earliest use of pottery? It was in Japan, of course. Why is it 
important to talk about pottery from Japan fifteen thousand years ago at 
a meeting here in the Harvard School of Public Health? There is a rea-
son, and a very good reason at that. Fifteen thousand years ago, human 
beings were hunter-gatherers. We roamed wildly across the lands of the 
Earth until a few groups of people (whom we now call Japanese) stopped 
and started making pottery. That moment marked the end of humans as 
hunter-gatherers. Pottery making was the beginning of human civiliza-
tion. It was the beginning of human settlement. It was the beginning 
of building communities. As far as we know today, that moment began 
in Asia. It signifies a commitment over fifteen thousand years, not just 
the past thirty, to innovation, to technology, to human development, to 
sustaining human development. And those are the same values, fifteen 
thousand years later as we sit here today, that inform the Takemi Pro-
gram, to which I offer my admiration and congratulations.

This meeting has been a revelation to me. We have had authentic 
reportage from the front lines of global health—work that, in truth, we 
rarely hear about. In Geneva and in Seattle, the two great capitals of 
global health today, you do not often hear about this kind of work. That, 
I think, has been a tremendous success of the Takemi Program, to draw 
these experiences and this evidence out and present it in the way we 
have heard.

The theme of this meeting has been governance, and I want to make 
five brief observations about what we have heard. Let me begin first 
with a word that has been mentioned repeatedly. That word is commu-
nity. I want to step back a moment from the word community, because 
the point at which you analyze any problem is very important. I can 
describe Boston according to the unit of the brick. Boston is built of 
bricks, and I could describe Boston in terms of the bricks that make up 
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the city. It would be perfectly accurate to do so. But this would not be, 
I think we can agree, a very helpful way to describe the city of Boston. 
We need a larger unit of analysis to understand what Boston is as a city. 
The community is a very important unit of analysis for this. But there 
is another unit of analysis that, in global health, we almost never talk 
about—and yet seems to me to be absolutely crucial. Communities are 
the building blocks of civilizations.

I want to reflect for a moment on the notion of the civilization, 
because the science of human civilizations has largely been marginal to 
our discussions in global health, and that may be a mistake. We must 
change the nature of our conversation in global health to put civili-
zations as collections of communities much more at the center of our 
concerns.

Why should we pay more attention to the notion of civilizations? 
Because the science of civilizations tells us something important about 
our sustainability as a species. Oftentimes, we talk about grave threats, 
whether they be epidemics, war, or climate change. And we think of 
these external threats as dangers we somehow have to defeat. But when 
you look at the science of civilizations, that point of view might be mis-
taken. What this science seems to tell us is that, far more important than 
these external threats, it is the quality of the social and political insti-
tutions we create, together with the way in which we make decisions 
within those institutions and within our society.

The great challenge, therefore, is not the threats outside of us. The 
challenge is within us. It lies in this room; it lies in the structures and 
institutions we create as human beings. The threats to our civilizations, 
whether they be corruption, incompetence, economic crisis, social divi-
sion, urban decline, or state fragmentation, are our responsibility as 
problems to solve. If our unit of analysis was the sustainability and future 
of our civilizations, we might make governance a much more important 
political priority than it is today.

The second issue is accountability. It was said yesterday that account-
ability is the key to governance, but then we had a semantic debate about 
the meaning of accountability. We created a false dichotomy between 
outcomes and process. Accountability is about both. An example: there 
is a tentative experiment taking place in global health today that was ini-
tiated by Ban Ki-moon’s program “Every Woman, Every Child.” This 

210138 i-xxii 1-394 r8rp.indd  353� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



354	 Governing Health Systems

program is the UN secretary-general’s signature initiative to acceler-
ate progress on Millennium Development Goals 4 and 5. And to cut a 
slightly long story short, two years ago a small group was given a very 
long and unattractive name: an independent Expert Review Group 
(iERG) on Information and Accountability for Women’s and Children’s 
Health. The task of the iERG, on which I serve with my colleague Joy 
Phumaphi (who is currently also executive secretary of the African 
Leaders Malaria Alliance) and others, is to define “accountability.”

