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Executive Summary
Effective and equitable health systems are not only required for achieving the Millennium
Development Goals (MDGs), but strengthening health systems is essential if aid for health is
to be well spent and sustained in the future. Health systems strengthening (HSS) is therefore
high on the agenda of donors, governments and other stakeholders in the health sector,
especially in fragile states, where the government is either not able or not willing to deliver
core services to the majority of its people. In these states, the challenge to meet the health
MDGs and provide the population with sustainable and equitable health services is far greater
than in other developing countries. In these contexts, improving health service delivery not
only stands to make significant gains in overall population health indicators, but also has the
potential to contribute to reducing state fragility.
This study will seek to outline and synthesise known practices for HSS in fragile states, in
order to provide an analytic look at the emerging effective routes, tools and applications of
HSS practices at both the donor and operational levels. The key in fragile states is to find
ways to effectively solve problems in a given context, which does not mean imposing a predetermined solution or a “one size fits all” approach. It is up to the stakeholders in the host
country health sector to determine local “packages” or general sets of interventions that can
be pursued depending on what is locally required and feasible.
This paper uses the World Health Organization (WHO)’s Framework for Action as its
analytic framework. The framework consists of six building blocks that can be used to guide
planning and priority setting by actors supporting health system reforms, including those in
fragile states. These building blocks set out the essential functions of a health system, are
applicable across the continuum from humanitarian relief to sustainable development, and
consist of (1) leadership, governance and (2) financing of health systems, as well as the
strengthening of (3) health information, (4) service delivery, (5) human resources, and (6)
medical and drug supply systems. Each one of the six addresses a cross-cutting function of a
health system, so the building blocks complement and overlap one another.
Strengthening each of these building blocks can be accomplished through identifying a set of
complementary activities that can be supported along the spectrum of humanitarian aid to
sustainable development in which many of the fragile states find themselves. Irrespective of
whether local conditions are improving, deteriorating, or whether they involve a protracted
crisis, a country’s levels of governance, local capacity and functional infrastructure will vary
and these, more so than levels of conflict, will dictate which activities are more appropriate to
implement.
There are venues where alignment and common approaches to aid in fragile states have
emerged. The Development Assistance Committee of the OECD has been a lead centre for
addressing issues related to fragile states, while the Inter-Agency Standing Committee has
been central in the on-going engagement of donors and international non-governmental
organisations (INGOs) in humanitarian reform. Both the fragile states work and the
humanitarian reform efforts are among the efforts by donors to address obstacles to effective
health services through both funding modalities and programming in the past decade.
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There are significant roles for non-state providers (NSPs) that will differ depending on the
nature of the fragile context, and the longer-term experience of NSPs in a given country or
region. In protracted crises, NSPs provide the potential continuity of services and, depending
on the context, can support capacity-building of MoH and/or local government. In
deteriorating contexts, NSPs may be the only available functioning organisations for basic
service delivery, but even in these contexts, investment in human resources and in some
elements of governmental systems may be possible. In improving contexts, NSPs need to be
part of a wider health systems approach, so as to avoid setting up parallel systems.
World Vision and other INGOs can contribute to HSS in a variety of ways, but frequently
this contribution is dependent in part on public sector donors and their aid modalities. This
fact underscores the importance of getting a common aid modality in place, so as to
encourage shared assessments, policies and programs amongst public sector donors,
international partners and national stakeholders. A well-functioning and common aid
modality can help develop and support national HSS plans adapted to the country context
using frameworks such as the WHO’s building blocks. This aid modality can in turn promote
further coordination and dialogue between donors, INGOs, government, and CBOs. Where
possible, the longer time-frame required for strengthening health systems can be addressed in
part through entering into longer-term agreements with donors and governments, using this
aid modality. In order to contribute to greater downward accountability in fragile states,
where feasible, World Vision and other NGOs should be encouraged to participate in
common aid modalities to develop governance and capacity building strategies as part of
HSS goals.
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GUIDING PRINCIPLES FOR PRACTICE IN HSS
IMPLEMENTING HSS USING A COMMON FRAMEWORK
1. Use a common framework, such as the six WHO building blocks, to ensure that there are no
“orphan sections” within the health system. All components are inter‐related and vital, and
all require support.
2. Be realistic. “Good enough governance” may actually be achievable, while good governance
may be out of reach. Where service provision is characterised by inadequate and inequitable
resources, low capacity and poor governance, as is often the case in fragile states, it is
perhaps best to pursue modest ambitions for service delivery in the early phases of HSS.
Reorganising health service delivery through a process of standardisation may be the best
course of action to address structural constraints; for example this could be done via an
essential health package, with specific considerations for the poorest and most vulnerable
populations.
3. Planning should not only revolve around governments and donors. It is important to include
the voice of civil society and communities. Planners should think in decades, not years,
although these long‐term plans should be divided into short‐term, feasible steps and
achievable targets to keep motivation levels high. Communicate plans widely.
4. It is easier to build a new house from scratch. However, in HSS in FS, a sincere effort to build
on or incorporate existing foundations can result in higher levels of support, motivation and
ownership from public sector than if an existing system and its staff are dismissed or
ignored.
5. Do not be afraid of innovation. Working on HSS in FS offers a unique chance to try
something new.
CREATING AN ENABLING ENVIRONMENT
6. Use a common framework and fragility assessment tools for analysing country context.
7. Adapt the donor aid architecture in ways that support the ability of both donors and NSPs to
be flexible in specific fragile states and sub‐national contexts.
8. If the government cannot be a partner, donors could create an external service delivery
”cabinet” to provide a co‐ordination mechanism, both by sector and for overall service
arrangements, meanwhile encouraging continuing contextual assessment for future MoH
support.
9. Donors, governments and NSPs need to pay more attention to the development of more
robust and effective accountability processes, as these can contribute over time to the
reduction of fragility as well as to improved health services.
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Introduction

The creation of strong health systems is not an end in itself – it is a means to achieve better
health outcomes for populations. Effective and equitable health systems are not only required
for achieving the Millennium Development Goals (MDGs), but strengthening health systems
is essential if the current increase in aid for health is to be well spent and sustained in the
future. Health systems strengthening (HSS) is therefore high on the agenda of donors,
governments and other stakeholders in the health sector, especially in fragile states.
At the same time, the challenge to meet the health MDGs and provide populations with
sustainable and equitable health services is far greater in fragile states than in other
developing countries. Yet improving health service delivery in these contexts could not only
lead to significant gains in the overall health of a population, but also has the potential to
contribute to reducing state fragility. Conversely, long-term improvements in health service
delivery, such as regular delivery of basic services at the local or community levels of the
health system, will only occur with changes to the fragile context of the services.
Thus, there appears to be general agreement amongst the relevant actors that HSS is an
essential undertaking in fragile states, although general knowledge on how to do it remains in
its infancy. Furthermore, due to the restrictions within current financing mechanisms and
coordination challenges in fragile states, donors and other actors still tend to focus more on
piece-meal, project-based service delivery, rather than on HSS. In order to address these
challenges, this paper seeks to stimulate discussion and debate among stakeholders on how to
take HSS in fragile states forward. It aims to outline and synthesise known practices for HSS
in these contexts, and where possible, will provide an analytic look at the emerging best
routes, tools and applications of HSS practices at both the donor and operational levels. The
World Health Organization (WHO)’s six health systems building blocks are used as a
framework to explore what concrete steps health ministries, non-state providers (NSPs) and
donors can advocate for, implement or support across the humanitarian relief-to-development
continuum. Additionally, as HSS also requires strong aid mechanisms to support work within
these six building blocks, the paper will provide a related overview of key questions related
to aid mechanisms and the role donors can and do play in HSS.
Because the nature of fragile states profoundly shapes the ways in which the lives of children,
families and communities can be changed in the short and medium term, understanding
fragile states and the emerging discussions around HSS in these contexts is important for
World Vision, other international non-governmental organisations (INGOs) and non-state
providers (NSPs) more generally. It is also important to donors, since the ways in which
donors define fragile states shape the ways in which they can choose to fund or not fund
specific programmes such as HSS – including where to target support along the continuum of
care from home to hospital, the levels of funding allocations, and the associated
coordination/harmonisation mechanisms. This is in turn reflected in what health ministries
and NGOs can actually achieve in HSS, and more importantly, what they can achieve in
improved health outcomes. For all these reasons, it is critically important to better
understand how HSS can be undertaken in fragile states.
The concepts of fragile states and HSS come with their own sets of terminology and
theoretical frameworks. In order to give the reader who has little or no experience with HSS
in fragile states a brief theoretical foundation and some familiarity with the frameworks used
in later sections, the following subsections will provide a short overview of current thinking
8

on these and related concepts. This section lays the foundation on which a number of the
recommendations in this paper will be based, and also outlines the aims, objectives and
structure of the paper.
1.1

Defining and understanding fragile states

Fragile states are generally defined as states that lack the capacity and/or the will to provide
for the wellbeing and security of their citizens.1 According to World Bank estimates, they are
home to only 9% of the developing world’s population, while they account for 25% of the
population in extreme poverty2.
Many development partners have an organisation-specific listing or categorisation of fragile
states based on various parameters, including risk of conflict, accountability of government
institutions, capacity to manage public resources and deliver services, degree to which state
institutions have control over their territory, levels of poverty, and the government’s ability to
protect its poorest citizens. Many countries do not wish to be labelled as fragile states,
therefore donors do not commonly publish the lists of states that they define as “fragile”, but
there is one particular list that is made available, and therefore it is commonly referred to.
This list is published by the World Bank3, which assigns a “fragile state” classification to a
country if it is (a) in the bottom two quintiles of the Country Political and Institutional
Assessment (CPIA) rating, which assesses governance and a country’s ability to use
development aid effectively; or (b) has not been rated by the World Bank. All eligible
countries are low income states, and each year, the list is revised, so that fragility is defined
based on a spectrum of factors, reflecting a time-specific situation and not a permanent
condition. Until recently, fragile states were known in the World Bank as low-income
countries under stress (LICUS).
Fundamental to all fragile states is the lack of effective political processes to influence the
state to meet social expectations, reflected by weak institutions and governance systems.
Most fragile states experience at least short-term conflict, but not all fragile states experience
endemic violence. All suffer from poor governance and limited administrative capacity4. The
often-quoted UK government definition for fragile states encompasses many of these
characteristics, and reads: “those states where the government cannot or will not deliver core
functions to the majority of its people, including the poor”5.
Fragile states have also been classified into different typologies. One often-used typology
consists of three categories describing the general political stability of a state: (1) “weak but
willing” where government capacity is an obstacle to implementing policy; (2) “strong but
unresponsive” where state capacity is directed to achieving development goals; (3) “weakweak” where both state capacity and political will are lacking.6 A second typology consists
1

DFID, "Why we need to work more effectively in fragile states," (London: Department for International
Development, 2005).
2
World Bank, "Global Monitoring Report 2007," (Washington, DC: World Bank, 2007).
3
http://siteresources.worldbank.org/EXTLICUS/Resources/511777‐
1269623894864/FS_List_FY11_%28August_8_2010%29.pdf
4
Alina Rocha Menocal, Timothy Othieno, and Alison Evans, "The World Bank in Fragile Situations: An Issues
Paper," in An Eye on the Future: the World Bank Group in a Changing World (Amsterdam Overseas
Development Institute, 2008).
5
DFID, "Why we need to work more effectively in fragile states," 2005
6
M Moreno Torres and Michael Anderson. “Fragile States: Defining Difficult Environments for Poverty
Reduction”, (DFID, 2004).
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of: (1) prolonged crisis or impasse; (2) post-conflict or political transition; (3) gradual
improvement; and, (4) deteriorating governance.7 Irrespective of the typologies used, it may
be difficult to categorise an entire country, as parts of the country may be stable and
relatively peaceful (i.e. post-conflict), while active conflict is confined to a specific area (i.e.
deteriorating governance in that particular region). In this paper, we will not focus on
specific typologies to a great extent. Even amongst countries suffering from a protracted
crisis, for example, health systems can be vastly different and HSS will require different
approaches. Within each context, additional dynamics such as the impact of greater levels of
violence or shortages of specific cadres of health staff, for example, can influence prioritysetting for HSS.
Many fragile states are post-conflict countries, which tend to suffer from high rates of relapse
to conflict, with an approximately 40 per cent chance of a return to conflict within five years8.
Conflict has very severe effects on economic growth; therefore most conflict-affected fragile
states have growing levels of extreme poverty, which is opposite to the trend in most low
income countries9. Current thinking amongst UN agencies, donors, and governments in
Western countries tends to integrate the concept of “peacebuilding”, which purports that
security and development are interconnected, and “whole of government approaches”
(WGAs). The WGA concept asserts that building national and local institutions in a fragile
state can help provide a new government with the credibility and popular support it needs to
prevent a country from sliding back into conflict10.
Donors have recognised that fragility has a major, negative impact on service delivery,
reflecting several factors.11 These factors include: loss of financing for services; increased
social insecurity due to violence; exclusion of disempowered groups; endemic corruption;
and the failure or misuse of security and justice systems. In fragile states, there also can be
specific problems with skewed budget allocations that favour particular ethnic or religious
groups—along with systematic exclusion of women, minorities, and disabled individuals—
which undermine the foundations of public service delivery systems.
Federal States and Sub-national fragility
It is important to emphasise that fragility does not always apply at the level of an entire
federal state. As noted previously, at times pockets of fragility exist within a fairly stable
national governance system. Sub-national fragility occurs in countries where there are
significant differences between parts of a country in terms of governance, government
capacity and levels of violent conflict. Examples include Aceh and West Papua in Indonesia,
the Federally Administered Tribal Areas (FATA) and Balochistan in Pakistan, the Maoist
areas of India, and Northern Uganda. This paper therefore also applies to fragile contexts, and
not only fragile states, as many of the same needs for reconstruction will exist whether one is

7

World Bank, “Fragile States‐‐Good Practices in Country Assistance Strategies”, (WB, 2005).
Paul Collier et al., "Breaking the Conflict Trap: Civil War and Development Policy," (World Bank and Oxford
University Press, 2003).
9
Paul Collier, The Bottom Billion. Why the Poorest Countries are Failing and What Can Be Done About It (OUP,
2007).
10
UNDESA Task Force on Peacebuilding and Development, “Developing a Strategic Framework for UNDESA’s
Work on Peacebuilding: A Plan of Action” (UNDESA, 2008).
11
Catherine Dom, “FTI and Fragile States and Fragile Partnerships,” EFA/FTI (2009); Andrew Cassell, “Health in
Fragile States: An Overview Note,” High Level Forum on the Health MDGs (2005).
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dealing with a national or local government body, and the terms “fragile states” and “fragile
contexts” may, at times, be used interchangeably.
1.2

WHO’s six health systems building blocks

In addition to the concept of fragile states, this paper also introduces the concept of health
systems strengthening (HSS). HSS is a broad concept, and there is no single set of best
practices that can be put forward as a model for improved performance in every context.
WHO, in an effort to fill this gap, developed the Framework for Action which consists of six
building blocks12 that can be used to guide planning and priority setting by actors supporting
health system reforms. These building blocks outline the essential functions of a health
system. They apply across the continuum from humanitarian relief to sustainable
development, and they consist of (1) leadership and governance; (2) financing of health
systems; as well as the strengthening of (3) health information; (4) service delivery; (5)
human resources; and (6) medical and drug supply systems. Since each addresses a crosscutting function of a health system, the building blocks complement and overlap with one
another. In order to achieve HSS, each of these six essential functions of a health system
needs to be addressed. These building blocks will serve as the backbone of this paper and are
covered in depth in Section 2.
1.3

