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Abstract 
 
This thesis provides a practical example of systematically merging elements of two approaches to 
Capacity Development (CD), linear and adaptive approaches, for improved assessment of CD in fragile 
settings.  Capacity, or the ‘ability to produce’ is a core constraint in fragile settings, both shaping and 
exacerbating fragility.  In both fragile and non-fragile contexts, efforts to improve capacity through 
development projects have largely used linear approaches, based on pre-determined inputs and outputs 
as well as skill-based technical capacity.  These efforts have underperformed throughout development 
contexts.  In fragile settings where numerous, intertwined complex factors shape fragility and constrain 
capacity, technical linear approaches are particularly ill suited to addressing underlying capacity 
challenges.  Adaptive, or systems-based, approaches incorporate a wider range of capacities, including 
adaptation and relationships.  Adaptive approaches may be more appropriate in fragile settings.  There 
are also practical advantages of linear approaches, particularly for governments and financiers: they 
outline clear, easily understandable steps; cover defined timeframes; and focus on performance results.  
A particular challenge in knowing which approaches to CD are effective and which are not is a lack of 
capacity development assessment (CDA).   Linear approaches tend to assess performance results as 
proxies for capacity, but do not demonstrate where capacity problems lay, masking ongoing problems 
with capacity.  Adaptive approaches generally use stories and qualitative means to learn about all types 
of changes in capacity.  These can be complex and difficult to easily digest.  Both linear and adaptive 
approaches struggle with how to effectively assess capacity.   This thesis uses literature review on 
fragility, capacity, CD, and capacity assessment, as well as fieldwork in Liberia, to develop indicators and 
an assessment process for CD.  The indicators and assessment process draw on both linear and adaptive 
approaches to assess CD in Liberia, a fragile context.  The result is indicators that measure incremental 
changes in different types of capacities along with an assessment process that uses qualitative methods 
to assess unplanned change.  The process for developing this assessment can be applied to a different 
CD projects in fragile settings including those that merge linear and adaptive methods for CDA. 
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Chapter 1: Introduction 
1. Overview 

Capacity limitations are part of what shapes state fragility.  In light of capacity constraints, 

Capacity Development (CD) programs are a central component of health and development programs in 

fragile settings.  The success of CD programs is mixed.  Capacity development assessment (CDA) is 

particularly challenging, which makes it difficult to gauge the success of programs and improve CD 

efforts.  This thesis looks at a practical example of bridging linear and adaptive approaches to CD and 

using more effective CDA methods towards improved CD in fragile settings.  Figure 1.1 outlines a 

conceptual framework for the thesis. 

Figure 1: Thesis Conceptual Framework 

 

2. Linear and Adaptive Approaches to Capacity in Fragile Settings 

While definitions of capacity and CD vary, central to the concepts is the idea that low income 

countries, and the people and agencies within them, can produce development and health results 

themselves.  In practice, CD is used almost synonymously with training and capacity, with technical skills.  

In some cases, institutional arrangements are linked to capacity and institutional reforms used to build 
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capacity.  These methods of CD are core features of linear approaches to CD, which focus on stepwise, 

pre-planned processes to improve capacity and measure this through improved performance results.  

Although these CD efforts mesh well with government and donor processes, interests, and timelines, 

they have underperformed. 

There is no context where capacity constraints are more acute, or more of a focus for health and 

development projects, than in fragile contexts.  Limited capacity is both a defining feature of fragility 

and a constraint in efforts towards improved health and development.  Yet fragile contexts are 

incredibly complex.  Capacity constraints are impacted by and impact numerous other challenges, 

including limits in government authority and legitimacy and resulting challenges with inequity, 

insecurity, and disharmony between groups.  Training and institutional reform-focused projects using 

pre-planned, stepwise strategies generally fail to take into account these complex circumstances which 

both underpin and are exacerbated by capacity gaps.   

Adaptive approaches to CD, based on Complex Adaptive Systems (CAS) theory, have received 

increasing attention in the CD literature over the last decade.  These approaches focus on interactions 

between CD participants to build multiple different types of capacities, including adaptability and 

relationships.  Adaptive approaches are learning-focused and use open, flexible timeframes.  Adaptive 

approaches are based on the same underling theory as resilience and may be particularly appropriate in 

fragile settings because adaptive approaches aim to address some of the same complex challenges that 

also underpin fragility.  Although linear approaches increasingly incorporate some elements of adaptive 

approaches, particularly some type of participant engagement and organizational learning, they remain 

oriented towards training, step-wise processes, and assessment through performance results.  More 

substantive incorporation of adaptive and systems elements of capacity in CD efforts remain limited and 

the literature reflects a conceptual divide between the two approaches.   
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One of the challenges with moving towards adaptive approaches to CD is that assessments of all 

types of CD have struggled in effectively assessing CD.  Linear approaches usually focus on performance 

results.  While assessments can show whether these are met or not, they don’t necessarily show actual 

capacity or where the problems with capacity lay.  Adaptive approaches generally use stories and 

qualitative means to learn about all types of changes in capacity.  These are complex and do not 

necessarily demonstrate the changes in which governments and donors are most interested.  More 

effective capacity assessment can support efforts to implement more effective CD methods. 

Improving CDA, and by extension CD, is particularly critical in fragile contexts where improved 

capacity, at least in theory, can help reduce fragility and improve health outcomes.  Because fragile 

settings are complex it is important to assess CD within these settings to develop context-specific 

approaches to CD.  

3. Practice Implications 

Adaptive approaches to CD have the potential of improving CD efforts, but despite the attention 

to these approaches in the literature, they are underused in practice.  There are tangible, practical 

reasons that linear approaches dominate CD efforts and are preferred by donors and governments 

including their defined timelines, clearly defined results, and focus on skills and organizational 

structures, two concrete aspects of capacity. One way to move towards adaptive CD approaches is to 

incorporate elements of linear approaches with adaptive approaches.  Another aspect of improving CD 

efforts is improving CDA.  These changes, towards improved capacity and CD programs, are particularly 

critical in fragile settings where capacity gaps are both acute and impact fragility.  

This thesis looks at a practical example of bridging linear and adaptive approaches to CD 

towards effective capacity development indicators (CDI) and a CDA process in Liberia, a fragile state.  

The indicators aim to more effectively assess capacity as ‘the ability to produce’ than traditional 

performance results-based assessments of CD.  These indicators, and the assessment process developed 
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here, incorporate elements of linear CD including the use of clear, pre-determined indicators and 

assessments of technical skills.  The indicators and assessment process also incorporate aspects of 

adaptive approaches including indicators that assess types of capacity beyond technical skills and, 

through the assessment process, assessing unplanned change.  The incorporation of adaptive elements 

is particularly important to address issues specific to fragile settings.  

The work in this thesis aims to serve three purposes.  First, it is an example for other CD efforts 

on how to incorporate elements of adaptive and linear approaches to CD for improved CDA in fragile 

settings. Second, it is an example of a potential way to more effectively measure capacity in fragile 

settings.  Third, it aims to serve as an example of how to incorporate elements of adaptive approaches 

to CD to address capacity constraints in fragile contexts.   

4. How to Read the Thesis 

This thesis presents an extensive literature review and analysis, which shaped the development 

of the indicators described here.  Readers are encouraged to reach the whole thesis.  To guide readers 

through the thesis and for readers who may be interested in specific parts of the thesis, the introduction 

of each chapter includes a detailed overview of the contents of the chapter to help guide the reader.  

The second chapter of the thesis is a literature review that provides background to the third chapter 

which presents the fieldwork in Liberia, indicator development process, and the indicators.  The 

literature review covers fragility, resilience, capacity, CD, CDA, and CD in fragile settings.  Readers 

interested in learning more about these concepts and understanding the theoretical underpinnings of 

the CDIs and assessment process should read this chapter.  The third chapter covers the project for 

which these indicators were developed, the fieldwork, the indicator development process, and the 

indicators themselves.  Readers interested in how the CDIs were developed, what they are based on, 

and what they entail should read this chapter.  The fourth chapter presents thesis conclusions and 

practice implications.  
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Chapter 2: Capacity and Capacity Development an Exploration of the Concepts and Practices for 
Application to Capacity Indicators in Fragile Settings  
 
1. Introduction 

Capacity limitations are a core feature of fragile settings.  Carment et al. (2016) identify capacity 

as one of three central limitations in fragile settings, along with legitimacy and authority (1).  Addressing 

fragility and improving capacity are both complex and challenging tasks, with multiple components.  

Capacity assessment is also a particular challenge, which is exacerbated by the needs and complexities 

of fragile settings. In three main sections, this chapter explores the concepts of fragility, capacity as well 

as capacity development (CD), and CD in fragile settings.   

1.1 How to Read the Chapter 

This chapter is a literature review divided into four main sections: fragility (section 2), capacity 

and CD (section 3), capacity development assessment (CDA) (section 4), and CD in fragile settings 

(section 5).  Section 2, on fragility, begins by exploring what fragility is (2.1) and how the term is used 

(2.2).  It then looks at the related concept of resilience (2.3). Readers who are interested in the basic 

concepts of fragility and resilience as well as how they are used in this work should read this part.  Next, 

the section looks at problems caused by fragility (2.4).  It then looks at challenges with solutions that are 

commonly employed to address fragility (2.5).  Readers interested in the implications of fragility and 

responses to fragility, along with how these concepts are used throughout this work, should read these 

parts.   

The next section covers capacity and development (section 3).  It begins by defining capacity and 

CD (3.2) and looking at the dimensions of capacity (3.3).  Readers interested in the basics of these 

concepts and how they are used in this thesis should read this part of the section. Next, the section 

explores the underlying meanings and uses of capacity and CD (3.4).  Readers interested in how CD is 

discussed and used in development and health should read this part of the section.  The next section of 

the chapter looks at the two main approaches to CD: linear and adaptive approaches (3.5).  These two 
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approaches and how they are used in CD are central to how the indicators and assessment process were 

developed.  Readers interested in understanding the components of these two approaches, how they 

are used in practice, and how they differ should attend to this part of the section.  The next part of the 

capacity section looks at core areas related to why CD has underperformed (3.6).  Readers interested in 

understanding the complexities and core features of capacity and CD should read this section.  The 

section covers assessment of CD (section 4).  The features and challenges with assessment of CD are 

formative for how the CDIs and CDA process were developed. The section covers why to assess capacity 

(4.1), what to assess (4.2), and how to assess (4.3), as well as the process of developing capacity 

assessment indicators (4.4).  Readers who want to understand how the capacity indicators developed in 

this thesis were created and why traditional CDIs were not used should read this part of the section. The 

fifth section explores capacity and CD in fragile settings (section 5).  Readers who want to better 

understand what is different about capacity in such contexts should read this section.  

2. Understanding Fragility 

Section one begins by exploring what state fragility is, how the term ‘fragile states’ is used, and 

the related concept of resilience.  The second section explores challenges in fragile settings including 

health and health system challenges.   

2.1 Defining State Fragility 

‘State Fragility’ is widely used to refer to countries or areas within countries with some 

combination of current or recent armed conflict, weak systems, or fissures in state-citizen relations.  

Despite the proliferation of the term  there is no single definition of what constitutes a fragile state or 

territory (2,3) , as Brinkerhoff (2014) describes: 

“…they [state fragility and failure] are subject to vague competing and sometimes contradictory 
conceptualisations. Their limited utility as an analytic categorisation is commonly acknowledged, yet the 
terminology remains in common usage.” (4) 
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Different organizations define state fragility differently: the Organization for Economic Cooperation and 

Development (OECD), World Bank, African Development Bank (ADB), Fund for Peace, Global Fund, 

United States Agency for International Development (USAID), and the United Kingdom Department for 

International Development (DFID), among others, all define fragile states in their own way and each 

organization’s definition of what constitutes a fragile state has evolved over time (see Appendix One: 

definitions of fragility and Appendix Two: comparative fragile states lists). Variance in definitions and the 

debate around definitions speak in part to a core feature of fragile settings: each one is different.  It is 

difficult to pin down a unified definition of fragility because fragile settings do not embody a single 

situation.  As Klausen and Humphry (2015) describe, “Much like Tolstoy’s quip that each 'unhappy family 

is unhappy in its own way', a fragile state is fragile in its own way…” (5).  It is important to note that 

while fragile settings are prone to armed conflict, they have not necessarily experienced recent armed 

conflict (6).  Additionally, more stable states may have fragile areas that meet the definition of fragility 

used here, characterized by weak state institutions and problems with social cohesion.  Such disparities 

within a country are preconditions for generalized state fragility, as is discussed in greater detail below 

(7).1 

A second reason that definitions of fragility vary so widely is that each development agency 

working in fragile states defines fragility differently.  The variance between definitions is largely based 

on development agencies aligning definitions with their interests and focus.  As Barakat and Larson 

(2014) and explain: 

“Notably, however, different donor governments do not concur on an accepted universal definition or an 
agreed list of fragile states emphasizing different aspects of the term (the inability to provide services to 
citizens, or a missing political legitimacy, for example) depending on their chosen approach (Engberg-
Pedersen et al. 2008, p. 8, Stewart and Brown 2009).” (8) 
 

                                                           
1 Here the term ‘fragile settings’ is used to encompass both fragile states and fragile parts of states that 

are not considered fragile.  ‘State fragility’ is used to encompass both fragile settings and fragile states, while 
differentiating fragility impacting states from other types of fragility.   
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The concept of fragility itself was coined by development actors, who continue to fuel the 

conceptualization of what constitutes a fragile state (3,9). Definitions of fragility are also shaped by how 

easy or difficult it is for the development agency, and in some cases, governments, to work with the 

state defined as fragile (3,9,10). In connection with this, fragile state terminology is considered 

stigmatizing towards countries within the category, in part because of the one-size-fits all nature of a 

single unifying term (3,9,11).  As Pearson et al. (2014) describe “The language of failure brushes over the 

complexities underlying instability.”(11)  

More recent adjustments to conceptualizations of state fragility aim to capture the unique 

complexities of each fragile situation (6,8,12).  This effort to more effectively identify specific drivers of 

fragility is tied to attempts to reduce fragility and is fueled by the Sustainable Development Goals 

(SDGs), which include two objectives related to building stability: “peace, justice and strong institutions” 

(goal 16) and “reduced inequalities” (goal 10) (13).  

Recent evolutions in how fragile states are defined aim to capture the wide variety of different 

conditions encapsulated within the concept of fragility as well as fragility as a feature of all states, 

instead of a discreet list of states.2  This thesis uses the African Development Bank’s (AFDB) definition of 

fragility:  

“…a condition of elevated risk of institutional breakdown, societal collapse or violent conflict. Fragility is an 
imbalance between the strains and challenges (internal and external) faced by a state and society and 
their ability to manage them. At the extreme, fragility is expressed as conflict or collapse of state 
functions.”(14)   
 

While this is drawn from the AFDB, it is conceptually consistent with several other current definitions of 

state fragility (1,6,14). Carment et al. (2016) identify three weaknesses that define fragility: authority, 

                                                           
2 The concept of fragility as a feature of states potentially opens it up to every country.  
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capacity, and legitimacy3, which this thesis uses to more clearly define the ‘institutional4 breakdown’ 

referred to in the AFDB’s definition.   

Closely connected with definitions, indices are a common means to classify fragile states and, 

like the varying definitions of state fragility, different development agencies use different indices to 

classify what fragility is, each emphasizing their own elements. As Brinkerhoff describes, through 

quantification, indices create a sense of objectivity and transparency that justifies action (4).  An 

important element of these indices is that their measures are limited to what is happening within the 

states themselves, but fail to incorporate the impact donors have on state fragility (8).   

2.2 Why focus on state fragility? 

There are a number of different reasons for focusing on state fragility.  Political and security 

objectives are a major driving factor, as outlined in the literature.  The concept itself evolved out of the 

concept of state failure, as both a less stigmatizing and less conclusive way of expressing the concept of 

a weak state (15).  The interest in failed and weak states traces to the late 1990s.  It has roots in cold-

war era efforts to democratize states that lacked entrenched authoritarian or democratic governments, 

post-colonial state-building, as well as post-World War II Marshall plan reconstruction efforts in Europe.  

Work on fragility is based heavily on state building, development practice, conflict resolution, economic 

development, and peace building.  The focus on what we now term state fragility intensified after the 

2001 September 11 attacks when governments and development actors began to focus on the prospect 

of violence within fragile states spilling beyond their borders (8,16–18).  Based on these origins, state 

fragility is frequently used within the framework of military and political objectives.   In line with the 

categorical nature of the state fragility terminology, a number of authors argue that the language of 

                                                           
3 Carment et al. (2016) define the terms as follows: authority- jurisdiction over the population and place; 

capacity- ability to generate and use assets; legitimacy- the presence and level of allegiance from constituents (1).   
4 Here, the term ‘institutions’ refer to organizations, as well as policies and norms.  This is the definition 

used in the AFDB document; the rest of this work differentiates institutions from organizations. 
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state fragility legitimizes decisions for political and security means in such contexts (4,8).  Political and 

security actions in fragile settings are not the only areas with underlying political and security 

motivations.  As Barakat and Larson (2014) explain, contemporary political and security efforts in fragile 

settings focus largely on “winning hearts and minds” through health, education, and other social service-

oriented efforts (8). 

Poor health conditions, low literacy rates, high levels of corruption, and fragmented government 

and citizen relations are also central reasons outlined in the literature for working in health in fragile-

states.  Cammack (2006) describes three underlying motivations for work in fragile states: local peace 

and well-being; economic development and governance; and global security (19).  Although much of the 

fragile state literature, including that focused on political and security objectives, underlines social and 

humanitarian needs, it is difficult to tease apart an interest in addressing social conditions within fragile 

states from underlying political, economic, and security objectives.  

As the fragile states discourse has developed and aid programs specifically target such 

environments, it has become clear that program implementation and aid delivery in fragile settings 

differs substantively from more stable settings, (20,21).  The literature indicates that identifying what 

these differentiated approaches entail is ongoing but includes efforts to incorporate challenges in fragile 

settings, such as capacity limitations, infrastructural gaps, and inequity, into development work (16,21–

25). 

There is a sense in much of the state fragility literature that the people in fragile settings are 

incidental to the geopolitical ramifications of fragility.  There are compelling arguments for addressing 

fragility and living conditions in fragile states based on conditions of poverty, health, education, and 

equity. It is also increasingly recognized that to reach their objectives, development programs in fragile 

states must take different approaches to those in non-fragile settings (21,24).  These are the underlining 

motivations behind focusing on state fragility within this work. 
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2.3 Resilience 

In recent years, the concept of resilience has become increasingly popular in health and 

development literature and practice.  Resilience comes out of complex adaptive systems (CAS) theory 

and refers to a system’s ability to retain core functions after a shock (26).  Resilience is a feature of all 

states (and systems), but gaps in resilience and the need to build resilience are particular concerns in 

states that are also defined as fragile.  

There are a few key differences between the concept of resilience and the concept of fragility.  

First, while some argue that the use and overuse of resilience have diluted the term’s meaning and that 

resilience, like fragility, suffers from conceptual ambiguity, resilience is based on a defined theory 

(18,26–28).  Although different authors have different interpretations of what resilience entails, 

particularly as it applies to different disciplines and applications, unlike fragility resilience is composed of 

some core, transferable features.  These include a system’s ability to adapt, use of modularity and 

redundancies, ability to integrate a wide range of conditions and actors, and ability to foresee and plan 

(26–30).  Kupers (2014) describes core features of different types of resilience, these are outlined in 

appendix three (28).  Kruk et al. (2015) in work on post-Ebola health systems in West Africa describe five 

features of resilient health systems: the ability to obtain and analyze information; capacity to address 

numerous different health issues and populations; the capability to coordinate actors effectively 

towards action; adaptability; and the ability to scale-up quickly (29).  In addition, Kruk et al. (2015) find 

that health systems resilience requires systems and processes responsive to the global character of 

health emergencies, a robust health workforce, and a policy platform for emergency preparedness and 

response (31). These defined conceptualizations of what resilience is, unlike the various definitions of 

fragility can, at least in theory, facilitate defined actions to address resilience.  A second related feature 

of resilience that differentiates it from fragility is that resilience is a feature of systems and sub-systems, 

with close attention to how systems and levels of systems relate to each other (26).  Fragility, on the 
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other hand, is a geographically bounded concept that tends to overlook the impact of external forces, 

including other countries and development actors on fragility.  The geographically-bounded nature of 

fragility also increases the ability to use the concept for political and security ends, as described earlier 

in the chapter (8).   

Resilience lacks the negative, somewhat stigmatizing connotations of fragility.  One way to 

conceptualize fragility and resilience is, as Manyena and Gordon (2015) describe: 

“…opposite ends on a continuum, with fragility being negative and resilience being positive. Thus, fragility 
means the absence or lack of resilience while resilience means the absence of or benign effects of fragility. 
Resilience therefore derives from a combination of capacity and resources, effective institutions and 
legitimacy, all of which are underpinned by political processes that mediate state-society relations and 
expectations (OECD, 2008).”(18)  
 

Along these lines, and in accordance with the literature, this thesis focuses on state fragility and fragile 

settings as those lacking features of resilience, while acknowledging the problems of this frame.  

2.4 Problems of State Fragility 

Poverty and poor social indicators are increasingly concentrated in fragile states (6,32).  Based 

on 2010 figures, a fifth of the world’s population lives in fragile states, yet a third of the most 

economically disadvantaged people in the world live in these states (33). According to a 2011 report by 

the World Bank, 70% of infant mortality worldwide is concentrated in fragile states (34).  Fragile states 

are less likely to have met the millennium development goals than more stable contexts and have a 

higher burden of disease overall- across different causes of morbidity and mortality (35,36). In very 

broad strokes, there are two sets of challenges related to health in fragile states. First, social and system 

problems caused by fragility, including health, health system, and infrastructural challenges.  Second, 

challenges with solutions development actors commonly employ to improve health systems and health.  

2.5 Challenges in fragile states 

Inequity 
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Inequity is a major driver of state fragility and underlies many health-related challenges in 

fragile settings.  Countries with high levels of inequity between socio-economic groups, known as 

vertical inequity, are more likely to be fragile.  While socio-economic and geographic inequities are 

features of many countries, in fragile states, this is often overlaid with religious or ethnic inequity. 

Fragility itself can also increase existing inequities (2,7,37). Bornemisza et al. (2010), using a health 

equity framework that applies to conflict-impacted and non-conflict impacted contexts, argue that the 

health impacts of inequity are based in three types of differences: exposures, vulnerabilities, and 

consequences of disease.  In terms of differential exposure, specific groups or areas may be targeted in 

conflict.  Conflict can impact vulnerability through reduced food supplies, exacerbating malnutrition or 

disrupting educational programs and preventative health services that help to avert disease.  

Differences in the consequences of disease are the result of gaps in access to health services due to lack 

of services or inability to get to services.  Differential consequences also refer to the increased likelihood 

of morbidity or mortality from disease or other adverse health events due to conditions such as 

malnutrition and armed violence.  These layered and increased inequities during conflict exacerbate 

existing, heightened inequities within fragile states (37).  A higher degree of inequity and increased 

entrenchment in government and social structures, in turn, differentiate fragile states from those that 

are not fragile.   

