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Strengthening

ABT ASSOCIATES has a strong legacy of

incorporating rigorous research in our international health
projects. We are one of the only organizations working in
development that combine skills in in-depth research and
program implementation—always striving to link the two
for maximum impact. By regularly conducting research, our
work is informed by data that helps us continually improve
the life-saving programs for which we are responsible.

Abt’s International Health Division (IHD) has conducted
evaluations, literature reviews, and other research studies
on health systems strengthening (HSS) in low- and
middle-income countries. These studies cover the main
health systems building blocks, such as health financing,
service delivery, health information systems (HIS), human
resources for health, and health governance. In addition,
Abt’s research highlights the impact of HSS on health
outcomes and universal health coverage (UHC).
This brief synthesizes IHD’s research findings in the area
of HSS since 2012. HSS is a broadly-used term for an
integral, but often loosely defined, concept in global
health. A wide array of health activities could conceivably
fit under the HSS scope, but this synthesis focuses
on “strengthening” activities rather than “supporting”
activities. “Support” is short-term, donor-driven, and
focused on procuring health inputs. “Strengthening” is
distinguished as more comprehensive, long-term changes
to policies and regulations, organizational structures, and
relationships across the health system to improve the
system’s performance (Chee et al. 2013).

HSS INTERVENTIONS HAVE POSITIVE
HEALTH IMPACTS, WITH UNEXPLORED
RESEARCH AREAS REMAINING
In 2015, Abt documented the effect of HSS on health
outcomes, synthesizing the wide body of health
systems evidence from the past several decades for
the first time. Through a review of 66 systematic literature reviews,
Abt’s research concluded that HSS interventions produced substantial,
positive effects on health outcomes and statuses in low- and middleincome countries. A diverse range of HSS activities have improved
mortality and morbidity in such settings, from health insurance and
results-based financing initiatives to community engagement and
accountability efforts.
Positive effects on service utilization, financial protection, and
provision of quality services were also documented. HSS activities
have not yet been systematically studied, requiring additional research.
Advances in health systems research methodology are also encouraged
to properly address the complexity of HSS interventions, including
distal relationships, inter-relationships between system components,
and long time horizons. (Hatt et al. 2015).
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HEALTH FINANCING: CAREFUL DESIGN IN
HEALTH CARE FINANCING CAN IMPROVE
ACCESS AND FINANCIAL PROTECTION
Abt literature reviews and original research studies have
evaluated health financing approaches including health
insurance, user fee exemptions, and savings cards.
• Comfort et al. (2013) conducted a systematic literature review of 29
studies in low- and middle-income countries. The authors found
relatively consistent evidence of a positive correlation between health
insurance and the use of maternal health services. These services
included facility-based delivery, presence of skilled birth attendant,
and antenatal visits. Some of the reviewed studies suggested that
health insurance may have led to overprovision of caesarean sections
(C-sections), suggesting an additional focus for future research and
activity design.
• Hatt and colleagues (2013) from the Results for Development Institute,
Johns Hopkins University, and USAID published a review of 19 peerreviewed articles evaluating the effects of user fee exemptions on
maternal health services. The review highlighted some benefits of user
fee exemptions, including increased rates of malaria care-seeking during
pregnancy, facility-based deliveries and caesarean sections in certain
settings.
At the same time, user fee exemption policies sometimes had negative
effects on provider motivation, the availability of inputs and service
quality. The authors concluded that effective fee exemption policies
must be designed carefully to ensure that facilities’ lost user fee revenue
is replaced.
• User fee exemptions may also have unintended equity implications.
In 2010, Abt collected patient-exit data on socioeconomic status
from 2,477 women who received free C-sections in Mali. The study
concluded that wealthier women obtained a substantially greater
share of free C-sections than poorer women, with the wealthiest 40
percent of women receiving 58 percent of free C-sections. While user
fee exemptions removed a direct financial barrier to treatment, other
barriers such as transportation and cultural factors prevented equal
access across the socioeconomic spectrum (El-Khoury et al. 2012a).
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• Small price increases for maternal health services may help with cost
recovery. Using service record data from Smiling Sun franchise facilities
in Bangladesh from 2007 to 2012, a study investigated the association
between a price increase and the utilization of antenatal and postnatal
services.
Utilization did not decrease after prices for these services were
increased (by 5 taka or about $0.08), potentially because of the small size
of the price increases relative to households’ budgets or to private sector
alternatives. (Health Finance and Governance Project 2013).
• A process evaluation of an electronic maternity care savings card
designed by Changamka in Kenya found that while the card addressed
a need among eligible women, the design and implementation of the
program prevented it from reaching its intended population. Only 6
percent of the women surveyed (N=1,595) used the card to pay for a
delivery.
To boost service uptake in similar health savings programs, Abt
authors recommended marketing the card in poorer and less educated
communities, connecting to clients sooner to encourage an earlier onset
of saving, and expanding the number of facilities in the provider network
(van Bastelaer et al. 2015)

