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Abstract

Background

The study aimed at developing a set of attributes for a ‘goaalttheystem performange
assessment (HSPA) framework from literature and experiencedferent contexts and
using the attributes for a structured approach to lesson ledariigw-income countrie
(LICs).

LY




Methods

Literature review to identify relevant attributes for a HStP@mework; attribute validation

for LICs in general, and for Uganda in particular, via a high-level Ugandaartegroup; ang
finally, review of a selection of existing HSPA frameworks using theésbges.

Results

Literature review yielded six key attributes for a HSPaxfework: an inclusive developme
process; its embedding in the health system’s conceptual modelatien to the prevailin
policy and organizational set-up and societal context; the presermecaicrete purpos

constitutive dimensions and indicators; an adequate institutiorapseind, its capacity 1o

provide mechanisms for eliciting change in the health system. &mert grouy
contextualized these attributes and added one on the adaptability of the framework.

Lessons learnt from the review of a selection of HSPA framnesvusing the attributg
include: it is possible and beneficial to involve a range of stallel®during the process
development of a framework; it is important to make HSPA fraonksvexplicit; policy
context can be effectively reflected in the framework; theeenaarked differences betwe

the structure and content of frameworks in high-income countnieb,lav- and middlef

income countries; champions can contribute to put HSPA high on the agenmtl
mechanisms for eliciting change in the health system shouldebeloped alongside tl
framework.

Conclusion

It is possible for LICs to learn from literature and the eigmee of HSPA in other contex
including HICs. In this study a structured approach to lesson leaincigded the
development of a list of attributes for a ‘good’ HSPA framework. dttebutes thus derive
can be utilized by LICs like Uganda seeking to develop/adjust H®&PA frameworks 3
guidelines or a check list, while taking due consideration ofpleeific context. The revie
of frameworks from varied contexts, highlighted varied experiemdesh provide lessor
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for LICs.
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Background

Over the last three decades, efforts have been made to developnpede assessment
frameworks that take into consideration the peculiarities oftthesistems, including the
various determinants of health, the consideration of health (by ssTe)ublic good, and
the multiplicity of stakeholders in health with different perspest on health systems

performance [1-3]. These frameworks have been developed largtig icontext of high
income countries (HICs) [4-6].



Many LICs struggle with questions like the following: How canltiesystem stakeholders
determine if the health system is (not) performing as it shdd® can the reasons for this
be established? What tool(s) can help governments carry out teeiardship role? An
appropriate health systems performance assessment framewolie cauch a tool, help
answer these questions, and support evidence-based decision-making. Saclare¢ool
important in all circumstances but are particularly crucidll@s given the markedly limited
resources versus the huge needs.

Health system performance assessment (HSPA) frameworkdeteemined primarily by
issues high on the agenda in a health system. The key issues in health syst&sgemdHto
revolve around containing costs while maintaining high-quality sesvicean environment
of advancing technology and high expectations from the society [5,7,8awhintome
countries (LICs), however, the priority is increasing geograplandl package coverage of
basic services in the face of marked needs and minimal funding [F+i&e differences in
health system agenda issues reflect distinct differencescinesonomic development and
demographic and epidemiological profiles [13,14].

A few HSPA frameworks have been developed in LICs in the rgmastt but most of the
research on HSPA has been carried out in HICs; experiencéSsridnd not to be explicitly
documented, and few have been studied [15-18]. An example of a HSPAvbrdme a LIC
is the Uganda District League Table (UDLT), which was introduice2003 to compare
performance among districts and determine ‘good’ and ‘poor’ peéisnand the reasons
why. This was in the context of devolution, with the mandate for dveteWwardship,
resource mobilization and allocation at the national level, and tinmagement for service
delivery at the district level. The table includes a number of jnprutcess, and output
indicators, some of which are used in a composite index for rankindidtreets from the
‘best’ to the ‘worst’ performer[19]. The UDLT has been in use fawl0 years, and though
it has been noted to have achieved some of the intended objectiveshber mfirohallenges
have been noted [20,21].

Most of the experiences and research in HSPA have taken plalt€s. However given the
widely differing contexts, it is not desirable for a LIC coyrlike Uganda to just copy these
experiences. This paper is part of broader research aimed wihgttile Uganda District
League Table with the purpose of updating/adjusting it to provide an ajpeoptSPA
framework for the district level in Uganda today. This speatudy has two objectives: to
develop a set of attributes for a ‘good’ HSPA framework froperdiiure and experiences in
HSPA in different contexts; and to utilize the attributes fetractured approach to learning
lessons from international experiences in HSPA. The attributeslemsdns learnt will
subsequently be utilized for updating the district health systenrormance assessment in
Uganda. Other LICs seeking to develop/improve their HSPA framewsaksadopt the
approach for their contexts.

Working definitions of key terms used in this paper

The current interest in health systems has again brought toriheéhe lack of agreement
about how to define some of the related concepts. If we want to ld&igp frameworks, we
need to agree on what we mean by a ‘health system’ andhhggtem performance
assessment’ as before we can determine measures, we adgd albout what we are
measuring [1]. In this article, we adopt the definition of a hesyistem as detailed by the
Lalonde paper, highlighting the broad determinants of health [@&]iacorporating the



concept of health actions, goals, functions, and building blocks elaboratéte bivorld
Health Organization (WHO) [23-25].

We also take into consideration the context, including population values iacgles as
further developed by Van Olmen et al., [26]. This definition of thdtihegystem is broader
than what the term ‘healthcare system’ encompasses. Hestdmsyhave been observed to
be composed of interdependent elements, with non-linear and dynalaiionships;
extensive networks and feedback loops and time lags between an adids effect. This
has been referred to as ‘dynamic complexity’ and systems swuth characteristics as
complex adaptive systems [27-30]. These characteristics of a health aystaoknowledged
in our definition.

Smith et al. [8] define ‘performance measurement’ as seekingponitor, evaluate, and
communicate the extent to which various aspects of the healtimsystet key objectives.
Measurement and assessment are often used interchangeablijterahee; however, some
authors argue that assessment is a broader concept thanemeagland involves collection,
review and use of information for a purpose [31]. Sicotte et al. hBR{ling on previous
work by Parsons [33] and Quinn and Rohrbaugh [34]-, presented the conceltbf he
system/healthcare organization performance as maintaining entyequilibrium among the
major dimensions of the system namely: goal orientation; integaatith the environment;
production; and maintaining internal values and norms. A frameworkders defined as ‘a
basic structure underlying a system, concept...” [35]. The workinmitleh of ‘a health
system performance assessment framework’ for this paper,nguddi these definitions, is ‘a
conceptually structured way of measuring the efforts of a congrld dynamic entity; with
multiple actors working in various dimensions; whose main purpose imfirevement of
people’s health; the analysis of such findings; and the applicatitre aksults to decision-
making’.

Methods

The study was carried out in three stages. The first staggerature review, served to
generate an initial list of attributes for the HSPA frarodv The second stage involved the
validation/contextualization of the attributes to LICs using arldgabased expert group
(EG); and the third stage used the attributes to review a iselect current HSPA
frameworks for the purpose of learning lessons for LICs seekinglevelop/adjust
frameworks.