Health Status 

Fragile and conflict-impacted states have a higher burden of disease overall- across different 

forms of morbidity and mortality as a result of what Ghobarah et al. (2004) describe as exposure to 

conditions that increase morbidity and mortality (38,39).  This is closely related to the concept of 

differential exposure, described above.  In conflict-impacted states the indirect effects of conflict on 

health- death due to disease and accident attributable to health systems collapse- are often greater 

than the direct impacts of armed conflict (29,36,38,40).  Although men are more likely to die or become 
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disabled from the direct impacts of armed conflict, these indirect impacts of conflict disproportionately 

affect women, who are more vulnerable to breakdowns in health systems and increased exposure to 

disease (41–43).  This translates into a large share of maternal and child deaths in fragility-impacted 

settings. In an analysis of developing countries with armed conflict, Gates et al. (2012) found that armed 

conflict impacted child mortality, nutrition, poverty, and safe water access, impeding countries’ ability to 

meet the MDGs (36).   

Health System 

While some of the problems of health systems in fragile settings are issues across developing 

countries, fragility exacerbates these issues, as Ayee (2011) describes:  

“In many developing countries, the poor—especially the rural poor—receive inferior services in terms of 
access, quantity, and quality. This situation is exacerbated or magnified in fragile or post- conflict societies 
where destruction has left the state without the resources to provide the services and vulnerable groups 
are excluded.” (7)   

Fragility impacts all six of the health system building blocks, as defined by the WHO.  Fragility and 

conflict place pressure on health personnel.  A lack qualified medical staff is a key challenge in fragile 

states (44). Fragile states are generally unable to train health personnel, lack the systems to deploy 

personnel, and have trouble retaining staff, largely because of lack of funds and working conditions, a 

particular problem outside of urban centers (44,45). Further, the health workforce skill mix in fragile 

states is often skewed, with particular weaknesses in management capacity (45,46). It is also important 

to note that a lack of qualified medical personnel is situated within the broader fraying of social fabric 

that occurs in fragile and post-conflict contexts (29,47). As Witter et al. (2015) explain: 

“Health systems have a social function and the individuals and institutions which make them up play roles 
beyond preventing and curing ill health and working to promote good health.”(47) 
 
In fragile situations, governance is generally weak (48). Health is often sidelined in favor of other 

government priorities, limiting attention to health system leadership and governance (7,49,50).  Health 

spending is frequently diverted to military spending and other security-related areas, contributing to 

problems with health financing (38,40,48,51).  Further, fragility weakens the economy overall, reducing 
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health spending and contributing to conditions of increased morbidity and mortality (40,51).  Due to 

spending and human resource deficits, health service delivery suffers in fragile settings, particularly in 

rural areas and those with active conflict. Services are concentrated in urban areas, which are easier to 

access and may have better living conditions (37,49). Inequitable provision of health services directly 

contributes to the negative impact of inequity on health and social cohesion and threatens government 

legitimacy (37). 

In addition, health infrastructure, along with sanitation and road infrastructure that support the 

heath system, often deteriorate in fragile settings as a result of armed conflict, disrepair, or a 

combination of both (39,40,46,51).  Infrastructural weaknesses combined with limited funds in the 

health sector and active conflict contribute to supply chain breakdowns, resulting in limited availability 

of drugs and other medical supplies (39). Weak data systems are a major problem in post-conflict and 

fragile states.  Information systems break down and data that is collected is frequently based on 

incorrect denominators, has methodological challenges, and is usually aggregated, providing little 

information on specific populations. Data gaps are a particular problem as they result in very limited 

information on health status and services within fragile states (40,48,52).  Finally, all of these system 

breakdowns reduce the equity, efficiency, and effectiveness of the health system (7,29,38,48). 

2.6 Challenges with Solutions Commonly Employed by Donors 

In many fragile states, as a result of limited financial resources for the health sector and weak 

state legitimacy, both with their own populations and international actors, fragile governments’ roles in 

steering the health sector are frequently curtailed (49). As a result, donors often have substantial 

control over the health sector in fragile settings. While donor aid augments government budgets, it is 

often unpredictable, as Tulloch et al. (2011) describe, “Donor aid, which can be considered either as 

humanitarian (emergency) or development assistance, is very unpredictable and uneven and, as such, 

can have severe consequences for health service delivery.”(48) Further, donor priorities and national 
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priorities may not align, as Eldon et al. (2008) note, “Health seems to be more of a pre-occupation of the 

international community than of governments in fragile states.” (49) 

The Humanitarian-Development Divide 

Despite a long history of work on the overlaps of fragility / post-conflict contexts and health, the 

practice of public health continues to revolve around either the humanitarian or development aid model 

and is not tailored to fragile settings (29). Humanitarian relief delivers necessary medical services 

directly to crisis-impacted populations, but does so outside of national governments and without 

attention to health systems strengthening (47,49). Development aid is ideally focused on longer-term 

goals and works through national governments.  In part because of weak governments in fragile states, 

aid and development agencies may circumvent governments, working directly with the population with 

minimal or no government engagement5 (38,54–56).  In fragile settings with few to no health services, 

there is an inherent trade-off between humanitarian assistance, which provides immediate services, and 

health systems strengthening, which takes longer and is more complex (57). Along with the operational 

divide between humanitarian assistance and development aid, there is frequently a funding gap 

between the two aid streams (58).  There is clear recognition on the part of the international 

community, development organizations, and humanitarian actors that strategic actions are needed to 

bridge humanitarian and development work.  Moving towards integrated development and 

humanitarian work will likely be a complex, lengthy process in part due to differing orientations of 

humanitarian and development organizations compounded by different opinions on how and if the 

practices should merge (59,60).   Bridging the humanitarian-development divide is an area in need of 

further exploration and development (61). 

                                                           
5 This refers specifically to donor and NGO bypass of governments or failure to build government capacity, 

a phenomenon noted in many fragile states including South Sudan, Haiti, and Liberia.  This is distinct from 
Afghanistan’s model where donors worked with the government to build their stewardship capacity and helped 
finance NGOs who were contracted out by the government to deliver health services (53).    
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Health Systems Strengthening  

Increasingly, the international community is moving towards health systems strengthening in 

fragile states, which aims to build the WHO’s core health system functions: leadership/governance, 

service delivery, financing, information, health workforce, and medical products, vaccines, and 

technologies (62,63).  Along with directly improving population health, there is increased attention to 

health systems strengthening in fragile settings as a mechanism to build social cohesion and state 

legitimacy (29,50,64,65).   State building as an underlying objective of aid delivery for fragile states is 

central to The New Deal for Engagement in Fragile States agreement signed at the November 2011 High-

Level Forum for Aid Effectiveness in Busan Korea and the OECD 10 Fragile States Principles, which intend 

to guide international aid actors in fragile states (25,66). Health system strengthening in fragile settings 

is often framed as a means to build resilience. At present, there is particular attention to health systems 

resilience.  

Donor Preferences  

The CD literature describes donor6 agencies as traditionally preferring programs with clearly 

demonstrable results and short funding cycles, or ‘quick-wins’, to longer, systems-strengthening 

programs with more ambiguous timelines (29,67).  As a result, donors have historically supported 

disease-specific programs instead of health systems strengthening, resilience, and longer-term capacity-

building related programs (49).  These programs, and the overall field of development assistance to 

health sectors in fragile states, are usually highly fragmented (57,58).  As noted above, there is 

increasing attention to health systems strengthening in fragile states and its role in building state 

legitimacy.  This feeds into the concept of state building.  Donor agencies in the health sector have been 

                                                           
6 Based on the literature, this section refers primarily to donors, or financiers.  Many of the same issues 

also apply to other development partners.  However, many of the alternative approaches to the type of programs 
described here were developed and advocated by non-governmental organizations.  In addition, this describes 
general issues as outlined in the literature and does not necessarily refer to every donor agency.  
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reluctant to enter into work associated with state building as its political nature diverges from their 

health-related objectives, the ambiguousness of the endeavor, and limited evidence on the role of 

health systems strengthening in building state legitimacy (39,47,49).  

Aid to Fragile States 

There is limited, and somewhat contradictory hard evidence on donor aid to health sectors in 

general and as a percentage of national health expenditure (40,58,68).  Pavignani and Colombo (2009) 

explain that donor commitments to fragile states often exceed actual disbursements (40).   According to 

the OECD, using information based on donor commitments, the proportion of donor aid to the health 

sector in fragile states - as a proportion of overall aid- is greater than the proportion of aid spent on 

health in stable low-income countries. In addition, overall per capita ODA in fragile settings is ~37 USD 

per capita compared to ~10 per capita for more stable low-income states (69).   

However, Graves et al. (2012), in a paper examining aid disbursements to 32 fragile states 

between 2005 and 2011, argue that the amount of per capita development assistance for health in 

fragile states is almost half that of more stable states (70,71). Graves et al. (2015) also find discrepancies 

between all cause7 disability adjusted life years (DALYs) and the amount of development assistance for 

health (DAH) that all but two of the states received during that period (70). Ellison (2016) in a paper on 

aid orphans and darlings, found that 91% (10/11) of aid orphans, as defined by the OECD, were fragile 

states.  Chandy (2011) describes a larger number of donors involved in aid within fragile states (65 on 

average) as compared to more stable low-income states (58 on average), less coordination between 

donors, and in fragile states, more donors involved in sectors outside of their aid expertise (68).   

Similarly, Canavan et al. (2008) note substantial volatility in aid to fragile states as they transition from 

humanitarian assistance to development aid (58). All of these factors obscure the actual information on 

aid to the health sector. Finally, it is of note that donors are present in many, but not all fragile states.  

                                                           
7 Refers to disability for any reason. 
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This appears to largely be a function of political relations between countries.  The inconsistencies in 

information on aid to fragile states underline an overall lack of information on donor activities in such 

settings. 

There are some common challenges in development aid to fragile states that exacerbate 

fragility, including poor donor coordination, the need to explicitly address equity issues, and the 

importance of close attention to context. To address some of these problems the international 

community has developed two documents, the 2007 OECD fragile states principles and the more recent 

2011 New Deal for Fragile states.   Monitoring of both of these frameworks has shown minimal progress 

in their implementation (21,24).  

Contracting Health Service Delivery 
 

Contracting is an important tool for health service delivery in fragile settings.  In the fragile states 

literature, contracting of health service delivery usually refers to payments to non-state actors, primarily 

international non-governmental organizations (NGOs), by a contractor, usually a donor organization, for 

health services.  Contracting out health service delivery refers to a non-state provider delivering and 

managing health services.  Contracting out of health system functions is one of the main tools donors 

use in fragile states and can be fixed term or performance-based.8 In theory, contracting out of health 

service delivery allows the national government to execute its stewardship function, managing delivery 

contracts (54,72).  In Afghanistan, the practice of contracting out built the Ministry of Health’s 

stewardship capacity and according to the literature, the government manages health service delivery 

                                                           
8 Contracting-out is used for service delivery, but other functions such as pharmaceutical management 

may be contracted (29,63,64). In theory, contracting out of health service delivery allows the national government 
to execute its stewardship function, managing delivery contracts (54,72).  In Afghanistan, the practice of 
contracting out built the Ministry of Health’s stewardship capacity and according to the literature, the government 
manages health service delivery contracts (53,56,73). Most fragile states have limited capacity for contract 
oversight, and government oversight for contracting has been less successful in other contexts (54,55). In lieu of 
state stewardship, contractors often function with limited oversight or are managed by donors (74).  Contracting 
out addresses some of the immediate health service provision needs within a country, but in practice, may 
circumvent the government, fragment the health system, and threaten government sovereignty instead of 
contributing to health systems strengthening (38,54 ZOT. 
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contracts (53,56,73). Most fragile states have limited capacity for contract oversight and contracting-out 

has been less successful in other contexts, particularly those still in active conflict or with recent conflict 

(54,55). 

In the literature, contracting-in refers to non-state providers managing health services, while 

delivery follows a public-sector model including public sector staff. Contracting payments can be fixed or 

performance-based.  Contracting-in, where a third party manages the health system, has been used 

primarily in post-conflict Cambodia and requires a more developed public-sector delivery system than 

contracting-out of both health system management and service delivery (54,75–78).  

Engaging Beneficiaries 

Community engagement and accountability to beneficiaries are major weaknesses in fragile 

states, where the social contract has frayed.  While there is much language from donors about engaging 

communities in fragile settings, citizens have little substantive participation or voice in the health sector 

(18,55).  This is largely because development and reconstruction programs in fragile states have 

historically focused at the central level of the state-level.  Community-level efforts that do exist in fragile 

contexts tend to focus on population relationships with the central state, as opposed to relationships 

between groups (18). Similarly, accountability relationships tend to focus on the accountability of 

implementing agencies to their donors.  This is particularly true of contracting programs, which as noted 

above are commonly used in fragile contexts.  Resilience, with its focus on integration and diversity has 

the potential of increasing participatory and community engagement (18). 

2.8 Conclusion 

The concept of state fragility encompasses multiple different types of environments and can be 

used to various ends.  At the same time, there are clear defined health system and health challenges in 

fragile settings.  Capacity limitations both influence these issues and are an underlying cause of 

challenges in fragile settings. The challenges in fragile settings are unique and each fragile setting is 
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unique.  Improving health and public health services requires both special attention to the area’s 

context and the use of specialized approaches for fragile settings.  This may require additional effort and 

expense to improve the health and ultimately economic needs of people in fragile settings where poor 

health outcomes and poverty are disproportionately concentrated.  

3. Capacity and Capacity Development 

3.1 Introduction 

Capacity and Capacity Development (CD) are ubiquitous terms in the development, and by 

extension global health, spheres.  Despite their extensive use, the confusion over what both capacity 

and CD are is equally extensive:  

“Experienced practitioners know that capacity has many, often confusing, faces. Pinning it down is like 
trying to nail a multi-coloured jelly to the wall” (Fowler and Ubels 2010) (79) 
 
“Capacity-building is a risky, murky, messy business, with unpredictable and unquantifiable outcomes, 
uncertain methodologies, contested objectives, many unintended consequences, little credit to champions 
and long time lags (Morgan 1998:6)” (James, 2001) (80) 
 

The lack of clarity in what capacity and CD are extends to a lack of clarity in what they are composed of, 

how capacity can be developed, and how capacity and CD are measured.   This part of the chapter 

begins by exploring what capacity and CD are and what they entail. It then covers the two major 

approaches to CD.  The third section reviews important features of CD. The fourth section looks at 

measuring CD.   

3.2 Terms and Concepts 

A multiplicity of capacity and CD definitions, accompanied by a lack of clarity in existing 

definitions, confound authors who urge others to move towards a single, unified definition, adopt 

multiple different definitions, or offer a definition tailored to their use (81–87).  Looking at all of these 

different definitions together (see appendices one and two), most of the differences between 

definitions relates to the means and purpose for which CD are applied.  As a UNDP guide to CD (2009) 

states: 
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“But what exactly do we mean by CD? Confusion around the term seems to have grown along with its 
popularity. For some, CD can be any effort to teach someone to do something, or to do it better. For 
others, it may be about creating new institutions or strengthening old ones. Some see CD as a focus on 
education and training, while others take a broad view of it as improving individual rights, access or 
freedoms.” (88) 
 

The applications and process of capacity and CD are important, but it can be applied to different 

purposes and in different ways. In order to reach a workable definition, this thesis understands the 

applications of capacity and CD as separate from their core definitions.  This thesis identifies three main 

application-related components of capacity and CD: ‘Capacity of what?’, ‘capacity for what?’ And 

‘capacity how?’. These will be outlined later in this section.   

3.2.1 What is Capacity? 

“The ability to receive, hold, or absorb something.” 
 
“the power to learn or retain knowledge; mental ability” 
 
“The ability to do, make or accomplish something; capability”(89) 
 
From the Latin, Capacious: “Capable of containing a large quantity” (American Heritage Dictionary) (90) 
 

Each definition of capacity is characterized by at least one of two common features (Appendix 4 

outlines a selection of different definitions of capacity from the literature).   The first is the ability to do 

something, or as the dictionary definition of the term states “the ability to do, make or accomplish 

something; capability”.  The second aspect, which is not in the dictionary definition of the term, but is 

ubiquitous in practice-based definitions, is the elements available to achieve or do something, such as 

resources, skills, people, and relationships. This aspect of the definition of capacity implies that it is a 

series of inputs (resources, skills, people, etc.) that result in the ability to achieve an objective. 

A third component of capacity, that is alluded to in the development and public health 

literature, but not discussed extensively, is found in the Latin roots of the term capacity, “Capable of 

containing a large quantity”, and one of the contemporary definitions of the term “The ability to receive, 

hold, or absorb something.” (81,89).  While this can be seen as an additional definition, alternatively, it 

introduces a different element to the concept of capacity, reframing it not just as a sum of inputs that 
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results in a series of outputs, but as something with boundaries. When applied to a system or group of 

people, this implies that capacity may not only relate to increasing inputs and resources for improved 

outputs, but also what happens between people and within the system. The practical implication of this 

is that ever increasing inputs and resources may be limited by holding capacity, constraining the ability 

to perform or achieve objectives. 9 

Although this is not captured directly in any of the commonly used definitions of capacity in the 

literature, two make reference to the less tangible spaces in between people, skills and resources and 

between inputs into a system and the achievements.  Brinkerhoff (2010) explains that capacity “…deals 

with the aptitudes, resources, relationships and facilitating conditions necessary to act effectively to 

achieve some intended purpose.” (95) While Brinkerhoff’s definition is open for interpretation, 

facilitating conditions speaks to the environment in which aptitudes, resources, and relationships are 

held.  Baser et al. (2008)  define capacity as “…that emergent combination of attributes, capabilities and 

relationships that enables a system to exist, adapt and perform'.”(96) The description of an ‘emergent 

combination’ underlines that it is not just the inputs themselves that result in the outputs, but the 

evolving interactions between them. 

This thesis does not intend to redefine capacity or add to the extensive existing literature 

debating the merits and demerits of various definitions.  Given this, the thesis draws on the two 

                                                           
9 The concept of capacity as a bounded concept has some relationship with uses of the term ‘absorptive 

capacity’ in the development literature.  In the development and fragile states literature, absorptive capacity is 
used to refer to amount of financial aid a country can absorb, or effectively utilize (63,91).  This is connected with 
the concept of capacity having boundaries.  However, the concept of absorptive capacity is not tied with 
definitions of capacity itself or uses of capacity in development beyond financial flows.  In addition, the concept of 
absorptive capacity is from the organizational development literature and refers to the ability of an organization to 
“ability to identify, assimilate, and exploit knowledge from the environment.”(92) This use of the term is 
specifically tied to knowledge, which this thesis understands as one aspect of capacity.  In addition, it is a 
somewhat different use of the term than in the development literature and, while implicitly tied to the 
idea of boundaries, this is not explicit in the terms use or definition (92–94).  Because of the conceptual 
confusion around absorptive capacity, differing uses, and disconnect as a bounded concept from actual definitions 
of capacity, it is not discussed in detail in the thesis. 
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definitions highlighted above, while noting the three features of capacity as outlined in various 

definitions: inputs (resources, skills, people, aptitudes, etc.), the ability to perform or achieve, and 

boundaries or limits in what can be contained or achieved.  

3.2.2 What is Capacity Development? 

If definitions of capacity are opaque and various, the concept of CD is that much more unclear.  

‘Elusive’, ‘poorly defined’, and abundant have all been used to describe definitions of CD (85,86,97).  As 

Venner (2015) explains “…the term is now used so widely and imprecisely in so many contexts that its 

usefulness is questionable.” (86)  As with capacity, authors on CD tend to seek a single unified definition.  

Similarly to capacity, differences between definitions relate to the intended purposes, components, and 

means of CD.  Appendix five outlines various definitions of CD, although it is important to note that 

many authors eschew a single definition of CD in favor of more complex descriptions of the practice of 

CD or reiterating others’ definitions (81,85,86,98,99).   

Although CD is used here, multiple other terms are closely linked with CD.  It is used almost 

interchangeably with capacity building, but CD implies that existing capacities are being developed and 

capacity is not built from scratch.  Capacity strengthening and capacity enhancement are also used along 

this vein.   

Putting aside different objectives and methods of CD, which will be addressed later in this 

chapter, at its core CD is about change leading to improvements in capacity (95–97,100,101).  This is 

most clearly articulated in the definition of the term developed by Baser et al. (2008), used in this thesis, 

which defines CD as “…the process of enhancing, improving and unleashing capacity; it is a form of 

change which focuses on improvements.”(96) This definition is transferable to different types of CD and 

processes while reflecting that CD hinges on change and improvements.  

Much of the CD literature suggests that CD is always a deliberate, assisted process.  Some 

authors argue that CD is a naturally occurring process and that capacity has developed in many 
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countries and situations without assistance (83,84,100,102–104). Mallet et al. (2014) differentiate CD, as 

a naturally occurring process, from capacity building as a purposive, assisted process (84). While other 

authors delineate these two terms differently, the dichotomy used by Mallet et al. underlines the 

distinction between purposive and spontaneous capacity building processes. There is ample evidence in 

the literature and in life that capacity can develop without assistance.  If CD is also a spontaneously 

occurring process, then learning from these spontaneous instances of CD can inform deliberate capacity 

building efforts (83,96,99,100,102,105). Based on this premise, in this thesis CD is understood to 

encompasses both deliberate and spontaneous improvements in capacity.  The thesis itself will focus on 

CD as a purposive process and in the context of development and global health programs.   

In focusing on CD as a purposive process in development and global health, this thesis 

necessarily deals with several sets of actors that are important to mention. First, local actors, or 

counterparts, whose capacity is being developed. Second, development agencies and donors associated 

with governments including bilateral development organizations, and international organizations 

including development banks and other multilateral development agencies. Third, International and 

local nongovernmental organizations. In this context, International nongovernmental organizations are 

differentiated from development organizations connected with governments and International 

organizations in in part because their CD practice tends to differ from these organizations and in part 

because they have different roles in the CD process (101). Large development agencies tend to be 

involved in the decision to embark on CD and its overarching design.  Nongovernmental organizations, 

while sometimes involved in the design of CD and decisions to undertake it, are almost always involved 

its execution.  

3.3 The Dimensions of Capacity  

There are three inter-related dimensions of capacity and CD that are closely tied to, and often 

folded into definitions of the terms:  capacity of what?; capacity for what?; and capacity how?  The 
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conflation of these concepts and core definitions of these terms is part of the reason for ambiguity 

around what the concepts are. Aside from the relationship between these components and the 

definitions of capacity and CD, these three components are useful to understand capacity and CD in 

practice.    

Capacity of Which Unit?  

Capacity and CD are closely tied to the unit capacity is being considered or developed.  Another 

way to frame this is “capacity of what?”.  Is capacity being built of an individual, organization, or another 

unit? The ‘what’ whose capacity is being considered or developed has implications for the type of 

analysis that is being done, measurement, and in the case of CD, the methods used.   