So what does it mean? The definition we take comes from the human 
rights community and is divided into three distinct activities. First, mon-
itoring. Monitoring means having a health information system. We do 
not talk much about the importance of a high-quality health informa-
tion system to monitor the progress and performance of the health sec-
tor. We should. We should be concerned about monitoring indicators of 
health performance with a particular focus on equity—disaggregating 
data as much as we can, whether it be across income quintiles, sex, rural 
or urban residence, or level of education.

Often when we think about accountability, we stop at monitoring. 
We want to get data from whatever source we can, and then say that we 
have delivered accountability. That would be a mistake. The next step in 
accountability is what we have been doing here: review. In other words, 
a democratic, participatory, and transparent process wherein different 
groups in society—governments, civil society, private sector, profession-
als—come together to discuss and debate the meaning of the data and 
information acquired through monitoring. That mechanism can take 
place in many different ways in countries. It could be a National AIDS 
Commission or a health sector review, or there could be an ombudsman 
or a parliament, or there might be a human rights institution. There is 
no prescribed way of achieving a successful review. Each country ought 
to proceed in its own way. But even monitoring and review are not 
enough. The third part of accountability is action or remedy. There needs 
to be an effector arm, a mechanism by which monitoring and review are 
turned into some kind of response.

In the work we at the iERG have done in women’s and children’s 
health, we have concluded in our two published reports that there is a 
huge accountability gap globally and in countries. Indeed, we believe 
that one of the biggest obstacles to making progress in health is the 
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weakness of accountability mechanisms in countries and globally. So the 
message I take from our discussion at this meeting is that we have to 
find a better way to get the theory and practice of accountability more 
aligned.

It was also said yesterday that accountability ultimately comes back 
to people. So that’s my third observation: people. We have heard it again 
and again—almost every presentation has been about the vulnerability 
of people to political, economic, social, and even environmental shocks. 
And therefore the need for protection is a huge motivating force as we 
think about the agenda for health post-2015, in a new era of sustain-
ability. But let’s be careful in our excitement to rush toward sustainable 
development goals. It is an exciting moment, a new big idea, to be sure. 
It is about the environment and climate change.

Please be careful, though, because poverty has not gone away. Pov-
erty remains with us. Why is poverty still important? Because poverty 
has a critically damaging effect on governance, although maybe not in 
the way you have imagined. What has emerged from one international 
collaboration, part of which is based here in the Department of Eco-
nomics at Harvard, is this: being poor matters because it impedes our 
intellectual function. It impedes our cognitive capacity; it stops us from 
thinking; it stops us from thinking in a smart way. Being poor reduces 
our cognitive performance. Being poor, the fact of poverty, consumes 
our mental resources, leaving us with less capacity to dedicate ourselves 
to other concerns in our society.

This effect is not only through the stress of being poor. There is 
something about being poor itself that consumes our mind and stops us 
from being able to do other things. Poverty is a tax on our intellectual 
capacity, and the erosion of that cognitive capacity is also an erosion of 
our ability to govern effectively. Defeating poverty, even in an era of 
sustainable development, is an absolutely essential prerequisite for better 
governance.

Why is a tax on our intellectual capacity for governance important? 
The answer lies partly in the fourth word that has been used frequently in 
the past two days—knowledge. If the Takemi Fellowships are about any-
thing, they are about producing reliable knowledge. But reliable knowl-
edge does not come out of thin air. Reliable knowledge depends upon 
institutions of knowledge production, including, most importantly, our 
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universities. Strengthening higher education and our research institu-
tions has been massively neglected in development policy, at a great cost 
to our opportunities to make progress in health. Investment, or rather 
the lack of investment, in higher education and research has been a 
neglected dimension of governance.

My untested hypothesis is that the quality of governance very much 
depends upon the quality of higher education institutions, universities, 
and research institutes in a particular setting. I can point to country 
examples to attempt to prove my hypothesis. I can point to Mexico, for 
example, and especially the role of Mexico’s National Institute of Public 
Health. I can point to Turkey—and the former Minister of Health of 
Turkey is sitting in this room now. A crucial success factor for Turkey in 
its quest to achieve universal health coverage was the demand for reli-
able information, which required strong institutions of higher educa-
tion research and data production. Japan’s success in achieving universal 
health coverage in 1961, and its responses to ongoing challenges and 
its successes in developing domestic and international health policies, 
depend upon the strength of its higher education and research institutes. 
One can point to many examples where national transformations in 
health have depended upon key investments in national institutions for 
data gathering, research, and knowledge for policy. We need to take our 
universities much more seriously for governance, accountability, and for 
global progress in health.