Literature review

A structured review of the literature was undertaken to extlaatacteristics of a ‘good’
HSPA framework. The review began with a search of the PubMedbatsd, using search
terms ‘health system performance assessment’. Target@desartvere theoretical and
empirical studies including reviews on HSPA that had been publisheddretianuary 1995
and June 2013 in English. The initial search resulted in 2522 articles. A reviewobtitthe
first author and one other author identified 150 relevant papers autict 69 articles were
selected after perusal of abstracts by the two authors. Catsadeof entire papers yielded
16 relevant articles and a further 28 were identified through thiodpiaphy. The final
number of articles reviewed for the purpose of developing attributes for the H&Ré&work
was 44. Figure 1 illustrates this process.



Figure 1A pproach to literature review .

Expert group validation

The literature review yielded a number of characteristicswieat grouped into six attributes
(see Results) for a HSPA framework and discussed with the Ugaseéd- EG for validation
for Uganda and LICs at large. The EG methodology involves theotisadividuals
knowledgeable in the topic and/or context of the study to provide ddcumput into the
research process. Other researchers have used the EG apprtbactievelopment of clinical
definitions, guidelines, and frameworks including HSPA frameworks [4,6,14T3@&].EG
was intended to provide broader input into the research process; enofgastivity around
the process and the validity of the findings for Uganda and other, igi€sn the diverse
specialties and organizations the EG represents; and improve upfaigirgfs of this study
for decision-making in Uganda.

The EG meeting included 11 people purposively selected based avlltherfy criteria: i)
extensive experience (at least 10 years) in health systehasling HSPA; ii) specialization
in Public Health/Health Systems, Health Economics, Epidemiologyistts, Demography,
Social Sciences, and/or Health Information Science; and iii) septation of a stakeholder
organization including government (policy/service delivery level), donomagaon, civil
society organization, and academia/research. Table 1 shows thetiomit base and
specialization of the 11 participants. The EG held a one-day ngeetiweek before the
meeting, materials were circulated that included the rdsememmework, attributes as
developed from the literature review, and some key publications in HBRAfirst author
and two rapporteurs were responsible for recording all proceedingg. idsees of
concurrence and controversy were noted. The summary of the proceadiagdiscussed
with participants and consensus reached on how to reflect the EG discussion.

Table 1 Expert group participants: affiliation and specialization

Organization Specialty

Makerere University School of Public Public Health/Health Systems Specialist (1)

Health

Makerere University School of Public Public Health/Monitoring & Evaluation (M&E) Specialist
Health QD

Private Consultant Health Economist/M&E Specialist (1)

World Health Organization Country Offi¢¢ealth Systems Specialist/PhD Student (1)

Ministry of Health/ GFATM Coord. OfficePublic Health/Health System Specialist (1)

World Health Organization Country Offit¢ealth Systems/M&E Specialist (1)

CUAMM (NGO) Uganda Country Office Health Systems/Hospital Rerémce Assessment (1)
PEPfAR Monitoring Unit Uganda Public Health/Programme & Disthigsessment (1)
Uganda Catholic Medical Bureau Health Systems/District & Habpssessment (1)
Uganda National Health Consumers Org. Social Scientist/Heakh@marsumers Advocacy (1)
Institute of Statistics, Makerere Universi§tatistician/PhD Student (1)

GFATM - Global Fund for AIDS, TB and Malaria.

PEPfAR President’'s (US) Emergency Plan for AIDS Relief.
CUAMM ltalian Non-Governmental Organization, Doctors with Africa.




Application of attributes to HSPA frameworks

This aspect of the research involved applying the derived a#stiota number of current
HSPA frameworks. The objective was to see how responsive tleeediffframeworks were
and in the process pick lessons for LICs seeking to develop/addgiistrameworks. HSPA
frameworks were sought from peer-reviewed journals and from national amzyagebsites.
Criteria used for framework selection was in line with our dedniof a health system
performance assessment framework, and included: being system (motlejust one
programme, dimension, or service provider); well developed and documenteshtiguirm
use; and explicitly applied in a health system (or systemkaat twice. The frameworks
were sought from high-, middle-, and low-income countries to prothdeopportunity to
learn from a range of contexts. Six frameworks were selected, and vawetiusds were used
to access information about them, including from peer-reviewed jounmrnational
agency, and national government websites. Identified framewakes tlven reviewed using
the attributes validated by the EG.

Results

Attributes of HSPA frameworks derived from literatu re review

From the literature, several characteristics of a ‘good’ Al8Bmework emerged and were
grouped into six attributes covering: process of development; clafrithe health system
conceptual model; relationship with the policy/organizational contextsaotbtal values;

content of the framework including a conceptual model, dimensions, and tangjca
institutional set-up for performance assessment; and mechafusmliciting change in the

health system. Each of these attributes is further elaborated on below.

A number of authors propose that attention should be paid fydbess of developmefaind
review) of the framework. Such a process should be inclusive, withatieipation of key
stakeholders [3,7,16,37-41], and involve explicit use of evidence to indmasaldinks [8].
Sicotte et al. [32] emphasized the different values and pretsaicstakeholders regarding
performance of the system and the need to involve them at thés sthile Braveman [42]
indicated that involving the various stakeholders would increase thevserd¢eansparency
of the process and enable them to appreciate the purpose and fedxd iobmtent. Policy
makers were a special category of those indicated as shoulgdbeed, especially the top
leadership of health systems, given that they both make decisidhg fentities they oversee
and have stewardship responsibilities with influence or leveragehar gectors/systems
[8,43].

The HSPA framework should lEmbedded in an explicit health system with clarityhef
conceptual model of the health system it references, includingetieenmdnants of health,
system goals, elements, and actors [32,44-46]. Smith et al., [47] szgzhdhe need to
delineate the scope of the health system, for example diffatiagtibetween one with a
narrow focus on a healthcare system and a health system thaesthe non-healthcare
determinants of health. This approach, it has been argued, would feogisetle of a HSPA
framework on what is important to the health system [39].

The framework shouldelate to the policy and organizational set-up and societal coirtext
which it is expected to work. This attribute includes paying attertb the general mode of



government and specifically to the organization of the health myside latter includes
consideration of intra-system and inter-system linkages and tleeedliffievels (international,
national, subnational, provider, and community), along with consideration of haatoni
for comparisons across different levels [2,44,48-50]. A number of authdntighigthe
importance of considering societal values and principles as ting\agass societies, yet are
crucial in determining system goals and trade-offs [26,51]. ThHe sfagovernance and
empowerment (of entire societies and/or sections of society)alsasbeen indicated as
important given that it often determines the relationship betwalkres and explicit policies
[18,52-54].

The HSPA framework itself should eell developed with a conceptual model, a purpose,
dimensions and sub-dimensions, and indicataree importance of having an explicit
purpose for the framework has been highlighted by some authorspaes enonitoring,
accountability and improving management, focusing on one or mohesd {3,7,47,54-57].
The conceptual model of the HSPA should be based on the definition and ocahcepdel
of the health system, and the dimensions and sub-dimensions should thefldicikages
between different functions and/or elements of the health sy&td8]. Various approaches
for partitioning the health system have been developed and used inchhdisg by:
Donabedian ([58] structure/inputs, process, and outcomes), Kaplan and N&8aprihé
Balanced Score Card, BSC), and Sicotte et al., [32] (adaptatidrattenament, production,
and maintaining culture and values).