To orient the concept of “capacity of what” most work on capacity and CD focuses on the idea 

that both function on different levels.  What these levels are varies between documents.  A common 

division of levels is individuals, organizations, and institutions (95,106).  For example, a capacity 

development program might target: individuals’ abilities to work as lab technicians; an organization’s 

capacity to efficiently and effectively manage laboratory diagnostics; or a country’s institutional capacity 

to collect, maintain, and share diagnostics will maintaining patient confidentiality and attending to 

intellectual property issues.   

In the literature, organizational and institutional capacity are often conflated with each other, 

with institutions used synonymously with organizations (81,107).  Along with the fairly standard levels 

outlined above, other definitions include components such as policy, politics, customs, regulation, and 

groups as levels (84,87,108).  One challenge with inclusion of these more specific terms in definitions of 

levels is that each fall within one of the broader levels and so their inclusion tends to be duplicative.  

Other definitions include levels such as ‘the enabling environment’ or ‘communities’, which do not fall 

as squarely into the existing levels (87,106).  Systems are an additional dimension of capacity. Along with 

not capturing some entities such as communities or the enabling environment, the three commonly 
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used levels fail to capture capacities developed between levels. To reflect this, some authors include 

systems as an additional level of capacity building (97,109,110).  While this is also a bit duplicative with 

organizations and institutions, both of which potentially represent systems, it also introduces the 

distinct concept outlined above, of capacity between levels and within systems and networks broader 

than organizations and institutions. Baser et al. (2008), using a complex adaptive systems approach, 

suggest focusing only on systems, and not using the levels construct at all, because changes in one level 

impact other levels and “Macro and micro changes begin to reinforce each other.” (96) Visser (2010) 

maintains the use of levels, but emphasizes the need to work between levels for substantive capacity 

change (111). 

Much of the practice-based CD literature and CD programs focus on one of the three commonly 

used levels. Analyzing current CD efforts without attention to these levels would fail to recognize the 

basis on which they are structured. Based on the importance of levels in the capacity literature and 

practice, this thesis maintains the use of this concept. However, both use of a complex adaptive systems 

approach to CD and attention to systems as another level of CD capture interactions between levels, 

which is another very important dimension of capacity.  For purposes of this thesis, systems are 

considered as a fourth potential unit of analysis for CD. The thesis focuses on organizational capacity, 

with attention to interactions between levels and the broader systems that impact organizations and 

institutions.  

Capacity for What Purpose? 

Capacity and CD are closely tied to the purpose for which capacity is being used.  In CD, clearly 

articulating the purpose for which capacity is developed is central to the methods and how it is 

measured (85,87,97,112).  Capacity and CD can be applied for significantly different purposes, which 

result in substantively different actions.  As the New South Wales Department of Health and Australian 

Centre for Health Promotion (2010) allude to:  
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“Given our discovery of the different ways in which capacity-building is used, we recommend that as much 
as possible, policy makers and practitioners use a more specific term depending on the activity in question. 
That is, that people refer to infrastructure building, creating sustainability or creating problem-solving 
capacity” (87). 
 

While the different purposes capacity and CD can be applied to do not necessarily call for redefining the 

terms, it does speak to the importance of clarity in the purpose of CD.  In the development literature 

most purposes are framed in terms of functions, such as capacity for policy making and management or 

development outcomes (85,108).  Eade, in a text on Oxfam’s approach to capacity building from 1997 

cites CD for the purpose of overcoming social exclusion.  These different purposes shape how capacity 

interacts with different aspects of the system, different elements of what capacity entails, and different 

forms of measurement (85,97,112). 

How to Develop Capacity? 

Although there are many different forms of CD, there are four interventions traditionally 

associated with CD.  When CD is discussed, it is often these interventions that are referenced.  These 

four commonly cited methodologies, training, institutional reforms, technical assistance, and 

participatory methodologies, are reviewed below. 

Training 

CD is often used synonymously with training, yet in practice training, which generally builds only 

individual skills, is a limited component of capacity building (83,86,99,100). Training encompasses stand-

alone trainings, workshops, and on-the-job trainings.  While training develops skills, it does not address 

the resources needed to apply skills, the environment in which people work, or a host of other factors 

that impact capacity.  In part because of this, training alone is of limited efficacy in building capacity.  As 

a 2008 World Bank report which found roughly half of training projects financed by the Bank resulted in 

substantial substantive change or improved capacity states: 

“Making the leap from individual learning to workplace performance outcomes and, subsequently, to 
development capacity impact requires both good training design and an appropriate organizational and 
institutional context in which to apply the learning from training..” (113) 



 29 

 
Although training only targets individual skills and is demonstrated to underperform in developing 

capacity, it is still associated with capacity building and receives much attention, particularly in the 

International development and global health spheres.  This is in part because it is a defined, measurable 

activity, but also because there is considerable demand for training from local counterparts (114).  The 

momentum behind training is so great that as Watson (2006) describes, it has become an industry (101). 

Partially because it takes place within the organizational context, on-the-job training is generally 

more successful in building individual skills than classroom-based training, which dominates capacity 

building practice and discourse.  The other factor that contributes to the relative success of on the job 

training is that it attends to principles of how adults learn: through practice and participation, as applied 

to their lives, instead of through route and lecture-based means (100,115).  On the job training is also 

closely related to modalities including coaching and mentorship which help people improve the skills 

they apply to their jobs. 

Institutional Reforms 

Institutional reforms are a top-down approach to CD that involve changes to policies, rules, and 

laws to build capacity.  These reforms are often designed to model institutions of Western countries and 

are generally driven by development banks and other large financiers (84,98,102,116).10  Andrews, 

Pritchett, and others in a series of texts on what they term ‘capability traps’, describe the 

underperformance of institutional reforms which they attribute to states that do not have the 

functionality or human capacity to execute adopted policies and laws.  The result is states with the 

features of functionality but without actual functionality (102,105,116). Institutional reforms are 

frequently a focus of capacity building efforts in fragile and post-conflict states where formal institutions 

                                                           
10 Similar to the conflation of organizations and institutions in the literature, institutional reform is 

sometimes conflated with organizational restructuring (98). Although institutional reforms are distinct from 
organizational restructuring the former may result in the later.   
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are particularly weak (81,105,108). 

Technical Assistance 

In theory, technical assistance (TA) involves an ‘expert’ providing support to a local counterpart.  

In practice, technical assistance can encompass a wide range of different activities, but often refers to 

‘surge’ or replacement capacity (114,117,118).  In these instances, technical assistance essentially 

performs the functions of local counterparts.  This temporarily puts capacity in place, but does not 

substantively build capacity.  Technical assistance, even when working to more substantively build 

instead of replace capacity, involves external assistance for an internal problem.  Morgan (1997) notes 

that this solution to capacity limitations treats these challenges as technical problems which require 

expertize, as opposed to problems which can be addressed within the organization (118). TA providers 

are usually chosen for their technical skills and TA, particularly international TA, may lack contextual 

understanding which is also critical to CD (114).   There is also a large body of literature describing that 

TA is often seen as imposing an external agenda on local counterparts (98,105,114,118,119).  However, 

TA encompasses almost any type of support an expert or skilled advisor provides to a counterpart.  In 

reality it is practiced in a very wide variety of ways and is not mutually exclusive to other forms of 

capacity building including those discussed here.  

Participatory Methodologies 

While participation is a component of almost all CD programs, and will be discussed later in this 

chapter, participatory methodologies seek deep engagement of CD beneficiaries.  There are two 

fundamental premises behind these approaches, which also differentiate them from participation as a 

component of most CD programs.  First, the concept that change is most effective if it happens 

internally.  Second, that deeply engaging participants empowers them and creates greater change 

(100,103,104,112,118). Domingo (2009) describes CD as a process of unleashing the agency of local 

actors (112).  There are a variety of different participatory methodologies for CD. Defining features of 
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participatory approaches include allowing participants to: identify capacity challenges, develop and test 

solutions to challenges, monitor and learn from their own progress, and make internal organizational 

changes (100,103,104,112,118).   

3.4 What are we talking about when we talk about Capacity Development?  

Definitions are one aspect of how capacity is understood, but when we say, ‘this organization 

needs CD’ or ‘we are working on a CD project’ or ‘fragile states lack capacity’ what are we actually 

saying?  Does this mean the same thing to all people and all organizations? Beyond the activities that CD 

entails, what are the underlying issues CD is trying to solve and goals it is trying to achieve?  The history 

and present use of capacity and CD are important to contextualize the term CD and its current use.  This 

section explores the underlying uses of the terms capacity and CD.   

In the realm of international development (not to be confused with CD), CD has become a 

modus operandi (86,97,115).  As the UNDP’s guide to their CD approach (2009) states: “There is now 

emerging agreement in the development community that CD is the engine of human development.”(88)  

The primacy of CD in development is not up for debate, but why CD is so dominant is contested.  CD is 

largely seen as emerging from earlier forms of development assistance, primarily institution building and 

technical cooperation as a way to move from fixing specific technical problems or augmenting resources 

towards a means of empowering countries and people, as  the Community Development Resource 

Association (1995) describes: “We all know the classic development cliché... 'Give a man a fish, feed him 

for a day; teach him how to fish, feed him for a lifetime’”(120)   In some form, this sentiment runs 

throughout the literature on CD in development: ultimately CD is about people in low-income countries 

achieving objectives themselves. 

Despite this thread of commonality, the literature uncovers substantial differences in how CD is 

approached and understood.  For donors, CD potentially offers the opportunity to roll back investments 

in a country and, as Crisp, et al. (2000) describe, is seen as “the holy grail” (98).   Another impetus for the 
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focus on CD, often ascribed to donors, is to resolve deficits of low-income countries (81,109).  As Barakat 

and Chard (2002) describe:  

“The aid community’s rationale for ‘building’ or ‘developing’ institutions is based on the perception that 
poor communities and national governments are dysfunctional and failing to ensure the well-being of their 
people through lack or loss of ‘capacity’”.(81)  
 

Similarly, Venner (2015) states that capacity building has been positioned “…in terms of a movement 

from tradition and custom towards higher levels of rationality.” (86).   Both of these framings are closely 

connected with the idea of capacity building as transferring political structures and management 

systems from developed countries to low-income countries.  As Lusthaus et al. (1999) describe CD is 

connected with institution building, institutional development, human resource development, and 

development management (97). Andrews, Pritchett, and others describe a practice of large 

development institutions leveraging resources to so that low-income countries adopt political systems, 

institutional models and  management practices from developed Countries (102,105,116).  As described 

in the literature, while this understanding of CD retains an interest in fostering functionality and 

independence, it also frames capacity in terms of looking and behaving more like developed states.   

Related to this, CD in international development is occasionally referred to as ‘capacity for 

development’.  While this is sometimes used more broadly to describe capacity as it relates to 

development, it is also often tied to the specific processes of development projects (83,115).  As the 

Paris Declaration for Aide Effectiveness states: “The capacity to plan, manage, implement, and account 

for results of policies and programmes, is critical for achieving development objectives”(121) This 

framing of capacity in the literature is one in which capacity and CD are seen and used specifically as the 

ability to execute development projects in order to achieve broader development and health goals 

(100).  

An alternative view of CD stems from an alternative history of CD.  While much of the literature 

traces CD to institutional development and management, going back to post-Marshall plan development 
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practices, Eade (1997) argues that CD is rooted in Freire’s liberation theology, which espouses 

empowerment and social justice for poor and marginalized populations.  Crisp et al. (2000) describe CD 

as rooted, in part, in 1970s community empowerment movements (98,103).  This strain of CD views it as 

an intrinsically participatory process, explicitly oriented towards empowering marginalized groups.   

These are vastly different uses of capacity and CD.  The concept’s ability to be used for many 

different purposes is an inherent feature of the term, as Baser et al. (2008) describe: 

“The usual treatment of capacity as a concept does not give it an obvious intrinsic meaning. Rather, its use 
is mainly to connect and legitimise other issues, ranging from decentralisation to training to participation 
to service delivery to structures and systems. (96) 
 

This is a significant feature of capacity and CD that is born out in the literature: the concepts do not 

imply a single issue or impetus, but are instead chameleons that can fit into different purposes and uses. 

This is closely connected with the idea of ‘teach a man to fish’ described above. There is little argument 

that teaching someone to do something on their own is positive and yet there are a multitude of 

reasons to undertake the CD process, ways CD can be conducted, and purposes to which capacity can be 

applied.   

3.5 Approaches to Developing Capacity 

Based on the literature, there are two contemporary approaches to CD: linear and adaptive 

approaches. In practice, there is substantial overlap between the two approaches and these are not 

strictly distinct categories, but conceptually they have different bases and substantially impact CD 

practice. (83,96,100,115,119,122).  

Linear Approaches 

Linear approaches are generally associated with large development organizations such as the 

World Bank, UNDP, and USAID, as well as other donors (110,115,123). Linear approaches to CD 

dominate the practice and most of the CD literature traces CD’s origins to linear practice.  Linear 

approaches treat capacity gaps as immediate technical problems, based on gaps in individual skills and 
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organizational as well as institutional structures, that impede performance (118). In linear practice, CD 

itself is often used almost synonymously with training (100,115,122,124–126).  Linear approaches also 

traditionally focus on large-scale reforms, often based on functional institutions from developed 

countries, to build institutional capacity (102,107,108,116,126).   These approaches focus on pre-defined 

objectives, outputs, and other concrete activities and deliverables associated with logical frameworks 

and other step-wise processes. The expectation of these approaches is that they will result in discrete, 

measurable results based on defined inputs and processes.  As Venner (2015) explains: 

“Many of these documents on CD give the impression that it is a precise, technical process with definable 
objectives and predictable, measurable outcomes, somewhat like an industrial production line.(86) 
 

Linear approaches are heavily tied with the lagging success of capacity building efforts (83,96,100–

102,104,113,116,119).  As Hope (2011) describes: 

“It is abundantly clear that the CD blueprint that was used during the past two decades has been 
discredited. It was principally concerned with the transfer of knowledge and techniques from the North. It 
was supply-driven rather than demand-driven. CD outcomes were therefore not sustainable from the 
inception. Not much was done to engage developing country officials to determine what they considered 
to be their respective country’s capacity deficits and CD needs.”(104) 
 

There are various reasons that capacity building efforts have underperformed, all of which will be 

discussed later in this chapter.  In terms of linear approaches, many of the reasons that they have failed 

are also the reasons they work for large development agencies whose models hinge on showing results 

to financiers and constituents: a focus on clear, distinct activities; measurable results; use of ‘best 

practices’ that have worked well in other contexts; and defined, often short, timelines (83,85,86,96,100–

102,104,116,119).   

Adaptive Approaches 

Adaptive approaches are rooted in complex adaptive systems (CAS) theory.  Key elements of 

CAS theory as they relate to adaptive approaches to CD include: parts of systems impact each other in 

unpredictable manners; feedback loops are central to learning and change; change is an inherent part of 

any system; systems are self-organizing; change occurs through gradual interactions within the system 
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(or ‘emergence’); and context critically impacts the system (82,96,101,119).   In terms of CD, CAS 

introduces the idea that capacity is embedded within the existing system and CD is a regularly occurring 

process, the features of which can be harnessed to substantively build individual and organizational 

capacity through incremental, iterative approaches with deep attention to context as well as 

interconnections within and between systems.  Based on adaptive approaches, capacity gaps are the 

result of deep systems challenges, and are not seen as immediate, purely technical challenges.   

Adaptive approaches usually do not set well-defined objectives or timeframes at the outset, holding that 

CD is an unpredictable process rooted in the concept of emergence (101). As de Lang (2013) describes: 

“A central feature of the systems approach is the concept of emergence, which is understood as the 
process whereby “elements (of capacity) combine and interact over time to create a greater whole” 
(Morgan 2005,1). This notion implies that capacity cannot be engineered simply through the delivery of 
inputs (funding, expertise, etc.), but develops as a result of a complex interplay of variables. As a 
consequence, CD remains uncertain and difficult to predict. Any external intervention is thus to a large 
extent influenced by system behaviour over which an external agent has only limited control. Further, from 
a systems perspective, organisations and collaborative associations are seen as social systems in their own 
right. But at the same time, they are also elements in a number of other systems. Under the influence of 
multiple factors, organisations develop and adapt to complex situations and ever-changing circumstances. 
Consequently, their development is to a large degree unpredictable and involves both formal and informal 
processes. Organisations are grounded in the history, culture, and politics of a country and may involve 
ethnic groups, traditional healers, feudal relations, and the inner circles of party political groupings.” 
 

In practice, adaptive approaches generally work on the group or organizational level focusing on 

teamwork and collective as well as participatory and problem-solving, action-oriented methods.  Core 

features of these approaches include embedding learning and feedback loops into the CD process, the 

centrality of participant ownership, an understanding that the most important incentives for change are 

intrinsic, and the perspective that changes from capacity building are often unplanned 

(96,100,102,109,127–129). Adaptive approaches are usually framed as ‘new’, emerging after the 2008 

European Centre for Development Policy Management (ECDPM) by Baser et al., outlining five core 

capacities, based on a complex adaptive systems approach (85,96). However, this work is closely aligned 

with and appears to have grown out of earlier work emphasizing comprehensive, whole organization 
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approaches and complete participation of the people whose capacity is being built from the early design 

phases of the project (80,103,118,130).  

Adaptive and linear approaches: practiced on a spectrum 

Although linear and adaptive approaches are framed in opposition within the literature, in 

practice they are usually used in combination and most CD programs and associated monitoring and 

evaluation fall along a spectrum between the two approaches.  In particular, current linear CD efforts 

are very much aware of the limitations of approaches that fail to generate ownership, adapt to context, 

build in feedback loops, attend to the relational and systems nature of organizations, and recognize the 

limits of outputs and results as measure of success (85,99,113,115,125,131). Some authors argue that 

these changes are not substantive, for example Venner (2015) states that part of the reason donor 

agencies have incorporated aspects of the adaptive approach is to legitimize their involvement in 

broader systems and the ‘enabling environment’ within countries (86). However, as much of the linear 

literature recognizes the importance of a broad range of features from adaptive practice, while retaining 

aspects of linear practices, an alternative read is that linear approaches are beginning to step more 

towards adaptive approaches.  It is important to note that while there is a clear literature of linear 

approaches, the linear literature does not self-identify these approaches or the theoretical frame.  The 

concept of linear approaches was identified and coined by the adaptive literature.  This will be discussed 

further in chapter three. 

Adaptive approaches acknowledge that skill acquisition and trainings serve a necessary purpose. 

At the same time, adaptive approaches are not necessarily a natural fit with the reporting requirements 

and funding cycles of both donor organizations and host governments. In reality, both approval for 

capacity building projects and funding for such efforts come from donor agencies and governments. In 

light of this many authors on adaptive approaches acknowledge the need for a combination of the two 

approaches (83,100,101).  Although linear approaches often incorporate some aspects of adaptive 
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approaches, such as participation and learning, this tends to be somewhat superficial.  More substantive 

combinations of the two approaches would start by combining the theoretical perspectives, and use this 

to incorporate aspects of both approaches. 

At the core of the differences and the debate between these two methods is the 

underperformance of CD programs.  Most critiques of CD programs tend to cite the failures of linear 

efforts or linear aspects of programs, but there are few practical critiques of adaptive approaches.  That 

contemporary linear practices have incorporated many aspects associated with systems approaches 

buoys the argument for systems approaches’ efficacy. In both the linear and adaptive literatures, most 

of what works and what does not work in CD programs is very much in line with the adaptive literature.  

However, as adaptive approaches evolve further, and in particular more developed monitoring and 

evaluation emerges, it is possible that a more nuance critique of adaptive approaches emerges, similar 

to the exhaustive critique of linear approached.  

What is capacity?: frameworks and comparing what capacity entails 

The central differences between linear and adaptive approaches to CD are in the timeframes, 

scopes, methods, and units as outlined above, as well as what capacity entails.  Linear approaches treat 

capacity as composed primarily of resources, skills, knowledge, and structures, to achieve improved 

technical performance (86,100,115,125,132).  Adaptive approaches include relationships, interactions 

with systems, and other less tangible attributes,  to engender system changes (86,96,101,132).  Baser et 

al. (2008) in their formative work on CAS approaches to CD identify five core capacities (known as the 

5Cs) that are much referenced in the literature (82–84,86,95,129).  These are: “the capability to self-

organize and act; the capability to generate development results; the capability to establish supportive 

relationships; the capability to adapt and self-renew; the capability to achieve coherence.” A detailed 

description of the components of the Baser et al. framework is in appendix six (96). The concept of the 

Baser et al. capacities is that focusing on technical skills and related physical and human inputs alone will 
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not build capacity; capacity exists in a system and in order to perform and function a series of other 

capacities between people and within networks and organizations are necessary capacities for 

organizations to perform.  Brinkerhoff (2010) offers another framework for CD.  While this is slightly 

more oriented to linear practice, it is potentially complementary to both linear approaches and the 

Baser et al. adaptive framework:  

“CD can be targeted at gaps and weaknesses in the following: Resources (who has what) Skills and 
knowledge (who knows what) Organisation (who can manage what) Politics and power (who can get 
what) Incentives (who wants to do what).” (95).   

 
Other frameworks are tailored to a specific type of capacity and define capacity based on the needs of 

that specific function. Like Brinkerhoff’s framework, these also tend to be linear-focused, oriented 

towards technical capacity, but can complement an adaptive approach or framework.  For example, 

Newbrander et al. (2012) break management capacity into capacity to plan, implement, and monitor 

and evaluate (67).  This function-specific framework is complimentary with both the Baser et al. (2008) 

and Brinkerhoff (2010) frameworks. 

3.6 Why has Capacity Development Under-performed?: Core Areas that Impact Capacity 

As noted earlier in the chapter, CD projects have not lived up to expectations. Why is this the 

case? There are a number of different perspectives on why CD has under-performed.  One reason, 

outlined in the literature for CD’s failure to live up to expectations is that it is not being conceived 

correctly. This perspective is rooted in adaptive approaches to CD and holds that when capacity is 

conceived only as skills and resources, it is impossible generate comprehensive improvements in 

capacity (83,86,96,100,101,119).  Contemporary linear practice’s criticisms of earlier CD focus on how 

CD is practiced, and not on what it is fundamentally understood to be. 

While there is much written in the literature about how CD has underperformed, and needs to 

be done better, Ortize and Taylor (2009) point out that many of the errors of capacity building are not 

because it is necessarily conceived incorrectly, but that it often is not conceived at all: 
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“Many development organizations consider CD a fundamental part of what they do, yet very few 
understand what it is in a strategic and operational manner. They sense intuitively what it is. They know 
they do CD and why it is important (and spend large sums of money doing so), yet they rarely conceive of 
it, operationalize it, or measure it in a way that helps them learn and improve their approach.” (83) 
 

The idea that one of the challenges of CD is that it is often not conceived of, or practiced in a methodical 

manner, links closely to one of CD’s most common criticisms. 