The continuum from humanitarian relief to sustainable development

In fragile states, where governments are ineffective either due to incapacity, lack of will or
prolonged conflict, agencies with a clear humanitarian mandate are generally found to be at
the forefront of health services delivery. They generally can - and do - bypass government
structures in order to rapidly establish services aimed at saving lives. At the point where the
government indicates that it will resume some form of control, humanitarian agencies
gradually make way for other non-governmental agencies with a more development-oriented
mandate, or may otherwise shift their own programming models. This second group of
agencies will fill existing health services gaps, but for the most part, their ultimate goal is to
achieve sustainable development. They seek to support health systems strengthening through
partnering with the government and providing technical assistance, rebuilding infrastructure,
providing health services through contracting-out mechanisms (where governments and/or
donors contract services provision out to private providers such as non-governmental
organisations rather than doing it themselves) and in some cases, by assuming advocacy roles
at local and international levels.
The continuum from humanitarian relief to sustainable development is outlined in Figure 1,
below. There are two important points worth noting. First of all, this continuum is not
unidirectional – the types of interventions in a given context can shift from a developmental
to a humanitarian perspective as well as vice-versa. Zimbabwe, for example, was a model of
sustainable development in the 1990s, but it slid rapidly down the continuum. During the past
decade, the work of international agencies there has increasingly shifted from development to
humanitarian assistance, and with recent political changes, may shift towards the
development perspective once more. The second point to be considered is that there is no
activity that belongs exclusively to a given scenario. Although it is logical to progress from
saving lives to restoring essential services to rehabilitating the health system, in reality all
types of activities can occur simultaneously, with levels of each activity dependent on the
12

World Health Organization, "Everybody's business. Strengthening health systems to improve health
outcomes: WHO’s framework for action," (Geneva: World Health Organization, 2007).
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local context. For example, acute emergencies often result in an opportunity for change that
otherwise might not have existed. Conflicts are generally expected to end eventually, and
such contexts where “the end is in sight” are highly suitable for starting to take steps towards
HSS. Haiti is a good example of an acute emergency leading to HSS, while Mozambique is a
good example of a health ministry being ready for the signing of peace agreements in order to
commence with health reforms.
FIGURE 1. INTERVENTION TRANSITIONS TO SUSTAINABLE HEALTH SYSTEM
DEVELOPMENT13

The framework in Figure 1 illustrates that there is considerable overlap between activities
that are implemented at various stages along the humanitarian relief-to-development
continuum. It is therefore not truly feasible to clump activities together into three clearly
distinct intervention targets (i.e. according to the three categories of activity outlined at the
bottom of the figure). Although Brinkerhoff does use these three categories in his theoretical
work, they will generally not be adopted in this paper. Instead, we will use a simpler
approach of roughly ranking activities along the humanitarian relief-to-development
continuum.
Similarly, as fragility is not a static concept, WHO’s six health systems building blocks
cannot be broken down into distinct sets of activities for each of the typologies of state
fragility described in Section 1.1. All fragile states differ in terms of the duration and type of
fragility experienced, the type and level of development achieved prior to the onset of
13

Derick W. Brinkerhoff, "From Humanitarian and Post‐conflict Assistance to Health System Strengthening in
Fragile States: Clarifying the Transition and the Role of NGOs," (HealthSystems20/20, 2008).
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fragility, and the amount of government control retained during the crisis. There are no two
fragile states alike. A fragile state such as Somalia may be at the humanitarian relief end of
the spectrum, but UN health bodies, serving almost as a proxy health ministry, are working
with NGOs, communities, fledgling civil society organisations, local authorities, and
government representatives to develop and implement a national package of essential health
services, which would give any functional central government a head-start towards systems
strengthening. Throughout the period of conflict, the Health Ministry in Nepal continued to
support the health facilities they had previously established, but in protracted crises like
Afghanistan most support from government to health facilities ceased to exist. Zimbabwe has
a well-educated population and has retained some form of a health system throughout its
period of fragility. Most health clinics in Sierra Leone were established by the government
before the war, but after the war many were run down or destroyed, so today are run by the
MoH with support from NGOs. It cannot be stressed too strongly that the models adopted in
this paper primarily serve a theoretical purpose, and that in each context local priorities and
(quality of) resources will dictate what is possible to implement in terms of HSS.
Although there is no universally-applicable blueprint for HSS in all fragile states, a number
of tools and models have been developed that can be introduced at different stages along the
relief to development continuum, again, according to the local context. Section 2 of this paper
will outline a series of activities that can be implemented (depending on where a state falls
along this continuum) for each of the six WHO health systems building blocks. Establishing a
linear planning approach, where relief-oriented interventions are gradually replaced by
development-oriented interventions, as suggested by Brinkerhoff’s model14, could help
stagger activities and keep the HSS process manageable, although certain interventions can
be implemented simultaneously as well. If opportunities for specific activities arise “at the
wrong time” in the planning process, those opportunities should nevertheless be seized if the
conditions are right. For example, there is no reason why an INGO cannot choose to establish
a revolving drug fund in the absence of a functional government if the possibility arises, as
this could provide a head start in the effort to strengthen national supply systems.
1.4

Aims and objectives of this paper

As stressed in the previous sections, HSS in fragile states is a complex undertaking. At
present, actors in the health sector still seem to rely upon a piece-meal, project-based service
delivery approach rather than a coherent, system-strengthening approach. The key in fragile
states is to find ways to effectively solve problems in a given context, which does not mean
imposing a pre-determined solution or a “one size fits all” approach. It is up to the
stakeholders in the local health sectors to determine local “packages” or general sets of
interventions that can be pursued depending on what is locally required and feasible.
In order to stimulate discussion and debate among stakeholders on how to take HSS in fragile
states forward, this paper aims to provide an outline and synthesis of known practices for
HSS in these contexts, and where possible, will provide an analytic look at the emerging best
routes, tools and applications of HSS practices at both the donor and operational levels. Care
has been taken with the evidence offered, as “anecdote equals evidence” is too often the case;
both donors and NGOs frequently prefer to tout their successes, rather than highlight their
weaknesses or failures, although the latter can offer wise lessons.
14

Derick W. Brinkerhoff, "From Humanitarian and Post‐conflict Assistance to Health System Strengthening in
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Specific objectives for this study include the following:
1. To provide an introduction to concepts and frameworks related to health systems
strengthening in fragile states.
2. To explore practical activities that NSPs, donors and other partners can undertake in
order to support HSS in fragile states across the relief to development continuum.
3. To explore different aid models and practices which have been adopted by donors and
governments in their efforts to create an enabling environment for HSS.
The first objective has been addressed in this, the introductory section of this paper. Objective
two will be covered in Section 2, where the WHO’s framework of six health system building
blocks will be used as the backbone for the exploration of activities that health actors can
support or implement towards HSS in fragile states. In this section, each of the six building
blocks will be briefly introduced, followed by: a) a discussion of how it applies to fragile
states; and b) a description of practical activities that NSPs, donors and other actors could
implement or support in the process of HSS. Section 3 addresses the third objective,
exploring how HSS can be facilitated through improved coordination and alignment between
governments and donors, and the possible roles that NSPs can play in this. Section 4 will
present a final set of conclusions and recommendations.

2

Supporting HSS: addressing the WHO’s six building blocks

Fragile states face specific difficulties in all sectors of the health system, such as ensuring
regular supplies of quality drugs, the recruitment and retention of qualified health workers, or
the collection of reliable health statistics. The extent of these challenges, however, is likely to
vary from state to state. Financing is another challenge, as the health sector is likely to be
more expensive in fragile states than in other low-income countries, given that the health
needs of a population or segments of a population in these contexts are generally higher while
available human resources, material and infrastructural resources are fewer. Concrete data
and sustained advocacy are needed, to stimulate stakeholders at all levels to respond to this
reality. Additionally, there are challenges as to how to make the best use of all service
providers – state and non-state alike – and how to generate a demand for services by citizens
in environments where the health sector has performed poorly. In short, HSS in fragile states
is as challenging as it is essential, and all partners in the process can make key contributions
towards its progression. It is the intent of this section of the paper to present concepts and
ideas that can inform the shape and form that such contributions can take.
Two common mistakes in HSS in fragile states, made by NSPs and governments alike,
include (1) assuming that there is nothing worth salvaging from the previous system and (2)
that it is impossible to make sense of the apparently chaotic form in which a previous or
nascent system often presents itself. As a result, hasty decisions are frequently made based on
incomplete or limited information, due to donor and/or public demands. Instead of this,
concerned actors working in fragile states must carefully assess the existing health context,
identify aspects of that context that could form a basis for their efforts towards HSS, and
carefully manage the process through which HSS is to take place. It is also essential that they
help all stakeholders (donors and the public) understand that universal service delivery is not
achievable in a short timeframe, and clearly communicate where and how progress is being
made. This kind of communication can help transform donor and/or public demands into
essential support.
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Especially in conflict and post-conflict settings, nascent health systems are increasingly being
built up through formal collaborations between health ministries, donors and NSPs. The
WHO’s six building blocks can be used by these actors to ensure that all aspects of a health
system are being supported at the policy, financial, technical and implementation levels. The
following sub-sections introduce each of the six building blocks, provide practical insights
into activities that can be implemented along the humanitarian-to-development continuum,
and offer relevant examples and definitions. Each sub-section ends with a set of related
recommendations. As has been highlighted previously, each fragile context is different, and it
is for the local actors to decide which of the possible activities outlined here by individual
building block is most essential and/or feasible to implement, or come up with other more
feasible or appropriate alternatives. There is considerable space for innovation – the activities
described here are generally open for adaptation to the local context, or can serve as a basis
for new ideas and pilot projects.
2.1

Leadership and governance

Leadership and governance is the most crucial but also the most complex component of any
health system. It is about the role of the government in health and its relationship with other
actors whose activities have an impact on health. Weak leadership and poor governance are
some of the defining characteristics of fragile states; health sector policies in these contexts
are frequently ill-defined, while regulation and oversight in a weak and possibly corrupt
system are not very effective. What roles, rules and practices should be established in order to
build the public's confidence and trust in the ability of the reconstituted health ministry and
other social welfare institutions to respond fairly and equitably to people’s health needs, in
particular to the poorest quintile of a population? And how should this be done? An
increasing range of instruments and institutions have been developed to strengthen effective
leadership, management and governance15.
Due to the high levels of aid dependency and lack of technical expertise, governments and
health ministries in fragile states generally rely heavily on donors, NSPs and civil society to
collectively determine, inform and realise progressive health policies and regulations, as well
as to strengthen national and local institutions for health. Government staff normally will end
up carrying responsibility for stewardship of the health system in the long term, together with
other ministries such as the Ministry of Finance. Additionally, parliaments and their
committees, other levels of government, civil society and specific interest groups also play a
role at central level, and their ability to fulfill this role will develop over time. But leadership
and governance is needed not only at central level. Increasingly, and importantly, community
groups also play a role in supporting the health system. They do this through participation in
and support of local health committees working alongside health structures, ranging from
health posts (generally staffed by volunteers from the village), to hospital management
boards and, in some cases, provincial (or other sub-national) health committees. Additionally,
formally elected representatives such as members of parliament can also play a role in
representing the communities’ voice at central government level. Where both strong
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community representation and strong leadership and governance in the health sector are
present, the health sector stands to gain, and a strong health sector could lead to increased
trust in the government and could potentially contribute to decreased state fragility. A project
based approach by donors and NSPs fails to recognise this multi-stakeholder interdependence which is critical for governance reform, policy formulation and institution
strengthening for HSS in fragile states.
None of the six health system building blocks represents a stand-alone activity. All elements
of a health system overlap: in order to provide services, one needs human resources, finances,
governance and supply systems. Leadership and governance, the building block discussed in
this section, are functions that are optimised in the context of transparent and functional
financing, supply and information systems. Coordination amongst all stakeholders is of the
essence to ensure that all six health system building blocks are addressed, and that they can
serve as a framework for planning HSS activities in any context.
2.1.1 Addressing leadership and governance along the relief to development
continuum
It is vital to develop a long-term vision of a pro-poor health system from the start, even when
donor and government efforts are focused on short-term measures to keep the health system
going. Recent work has demonstrated the value of developing a strategic framework (a
description of what the ministry stands for and what it wishes to achieve) and policies for the
health sector as early as possible.16 This is why, in the (early) reconstruction phase, health
ministries should be assisted with the development of (sector) policies and medium-term
expenditure frameworks for an equitable, standardised package of care that includes specific
measures to reach the poorest and most vulnerable citizens. However, due to the urgency of
these tasks, a clear plan for institutional organisation and strengthening to support the
implementation of these services is often not drawn up until much later (i.e. the
determination of clear lines of responsibility and communication within the health sector,
including those for community engagement).
Given the contextual constraints inherent to fragile states (especially when conflict is
ongoing) carrying out humanitarian, reconstruction and governance restoration tasks
simultaneously is difficult. This complexity makes it essential that efforts towards
governance restoration do not undertake unrealistic aims, but instead try to achieve what is
necessary. Defining a standardised package of services could serve as a framework on which
to further develop financing, supply, monitoring & evaluation, and human resource plans to
ensure its delivery. These systems can then gradually expand with the expansion of services.
Trying to achieve “good enough governance”17 for the implementation of basic services is a
sufficiently ambitious task in itself; it involves the balance between working towards that
which is possible without losing track of that which is desirable.
Even if non-state providers continue to provide the bulk of health services, the state must play
an active role in monitoring and regulating service provision and developing national health
policy. This starts with a mapping of available resources as well as the main difficulties
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affecting health service delivery, which facilitates decision-making and makes it easier to
identify key priorities. For example, lack of resources is sometimes so severe that if not
addressed, other interventions become irrelevant. On the other hand, efforts aimed at
strengthening national capacity are more likely to succeed if the basic components of a health
system are in place and functioning18. Both political and technical expertise must be
developed to help the state address competing demands for limited resources. This
stewardship role of the health sector can be supported in various ways and at all stages of the
humanitarian-development continuum as outlined in Figure 2, below. Agencies can
independently support the strengthening of leadership and governance through one or more of
a variety of capacity-building tools and approaches (green boxes). They can advocate for
and/or take an active part in suitable platforms for multi-stakeholder collaboration and
coordination (darker blue boxes) including giving the public a clearer mandate to participate
in the health system (lighter blue boxes). Each of these types of activities is outlined in more
detail in the following sub-sections.
FIGURE 2 –STRENGTHENING INSTITUTIONS

Leadership &
Management training
Joint supervision
& monitoring

Strengthening citizen’s
voice and accountability

Decentralised
management

Technical assistance
Technical advisory groups for
policy & strategy development
Central Consultative
Working Group

Building partnerships

Public (or Independent)
Service Authorities
(’agence d’achat’)
UNOCHA
Health Cluster