Specific measures against these dimensions to reflect ppogrekck of it) towards stated
objectives, referred to as ‘indicators’, should be described. The iodicahould be
parsimonious, and determined by what is important in the healthmsysteategic, linked to
national/institutional goals). They should be scientifically actdptéreliable, valid) and
feasible [45,49,57,60]. Some researchers have argued that indicators shaédtedied
taking into consideration: attribution for performance at system afiiy &vel; facilitation
of elaboration of link between processes and outcomes; reflectiagoan be controlled by
decision-making; and should not encourage perverse incentives [15,61].

The framework should be supported byiastitutional set-up for performance assessment
with appropriate resources (technological, financial, and human) and networks [6,8,36,41,43]
Arah et al. [15] refer to this set-up, including champions and linkiagesgeted users of the
information like financiers and regulators, as the ‘performance@ment’. A combination

of public and private entities has been espoused by some resgayten the nature of
HSPA as may be viewed as a public good, whereas a number of the@lajlees may be in
the private sector [3,54]. The government has been particularly indliestehaving an
important role as sector steward, with responsibilities foinidiein of the conceptual
framework, designing data collection mechanisms, information gavesnadeveloping
analytical devices and capacity, designing incentives and manéhgirpolitical process [47].
The framework should be regularly and systematically applied tosb&l and relevant.
Mannion & Davies [62] argued that such a set up should be a (natjoratisdinated system
with mandatory participation and local flexibility/autonomy to be most effecti

The framework should explicitlprovide mechanisms for eliciting change in the health
system- indicating how the measurement of performance is linked to chamgedicy,
management, and delivery of services by various levels and play@es health system [55].
The cycle of performance measurement and management has been szdrporate
conceptualization of the health system and the performance frakjemeasurement of



performance, analysis of data collected, the action necessary te¢hargehavior, and back
to conceptualization of the health system [48,63]. This attribute fecusehe analysis and
management action taken as a result of performance measuramenincludes the
presentation of information (from data analysis) and considerations of theaadgstce.

Some authors advise on how best to analyze and present these dadmgribe need to
have a complete model with narrative information and ordinal andingicators and charts
and graphs. The presentation should consider the various audiences inglidygnakers,
researchers, managers and consumers of care [39,62]. The approattees thanges in the
health system in view of performance that have been proposed aré. \@eitification and
other forms of professional regulation and various quality improvennérdtives are the
least controversial [64,65]. Public disclosure of performance informaéisrbeen an issue of
debate for some time especially in United Kingdom and UnitecesStat America, with
recent studies indicating increased use for decision-making of sumimatfon by health
system stakeholders like financiers and providers of servicesevilence is more mixed
when it comes to influencing health care consumers’ behavior. Issues of ettécddmbeen
raised in regard to public disclosure of information [55,66-68].

The use of incentives including payment for performance schémgsseen a marked
increase in the last decade in both HICs and low and middle incomeriesu®9,70].
Conrad [69] indicates variation of incentives along nature (rewanguonishment), target
entity (individual/group; provider/consumer), type (financial/non-fimajc magnitude,
frequency and whether intrinsic or extrinsic. A number of reseesdhough caution against
the use of incentives and advise to look out for unintended consequences E&j7€)me
researchers emphasize learning and not punishing [56,71].

Expert group input

The EG considered the attributes of a HSPA framework generatedtiie literature from
the perspective of their validity and applicability for LICs brgaathd Uganda specifically.
The EG concurred with the attributes derived from the literatum@ expanded and
contextualized them as shown below. Table 2 provides a summary ofskegtsa of the
attributes from both the review of the literature and the EG.



Table 2 Attributes of HSPA Frameworks from Literature Review and input by Expert

Group
Attribute . _ Characteristics
From Literature Review By Expert Group
Process of development « Participation of various stakehold(« Some categories of stakeholders
to bring on board various indicated include public, communities,

Relating with health system
framework

perspectives, increase transparencynd funders
appreciation, and ownership

* Use of data to explain causal links < Data use teamake framework more
believable and more likely to be used for
decision-making

« Embedded in an explicit health < May require working with stakeholders

system with clarity of HS conceptuato develop health system conceptual

framework including determinants oframework if not in place already

health, goals, elements, and actors

Relating with * Relating to general model of « Derivation of health system
policy/organizational contextgovernment performance assessment attributes in this
societal values and principles Relating to organization of the paper should be recognized as a specific

health system, inter- and intra- perspective and not as generic

linkages at different levels of the

system

The elaboration of the
framework

Institutional set-up

Mechanisms for change

Adaptability

* Societal values and principles
determine system goals and trade-offs
» Governance and empowerment < Health financing — levels & structure —
influence relationship between valussurces, mechanisms as one of the issues
and explicit policies to monitor
« Governance related to levels of literacy

* Includes conceptual framework, < Highlighting linkages and
purpose, dimensions, salimensions accountability relationships to facilitate
and indicators attribution
* Dimensions and sub-dimensions
should reflectllinkages between « Indicators — may require some
different functions and elements of flexibility & dynamism to allow for
the system learning and ownership
* Choice of indicators determined by
perceived importance, scientific
soundness, and feasibility

« With appropriate institutadrset- ¢ Information management system
up, with linkages to other entities, requirements should consider feasibility
champions, & resources & costs versus benefits
(infrastructural, financial, human)
provision
» Regular and systematic application

* Should be usable at lower levels for
self-assessment
« Linking measurement of » Packaging of information should
performance with changes in policy consider types and needs of users
management
» Making comparisons across time,

different levels, systems, and settingg, consider negative/unintended effects

« Analysis and use of complementar‘if in<_:entive§ ingluding on data quality
information from various sources ~2nd increasing inequity
* Incentives — financial accreditation
recognition — name and shame
« History of use over time and in differe
places and contexts




The EG concurred with the aspects highlighted updecess of developmeaf the HSPA
framework and indicated that some of the actors to watch forthexge from public
organizations — political, technical, and administrative (at diffetemels) — and from
communities, civil society organizations, and funding agencies, includiomgprs, health
service providers, and professional groups. Availability of evidgrangicularly linking
various dimensions of the framework was said to make conclusions résuafis more
believable and likely to feed into decision-making.

On the HSPA framework beirgmbedded in an explicit health systehe EG noted that in

some instances, there may not be clearly articulated heatdmsgsnceptual models, goals,
and determinants of health. The EG consensus was that in such ihwasé] be necessary

to first work with stakeholders to develop the health systenceginal model, goals, and
perceived determinants of health before the development of the HSPA framework.

In regard tothe policy/organizational context, values, and principldkee EG emphasized
certain aspects to monitor. One was the political organizatitmeofountry and specifically
its implications for the health system. Uganda, for exampletipeaca decentralized model
of government, with implications for institutional responsibility fpopulation health.

Districts have responsibility not only for provision of healthcareises but also for delivery
of non-healthcare determinants of health like access to safe Wa&EG indicated that it is
important to examine the roles of government (at different lgvetsors, and the private
sector in health.