So what has all this knowledge actually taught us? This question 
brings me to my fifth and final observation. We are living at a time of 
diverse global risks. We have heard many of them discussed these past two 
days—regional and global financial crises, the effects and the aftereffects 
of war, social division, nuclear disaster, AIDS, aging, maternal and child 
ill health, how one provides care to refugee populations. These risks 
are not mutually exclusive. They are highly interconnected. One risk 
will affect another. A small change to one risk can lead to a large change 
to another risk. And what this network of risks tells us today is that we 
live in a highly unstable world. We must accept highly unstable national 
and global systems, which are defined by the characteristics of their risks.

One of our greatest challenges today is to understand the risk culture 
we are living in. Central to that challenge is, of course, governance. 
How do we manage these risks?
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I think there are at least two ideas that are relevant to our thinking 
about how to manage global risks from the perspective of governance. 
The first, and this statement is perhaps a little frightening, is that there 
is no simple solution. The best we can hope for is to be knowledgeable 
about the risks around us, to have what one might call “risk compe-
tence”—to be able to analyze risks, and to think about scenarios and 
opportunities for resilience in adapting to the risks we face. The second 
idea is that we have to devise mechanisms to promote cooperation and 
collaboration between countries and between peoples. Networks of risk 
demand networks of risk-competent actors.

If anything typifies the ethos of the Takemi Fellowships it is the cre-
ation of this community of individuals who work—across nations, across 
peoples, across cultures—to understand the risks we face as a species. 
The clarion call that came yesterday, to intensify the Takemi network, is 
right not only for the Takemi Fellowship but also for the broader chal-
lenges we confront in the world today.

Let me conclude with one further Japanese proverb: “An apprentice 
near a temple will recite the scriptures untaught.” In other words, it is 
the environment that makes us who we are. It is the unique environ-
ment that you as Takemi Fellows have created that has helped to shape 
and influence the characters of more than two hundred fellows—a truly 
remarkable achievement. It’s an achievement I salute.
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Reflections (ii)

Masami Ishii

I am very pleased that the symposium in October 2013 commemorat-
ing the thirtieth anniversary of the Takemi Program was a great suc-

cess. The same year (2013) was also a milestone for the Harvard School 
of Public Health: the school’s one hundredth anniversary. The Takemi 
Symposium thus was positioned as part of a series of celebratory events.

I am sure that the Takemi Fellows who gathered in Boston from 
around the world greatly appreciated their discussions with Professor 
Michael Reich and other Harvard community members. This event was 
more than a chance to discuss key issues about governing health systems 
and catch up with old friends; it was also an invaluable opportunity to 
take a new step toward the Takemi Program’s thirty-first year and its 
future in global health.

On behalf of the Japan Medical Association, I would like to sincerely 
recognize the tremendous efforts of everyone at Harvard University and 
around the world who has worked to support this program for so many 
years, especially Professor Michael Reich. I am also happy to affirm 
today that the Takemi Fellows are continuing to work hard in their 
research and policy efforts, challenging difficult health issues in coun-
tries across the globe. The papers presented at the symposium, and col-
lected in this book, provide evidence of their impressive contributions to 
research and policy that improves health systems performance.

Thirty years is a long time, but I believe that this is just the starting 
point for the Takemi Program as it moves forward to future activities. I 
hope that all Takemi Fellows will continue to support the program and 
its further contribution to global health.

The Japan Medical Association ( JMA) has supported this program for 
many years, especially since 1994, when it began to select and provide 

210138 i-xxii 1-394 r8rp.indd  358� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Concluding Remarks� 359

scholarships to send two Japanese Takemi Fellows to take part in the 
program each year. I have been in a position at the JMA supporting this 
program for eight years now. During this time I have done my best to 
assure stable and continuous support for the Takemi Program, from the 
JMA and from other groups in Japan.

In light of the program’s accomplishments, I am especially honored to 
be named an Honorary Takemi Fellow; the award was conferred on me 
at the Takemi Symposium, in recognition of the dedicated efforts of the 
Japan Medical Association, led by President Yoshitake Yokokura, and 
my contributions to those efforts, and as a symbol of Harvard Univer-
sity’s appreciation for the JMA’s support over many years.