2.1.1.1 Tools and approaches for capacity building
Key components of effective health leadership and governance include policy guidance,
health sector information provision/dissemination and oversight, collaboration and coalition
building, regulation, system design, and accountability19. Efforts to strengthen health systems
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should address each of these components, and clear indicators and targets can be established
to measure their attainment. A toolkit for assisting this process is available from the WHO
website20, and has been developed to assist in the Monitoring and Evaluation (M&E) process
on the basis of the six health system building blocks also outlined in this paper.
An increasing range of tools and approaches have been developed to support or carry out the
range of functions required for effective leadership, management and governance in health
systems. Governance approaches, such as decentralisation, are generally weak or poorly
developed in fragile states, and the capacity to implement or reinforce them is limited. An
example of a useful tool is the clear delineation of national governance/health leadership and
lines of communication through the development of an organigram for the health ministry. Its
development can initially be seen as an unnecessary headache, since a continuous revision
process often takes place in the early reconstruction phase, as roles and responsibilities (and
names) of departments and units rapidly change in reflection of the expanding role and
responsibilities of the Health Ministry. However, it is an essential tool to ensure that lines of
communication are in place.
The paragraphs below give examples that demonstrate how capacity building activities
outlined in the green boxes in Figure 2 can lead to improved leadership and management
skills. The examples are by no means exhaustive, and additional tools and instruments can be
found on relevant websites, such as those from WHO21, the World Bank22 and the
Governance and Social Development Resource Centre23.
Leadership and management training is often organised and provided by external technical
experts. One example is the World Bank’s flagship course on Health Systems Strengthening
and Health Financing. These courses have their limitations as they are often theoretical and
not always context-specific. Where leadership training is clearly geared to the local context, it
can be particularly effective. An example of this is a locally developed and very practical
training course provided to Provincial Health Directors (PHDs) in Afghanistan on subjects
like planning, developing a strategy, developing and managing budgets – with the purpose of
preparing them to take on the task of decentralisation to facilitate better access to primary
level care. The curriculum was developed on the basis of a needs assessment conducted
amongst the PHDs, where they were asked what skills and knowledge they felt needed
strengthening in order for them to adequately perform their jobs. The drawback of this course
was that the PHDs then rapidly moved on into senior management positions within the health
ministry. However, by involving Ministry of Public Health (MoPH) staff in the planning and
implementation of the training, and making all training materials available to MoPH, this
facilitated them to continue teaching these courses to lower cadre provincial health staff.
Employment or secondment of technical consultants for HSS to the MoH is an option
when local capacity in a specific sector is weak or non-existent. NGOs and UN agencies can
help meet this need, or donors can make funds available for specific consultancy agencies to
provide a team of experts. In all cases, a clear Memorandum of Understanding with the MoH
is required. Although highly dependent on the capacity and experience of the individual
consultants, technical support can contribute to the initial framing of key national policies and
strategies that serve to strengthen the different elements of the health system. It can also help
20
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with the development and implementation of tools to support various elements of the health
system.
Joint supervision and monitoring is a useful tool in contexts where the government retains
control of health facilities, but lacks access to them due to funding or political constraints, or
is unable to supervise them effectively due to a lack of technical expertise. This approach was
successfully implemented in Timor Leste, where technical experts employed by an INGO
joined regular supervision visits by public sector staff to provide support and training to
address gaps in maternal and child health services delivery. In Afghanistan, provincial health
staff and NGO staff also conduct regular joint supervision visits to health facilities as per the
MoPH approved National Monitoring checklist. One provincial health director reported that
by inviting other implementing agencies along, he was able to facilitate on-site exchange of
lessons learned and best practices in a far more effective manner. In Nepal, government staff
were unable to supply and supervise public health facilities due to ongoing conflict in some
areas of the country. After gaining the trust of the local population through community
meetings and negotiations, some national and international agencies were able to move
around the conflict area freely and could transport public sector staff, supplies and funds,
ensuring that health facilities remained functional, but also strengthening ties between the
community and public sector staff.
More formal partnerships between INGOs and local NGOs, or between public and private
service providers can also strengthen leadership and management structures at all levels and
at all stages of reconstruction. Many local NGOs in fragile states were established through
international NGOs, and were strengthened through continued partnerships with these
INGOs. A considerable number have gone on to successfully implement health services
packages. This is especially evident in Afghanistan, where most of the contracts for the Basic
Package of Health Services are currently held by local NGOs.
Finally, by investing in their own management structures and staff, even during
humanitarian crises – and especially in countries that are “aid orphans” and have been lacking
donor support for long periods of time – NGOs often indirectly support the strengthening of
local leadership and management capacity. In many post-conflict states, staff who took up
leadership positions within health ministries were former UN or NGO employees who
benefited from exposure to clear management strategies and internal training and capacity
building. It must be noted that there is an inherent weakness in this approach. As mentioned
previously, NGOs and UN agencies can drain public sector staff, especially in fragile states
where qualified human resources are often in short supply. One approach that can be used to
circumvent this, and which may be possible in some contexts, is formal secondment of public
sector staff to an international agency, where the agency aims to integrate their programmes
(including the management structures) into the public sector in the longer term.
2.1.1.2 Collaboration and Coordination Mechanisms
In fragile states such as Somalia, it is often UN agencies, donors, INGOs and technical
consultants who provide critical support to domestic leadership and governance in a health
system. In these, as in all fragile contexts, the most effective forms of leadership and
governance are implemented through coordination mechanisms such as humanitarian
clusters, coordination groups, and technical advisory groups, but these require strong and
dynamic leadership from a single agency (or individual), supported by clear terms of
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reference and time-delineated targets. It is essential to include a wide variety of actors in
these bodies, such as ministry staff, NGOs, technical advisors, and where relevant,
representation from related ministries. This said, humanitarian clusters may at times need to
ensure a greater degree of distance from government in politically fragile or active conflict
situations, to ensure greater neutrality. Examples of coordination mechanisms are described
later on in this section.
Health systems are not exclusively about health ministries, their staff, and their implementing
partners. The system is ultimately about the communities and individuals it seeks to serve,
and a responsible and responsive health system should consider building up capacity and
engaging civil society and the public to simultaneously improve leadership and governance
from the local level all the way up, as well as from the top down. Public confidence in the
system will increase with greater citizen involvement.
Humanitarian clusters are usually established by UNOCHA in fragile contexts. The health
cluster is commonly hosted by the WHO country office and serves to coordinate all activities
related to health services provision. Although these clusters originated from an expressed
wish by NGOs for better coordination, some NGOs have chosen not to participate in the
health clusters, and in many contexts a lack of strong leadership has made them largely
ineffective. Nevertheless, these coordinating bodies, when able to pull together under strong
leadership, can be instrumental in preparing for transitional contexts, and can function as a
precursor to consultative bodies based in health ministries.
Public Service Authorities (PSA) were proposed as a model for health services delivery in
fragile states by Collier and expanded upon in later work24. A PSA is a local authority
responsible for allocating public funds to health service providers such as NGOs, faith-based
organisations (FBOs) and the private sector, as a way to achieve objectives set by the
ministries, while imposing yardstick competition on recipients. At present the closest
example of a PSA may be observed in the “agences d’achat” established in the DRC and
supported by Cordaid, which have seen some success in ensuring the delivery of basic health
services.25 Within these “agences”, current efforts are being directed towards integrating
funding streams and monitoring tools to improve their autonomy even further. The advantage
of such an approach is that it fosters closer links between the health services and the
communities that are being served.
A central consultative working group for health stakeholders such as the Coordinating
Group for Health and Nutrition in Afghanistan, is established for the purpose of joint
planning and decision-making, as well as information dissemination. It is chaired by the
MoPH and includes NGOs, UN agencies, donors, and technical consultants. These bodies
tend to be quite dynamic during initial planning processes, but as the MoH is gradually
strengthened, more control likely goes to government bodies and less involvement of NGOs
and other external stakeholders is generally required.
Technical advisory groups are subject-specific groups that address the need for policy and
strategy development in key areas such as reproductive health, monitoring & evaluation
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(M&E), and nutrition. These bodies are usually comprised of senior civil servants, local
and/or international technical experts, and representatives from NGOs, UN agencies, related
ministries, and other stakeholders who have an interest or expertise in the subject. Where
these groups have a clear and strong leader, and a well-defined task description, they can be
quite effective. Further, where national advisory groups can be supported by similar groups at
regional and district level, situational analysis and information systems can be strengthened.
A decentralised public sector approach is thought to be conducive to appropriate and
demand-oriented social services, and at times has also been promoted as a source of greater
political legitimacy. Decentralisation has also at times been driven by local discontent with
central government legitimacy. In some cases, moreover, it may be prompted by the need for
the central government to rebuild services in weak or fragile contexts. A wide variety of
factors have contributed to fragile states as diverse as Southern Sudan, Indonesia, Rwanda
and Sierra Leone seeking to decentralise various public functions. Sri Lanka and Thailand are
countries where the weakening of local government or of commitments to local autonomy by
newly-settled national governments has contributed to lessened political legitimacy of the
national state in minority regions. Structures for decentralised management include both
symmetrical and asymmetrical systems, the latter frequently used to respond to the political
demands of “excluded” regions. Decentralisation can range from the partial delegation of
decision-making powers to a local (health) authority, to granting full autonomy.
Decentralisation generally occurs in contexts with a minimum level of stability, but
preparatory steps can already be undertaken at the humanitarian end of the spectrum of
interventions. One approach is through the establishment of a multi-stakeholder provincial or
district level coordination committee, generally headed by the MoH, that is tasked with the
joint monitoring of health services, planning for expansion of services, and the
implementation of capacity building activities to support local leadership and governance in
the health sector. Membership of this committee includes senior health professionals and
other public sector staff (for example, from agriculture and education); local government
representation (i.e. from the governor or mayor’s office); representatives from national and
international NGOs, UN agencies, and CBOs; and religious leaders and other influential
community members.
At village level, village health (or development) committees are increasingly being formed to
support local health structures and strengthen citizens’ voice and accountability. These
committees often consist of a mixture of health facility staff and village representatives. In
Afghanistan an effort was also made to ensure that both women, and in some cases, children,
also had a voice in such committees26. In some post-conflict states, care must also be taken to
avoid the membership of individuals with clear links to the military and/or other parties to the
conflict, as they may hijack the agenda for their own political purposes. In the rural areas of
the majority of fragile states, public health staff as well as committee members often lack
skills and knowledge to support planning and implementation processes for devolution or
deconcentration, making capacity building at sub-national levels essential for such
decentralisation processes to succeed. Additionally, although the aim of strengthening
citizens’ voice and accountability mechanisms is for the provinces/districts to determine their
own priorities, guidance from the central level usually plays a key role in ensuring that the

26

Annemarie ter Veen, editor. Health Systems Strengthening in Fragile Contexts: A Report on Good Practices
and New Approaches. (Health and Fragile States Network, 2009).

21

plans that are created as a result of these decentralised planning mechanisms are in line with
the national health strategies.
It must also be noted that communities have a formal mechanism for voicing their demands,
receiving information and otherwise participating in governance through their local members
of parliament. The roles parliamentarians can play in the health sector are generally not
recognised in fragile states. Especially in post-conflict countries, parliamentarians are often
tasked with conflict resolution and peace building. Their potential contribution to HSS
frequently remains an untapped resource, and systematically involving parliamentarians in
health sector coordination bodies could result in greater community ownership and support of
HSS.
2.1.2 Core recommendations for supporting leadership and governance
For leadership and governance processes to succeed, a number of general principles can be
applied by all stakeholders in health systems strengthening processes. These are outlined in
Box 1.
BOX 1 – CORE RECOMMENDATIONS FOR SUPPORTING LEADERSHIP AND GOVERNANCE
1. Advocate for and actively participate in contextually‐relevant multi‐stakeholder co‐
ordination bodies at both national and sub‐national levels.
2. Assess and map the main difficulties affecting local health service delivery, using an
appropriate framework such as the six WHO building blocks.
3. Draw up a common plan to address key HSS shortcomings, setting sensible goals and
targets, and clearly identifying key partners to support each of the processes.
4. Address the building of leadership and governance skills at an early stage through
mentoring, partnerships and/or formal training at both national and sub‐national levels.
5. Do not limit the building of leadership and governance capacity to the national level, but
make a consistent effort to address it at all levels, from central government to the village
level.
These activities are relevant to all health sector stakeholders in all fragile contexts.
Implementation should start as early as possible, with a long‐term view.

Even in cases where attention has been given to governance and state building, most donors
tend to have a linear approach to state-society relations. Donors only infrequently connect
programmes for strengthening institutions such as the media and reform movements from
civil society with their support for reforms within government agencies. More needs to be
understood about what generates greater action and interaction amongst different social
movements and actors within state systems.
2.2

Health information systems

Regardless of their contextual differences, all fragile states will require support in the
establishment and/or strengthening of health information and surveillance systems, the
development of instruments and standardised tools for data collection and analysis, and
regular collation and dissemination of national and international health statistics. This is
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because even those states experiencing conflict or having weak governance are expected to
improve their population’s health outcomes and work towards achieving the MDGs; this
progress needs to be measured. Furthermore, donor funding for any health sector, whether
implemented by governments or humanitarian agencies, is conditional on that sector
demonstrating progress and impact. Meanwhile, planning, whether related to determining
health priorities or implementing health programs, requires a body of data to facilitate
evidence-based decision making. The generation and strategic use of information,
intelligence and research on health and health systems is therefore an integral part of the
leadership and governance function of health systems in any fragile state. A well-functioning
health management information system (HMIS) is of the essence, one which ensures the
production, analysis, dissemination and use of reliable and timely information on health
determinants (such as the prevalence of risk factors in a population or the availability of
services to address specific health problems), health system performance and health status.
Monitoring and reporting of progress and impact requires facility and population based
information and surveillance systems. In particular, accurate and robust national-level data
depends on regular and effective sub-national (community, district and regional) level data
collection and analysis, but these systems tend to be weak or non-existent in fragile states.
Instead, health information in these states relies heavily on ad hoc local surveys conducted by
NGOs, or on national surveys. Reliable population figures for the calculation of coverage and
morbidity/mortality rates are frequently unavailable in fragile states, as census data tends to
be incomplete or severely outdated and insecurity can result in significant (cross-border and
internal) population movements. But HMIS plays a vital role in fragile states. Where systems
are transparent and have outside verification, they serve as an objective way to minimise
corruption in hiring, supply logistics, and patient reports. Although challenging, a good
HMIS is achievable in fragile states, although it will almost always require a considerable
amount of technical support, capacity building, and time to succeed.
The following section provides a practical approach to improving data gathering and analysis
for HSS, but it is worth noting that separate sources of data on all the other 5 health systems
building blocks need to be in place for a functional and complete HMIS. This is quite
ambitious, in that very few countries in the world have effective and comprehensive data
collection and analysis systems in place, but with the need to monitor progress towards the
attainment of the MDGs, systems in fragile states are gradually improving.
2.2.1 Addressing health information needs along the relief to development continuum
HMIS, to the extent that they are functional in fragile states, are often limited in scope, and
seldom include data from NGO or private sectors. A number of tools and guidelines are
available which describe the collection and estimation of health information and indicators in
the context of fragile states. These have been developed by the WHO, and are mentioned in
the relevant sections of this report. Tools and guidelines specifically geared towards the
strengthening of national health information systems have been developed by a consortium of
partners and are made available by the Health Metrics Network.27
Figure 3 provides an overview of tools and methods that can be used to support monitoring
and evaluation of health systems along the humanitarian aid to sustainable development
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continuum. In a humanitarian context, the two standards that are used to guide the process of
collecting and using data to assess impact and promote accountability are the SPHERE
standards28 and the HAP Humanitarian Accountability and Quality Management
Standard29 (purple box in Fig 3). SPHERE outlines the minimum standards for disaster
response, focusing on simple data collection tools geared towards the most vulnerable groups
using simple clinical indicators. By contrast, HAP is a quality and accountability initiative
geared towards the certification of NGOs. It assesses the accountability and quality
commitments made by an aid agency and as specified in their accountability framework, the
processes used by the aid agency to achieve the commitments made and the quality of
services provided, as defined by disaster survivors, affected communities, partners, aid
practitioners and other specified stakeholders.
FIGURE 3 – DATA COLLECTION AND ANALYSIS
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Monitoring and reporting on progress and impact ideally requires facility and populationbased information and surveillance systems (blue boxes in Figure 3), but these tend to be
weak or non-existent in fragile states. Instead, health information in these states relies heavily
on local mortality and nutrition surveys conducted by NGOs, or on national surveys such
as Demographic and Health Surveys or the Multiple Indicator Cluster Surveys
conducted by UNICEF (green boxes). Surveys pose significant methodological and logistical
challenges. They are expensive to conduct, and require considerable technical expertise in the
collection and analysis of data, while results can be contentious. Nevertheless, where they
exist, they are often the source of “best data” in fragile states. Where they are not available,
research studies and modeling exercises (red boxes) can be a source of information on
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health indicators, although most research studies are limited in scope, and results are seldom
generalisable to the entire population of a fragile state. The results of modeling exercises, a
favoured method of the UN to calculate, for example, national health and fertility indicators
in the absence of survey data, must be interpreted with caution. This is because some of the
baseline data that they use for their calculations can be severely outdated or can be subject to
extreme fluctuations in the case of large population movements. An example is the official
population figure for Afghanistan, which until today has been extrapolated from an
incomplete 1978 census.
Health information systems (HIS) involve more than the routine collection of data on
numbers of patients seen in health facilities each month and calculating coverage using
population figures. Developing an HIS also requires, among other things, a mapping exercise
of all existing public health facilities, to assess functionality and staffing levels. Additionally,
standardised tools and procedures for data collection and reporting are required. These
include data on human resources, finances, and monitoring and evaluation results from tools
such as (national) monitoring checklists, exit surveys, Balanced ScoreCards30, local
household surveys using Lot Quality Assurance Sampling (LQAS)31, and Quality Assurance
mechanisms32. An HIS can furthermore be expanded with data from a Disease early warning
system (DEWS) using sentinel sites for the collection of local data on trends and changes in
outbreaks of infectious diseases. The data produced by these systems has limitations. Even if
data from all existing public sector services is being included, in many fragile contexts the
most vulnerable populations do not necessarily seek facility-based care, and as a result their
health needs may not be accounted for if HIS data is used for planning purposes.
As a fragile context progresses towards development, it is often found that inadequate health
information systems and fragmented sources of funding turn the costing of national health
services into an “educated guess”. National Health Accounts (NHAs), which are part of a
national health management information system, could provide more reliable information to
assist in planning, but complete information on all sources of funding is seldom available.
Sector-Wide Approaches and Multi-Donor Trust Funds, where funds are pooled into a single
basket, could facilitate the development of NHAs as well as contributing to greater efficiency
within the health sector. A toolkit for developing NHAs is available on the WHO website.33
As mentioned earlier, population figures for the calculation of coverage and morbidity/
mortality rates are frequently unreliable in fragile states, as census data tends to be
incomplete or severely outdated and insecurity can result in significant (cross-border and
internal) population movements. The most reliable way to measure actual population figures
is to conduct a population census. Although not really a health intervention, the information
is essential for planning of services and calculation of coverage indicators. Although a huge
and costly undertaking, planning processes will benefit if a census is conducted in the early
recovery period. However, if done too early post-conflict, figures may not include returning
refugees and therefore underestimate population figures in the longer run.
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Birth and death registration systems, which are a way of collecting data for the calculation of
birth and mortality indicators, are generally absent in the majority of fragile states. Vital
statistics registration systems (also called civil registration systems) are a challenge to set
up, especially given the general lack of baseline data that only a population registration
exercise could provide. Where they do exist, strenthening of these systems is an essential
undertaking as part of HIS strengthening. In some developing countries, collection of vital
statistics on births and deaths has been done through demographic surveillance sites, but over
time this method also has its limitations. After a period of 5-10 years, the sentinel sites will
no longer be representative of the general population due to the simple fact that data is being
collected from that site. It is well-documented that by simply answering questions, people
will start putting value on the issues addressed by these questions, and as a result will change
associated habits and behaviour. Over the longer term, communities where births and deaths
are systematically registered will become more aware of fertility and mortality rates, address
where they feel there are shortcomings, and as a result they will no longer be representative
of the rest of the country. Hospital statistics are another method of collecting data on births
and deaths, but especially where public systems are weak, and home births and deaths are
common, such an approach will result in a significant under-reporting of vital events.
Collecting this information is not a waste of time, however, as data can be used for crossvalidation purposes for trends when no significant changes occur in a health system.
Documents such as the Poverty Reduction Strategy Papers (PRSPs), national strategic plans,
and national health strategies include indicators which require regular reporting. As
surveillance systems are weak, changes in health indicators in 75 countries, including a
number of fragile states, are measured every 5-10 years through a National Demographic
and Health Survey. This yields systematically collected data that can be compared from
survey to survey and between countries, and which allows for the monitoring of progress. In
some post-conflict countries like Afghanistan, donor pressure has resulted in the conducting
of regular national household and facility-based surveys as part of independent third-party
evaluation of health services provision. These are costly exercises and the Balanced Score
Card methodology in use there is so complex that an NGO or the MoH would be unable to
implement it without extensive technical support. It would be worthwhile to explore the
development and testing of a simpler methodology for measuring progress in the health
sector.
2.2.2 Core recommendations for addressing health information systems
The UN Global Strategy for Women and Children’s Health, as well as the Health Metrics
Network, have identified a number of important activities for the support of national HIS,
some of which have been described here. These activities are summarised in Box 2, below.
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BOX 2 – CORE RECOMMENDATIONS FOR SUPPORTING HEALTH INFORMATION SYSTEMS
1. Establish a common set of essential indicators and data collection mechanisms that
reflect national health priorities and capacity for data collection. Support the system to
present disaggregated data (i.e. by gender, age, geographical location).
2. Advocate for the measurement of baseline indicators through (national) surveys.
3. Advocate for/update uniform, centralised reporting mechanisms, coupled with
decentralised technical capacity at sub‐national levels, for all health information data
that include the following:
a. A birth and death registration system;
b. Coverage indicators;
c. Facility‐based data on access to, and coverage of, key interventions at the
regional, district and community levels, including data on human resources for
health and availability of essential medical supplies;
d. Financial flows and expenditure for the entire health system.
4. Advocate for the creation of inclusive systems that involve communities and health
workers, and stimulate the use of locally collected data for decision‐making and
advocacy.
These activities are relevant in all fragile contexts and should start as early as possible.