Another aspect considered important is health financing, levels, amtus¢. Important
characteristics to consider are how much is spent in the healdmsywhat proportion is
from public versus private sources, what proportion is indigenous, ant pabyortion
comes from external sources like aid. Other important considiesagire what proportion of
household spending on health is pooled and how much households pay directly. Ttbese fac
have marked implications for many aspects of the health systéntsaperformance, and as
such, any HSPA framework should take them into consideration.

Regarding values and principles, the EG considered at lengthrdpepive for determining
attributes of HSPA frameworks (and the implications of this) &edentity that would be
responsible for handling/applying these attributes in the development of tresvioakn

“There seems to be an assumption that the criterion as is being devetope
generic. Whose perspective is itealth Economist & Researcher)

“Who is determining which characteristics of a HSPA are good? Who is to
apply this list of attributes? Is this not importar{t?ealth Systems Specialist
& Civil Society Organisation Employee)

The EG agreed that in this research work and specificalheinlévelopment of attributes for
a HSPA framework, the perspective would be recognized explestiyhat of the authors
with the input of the EG. For the application of the attributes in the process of develaime
a HSPA framework, the perspective would vary. Given the responsibitit government as
a steward, it is expected that in many cases, governmentlsfiieould take the lead in such
a process, working with other stakeholders.



In reference to the attribute ofveell-developed HSPA framework with a conceptual model
the EG emphasized the need to highlight health system linkaggsaecountability
relationships. This feature was considered pertinent given thepheity of stakeholders
with varying responsibilities working at different levels of the healttesysThe EG held the
view that there would be a need to balance indicators (number$,diyee their strategic
importance, data availability, and usefulness for decision-makinty the interest and
ownership of key constituencies/stakeholders.

The EG noted the importance of the state of information systespgcially the health
management information system, in regardthe institutional set-upfor performance
assessment. The EG indicated that consideration needs to be giliendeta requirements
and the cost of acquiring these data in relation to the benefitsdpd. In most LICs,
including Uganda, health management information systems are pleedioped, resulting in
poor-quality data. Substantial resources are required to bring ttheptimal levels. This
situation, however, needs to be placed in perspective, and explicit ipatooit for
investment in HSPA should be made in the context of resourceshdedita the health
system and the country (or other level of government) at largelditicn, the EG discussed
the issue of who was intended to receive the information from thecatpt of the
framework, including possible use for self-assessment.

“The performance of an entity ... for example, a district ... depends on the
performance of the units under it. It would be desirable for a disteeith
management team to be able to use the framework to assesdatsnpace

and the performance of the units below it, in addition to submitting
information upwards (Health Systems Specialist/Faith-based Umbrella Body
Employee).

The consensus of the EG was that the potential for self-assdsshwaild be taken into
consideration in development of a HSPA framework.

The EG found the attribute of tHedSPA framework providing mechanism(s) for eliciting
change in the health systavfgreat interest. It was emphasized that the use of thiimgs
information for policy formulation and decision-making at the variouslgeof the health
system should be the main reason for having the framework.

“What is the contribution of these assessments towards decision-making?
(Social Scientist/Consumer Organization Employee)

“How does this actually relate to policy formulation? Many frameworks are
rather silent on this — is it because they are usually developddchyical
experts only?”

(Monitoring and Evaluation Specialist/Researcher)

To facilitate use of the resulting information for decision-mgkithe EG emphasized the
need for appropriate analysis of data including use of complemesttarges of information
and reference points, and the importance of packaging the inform@ata aggregation,
presentation). It was noted that this process should be approached ia sy that the
information produced would be accessible/used by different interestpg) including



technocrats, policy makers, and those with minimal literate ramderate skills. The EG
considered the use of incentives (financial, recognition) but cautioneghintended and
undesirable effects, especially in circumstances of poorly dexdMpak information
management and oversight systems.

The EG introduced an additional attribute regardivegadaptability of the HSPA framework
to different contextdt was proposed that a history of use and or adaptation of thewraikne
in different contexts (other than where it was developed), includi@s,Lwould be an
indication of its adaptability. Other aspects to look out forudetl the length of time the
framework had been in use and changes made to improve or adjustribedir& in view of
major reforms in the health system or elsewhere.

Application of attributes

Six HSPA frameworks were reviewed using these attributes to detelminegsponsiveness
and for the purpose of extracting lessons for LICs intending welale or review their
frameworks. The frameworks were from/by: Australia, Canadan&hthe Netherlands,
South Africa, and the WHO. Table 3 presents a summary of the tdréstacs of the HSPA
frameworks, and the section below provides a brief analysis ofierpes relative to each
attribute.



Table 3Highlights of selected health systems performance assessment feamorks

Performance Attribute
assessment Process of Health system Policy, organizational, Content of framework Institutional set-up Mechanism for change Adaptability
framework development &  framework & societal context
review
Australia National « Work on PAF e The Lalonde * Healthcare intendec  Purpose: provide +  Rationalized and *  Present information in » Adapted from CHIRII
Health since the 90s model, to be universally structure for converged previous performance reports and HCAs < Has been in use for more
Performance ¢ Led by national appreciating both accessible reporting at national  efforts at PA including =  National & international than 10 years — with
Framework & state the healthcare & =  Shared responsibility  level & for indicator definitions, comparison review in 2009;
NHPF ministers & non-healthcare by federal & state developing PI sets data processes, and loeal Accreditation & professionalism < < Learning process with
using technical determinants of governments for for lower levels needs *  Accountability & consumer & adjustment of
experts health funding, regulation,»  Dimensions (¥ » Linkage with generic participation dimensions, indicators,
« NHPF « Dimensions: & provision of edition of NHPF): national bodies *  Quality of care initiatives & reporting given current
developed in health status & services Effectiveness, responsible for fundings  Epidemiological analysis linking priorities, data
2001 & outcomes, »  Equity as key responsiveness, & PA inputs, processes, outputs, & availability, & possibility
reviewed in determinants of concern accessibility, safetys < Involving a number of outcomes of interpretation
2009 health, HS »  NHCAs outline continuity, organizations: » e Financial incentives for building
performance goals & HS roles & efficiency, & ACSQHC, COAG capacity for quality & safety
responsibilities for sustainability Reform Council,
government bodies* < Indicators NHPAC, NHPC,, NICS,
emphasize: national  National HCAs
standards,
worthiness,

relevancy, validity,
reliability, priority
(minority) groups,
user understanding



Canadian Health
Indicator
Framework CHIF

Initiated in .
1998, endorsed
by First
Minister’s
Meeting in 2000
Built on
previous by
CIHI &

CCHSA

Wide
consultation at
national,
regional and
local levels;

* Extensive use
of evidence

Lalonde model — »
appreciating
healthcare and
non-healthcare
determinants of »
health
Dimensions: .
health status, non=
medical
determinants, HS
performance,
community, & HS
characteristics

Federal, provincial, *
& territorial levels
roles &
responsibilities
Public (mainly) &
private funding
Various providers