I close my remarks with the Japanese saying, “Endurance makes you 
stronger.” The Takemi Program has shown it can endure, and the exam-
ples in this book more than demonstrate the fellows’ strength. We look 
forward to a long and successful future for the continued activities of 
the Takemi Program at Harvard University, and of the Takemi Fellows 
doing good work in the world.
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Reflections (iii)

Lincoln Chen

I was there at the beginning. Well, almost! I became the Taro Takemi 
Professor of International Health in January 1987, joining the vision 

launched by Dr. Taro Takemi and Dean Howard Hiatt, and I held that 
position for the next ten years. I was recruited to the HSPH faculty by 
Dean Harvey Fineberg, and I benefitted enormously from the mentor-
ing of David Bell, the first director of the Takemi Program, and some-
one we remember with respect and affection. On my arrival at HSPH, 
I assumed the role of program director, but Bell and I soon agreed on 
appointing Michael Reich into this position, a wise decision.

I never met the legendary Taro Takemi, but I traveled to Japan early 
on and worked with Dr. Takemi’s colleagues at the Institute of Seizon 
and Life Sciences in Tokyo. I tried to understand: What is “seizon”? 
Eventually, I concluded that “seizon,” a distinctively Japanese concept, 
is a sort of sociobiology of human beings that goes beyond simply the 
biology of life. From those trips, as well, I remember the warmth of 
the Takemi family—Mrs. Takemi and her children, including Keizo 
Takemi, his two sisters, his brother, and their families. Over the ensu-
ing decades, my friendship and collaboration with Keizo grew, in Japan, 
throughout Asia, and also at Harvard on numerous occasions, as he 
became a major policy figure in global public health.

Harvard As a Crossroads

The Takemi Program became the bedrock for our HSPH “grand strat-
egy” in international health, which Dean Fineberg and I developed and 
called the “crossroads” strategy. This strategy did not posit Harvard as 
the ultimate repository of knowledge. Rather, we explicitly recognized 

210138 i-xxii 1-394 r8rp.indd  360� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Concluding Remarks� 361

the rich diversity of knowledge around the world; Harvard would both 
learn and contribute by operating as a hub for knowledge sharing, 
exchanging, and creativity.

The Takemi Program played a central role in this strategy, seeking 
to attract the best and brightest to the Harvard crossroads. The pro-
gram also enabled Harvard to move from “international” to “global” 
health. Now global health is a crowded, popular, and competitive field. 
But when I arrived at HSPH in 1987, the school’s Office of Interna-
tional Health faced high student demand but weak funding, few fac-
ulty, and low academic status. Steve Joseph and Joe Wray had already 
departed, leaving only Richard Cash. The Takemi Program enabled 
us to move from international to global health, since the program did 
not divide the world into “North versus South” or “East versus West.” 
Global flows of all kinds were accelerating—1980 witnessed the fall of 
the Bamboo Curtain, and 1990 witnessed the fall of the Iron Curtain. 
Similarly, Takemi Fellows came from both poorer and richer countries, 
were global in intellectual scope, and explicitly recognized global health 
interdependence. Over time, Takemi Fellows have had major impacts 
around the world. One of the geniuses of Harvard is leadership develop-
ment. The strategy seems to be to do no harm, but attract the best and 
brightest and, after they succeed, claim credit for their good works!

Our growing group at HSPH crafted many crossroad initiatives with 
our partners. The Commission on Health Research for Development, 
which released its report at a Nobel Symposium in 1990, was chaired by 
John Evans and included such luminaries as V. Ramalingaswami of India 
and Adetokunbo Lucas of Nigeria, both of whom would eventually join 
the school. We invited Saburo Okita, the former foreign minister of 
Japan and a renowned development economist, to join the commission, 
and he agreed, through the intermediation of Keizo Takemi. A Takemi 
Fellow, Eiji Marui, was assigned to assist Okita to keep track of the com-
mission’s details.