Monitoring and evaluation should not be activities that are exclusive to national level
decision-makers. Ideally, these systems also involve communities and health workers. The
latter could collect data at the local level (e.g. through their routine reporting, as well as by
undertaking quality of care assessments) and provide information on whether services and
resources are reaching underserved areas and populations. At present this data, even when
collected, is often unutilised. Therefore, it is essential to strengthen community and local
health worker capacity to collect, but also to interpret and utilise data for health (services)
improvement at the local level.
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FIGURE 4 – Monitoring & evaluation of health systems strengthening34

A good summary of M&E for HSS which also applies to fragile states is the operational
framework on monitoring and evaluation of health systems strengthening, which was
published by WHO in 201035. This framework (Figure 4) indicates how health inputs are
reflected in outputs, outcomes and impact for the six HSS building blocks. System inputs,
processes and outputs reflect health systems capacity, whereas outcomes and impact reflect
health systems performance. An effective M&E system should be able to measure changes in
health system inputs such as human and financial resources and measures of output such as
levels and distribution of health service access and "readiness". In turn, results such as
coverage of key interventions and improved health levels and equity can then also be
captured by the system.
2.3

Service delivery

Health care services should deliver effective, safe, good quality personal and populationbased health care to individuals in need, when and where needed, with a minimum waste of
resources. Service delivery generally consists of the interplay between vertical (i.e. disease or
discipline-specific) and horizontal (integrated) approaches, with the balance between these
components varying from context to context36. In fragile states, services are supported and
implemented by a variety of actors including the government, NGOs, the private sector, and
34
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in an increasing number of cases, the communities themselves. Although there seems to be a
general preference for horizontal approaches to service delivery, in humanitarian contexts
many services are often supported through vertical approaches, for example by implementing
programmes exclusively focusing on immunisation or the control of infectious diseases such
as HIV&AIDS, malaria and tuberculosis. A number of specialist agencies, programmes and
donors exist that support these vertical approaches, but weak government structures often fail
to effectively merge these agencies and programmes into an integrated approach to service
delivery. This can result in significant imbalances in services provision, as “vertically
earmarked” funds and technical support, for example through the Global Alliance for
Vaccines and Immunisation (GAVI) or the Global Fund for AIDS, Tuberculosis and Malaria
(GFATM), can be far more significant than those available to the general health system. As a
result, a population may find that a given health outreach post might have bednets available
but health workers might not have the training or tools necessary to provide timely and
targeted counseling on birth spacing to parents.
Where service provision is characterised by inadequate and inequitable resources, low
capacity and poor governance, as is often the case in fragile states, it is perhaps best to pursue
modest ambitions for service delivery in the early phases of HSS. Reorganising health service
delivery through a process of standardisation, for example through an essential health
package, may be the best course of action to address structural constraints37. Cases such as
Afghanistan demonstrate that initial progress in service delivery can attract additional
resources, such as funds and a framework for the training of essential health staff, linked to
their Basic Package of Health Services (BPHS)38. Henceforth capacity emerges and is
strengthened as a result of the initial work accomplished, and further gradual steps can be
taken that contribute to HSS.
In essence, service delivery is the outcome of a health system. The other five building blocks
all serve to support its implementation and monitor its effectiveness, which illustrates once
more the inter-relatedness of all elements of a health system. The following sections describe
approaches to service delivery that can be taken across the relief to development continuum,
but as each of the other building blocks has a supporting function, successful service delivery
cannot be achieved without strengthening all the other functions of the health system. This is
often overlooked, as it is far easier (and far more visible) to establish a health facility, and
service delivery therefore usually gets most of the donor and government attention. However,
without adequately trained human resources, a regular supply of quality drugs and medical
materials, sustained leadership and financing, all supported by quality record-keeping, these
health facilities may end up being no more than a one-time photo opportunity.
2.3.1 Delivering health services along the relief to development continuum
In conflict and some post-conflict settings, health services are primarily provided through
NGOs and the private sector. Contracting out the delivery of a basic package of health
services to NGOs during the post-conflict recovery period in Cambodia and Afghanistan led
to a rapid expansion of health service delivery in those countries, as well as greater provision
of care to vulnerable populations, resulting in improved equity indicators. At present, such
experimental models as contracting out an essential health package to achieve service
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delivery are more common in post-conflict settings than in development contexts. The
private-for-profit sector, which often provides the bulk of health services in fragile states, has
also been considered for inclusion in service delivery models, but especially in these
contexts, their quality and regulation is poor.
Health services delivery in fragile contexts should focus on the support of multi-sectoral,
community-based approaches to healthcare. Supporting sanitation and hygiene programs at
the local level can have positive effects on the health sector, and in contexts of conflict,
community-based organisations may also be more trusted by the population than state
agencies perceived as illegitimate. Initiatives that are gaining popularity include communitybased management and participation in health services, which attempts to promote
community ownership and sustainability. Such initiatives can lead to greater service coverage
while also improving health information systems. Community-based management is a key
tenet of the recent essential health packages introduced in countries such as Liberia and
Afghanistan. Although still in its infancy, performance- (or results-) based financing is
another initiative to improve quality and performance which is gaining momentum. These
reward mechanisms can be applied at the level of service implementers such as NGOs, as
well as at health facility or individual levels and are described in more detail in the following
section. Monitoring and supervision is key to the success of service delivery, both to support
the continued motivation of staff and community members, as well as to prevent corruption
and graft.
FIGURE 5 – SERVICE DELIVERY
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Figure 5 outlines activities and programmes that can be implemented along the humanitarian
relief to development continuum. These activities will be highlighted in the following
sections, for which we have exceptionally taken Brinkerhoff’s three stages (1. responding to
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immediate health needs, 2. restoring essential health services, and 3. rehabilitating the health
system)39 as a rough classification of activities, with the addition of a discussion on
improving coverage and quality. Service delivery itself is a huge subject, and cannot be
covered in the scope of this document, therefore we have chosen to focus on core principles
and approaches.
2.3.1.1 Responding to immediate health needs
At the humanitarian end of the continuum, emergency and epidemic response is generally
required in the event of large influxes of IDPs, natural disasters, outbreaks of epidemic
diseases and high numbers of casualties due to conflict. In a number of contexts, such as in
the case of the Haitian earthquake, events can be so catastrophic that the health system is
entirely destroyed. In other contexts, the existing health facilities can cope and may not need
more than temporary human resources, material and logistical support.
Where present, the UNOCHA Health Cluster, usually coordinated by WHO and consisting
primarily of local and international NGO members, will take the lead in coordinating the
emergency response, although, as was the case in Haiti, it may take considerable time to
establish a functional body. In many contexts, Health Clusters tend to work independently of
government, but health ministry involvement should be encouraged from the outset where
possible. This is because it is the health ministry, in the long run, who should be taking the
lead in emergency medical response and drafting Health Cluster plans, and such an
opportunity for capacity building should not be neglected. The effectiveness of a health
cluster is often dependent on strong and dynamic leadership, clear lines of communication,
well-defined responsibilities amongst cluster actors, strong links with local as well as
international level stakeholders, and the availability of financing.

2.3.1.2 Restoring essential health services
No universal models for service delivery exist, but in the (early) recovery phase, governments
of post-conflict states where few or no services exist can be encouraged to develop and
implement a standardised, basic package of cost-effective interventions. The services offered
through this package are (theoretically) based on an assessment of priority population health
needs, with service provision mechanisms generally attempting to address potential demandfor-care barriers (i.e. geographic, cultural, social, financial or gender issues) in order to
ensure equitable expansion of and access to services. Packages need to be feasible in terms of
available resources such as money, staff, medicines and supplies, which are often limited in
fragile states.
The establishment/support of health facilities can range from community health posts to
mobile outreach visits to tertiary referral hospitals depending on the context. In countries in
conflict, distinguishing between “zones of peace” and “zones of conflict” or other regional
differences will allow for tailoring support for service provision to the context. Where the
government retains control, it is important to determine if certain ministries or
39
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specific/regional local governments can be partners in service provision, or whether non-state
provision is the only feasible approach as public services deteriorate. Wherever possible,
preferably with government consent, it is important to try to support public health facilities,
and take over management/salaries where the government is unable to do so in order to
prevent health workers from leaving, to ensure continuity of services, and to prevent the
establishment of a parallel system. This applies also to existing local health volunteers who
rely on the public health system for supplies, supervision and training.
At this stage, organisations can also identify essential vertical health initiatives that are
being neglected, such as mental health and disability services. Agencies can advocate for the
establishment of such specialist services or implement those services themselves when they
have the capacity. Essential specialist services can be set up in a way that facilitates
integration of services into government structures over a specific number of years, as was
done for mental health services in Burundi40.
2.3.1.3 Rehabilitating the health system
Massive destruction brought about by war may offer space for adopting a more rational approach
to health services provision, by downsizing tertiary hospitals, which is usually out of the question
in peacetime, and significantly expanding first referral and PHC facilities. International support
may allow investment to be directed to underserved areas. Working with the state through
multi-stakeholder coordination mechanisms, this can be the time to consider developing and
costing a basic or essential package of health services that addresses the country’s critical
health issues. These packages have been developed for countries such as Somalia41,
Afghanistan42, and Liberia43, and focus primarily on maternal and newborn health and
children under 5. They outline essential services to be provided by all primary care cadres in
the health system, from community volunteers to district hospitals, and spell out the required
human and material resources per type of health facility. These service packages can be
rolled out eventually throughout the country and focus on providing known, cost-effective
interventions. At a later stage, once the essential health package has been rolled out and
referral needs to be strengthened, an essential package of hospital services (EPHS)44 could
be used as an approach to strengthen referral and management of tertiary services, as well as
provide a baseline for costing of hospital services. Such health packages should not be treated
as static documents – reviews and updates are essential in order to adapt to often rapidlychanging contexts.

2.3.1.4 Improving coverage and quality
Once a more stable level of development has been reached, and the existing health system
can generally succeed in providing to the majority of the population the services outlined in
40
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the health packages or other service delivery strategies, measures are often undertaken to
improve coverage and quality of services. Some examples of activities that can be pursued
are outlined below.
The development and implementation of an integrated school health programme focusing on
primary school children could be considered at this stage. This is a cost-effective intervention
that could include simple activities such as administration of de-worming pills and vitamin A,
a check-up of nutrition and vaccination status, and basic hearing and vision screening. Such
activities could also be coupled with regular school-based surveillance of infectious diseases
and could support the strengthening of links between community workers, health facility staff
and the communities themselves. In some countries, even those in active conflict such as the
DRC, specific Child Health Days are organised. In addition to improving access to simple
preventive measures, such campaigns could also lead to breaks in fighting and provide a
starting point for peaceful collaboration between two sides.
The implementation of results-based financing schemes to improve effectiveness and staff
morale is gaining popularity. Such schemes can also be implemented in congruence with
BPHS and EPHS but require clear indicators and close monitoring and supervision, as these
initiatives are open to abuse, and could lead to the loss of validity of the entire HMIS system
if activities were systematically over-reported. Additionally, although early results of such
initiatives generally appear to be positive, there are indications that they lose effectiveness
once they have been in place for several years, once they become “routine”.
Voucher schemes have been implemented in post-conflict countries to provide poor and
high-risk urban populations with access to essential services. This approach could possibly
also be considered for fragile states such as Afghanistan, where the essential health package
focuses on rural populations, but leaves the urban poor devoid of free health services.
Voucher schemes require close monitoring and strong technical support, as they are open to
abuse and corruption.
2.3.2 Core recommendations for addressing service delivery
Response to immediate health needs in a humanitarian context is often the prerogative of the
UN and NSPs. However, even during emergencies, care can be taken to provide services in
such a manner that they can later be integrated into the national health system. In improving
contexts, planning the future health services delivery structure becomes paramount, while at
later stages, services can be expanded to include more technically complex services, and costeffective interventions focusing on less vulnerable groups.
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BOX 3 – CORE RECOMMENDATIONS FOR DELIVERING HEALTH SERVICES
1. Respond to immediate health needs and restore essential preventive and curative
services. This is usually done by NGOs, and coordinated by the UN Health Cluster
(deteriorating contexts).
2. Advocate for and/or contribute to the development and implementation of an essential
health package which sees health services delivery centering around (multi‐sectoral)
community‐based approaches (improving contexts).
3. Monitor delivery systems to ensure that health needs of vulnerable populations are being
met (i.e. women and children, the elderly, mentally ill, disabled, the poor, remote
populations, minority ethnic groups), integrating essential services as early as possible.
These activities are relevant to all fragile contexts, although more relevant contexts are
noted.