* Minority
populations with
equity concerns

To provide .
governments,
providers, & public
with reliable,
comparable data
across entities &
assistinitsuse & »
interpretation
Domains:
acceptability, .
accessibility,
appropriateness,
competence,
continuity, .
effectiveness,
efficiency, safety
Defined up to 70
indicators

Integrated network of
HIS initiatives & .
structures, across
country & levels
including CIHI, SC, HC»
CCHSA, CMA, AIM
periodical pan-Canadian
surveys for consumer
opinion

Marked financial & .
logistical investment
over the last decade
through CHIRII

National Consensus
Conferences on
Indicators

Biennial National Report
Provincial & regional

governments link to plans &
targets

Benchmarking, CQI,

Certification/Accreditation with

professional bodies

Accountability, through making
Information available to public;
Learning, innovation, sharing

best practices

Has been in use,
evolving over more than
a decade

Informed the
development of
frameworks for the
OECD, Australia, &
Netherlands

Change in indicators
given data availability &
interest

Ghana Holistic
Assessment of
Health System

Developed by -
the MoH and
discussed with
sector
stakeholders, -
first time at the
April 2009
Health Summit

Health in center of
national
development
agenda

Goals — child
survival & RH,
decreasing burdem
of disease, &
health services
availability & use
Thematic areas:
healthy lifestyle &
environment, .
provision of
health, RH and
nutrition services,
HS capacity
development &
governance &
financing

The assessment  »
relates to the Health
Sector PoW & the
GPRS, guided by
National Health
Policy & MDGs

High donor
contribution to
sector including
through the Multi-
donor Budget .
Support, MDBS
Decentralization,
with geographical
equity concerns

Provide balanced -
and transparent

assessment of sector

performance .
indicating factors
that may have
influenced .
performance and
suggest corrective
measures .
Uses 22 out of 34
PoW indicators

Carried out by MoH &
stakeholders & external
reviewers

Data mostly from .
HMIS, surveys, and
Klls

Receives information
from districts, regions,
agencies, & MoH .
Marked challenges in
data availability and
quality — sanctions
proposed for those who
do not submit data as
required

Presented in briefs and reports *

discussed at national and regional

forums

Has been used for 4
years, to be adjusted with
development of new

Dashboard approach, with 3-step  PoW

process: assessment of indicators
& milestones, assessment against
goals & targets, & assessment of

whole sector
« Prizes proposed for good
performers



Netherlands
Dutch National
Health System
Performance
Framework

Consultative
process between
MoH & RIVM,

& researchers
over period
2002-2005
Used evidence »
in form of
frameworks
from elsewhere,
consideration of

Lalonde model for
health
determinants &
Balanced Score
Card (BSC) modet
of HSPA

Interface of
Lalonde model &
BSC is the .
consumer, relating
population health

Transition from .
budget-driven
healthcare system to
regulated market
Emphasis on .
transparency &
results oriented
management

BSC model adapted
to a non-corporate, *
market-oriented

Focus on technical »
healthcare quality,
keeping other
dimensions in sight
BSC - consumer,
financial, internal
business processes
& innovative
perspectives
Indicators selected
in line with core

Close working .
relationship between
MoH & RIVM & .

researchers for
ownership, & evidence
base

Linked existing
databases; created new
cost-effective sources of
data as required

To provide evidence to make e
appropriate policy decisions

Not really designed to link
information with management
strategy

Adapted from
experiences in Canada
(Lalonde model); and
UK, US and Dutch
healthcare organizations
(BSC model)

Adapted in Ontario and
& for OECD’s HCQI
Project

roles of MoH & & health entity questions posed on

other management each perspective

stakeholders, & » e+ Compares

existing healthcare

information performance with

infrastructure healthcare needs
South Africa » Developed by « Equitable access* Decentralized, »  To monitor * Housed by HST a »  Annual reports with tables, * Has been in place with
District Health the Health to good with bulk of progress & private entity with graphs and maps comparing all annual publications
Barometer SA Systems Trust healthcare as a primary health support research & HSPA districts and within metro and since 2005
DHB (HST), a non- major goal of care services improvement of skills, working in rural districts; * Adjustments made

governmental the health funded by equitable close consultation *  Equity analysis, with improving data

organization system government provision of PHC with DoH * Information to policy makers availability and quality

in »  Post-apartheid » Indicators: » Uses secondary data and managers at national, and perceived needs

consultation inequality in socioeconomic, from various provincial & district levels for information

with DoH access to input, process, government &public domain including

*» Research and healthcare output, outcome & institutions academic/research institutions
consultation *  Geographical impact, relatedto +  Poor health
with experts equity a major MDGs information systems
* Use of issue »  For comparison of and quality of data
evidence all provinces & cited

World Health
Organization
Health System
Performance
Assessment
Framework

districts and
within the
categories of rural
and metropolitan
districts;

Equity as a major
focus;

Trends studied

Developed by -
WHO
technocrats with
wide
stakeholder
involvement
only after the
World Health

WHO introduced »
a number of
concepts about a
HS including
health actions,
boundaries, goals,
functions and
building blocks

* Intended as a | toot
for use by all
member states and
therefore supposed
to be generic and

usable for
assessment of and in
widely varying .

For the purpose of »
helping member
states to measure
own performance,
understand factors »
behind this and
improve response;
Assessment of 5

Global and national  »
support for HSPA
including establishment
of EHSPI .
Development of tools
and approaches for data
collection and analysis *
» Use of WHO regional

Presents information of membes
states in the World Health Report
in league tables and plots;

Utilise DALYs and DALEs as
measures of overall population
health;

Computation of indicator of
composite goal performance in

Has been in place since
2000 with substantial
consultations following
its launch; some
adjustments have been
made including dropping
the composite goal
performance index and



Assembly of ¢ < Main (extrinsic)

2000 and Goals indicated
marked as: improving
criticism population health,

» Extensive use responsiveness, &
of evidence fair financial

contribution

contexts across the
globe;

components of the
HS using a number
of indicators:
population health
level and
distribution;
responsiveness level
and distribution;
distribution of
financial burden;

« Highlighting
stewardship as
important for system
design, performance
assessment, priority
setting, inter-
sectoral advocacy,
rule setting, and
consumer advocacy

groupings, research
institutions and
international
organizations for
consultation;

2000.
Relates DALES to health
systems’ potential given .

country/health system resources.

Benchmarking and competition
* Public reporting &
accountability

elaboration of specific
methodologies;

« Has been adapted and
used for subnational
assessments and also
adapted for use by
Health Systems 20/20 in
several countries.

ACSQHC, Australian Council for Safety and Quality Hleath Care; AIM, Achieving Improvement Manageme€HSA, Canadian Council for Health Services Adiagion; CHIRII,

Canadian Health Information Roadmap Initiative éadors; CIHI, Canada Institute for Health Informati CMA, Canadian Medical Association; COAG, Colin€iAustralian Governments;
DALE, Disability-adjusted life expectancy; DALY, Bability-adjusted life years; DoH, Department ofatlle; EHSPI — Enhancing Health System Performandéaiive; GPRS, Ghana
Poverty Reduction Strategy; HC, Health Canada; HG&#ealth Care Agreements; HCQI, Health Care Qudtitiicators; HMIS, Health Management Informatiors@yn; HS, Health System;
HST, Health System Trust; KllI, Key Informant Intezw; MoH, Ministry of Health; NHCAs, National HehltCare Agreements; NHPAC, National Health PrioAgtion Council; NHPC,

National Health Performance Committee; NICS, Natldnstitute of Clinical Studies; NQI, National Qi Institute; OECD, Organization for Economic Gmation and Development;
PAF, Performance Assessment Framework; Pls, Peaftzenindicators; PoW, Programme of Work; RIVM, (€WtNational Institute for Public Health and theviEanment; SC, Statistics

Canada;[14,15,17,21-23,66-77].