Much of the literature roots CD’s failure in CD not being done ‘correctly’.  This criticism comes 

largely from the adaptive CD practice to the linear practice, which argues that CD has not paid enough 

attention to the key areas and practices (82–84,86,96,100,101,104,118,119).  This criticism, on the part 

of adaptive CD practitioners, is closely tied to criticisms of donor engagement in CD, which they describe 

as overly focused on moving money, development projects, quick performance results, and fragmenting 

overall CD efforts (83,84,98,101).  Contemporary linear CD practice also argues that earlier forms of CD 

were not done ‘right’ (88,115,122,123). There are strains of adaptive criticisms of linear practice in linear 

practice’s self-criticism, which underline the increasing overlap between the two approaches.  

The following sections outline a number of common critiques of CD across different approaches 

to CD. This indicates that the type of capacity building matters less to the outcomes than how it is 

approached. This section outlines core areas that impact capacity and are important to attend to in 

developing capacity. 

Capacity Versus Performance  

Capacity and performance are closely linked, but notably distinct.  Going back to the definitions 

of capacity outlined above, capacity is essentially the conditions that enable performance.  Those 

conditions may not be readily apparent when focusing only on performance (83,85,96,101,132).  This 

has two practical implications.  First, focusing on performance can indicate that there is a problem with 

capacity, but does not indicate where the problem is located: is there a problem with technical skills, 

relationships, resources, being overloaded beyond the boundaries of the organization (85)?  Second, as 

Ortize and Taylor (2009) describe “most capacities have only weak links with immediate performance” 
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(83).  For example, financial reporting might improve in an organization.  This might be a result of overall 

capacity development, but could also be a result of one very skilled employee, upon whose departure 

the quality of financial reporting returns to its original state, as overall organizational capacity did not 

change. Similarly, an organization could have improvements in technical capacity across individuals 

responsible for financial reporting as well as internal oversight, but because of power outages within the 

location, performance on financial reporting remains unchanged.  Because of the weak links between 

performance and capacity, focusing on changes in performance as a way of seeing changes in capacity 

can show limited progress (80,118). 

Power 

Power manifests in a number of different concrete ways in CD efforts.  First, in aid relationships 

there are power dynamics between donors of aid and recipients, shaping who and what receive capacity 

building and how.  As Barakat and Chard (2002) describe: 

“aid is a negotiation between unequal partners in which the ‘giver’ can (and therefore does) impose 
conditions (implicitly or explicitly, for political or economic ends, or even unconsciously through cultural 
bias) because he cannot be effectively challenged by the weaker partner in the negotiations.” (81)  
 

This has fundamental implications for what aspects of capacity are developed and how capacity is 

developed.  Second, there are power dynamics between the people building capacity and their 

counterparts (84,87,95).  While this may be particularly pronounced in technical assistance, most forms 

of CD involve counterparts.  The actors assisting with CD are seen as having attributes that those whose 

capacity is being developed do not possess.  As a result, the party doing the CD often has more power in 

the relationship than the party whose capacity is being developed.  These dynamics are exacerbated if 

the people doing the CD are not from the country such as external ‘experts’ and consultants, who often 

hold more formal authority (95).  Third, shifts in power dynamics are inherent in changing and improving 

the ability of people, organizations, and institutions to achieve objectives. As Domingo (2009) describes:  

Effective CD contributes to reshaping power and authority, as well as the incentive and interest structures 
that motivate the strategies and behaviour of key actors (112) 
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From this perspective, shifts in power dynamics are a fundamental part of CD.  For example, a capacity 

development program in a monitoring and evaluation unit might shift decision making power from the 

unit leader towards staff within the unit, whose experiences and input, as well as voice in decisions, 

might have more weight.  Managing power dynamics, to ensure the recipients of CD do not lose their 

voice and that less empowered or marginalized groups within an organization are not sidelined, should 

be part of the CD process. (84,86,95,97,112). 

Incentives and Politics 

The concept of incentives in CD is that extrinsic motivation is an essential component of the 

ability to accomplish objectives.  While incentives often refer to very tangible forms of motivation, such 

as salary and other types of monetary compensation, they also encompass more subtle forms of 

incentives and disincentives both within the direct work or organizational context and in the broader 

culture.  For example, if it is not within the norms of an organization for lower-level staff to participate 

in meetings and staff feel that they will be perceived negatively for participating, they are unlikely to do 

so.  In a situation where part of the capacity challenge is that there is a disconnect between 

implementation and decision making, these subtle disincentives to participate contribute to capacity 

challenges.  In the literature, incentives are highlighted as an under-attended to area for capacity 

building, but there is little detailed analysis of what improved focus on incentives for capacity building 

would look like (95,98,108). Similarly to incentives, politics are an often cited important component of 

CD, with limited elaboration in the literature (95,108,115).  In general, the literature indicates that 

political conditions need to be aligned with CD for it to be effective (84,95,108,115).  Politics, as a key 

area influencing capacity, is often lumped in with incentives, likely because political dynamics create 

incentives and disincentives for accomplishing objectives. 

Relationships 
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Relationships, in terms of capacity, refer to the ability to interact with and draw on other 

entities. Like many of the less tangible aspects of capacity, relationships are an often-ignored 

component.  However, the ability of individuals and organizations to interact with others and other 

parts of the system is critical both to accomplishing objectives and further access to other enablers of 

capacity such as resources and knowledge (84,96,114,133).  For example, if individuals managing a 

hospital have strong relationships with each other, as well as people prom other hospitals, they are able 

to work with each other to address challenges and draw on others in similar situations from other 

hospitals.  Woodhill (2010) describes changes in relations between actors as the space where capacity 

changes can become ‘transformative’, unleashing other aspects of capacity (133).  The importance of 

relationships is a core feature of the adaptive literature on capacity building and relationships are 

increasingly recognized as important in linear capacity building.  Adaptive techniques build in structured 

interaction between participants to impact relationships for capacity improvements (84,101,114).  

Participation / Ownership 

There is pervasive acknowledgement in the CD literature that ownership of local actors and their 

participation in all elements of the CD process are critical for success.  The need for beneficiary 

engagement is a feature of the overall development literature and extends to the capacity for 

development literature.  The emphasis on participation and ownership are driven by the idea that 

improving abilities to achieve objectives cannot be externally imposed.  As Brinkerhoff (2010) describes: 

“CD is fundamentally — and importantly for sustainable progress — an endogenous process that concerns 
what goes on in a particular country, apart from whatever donors do”(95)  
 

In theory, participation and ownership are core parts of both systems and contemporary linear CD 

practices.  In practice, the extent and ways in which local ownership and participation are practiced vary 

substantially.  In development, this is in part related to the nature of the practice, which despite wide 

theoretical knowledge of the importance of engaging beneficiaries has, as Barakat and Chard (2002) 

depict, “a culture of deciding for rather than with”(81).  Pritchett and Weijer (2011) describe a tendency 
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in development practice towards large-scale, replicable best practice programs. They juxtapose this with 

what they term small development, beneficiary-designed small solutions to specific problems (105). 

These large-scale programs are more aligned with externally imposed solutions than with empowering 

participants to identify their own needs, design, and structure CD programs.   

There are many ways that participation can be enacted, which also contributes to failures 

translating the rhetoric of participation and ownership to practice (85). In much of the literature, 

participation refers to deeply participatory approaches, as described earlier in the chapter.  Participation 

can also refer to cursory consultations on predesigned capacity building programs (98). Further, 

Lusthaus et al. (2009) describe a tenuous connection between participation and ownership. As Lusthaus 

et al. describe and the literature bares out, there’s a focus in the literature on engendering participation 

for the purpose of creating ownership, but this partially depends on the process of how beneficiaries are 

engaged and is also impacted by a variety of other factors including politics, incentives, and other 

important factors impacting CD covered here (80,97,118). 

The boundaries of capacity 

One of the criticisms of linear practices and donor engagement in CD is the tendency of donors 

to overload countries with performance and capacity expectations (86,105).  This relates to the 

‘boundary’ aspect of capacity discussed in the definition section earlier in the chapter.  As Venner (2015) 

describes: 

“The CD idea provides justification for larger, more complex and more politically and socially intrusive 
technical assistance programmes. Because everything is interrelated donors need to try to solve all 
problems at once, generating complex reform agendas which can be a burden on developing country 
governments.”(86) 
 

In this framing, CD is a way to increase the boundaries of what it is possible for countries to do and the 

number of activities that they undertake, but limitations in the ability of countries to undertake all of 

these activities remain (86,105). 

Learning, feedback and iteration 
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Learning, in the form of continual feedback loops and iteration based on feedback, is a core 

feature of adaptive approaches to CD (96,100,101,105,124,134). Learning, in this context, is a means to 

improve both capacity and the CD process itself (100). In linear capacity building practice, the focus was 

traditionally on individual knowledge acquisition as a means of improving skills and in sum improving 

organizational capacity, but as Vallejo and Wehn (2016) describe learning for skills acquisition is a 

limited component of learning and individual learning does not necessarily lead to organizational 

learning: 

“While it may be true that learning ‘‘takes place inside individual human heads”… it would be a mistake to 
conclude that organizational learning is nothing but the cumulative result of an organization’s members 
(Hedberg, 1981). For example, an organization may suffer from low performance because its structure 
does not support change in habits and practices, even though the individuals that make up the 
organization possess relevant and up-to- date knowledge. In such a situation, it is necessary to use CD 
modalities targeting cultural change, which involve interventions related to fostering team work, 
responsibility sharing, partnerships, and strategic planning, among others (Levinger, 2015).” (100) 
 

Adaptive approaches emphasize that learning is a process, embedded in a broader range of CD, not a 

time bound activity limited to training.  In terms of organizational CD, this is closely linked to the idea of 

building a learning organization which is open to change and has internal mechanisms to reflect on 

processes and make adjustments accordingly (97,100,105,124).    

Learning, feedback, and iteration are very closely connected to the idea of participation and 

ownership in the CD process. If feedback loops and learning are embedded in CD, then in theory, 

participants are deeply engaged in the process of reflecting on CD, learning from what has been done, 

and making adjustments accordingly.   The concept of iteration also differs from how linear methods, 

which emphasize predefined solutions, are usually implemented (134). 

Learning is also a component of capacity building assessment.  In adaptive practice, assessment 

is primarily focused on internal learning and iteration, as will be discussed further later in the chapter.  

In linear practice, information is often gathered and fed back into the CD process only for upward 

reporting and accountability to donors and not for purposes of individual or organizational learning and 
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improving the CD process.   This limits the extent to which information acquired through the CD process 

can improve both capacity and the CD process (83,100,135).  

Timelines 

Traditionally, CD projects, particularly those driven by donors, have operated within short time 

frames. CD as conceived by adaptive approaches is a gradual and complex process that takes longer 

than donor funding cycles allow (95,99,105,114,122,127,132,136,137). The time-consuming nature of 

CD is closely linked to the concept of emergence, discussed earlier in the chapter.   Becker (2014) notes 

that while short-term projects might have a place in initiating longer-term CD, short-term projects 

focusing on donor-objectives dominate: 

“what drives much CD today are referred to as “projectizing” and “micro-izing”, in which actors “produce a 
stream of bite-sized and discrete projects”, driven by their own modus operandi “to organize their work 
around designing and funding projects”, forgetting or ignoring other vital aspects needed to facilitate real 
CD.” (109)  
 

These short time frames may address technical issues, but limit uptake of more complex aspects of CD 

whose activities cannot be undertaken in short time periods (95,101,105,109).  

Results and unplanned change 

Donors tend to look for clear, measurable results, often in the form of improved outputs. 

Ultimately, all capacity building is about improved results.  The question is whether the achievements of 

CD activities are measurable in immediately improved results. Linked with the concept of emergence, 

adaptive approaches to CD emphasizes not only that the process of CD is hard to predict, but also that 

the specific results of CD can be hard to predict. This is particularly true when CD is understood as more 

than skills, knowledge, and resources but also encompasses relationships, incentives, power, and 

ownership.   For example, changes in relationships might be the biggest immediate result of CD projects, 

but these changes are often not anticipated at the outset and are difficult to anticipate at the outset.  In 

the long-run improved relationships can improve outputs, but these improved outputs may take longer 

to see than the short time frames of most CD projects and can be difficult to see at all (83,96,100,101).   
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Attention to context 

Another important component of CD is attention to local context, which helps to develop CD 

methods and processes that are closely aligned with local circumstances, culture, politics, and other 

factors. The literature regularly criticizes international actors for paying limited attention to the 

specificities of local environments. International actors leading CD frequently have extensive technical 

knowledge with limited cultural or contextual knowledge (83,99,100,114,118,138). A related criticism of 

CD is that it can work to build systems and structures from scratch, with little attention to what already 

exists.   This failure to build on the momentum of what is already in place is an often–cited reason for CD 

efforts’ failures (81,83,117).  These concerns relate to a tendency on the part of development programs 

to apply stock programs across different contexts with little attention to the dynamics or specificities of 

local and organizational contexts. Based on the literature, more attention to the areas described above 

would improve CD efforts.  An additional argument for why CD is largely unsuccessful is because it is not 

assessed correctly, or often at all, and as a result there is both little information on how it works and 

whether CD has worked (83,85,99). This is the subject of the next section. 

4. Assessing Capacity Development  

As various and convoluted as definitions and the practice of CD are, CDA is that much more 

complicated. As with the practice of CD, assessment methods differ between linear and adaptive 

approaches.  However, in both approaches CD is often not assessed at all and there is a lot of debate 

and confusion about how to assess CD. This section will focus specifically on CDA and capacity in the 

context of the CD process (85,135).  

There is little clarity on how to assess CD (80,83,118,135).  As Watson (2006) describes, “There 

are very few examples in the literature of monitoring of 'capacity' itself” (101).  This stems in part from 

the lack of structured attention CD receives. When the practice of CD receives little structured attention, 

assessment receives even less attention, as Simister and Smith (2010) describe, in a paper entitled 
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“Monitoring and Evaluating Capacity Building: is it Really That Difficult?”: 

“For some INGOs, capacity building is just one – and not always the most important – aspect of its work 
with partners. Any organisation has limited resources to carry out M&E work, and some INGOs prefer to 
devote these resources to monitoring areas such as partnership, child and youth participation, or equity 
and inclusion.”(135) 
 

There are three main, linked aspects of the confusion around CDA. First, there are differing ideas about 

why to assess CD. The reasons for CD assessment guide what is assessed. Some assessment is conducted 

for purposes of donor accountability. Other assessment is conducted to create a body of evidence on 

how to develop capacity. Other forms of assessment intentionally eschew the term ‘measurement’ for 

‘learning’, and focus on internal learning on the CD process and performance (80,83,101).  Second, there 

is a lack of clarity on what should be assessed: is it the CD process?; Is it the outputs of the organization 

whose capacity is being developed?; Is it inputs into CD?; Is it performance?; Is it predefined indicators?; 

Is it all the changes that happen in the CD process, both planned and unplanned?; Is it a change in 

capacity itself (83,100,101,122,135)? Third, if it is capacity itself that is being assessed, what exactly is 

being assessed (85,101)? The differing definitions of what CD is and what it entails complicate how to 

assess it.  

4.1 Why assess? 

The reasons for measurement are important because they inform what is assessed and how. 

There is much written in the adaptive CD literature about linear practice’s tendency to assess for donor 

accounting purposes. Watson and others argue that part of the problem with results measurement is 

that it is oriented towards upward accountability to donors, which generates little impetus to 

substantively improve performance (83,100,101,118). As Watson (2006) describes:  

“ 'Endogenous' accountability appears to be more important as an incentive to performance than 
performance monitoring largely for reporting to 'exogenous' stakeholders (donors or lenders).”(101)  
 

Based on the linear CD literature, donor accounting is one reason for measurement. Another is to see if 

CD is successful, aside from accounting purposes (88,110,115,123). A third, is to see if CD improves 



 48 

results. As discussed earlier in the chapter, linear practice is very oriented towards CD as a means of 

directly, and quickly improving performance results (83,100,101,115,118,122,126,132). This assessment 

tends not to focus on the process of how capacity is developed or which elements of capacity develop, 

in favor of assessing performance (135).  While linear practice has reasons for assessment beyond donor 

accountability, because donor accountability is a central driver for assessment and linear practice, 

assessment tends to flow upwards, impacting the nature and design of assessment (83,135). 

Adaptive approaches assess CD for three main reasons. First, to learn what changes to capacity, 

both planned and unplanned, happen during the CD process. Second, to understand what worked and 

what did not work in the CD process. Third, to generate internal learning about capacity as well as the 

CD process.  This learning process is focused on facilitating learning of internal stakeholders to 

incorporate structured group reflection on work processes through feedback loops (83,96,100,101). As a 

result, information from assessments flows not only upwards, but also horizontally, and sometimes 

downwards to service beneficiaries (98,100,101).   

4.2 What to assess? 

Determining what capacity is and what CD entails is challenging.  Capacity itself lies somewhere 

between a series of attributes (relationships, skills, adaptability, resources) and performance.  CD 

represents change, which improves the ability to achieve objectives.  In line with their performance 

results focus, linear programs often focus on performance improvements of organizations whose 

capacity is being developed. Performance is used as a proxy for capacity, reflecting linear programs’ 

emphasis on improved technical performance.  Performance is frequently measured by organizational 

outputs (83,100,122).11 For example, if capacity of a financial management unit is developed, progress 

                                                           
11 Linear methods are sometimes referred to as logical framework methods because they usually follow a 

logical framework with inputs, processes, outputs, outcomes, and results to organize both the projects and their 
assessment. The elements of the logical framework are outlined before the project begins. Since outcomes and 
impact can be difficult and time consuming to measure, as a proxy of improved performance, capacity is often 
measured through improved outputs of the organization whose capacity is being developed (83,100,122). 
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on CD is often measured through improvements in financial management outputs, such as improved 

timeliness and completeness of reporting. Such output measures are performance measures.  

Performance measures as proxies for capacity measures are tricky for a couple reasons. First, 

outputs as measures of performance are also proxy measures of performance, indicating only the result 

of performance. Second, as noted above, changes can occur in capacity that may not directly, or 

immediately impact performance (83,85,96,101,132).  As Mizrahi, 2004 explains: 

“…Performance indicators do not reveal what aspect of capacity is responsible for a better or failed 
performance…Capacity enhancement projects may not be successful in generating better performance 
indicators or more satisfactory outputs, yet without adequately disaggregating capacity and finding 
indicators and benchmarks to measure capacity enhancement through its different analytic dimensions, it 
is difficult to assess what aspects of the process are failing, where additional support is required, and 
whether capacity enhancement projects are even realistic or feasible. Weak performance can be 
attributed to the lack of skilled personnel, to the unclear definition of roles and responsibilities within an 
organization, to the lack of adequate financial support, to the weakness of the regulatory framework, or to 
a combination of all these factors. Understanding these different analytic dimensions and designing 
measurements to evaluate progress at each level is important for designing better and more effective 
capacity enhancement projects.”(85) 
 

Another challenge with results-oriented measurement is that predetermined changes in results are 

often very ambitious and difficult to achieve, particularly in short timeframes (83). Changes in capacity 

may have occurred, but may not yet have led to substantive changes in results.  

Further, CD is often an assisted process, through technical assistance or other forms of 

partnership, and if improvements in capacity are measured through improvements in results, TA and 

other partners may directly perform the work of their counterpart, essentially replacing capacity instead 

of developing capacity (95,114,136). Another commonly used indicator of linear CD are outputs of the 

CD process, such as number of people trained and terms of reference developed.   This assumes that 

producing these outputs will have an impact on capacity and says little about the actual effectiveness of 

the outputs in developing capacity (83,97,100). Outcomes of the organization whose capacity is being 

built and outputs comprise most performance indicators.  As Morgan (1997) notes in describing existing 

measures: 

Measures exist at the input and output end of the spectrum (e.g. number of staff trained in management 
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accounting during the last fiscal year) and many indicators can be found which address service delivery 
and performance outcomes (e.g. percentage increase in the number of smallholders visited by extension 
staff since the beginning of project operations). There remains, however, a ‘black box’ in the middle of the 
indicator spectrum to do with CD which remains vague and unclear. (118) 
 

Identifying indictors that fall in this ‘middle’ space is a central challenge of CD assessment.  

There are a few additional measures of capacity used by linear methods, but these are also 

problematic.   Individual skill improvement, or knowledge, is sometimes used as a proxy for capacity 

improvement, but as noted earlier individual skills do not translate to practical application or to 

organizational capacity. Increasingly, linear approaches are aware that improvements in individual skills 

do not necessarily result in improvements in organizational capacity (113,115,122). Another measure of 

organizational capacity is the presence of organizational documents and structures such as mission, 

vision individual terms of reference and plans (80,126,135). However, while these may be important to 

have, their presence does not necessarily reflect substantive changes within the organization.  

Adaptive approaches are interested in capturing many different types of changes in capacity. 

This includes changes in performance and results as well as changes in relationships, organizational 

adaptability, internal incentives, and other areas impacting capacity. Adaptive approaches do not set 

indicators at the outset of the process.  Adaptive approaches assess a much broader range of areas than 

linear approaches. In addition, because adaptive approaches are focused on areas that are less tangible 

than results they are interested in assessing people’s opinions and experiences, along with generating 

feedback and engagement in the assessment process. Adaptive approaches hold that learning from 

opinions, experiences, and stories can be fed back into an organization to help spur change 

(83,100,101,135). 

  Attribution is another challenge in capacity measurement. Some programs, both linear and 

adaptive, are interested in demonstrating which changes are directly attributable to CD intervention. 

When adaptive approaches are interested in attribution, they continue to focus broadly on all types of 

changes occurring in the CD process for purposes of learning from why these changes happened 
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(80,83,122).   

4.3 How to assess? 

Linear practice generally uses quantitative measures for assessment. Measures often focus on 

percent changes in the outputs of the organization whose capacity is being built, such as percent change 

in the number of children vaccinated.  Building off of the financial management example above, 

improvements in an organization’s financial management outputs may be measured through percent 

changes in timeliness and completeness of reporting (88,110,115).  Increasingly, contemporary linear 

practice also uses some qualitative methods to assess changes in organizational performance and pay 

attention to organizational learning, participation, and ownership (115). However, instead of building 

learning, ownership, and participation into the measurement process, linear methods tend to assess 

these using a logical framework model (85,115,126).  Otoo et al. (2009) outline a method for assessing 

changes in CD which includes quantitative measures of learning outcomes.  While this includes skills and 

individual knowledge it also includes relationship-oriented areas: teamwork and coalition building (115). 