The Health Transitions Program similarly brought together impor-
tant leaders in global public health at Harvard, including Jack and Pat 
Caldwell from Australia and Julio Frenk from Mexico, along with Har-
vard faculty members Arthur Kleinman and Amartya Sen. We worked 
with Dean Jamison and Larry Summers (then chief economist at the 
World Bank) on the landmark 1993 World Development Report on health 
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and development. At the same time, research fellow Chris Murray pro-
duced the first estimates of the global burden of disease for 1990. David 
Hunter led the AIDS and Reproductive Health Network, consisting of 
a half dozen partners, just before Jonathan Mann came to Harvard to 
lead the School’s AIDS work following his departure from WHO. Peter 
Berman directed the Data for Decision-Making Project supported by 
USAID. Perhaps Harvard’s major contribution to health policy has been 
the Flagship Program in Health Reform for the World Bank, led by 
Professors Bill Hsiao and Marc Roberts along with the Takemi Pro-
gram’s longtime director, Michael Reich.

The Takemi Program was so successful that we also copied it for the 
MacArthur and Bell leadership fellows programs based at the Harvard 
Center for Population and Development in Cambridge.

Outreach Through Japan’s Leadership

In addition to the Takemi Fellows, the Takemi Program has also had 
important outreach through Japan. I would like to note three initia-
tives in particular, related to the Takemi Program, that have had major 
impacts in the world through the activities of Keizo Takemi. When 
Keizo Takemi was based at Tokai University in the mid-1990s, he ini-
tiated a series of workshops that led to the concept of “human secu-
rity.” Emma Rothschild and I joined these workshops, which seeded the 
UN Commission on Human Security cochaired by Sadako Ogata and 
Amartya Sen; their important report was released in 2003.

A few years later, Keizo played a major role in setting the global health 
agenda through the 2008 G8 meeting held in Japan. He chaired an 
unusual Japanese interministerial and public-private sector committee 
that focused on the challenges of advancing “health systems strengthen-
ing” around the world. Their report shaped the Japanese government’s 
proposal on global health that was ultimately adopted by the G8.

More recently, Keizo led the research team that produced the Lancet 
Japan series, a comprehensive report on Japan’s fifty years of universal 
health coverage. This 2011 publication was strongly supported by Lan-
cet editor Richard Horton, and was no doubt helped by Takemi Fel-
lows. Keizo has continued on as a major global health policy maker, for 

210138 i-xxii 1-394 r8rp.indd  362� 2/24/15  5:12:11 AM

Advance Reading Copy
copyrighted material, not for distribution



	 Concluding Remarks� 363

example, working with Prime Minister Abe on the 2013 UN General 
Assembly on universal health coverage.

Looking to the Future

We live in a changing global health world, with the onset of the “triple 
tsunami” of aging, noncommunicable diseases, and growing disability. 
At the same time, the public is more engaged in health, and global health 
has become a major stream of work in international diplomacy.

The Takemi “brand” is undoubtedly the famous Takemi Fellows 
Program, which is now recognized around the world. And the way the 
fellowship program evolves in the future will depend on its leadership. 
The current leaders will be a hard act to follow. Michael Reich, a pio-
neer in health policy analysis, has been a dedicated mentor and teacher 
to the Takemi Fellows—always generous with his time, and academi-
cally demanding and rigorous. Also, underappreciated are his constant 
efforts (working with Japanese partners) to ensure the program’s sur-
vival; it takes much perseverance to keep a high-quality program alive 
for three decades.

His collaboration with Keizo Takemi has been a key source of the 
program’s continuity and success. Keizo Takemi, a policy maker and 
politician, has served as Japan’s deputy foreign affairs minister, deputy 
health minister, and global health leader. Keizo pursues his social pas-
sions through policy and politics. In his work on human security, he 
has highlighted the importance of human security among people in 
local communities, especially among the poorest. In his work on health 
systems, he has stressed the insufficiency of disease control alone and 
argued for a broader view of strengthening the entire health system. He 
has been a passionate champion of health equity and universal health 
coverage around the world.