Policy makers were involved, leading, or coordinating the psocethe development of the
HSPA frameworks, with the exception of the South Africa istrealth Barometer (SA
DHB), where the process was led by a private institutioh WiSPA expertise, the Health
Systems Trust. Other stakeholders that often participated aertexin the areas of
management, performance assessment, and health information systevite providers;
and funding agencies. Minimal involvement of service users was notih@sa processes,
documented only in Canada. The WHO, in the development of the framework in 2000,
mostly used experts but opened the process to broader involvement oflratiehpolicy
makers and researchers after widespread criticism. The usktafin the process of
developing the frameworks was explicitly documented for Canada, fhettle, WHO, and
South Africa [9,14,15,24,72-75].

All of the frameworks indicate improving population health as a gb#he health system.
There are variations, though, in terms of conceptualization of thithh&ystems to which
these frameworks relate. Australia, Canada, and Netherlandseascthe Lalonde model of
broad determinants of health. The HSPA frameworks of Australiarentlétherlands then
narrow down to measure performance within the healthcare systerhis point, the
Netherlands framework uses the BSC model. The WHO frameworkbuidisaround the
health system as described in the World Health Report 2000, widalaconceptual model
and system goals [15,24]. There is less documented claritydnegathe health system
conceptual models to which the Ghana and South Africa frameworks. rélee Ghanaian
framework makes reference to health being at the centetiohabdevelopment; and the SA
DHB, is said to relate to the Millennium Development Goals and the WHO HSRwrark
[9,73]. The Canadian and Netherlands frameworks highlight the linkagtsedre
determinants of health and attempt to lay out accountabilityaesiips among the different
major actors in a health system [15]. The rest of the frameworks are not sttbrgyarea.

The different frameworks have been developed (and revised) in spedifty/organizational

contexts and in response to certain issues. For example, cost cemiais@an issue high on
the agenda of most HICs; thus, the marked emphasis on efficertby frameworks of

Australia, Canada, Netherlands, and WHO [15]. Equity is a printhpkels common to all of
the contexts, and as an example, geographical public health sestoraes tracking is
highlighted in the frameworks of Canada, Ghana, and South Africactiafi their particular

circumstances. Decentralization as a form of government ancetr@ikntation of some of
the healthcare organizations are reflected in the relevantvirarke [9,17,76,77]. Given the
international mandate of WHO, the HSPA framework developed bygérecg was intended
to be generic, so as to be usable in different contexts [14,24].

The HSPA frameworks are elaborated to various extents, usu#tlyavurpose, dimensions,
sub-dimensions, and indicators, but the approach to partitioning the hetdtin sgsied. The

HICs of Australia, Canada, and the Netherlands have a similavaagppand marked overlap

in terms of dimensions [5,17,48,78]. The HSPA framework developed by W@ isost
detailed, with goals and functions of a health system and thedaladicators [14,23,24].

The indicators vary, with a tendency to similar indicatorghat higher (goal) level and
variations at lower (processes, inputs) levels. Specific séindoadual provider indicators

are common in HICs, but population-based indicators are more common in LICs. The proces
and input level indicators tend to reflect the demography, epidergicdog health financing
structures in the different contexts [14,17,73,76,78,79]



The institutional set-up for performance assessment, including thenation management
systems, showed considerable variation. Canada was noted to havd-deweieped

consortium of public and private institutions that has benefited frorea deal of financial

and technological investment over the last two decades [80]. Ghar@oatidAfrica, on the

other hand, are dealing with poorly developed and under-resourcechsysiid major gaps
in quality of data [73,76,81,82]. The periodicity of application of country érmarks varies

from monthly to quarterly, annually, and biennially.

All of the frameworks present performance data in reports, whiehshared with key
stakeholders, usually policy-makers, service providers, and funding egefbtie data are
presented as-is and/or in comparison with other entities. Some\ilarks attempt further
manipulation of data. The Ghanaian version uses a color-coded dashb@agkement to

indicate good and poor performance at the national and regional [gVEIS. ranks the

performance of all member countries against the health sygteits and publishes the
rankings of countries biennially in the World Health Report. In 2000, Wid@puted a

composite index, an overall measure of system performance, ancbtheared this with the
resources available to the country health system [21,67,68,75,83,84].

In the reviewed frameworks, benchmarking is expected to leachgoovements through
internal mechanisms like accreditation and continuing medical gondd7,84]. External
mechanisms are also instituted to elicit change, including mamageapproaches and
financial incentives. Good performers are given incentives in the fofrnincreasing
autonomy and a chance to get additional funding and prizes (proposed in @hanads
poor performers have to sign performance action plans (Aust@iana) [77,78]. Another
external mechanism, sharing of information in the media and publim& has been used in
Canada and South Africa. In South Africa, putting the DHB informatidhe public domain
is said to have led to use by policy makers at national and sutaldgvels for planning and
resource allocation [79,85-87].

Some of the frameworks have been in place for more than a detadely those from
Australia, Canada, and WHO. The Canadian framework informed developrhethie
frameworks in Australia and the Netherlands [15,17,80,84]. The WHO frarkasvused to
report on all member countries in the World Health Reports evgeats and has also been
adapted for use in a number of different contexts like the one-ofilBabal assessments in
Uganda and Indonesia and those carried out by the Health System226ral countries
[24,88,89]. The Canadian and WHO frameworks could therefore be said to [itabdela
given the length of time they have been operational and their usieeasasis for the
development of other frameworks. The Ghanaian and South African vitakee were
developed much more recently, and their adaptability is as yet unknown [76,77].

Discussion

There is a growing body of literature on HSPA, especially ftbenlast three decades. The
publishing of the World Health Report 2000 is one of the landmarks, andimagastd
debate, research and experimenting in HSPA. Most of the reseat@xjeriences are from
HICs and international and regional agencies like the WHO andOtiganization for
Economic Cooperation and Development (OECD). In the more recentnpastly since
2000, some low- and middle-income countries have developed frameworks ang set
institutions for HSPA. However, there are few system-wide éraarks in LICs, and further



still, research and publications on HSPAs in LICs are limited.t Mbshe material in this
article on the Ghana and South Africa HSPAs has come from n&tigeaty websites, with
minimal information from peer-reviewed journals.