An attempt is generally made, at all stages, to bring the services as close to the community as
possible, and essential health packages nearly all exhibit a strong focus on community-based
and community-supported services provision.
2.4

Human Resources

“Health workers” includes all people engaged in actions whose primary intent is to protect
and improve health. This includes health service providers and health management and
support workers in the private and public sector, working along the full continuum of care
from home to hospital. An appropriately trained, well performing health workforce is
essential to achieving the best health outcomes possible given the available resources and
circumstances. An ideal workforce has sufficient staff, and these staff are competent, fairly
distributed, responsive and productive45. In order for the health workforce to do its job
effectively, it should also be well supported and well supplied, two key issues reflected in the
health systems building blocks referring to leadership/governance and the provision of
medical supplies and technology.
In many fragile states, a large proportion of the health workforce has left the country or
migrated to the cities, resulting in overall shortages and imbalances in the distribution of
remaining workers. Lack of human resources can severely limit the extent to which health
services can be rolled out in fragile states. Additionally, the deteriorating skills and capacity
of accredited training institutions has often led to the development of different cadres of staff
whose competence for safe practice is not easily demonstrable46. In the rush to scale up health
services delivery during the reconstruction phase, the limitations in the health workforce are
often overlooked. There is a tendency to treat the training of a new workforce as critical for
addressing the urgent short-term needs, while structural support towards the development and
implementation of national workforce policies and investment plans are often not prioritised
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by governments or donors. Strengthening and supporting the health workforce can be done
through a variety of mechanisms, which are described in the following section.
2.4.1 Supporting the health workforce across the relief to development continuum
Fragile states have a considerable amount of catching up to do in terms of human resources
planning and training, the development of norms and standards, and the establishment of
human resource databases. Smith and Kolehmainen-Aitken47 suggest a number of key steps
in health workforce reconstruction in a post-conflict setting: (1) identifying available staff;
(2) developing human resource management structures, systems, and capacity; (3) clarifying
human resource roles and responsibilities; (4) establishing health worker equivalencies and
upgrading skills; (5) supporting civil service reconstruction; and (6) widely communicating
the rationale behind human resource (HR) management decisions.
FIGURE 6 – HUMAN RESOURCES FOR HEALTH
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We recognise that HR is a broad topic, and that not all its components can be addressed in the
scope of this paper, given that capacity building alone is the subject of numerous textbooks.
We have therefore selected a number of priority activity areas, summarised as follows: (1)
retention and/or supply of qualified and trained health staff (light blue boxes in Figure 6),
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training of essential health cadres (dark blue boxes), and the establishment of human
resources frameworks to guide key processes (green boxes).

2.4.1.1 Retention and / or supply of health staff
Retention of qualified health staff is essential to prevent brain drain and/or workforce loss,
which could lead to the further collapse of the health system. The blocks in light blue in
Figure 6 outline some steps that could be taken to ensure that the health system remains
adequately staffed in fragile contexts.
At the humanitarian end of the spectrum, the creation of a labour market for local health
workers may result in the retention of essential staff through the provision of work, salaries,
further training, and a general sense of status and respectability that employment with
government, NGOs, the UN, or donors can offer. In states in conflict, the creation of such
“islands of dependability” where services will continue to function, can aid in the retention of
health workers, as well as allowing the population to retain some trust in the system.
One crucial issue to be considered at this stage is ensuring adequate pay. Payment of salaries
and/or incentives will encourage staff to stay in the community, region or country, while
bonuses can encourage staff to work or remain in remote areas. These payments, however,
must not be so low that the incentive to stay is non-existent or corrupt practices are
encouraged for the simple reason of survival. They must also not be so high that the local job
market is disrupted. Ideally, a uniform salary scale is adopted at a very early stage in a
humanitarian intervention or in a transitional context, but this requires coordination and
agreement on the part of all stakeholders, and a monitoring system to ensure universal
adoption of these salary scales. It is often technical support agencies, including donors and
UN agencies, that offer extraordinarily high salaries in their competition for the often small
numbers of qualified and gifted local staff members. This has both positive and negative
impacts, negative in the sense that senior public health staff receiving salaries of
approximately $50 a month can become disgruntled and de-motivated, but it can also
stimulate them to improve their skills and knowledge in order to gain a $2000/month salaried
job, thereby contributing to a more capable workforce over the longer term.
Where local staff are simply not present, or insufficient in number, expatriate staff
recruitment can be considered. Recruitment of staff from neighbouring countries where
numbers are adequate is an option, as well as the hiring of expatriate staff from elsewhere. In
some fragile states, where security is poor, expatriate staff may be at increased risk of attack,
or kidnapping. Recruitment of local staff may also be risky, as they could be seen to represent
one of the parties in the conflict. Local leaders must be consulted in order to assess the level
of threat to staff, and clear communication and evacuation mechanisms must be established.
2.4.1.2 Training
Limited health budgets and human resources in fragile states restrict governments’ ability to
achieve training targets. Where staff are available, their training is often outdated or of poor
quality, and training and hiring health workers and managers at all levels is a considerable
challenge. (Refresher) training of core medical professionals can often be a priority to
update skills and create and sustain a skilled workforce. At times, however, there may be
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local human resources available that are easily overlooked because they are not part of the
“system”, such as refugees or IDPs with adequate training, or national and international NGO
staff who can contribute to capacity building of government staff without adding a significant
financial or training burden to the existing health system. An example from Guinea48, shows
how refugees contributed to strengthening reproductive health services through the
establishment of their own coordination body. They were able to mobilise refugee expertise
by recruiting and seconding refugee nurses and midwives to local Guinean health facilities49.
Additionally, supportive supervision can also be used by NGOs for capacity-building of both
health facility and management staff in the public sector.
As indicated in Figure 6, different levels of training are often implemented at different points
along the relief to development continuum. In humanitarian contexts, the rapid roll-out of
essential health services nearly always requires the training and support of community
health workers (CHWs). In some cases CHWs are paid, in other cases they are not.
However, in these contexts, careful consideration must be given as to whether one is asking
the poorest of the poor to provide services for free to their communities. Where this is the
case, providing incentives in the form of money or tools such as sewing machines, bicycles or
agricultural equipment should be considered.
During the humanitarian phase, it is seldom possible to focus on long-term training and
capacity building required for specialisations in surgery, for example. Furthermore, where
such candidates are sent overseas for such training, there is the risk that they may not return,
or that they cannot afford to purchase, run or maintain the specialist equipment they require.
Training is therefore done on the basis of “need-to-know” skills. Programmes are frequently
community-based and rely on CHWs to a large extent, while highly specialised staff, who
could be tasked with training and capacity building, are usually flown in from overseas.
However, the presence of under-utilised health workers in safe areas in conflict zones offers
room to restructure the workforce through a comprehensive retraining and upgrading
programme. A process of this type took place in Mozambique towards the end of the war,
spearheaded by a number of NGOs. A survey of approximately 500 RENAMO health
personnel took place, coordinated by a UN agency, in consultation with the MoH and
RENAMO. It found that 78% had no formal training, and with an average schooling level
slightly above 5th grade, the majority of them were ineligible for direct enrolment into the
public sector. A comprehensive programme to retrain the majority of them to levels
equivalent to those required by the public sector was launched, which also aided in defusing
tensions and demonstrating to suspicious rebels that the MoH was open to reconciliation50.
At a systems level, the strengthening of training institutions is of the essence. These
institutions can focus on training and refresher training of core health workers, such as
community midwives in Afghanistan. However, they require support towards the initial
development and delivery of programmes and curricula, as well as a clear accreditation
framework for the profession(s) they teach. As is evident from the Mozambique RENAMO
example, health staff in fragile contexts have often had poor basic schooling, through no fault
48
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of their own. This must be taken into account when planning training in post-conflict
countries.
In a number of post-conflict contexts, innovative schemes exist where the brightest staff are
selected to receive specialist training, ultimately with the chance to obtain scholarships for
overseas studies in return for a 3-5 year commitment to work with the government upon
completion of their studies. This has led to a gradual increase in capable mid-level health
workers, as well as a general increase in motivation across all health sectors as clear
opportunities for advancement are created. A note of caution is due however. Although the
brightest staff members are generally selected to follow such postgraduate courses, course
participants from fragile states are often amongst the students who require significant
amounts of support from tutors and fellow students. They are more likely to fail modules and
courses than their peers largely because they struggle with understanding complex concepts,
due to the fact that they have often not been exposed to the basic underlying concepts during
their secondary education. Tailor-made courses taught locally, targeted at the level of
understanding of the participants, and with the flexibility to extend in time if it is evident that
concepts are not clear, are often far more effective than sending staff from countries that have
suffered from long-term fragility to short or longer courses in Western countries.
2.4.1.3 Establishment of HR frameworks
The first step in the establishment of a human resources framework involves taking a
“census” of health staff, creating a complete listing of the names, qualifications and place
of work of all recognised health workers employed in the public system. This includes all
levels of health workers, from community health workers and other health volunteers to
medical specialists. This will allow for the identification of gaps, as well as the preparation of
planning projections for new staff requirements. In transitional contexts this is often achieved
with the help of all existing service providers, usually the large INGOs in the country.
A second essential step is to establish HR equivalencies, which involves deciding on a
single set of categories for all the cadres of health worker. Once the HR categories have been
decided on and approved, a clear set of task descriptions must be prepared for each, along
with a competency-based outline for the assessment of each HR equivalency and required
criteria for upgrading. A professional code of ethics should be drawn up for health services
staff, or where present it can be reviewed and updated. Efforts to maintain and strengthen this
code should be undertaken at all levels of intervention. In addition, clear HR management
structures need to be established within the health ministry, which may involve establishing
a (new) human resources department and clearly outlining responsibilities and lines of
communication with all relevant ministry departments as well as with NSPs.
Civil service reconstruction is essential in order to deal with issues such as poor working
conditions, a lack of employment security and the dismantling of collective bargaining
agreements for health staff in the public sector. The collapse of the public sector in fragile
states may create the opportunity to usher in a new, modern, lean and responsive civil service,
but where the state administration has survived the crisis intact, like in Mozambique,
reforming it has proved challenging.

38

2.4.2 Core recommendations for addressing human resources for health
Without human resources, a health system cannot function. With poorly qualified human
resources, a health system could run the risk of doing harm, rather than good, as medical staff
may prescribe costly and unnecessary drugs, or lack the resources or training essential to
keep motivation and morale high as well as to prevent the occurrence of complications or
wrongful deaths. In order to strengthen essential human resources for health, a number of
core strategies can be considered:
BOX 4 – CORE RECOMMENDATIONS FOR ADDRESSING HUMAN RESOURCES FOR HEALTH
1. Ensure the continued employment of the maximum number of competent health staff,
with specific emphasis on frontline health workers, throughout the country.
2. Advocate for and contribute to a census of all available health staff and their competency
levels to identify gaps and plan accordingly. A census should include CHW and other
volunteers. Action plans for task sharing are required to ensure that the full range of
frontline workers are deployed to remote and vulnerable communities.
3. Advocate for and assist in the development of uniform HR task descriptions and
competency levels.
4. Adopt and enforce a uniform national salary/incentives scale.
5. Invest in the continued training and capacity building of all cadres of health staff, keeping
in mind that for contexts of prolonged crises, basic education will have been significantly
affected and training programmes should be adapted to local capacities as well as needs.
These activities are relevant to all fragile contexts and should take place as early as possible.

2.5

Medical products, vaccines, technology

A well-functioning health system ensures equitable access to essential medical products,
vaccines and technologies of assured quality, safety, efficacy and cost-effectiveness, and the
scientifically-sound and cost-effective use of these items. Even when all the other elements of
a health system are in place, such as finances, trained health workers, facilities, and referral
systems, their effectiveness will be extremely limited if a continuous supply of essential
drugs, vaccines, and other technologies are not available. Especially in fragile states, a lack of
essential supplies has led to increased costs and risks for patients and families who are forced
to purchase drugs and vaccines from a generally unregulated private sector. Indicator 5 of the
Paris Declaration on Aid Effectiveness51 is concerned with the use of country procurement
systems to address some of the challenges outlined here. Beyond the broader challenges
relating to transparency and corruption, the use of developing country systems to procure
medicines and health equipment raises issues unique to the health sector. First, quality is
more important for health than it is for many other kinds of products, meaning that there are
additional potential extra risks when one is dealing with local suppliers and systems.
Counterfeit drugs are a serious global problem – carrying both large financial and individual
health risks – and fragile states are often seen as “dumping grounds” or “potential markets”
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for these products, as government control is limited52. Second, international trade rules
around intellectual property rights of pharmaceutical patents can pose procurement
challenges. Finally, as access to medicines is an inherently political issue, governments –
especially those in heavily aid-dependent fragile states – are often under pressure from
donors, NGOs and activist groups to invest in particular treatment regimens or drugs which
may not be available locally53.
Building effective and accountable national procurement and drug management systems is an
increasingly prominent component of the health systems action agenda, with a number of
websites54 and guidelines55 available to assist with this process. Nevertheless, especially in
the context of fragile states, this element of the health system is often the last to be addressed.
In fragile states, where governance is weak, the regulation of the supply and quality of
medical products is often equally weak. With the high burden of disease contributing to a
high demand for medications, the lack of effective regulatory mechanisms, trained staff, and
testing equipment makes fragile states inevitable “dumping grounds” for unwanted, poor
quality or fake medicines. This in turn worsens a patient’s chance of receiving effective
treatment and could also contribute to drug resistance.
With considerable reliance on UN agencies and NGOs for health services provision, supply
systems in fragile states tend to be highly fragmented, with each agency responsible for its
own logistics supply cycles, training and guidelines. As the contracting-out of health services
to NGOs gains popularity, this fragmentation will likely continue to exist unless health
ministries actively pursue the establishment of a transparent and reliable centralised system to
reduce costs and improve efficiency. Centralised procurement, supply, storage and
distribution systems have often ceased to function in many fragile states, and where they do
function, they often lack proper resources and are very vulnerable to leakage and corruption.
Financial hardships, coupled with the collapse of these procurement and supply chains, could
in some instances provide the impetus for governments in fragile states to introduce largescale, competitive purchasing of effective, low-cost generic drugs,56 or to absorb existing
projects and initiatives that support this, but supporting this kind of activity is rarely a donor
priority. It is therefore not surprising that advocacy and coordination around centralised,
regulated procurement systems is a key component of the activities described in the following
section.
2.5.1 Procurement and supply along the relief to development continuum
Notwithstanding the potential challenges faced in the context of fragile states, humanitarian
and development agencies could start developing and supporting components of centralised
procurement and supply systems in nearly all situations. It is true that most initiatives so far
have been implemented in relatively stable states, but innovations are also taking place in
contexts of protracted conflict, such as the Democratic Republic of the Congo, where a
private central purchasing agency (FEDECAM) has been established that allows local health
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services to purchase essential drugs and medical materials in bulk, which reduces costs and
improves efficiency. The following Figure 7 outlines different initiatives or steps that can be
taken to support the development of a functional procurement system for quality drugs and
medical materials along the relief to development continuum. If agencies can collaborate with
government ministries during early stages of development, or seek alignment during later
stages, what might start out as a non-state led central procurement system can ultimately be
taken over by a national government, as was demonstrated in Nigeria and Southern Sudan.57
FIGURE 7 – PROCUREMENT & SUPPLY SYSTEMS

International trade agreements
Monitor local manufacturing practices &
quality assurance of priority products
Establish centralised procurement,
storage, distribution, monitoring
Develop policies, standards, guidelines &
regulations for rational use of drugs
Infrastructure development/support
(warehousing, stock keeping, local production)
Project‐level import & supply of
essential drugs & medical materials