Adaptive approaches primarily use qualitative methods to learn what changes in capacity 

happened, why these happened, and how these happened, for learning purposes to improve both 

capacity and the CD process. Stories of participants in the CD process are a core feature of adaptive 

approaches to assessment (83,101,114,135). Several specific techniques exist to capture the stories in a 

participatory manner that engenders learning. One commonly used method is the Most Significant 

Change (MSC) technique, which uses a structured approach to collecting stories, and then assessing the 

stories in a participatory manner to determine the most significant changes that occurred in the CD 

process (83,101,135). Another approach is outcome mapping, in which CD participants identify a range 

of different potential outcomes across behaviors, relationships, and organizational outcomes, as well as 

intermediary progress steps, and use qualitative methods to capture the changes that happen in the CD 

process (101,135,139). Both MSC and outcome mapping use techniques that require interactions 
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between CD participants, to both gauge and facilitate changes in relationships. These methods capture 

broader systems changes, a hallmark of adaptive approaches, and are designed for participant 

engagement in the assessment process as well as participant and learning (83,101,135,139). 

Linear approaches are criticized, in part, for not capturing the range of changes that can occur 

during CD.  In turn, adaptive approaches are criticized for not identifying clear indicators of 

improvement in capacity, which can lead to an absence of goals for the CD process. As a result, many 

authors urge a mixture of methods for measuring CD.  As Vallejo and When explain: 

Nevertheless, this approach [complex adaptive systems] can be criticized for leaning toward the other 
extreme, refusing to define tight indicators, and using such broad conceptualizations of (collective) 
capacity that improvements thereof are literally pre-defined. A hybrid approach combining elements from 
the results- based and the system approaches can provide a practical middle ground, allowing insights into 
the effects of interactions between involved stakeholders and expected as well as unexpected changes 
while also making some efforts to predict (and manage for) tangible outcomes.” (100) 
 

Such an approach combining elements of both methods speaks to the relative strengths of each.  Linear 

methods are well suited to funding priorities and monitoring performance results while adaptive 

approaches are suited to capturing specific elements of capacity (relationships, adaptability, integration, 

etc.) as well as engaging participants in the measurement process.  

Along with commonly used linear and adaptive approaches to measuring capacity there is a very 

wide range of different, novel frameworks for assessing capacity. Most of these fall on the spectrum 

between adaptive and linear practices, but do not necessarily capture elements of both practices. The 

range of different approaches speaks to the complexity of measuring capacity. This work grapples 

primarily with what aspects of the CD process should be measured and what capacity entails.  As an 

example of work addressing what aspect of CD should be measured, James (2001), presents what he 

terms the ‘Ripple Model’ which defines different aspects of capacity and the CD process that can be 

measured. The model is based on concentric circles and starts with the capacity building process in the 

inner circle surrounded by internal organizational changes of the organization whose capacity is being 

built, followed by changes in the organization’s relationships with its beneficiaries.  The model intends 
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to direct changes needed for improved capacity assessment and is designed to be adjusted based on 

organizational needs (80). Other authors aim to identify indicators of capacity, as defined as the ability 

to achieve an objective. Simister and Smith present a ladder of change, developed in a participatory 

manner, with indicators moving from very low capacity, such as “network is considered irrelevant to 

needs of members”, to the more complex, “network is capable of developing a joint policy 

positions.”(135)  Huisman and Ruijmschoot (2013) used a questionnaire structured around the Baser et 

al. (2008) five capabilities model (see appendix six), administered to the organization itself and its 

partners, to assess changes in the organization’s capacity (129).  Rouger et al. (1998) in work on small 

farm management capacity assess farm managers’ personal aspects (drives, abilities, and history), 

decision making (planning implementation, and command), the technical process that they follow, and 

the farm’s results (140), to assess farmers’ capacity. All of these methods are different ways of breaking 

down and identifying key aspects of capacity for assessment.  There are no clearly available large bodies 

of work around a single assessment framework, based on the available literature.  However, there are 

large quantities of capacity building work which are not published or publicly available (99,136). 

There is much written in the CD literature about the need for common indicators of CD, to ease 

comparisons between CD programs and more effectively assess the success of these programs 

(99,100,136). While there is clearly a need for a tighter body of work on how to measure capacity, 

capacity is so closely tied to the individual functions and needs of an organization, that universal 

indicators are likely a difficult proposition (136).  One current challenge with existing indicators is that 

they tend to be vague, opening considerable space for application in any number of different manners 

(85,118). While there is an argument that vague indicators could be tailored to specific programs or 

projects, this also raises a question of whether it is more useful to have a series of generic indicators 

that can be tailored to specific programs or a method for identifying indicators that can be applied to 

different programs (136). 
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4.4 Developing indicators 

Across both the linear and adaptive literatures there are core elements which are important for 

developing indicators and a process of measuring CD. These fall within the areas discussed above: the 

why, what, and how of assessment.  Identifying clear organizational capacity challenges and objectives is 

a first step of identifying indicators, as well as embarking on the capacity building process. 

Organizational challenges and objectives help define where indicators can be set (115,118,135). 

Adaptive approaches emphasize that the people whose capacity is being developed should identify their 

own capacity challenges and objectives (83,100,135). Second, the means for measuring capacity 

challenges and objectives need to be identified. Here, there is a decision between proxy indicators of 

performance, the presence of structures such as organizational vision and mission, identifying novel 

indicators of capacity, or a combination of methods (80,85,126,130,132,135). Because of the complexity 

of measuring capacity, using a combination of different methods can often help to effectively measure a 

change. However, this needs to be balanced with identifying a large number of complex indicators, 

which can complicate the assessment process (118).  Third, CD is an incremental process and indicators 

should incorporate this incremental nature (85,101). Fourth, indicators should reflect how they will be 

used, whether for internal learning, upwards accountability, downward accountability, or a combination 

(135). Fifth, the process for assessing indicators including the level of counterpart participation in the 

process needs to be identified. Participation, not only in identifying initial challenges, but also in 

developing indicators impacts the extent to which assessment can contribute to learning about capacity 

and the CD process (80,115,118,124,126). Morgan (1997) underlines that indicators are often poorly 

conceived or satisfy only one specific party because of limited participation in the development process, 

which is often led by donors and international consultants (118).  While there is no single indicator of 

improved capacity, there is some agreement in the literature on the broad elements of what indicator 

development entails.   
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4.5 Conclusion 

Capacity and CD are frequently discussed aspects of development and global health. However, 

the terms are somewhat flexible and can be used in different ways for different purposes.  Most CD 

practice is based on linear methods, oriented towards technical, performance results based outcomes, 

the results of which have not met expectations.  Adaptive approaches to CD offer a holistic, systems 

based alternative, yet adoption of these methods in CD practice is slow (101,105). This is in part because 

linear methods of CD are better aligned with donor funded projects and in part because the stepwise, 

logical framework approach of linear approaches is more straightforward than adaptive approaches. 

Using aspects of both approaches in CD has the potential to address some of the limitations of both 

approaches.  

CD assessment is a particular challenge. Capacity itself, and a change in capacity, are particularly 

hard to pinpoint for assessment.   Linear approaches tend to focus on performance results while 

adaptive approaches gather a lot of qualitative data in a time-consuming manner, which may not 

capture some of the information that is important to donors and governments. Despite the challenges, 

CD assessment is particularly important to learn more about what works and what does not work in CD 

as well as for learning of organizations whose capacity is developed.   As with CD in general, there is 

potential for combining linear and adaptive techniques for CD to improve CDA.  

5.  Capacity and Capacity Development in Fragile Settings 

5.1 Introduction 

As discussed at the beginning of the chapter, lack of capacity is a core feature of fragile settings 

and Carment et al. (2016) identify capacity gaps as one of three defining features of fragile states, along 

with limits in accountability and legitimacy (1).  Much has been written about the need to build capacity 

and components of capacity in conflict-affected and fragile states, but as in more stable contexts, there 

is very little concrete evidence on effective strategies to build capacity in fragile settings (46,57).  A key 
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question about capacity and CD in fragile settings is: what is different about capacity in fragile settings as 

compared to non-fragile settings?  

5.2 Capacity Challenges in Fragile Settings  

Baseline Capacity 

Fragile settings often have lower baseline capacities than non-fragile settings (81,95).  One 

reason for this is the level of destruction that armed and social conflict can level on individual, 

organizational, and institutional capacity.  Another driver for lower baseline capacities is that conflict 

may have occurred over a long period of time, interrupting the functionality of institutions and 

organizations and by extension halting the exercise of capacity.  Institutions that develop capacity are 

weakened, including but not limited to educational institutions.  Further, conflict often causes people to 

flee fragile countries, further constraining human capacity.   In addition, fragile states may have fewer 

resources available then non-fragile settings (81).  Because baseline capacity is low, donors and 

governments are frequently compelled to replace capacity instead of developing capacity  (95,117,137). 

Frayed Social Fabric 

Very closely connected with this, the social fabric in fragile settings is often frayed.  This limits 

people’s abilities to work together and to capitalize on relationships, contributing to low baseline 

capacity. It also hampers the CD process, particularly broad engagement and structured interaction of 

actors in CD (84).  When there is social fragmentation in general in a country, reflected in the country’s 

institutions and organizations, this also limits institutions’ and organizations’ ability to relate and engage 

with communities, a critical component of being able to deliver services.  Along with challenges 

interacting, relating, and engaging between groups in fragile settings there may be ongoing armed 

conflict, exacerbating social fragmentation and complicating CD (81,95).  As a result of conflict and social 

fragmentation, political dynamics in fragile settings are often amplified, further complicating CD efforts 

(95,112).  The political, social, and conflict dynamics in fragile settings increase the need for attention to 
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context in CD programs (84,112,141). 

Urgency to restore or establish services 

In fragile settings, particularly immediately post-conflict, there is a sense of urgency to restore 

services and operationalize projects (95,141).  This shortens timeframes of CD projects even more than 

in non-fragile settings. While many authors point to donors as the impetus for these short timeframes in 

fragile settings, as Brinkerhoff (2010) notes: “Donors are not the only ones who want to see services 

now; citizens in fragile states do too.” (95) Since baseline capacity is generally so low and circumstances 

can change very quickly in fragile settings the negative consequences of short timeframes of CD 

projects, described earlier in the chapter, are exacerbated (112,142,143).  The urgency to restore 

services often results in donors delivering services through NGOs or private sector agencies, essentially 

bypassing governments or replacing government capacity (57,144).   

Development Organization capacity limitations in fragile settings 

Finally, donors and non-governmental agencies (NGOs) in fragile settings may have limited 

capacity to handle the unique challenges of fragile settings (141).  In the immediate post-conflict period, 

humanitarian assistance organizations usually dominate the aid sphere and these organizations tend to 

not be well-versed in community engagement, in favor of immediate service delivery (81).  Connected 

with this, the language of fragility used by donors conceives fragile settings in terms of deficiencies.  This 

is reflected in the development and CD practice in these settings which generally fails to capitalize on 

the existing agency and capacity of people, organizations, and institutions in fragile settings (108).  As 

described in the literature, donors may use the opportunity to spur the development of new formal 

institutions, which are historically modeled based on functional institutions in other countries, but the 

country may not have the capacity or supportive structures to maintain (102,105,116).   Ambitious 

institutional development efforts further necessitate the use of outside capacity to function, which 

limits the long-term sustainability of these institutions and ultimately the extent to which they can 
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contribute to peace building (112,137). Donors are often inclined to focus on formal institutions, at the 

expense of informal institutions such as communities and families, which may be stronger in fragile 

settings than formal institutions (81).  On top of this, in fragile settings multiple different or ‘hybrid’ 

institutions tend to replace single institutions and development organizations often fail to attend to 

these hybrid institutional contexts in CD efforts (84,112). 

5.3 Conclusion 

The extent of capacity issues and overlapping nature of different issues in fragile settings tends 

to result in states becoming what several authors describe as ‘stuck’ (84,95,105,116). Capacity for self-

organization may be particularly limited and exacerbated by relationships with donors, which can foster 

dependency.  Based on this, adaptive approaches are particularly useful in fragile settings because they 

incorporate multiple different capacities and allow for exploration of the systemic issues underlying low 

capacity as well as fragility (84,95). 

6.  Chapter Conclusion 

Issues of CD are heightened in fragile settings, which have particularly low baseline capacities 

and deep contextual factors underlying capacity challenges.  In these environments, donors, and other 

development organizations, are often heavily engaged.  Linear methods, which are generally preferred 

by donors and governments have underperformed. Using a combination of linear approaches, which 

attend to donor accounting needs, and adaptive approaches that address deeper contextual issues 

related to capacity, may be particularly applicable to fragile settings.  One particular advantage of 

adaptive approaches to CD in fragile settings is that the underlying components of capacity, as defined 

by adaptive approaches, overlap with areas resilience practice aims to build, such as integration, 

adaptation, and foresight and planning.  These overlaps exist because both originate in CAS theory.  This 

overlap speaks to how practices in resilience building and CD through an adaptive lens could 

complement each other.  



 59 

Along with limitations of linear methods of CD, CDA is a particular challenge. Current methods to 

assess capacity do not effectively capture capacity or lack clarity. There is a need for improved capacity 

assessment that effectively captures capacity while generating usable information for organizations 

whose capacity is being developed, donors, and governments.  
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Chapter Two Appendices 
Appendix One: Organizational Definitions of Fragile States12 
 
Organization for Economic Cooperation and Development (OECD) 
In 2015, the OECD moved away from a descriptive definition of what constitutes a fragile state and a firm set list of 
such states to a definition based on five sub-components of fragility, with attention to the differential presence of 
these features across countries: economic foundations, violence, resilience (the ability to adapt to changing 
circumstances), justice, and institutions. This revised classification system attempts to reframe fragility 
(characterized by these five different components) as a feature of all countries, instead of as a group of specific 
countries.  Although this still results in a list of states, the revised OECD list attempts to look at how states are 
fragile (see figure A1). The OECD’s list of fragile states is based on a compilation of the Fund for Peace’s list and the 
World Bank and African Development Bank / Asian Development Bank Harmonized List of Fragile States. (71)   

 
Figure A1: Venn Diagram Representing Fragility Clusters Across States and Economies from the OECD(6) 

 
 
The Fund for Peace, Fragile States Index 
The Fund for Peace, does not offer a unified definition of what a fragile state is to accompany its Fragile States 
Index (FSI).  The Index is based on the Conflict Assessment Tool (CAST), a computer-based program that analyses 
documents annually to assess “the vulnerability of states to collapse. It [CAST] measures this vulnerability in pre-
conflict, active conflict and post-conflict situations.” (145) CAST is based on twelve indicators in three groups: Social 
Indicators (Demographic pressure, refugees and IDPs, group grievance, and human flight and brain drain); 
Economic Indicators (Uneven Economic Development, and Poverty and Economic Decline); Political and Military 
Indicators (State Legitimacy, Public Services, Human Rights and Rule of Law, and Security Apparatus, Factionalized 
                                                           

12 This is not an exhaustive list of every fragile states list, but a select list of commonly cited fragile states 
indexes along with definitions from major actors in global health.  The OECD’s definition / list and the Fund for 
Peace’s Index underpin most other definitions and lists.  In situations where the organization has a single 
conceptual definition of fragility, that definition is directly quoted for accuracy.  When there is no single definition, 
the organizations’ categorization process is described. 
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Elites, and External Intervention). The annual index ranks all states by fragility alert level from 10 (sustainable) to 
120 (high alert) (see figure A2).(146,147)  
 

Figure A2: Fund for Peace, Fragile States Index 2016(145) 

 
 
The Global Fund  
The Global Fund defines “Challenging Operating Environments (COEs)” as “countries or regions characterized by 
weak governance, poor access to health services, and man-made or natural crises.”(148) A 2014 report that coined 
the term explains that these countries have some combination of the following specific features: “Weak 
Governance, high fiduciary risk, Complex emergency (conflict), humanitarian crisis (acute, chronic), poor access to 
health services, overall weak health systems.”  Further, the 2014 report distinguished three categories of COEs, 
those with “chronic instability with weak systems; chronic instability with stronger systems; and acute 
instability”(11) The Global Fund list of COEs is based on a composite of ten indexes: Failed States Index (Fund for 
Peace), INFORM Index (Inter-Agency Standing Committee Task Team for Preparedness and Resilience), Global 
Peace Index (Institute for Economics and Peace), Safety and Security Index (U.N.), and the Ease of Doing Business 
Index (World Bank) along with five of the World Bank’s six Governance Indices: the Voice and Accountability Index, 
the Government Effectiveness Index, the Regulatory Quality Index, the Rule of Law Index, and the Control of 
Corruption Index.(148) 
 
The World Bank 
The World Bank has an evolving definition of fragile states, revolving around a ranking system “Country Policy and 
Institutional Assessment” (CPIA), used for performance-based assessment to determine aid allocations.  States 
with a CPIA below a certain threshold, currently 3.2, but previously 3.0, are considered fragile. In 2015, the Bank 
determined that solely using the CPIA as a fragility indicator was no longer appropriate.  Currently, the World Bank 
classifies international development aid eligible countries with a CPIA of less than 3.2 and/or peacekeeping force 
as fragile states. (149) Of note, the CPIA tool is also used by the ADB and AFDB to assess fragility, but each use the 
tool to conduct their own CPIA assessments.  The World Bank publishes two lists of fragile situations annually: one 
based on its own CPIA scores and a harmonized list of fragile states, based on averages of the CPIA scores as assess 
by the World Bank and either the ADB or AFDB, depending on the country’s region (see appendix two for how this 
is operationalized).(149) 
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Asian Development Bank (ADB) 
The ADB defines fragile states as those with “weak governance, ineffective public administration and rule of law, 
and civil unrest”(150)  The ADB does not appear to publish its own list of fragile states, but the World Bank 
published the ADBs list of fragile situations, based on CPIA scores. The ADB uses the World Bank’s CPIA assessment 
tool to assess fragility, but does a separate assessment from the World Bank. Like the World Bank, the ADB 
primarily uses CPIA scores to determine aid allocations. (151)  
 
African Development Bank (AFDB) 
The African Development Bank considers fragility “…a condition of elevated risk of institutional breakdown, societal 
collapse or violent conflict. Fragility is an imbalance between the strains and challenges (internal and external) 
faced by a state and society and their ability to manage them. At the extreme, fragility is expressed as conflict or 
collapse of state functions. Viewing fragility as a condition and not a category of countries recognizes that it can 
affect countries, regions, or areas within countries, middle-income countries as well as low-income countries. This 
approach also recognizes the diversity of issues and challenges and the complex roles of internal and external 
actors driving fragility and that states and societies differ greatly in their ability to meet these challenges. 
Correspondingly, fragility has multiple manifestations that span a wide range of situations, from mild or 
transitional instability to prolonged violent conflict. Fragility is thus the opposite side of the coin to state resilience, 
which is the ability of the state to manage such strains through effective institutions, processes and capacities that 
build legitimacy and societal cohesion.” (14) The AFDB uses the World Bank’s CPIA assessment tool to assess 
fragility, but does a separate assessment from the World Bank.  Like the World Bank, the AFDB uses CPIA scores 
primarily to determine aid allocations.  The World Bank publishes the scores.  The AFDB does not appear to publish 
the CPIA scores, but does publish the list of fragile countries, which is consistent with those the World Bank 
publishes, attributed to the AFDB (152). 
 
Carleton University’s Norman Patterson School of International Affairs’ Country Indicators for Foreign Policy 
(CIFP) 
“Fragility is a measure of the extent to which the actual practices and capacities of states differ from its idealized 
image (Carment et al. 2009b).  Based on CIFP’s conceptualization, fragility is a matter of degree, not kind.  It is a 
measure of the extent to which the actual institutions, functions, and political processes of a state accord with the 
strong image of sovereign state, the one reified in both theory and international law.  By our definition, all states 
are to some extent fragile; this is, we believe, a closer representation of reality than an arbitrary line, however 
drawn between weak and strong or resilient and vulnerable.  While conflict-affected states are, by definition, 
fragile, some, but not all, fragile states are mired in deep rooted conflict and violent transitions (Tikuisis et al. 
2015).” (1)  CIFP breaks fragility down to weaknesses in three components: capacity, authority, and legitimacy (1). 
 
United States Agency for International Development (USAID) 
From a 2005 document, reiterated in a 2014 report on development aid to fragile states: “Fragility refers to the 
extent to which state-society relations fail to produce outcomes that are considered to be effective and legitimate.”  
The 2014 report goes on to clarify that “Inherent in this definition is the understanding that fragility is a 
characteristic of state-society relations, not just of governing institutions.  This definition also established fragility 
as a two-dimensional concept; both effectiveness and legitimacy are equally important to our understanding… 
Finally, fragility affects state-society relations in gradations, i.e., it is not a condition that is either completely 
present or absent.  By implication, countries with the high levels of fragility can be expected to face steeper 
challenges in reducing extreme poverty than those with lower levels.” USAID does not appear to publish a list of 
fragile states. 
 
The United Kingdom Department for International Development (DFID}  
“We have identified fragile states and regions that suffer external and social stresses that are particularly likely to 
result in violence; lack the capacity to manage conflict without violence; and neighbour states that are especially 
susceptible to instability.” (12,153) DFID publishes a list of fragile situations intended to guide its development 
assistance. 
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Appendix Two: Comparative Fragile States Rankings, 2016 

Country  

Development Bank Rankings (154) 
Fund For 
Peace 
(145) 

Carleton 
University 
CIFP (1) 

DFID 
(12) 

Global 
Fund: 

Challenging 
Operating 
Environme
nts (148) 

World 
Bank CPIA  

AFD
B or 
ADB 
CPIA  

Harmoniz
ed 
Average  

Ranking 
Based on 
Harmoniz
ed 
Average  

Ran
k 

Scor
e 

Ran
k 

Scor
e 

Afghanista
n 2.65 2.8 2.7 6 9 107.

9 6 7.08 High COE 

Burundi 3.267 3.37
6 3.3 12 15 100.

7 13 6.69 High COE 

Central 
African 
Republic 

2.433 2.28
3 2.4 3 3 112.

1 3 7.24 High COE 

Chad 2.692 3.24
1 3 9 7 110.

1 8 6.94 High COE 

Comoros 2.717 2.46
5 2.6 5 57 83.8 34 N/S     

Congo, 
Dem. Rep. 2.975 3.29

9 3.1 10 8 110 7 7.02 High COE 

Côte 
d'Ivoire 3.25 3.49

9 3.4 13 21 97.9 39 N/S Low   

Djibouti *On WB list, no 
CPIA Published.     39 89.7 30 N/S Low   

Eritrea 1.992 2.14
1 2.1 2 18 98.6 12 6.77 High COE 

Gambia, 
The 3.142 3.20

7 3.2 11 48 86.8 28 N/S     

Guinea-
Bissau 2.5 2.67

3 2.6 5 17 99.8 20 6.49 Modera
te COE 

Haiti 2.858   2.9 8 10 105.
1 23 N/S Modera

te COE 

Kiribati 2.95 3.05 3 9     88 N/S     

Kosovo 3.55    3.6 15     55 N/S     

Liberia 3.1 3.49
8 3.3 12 27 95.5 22 N/S Low   

Madagasca
r 3.113 3.19

8 3.2 11 56 84.2 42 N/S Low   

Mali 3.367 3.65
3 3.5 14 29 95.2 16 6.58 Modera

te COE 

Marshall 
Islands   2.642 2.9 2.8 7     90 N/S     

Micronesia, 
Fed. Sts 
 

2.733 2.95 2.8 7 80 77.1 87 N/S     
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Country  

Development Bank Rankings (154) 
Fund For 
Peace 
(145) 

Carleton 
University 
CIFP (1) 

DFID 
(12) 

Global 
Fund: 

Challenging 
Operating 
Environme
nts (148) 

World 
Bank CPIA  

AFD
B or 
ADB 
CPIA  

Harmoniz
ed 
Average  

Ranking 
Based on 
Harmoniz
ed 
Average  

Ran
k 

Scor
e 

Ran
k 

Scor
e 

“(Table Continued)” 

Myanmar 3.05 3.13
3 3.1 10 26 96.3 31 N/S High   

Papua New 
Guinea     0   50 86.2 78 N/S     

Sierra 
Leone 3.267 3.36

8 3.3 12 34 91 41 N/S Low   

Solomon 
Islands 2.933 3.30

8 3.1 20 52 85.3 63 N/S     

Somalia 
AFDB & 
Harmoniz
ed Only 

1.10
5 1.1 1 1 114 2 7.27 High COE 

South 
Sudan 2 2.21

6 2.1 2 2 112.
8 1 7.76 High COE 

Sudan 2.425 2.56
2 2.5 4 4 115.