Some authors have proposed that rather than just copying modelsé¢hgsr@astructured
approach to learning from experiences in health systemsdifdring contexts can be of
benefit [90,91]. In HSPA it has been noted that with due recognition tfrakileconomic,
demographic, organizational and political differences, it is possiligatn from one another
[17,62]. A structured approach has been taken in this research, whecebybmation of
literature review for derivation of attributes of HSPA franoekg and validation of these
attributes by a Ugandan-based EG were combined with the applicitithe attributes to
review the experiences of six HSPA frameworks. This processhighlighted a range of
experiences and provided an opportunity for learning lessons by Lé€king to
develop/adjust their HSPA frameworks. This section documents sorhe tdsisons teased
out by this exercise and a summary is provided in Table 4.



Table 4Lessons and identified gaps from review of selected HSPA framewak

Attribute Lesson Identified Gaps/Areas for Further
Research
Process of « It is possible and useful to involve a rangetakeholders in « Limited involvement of beneficiaries of

development

Clarity of HS
conceptual model

Relating to policy an
organizational
context

Elaboration

Institutional set-up

Mechanism for
eliciting change in th
HS

Adaptability

the development and review of HSPA framework asedon  health systems
Canada, and involvement of researchers as in ttieeNands

« A private entity can act as lead agency as se&outh

Africa

 Explicit HS conceptual models facilitate relatithg HSPA < In the absence of explicit HS models, it is
framework to the HS model, e.g., the WHO HS mode$ w  difficult to determine system goals and
developed just prior to developing the HSPA frameéwo whether the right things are being measured
 Explicit HS model coupled with clarity in parttiing the HS

for PA highlights linkages and enables attributiotine « Lack of delineation between HS and
Netherlands framework provides an example withitlende pagithcare systems provides challenges for
HS model and the Balanced Score Card for the HSPA HSPA

framework « Contribution of healthcare to health often

difficult to estimate, and responsibility for
delivery and reporting on non-healthcare
determinants is challenging

« Variations in context are reflected in the HSPanfeworks; e The effect of governance and various

2 diverse examples provide different lessons fomntoes aspects of mpowerment on HSPA and thi
intending to develop HSPA frameworks: relationship to literacy are not well
o Canada — very contextualized documented

oWHO - intended to support HSPA in member countiisd
thus fashioned generically

» Similarities noted between HICs aiffetences between < There are still challenges in relating the
HICs and L/MICs at the level of dimensions and loleeel  different pieces of data in most frameworks

indicators, with HICs emphasizing service and polev to tell a story, to determine what is not
specific indicators & L/IMICs emphasizing populatibased  working well
indicators

e Canada and WHO made suhatanvestment in HSPA « What is the right balance — how much do
including methodological aspects and technologyfia you invest in LICs given competing
collection, analysis, and dissemination, which yiakled obligations?
results

« Ghana & South Africa demonstrate that you cart stenple

& build useful systems for HSPA

« Champions for HSPA have been noted to have made a

impact in Australia and Canada (ministers of hgatid the

Netherlands (researchers)

« Working with various pieces of information frorffdrent « There is still limited information on what
sources validates, enriches, and supports intetgetfor works in terms of eliciting change in the HS
decision-making using HSPA, and more research needs to be
« Use of appropriate technology and strategiesifialysis and done in specific contexts to learn more
dissemination helps provide information to moreglepas  about this

seen in Canada * There is not much noted in these

« Combination of mechanisms (internal & externabiitates ©XPeriences about unintended/negative
change, as seen in Canada consequences of HSPA

« Combinations of stakeholder groups and skillg.(e.

statisticians/researchers/policy makers/health genséggeneri

managers/professional bodies) facilitate decisiaking —

different combinations noted in Australia, Canadatherlands

* HICs adapt HSPA frameworks from athHCs; LICs from  Given the contextual differences and their

international agencies implications for HSPA, case studies of
« The frameworks that have been in place for logee HSPA frameworks are likely to provide
evolved/changed with circumstances to remain releva further understanding of what works (or

does not) and why




The review showed that the most common mode is to involve policy makdrgechnical
experts at the national level in the development of the HSPA, hétlgdvernment leading
the process. Some countries/agencies, however, have shown thaarthdrenefits from
doing it differently. Canada’s extensive involvement of various bitalklers across several
levels and constituencies, including civil society agencies, is @&@daving contributed to a
broader ownership of the framework [15]. In the Netherlands, xtpéce involvement of
researchers is said to have made the framework more evidaeseg-and has resulted in
several publications on HSPA that provide information in the public doalamut these
experiences[75]. The development of the SA DHB by a private dmgyshown that this
approach is possible and has facilitated wide availabilitthefresulting information [87].
The appropriate mix of stakeholders will depend on the particulatexio The limited
participation of other stakeholders, including consumers of healnsysrvices, is a gap in
many of the frameworks.

Different countries/agencies have different approaches to comtieptg a health system.
The elaboration of a health system conceptual model before theoplenaglt of the HSPA
framework by WHO, was ground breaking [14,23,24]. The use of the Lalondelrat the
health system level and the BSC at the healthcare managenedrdadan the Netherlands is
interesting because it provides the possibility of highlighingountability relationships and
a way to introduce market orientation into the assessment [17]. Qmhtble, though, the
contribution of healthcare to the broader health system and spéigifimprovements in
health remains difficult to quantify [92]. The responsibility fosessment of and action on
aspects of the health system beyond healthcare managemerérnisaotbiguous. This
ambiguity is likely to be a bigger issue in LICs where majballenges in sanitation,
education, social infrastructure, and access to safe watemémnst are known to have a big
impact on population health [53].

Reviewing the different HSPA frameworks in regard to the polmytext of the various
countries and values of the different societies revealed markiededies, as expected. A
number of lessons can be learned by countries seeking to develop their framewtrés)g
the basic fact that contexts differ, which should be taken imhosideration in the
development of a HSPA framework. Some countries have taken paraffolds to make the
frameworks relevant to their situations. The Canadian Healthaltodi&ramework (CHIF),
provides a number of lessons: the consideration of the decentralized ofithe country;
explicit consideration of minorities, including special efforts tlect data from these
communities; and the emphasis on efficiency given cost containmesu &ssue in the
Canadian health system agenda [15,74]. The WHO framework, on the otheshagfat, to
be generic because of the mandate of the organization and eatetmgtrovide an approach
that many countries could use. This however was the cause for cosyraveund the WHO
HSPA Framework as it was deemed to imply universal values ratitéa application
[50,51,93,94].

Some of the differences between contexts, including between Hi€Cdoan or middle-
income countries and how they relate to HSPA frameworks, mauliiée although no less
important. Examples include differences relating to levels of gawee, literacy, various
forms of empowerment, and expectations of the population. The involvemeni sbciety
agencies in the development and use of the CHIF could be takeniadication of the
relatively well-developed state of governance in Canada whergagvate entity being
responsible for the DHB may indicate a younger and possibly dyngavernance
environment in South Africa [76,79].



The elaboration of the different HSPAs showed substantial sin@kaamong the HICs and
differences between them and the low- and middle-income courfthesHIC frameworks
reflected a focus in performance assessment of the healtbgstem and reflected the
epidemiology, demography, and health financing arrangements indbesties. This focus
was evident at the dimension, sub-dimension, and indicator levelgsprdially with input
and process indicators [5,15]. The frameworks from low- and middle-eamuntries’ on
the other hand, maintained more population/health system level asstssamaddition to
reflecting health system organization, demography, and epidemiolbgypréponderance of
population level indicators may reflect health system agenda issineshigh morbidity and
mortality levels, consideration of non-healthcare determinants dthheend concurrence
with international aspirations like the Millennium Development Gadlswever, it could
also be the result of ambiguity in health system and HSPA carad@attion and challenges
in data availability for the more specific service/provider lertormation [9,73]. Relating
the different data pieces to create a story and explain inadeguagerformance was often
not done in the different frameworks.