The World Health Organization has outlined a number of essential elements for an effective
supply system58:
•
•
•
•

National policies, standards, guidelines and regulations
Information on prices, international trade agreements and capacity to set and negotiate
prices
Reliable manufacturing practices and quality assessment of priority products
Procurement, supply, storage and distribution systems that minimise leakage and
other waste

57

Annemarie ter Veen, editor. Health Systems Strengthening in Fragile Contexts: A Report on Good Practices
and New Approaches. (Health and Fragile States Network, 2009).
58
World Health Organization, "Everybody's business. Strengthening health systems to improve health
outcomes: WHO’s framework for action." (WHO, 2007)

41

•

Support for rational use of essential medicines, commodities and equipment, through
guidelines, strategies to ensure adherence, reduce resistance, maximise patient safety
and cover training of health workers

These elements represent the ideal and are not generally attainable in humanitarian contexts,
but agencies can start early on with small-scale initiatives. This could include the
establishment or rehabilitation of a central pharmacy in the capital, a mapping out of the
prices, quality and efficiency of frequently used local and international supply sources, or an
effort to benefit from economies of scale by either combining medical orders from a number
of NSPs or by setting up a common revolving drug fund through which the government,
NGOs and the private sector can obtain quality supplies.
Project-level import and supply may be the only option during the early humanitarian
phase, when time is of the essence. Although most INGOs have internal regulations to ensure
quality of drugs and promote the use of generics, states will often have strict regulations on
drug imports, and in some cases (e.g. Indonesia), imports may not be permitted as drugs are
produced locally and staff may be unfamiliar with international generic drug names. Careful
negotiations with central and local authorities may be of the essence.
Infrastructure development is very context-dependent. In some settings, the infrastructure
may have been completely destroyed; in other contexts it may simply be inefficient or
ineffective, and in other contexts access may be an issue. In all cases, even in a humanitarian
setting, efforts can be made to support the local public health system. Innovations may be
required (i.e. using the budget for emergency warehouse rental to construct a new warehouse
on the site of a public facility. This warehouse can be run by government staff or using
existing non-medical supply lines such as Coca Cola trucks to deliver essential medicines
across front lines). Establishing or supporting local production of supplies is possible in
countries where drugs and medical materials are or were being locally produced. This has
several benefits, in that it reduces the length of supply lines and costs of transportation
(especially in the case of bulky goods such as IV fluids, and foods such as PlumpyNut which
are relatively easy to produce locally), and it retains and/or builds local HR capacity.
Agencies such as MSF have developed treatment guidelines that are often used both in
humanitarian and development settings. Developing similar policies, standards, guidelines
and regulations for the rational use of drugs, which can be adapted to the local setting, is a
useful exercise, as even in failed states such documents could become the pre-cursor of
national guidelines if all NSPs agree to adopt them. In some cases, local treatment guidelines
already exist and may even be up-to-date, but this needs to be verified. A good example of an
early start in planning is the Afghan BPHS document, which describes the essential drugs
that need to be available at each type of health facility. A humanitarian emergency or
transitional context can present the opportunity to advocate for updating national treatment
guidelines. This was done in Liberia where Artemisinin-Combination Therapy for malaria
became national protocol, before any other African state took the same initiative. Production
of documents is not enough: staff need training and supervision to ensure adherence. At a
later stage, quality assurance protocols and monitoring can be implemented.
Establishing centralised procurement, storage, distribution and monitoring is often left
for more stable contexts, although it is possible during all stages of the humanitarian aid-todevelopment continuum. In an early humanitarian context, centralisation is often not feasible
due to the fragmented nature of aid flows, although it could (and should) be advocated for
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and implemented through local coordination mechanisms such as the Health Cluster. At
present, the World Bank and European Commission’s contracting mechanisms involving
NGOs in post-conflict countries do not promote centralised procurement, as each NGO is free
to source their own drugs and medical supplies. Centralisation has considerable benefits
(especially in reducing costs through economies of scale), although it is also not without its
limitations. For example, if the central pharmacy runs out of a given antibiotic, an entire
country may be without it. Whether centralised procurement is done through a cluster of
NSPs or a single one (i.e. Pharmaciens Sans Frontières), through an independently
established revolving drug fund (as was done in the DRC, Nigeria and Southern Sudan), or
through the government’s central pharmacy (with the associated bureaucracy and risk of
corruption and misappropriation), both donors and NSPs need to be aware that technical
support and strict regulation may be required for up to a decade.
Monitoring of local production and quality assurance of local drug supplies can be
implemented by NSPs at an early stage in a humanitarian setting if it is felt that the local
infrastructure is worth supporting. This can generally be done by sending out drug samples
for quality testing to qualified laboratories, or it can be implemented at a later stage once a
health system is able to take on this responsibility. Often even nascent governments wish to
take on this task, for example by demanding that quality controls be done before releasing
medical shipments from customs, as regulating the clearance of drugs and medical materials
is a potential source of both honest income and corrupt practices. If a health system is to be
supported to implement this activity independently, training and technical support is required
on sampling techniques, laboratory analysis, and the development of standard operating
procedures. Ensuring that the cold chain is functional and that drug storage facilities meet
minimum standards are also crucial elements of this activity.
Many fragile states are signatories to international trade agreements, such as the World
Trade Organisation’s (WTO) Trade Related Aspects of Intellectual Property Rights (TRIPs)
and the General Agreement of Trade in Services (GATS), which support freer trade but could
also undermine a nascent health system’s capacity to provide public health services59. As an
example, the international patent system has constrained responses to many prevalent
diseases in developing countries, and has restricted access to cheaper drugs. Coupled with the
pressure of liberalising and privatising health services under the GATS agreements, nascent
health systems in fragile states will struggle to provide even basic services. International
advocacy for the liberalisation of these agreements for developing countries has met with
some success, but in countries such as the DRC, neglected diseases such as trypanosomiasis
continue to wreak havoc with the health of the population, while in Southern Sudan,
leishmaniasis continues to be a problem for which solutions are exceedingly difficult to
pursue in the current context of globalisation.
2.5.2 Core recommendations for achieving reliable supply systems
In summary, the timely supply of quality medical products, vaccines and technology in
adequate amounts is a multi-faceted challenge, involving both local and international actors.
Partially due to the challenges, and partially due to the specific nature of post-conflict
contexts, this element of a health system is often ignored by donors and governments alike.
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Although all the activities outlined previously contribute to building up the system, we have
provided a few core recommendations in the box below.
BOX 5 – CORE RECOMMENDATIONS FOR ENSURING A RELIABLE SUPPLY SYSTEM
1. Advocate for and/or support the development and/or updating of a locally appropriate
list of essential drugs, with a link to policy documents such as an essential health
package.
2. Advocate for contextually appropriate centralised procurement and drug management
systems.
3. Support the training of all health staff in the rational use of drugs.
These activities are relevant in all fragile contexts and should start at the earliest opportunity.

2.6

Financing health services

A good health financing system raises adequate funds for health, ensuring that people can
use needed services, and are protected from financial catastrophe or impoverishment
associated with having to pay for them. Achieving this involves three interrelated functions:
the collection of revenues (from households, companies or external agencies); the pooling of
pre-paid revenues in ways that allow risks to be shared (i.e. through social or community
insurance schemes); and the “purchasing” of interventions or services from, for example,
NSPs by the government. The interaction between all three functions determines the
effectiveness, efficiency and equity of health financing systems.
At present, it is estimated that the 49 lowest-income countries in the world alone, including
all FS, will need between US$26 billion in 2011 (US$19 per capita) and US$42 billion in
2015 (US$27 per capita) in additional aid per year to facilitate scaling up of public services to
meet the MDGs60. This suggests that in the context of fragile states, the collection of revenues
is done primarily from external agencies such as donors.
A good health financing system also promotes treatment according to need, and encourages
providers to offer an effective mix of curative and preventive services, but donor dependency
in fragile states seldom supports this. It is often politically advantageous for donors to raise
and spend aid “vertically”, in order to show a direct link between their tax monies and the
results obtained. While this is a problem in all sectors, the consequences are particularly acute
in health, as the sector requires flexible resources that can be used to support recurrent costs
and health systems. Many donors recognise the need to provide flexible funding to support
country-owned health reform plans that generally include a mixture of services. However,
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concerns about public sector management and governance, particularly in fragile states, may
make them reluctant to do so61.
Thus, overall, there is a need for more innovative financing models and better ways of
planning and budgeting for health service delivery in fragile states. Of particular importance
is that donors and other actors address the political and bureaucratic factors that can result in
a “transitional funding gap” when they are shifting from relief to development funding. This
gap reflects a perceived tension between meeting humanitarian needs versus health systems
strengthening, when in reality, as this paper tries to argue, the two can be complementary.
Section 3 of this document explores the role of donors in financing health systems and HSS
in more detail, while the following sub-sections focus on health system financing
mechanisms (and potential gaps) along the continuum from humanitarian relief to sustainable
development.
2.6.1. Addressing health services financing along the relief to development continuum
Most health systems involve a mix of public and private financing and public and private
provision. Prepayment mechanisms such as taxation and health insurance are generally nonexistent in fragile states, resulting in limited public health services provision. Populations
with high levels of poverty and a high burden of disease are therefore greatly reliant on the
private sector for health services, where out-of-pocket payments contribute to a risk of
financial catastrophe, often culminating in an endemic cycle of poverty and ill-health. For
many people in fragile states, free access at point of care is the only way they will be able to
use essential health services, and the public sector will be the only place they can turn to.
In an (early) recovery setting, health ministries face a considerable challenge in establishing
and maintaining efficient and appropriate health financing mechanisms. During the transition
from relief to development contexts, the mix and sequencing of aid mechanisms tends to
influence whether or not funding gaps occur. The right sequencing of aid mechanisms by
donors can ensure both a continuation of health service delivery and support to health system
strengthening. At present, however, the use of aid mechanisms is often reactive. Better donor
coordination at the country level is needed to actively prevent gaps in funding for service
delivery62, and how this can be achieved is described in more detail in Section 3. In the
following paragraphs, the intent is to provide an overview of existing financing mechanisms
that can be applied along the humanitarian-to-development continuum, along with a
description of their relative strengths and limitations.
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FIGURE 8 – FINANCING MECHANISMS63
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It is important to note that all health financing mechanisms can benefit from detailed costing
information wherever possible. Although it is often overlooked, costing the various elements
of national programmes and strategies that are to be implemented at various stages along the
humanitarian-to-development continuum can prove to be very valuable. While at times
results can be open to debate, such as the $4.50 per capita per year cost calculated for the
implementation of the Afghan BPHS package, a nationally costed package or strategy can
facilitate donor willingness to fund its implementation, as it aids budget planning. Prices that
can be established even during humanitarian or early post-conflict stages include salaries (i.e.
the introduction of a national salary scale), drugs, medical materials, transport, supervision
and facility rehabilitation. Results can subsequently be used for costing national plans and
strategies.
Project funding is still amongst the most popular funding approaches for donors in (post-)
conflict settings, as it allows for rapid disbursement and response to specific needs, and is
therefore an appropriate funding mechanism in the humanitarian phase, and allows agencies
to address acute health needs. However, projects often do not foster collaboration and
coordination amongst stakeholders, and due to very short funding cycles, sustainability and
development are often not achievable. However, projects can be part of a sustainable
development strategy if coordination is supported and innovation allowed. An example is the
construction of a medical warehouse on the grounds of a health ministry office in West
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Papua, Indonesia. This was possible as a result of a warehouse rental line that was
considerably over-budgeted, given that the urgent nature of the project had not allowed a
local assessment prior to budget submission.64 An additional example is the establishment of
health facilities in Afghanistan originally with the aim of caring for the wounded in case of
active fighting. Subsequently, as fighting was not constant, it was negotiated with the donor
that these facilities could be set up as primary health care facilities, and afterwards, the clinics
were easily integrated into the BPHS once this policy was introduced. In order to prevent a
funding gap during the transition from relief to development funding and guarantee continued
coverage of basic health services, donors have established bilateral bridging funds, such as
the Basic Services Fund provided by DFID and other donors in Southern Sudan.
A funding mechanism that is gaining in popularity in the humanitarian phase is pooled
humanitarian funding (which includes varieties of both common humanitarian funds and
development funds). In pilot countries such as Liberia, contributing donors agreed to pool
resources under a common management framework, and a steering group including national
authorities, donors and multilateral institutions makes decisions on allocations to sectors and
projects. A variant of pooled funding used in a more stable development phase is a Multidonor Trust Fund (MDTF), where all donor resources are pooled in a single Trust Fund
account. As with all pooled funds, including MDTFs, there should not be any earmarking of
funds for specific programme activities or cost categories, although experience in some
countries indicates that donors often still indicate “preferences”. Pooled funding mechanisms
have the potential to lead to a significant fiscal leveraging capacity and to opportunities for
improved prioritisation and planning of interventions, coordination, and alignment with
national priorities and plans. However, the performance of these mechanisms has proven
highly uneven. MDTFs can be good tools as long as they are linked to a clear strategy; they
require well-defined and more inclusive policies to benefit all relevant partners, as well as
well-articulated procedures, and a clear link to supporting both government capacity-building
and a broader development strategy in the country. Furthermore, strong coordination
mechanisms are needed in order to ensure efficient administration of pooled funds, so as to
address the balance of power between the UN and INGOs in the case of pooled funds more
generally, and between the appointed fund administrator (e.g. World Bank) and the
government specifically in the case of MDTFs. These mechanisms are also costly to
implement65. In addition, problems associated with MDTFs are that they can be politically
risky for donors and governments alike if they fail to meet expectations, and there is often a
significant unmet need for capacity building for the administration of the funds66.
Independent public-private partnerships called Global Funds have led to significant new
health financing resources being made available worldwide: the combined aid volume for
GFATM and GAVI accounted for 9% of global development assistance for health in 2007.
Countries with the greatest need are issued grants in support of prevention, care, and
treatment of infectious diseases, which are seen to be the most significant health priorities in
developing countries. In addition to providing large-scale financing, these funds mobilise
expertise and knowledge management, and cultivate awareness of health issues at political
levels, but the money appears to be prioritised for treatment rather than prevention. They also
are quite disease-specific, but the DRC and Southern Sudan preferred an integrated, rather
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than disease-specific approach, which was made possible through the design of an integrated
planning framework.67 Global Funds, due to the sheer volume of aid money they represent,
pose major challenges to nascent governments: (i) they seem to encourage the creation of
separate mechanisms for funding and delivery of health services, thus straining limited MoH
capacity to manage separate funding streams; (ii) they support a complexity of applications
and implementing procedures that may not always be in line with national policies and plans;
and (iii) they required labour intensive monitoring processes that are not easily integrated into
an HMIS. In some countries, such as Uganda, Global Funds have created challenges for
efforts at health sector reform by establishing parallel systems. At present, efforts are
underway to address these issues, with the managers of these funds discussing approaches to
a common HSS platform and improved alignment with other key stakeholders such as WHO
and the World Bank. However, these discussions are not specifically targeted to fragile states.
In many transitional settings, technical assistance is an important adjunct to budget support
and other aid instruments. There are multiple forms of technical assistance in operation,
although they are invariably insufficient for the purpose of building the core capacities of
new central and peripheral systems in a country where even the most rudimentary systems are
decimated. Within the MoH of a fragile context, technical assistance tends to be ad hoc and
reliant upon various donors supporting advisors for health systems strengthening and vertical
programs. This can lead to strengthening as well as fragmentation of the health system,
depending on the number of different donor accounts being administered. Efforts towards
alignment must be paramount where a great diversity of funding sources exists. Technical
assistance for institutional capacity building requires a balancing of priorities between shortterm objectives and longer-term needs. Nevertheless, technical assistance should not wait
until a peace treaty is signed. TA to governments is required at the pre-planning phase to
assist in conceptualisation of recovery strategies and choice of preferred aid modalities, with
capacity building support integrated and mainstreamed rather than receiving stand-alone
project support68.
Many of the financing mechanisms described up to now support primarily self-contained
projects, and are quite donor-specific. In the 1990s, donor-driven approaches began to attract
criticism (i.e. for reflecting donor rather than country priorities and leading to fragmentation
and duplication). It was recognised that many individual projects posed unrealistic demands
on developing countries' limited economic and human resources. In response, the SectorWide Approach (SWAp) emerged. Under the SWAp, project funds contribute directly to a
sector-specific umbrella and are tied to a defined sector policy under a government authority.
This integrated approach is intended to result in greater efficiency and equity in the
distribution of resources and to offer aid-recipient governments and sectors more flexibility in
the use of funds.
A SWAp is theoretically a partnership in which government and development agencies
change their relationships (towards clearer government leadership). They interact more
together in the formulation of policy, and less on the details of its implementation69. SWAPs
also have the potential to put greater emphasis on strengthened implementation capacity, and
management capacity at the national and district level. They are characterised by a set of
operating principles rather than a specific package of policies or activities. The approach
involves movement over time under government leadership towards: broadening policy
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dialogue; developing a single sector policy (that addresses private and public sector issues)
and a common realistic expenditure program; common monitoring arrangements; and more
coordinated procedures for funding and procurement70.
A SWAp explicitly mandates the ministry of health with the leadership of the implementation
process. This role has been problematic owing to limited leadership capacity (e.g. in
Rwanda), poor relationship with the ministry of finance (e.g. in Mozambique), slow shift of
ownership (e.g. in Cambodia), change of senior management (e.g. in Zambia), little ministry
of health leverage to secure additional funds (e.g. in Tanzania), and low priority of crosssectoral collaboration.
A SWAp also emphasises strengthened health sector management through the development
or adaptation of management tools, combined with strengthening of implementation capacity.
Under all SWAps, greater attention is given to health sector planning, financial management,
and improved health information systems. SWAps also tend to emphasise strengthening
district level management capability within existing decentralisation policies (e.g. in Ghana,
Uganda and Tanzania).
The success of a SWAp depends mainly on the people involved and their experience,
expertise and sensitivity to developing partnerships. Theoretically, a SWAp should lead to
more effective partnerships between donors, governments, NGOs and the private sector, but
governments may be reluctant to offer development agencies greater influence over the total
pattern of expenditure in the health sector. Additionally, local and national governments may
lack the necessary capacity in management, procurement, and accounting that is required for
donors to hand over greater control over resources (e.g. in Papua New Guinea), therefore
considerable technical assistance is generally required71. Attention also needs to be paid to
the increased involvement of civil society actors and local leaders in the support,
implementation and monitoring of SWAps, but this is often overlooked.
Under a SWAp, recipient governments and donors only fund activities in the national health
sector plan. Donor funds are pooled and earmarked for high priority activities, such as
essential health packages (e.g. in Uganda and Tanzania). Importantly, pooled donor funding
supports government budgets, giving a much needed boost to recurrent expenditures.
Furthermore, donors are responsible for synchronising their own planning, review and
monitoring processes with government systems, and they give long-term projections of aid
pledges. These positive developments, however, are under threat in many SWAp countries,
where global health initiatives are redefining modalities of aid delivery.
Direct Budget Support happens when development agencies provide financial support to
government budgets to implement a programme of policy and institutional reform that
promotes growth and achieves sustainable reductions in poverty. It is a modality which
brings direct donor alignment with government systems. However, donors are often hesitant
to adopt it, due to concerns over weak financial systems, corruption and related weak
accountability. In the context of post-conflict transitions, the proportion of direct budget
support is generally relatively low. There is a distinct preference during transitions for project
aid or intermediate modalities such as pooled funds or basket funds which imply shared risk
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among donors and enhanced control over allocation of resources. In Sierra Leone, direct
budget support arguably contributed to post-conflict recovery through enhancing the
legitimacy of government, sustaining peace and providing resources for basic services. It
shifts the focus of aid to country systems and policy processes, thereby empowering national
governments and transitional administrations to improve policies and budgets. However,
while it also reduces administrative costs, this type of support is seldom used, partially due to
donor requirements for planning and accountability and to (a perceived) lack of local capacity
to administer these funds72.
Public financing of health services is normally done through a variety of mechanisms, most
commonly including direct user fees, microfinance instruments, community-based financing,
and social security approaches. However, seeking to use these mechanisms in fragile states is
difficult. User fees only cover approximately 5-10% of health facility running costs, while
community-based financing mechanisms are of limited effectiveness in fragile contexts due
to low levels of enrolment and cost recovery73. With a limited tax base and high levels of
poverty and unemployment, social security is seldom an option in fragile states. Therefore,
the gradual institution of a mixture of public financing mechanisms is required, to allow
states to start reducing their donor-dependence – but this is a process which will take decades
to implement.
2.6.2. Core recommendations for health services financing
Different types of financing mechanisms are available to governments in fragile states at
various points along the humanitarian aid-to-development continuum. Each has its benefits
and disadvantages, and can be implemented depending on the technical and organisational
capacity of a national government and/or health ministry to support it. As has been stated
previously, care must be taken so that funding gaps do not occur during the transition from
relief to developmental funding approaches.
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BOX 6 – CORE RECOMMENDATIONS FOR HEALTH SERVICES FINANCING
1. Collect local cost data for health services provision (i.e. salaries, drugs, materials,
transport, facility rehabilitation), and contribute that information to the costing exercises
for national plans and strategies.
2. Closely monitor funding streams, identifying possible transitional funding gaps and
advocating for effective solutions; avoid local cost‐sharing mechanisms in all stages as
poverty levels are likely to be high and catastrophic health expenditures could result for
individuals and families.
3. Technical assistance to governments is required in the early planning phases to assist in
conceptualisation of recovery strategies and choice of preferred aid modalities, with
capacity building support integrated and mainstreamed rather than receiving stand‐alone
project support.
4. Advocate for long‐term funding mechanisms that do not aim for quick fixes, and
incorporate lessons learned from other contexts, such as developing uniform reporting
mechanisms across donors.
These activities are relevant in all fragile contexts and should start as early as possible.