5 5 7.12 High COE 

Togo 2.992 3.20
3 3.1 10 51 85.8 40 N/S     

Tuvalu 2.792 2.97
5 2.9 8       N/S     

Yemen  2.967   3 9 4 115.
5 4 7.14 High COE 

West Bank 
and Gaza  

*On WB list, no 
CPIA Published.     69 79.7 18 6.56   COE 

Timor Leste 3.058 3.39
2 3.2   35 90.8 61 N/S Low   

Zimbabwe 2.658 2.20
7 2.4   16 100.

5 25 N/S Modera
te   

Bosnia & 
Herzegovin
a 

*On WB list, no 
CPIA Published.   88 74.6   N/S     

Iraq *On WB list, no 
CPIA Published.   11 104.

7 9 6.87 High COE 

Lebanon *On WB list, no 
CPIA Published.   40 89.6 59 N/S Modera

te   

Libya *On WB list, no 
CPIA Published.   25 96.4 35 N/S High   

Syria *On WB list, no 
CPIA Published.   6 110.

8 10 6.84 High COE 
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Country  

Development Bank Rankings (154) 
Fund For 
Peace 
(145) 

Carleton 
University 
CIFP (1) 

DFID 
(12) 

Global 
Fund: 

Challenging 
Operating 
Environme
nts (148) 

World 
Bank CPIA  

AFD
B or 
ADB 
CPIA  

Harmoniz
ed 
Average  

Ranking 
Based on 
Harmoniz
ed 
Average  

Ran
k 

Scor
e 

Ran
k 

Scor
e 

“(Table Continued)” 

Guinea         12 103.
8 15 6.61 Modera

te   

Nigeria         13 103.
5 14 6.64 Modera

te COE 

Pakistan         14 101.
7 19 6.5 High COE 

Niger         19 98.4 21 N/S Low COE 

Kenya         20 98.3 26 N/S Modera
te COE 

Cameroon         22 97.8 24 N/S Low   

Uganda         23 97.7 17 6.57 Low   

Ethiopia         24 97.2 11 6.82 Modera
te   

Mauritania         28 95.4 33 N/S Low   
North 
Korea         30 93.9 38 N/S High   

Congo, 
Republic         31 92.2 27 N/S Low   

Rwanda         32 91.3 50 N/S Neighbo
r   

Nepal         33 91.2 58 N/S Low   

Bangladesh         36 90.7 52 N/S Modera
te   

Angola         37 90.5 29 N/S Modera
te   

Egypt         38 90.2 36 N/S Modera
te   

Tajikistan         57 83.8 32 N/S Modera
te   

Iran         47 86.8 46 N/S High   

Tanzania         62 81.8 47 N/S Neighbo
r   

Kyrgyzstan         64 81.1 53 N/S Modera
te   

Zambia         49 86.3 54 N/S Neighbo
r   

Turkmenist
an         83 76 57 N/S Modera

te   
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Country  

Development Bank Rankings (154) 
Fund For 
Peace 
(145) 

Carleton 
University 
CIFP (1) 

DFID 
(12) 

Global 
Fund: 

Challenging 
Operating 
Environme
nts (148) 

World 
Bank CPIA  

AFD
B or 
ADB 
CPIA  

Harmoniz
ed 
Average  

Ranking 
Based on 
Harmoniz
ed 
Average  

Ran
k 

Scor
e 

Ran
k 

Scor
e 

“(Table Continued)” 

Laos         55 84.4 60 N/S Neighbo
r   

Azerbaijan         81 76.3 77 N/S Modera
te   

Uzbekistan         60 83.5 70 N/S Modera
te   

Venezuela         63 81.6 65 N/S Modera
te   

Belarus         92 73.9 115 N/S Low   

Cambodia         46 87.4 68 N/S Low   

Colombia         67 80.2 86 N/S Low   

Honduras         68 79.8 74 N/S Low   

Paraguay         95 72.6 100 N/S Low   

Ukraine         85 75.5 64 N/S Low   
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Appendix Two: Inclusion Criteria and Notes 

Inclusion Criteria 

All countries on the World Bank's list of Fragile Situations, 2016 are included here; ADB and AFDB fragile 
states are published by the World Bank with CPIA Scores; all are included here 
Carleton University's Country Indicators for Foreign Policy does not publish scores (only rankings) for 
countries ranked higher than 20. Carleton ranks all countries (198 total).  Countries with scores above 
6.5 are considered seriously fragile, countries between 3.5 and 6.5 are considered at the median.  This 
includes 139 states.  Carleton rankings above 20 are not included here unless they are on another 
fragility list (for reference) 
DFID groups countries into four categories: high fragility, moderate fragility, low fragility, and 
neighboring fragility.  All high, moderate, and low are included here.  Neighbors are only included if they 
meet the inclusion criteria for another list.   
All Countries on the Global Fund's List of Challenging Operating Environments (20 total) are included 
here. 
The Fund for Peace ranks all countries (178 total).  Countries considered Very High Alert, High Alert, or 
Alert are included here.  This includes 38 countries. The Fund for Peace rankings for countries on 
another list, but not within the top 38 of FFP's list are shown here. 

Notes 

Although both the Fund for Peace and Carleton University intend to rank all countries, some countries 
on other lists do not have rankings within these lists. These are:  Kiribati, Kosovo, and Tuvalu (Fund for 
Peace); and Bosnia& Herzegovina and Tuvalu (Carleton University)  
*WB does not publish CPIA scores for countries under the International Bank for Reconstruction and 
Development.  Only CPIAs for countries that are International Development Association eligible are 
published. 
The OECD list is not included here as it is based on the Fund for Peace list and the Harmonized list, and is 
difficult to categorize.   

Blacked out cells indicate the country is not included on the respective organizations’ list. 
The Fund for Peace and CIFP rank their lists.  The development bank rankings were added here, based 
on scores, to ease comparison.  Countries with the same score have the same rank. 
Kenya and Liberia, which are likely in-depth interview sites, are highlighted in yellow.  
Rankings vary substantially.  Based on the associated analysis, this is largely a result of different ranking 
processes and different organizational frames.  Somalia, South Sudan, Sudan, and Central Africa 
Republic are all ranked within the top five of the ranked lists, on the COE lists, and categorized as ‘high’ 
fragility on the DFID list. 
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Appendix Three: Types of Resilience 
Kupers (2014), relying heavily on Walker and Salt, breaks resilience down into three groups for assessing and 
managing resilience: 

• Structural Resilience: 
o Redundancy: back-up for functions / supplies / governance 
o Modularity: Ability of systems to function independently  
o Diversity: of functions and actors in the system 

• Integrative resilience 
o Interactions between systems at different scales 
o Thresholds/Tipping points 
o Social Capital: Leadership, social networks, and trust 

• Transformative resilience 
o Distributed governance: ex- decentralization 
o Foresight capacity: planning / preparation  
o Innovation and experimentation: intentional innovation with planned objectives and structured, 

documented learning.  (26,28) 
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Appendix Four: Capacity Definitions from the literature 
 
Capacity is…. 
 
Boesen et al., 2005: “..the ability of an organisation to produce appropriate outputs.” (122) 
 
Datta et al., 2012 Drawing on Kaplan 1999: “…seven interrelated elements in an organisational setting…Context 
and conceptual framework, vision, strategy, culture, structure, skills, and material.”(114) 
 
OECD, 2006: “…the ability of people, organizations and society as a whole to manage their affairs 
successfully”(106) 
 
LaFond and Brown 2003: “… the potential for using resources effectively and maintaining gains in performance 
with gradually reduced levels of external support”(155) 
 
UNDP 2009: “…The ability of individuals, institutions and societies to perform functions, solve problems, and set 
and achieve objectives in a sustainable manner” (88) 
 
Baser et al., 2008: ... “…that emergent combination of attributes, capabilities and relationships that enables a 
system to exist, adapt and perform'.”(89) 
 
Brinkerhoff, 2010: “…deals with the aptitudes, resources, relationships and facilitating conditions necessary to act 
effectively to achieve some intended purpose.”(95) 
 
Otoo et al., 2009: “Capacity for development is the availability of resources and the efficiency and effectiveness 
with which societies deploy those resources to identify and pursue their development goals on a sustainable 
basis.”(115) 
 
Becker, 2014: “…sufficient human and material resources”. (109) 
 
Davies, 2011: “having the core features that enable the state to mobilise resources for such key objectives as 
economic development and poverty reduction. These core features include territorial control and presence, effective 
exercise of political power, basic competence in economic management and sufficient administrative capacity for 
policy implementation.”(108) 
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Appendix Five: Capacity Development Definitions from the literature 
 
CD is… 
 
Hope, 2011: “…the enhancement of the competency of individuals, public sector institutions, private sector entities, 
civil society organisations and local communities to engage in activities in a sustainable manner for positive 
development impacts such as poverty reduction, improvements in governance quality or meeting the MDGs, for 
example.”(104) 
 
OECD, 2006: “...the process whereby people, organizations and society as a whole unleash, strengthen, adapt and 
maintain capacity over time”(106) 
 
Baser et al., 2008: “the process of enhancing, improving and unleashing capacity; it is a form of change which 
focuses on improvements.” (96) 
 
UNDP, 2009: “the process through which individuals, organizations and societies obtain, strengthen and maintain 
the capabilities to set and achieve their own development objectives over time.” (88) 
Vallejo and When, 2016: “…the process through which individuals, groups, organizations, institutions, and societies 
increase their abilities to: (i) perform core functions, solve problems, define and achieve objectives; and (ii) 
understand and deal with their development needs in a broad context and in a sustainable manner” (100) 
 
Morgan, 1997: “…is taken to mean the growth of formal organizational relationships and abilities, i.e., those 
changes in organizational behavior, skills and relationships that lead to the improved abilities of groups and 
organizations to carry out functions and achieve desired outcomes over time. CD can thus refer to either process or 
outcomes - i.e. the efforts to improve organizational performance and/or the results of those efforts in terms of 
capacities developed. And it does include behaviors both within individual organizations and those that occur 
amongst groups or systems of organizations that work - supposedly together - to accomplish complex tasks and 
objectives.”(118) 
 
Mallett et al., 2014: “A process whereby people, organisations or society as a whole create, strengthen and 
maintain capacity over time.” (84) 
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Appendix Six: the Baser et al. (2008) Five Capability Model- the components of each capability (96) 
The Capability to Commit and Engage 
“This core capability depends on a series of what we call skills or abilities, including:  

• the ability to encourage mindfulness;    
• the ability and willingness to persevere;   
• the ability to aspire;   
• the ability to embed conviction;   
• the ability to take ownership; and   
• the ability to be determined.”   

 
The Capability to Relate and Generate Support 
“The core capability to relate includes the following capabilities:  

•  to earn credibility and legitimacy;   
• to buffer the organisation or system from intrusions;   
•  to earn the trust of others, such as donors and clients; and   
• to combine political neutrality and assertive advocacy.”  

 
The Capability to Conduct Technical, Logistic, and Service Delivery Work 
“The core capability to carry out technical, service delivery and logistical tasks includes the following capabilities:  

• to deliver services;   
• for strategic planning and management;   
• for financial management.”   

 
The Capability to Adapt and Self Renew 

“The capabilities associated with adaptation and change included:  
• to improve individual and organisational learning;   
• to foster internal dialogue;   
• to reposition and reconfigure the organisation;   
• to incorporate new ideas; and   
• to map out a growth path.”  

  
The Capability to Achieve Diversity and Coherence 
The core capability to balance diversity and coherence includes the following capabilities:  

• to communicate;   
• to build connections;   
• to manage diversity; and   
• to manage paradox and tension.  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Chapter 3: Capacity Development Indicators: linking adaptive with linear methods to show the ability 
to produce 
 
1. Overview 

1.1 Introduction 

The continued shortcomings of CD efforts are widely noted.  There is a large body of literature 

connecting these shortcomings with continuing use of linear CD methods and the slow pace of progress 

towards adaptive methods.  The premise of the move towards adaptive methods is that CD efforts 

continue to underperform largely because of a failure, on the part of those implementing CD programs, 

to incorporate elements of capacity beyond technical skills and utilize methods beyond training and skill 

development to develop less tangible aspects of capacity. This movement away from linear approaches 

towards adaptive approaches has particular implications for fragile settings where adaptive approaches 

are aligned with some of the complex factors that underlie fragility and limit resilience. The literature 

attributes the slow pace of change largely to donor organizations’ results-focus as well as recipient 

governments’ interest in tangible results and concrete skill development. Given the lagging success of 

linear approaches, along with the realities of stakeholders’ interests in demonstrable results, what does 

a shift towards adaptive approaches look like in practice and how can the realities of government and 

donor interests be incorporated with adaptive approaches? This is one of two core questions this 

chapter aims to address.   

There is also much written in the literature about the complexity and limitations of CDA. The 

challenge of capacity measurement in part relates to the challenge of measuring components of 

capacity beyond technical skills.  A related challenge is the dominant use of performance result metrics 

as proxies for capacity measurement.  Performance result metrics both fail to pinpoint which areas of 

capacity are weak and simultaneously are compelling measures as they relate to the ultimate goal of CD: 

improved performance.  A third and related challenge is confusion surrounding what capacity is and 

what capacity entails, leading to different measures under the rubric of capacity.  To answer these two 
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questions, how to incorporate linear and capacity assessment and how to improve capacity assessment, 

this chapter presents a process for developing capacity assessment indicators and an assessment 

process. 

1.2 How to Read the Chapter 

The chapter presents a method for developing indicators of CD and an associated CDA process, 

which aim to show the results of CD, ‘the ability to produce’, while incorporating elements of capacity 

beyond technical skills as well as other key tenants of adaptive approaches to CD, such as incremental 

change, internal learning, and unplanned change.   

The chapter includes extensive background, research, and analysis to support the indicators.  

The following paragraphs intend to guide readers through this content and assist readers who may be 

more interested in certain aspects of the chapter than others.  This chapter begins with a general 

introduction to the project on which the indicators described here are based (1.3) and background 

related to this project including overviews of fragility in Liberia (1.4) management for health service 

delivery in fragile settings (1.5), capacity assessment in fragile settings (1.6), and background on 

incorporating linear and adaptive approached to capacity assessment in this thesis (1.7).  This section 

provide context for how specific aspects of the project for which the indicators were developed fit into 

the overall analysis. A reader interested in the Performance Based Financing (PBF) project for which 

these indicators were developed, and how the parameters of the project impact the indicators, may be 

interested in this section.  The second section describes the methodology and administration of the 

fieldwork that informed the indicators developed here.  This section covers fieldwork design (2.2), how 

the fieldwork fits with the indicator development process (2.3), fieldwork methods used (2.4), and the 

analysis methods (2.5).  A reader interested in the methodology of the fieldwork should consider 

reading this section.   
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The third section describes the framework for how the indicators were identified.  This is a 

complex, three-part section comprised of three main sub parts: Why assess (3.2), what to assess (3.3), 

and how to assess (3.4).  Why assess explores the motivations for the assessment and factors that 

shaped the assessment and indicators (3.2).  A reader interested in what is and is not included in the 

indicators and how the indicators were shaped by the PBF project as well as other elements may be 

interested in this section.  What to assess presents the results of the qualitative fieldwork, which 

explored the capacity challenges of CHTs in Liberia (3.3). A reader interested in management capacity 

challenges in Liberia or how the capacity challenges shaped the indicators should attend to this section.  

The third part, how to assess, is a literature review of different types of assessment, applied to the 

indicators developed here, in the context of capacity assessment (3.4).  A reader interested how 

measures from other types of assessment, particularly competence and quality pertain to capacity 

assessment may be interested in this section.   

Section four of the chapter presents the indicators and the assessment process.  Four sample 

indicators are presented in four parts and then the assessment process is described (4.1-4.4).  This is 

followed by sub-sections describing the implementation of the indicators (4.5), other components of the 

capacity assessment process (4.6), the limitations of the indicators and this work (4.7), a discussion of 

the indicators (4.8) and the indicators in the context of fragility (4.9).  A reader interested in the 

indicators themselves, what they cover and do not cover, and how they relate to fragility should 

consider reading this section.  The final section is a conclusion (section 5).  This section covers overall 

thoughts on the indicators and how the process for developing capacity assessment indicators and an 

assessment process could be applied to other CD programs.      

1.3 Project Background  

This chapter is based on the development of indicators for a performance based contract (PBC) 

for CD technical assistance (TA) to County Health Teams (CHT) in Liberia.  CHTs are part of the MoHSW, 
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operating at the county level and also have an accountability relationship with County governments, 

primarily through County Health Boards comprised of County government and health leadership.  CHTs 

are responsible for all areas of health within the county, including public health and facility oversight 

and management.  CHTs include service delivery staff encompassing specific technical areas (such as 

maternal child health and immunization) as well as administrative staff. 

As part of the Liberian Ministry of Health and Social Work’s (MoHSW) investment case to 

improve reproductive, maternal, newborn, adolescent, and child health (RMNCAH) supported by the 

Global Financing Facility (GFF), the Liberian Government has initiated county-level Performance Based 

Financing (PBF) with the goal of improving primary-level services.  In this system, CHTs are paid, through 

the Central Ministry of Health, based on their performance delivering services within the county. of the 

CHTs’ performance will be assessed based on pre-determined health service delivery indicators, such as 

facility deliveries conducted by skilled staff and children fully immunized.  CHTs will also be paid based 

on pre-determined management performance indicators. Counties will also manage incentives for 

health facilities, verifying facility quantity and assess quality and paying based on verification results.  A 

third-party verifier will conduct quarterly verification of CHT performance, health outputs, and 

management.   The program will begin in three counties, identified based on RMNCAH service and 

resource needs: Gbarpolu, Rivercess, and Sinoe. 

In the initial stages of designing county-level PBF, the MoHSW identified management gaps at 

the CHT level as a challenge to implementing PBF.  To support CHT management, the Ministry of Health, 

with support of the World Bank and the Global Financing Facility, will contract a technical assistance (TA) 

agency to develop the management capacity of County Health Teams.  However, there were concerns 

that past technical assistance efforts did not substantively improve CHT capacity.  To address this, the TA 
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agency will be paid, in part, based on performance.13 The TA agency’s performance is defined as their 

ability to build the capacity of the County Health Teams, resulting in the CHTs being ‘able to produce’.  

Paying the technical assistance agency based on performance necessitates indicators on which the 

technical assistance agency can be paid, as well as a process for verifying the indicators. Concerns about 

the effectiveness of past TA highlight the need for indicators which demonstrably show that the 

technical assistance agency has developed the capacity of the CHTs. This requires indicators that capture 

actual CHT capacity, or the CHTs are ‘able to produce’, and also capture the CHTs ability, not TA agency 

replacement capacity. Given the long history of limitations in CD efforts which focus only on technical 

skills, and literature supporting aspects of capacity beyond technical skills, showing the ‘ability to 

produce’ requires assessing aspects of capacity beyond technical skills. 

In developing PBC technical assistance project, it became clear that some aspects of capacity can be 

addressed through TA for CD, but others needed to be handled through different means.  There are two 

other ways CD is being addressed.  First, CHTs and the MoHSW are expected to address a number of 

areas before TA commences, including ensuring adequate staffing at CHTs and openness as well as buy-

in for TA from the CHTs.  Second, the CHTs will also have management performance indicators, on which 

they will be paid.  These indicators act as an incentive for CHTs to improve their own capacity, 

particularly in areas that may be difficult for the TA agency to impact, such as aspects of the 

organizational culture.  Incentivizing CHT performance, is also a way to incentivize CHTs to not 

contribute to a situation where the TA agency is replacing their capacity.  

This chapter looks at the development of indicators, on which a technical assistance agency 

contracted to build capacity of county health teams in Liberia can be paid, as well as an associated 

evaluation process. This is part of a larger body of work, which looked at three questions: 

1.) What are indicators of improved management performance at the County Health Team level, on 
which the CHT can be paid? 

                                                           
13 Approximately 15% of the TA agencies’ contract will be performance based. 
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2.) What are indicators of improved management capacity at the CHT level, on which a technical 

assistance agency can be paid? 
 

3.) What processes can be used to effectively assess management capacity indicators? 

This chapter focuses primarily on the second and third questions, with some attention to the first, as it 

relates to the second question. As outlined above, this work outlines on how to incorporate adaptive 

approaches with linear approaches and effectively assess CD.  This work was undertaken with the 

support and within the Global Financing Facility (GFF) Secretariat and World Bank (WB), with the 

support and direction of the Liberian MoHSW. The indicators and assessment process have not yet been 

implemented.  As such, the work is limited to the development of the indicators and the indicators as 

well as their effectiveness is both unknown and not covered here. 

1.4 Liberia and Fragility 

Liberia, located in West Africa, was originally a colony of the US.  The country gained independence 

in 1847 without armed conflict (156). Despite this peaceful initial power transition, the country had two 

consecutive civil wars from 1989 to 1996 and 1999 to 2003 (157).  Since 2003 the Country has had a 

United Nations Peacekeeping force, United Nations Mission in Liberia (UNMIL), which has been 

gradually down-scaled since 2007 and is currently mandated until March of 2018 with a force of less 

than 1,000 (157).  Liberia was the most heavily impacted Country during the West African Ebola 

outbreak, with a total of 4,810 deaths (158).  The heavy toll of Ebola in the country is widely attributed 

in part to weak system, including health systems in the country (29,159).  Liberia is considered a fragile 

state by all major indices: The World Bank, OECD, The Fund for Peace, and Carleton University .  The 

country is not in active conflict and generally considered relatively stable in terms of security.  The 

OECD, which does not rank fragility overall, but characterizes countries as fragile based on five 

dimensions ranks the country on the ‘extreme’ end of countries based on politics, and the ‘moderate’ 
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end based on security, with environmental, economic, and societal drivers of fragility falling in the 

middle (161).   