Part of the Takemi Program’s commitment to global health is using 
public health as an instrument for peace. This commitment connects 
directly to Taro Takemi’s tradition and legacy. Once, at an interna-
tional meeting, Keizo introduced himself as a Takemi; when it was my 
turn, I reported that I had been a Takemi Professor. Another participant 
observed that “you are stepbrothers.”
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In this regard, we are all part of the extended Takemi family, con-
nected biologically, professionally, and socially. This network, of family 
and fellows who carry the Takemi name, shares the Takemi ethos: health 
with security, peace with justice, and social solidarity. That fusion, that 
“seizon,” ultimately is both the power and future of the Takemi dream.
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Short History of the Takemi Program in 
International  Health and List of Takemi 

Fellows, 1984–2013

SHORT History of the Takemi Program in 
International Health

Founding

The Takemi Program in International Health emerged from the shared 
interests of Dr. Taro Takemi in Japan and Dr. Howard Hiatt in the 
United States. Each had long been concerned about the problems of 
promoting health and preventing disease, both in industrialized nations 
confronted by rising health costs and in developing countries burdened 
by persistent poverty.

Dr. Takemi, as president of the 
Japan Medical Association, empha-
sized the need to bring together 
experts from medicine, public 
health, economics, law, politics, 
and other fields to find effective and 
equitable solutions to the develop-
ment and distribution of health care 
resources. Dr. Hiatt, as dean of the 
Harvard School of Public Health, 
similarly stressed the development 
of interdisciplinary approaches to 
the study of health problems and 
health policy.

Figure A.1  Professor Bell, Dean 
Hiatt, and Dr. Takemi in Tokyo, 
December 1981.
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In 1981, Dr. Takemi invited Dean Hiatt to Tokyo to address a meet-
ing of the World Medical Association on the development and allocation 
of medical care resources. Out of their discussions grew the idea of the 
Takemi Program in International Health at Harvard. To move the ideas 
forward, Dean Hiatt included Professor David Bell, who was chair of 
the Department of Population Sciences.

Dr. Takemi and Dean Hiatt agreed that the program would concen-
trate on the problems of mobilizing, allocating, and managing scarce resources 
to improve health, and of designing effective strategies for disease control and 
prevention and health promotion, with a focus on the world’s poorer countries. 
Each year the program would bring together at Harvard a small group 
of Takemi Fellows from around the world, with an emphasis on partici-
pants from developing countries.

Leadership

The program started in July 1983 with funds donated by two private 
companies in Japan, and was named after Dr. Taro Takemi. The funds 
provided for an endowed chair named after Taro Takemi, and for start-
up funds for the Takemi Program. Professor Bell served as acting director 
of the program, and Dr. Michael Reich was hired as the program’s assis-
tant director, to organize the program and make it run. In 1986, Dr. Lin-
coln Chen was hired as the first Taro Takemi Professor of International 
Health at Harvard. In 1988, 
Dr. Reich became director 
of the program—a position 
he continues to hold—and in 
1997 he became Taro Takemi 
Professor of International 
Health Policy.

Takemi Fellows in 
International Health

The first group of Takemi 
Fellows, pictured at the right, 
arrived in late summer 1984 

Figure A.2  The first group of Takemi Fel-
lows (left to right): Lukas Hendrata (Indone-
sia), Hacheong Yeon (South Korea), Prakash 
Gupta (India), Hong-chang Yuan (China), and 
Keiji Tanaka (Japan)
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to begin their research fellowship year at HSPH. Their research topics 
remain relevant even today: effective family planning and community 
participation in Indonesia; economic analysis of Korea’s health system; 
controlling the health consequences of nonsmoking tobacco use in 
India; strategies for schistosomiasis control in China; and how the fee 
schedule works for paying physicians in Japan.

Between its founding and 2013, the Takemi Program at Harvard 
welcomed 241 Takemi Fellows from fifty-one countries around the 
world (the complete list is provided in Table A.1 below). Their sub-
sequent accomplishments are impressive. Many Takemi Fellows have 
achieved leadership positions in their own countries, and have pushed 
the frontiers of knowledge and action. These leaders include: the minis-
ter of health of Indonesia; the commissioner of the State Food and Drug 
Administration in China; the secretary of Health and Family Welfare in 
India; deans, department chairs, and professors in many universities; and 
the founders of innovative nongovernmental organizations and private 
companies related to health. Takemi Fellows have come together from 
time to time over the years in multiday international symposia (listed on 
page 378) dedicated to reflecting and pushing the global public health 
policy forward. Each has resulted in a publication similar to this cur-
rent book. The 30th Anniversary Symposium took place in October  
2013.