If HSS were seen as a car driving towards its destination (i.e. population health), health care
financing would be represented by the fuel stations along the way, providing the right mix of
fuel to keep the vehicle running at all times. This section described ways that this “fuel” can
be dispensed. The following section goes into more detail about the environments in which
donors, governments, and other actors in fragile states can interact, in order to ensure that
health system strengthening can actually take place.
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3

Supporting an enabling environment for HSS

As discussed throughout this paper, weak or failing health delivery systems reflect political as
well as technical challenges and constraints. What has occurred in the past decade are various
efforts at finding effective avenues for HSS in fragile states. These efforts have spurred the
work of donors and researchers towards being more consistent in identifying the lessons from
country experiences and then refining approaches to working in fragile states.74 A number of
studies have provided further elaboration on country lessons in HSS,75 and the specific
challenges facing donors and INGOs76 in regards to HSS.77 These studies are valuable guides
for both country operations and in support of efforts to align the increasingly complex donor
system.
In the past decade, there have also been significant changes in the international humanitarian
and development aid architectures, both in how the different components of the system are
financed and in the ways that they are organised. Today, there are more actors and more
diverse sources of financing than ever before. The international aid system, both the
humanitarian “side” and the development “side”, now consists of a complicated collection of
more than 150 diverse multilateral agencies, including the UN agencies and the global and
regional financial institutions. There are 33 bilateral agencies, of which 24 are members of
OECD/DAC, along with at least 10 non-DAC governments (such as China and India) that are
now providing significant sums of ODA.
In addition, there are a growing number of vertical global funds, such as the Global Fund on
AIDS, TB and Malaria. The challenge for donors and INGOs is to ensure that there is greater
cooperation and coordination of efforts in fragile states in particular. In this regard, over the
past decade, mechanisms have been developed for strengthening alignment. Beyond
alignment of funding, donors and INGOs are seeking to better assess current practices and
design improved mechanisms for how their resources can specifically contribute to the
different building blocks of HSS. The scale, breadth and mix of donors and delivery
organisations means that designing and implementing coordinated and relatively simple
approaches to the management of health funding and health programmes requires continual
adaptation and review.
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Guidance on alignment and common approaches has also emerged through particular venues.
The DAC has been a lead agency for addressing issues related to fragile states78, while the
Inter-Agency Standing Committee has been central in the on-going engagement of donors
and INGOs on humanitarian reform. For fragile states in particular, there are now the
OECD/DAC Principles of Good Engagement79 that have been reviewed through specific
country studies. The fragile states work and the humanitarian reform efforts have been
increasingly incorporated by donors into both their funding modalities and their programming
approaches over the past decade80.
The reviews of how the Principles for Good Engagement81 have been implemented can help
identify the different elements for funding and action in HSS strategies. These include the
focus on state-building which supports an emphasis on HSS, as well as the importance of
alignment with local priorities. In addition, the principle of co-ordination measures is vital
for bringing together vertical funds, multiple donors, and the various trust funds or donor
projects. The Principles may also contribute to establishing the priorities for different donors
within the broader scope of HSS. Lessons from other experiences can establish areas where
there may be synergies and complementarities between donor programmes and where there
would be value in continuing with distinct programmes. They can also contribute to a clearer
understanding of how donor-financed and supported HSS fits into larger national policies and
plans. Some of the initial lessons from the efforts at implementing the Principles are set out
in Box 782 below.
BOX 7
1. Foster and as necessary exert leadership to create consensus around a common vision and to
negotiate shared goals – without which achieving any sustainable impact is unlikely.
2. Root crisis prevention in sustained analysis. Circumstances in fragile settings often change fast
and unpredictably and a flexible use of funding is a critical factor of successful turn-arounds.
3. Recognise that post-crisis societies present an opportunity to negotiate a new social contract –
the pact between the state and citizens.
4. Recognise that statebuilding is a fundamentally political process. It is dependent on constructive
state-society relations that shape expectations and build a sense of trust and legitimacy. In this sense
institution-building is only one part of statebuilding.
5. Move away from the current piecemeal approach to capacity development. Jointly with national
stakeholders, donors should invest in shared assessments and responses to critical capacity gaps – such
efforts are almost always disjointed and reflect different administrative cultures and objectives.
6. Support domestic revenue mobilisation, identified as one of the main state-citizen accountability
linkages and a vital element to improve the state’s ability to fulfill its functions and derive legitimacy
from it. Investment in supporting domestic revenue mobilisation in the past has paid off but remains
limited in both scope and scale.
7. Recognise that effective aid is all the more important in fragile settings where priorities are many
and capacities constrained, and requires a proactive approach. Aid effectiveness is constrained by
domestic conditions such as the quality of national strategies and country systems, but in most cases
there is room for a proactive approach that may initially involve ring fencing, shadow alignment and use
of multi-donor trust funds for progressive alignment (all allowing for appropriate management of
fiduciary risk), but should also improve the quality of national strategies and country systems so that
alignment can increase over time.
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The on-going work to find effective ways of providing health services in fragile states has
also called for careful attention by donors and governments to the alignment between
different aid instruments. Donors can continue to improve ways to align coordination
approaches with existing mechanisms (Global Funds, Trust funds, etc.). They also can
provide more flexibility for their country programmes to allow for approaches that are
adapted to different contexts. Critical to this work would be the establishment of mechanisms
through which predictable flows of unrestricted funding can be provided – or generated – to
support the continuity of reconstruction and reform efforts in fragile states.
Currently the array of approaches and frameworks include Poverty Reduction Strategy
Papers83, Country Assistance Strategies84, Country Assistance Frameworks, Sector Wide
Approaches, and United Nations Development Assistance Frameworks. These can serve to
help donors contribute to national health planning. There are also specific experiences with
related mechanisms in fragile states, such as the Afghanistan Basic Package of Health
Services, the Sudan Multi Donor Trust Fund and the Afghanistan Reconstruction Trust
Fund.85 Wider mechanisms include “transition matrices” such as the Liberia Results Focused
Transition Framework or the Sierra Leone Transitional Results Matrix.86 The experiences
with different mechanisms can provide some specific guidance for future donor practice.
They can be aligned with both the spectrum of capacity and will in fragile states, and with the
various funding instruments that donors have established for different contexts (See Figure 8
in Section 2 and Box 8, below).
BOX 8: Working typology of aid frameworks and aid instruments: 87
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Sector Wide Approaches (SWAps) are designed differently in diverse contexts, but they
share a number of features. The goal is that all major donor funding for the health sector is
structured to support a single framework and financial programme. The ministry of health
has the lead role in the management and the process of health sector implementation.
Donors will work together on shared approaches, and there is an aligned process for
strengthening the government’s own procedures for management of spending and accounting
in the sector.
Findings from a new KIT study of SWAps in fragile states have shown that they require the
sustained commitment of both government and donors, as well as a major focus on capacity
building related to the core SWAp goals. The study summarised key strengths as including:
the value of having both health sector and sub-sector wide strategies supported by both
donors and the government ministry in question; the functioning of basic sector coordination
processes based on information sharing; and the establishment and functioning of basic
budgeting processes and procedures at national (and in some cases at sub-national) levels.
The study identified areas where further strengthening of SWAps and health sectors in fragile
states might evolve: the sustained support of a few large donors to sector programme
implementation through a multi-year plan; central government support for decentralisation
(and the adaptation of vertical programme funds that can be used in support of building
health systems).
The study also noted that for SWAps in fragile states, there are a number of weaknesses and
threats that can undermine the links between SWAps and HSS goals. These may involve:
• disconnects between established health priorities and on-the-ground implementation
of programmes;
• misaligned donor practices;
• lack of government capacity, particularly in budgeting/finance.
The study argued that in order to build an effective health SWAp in support of HSS in a
fragile state, a two-stage approach might be preferable, rather than addressing all six health
systems building blocks at the same time. Thus, the authors proposed that donors and the
government should focus on three of the six building blocks as initial SWAp elements, those
that most touch upon:
•
•
•

policy formulation and coherence with strategic planning and implementation
(leadership and governance);
sector wide coordination (of service delivery); and
the development of a basic expenditure framework with cross-cutting institutional
capacity building (financing of health systems).