1.5 Why management matters for public health in fragile settings 

Management is an often under-attended to aspect of global health programs and health systems. 

Programs generally receive support for their technical aspects, with little support for management 

aspects (163).  Yet, there is evidence that improved health program management results in improved 

health outcomes (165,166). This is particularly true of improvements in middle-level management, such 

as at the decentralized (district or county) and hospital level management (163,166).  There are a 

number of different conceptualizations of what management entails.  Bradley et al. (2015) and 

Newbrander et al. (2012) each offer a useful framework for understanding what management is 

(67,163).  Bradley et al. (2015), in a paper on health systems management capacity, identify eight core 

management competencies:  

“1) strategic thinking and problem solving, 2) human resource management, 3) financial management, 4) 
operations management, 5) performance management and accountability, 6) governance and leadership, 
7) political analysis and dialogue, and 8) community and customer assessment and engagement.” (163) 
 

Newbrander et al. (2012), in a paper on management capacity at the CHT level in Liberia, conceptualize 

management as the capacity to plan, implement, and monitor & evaluate across six functions: oversight 

& coordination, human resources, resource management, health financing, community involvement, 

and health information management (67).  Both are useful frameworks.  The way Newbrander et al. 

apply planning, implementation, and monitoring & evaluation across a series of different function is 

particularly relevant to how management is practiced. Bradley et al. includes a number of categories 

that are relevant to management which are not included in the Newbrander et al. framework: problem 

solving and political analysis & dialogue.  In addition, Bradley et al. conceive monitoring and evaluation 

in terms of ‘accountability’, which has action and directional aspects lacking in the terminology used by 

Newbrander et al.  Bradley also frames resource management in terms of operations management, 
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which also has an action-oriented dimension.  Similarly, Bradley’s framing of oversight & coordination in 

terms of governance & leadership is in line with health-sector terminology (67,163).  A modified 

framework of management areas, based on these frameworks and management challenges in Liberia, 

was used to structure the management areas explored in this fieldwork and refined through fieldwork, 

this will be discussed further later in the chapter.14  

In fragile settings, existing systems have often broken down or are weak. Many of the challenges in 

fragile settings are closely aligned with areas that management encompasses: governance and 

leadership, financial management, accountability, infrastructure that supports operations, political 

fragmentation, gaps in educational systems. There is little written on health system management, or 

management in general, in fragile settings.  In theory, strong, competent management can help to 

overcome some of these existing challenges in fragile settings.  Because of the challenges in fragile 

settings management also likely requires additional focus and attention.  

1.6 Why does assessing capacity development matter in fragile settings? 

Because of urgency in fragile settings, the many competing priorities, and limitations in assessment 

capacity, assessment often takes a backseat to running humanitarian relief and development programs. 

When assessment is practiced, it can be time-consuming, and can also be oriented towards upwards, or 

donor accountability. Further, as discussed in the previous chapter, because CD is often seen as a means 

to achieve other objectives, CD itself is often not assessed, in favor of performance results. 

The lack of CD assessment is a challenge across development practice. In fragile settings, low 

capacity is a primary feature of fragility. As a result, developing capacity is a core challenge in running 

effective programs and, in theory, a necessary component of stability. The lack of CDA in fragile settings 

                                                           
14 The initial framework, which was used for the fieldwork, was composed of seven areas: 1.) Planning / 

Monitoring and Evaluation 2.) Human Resource Management; 3.) Fleet Management 4.) Financial Management 5.) 
Logistics and Supply Chain 6.) Procurement 7.) Facility Supervision.  The final framework, after fieldwork was 
conducted, covers eight areas: 1.) Planning 2.) Human Resource Management; 3.) Fleet Management 4.) Financial 
Management 5.) Logistics and Supply Chain 6.) Procurement 7.) Facility Supervision 8.) Monitoring and Evaluation 
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leads not only to a lack of information on how to effectively develop capacity in such contexts, but also 

feeds into the lack of information on what capacity entails. This contributes to the dominance of CD 

efforts focused on skill and knowledge acquisition, as well as large-scale institutional reforms, and 

further limits the creation and dissemination of novel and more effective forms of CD tailored to the 

needs and contexts of fragile settings. 

1.7 Incorporating linear and adaptive approaches to capacity development 

The explicit incorporation of linear methods with adaptive methods is a unique aspect of this 

work.  While adaptive approaches to CD rely on an explicit theoretical frame, linear approaches are 

defined as such by adaptive approaches and tend to not clearly state their motivations and guiding 

principles.  By extension, their exploration of alternatives and limitations is limited.  This results in these 

methods self-positioning as the singular way to ‘do’ capacity building.  This is analogous to how, as 

described by Krieger (2011), biomedical approaches to epidemiology fail to state their theoretical frame 

and as a result, overlook the limitations of that theoretical frame (167).  As with biomedical approaches 

to epidemiology, which recognize that peoples’ environments and living conditions impact health, 

through the limited lens of ‘lifestyles’, linear approaches recognize the need for learning and 

participation and incorporate these as addendums to the broader approach, without deeper 

consideration for how these both impact and interact with capacity.  This thesis very explicitly draws on 

both adaptive and linear approaches to CD, based on the capacity challenges within CHTs and the needs 

of the CD (PBF) program. Based on these needs, the thesis draws out and incorporates key aspects of 

each practice towards a combined approach.   

2.  Fieldwork to identify management capacity challenges 

2.1 Introduction 

To identify indicators of improved management capacity on which the TA agency can be paid 

and a capacity assessment process, a three-step approach was taken based on the key elements of 
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assessment discussed in the previous chapter: why, what, and how to assess.  Two forms of inquiry were 

involved in identifying what each of these stages entail, in order to develop the indicators. The first form 

of inquiry was literature review on capacity, CD, CDA, capacity in fragile settings, and assessment of 

areas related to capacity. These reviews are encompassed in the previous chapter and augmented here. 

The indicators’ theoretical base in the CD literature is one component of the indicators. Another 

component is the relationship between the indicators and the actual management capacity challenges 

at the CHT level in Liberia. To identify these challenges, fieldwork was conducted in Liberia. 

The indicators and assessment process, as well as associated fieldwork, were developed by the 

author in collaboration with colleagues at the World Bank / The GFF Secretariat and counterparts from 

the Liberian Ministry of Health. The fieldwork, the indicator development process, and the indicators 

reflect the inputs and interests of both organizations. This was a real-world process of identifying 

indicators and a CD process that reflects the complexities of developing indicators within multiple 

organizational contexts.  

2.2 Fieldwork design 

The fieldwork focused on identifying management practices which present challenges, impeding 

achievement of management objectives and improved health outcomes. Morgan (1997) emphasizes 

that in developing CD indicators, it is important to focus on the ‘critical functions’ that need to be 

performed by the organization whose capacity is being developed (118). Mabuchi  (2016) in developing 

a management scorecard, identified the management functions that have the biggest impact on 

management performance (168). Connected with this, Pritchett, Andrews, Wollcott and others, in their 

work on capability traps emphasize the importance of focusing on known, context-specific problems in 

CD efforts, as opposed to starting with prescriptive solutions (102,105,116,134). Along these lines, the 

fieldwork centered around identifying the key management functions which present performance and 
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capacity challenges.  The aim is that these areas can be targeted for capacity improvement, with the 

ultimate goal of improved management performance. 

The fieldwork was composed of four modalities. First, a questionnaire asking participants to rate and 

rank priority management practices / behaviors that present the biggest management bottlenecks to 

achieving improved RMNCAH that are most important to change in order to improve management for 

RMNCAH.15   Second, qualitative, semi-structured in-depth interviews with CHTs, the central MoHSW 

level, and key development partners, building on information gathered from the questionnaire.  Third, 

focus groups with CHTs augment these in-depth interviews.  A portion of the focus groups, related to 

indicators for management CD, build on information gathered from the questionnaire.  Finally, direct 

observation of key management practices / behaviors, as identified in the interviews and focus groups. 

2.3 Fieldwork and indicator development process 

The methods for the field work were developed by the author.  Colleagues from the GFF / World 

Bank provided feedback and input throughout the fieldwork development process.  Interim and final 

drafts of the questionnaire were agreed on with the GFF / World Bank team.  The MoHSW provided 

initial input into the questionnaire and final input into the survey guide and questionnaire before they 

were administered.   

The questionnaire was developed as a quantitative means to determine the biggest management 

challenges to accompany the qualitative fieldwork.  Prior to the development of the questionnaire, the 

Liberia MOHSW developed terms of reference (ToRs) for the Technical Assistance agency, covering 

management areas at the CHT level about which the MoHSW was particularly concerned. Management 

areas covered in the questionnaire were initially aligned with these ToRs.16 These areas and specific 

                                                           
15 Questionnaire results are not used or analyzed in the results presented here, as discussed later in the 

chapter.    
16 The author was not involved in initial identification of these management areas or the initial terms of 

reference, as such the development of these is not addressed here.  The author was involved in refining these 
areas and identifying the content of these areas at later stages of the process, as covered in this thesis. 
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management practices covered in the questionnaire were refined through review of MoHSW 

documents, literature review, discussions with World Bank staff, and discussions with MoHSW staff. The 

literature review component of the questionnaire focused on identifying which practices are most 

important for effective management, as well as components of management practices, as identified in 

the literature (155,168–198).  Through these documents, and based on frameworks by Newbrander et 

al. (2012) and Bradley et al. (2015), an initial framework of seven management areas was identified: 1.) 

Planning / Monitoring and Evaluation 2.) Human Resource Management; 3.) Fleet Management 4.) 

Financial Management 5.) Logistics and Supply Chain 6.) Procurement 7.) Facility Supervision (67,163).17 

The in-depth interview and focus group guides were developed drawing on the CD literature, reviewed 

in the previous chapter, and qualitative research literature (199–203).    

2.4 Fieldwork Methods Used  

Participants 

Interviews were conducted with central MOH staff, development partners, and CHT staff from 

two of the three counties where the MoHSW will initiate contracting-in. The fieldwork was conducted in 

Monrovia, and two of the three counties where the contracting-in approach for primary level PBF will be 

piloted. Participants were selected using purposive sampling based on recommendations from World 

Bank Staff, Central MoHSW staff, and other interviewees, based on their current work with 

management functions and management capacity building. All people interviewed were also asked to 

complete the survey.  At the CHT level, all questionnaire and interview participants were also asked to 

join the focus groups. In practice, not all people interviewed also completed questionnaires, as outlined 

in table 1, below. 

 

                                                           
17 This was later refined to the following framework which will be reviewed later in the chapter: 1.) 

Planning 2.) Human Resource Management; 3.) Fleet Management 4.) Financial Management 5.) Logistics and 
Supply Chain 6.) Procurement 7.) Facility Supervision 8.) Monitoring and Evaluation 
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Table 1: Research modalities and Participant Organizational Affiliation 
Interviewee Organization Interviews Questionnaire 
County Health Team 14 17 
Development Organization 
(NGO, Financier, UN Agency, 
etc.) 8 5 
Central MoHSW 10 4 
Total 32 26 

 
Questionnaire 

The final questionnaire was composed of a total of 124 management practices, organized in 

seven broad management areas (see appendix 1, questionnaire items, ratings, and rankings; in attached 

Excel sheet).  Participants were given the option to fill-in specific management practices which were not 

included in the questionnaire. Participants only completed the management areas that were applicable 

to their jobs and knowledge areas.  For example, procurement officers filled out only the procurement 

and logistics categories, while County Health Officers (CHOs) and others in leadership positions filled out 

all areas.  Participants rated management practices on a scale from one to five, based on the extent to 

which the practice presented a challenge (one being the biggest, five being the smallest).  Participants 

also ranked the three biggest challenges in each category that they filled out and the five biggest 

challenges overall.18  The questionnaire was pre-tested at the central MoHSW.  The questionnaire was 

administered through Qualtrics software as well as paper copy.  All participants who were interviewed 

were given a questionnaire, although not all participants completed the questionnaire.  Non-completion 

of the questionnaire occurred among development organizations and the Central MoHSW.  At the CHT-

level, questionnaires, interviews, and focus groups were completed with a small group of people over 

the course of a few days, likely increasing the presence of the fieldwork and urgency of completing the 

questionnaire.  For the central MoHSW and development organizations, it appears that non-completion 

                                                           
18 Ultimately, the rankings were not used at all in the final analysis.  While ratings were presented and 

used in the analysis, these were secondary to the quantitative results.  The reasons for both of these decisions will 
be discussed later in the chapter.   



 85 

was due to a combination of time pressures on the part of the respondents and that the fieldwork was 

conducted over more time, among a wider range of respondents, perhaps reducing the urgency of the 

questionnaire.   

In-depth interviews 

In-depth interviews focused on identifying major barriers to management objectives. Building 

on the specific challenge areas identified in the interviews, as well as the questionnaire, the in-depth 

interview guide also focused on identifying components of these management practices. Questions 

about management challenges began broad, with the intention of capturing any type of possible 

management challenge including those not captured in the questionnaire, and then narrowed based on 

previous responses as well as the questionnaire. In addition, questions aimed to understand the 

underlying factors behind management performance challenges for further information on specific 

capacity limitations. The purpose of identifying components of management practices was to 

understand what these practices entail and where specific weaknesses lay, as well as how these 

management practices can be viewed for purposes of developing indicators. Interviews were recorded 

with participant permission.19 

Focus groups 

Focus groups were conducted only at the CHT level with the same people who filled in the 

questionnaire and were interviewed. Focus groups centered around group rankings of major challenges 

identified in the in-depth interviews and questionnaires covered similar content to the in-depth 

interviews. Direct observation, composed primarily of document review, focused on key management 

practices identified through in-depth interviews and questionnaires. Drafts and the final focus group 

                                                           
19 Twenty-eight out of 32 interviews were recorded.  Two interviews were conducted remotely and not 

recorded; two participants asked to not be recorded.   
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guide were agreed on with the GFF / World Bank team.  Focus groups were recorded with participant 

permission and notes were taken.   

Direct observation 

Direct observation covered key management practices and documents, as identified during 

interviews.  Direct observation focused primarily on understanding components of management 

practices to understand what was involved in undertaking management functions. In practice, 

observation focused primarily on document review.  Notes were taken on document review as well as 

other practices observed through direct observation. 

2.5 Analysis Methods 

This section outlines analysis methods used for each of the fieldwork methodologies.  It is important 

to note that the different methodologies informed the final results differentially. Results from the in-

depth interviews, supported by results from the focus groups and direct observation, are the primary 

fieldwork method used to develop the indicators. Questionnaire results were analyzed, but not used and 

are not presented here, as discussed below.  

Questionnaire 

Average rating scores were calculated for each management practice and presented along with 

the number of participants who ranked each practice (see appendix 1). While questionnaire rating 

scores were presented to an internal group within the World Bank / GFF, these were not used to identify 

the challenges, which were identified through the in-depth interviews.  Rating results are not discussed 

here.  Ranking results were not used at all.   

There were a number of difficulties with the questionnaire which led to it not being used. First, 

there were a large number of items ranked and rated by a small number of participants. Ahead of 

administering the questionnaire, the large number of management practices were recognized as a 

potential challenge, but through discussions with the Bank team supporting the fieldwork, these were 
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left in to allow participants to self-select the most important and not to narrow these prior to the 

research.  Although the questionnaire and administration process was not designed to seek a 

statistically significant sample, a very small number of people assessed each item.  The maximum 

number of people who rated any given item was twelve people while the minimum was four.  The 

maximum number of people who ranked any given item was five and the minimum was zero  

Further, the interviews revealed that many participants indicated practices were a major 

challenge if that practice was not in place at all, regardless of whether the practice not being in place 

impeded their job function.  The interviews were able to more effectively identify which challenges 

presented an active challenge to performing core management functions.  Along with the content and 

design challenges, 40% (4/10) of interviewees from the central MoHSW and 63% (5/8) of interviewees 

from development partners completed the questionnaire (see Table 1 above).  Conversely, three more 

CHT members completed the questionnaire than were interviewed as they were not available for 

interviews.   

Although the results of the questionnaire were not used to identify the challenges, it did act as a 

starting point for the interviews, orienting participants to potential broad management challenges areas 

that are impacted by capacity, as differentiated from other, non-capacity related challenges that impact 

management.  This allowed the interviews to focus more on the challenges underlying capacity issues 

than exploring specific technical categories.   

In-depth interviews 

In-depth interview recordings were transcribed and analyzed using NVivo qualitative analysis 

software.  Data were analyzed using inductive, grounded theory techniques. Data were coded using 

open coding, based on what is present in the data, to identify themes. Data were coded for themes and 

sub-themes. Common and overlapping themes were identified interpreted (200–203). Main themes 

were chosen based on their repetition in the interviews and commonality across interviews.  Main sub-
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themes were chosen based on their repetition and commonality in relation to major themes. Important 

points, generally of greater detail than, or providing background information on sub-themes brought up 

by few participants, are highlighted in the analysis below in several cases. Data were coded for all 

themes and sub-themes, but final analysis presented below is limited to management capacity 

challenges, focused on those which a technical assistance agency may impact.  Other challenges which 

impact management, such as road conditions or low and inconsistent central government budget 

allotments are referred to in the analysis below, but not included as main challenges, given the scope 

and purpose of the research. The main management challenges identified were translated into areas in 

which to focus indicators.  Once management challenges were identified, portions of interviews relating 

to components of management practices were used, along with information gathered through direct 

observation, to inform aspects of indicators relating to management practices and functions. 

Focus groups 

Group rankings and focus group notes were reviewed and compared to themes identified during 

in-depth interviews.  Focus group recordings were not coded in software largely due to the quality of 

recordings. Along with this, all levels of staff were present in the two focus groups and there were 

indications during the focus groups that power dynamics within the group impacted the content of what 

was covered.  

Direct Observation 

Notes from direct observation, which primarily involved document review, were evaluated to 

identify components of management practices.  Once management practices and challenges were 

identified from interviews, components of practices identified through direct observation and 

interviews, were consolidated and incorporated in the indicators.  
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3. Framework for identifying indicators 

3.1 Introduction 

As described earlier in the chapter, the indicators were broadly shaped around the three core 

elements for identifying indicators and an assessment process: the why, what, and how of assessment. 

In addition, the indicators were based on the concept of capacity as the ‘ability to produce’, as discussed 

in the definition section of the previous chapter.  Along these lines, the indicators aim to show this 

ability, as well as the components which are necessary in order to have the ‘ability to produce’. Within 

this definition and the why, what, and how structure, several different frameworks were used to 

develop the indicators and assessment process.   

3.2 Why assess? 

There are five main reasons for CDA within the CHT, rooted in concerns about previous CD efforts 

that did not result in substantive capacity improvements, and the MoHSW and Bank’s interest in 

demonstrable results from the TA.  These are to: 

• Show a change (improvement) in the actual ability of the CHT to perform its management 
functions 
 

• Incentivize the TA agency to develop the capacity of the CHT and not to do the work of the CHT, 
focused on specific, relevant management practices identified as challenges in the research 

 
• Show changes in different types of capacity that impact the CHTs’ management  

 
• Show incremental changes in the CHT’s management capacity, as major capacity changes can 

take significant time and small changes can represent both significant improvement and forward 
momentum 

 
• Help generate learning within the CHT and TA agency, as well as the Central MOHSW and the 

World Bank / GFF, on the CD process 
 
Along with these motivating reasons for assessing capacity, assessment was notably not designed to 

focus on the methods used in the CD process or the process itself.  This is in line with the underlying 

principles of PBF, which focuses on results and not process.  In this context, the aim was not to dictate 
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how the TA agency conducts the CD process.  This focus away from the CD process, along with the 

motivating factors for assessment closely shaped how the indicators were designed. 

It is important to underline the role of incentives in shaping these indicators. If payments were 

not involved it is very likely different indicators would have been chosen, or used in combination with 

those presented here.  In particular, a few organizational self- assessments of capacity compared to the 

same organizational assessment completed by an outside party, stakeholder, or TA agency have been 

used to evaluate capacity on a number of different domains (129,132).  These are helpful to capture 

information about some of the less concrete forms of capacity such as integration and the ability to 

relate to other organizations and entities. Such an assessment involves the CHT evaluating itself.   This is 

unlikely to result in an objective measure for TA payment.  

3.3 What to assess?  

The indicators are primarily based on the management challenges and related capacity 

constraints identified through the in-depth interviews. Management challenges are structured around 

eight management areas, based on frameworks by Newbrander et al. and Bradley et al., as well as major 

management challenges identified by the MoHSW and refined through the fieldwork.  The final list of 

management areas is: 1.) Planning 2.) Human Resource Management; 3.) Fleet Management 4.) 

Financial Management 5.) Logistics and Supply Chain 6.) Procurement 7.) Facility Supervision 8.) 

Monitoring and Evaluation (67,163).20  Along with this,  The Basser et al. (2008) adaptive five core 

capacity framework was used to structure the challenges and develop the indicators (96).  

Challenges 

A wide range of interconnected challenges were identified in the fieldwork. A common theme 

ran through these challenges: some are more straight-forward technical challenges and some are more 

                                                           
20 These are based on the management challenges identified in the fieldwork, discussed further later in the 
chapter. 
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complex, adaptive challenges. Heifitz (1994), using complex adaptive systems theory, defines adaptive 

challenges as complex, difficult to define, and requiring collective problem solving and learning to enact 

change. Heifitz explains that technical problems are both easily identified and relatively easy to solve 

with the appropriate technical skills (204). In part because they are based on the same underlying 

theory, Heifitz and The Basser et al. models are complementary.   However, Heifitz’s distinction between 

technical and adaptive problems is important because these two types of problems are both 

fundamentally different in nature and have different solutions.   As discussed in the previous chapter, 

CD’s focus on technical problems and solutions is a primary criticism of CD programs and connected to 

CD’s underperformance. Based on this, Heifitz’s distinction between adaptive and technical challenges 

and change is particularly useful.  

In the Basser et al. model technical challenges are encompassed primarily in the “capability to 

carry out technical, service delivery, and logistical tasks”. Based on the Basser et al. model adaptive 

challenges are encompassed in all of the remaining four areas the capability to “commit and engage”; 

the “capability to adapt and self-renew”; the “capability to balance diversity and coherence”; and the 

“capability to relate and attract” (96). While there are technical components to these four categories, 

for example the capability to commit and engage requires technical planning and organizational skills, 

these are primarily adaptive areas which are complex, somewhat intangible, and require collective 

action. 

During the in-depth interviews, the management challenges that were initially expressed were 

technical, such as challenges with fleet management, financial management, and pharmaceutical 

management. However, as participants described these challenges, the underlying capacity issues 

inhibiting performance were adaptive challenges. Based on the importance of these adaptive 

challenges, the chapter is organized around the adaptive challenges, with attention to their relationship 

with technical challenges. The final section goes into more detail on the technical components of the 
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challenges. It is important to note that for practical purposes, when presenting these within the World 

Bank / GFF and for the MoHSW, these were presented in the opposite manner, the challenges were 

organized around the technical areas and the adaptive challenges with in the technical areas were 

described. This is also how the indicators themselves are organized, the technical area is the primary 

category and there are adaptive components of each indicator. This organization of the indicators aligns 

them with how the work is executed and will be described in more detail in the indicator section of the 

chapter.  