SERVICE DELIVERY: OUTSOURCING AND
SERVICE INTEGRATION SHOW PROMISE
IN IMPROVING EFFICIENCY, QUALITY, AND
COST-EFFECTIVENESS
Three Abt studies in sub-Saharan Africa examined
innovations in service delivery arrangements to promote
efficiency and service quality:
• A cross-sectional study in Zambia compared the efficiency of two models
of integrating family planning (FP) and HIV treatment in 10 clinics. The
first model was an internal referral approach, where FP counseling was
provided in the ART clinic but FP method provision required a referral.
The second approach was a “one-stop-shop” model in which both FP
counseling and FP methods were available in the ART clinic. The study
found no significant difference in efficiency between the two models,
measuring efficiency as the unit cost of FP service provided.
The one-stop-shop model had potential to be more efficient if missed
opportunities were reduced and more women were effectively given
FP services in the ART clinic. This model did offer more benefits to the
patient, chiefly in continuity of care, and therefore was desirable for
improving the care provided to people living with HIV (Faye et al. 2015).
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• Cali et al. (2016) examined the costs and benefits of outsourcing cleaning
services at a public district hospital in Botswana. While outsourcing was
more costly than insourcing in this setting, hospital management saw
improvements in quality. Outsourcing provided greater value for money,
returning six cents of additional value for every dollar invested.
SERVICE DELIVERY IN BOTSWANA

RETURNING 6 CENTS

FOR EVERY DOLLAR INVESTED
Critical elements for hospitals considering outsourcing arrangements
include understanding the quality of outsourcing and ensuring adequate
monitoring of quality over time.
• Abt authors found that government “contracting-out” can enable
stable patients’ access to quality, private-sector HIV and AIDS
services. Through the analysis of stakeholder interviews, quantitative
programmatic data, and patient interviews in South Africa, the study
also illustrated a variety of challenges in implementing HIV-related
service contracts. Such challenges can make it difficult to establish
standardized and clear contracts that support adherence and retention
under stable conditions. In addition, these challenges can impede the
mobilization of sustainable public financing to support the selected level
of private sector involvement (Tayag et al. 2014).

HEALTH INFORMATION SYSTEMS (HIS):
INITIAL PROMISE OF MHEALTH TOOLS MUST
CONSIDER START-UP AND SCALE-UP COSTS
• Mobile-based approaches to bolstering HIS have
been presented as potential game-changers for wide
application in low- and middle-income countries. A
study of a mobile application that provided decision support to health
workers in Malawi found that the application improved the accuracy of
medication prescription dosages, compared to paper-based alternatives.
However, paper-based methods were equally as effective for assessing
clinical severity and referring dangerous cases.
The application was estimated to cost $1.07 per health worker at the
scale of 5,000 health surveillance assistants. The authors warned that
the start-up cost of mHealth programs was often under-estimated.
Non-recurring labor costs provided sticker shock in pilots but rapidly
diminished as the scale increased (Kukla et al. 2015).
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HUMAN RESOURCES FOR HEALTH:
SUPPORTIVE SUPERVISION AND TASK
SHARING CONNECT WITH PATIENT
SATISFACTION AND ACCESS TO SERVICE
QUALITY
Studies from Nigeria and Ethiopia examined how supportive supervision
and task sharing (also known as task shifting) seek to harness human
resources to improve treatment for TB and HIV. Task sharing was defined
as the delegation of tasks to less specialized health workers.
• A process evaluation examined the application of a supervision tool for
TB diagnoses and treatment for 16 public health facilities in Nigeria.
This pilot tool collected and assessed performance against pre-coded
standards on a personal digital assistant. According to interviews with
37 key informants, nearly 70 percent of facility TB focal persons, local
government area supervisors, or state supervisors noted improved
supervisory attention and detail during supervision visits. A majority
responded that the duration of supervision visits increased.
The tool promoted a thorough supervision visit, which may lead to
better quality services and adherence to national standards because
of its methodical questionnaire and immediate feedback. The pilot
was expanded to 500 facilities in six Nigerian states on the basis of the
study’s results (Ohadi et al. 2012).
• A study in four regions of Ethiopia measured patient satisfaction with
task sharing for antiretroviral therapy (ART) services in hospitals and
health centers. Of the patients who completed an exit interview (N=665)
at 21 hospitals and 40 health centers, most were satisfied or somewhat
satisfied with the services received. Patients who received services from
non-physician clinicians (NPCs), however, were substantially more
satisfied than counterparts who received services from physicians.
These findings complemented existing research on task sharing by
providing the patients’ perspective and furthered the case for task
sharing as a potential mechanism for expanding health services (Asfaw
et al. 2014).
• Another study in Ethiopia by Abt and USAID compared treatment
adherence between facilities with different levels of task sharing. In
facilities with minimal task sharing (n=46), NPCs handled routine ART
services, freeing physicians to deal with complex cases. In facilities
with maximal task sharing (n=31), NPCs handled severe drug reactions
and changes in ARV drug regimens in addition to routine ART services.
The study found no statistically significant difference in patient ART
adherence between the minimal and maximal facilities, suggesting that
both NPCs and physicians can provide effective management of ART
treatment (Johns et al. 2014).
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GOVERNANCE: DIAGNOSING CHALLENGES
IN HEALTH EXPENDITURE MANAGEMENT
AND OPPORTUNITIES TO GOVERN FOR
QUALITY IN HEALTH CARE
• Understanding how public health finances are
managed in low- and middle-income countries is an important element
in the effective stewardship of the health system. Abt conducted
Public Expenditure Management Reviews (PEMRs) to explore the
management of health finances in three states in Nigeria. Based on a
methodology developed by the World Bank, the PEMR in each state
used data captured via a survey of health facility managers. This was
then coupled with an administrative survey and strategic audit survey
of local- and state-level health officials to triangulate information. The
results highlighted a number of health governance challenges across the
three Nigerian states.