Experiences vary regarding the institutional set-up for HSPA.illtedsssons include that
substantial and long-term investment in technology, methods, and netwdykaeficial in
building a robust HSPA set-up as in Canada and that champions areimgmitting and
keeping HSPA on the agenda, as noted in Australia, Canada (miofste@lth and heads of
government) and the Netherlands (policy makers and researchersgpvétpwome of the
experiences show that it is possible to start modestly usuinely available data of less
than stellar quality, as was done in Ghana and South Africdabl©ohtions with other
institutions/approaches have been useful in such cases as ifeghenSA DHB and the
South Africa Health Review [72,77]. Hyder AA (2003) proposed a sinafgroach for
Pakistan [95]. This is likely to provide the stimulus needed to make necessary
investments in HSPA. Even the HICs frameworks considered irstilnily did not have all
the required resources in place when they started, and substam@sment had to be made
along the way [14,74]. It is important, though, to monitor for data dubkijeand quality and
have pragmatic plans for scaling up, including setting up systendat@mquality assessment.
A key question to ponder particularly in LICs is how much investmieotld be made in
HSPA, relatively, given the many needs in the health system and beyond?

HSPA frameworks are useful if they affect decision-making, experiences with the
frameworks show that countries studied differ in this regard. Bledsissons include use of
complementary data sources and analytical approaches; mixingnaintand external
mechanisms for eliciting change; and encouraging collaboration amffegek entities in
the health system and beyond. The Canadian experience using aigonswctuding the
Ministry of Health, Statistics Canada, and professional bodiesthi&eCanadian Medical
Association and Canadian Council for Health Services Accreditahenyse of technology
and innovation, and provision of information to the public is of interest to Adte.
mechanisms employed for eliciting change are a combinationoofinaing quality
improvement and public accountability [15,96]. In Australia, the emphagia & generic
approach to management with the ministries of health at theedtflevels working together
with management/accountability bodies to develop HCAs and financial incentives [15]

The above experiences show that it is important to think about howathewirork will elicit

change at the time of development and not later. Some of the foaksethhough were not
strong on this. Some authors argue that more effort is requiredtirerftanalysis of the
‘black box’ between outcomes and activities from which they rekultbis is related to the



nature of a health system as a complex adaptive system — mutfurs, non-linearity,
unpredictability [27,29,30]. The use of evidence-based studies and coasultzt
stakeholders, and being explicit at what needs to be done, including libatiaoti of
systematic outcome mapping — tracing of all the steps tadtttethe outcome of interest -
has been proposed. This has been favorably contrasted with just dissgmimfarmation
and assuming it will lead to decision-making [71,97,98]. In the reviewgeriences,
information was limited about the unintended and often negative effEEISPA. Yet these
have been documented as a major challenge by some authors from bb#otké&cal and
empirical perspectives and are said to include tunnel vision, gamiggpian and
misrepresentation of data [39,56,99].

A number of experiences with the development and implementation of Hi&R®works
was reviewed here. Some, like the CHIF and the WHO HSPA frankeWave been in place
for more than a decade; others, like the Ghana Holistic sisssg and South Africa District
Health Barometer, are much more recent. Different processes talien place in the
different countries. It has been noted that countries are morg ftkadapt frameworks from
certain contexts, as shown by the example of the Netherlands atrdliéduedapting from the
Canadian framework; Ghana and South Africa, however, were seenetadiavted from the
generic example of the United Nations agencies, including WHO.

In addition to viewing the HSPA frameworks against individuallaitgs, it is important to
see them as a whole. This perspective is necessary beitaissegood to have the
comprehensive picture of the HSPA framework, and not relate withaipiecemeal manner
which might happen with a focus on individual attributes. Indeed thissenéal given our
working definition of a HSPA framework, and the ‘dynamic compiéxit health systems as
argued by some authors [27,30,39]. The attributes are obviously intetyétatexample, the
process of development is clearly related to how the framewlateseto the context and in
turn, this is linked to the purpose, dimensions, and the indicators. Tibeitatrthus bear a
complex (non-linear) and context specific relationship to one anothéeyms of content,
timing, and the stakeholders to be involved. The relationship is likebetinfluenced by
amongst other things, whether it is new development or reviea HSPA framework;
whether there is an articulated health system conceptualviraikiethe level of governance;
and the level of development of systems including information neameigt systems. Viewed
comprehensively, the Canadian and WHO HSPA frameworks, though ediffewere
responsive to a number of attributes and provided the widest range of lessoi@sfor LI

Study limitations

This study faced some limitations. HSPA is a very broad arehin this study we utilized a
number of methods to derive and apply a number of attributes of a H&RAwWork. Given
considerations of space in relating this information, the matesal highly summarized
especially in regard to details about the various charactsristicattributes. Another
limitation arose from using internet searches to source grenatlire on HSPA and the
selected frameworks. Information on websites is sometimes edjasteven removed. This
method could also introduce bias as it depends on material in the public domain.



Conclusions

LICs seeking to develop/adjust HSPA frameworks need not reinvemthibel. A structured

approach to learning from the experiences of other countriesiagencluding HICs can be
useful. In this study literature review and input from a group ofndga experts provided a
set of attributes for a HSPA framework. The attributes coveredeps of development,
clarity of the health system model, relationship with policy/ogtional context and social
values, elaboration/content, institutional set-up for performan@sssent, mechanism for
eliciting change in the health system, and adaptability.

The attributes have been used to learn lessons from six cyirende HSPA frameworks. A
number of lessons were noted from the experiences of other coumdesgancies, and
include (a) the recognition that it is possible to involve a rasfgetakeholders during the
process of development and review of a framework and such inclisstmneficial to the
process; (b) explicit health system and HSPA conceptual modelltate clarity of
relationships between different entities and supports attributiopp(icy and organizational
context can be appropriately reflected in the framework, makimgie relevant and usable;
(d) there are marked differences between the structure anehtaftframeworks in HICs
and low- and middle-income countries; (e) champions can make a@atiference for
HSPA; you can start small, but substantial and sustained investawiitates optimal
functionality of HSPA; and (f) mechanisms for eliciting changé¢hie health system should
be developed alongside the framework. Some gaps in HSPA have beeiediantiuding:
limited participation of those who benefit from the health systedevelopment and use of
HSPA frameworks; ambiguity in regard to health system cooeépnodels in some
frameworks; inadequate distinction between the health systenmamealthcare system; and
a limited understanding of what works in terms of eliciting change in the hestdnsy

The attributes developed in this study can form the basis of madeior a country/entity
like Uganda seeking to develop or review its HSPA framework. Nesearch on HSPA
development and application, especially in LICs, is required to buile\tlieence-base to
enable learning from different experiences.
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