Supporters

Many organizations have contributed to sustaining the activities of 
the Takemi Program at Harvard over the past thirty years. The long-
standing partnership with the Japan Medical Association continues to 
provide a solid foundation for the program. A generous annual donation 
from the Japan Pharmaceutical Manufacturers Association has contrib-
uted most of the program’s annual operating expenses for many years. 
Since 2000, most Takemi Fellows have raised their own fellowship funds 
in order to participate in the program, from many different sources. In 
the previous decade, the Carnegie Corporation of New York and the 
Merck Company Foundation made generous grants to the program that 
provided financial support to individual Takemi Fellows from low- and 
middle-income countries. These contributions are greatly appreciated. 
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Other fellows have received financial support from their universities, 
governments, or other foundations, or have self-financed.

The Program Model

Over the past three decades, the Takemi Program at Harvard has evolved 
into a unique example of U.S.-Japan private cooperation to advance 
global health goals and the health policies and conditions of developing 
countries.

The weekly Takemi Seminar is the primary teaching activity of the 
fellowship program. It examines the question of how to set priorities 
under conditions of limited resources and evolving technology. Fel-
lows explore such techniques as quantitative, institutional, bioethical, 
and social analyses. Seminar materials stress comparative case stud-
ies in international health, with problems drawn from both developed 
and developing countries. Seminars are led by faculty members from 
the School of Public Health and other Harvard faculties, and by outside 
specialists.

In addition to the core seminar, fellows participate in courses, semi-
nars, and other activities relevant to their interests at the School of Public 
Health, throughout Harvard University, and at other universities in the 
Boston area. These provide opportunities to strengthen fellows’ knowl-
edge of economics, epidemiology, policy formulation, political analysis, 
organizational behavior, or evaluation with an emphasis on the applica-
tion of quantitative analytic methods. The activities also provide fellows 
with the opportunity to interact extensively with students, faculty, and 
other professionals, which in some cases has led to funded collaborative 
research projects.

The Takemi Program is nondegree oriented, as degree course 
requirements would substantially reduce the time for research and writ-
ing. Fellows may also be invited to join in the teaching of global health 
courses at the School of Public Health, and in this and other ways will 
have opportunities to interact with students at the school. Takemi Fel-
lowships generally have a duration of ten months. However, this may be 
adjusted in special cases. Upon completion of the program, Takemi Fel-
lows receive a certificate.
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Past Takemi Symposiums in International Health

•	 1984: First Symposium: Health Policy Towards the 21st Cen-
tury: Health Problems Beyond the National Boundary, Tokyo, 
Japan, May 19–20, 1984
❍	 Publication: Reich, Michael R., ed., Health Policy Towards the 

21st Century: Health Problems Beyond the National Boundary. Presi-
dent and Fellows of Harvard College and Institute of Sciences 
for Human Survival, 1985.

•	 1986: Second Symposium: Health, Nutrition, and Economic 
Crises: Approaches to Policy in the Third World, Boston, MA, 
USA, May 20–22, 1986
❍	 Publication: Bell, David E. and Michael R. Reich, eds., Health, 

Nutrition, and Economic Crises: Approaches to Policy in the Third 
World. Dover, MA: Auburn House Publishing Co., 1988.

•	 1988: Third Symposium: International Cooperation for Health: 
Problems, Prospects, and Priorities, Tokyo, Japan, July 1–3, 1988
❍	 Publication: Reich, Michael R., and Eiji Marui, eds., Inter-

national Cooperation for Health: Problems, Prospects, and Priorities. 
Dover, MA: Auburn House Publishing Co., 1989.

•	 1990: Fourth Symposium: Protecting Workers’ Health in the Third 
World, Boston, MA, USA, September 29–October 1, 1990
❍	 Publication: Reich, Michael R., and Toshiteru Okubo, eds., 

Protecting Workers’ Health in the Third World: National and Interna-
tional Strategies. Westport, CT: Auburn House, 1992.

•	 2000: Fifth Symposium: Symposium on International Health and 
Medical Ethics, Tokyo, Japan, Dec 1–2, 2000
❍	 Publication: Aoki, Kiyoshi, ed., Ethical Dilemmas in Health and 

Development. Tokyo: Japan Scientific Societies Press, 1994.
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