BUDGETS

DO NOT REFLECT REALITY
OF DEMAND AND NEED FOR HEALTH SERVICES
The most fundamental challenge was the lack of detailed, accurate
financial records. Even when the records did exist, there was often
an unwillingness to share this data. The PEMRs also identified that
political influence was used to subvert or bend established rules and
procedures on the allocation of health resources. Budgeting at all levels
did not reflect the reality of the demand for, or use of, health services.
Actual spending on health services was not in line with the outlined
budget. Finally, the PEMRs found only limited involvement and
influence of civil society in public health resource allocation (El-Khoury
et al. 2012b, 2012c, 2012d).
• As part of ongoing effort with multiple partners and projects—USAID,
the Joint Learning Network, the World Health Organization, and the
HFG and ASSIST projects—Abt performed an in-depth review to
document global experience in governing quality in health care. The
research covered 25 countries, selected as a representative sample based
on rates of change in infant and maternal mortality, levels of human
development, geography, and other factors. More than 230 relevant
documents in the peer-reviewed and gray literature were collated for
these countries.
The findings of this review revealed some associations between
what might be regarded as “better” institutional arrangements to
support quality in health care, and outcomes improvement. Dedicated
institutional structures, financial and human resources to support
quality initiatives, and mechanisms for monitoring quality appeared to
boost health outcomes.
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A supportive legal and regulatory environment was also deemed a
contributing factor. Despite the breadth of the reviewed material, the
authors deemed the evidence overall to be “thin” for governance tools
or approaches that have the most sustainable impact on the quality of
health care in low- and middle-income countries. Further research
activities, such as gathering in-depth and country-specific evidence, are
needed to deepen understanding in this area (Cico et al., 2016).

UNIVERSAL HEALTH COVERAGE (UHC):
MEASURING PROGRESS
Abt Associates has contributed to the topic of UHC in
a number of recent studies that analyze how countries
might address the challenge of measuring progress toward
UHC using tools, proposed monitoring indicators, and data on health
expenditures.
• Abt developed a concise index to measure health service coverage that
advanced beyond typical indicators related to infectious diseases and
maternal and child health. This service coverage included information
on needed health inputs. Calculated for 103 countries, the composite
index of health service coverage demonstrated promise as a metric,
discriminating coverage levels among countries and regions. This
parsimonious index is a feasible approach to measure service coverage,
and represents a step towards reducing the burden of policy makers
monitoring progress on a key domain of UHC (Leegwater et al. 2015).
• Recent case studies in three African countries—Ethiopia, Côte
d’Ivoire, and Senegal—examined the applicability and feasibility of
collecting the World Health Organization’s proposed UHC measurement
indicators. These studies found that the proposed indicators may not
yet be applicable or feasible in a low-income context, particularly those
indicators based on frequent, population-based household surveys and
indicators of chronic conditions.
Local stakeholders preferred indicators that are more programmatically
relevant to their context and less resource-intensive to collect. These
findings imply that country representatives should be involved
in selecting UHC indicators, in order to boost the likelihood of
measurement and to build political commitment (Alebachew et al 2014;
Juillet et al. 2014; Tine et al. 2014).
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• Adequate spending on prevention and public health is essential if
countries are to achieve UHC. An Abt resource tracking study analyzed
prevention and public health (PPH) expenditures in 16 African
countries from 2005 to 2010 using National Health Accounts data. PPH
expenditures per capita varied from US $3 in the Democratic Republic
of Congo to US $64 in Botswana. Most of this spending was allocated
to the prevention of communicable diseases. Expenditures to prevent
non-communicable diseases (NCDs) were minimal at below one percent
and suggested the need for promoting NCD prevention, especially in
light of the rising prevalence of NCDs in Africa.
This study shows the value of using international standards to track
health expenditures. They would permit cross-country comparisons,
reduce overlap in reporting requirements, and improve the monitoring
of health expenditures over time (Kaplan et al. 2013).
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