This initial emphasis would be followed with investment in and a deepening of all six health
systems building blocks, allowing a realistic and contextually specific timeframe that will
serve the interests of both the government and development partners.88
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HSS can also be supported through specific connections between the national health
framework and the organisations tasked with delivering the health services. Following the
change in government in Afghanistan in 2001, the Ministry of Public Health (MoPH), faced
with a shattered health system, developed a strategy to rapidly expand the geographic scope
of a Basic Package of Health Services (BPHS) to meet the health needs of its population,
especially addressing rural areas and the needs of women and children.
The BPHS approach combined government management and stewardship of the health
sector, while health services were contracted to NSPs89 particularly, non-governmental
organisations (NGOs), throughout most of the country. The design allowed for a coherent
and balanced national monitoring and evaluation framework to measure performance in the
delivery of the BPHS.
In order to monitor the progress of its health programs, the MoPH developed a Balanced
Scorecard to both measure and manage the contractors who were providing different
elements of the BPHS. From an initial baseline that was designed in 2004, eight of the 29
indicators were identified as the prime areas for improvement. Reviews of this experience
have proposed that it is possible in fragile states to have a monitoring and indicator system
that enables a health ministry to hold NSPs accountable.90
Whatever instruments are used, country lessons from the past decade indicate that donors,
governments (where feasible) and INGOs face on-going challenges to reduce the
fragmentation of resources and improve support for HSS in fragile states. Effective work on
HSS in fragile contexts thus requires establishing a common, agreed framework for donors
and an understanding of specific political dynamics as, within a single state, there needs to be
a number of instruments and approaches for service delivery, whether public, non-state or in
different combinations. Work on HSS in fragile states also requires finding ways to address
mismatching goals and expectations between donors and governments. In any given country,
the MoH will frequently be focused on its systems and different levels of the government
bureaucracy, while donors are usually focused on specific programmes where their agency’s
funds are being spent and where they believe they have more leverage.
Attention to the particulars of service delivery in fragile states and factors leading to state
fragility have encouraged donors to give greater attention to the overall role of government
ministries, national health frameworks and capacity building processes than they had
previously done. Support for the ministry of health and the need for more skilled personnel
at all levels are essential areas for focus. Experiences in countries as diverse as Afghanistan,
Timor, Mozambique, and Cambodia91 point to the benefits of prioritising capacity
development across the health sector. These efforts can include a national health
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employment scheme that can link with the staffing and training activities of NSPs. Three
criteria for such a scheme standout: (1) it reflects the larger vision for the health sector; (2) it
is linked to national budgets; (3) it is realistic in terms of existing capacity and capacity
building options. These approaches can allow the government to have an oversight role while
sharing responsibility amongst various NSPs. National employment schemes could link
contracting with human resources, wages and benefit issues, to avoid having parallel health
systems. In this work, community health workers could be key bridges between the
contracted agencies and the public sector.
The basis for building competent and accountable public health institutions resides in
ensuring that the state can have broad and effective oversight of the health sector. At the
same time, in health more than other sectors, the particular management role of the state is
especially complicated, as NSPs will be connected formally to different levels of government
health systems as well as local government offices. In most fragile states, there will be a
continuing dynamic between the overall commitment to reduce immediate vulnerability;
achieving specific health outcomes; building a more lasting and equitable health system; and
building the capacity of government as well as NSPs in each of the building blocks. While
each context will have specific dynamics, HSS goals, however adapted, eventually need to
include greater involvement of government ministries. Government ministries in turn require
both capacity and resources to establish an enabling environment for effective NSP
performance, including in three key areas:
Policy environment:
• The environment for NSPs requires policy reliability and legal stability.
• The relationships between government and NSPs require trust, clear boundaries and
recognition of common interests in programme goals.
Regulation
• Regulation by government needs to move beyond entry and inputs to quality;
• Governments need support in gathering information on and building capacity to
regulate NSPs;
• Alternatives to, or ahead of, top-down regulation should be developed where possible,
for example, through voluntary accreditation, self-regulation, and local government
monitoring of services.
Contracting
• Formal contracts by government (as principal) of NSPs (as agent) require clear
objectives and political support, as well as the capacity of government to monitor
performance. Clear rules and complete contracts lead to productive relationships.92
Once a framework has been established, there are significant roles for NSPs in HSS that will
differ depending on the sector, the nature of the fragile context, and the longer-term
experience of NSPs in a given country. In protracted crises, NSPs provide the potential
continuity of services and, depending on the context, can support capacity-building of MoH
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and/or local government. In deteriorating contexts, NSPs may be the only available
functioning organisations for basic service delivery, but even in these contexts, investment in
human resources and in some elements of governmental systems may be possible. In
improving contexts, NSPs need to be part of a wider health systems approach, so as to avoid
setting up parallel systems. NSPs can contribute in various ways to a process of formal and
informal alignment with the work of the Ministry of Health at the national level. NSPs have
also been able to second staff directly to ministries to provide assistance with implementing
new programmes.
There are concrete ways in which donors can connect improved health with improved
governance within HSS goals. They can support mechanisms for oversight and mutual
accountability in fragile states, to ensure coherence between programs, whether those of local
CBOs, NSPs or governments. These oversight and accountability mechanisms may include
roundtables with MoH; monthly meetings with local government; and citizen/CSO local
bodies. All of these can contribute to governance and accountability in health systems.
Donors can also help ensure greater transparency and accountability in their own operations,
and in those of their NSP partners (international or domestic), towards service end-users. This
can be through a range of instruments such as community scorecards; balanced scorecards;
complaint mechanisms; community monitoring of services; and community health councils.93
In improving contexts, it is important for international donors and NSPs to consistently
coordinate and share information with appropriate government ministries, and with district
and local government. In deteriorating contexts, international partners can share information
and coordinate with local government agencies whenever feasible. International partners
should also ensure that service provision, whether through public sector contracts or
privately-funded NSP operations, does not override local capacity, skills and resources.
Donors and the MoH (where feasible) can establish a common approach (development of
objectives, processes, revising analysis over time), a shared appraisal of needs, and
identification of mutual priorities for technical assistance and capacity building. In order to
implement the agreed-upon health goals, and to ensure citizen involvement, forums can be
convened with the MoH and civil society organisations. This can help the MoH coordinate
with local government bodies and CBOs, as well as national civil society networks. These
fora can contribute to a common understanding of goals in relation to coordinating health
services, health information systems, MoH policies, and the purposes of data collection and
information for decision making. The MoH can utilise the WHO toolkit for monitoring health
systems strengthening94, and through public fora can better determine how it can be adapted
to the applicable country context. This can enable the MoH and donors to establish an agreed,
common monitoring framework.
In summary:
•
•

Donors can allow for flexibility and provide incentives for adaptation and adjustment
of programmes in changing circumstances.
Donors can design mechanisms to establish longer term funding horizons, avoid
overly rigid project design, and align inputs with HSS goals.
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•

•

While the acknowledged risks of working through governments – rather than parallel
health services – are high, the potential benefits and influence on health systems and
health outcomes require creative ways of investing in (quasi) public health systems
and state institutions wherever feasible.
Central to any approach is the long-term commitment to invest in health sector
capacity through training and retraining, as well as investing in retaining health
personnel.
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4

Conclusions and recommendations

For HSS in fragile states, irrespective of whether the context is a more humanitarian aid
oriented one or whether assistance is geared towards sustainable development, the use of a
common framework, such as the six WHO building blocks used for this paper, is instrumental
in helping ensure that there are no “orphan sections” within the health system. All
components of a health system are inter-related and vital, and all require support.
Government, donors and other key stakeholders need to develop a health framework that is
national in scope, and does not simply focus on stand-alone projects. Rather than building up
from disconnected, often short-term and project-oriented approaches, it is important to think
and plan long-term and programmatically from the outset, and then work out implementation
methodologies. This is an area where there are frequent mismatches between donors and
NSPs in terms of staff skills. There remain significant obstacles with donor organisational
mandates compared to time required for HSS in fragile states. The efforts to change funding
mechanisms and aid instruments will be effective when decisions on aid are not driven by
donor politics and internal organisational requirements, but rather by the realities in the
fragile state.
Where service provision is characterised by inadequate and inequitable resources, low
capacity and poor governance, as is often the case in fragile states, it is perhaps best to pursue
modest ambitions for service delivery in the early phases of HSS. Reorganising basic health
service delivery through a process of standardisation, for example through an essential health
package, may be the best course of action to address structural constraints, and may be more
achievable (and effective) than immediately trying to address a wide variety of health
systems components, even though the demand for them is there.
It is often easier, and it is claimed to be more cost-effective, to build a new programme from
scratch, without utilising existing projects and capacity. Nevertheless, in HSS in FS a
concerted effort should be made to build on or integrate existing health system capacity and
knowledge wherever possible. Dismissing existing departments, systems and staff within a
health system as “bad” or “poorly functioning” can result in a lack of local support,
motivation and ownership. Such departments will often continue to exist due to a sense of
loyalty to staff who continued to work for the health system during adverse times, and they
are likely to become a burden to the system if efforts are not made to integrate them.
The sustained improvement of health systems, services and outcomes in fragile states
requires moving beyond the usual short term timeframe of humanitarian programming or the
normal project cycle of donors. HSS is a process of decades, not years. One of the biggest
obstacles in assisting countries to move from fragile to stable, effective states that are capable
of ensuring health and other services is the lack of long-term horizons with common end
goals among all actors. This requires backwards mapping from end goals (10 years +) in
order to delineate the various benchmarks along the way. It is vital to maintain a view
towards the long horizon, while accepting that the path towards sustainable systems and
effective governance is not smooth or without difficulties. There is a deep tendency for all
actors (governments, donors, NGOs, local civil society, individual citizens) to get caught up
in short-term and “project thinking” which leaves large gaps in the support for longer term
goals and basic governance elements.
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Fundamental to the long-term work in fragile states is the question of how to build the
government’s capacity to deliver health services over time, the basic premise of HSS. Or, if
the government is not able or willing to deliver services in the short or even medium term,
then there remains the likelihood that it will eventually need support for the capacity to
regulate, set policies and monitor health services. In order to strengthen government capacity
as much as possible, donor programmes and commitments have to be more consistent in
designing their relationship with governments in the health sector. Whatever approach is
taken, in order to make the process achievable and keep motivation levels high, it is
imperative to divide long-term plans into short-term, feasible steps and achievable targets.
Communicating such plans widely (and this includes both the short-term steps and long-term
goals) will assist in building trust, both between HSS partners and implementers as well as
with communities that the health system serves.
In improving contexts, there is still work required on effective approaches for the transition
from a focus on service delivery to governance and civil society capacity building. More
research and evaluation is required on better diagnostic tools for testing what is improving
and how significant are the changes. Donors could fund NGOs and local CBOs to help
identify successes, and to document and then to expand them. There is also the potential
here for expanding community engagement in decision making, complemented by support for
local government systems and health sector capacity.
In protracted crises, more could be done to link humanitarian mechanisms with capacity
building approaches. These should not be mutually exclusive, nor should they be planned,
funded and managed separately. Depending on the context, it may be possible to involve
local government officials as well as the MoH. There are risks of disconnected health
systems, as humanitarian goals drive the short-term activities of NSPs. Donors can develop
an external health sector coordinating mechanism, as this sector is the most complex in terms
of the relationships between external determinants, different types of health programs,
diverse health actors, and health outcomes. Donors can also give more attention to the
contracts that they develop for NSPs in protracted crises, especially as these contracts are
often set out from a genuine humanitarian need basis, but lacking in linkages to any
governance or longer-term framework.
Governments need to be strengthened and supported to address the challenges of working
with diverse partners. A central fact of fragile states is that the majority of health services are
frequently supported or delivered by various donors and NSPs. Governments therefore need a
more substantial base of information on overall provider contracting and, especially, how
donors and NSPs fit into and support plans for strengthening government capacity. The voice
and participation of local beneficiaries should be incorporated into this process to help shape
government programmes as well as the efforts of international partners.
More consistent attention needs to be focused on evaluation, learning of lessons, and sharing
of information. As donors develop innovative funding mechanisms, they need to be able to
track how their contracts are performing and how different health initiatives are functioning.
Multi-agency information-sharing programs are needed to share lessons from fragile states
with donors, governments, and NSPs.
Finally, HSS in fragile states requires a long-term horizon with the articulation of a clear and
common donor, government and NSP strategy towards the evolution of responsibilities in
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each of the building blocks. This includes evolving and adaptive, well-defined benchmarks
for assumptions of responsibilities.
BOX 9 – GUIDING PRINCIPLES FOR PRACTICE IN HSS
IMPLEMENTING HSS
1. Use a common framework, such as the six WHO building blocks, to ensure that there are
no “orphan sections” within the health system. All components are inter‐related and
vital, and all require support.
2. Be realistic. “Good enough governance” may actually be achievable, while good
governance may be out of reach. Where service provision is characterised by inadequate
and inequitable resources, low capacity and poor governance, as is often the case in
fragile states, it is perhaps best to pursue modest ambitions for service delivery in the
early phases of HSS. Reorganising health service delivery through a process of
standardisation may be the best course of action to address structural constraints; for
example this could be done via an essential health package, with specific considerations
for the poorest and most vulnerable populations.
3. Planning should not only revolve around governments and donors. It is important to
include the voice of civil society and communities. Planners should think in decades, not
years, although these long‐term plans should be divided into short‐term, feasible steps
and achievable targets to keep motivation levels high. Communicate plans widely.
4. It is easier to build a new house from scratch. However, in HSS in FS, a sincere effort to
build on or incorporate existing foundations can result in higher levels of support,
motivation and ownership from public sector than if an existing system and its staff are
dismissed or ignored.
5. Do not be afraid of innovation. Working on HSS in FS offers a unique chance to try
something new.
CREATING AN ENABLING ENVIRONMENT
6. Use a common framework and fragility assessment tools for analysing country context.
7. Adapt the donor aid architecture in ways that support the ability of both donors and NSPs
to be flexible in specific fragile states and sub‐national contexts.
8. If the government cannot be a partner, donors could create an external service delivery
“cabinet” to provide a co‐ordination mechanism, both by sector and for overall service
arrangements, meanwhile encouraging continuing contextual assessment for future MoH
support.
9. Donors, governments and NSPs need to pay more attention to the development of more
robust and effective accountability processes, as these can contribute over time to the
reduction of fragility as well as to improved health services.
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Annex 1 – Putting HSS into the context of World Vision
For World Vision (WV), a review of experiences and current literature related to
strengthening health systems in fragile states provides the opportunity for both an internal
assessment of its own alignment in relation to fragile states and health issues, and an external
analysis of the contexts for its work. Internally, the research can help to promote ways of
improving the overall effectiveness of WV’s field programs as well as its advocacy role in
supporting the well being of children, especially in fragile states. The internal questions that
WV must continually address as it works in fragile states include contextual analysis,
effectiveness and accountability. Among the external issues that WV will need to consider
are the specifics of country context in general; the level of government capacity; and the
nature of civil society relations with the state at all levels. In addition WV needs to consider
the frameworks by which donor funding strategies affect and often constrain their operations
and programming approaches.
Consistently with World Vision program principles to partner with the Ministry of Health and
local actors, World Vision and its donor partners can increasingly work together to address
human resource constraints in fragile states with scalable activities that are linked to the six
HSS building blocks. In support of HSS related goals, WV can implement community-based
health initiatives which capitalise upon WV’s relationships at the local level and enhance
relationships across the different levels of health worker capacity and health systems.
When implemented effectively, World Vision’s recovery programmes or development
programmes that are based in fragile contexts can provide a credible foundation for World
Vision to identify and advocate on the unique challenges in the health sector, such as the
shortage of capable health workers in fragile states. From its experiences in diverse contexts
working with different levels of government, World Vision should continue to identify new
ideas for implementing innovative solutions to improve health outcomes at the local level. It
can cooperate, where possible, with the MoH, so that its information and monitoring can be
linked to government information systems. World Vision can also build upon its current
health worker training programs (including Training of Trainers) to contribute to improved
health services and a better functioning health system in fragile states. Such programmes
should include mapping to assess current skill levels and gaps as well as investing in systems
for supervising health workers and monitoring health indicators, particularly at the subnational level.
World Vision can also assist governments and donors in addressing one of the major
programmatic and information gaps in fragile states frameworks. According to the most
recent UN World Urbanisation Prospects95, around half of the world’s population is living in
urban areas in 2008, and the world will be increasingly urban from now on. The World
Bank, in a recent piece on “The Urbanisation of Global Poverty”96, noted a simultaneous
trend towards the urbanisation of poverty, with the poor moving into towns and cities faster
than the rest of the population.
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United Nations Department of Economic and Social Affairs (2009). World Urbanization Prospects
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Urbanisation is characterised by the massive expansion of informal settlements and strains on
existing urban work, land, services and infrastructure. For example, the number of people
living in slums has doubled in India in the past 20 years and is now greater than the entire
population of Britain. NGO strategies, policies and programmes need to keep up with the
pace of change occurring in the urban centers.
In practice, development thinking itself retains a very rural focus, with the urban focus
limited to a series of statements about the challenges of infrastructure, environment and
sustainability, and urban governance. This may be because urbanisation is subsumed within
the agendas of other development agendas, such as trade, economic growth, and
infrastructure investments. The specific challenges of rapid urbanisation and the changing
face of poverty warrant strategies that are very well articulated and forward looking.
Along with the challenges of urbanisation, there are issues in regards to how climate change
and disasters relate to fragility. This is currently illustrated in Haiti and in Pakistan. Over the
past decade NGOs have begun to shift from a reactive to a proactive approach to disasters.
This shift led to a more integrated disaster management system, which included hazard
identification and mitigation and community preparedness. More recently, NGOs have
begun to give greater attention to urban disasters and urban hazardscapes.
However, relatively little has been done by NGOs or donors in regards to how fragility
impacts the lives of urban communities.
Finally, World Vision and other INGOs can contribute to HSS in a variety of ways, but
frequently this contribution is dependent in part on public sector donors and their aid
modalities. This fact underscores the importance of getting a common aid modality in place,
so as to encourage shared assessments, policies and programs amongst public sector donors,
international partners and national stakeholders. A well-functioning and common aid
modality can help develop and support national HSS plans adapted to the country context
using frameworks such as the WHO’s building blocks. This aid modality can in turn promote
further coordination and dialogue between donors, INGOs, government, and CBOs. Where
possible, the longer time-frame required for strengthening health systems can be addressed in
part through entering into longer-term agreements with donors and governments, using this
aid modality. In order to contribute to greater downward accountability in fragile states,
where feasible, World Vision and other NGOs should be encouraged to participate in
common aid modalities to develop governance and capacity building strategies as part of
HSS goals.
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