3.3.1 Challenges Identified in Fieldwork 

Overview 

A described above, the qualitative data were analyzed to identify main themes.  Representative 

quotes are used here to convey main themes and points within the themes.21  The themes identified 

here focus on management challenges within the CHT.  Because of the nature of the capacity building 

TA, themes focus on management challenges that can be impacted through CD TA.  All challenges 

identified here have technical and adaptive components.  However, based on how they were presented 

in the fieldwork, some challenges are primarily adaptive.  Addressing these will address the underlying 

issues with many technical challenges, but technical components of these issues remain.  For example, 

fleet management is impacted by issues around coordination, planning, and prioritization.  Addressing 

these issues within the CHT will improve fleet management, but technical challenges with fleet 

management remain.  Similarly, in their five capabilities framework, Baser et al. (2008) classify planning 

as a technical challenge.  While planning has clear technical components, here it is classified as an 

adaptive challenge because it has many complex elements and involves actors throughout the CHT 

collectively working to improve planning and incorporation of plans in work.  The division of this section 

                                                           
21 In a few instances, a non-representative quote is used to display an important point that one person 

made. In these cases, it is noted that one person pointed something out. 
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into adaptive and technical challenges does not connote that adaptive and technical challenges are 

mutually exclusive.  

The underlying challenges impacting management that are in the control of the Central MoHSW, 

such as limited overall availability of funds or staffing, are not addressed in detail here. Some of these 

will need to be addressed by the MoHSW and CHTs prior to the start of CD TA, as described earlier in the 

chapter.  The same is true of contextual challenges that are out of the health system’s control, such as 

poor road conditions and the weather.  However, challenges with links between the CHTs and MoHSW 

were a major theme in the fieldwork and while the indicators will not address these, it is important to 

recognize these issues, as such they are outlined below.   

Adaptive challenges 

CHT-MoHSW links 

Participants described a centralized health system in Liberia with significant control resting at 

the MoHSW, with substantial impact on the CHTs.  An overall lack of engagement of the CHTs by the 

MoHSW in decisions that impact the CHTs is one component of this: 

“…Usually they disconnect between—the disconnect or a very weak link between the County Health Teams 
and the Central Administration in the critical decision-making processes that affect the functionality of the 
County Health Teams themselves.  All right?  And I know that if things happen the way they are 
happening, I also know that a lot of what is being done now to contract them, it does not fully involve the 
CHTs.  So, at the end of the day, the Ministry and its support agencies make decisions that may not fully 
involve the CHT, but at the end of the day, affects the CHT, you know.  That is a critical issue.  Okay?”  
Central MoHSW Staff member [F27]22 
 

Along with this, participants described substantial involvement of the MoHSW in CHT decisions, 

including human resource decisions: 

Yeah. Like, I think today it’s a big challenge in that area. I don't know if I'm allowed to say that. Like, the 
structure is, like, really, like -- how can I explain that? The CHO is in charge of the county. However, what 
you need to have the real control about, like, resource, or control the staff, things like that. They have no 
control of that. Like all the big decisions, if they need to take it, sometime you need, like, not big decision 

                                                           
22 Each quote has a code in order to differentiate participants.  These are secondary codes that differ from 

the codes originally used for the fieldwork.  The organization and level where participants work are noted but no 
additional information is provided. Names of places within counties have also been removed from quotes to 
further de-identify the data.  
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for us, sometimes small decision too, they need approval from Monrovia to take a decision on the ground.  
I don’t feel like, they have autonomy, but not the way they should have it if today it’s part of the vision for 
Liberia.  We say it, but we’re not moving forward.  Yeah. Development partner working at County level 
[FL2] 
 

While the indicators and CD TA will not focus on the links between the CHT and MoHSW, these links 

have an important impact on CHT management and are important to recognize.  

Internal Integration  

Disconnects within the CHT are one of the primary challenges that came out in the field work.  

These take the form of communication and information sharing challenges within the CHT, 

concentration of knowledge within certain departments in the CHT, challenges coordinating between 

programs within the CHT, and disconnects between supervisors and those that they supervise.  As 

described by participants, these different types of disconnects limit the ability of programs and 

individuals within the CHT to draw on each other and they impede the cohesiveness and seamless 

functioning of the CHT.  

Coordination of activities and programs is one specific issue that participants described.  Gaps in 

coordination lead to duplication of efforts and exacerbate some of the common operational problems 

that participants described, such as limited vehicle and fuel availability.  As one participant within the 

leadership of a CHT described: 

“Then sometimes too the planning of activities are not so integrated, okay.  For example, someone needs 
to move some supplies to this district, [X] District, but the car, the vehicle went to [X] District yesterday and 
today I get to know that this unit has supplies to go to [X District] too and so that is one of the challenges 
as well.” CHT staff member [T13] 
 

Communication gaps are closely connected with these coordination gaps.  In particular, participants 

described communication concentrated within the senior leadership team that did not ‘filter down’ to 

staff not in senior leadership: 

“Yes. So, like I said, the county health team if you looked; the CHO is almost like he is the boss senior. And 
sometimes when communication gets to the county, it doesn't filter down to everybody on your team. So, 
one man holds the information, and others have no part to play. And so sometimes when we go to 
interview the county health team, they tell you, "we don't know either. Maybe ask the person, you know?" 
And some of them are also intimidated not to be part of the decision making…So it's almost like we have 
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to break that link, to make sure to have everybody on par. So that has really been an issue, because 
information is not shared with everybody on the county health team.”  Central MoHSW staff member 
[M20] 
 

Along with communication that stays within the senior leadership team, participants described 

challenges with communication and cooperation outside of the senior leadership team: 

Teamwork, I think it's working for at least at the senior management level; the CHO, the CHSA.  But one 
thing I observe:  I don't see that there is teamwork between the division heads and the people that they 
supervise. Because I was at a point where the [program] focal person, they came, there were some huge 
gaps that we did not even know.   So, I think they should — the teamwork should be there, that would be 
the team, I think.  So, the system cannot collapse and everything will run smoothly.  So that’s how I see the 
teamwork. CHT Staff member [W10] 
 

The quality of communication was also a concern.  Participants described regular meetings, particularly 

senior management meetings, but the extent to which the meetings address major issues, and facilitate 

follow-up on issues was limited: 

“I know of counties where there will be periodic meetings where they are having these — either weekly 
catchups, or these Monday meetings where it is open, and people can bring forth issues that they think 
need to be addressed, and some instances people don't — either don't go, or they have these meetings 
that are few and far in between, and there is no forum for bringing out issues.”  Central MoHSW staff 
member [B31] 
 

Challenges with internal communication, coordination, and integration underline many of the other, 

interconnected challenges within the CHTs and make it difficult for the CHTs to effectively execute their 

functions.  The concentration of information within the leadership team and CHOs speaks to underlying 

challenges related to power along with communication and coordination gaps.  

Planning and Budgeting 

Very closely connected with challenges in communication and coordination, difficulties with 

planning and budgeting were a major challenge described by participants. Although the CHTs engage in 

a regular annual planning process, that process generates, what one participant described as a 

“Christmas Wish list”: 

“So, they go and do a planning, like a Christmas wish-list. And when the money comes, it’s always a small 
amount, that doesn’t really cover a full work plan. But in many counties, you have NGOs supplementing 
certain areas that are neglected. So that’s one constrain on the access of the resources.” Development 
partner working at Central level [N19] 
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The plans do not meet available resources in part because CHTs hope that during the year, more 

resources will become available to meet the plans, from NGOs and other sources as the quote above 

suggests.  Another reason plans do not match available resources is the Government does not send the 

full amount of resources originally allotted and does not send resources on time: 

We prepare a budget.  But budget—budget is just a proposed something, Okay.  You make the proposal.  
Sometimes you look at it, it is go down.  What you don’t expect maybe is what will come and you have to 
manage it to the extent that it allows you to the time you’ve been looking at.  And then at a time you wish, 
you expect, another allotment to come in, it is delayed, so you’ve got a serious problem.” CHT Staff 
member [O18] 
 

While a few participants described referring to and adjusting these plans during the year, a more 

dominant theme was the limited use of the annual plans in practice, and a lack of adjustment of the 

plans to available resources: 

“I don’t—I’m a bit biased now because this week we are conducting the county planning but the issue here 
on management the technical assistance would help to use the planning because sometime we [the CHT] 
do the planning but we don’t follow up on a plan to we don’t follow up plan to make our, to do our 
activities, to implement our activities. We just do what we feel like we have to do.”23  Development 
partner working at County level [FL2] 
 

The lack of clear plans, mapped to available resources, results in critical technical activities not being 

fully attended to: 

“We don't receive the allotment that even matches what we want to do as a county health team. So, we 
don't have a budget that matches priorities, because what we receive to run the system is far less than 
what we project for in our plans. So, over the years we plan very good plans, and what we achieve is often 
less than what we want to achieve as a county.”  CHT Staff member [XI9] 
 

Planning and budgeting challenges also contribute to the use of funds and resources in ways that 

increase overall expenditures.  Purchasing small quantities of items instead of bulk purchasing is one 

example of this participants described.  Reliance on credit is another example of inefficient use of funds: 

“Sometimes there is no money, so now credit. I have a lot of credit in my debts now. I have about 4000 
credit on me now.”24 CHT Staff member [CX5] 
 

                                                           
23 This respondent was asked about their wording using ‘we’, despite working for a development partner and not 
the CHT.  Their response was: “‘We’ because I feel that I’m also part of the—I’m just advisor, but sometimes I feel 
myself as part of the system, the County Health Team.” [FL2] 
24 The participant was referring to debt on behalf of the CHT, not personal debt.  
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While the issue of limited funds was cited by many participants as a reason plans are not executed, as 

outlined above, not planning and prioritizing the available funds was another common theme.  In 

addition, challenges with engaging development partners in the planning and budgeting process was a 

common concern highlighted by participants. Notably, concerns related to engaging development 

partners went both ways: development partners felt that information was not transparently shared with 

them and the CHTs felt that Development Partners were not transparently sharing information (this is 

also highlighted in an earlier quote above related to financial transparency).  However, one theme that 

emerged among development partners is that if they had clearer information from the CHT on their 

plans, particularly evidence-based plans, they would feel comfortable providing more resources:  

“Even you don’t manage the money or the budget or the partners, but can make requests in a clear 
framework and the partners will fill your request or address your request. And they collect that data. They 
have information. But to use them?  I love the example, like, earlier, like, we have stock outs not because 
you don’t collect data, not because you don’t send me the request. Yes, we are challenged about logistics, 
but not because it not available. It’s about one things. Make your request based on the forecasting and 
not based on the assumptions. Simple things. If you change this part, and you will see, like, a big 
improvement of the system.” Development Partner working at the CHT Level [J23] 
 

Data Use for Decision Making and Prioritization 

CHT challenges in planning are very closely linked to difficulties prioritizing activities: 

“I will start by saying planning is an important aspect. And I think if you have poor planning, and that 
means poor resource planning — then of course implementation becomes a difficulty. So, most county 
health teams in my view lack the necessary capacity in planning, and then of course if you look at the area 
of planning. One key thing is prioritization, and most times you can only prioritize and give yourself 
whatever budget you have, the leeway based on your bandwidth to be able to have impact. Most times, 
they might consider not fixing the refrigerator in a center, but get a carpet in your offices.  And that's — 
carpets in the office, I'm not saying it's a wrong idea, but the priority should be fixing that refrigerator, 
where immunization will be done properly.  I mean, so setting your priorities is an issue.  I just give that as 
an example.” Development partner working at the Central Level [K22] 
 

These prioritization challenges result in activities conducted based on factors other than health and 

program needs: 

The challenge is that if we go on the field, on the facility, and we identify a facility that have a weakness, 
and you know, going back there, going there to do a regular visit, because if you identify them you have to 
conduct a frequent visit.  Then it becomes a challenge.  We don't do that.  Yeah.  We don't do that.  
Because, right, if you go on the field, and you identify a problem you must go back.  It must be a frequent 
visit there to make sure that area is being supervised.  But we don't — we don't do that.  It's a challenge 
for us…what happens here is that we sit as a team, you know, we sit as a team, and plan this.  We just — 
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we go to supervise by district.  For example, we — in a district, we will decide to go to a district this week.  
We take some facilities from that district, and then on the way we take another facility from that district.  
That's what we actually we just take the — just randomly choose the, choose the facility. CHT staff 
member [DW4] 
 

Closely linked with this, there is limited use of data to prioritize and make decisions: 

“See—if I’m the county officer…I would want to see, “How are we doing with immunizations? Are we 
providing immunizations to our children? What proportion of the children are not immunized. And then, 
how are interventions to ensure that we track these children and make sure we improve our 
immunization?” So, if we don’t know how many children have they immunized in a quarter or a year, how 
can we improve immunization? I mean, we’re in the dark. You cannot shoot in the dark. I mean, yeah. So, 
you have to know where you are to move forward. So, maternal health, institutional delivery, delivered by 
skilled attendants—so, if you see the delivery numbers outside the facility increasing that should trigger an 
intervention. Why are most of our women not delivering in the facility? Or do they come for D and C but 
they don’t deliver in the facility? Is it because of access or because of other issues? Then, that would 
trigger an intervention or inquiry into what is happening. How can we resolve it? I mean, the data should 
be able to talk to us. It should be able to provide the evidence for our intervention.” Central MoHSW Staff 
member [L21] 
 

Limited use of data to determine priorities is rooted, in part, in challenges analyzing and interpreting 

data: 

“…they will sit and wait, and the County health team makes a request, "Oh, I want this data." And then 
they scramble around to try to get it. There was very minimal data analysis and use at the county itself. 
They basically were doing delivery, like collect data and send upwards to the Central level.” Central 
MoHSW Staff member [B31] 
 

Challenges with using data for decision making also speak to disconnects between divisions within the 

CHT as data are generated by the M&E department are used by all departments.  This requires 

connections between the different departments including technical and administrative departments.  

Ultimately, one of the repercussions of limited use of data for decision making is that it exacerbates 

divisions between the administrative work within the CHT and the ultimate goal of the CHTs: to improve 

health within the counties. 

Accountability  

Participants described few structures or systems ensuring accountability within CHTs including 

from the central level and within the health teams.  In particular, participants  

directly linked capacity challenges to accountability gaps:   
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“That’s the key. I don’t, to be honest with you, I don’t think that people don’t have the technical capacity. 
There may be areas where there are gaps where, you know, maybe a new system has been put in place, or 
something new and they need a refresher, but it's just holding people more accountable, you know, that is 
key. And, you know, just understanding where people are- the skillset and the capacity they have versus 
what is required of them. Because they have to match…Again, do you put in a kind of reward system? Not 
financial reward, but you know, what is recognition. Or a punitive action, for example, if people are not, 
you know, measuring up to what is required of them”. Development partner working on Central level [I24] 
 

Accountability is a particular problem in relation to financial resources and participants highlighted that 

even though financial management is a major concern of the central Ministry, there is little follow-up 

from the central level in ensuring CHTs are held accountable for resources: 

“From my perspective and from my experience working in the county, one of the major challenges is the 
management of funds.  So, it’s easier for them to use up the funds.  Sometimes they use it for just reasons.  
They use it for the intended purpose.  But, when it comes to recording?  So, when it comes to submitting or 
providing financial reports on the utilization of funds, it’s one of the key challenges we have.  Sometimes 
funds are misappropriated, and, like I said, we’ve discussed it earlier.  But, sometimes they do not have the 
management capacity in terms of the right staffing to manage the funds, then to be accountable and 
being transparent.  So, that’s been one of the major challenges.  The other is the management of assets, 
like I mentioned.  Vehicles—they are huge assets.  It costs a lot of money to procure vehicles.  But, 
sometimes when vehicles are given to the county health team, because we do not have a system in place 
to maintain them for them to go through routine maintenance, sometimes you realize that a vehicle that is 
supposed to last for three years just is used for a year or less.  So, they do not have the management 
ability to—and there’s no strong mandates in giving to ensure that assets are being managed properly.” 
Central MoHSW Staff member [GT1] 
 

While many participants framed accountability in terms of specific systems and mechanisms, many 

others participant spoke of accountability in a general way, implying intrinsic motivation, without 

specific accountability mechanisms: 

“Yeah. So, the accountability to the system we are talking about, should be more used regularly. But they 
should feel a sense of — you know — responsibility to the system and keeping the system running. They 
have their part to play. And it shouldn’t be left at the end of the day. The overall effect is seen in the 
system. You understand? What was that? One of the issues — for example, the issue of the HR- auditors 
came and said, “you have not done supervision over the last maybe two months or so”. And he said "oh, I 
don't have to do that." That should not be an excuse. You should feel that you have an obligation to the 
system to keep the system running effectively. So, if there's an issue, it should be said, you know, it should 
be reported as quickly as possible so that we can intervene. Don't wait, and someone from the Ministry 
comes to do the supervision and says, "Well, why has this not been done.  So, it has not been done, 
because of X, Y, and Z —.”  Member CHT leadership [W10] 
 

As described by participants, accountability is a critical factor in ensuring that functions are executed 

and objectives met. 

Supervisory Engagement and Autonomy 
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A key issue that was highlighted, which is closely related to accountability as well staff support is 

supervisor support and engagement in work: 

“Well, so the mentoring that you would like to see, you would like to see from the side of the supervisor 
and supervisee, that the supervisor; every interaction with the supervisee need not be negative or a 
punitive action resulting from it. You can help the person facilitate their work by being supportive. Even if 
it is just offering a kind word or an encouraging word. That's something that is the other side that you 
have with supervisors that may have taken a course in managing staff, managing Human Resources, that 
you can get everything done by force…” Central MoHSW Staff member [B31] 
 

A number of participants noted that supervisors tend to be over-engaged in their staff’s work, limiting 

staff autonomy:  

“That should be void of micro-managing and interference. So that way, you are also encouraging or 
empowering him to do his work.”  Central MoHSW Staff member [E28] 
 

Conversely, another theme was supervisors who are not engaged, in part connected with a lack of 

knowledge of the content areas they supervise: 

“And the account is well-trained, he knows how to manage. But how can you the account be managed by 
someone who doesn't know financial issues? So usually that's the issues that the county faces, because the 
accountant is more acquainted with issues than his boss. So, when there are issues, the boss cannot 
address it like that. And so, it's left with only the account to deal with that issue, because he's not well 
equipped with financial issues or all of that.” Central MoHSW Staff member [M20] 
 

Supervisory challenges also connect to the tendency of the CHO to take control of decision making. This 

was a common theme and challenge highlighted by participants, one participant framed the challenge in 

terms of improvements in his current CHT:  

“And I'm telling you: this is no secret — I'm more independent here as compared to where I came from. I 
take decisions here —as compared to — frequently as compared to where I came from earlier. … My CHO 
is … he's very open.” CHT staff member [YJ8] 
 

Challenges with supervision limit both autonomy and accountability, constraining management capacity 

within the CHTs. 

Technical Challenges 

All of the technical challenges are impacted by the adaptive challenges outlined above, but as 

they relate to the CHTs, the adaptive challenges require gradual change through collective learning and 

problem solving.  As discussed at the beginning of this section, addressing these adaptive challenges will 
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help to address the technical challenges outlined below.  Technical components of these challenges will 

remain, which require increased skills or changes in schedules and technical systems.  It is important to 

underline that all of these challenges will require improvements in the adaptive elements for sustained 

change. 

Skilled staffing and Incentives 

A lack of core job skills was a very common theme in the data.  One participant described the 

roots of this in Liberia’s civil war: 

“You know, it has to do—honestly, it has to do with the fact that for many, many years, they were not 
producing, you know, the kind of human resources you want to see, right? There was a civil war, which led 
to a brain drain, disruption of the education and the production of the professionals you want to see. Even 
if, like right now, you have certain schools that are producing professionals, sometimes—I guess, I’m 
speaking candidly. Depending on the degree of the individual, or the credential of the individual claim to 
may have had at graduation, when you see them at work, sometimes it doesn’t speak to the degree that a 
person really claim to have.” Development partner working on Central level [N19] 
 

A common theme in the data is that it is difficult to recruit skilled staff who are willing to go to remote 

counties for the pay the government is able to provide: 

“Human Resource in terms of putting the right person with the requisite background, the requisite 
experience, the requisite skill in the right place. I say this to mean that in most cases we have people 
placed in positions of trust, not because they have all of the skills that is required of them, but because 
they’re either ones that can be accommodated in the available, you know, situation. What I mean is that 
you may have an accountant who will work in a remote County like this, not because he has all of the 
experience, not because he has all of the skills, but because he’s the one who is available and is willing to 
accept what is being offered and is willing to work in this condition, in this environment.” Central MoHSW 
Staff member [F27] 
 

The lack of skills was often framed in terms of a need for training, but with further questions, 

participants explained that they had received training: 

“We have to train them. That’s the first thing that goes through my mind. But, you would be surprised to 
know that people from the county are even more trained than I. They’ve traveled many times out of the 
country.”  Central MoHSW Staff member [GT1] 
 

CHT staff highlighted that they need training, but they did not frame this in terms of a need for skills in 

their current positions, but in terms of incentives and career growth opportunities: 

“We also need to build human capacity as well… We need more training…: That would be on course now. I 
need training in my area... I need some. I’ve had some. I need additional. Every time things changes… 
Because sometimes maybe I’ll be called to work on national level.” CHT staff member [CX5] 
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People spoke about incentives in several different ways: in terms of career growth as outlined above, in 

terms of internal motivation, and in terms of financial incentives.  Financial incentives were framed not 

only in relation to overall salary, but also in terms of motivation to do specific tasks within their job 

description: 

“So, when there is no money, sometimes they are reluctant for those activities. They come anytime for a 
meeting. When there is no money people feel reluctant to come, yeah”.  CHT staff member [BY6] 
 

Funds for specific tasks are compensation for overall low salaries, which also impact ability to recruit and 

retain staff:  

“Well, the first thing I would say is that the job here I think is heavier for one or two persons. Because it is 
at a county level we are performing and you got programs to attend to because we deal with other 
documentation. And one person can only the function instead with an assistant. Okay? So, when you come 
to any more time, time is involved. Too much work. And with less salary. The salary is small for the work. 
Something that one person or two three persons is supposed to do, that’s what one person is doing here.” 
CHT staff member [O18] 
 

As described here, low incentives are compounded by staffing gaps.  Both staff salaries and staff hiring 

are largely in the domain of the central level and as such, both of these issues are rooted in a lack of 

financial resources from the central level. 

Financial Management 

Finances and financial management are one of the main operational challenges identified in the 

research.  Limited funds from the government are an overarching challenge that most participants 

highlighted: 

“The other issue we just had here: the delay. The delay from government in receiving our allotment. The 
delay. The delay. And not just delay, but always reducing allotment.” CHT staff member [YJ8] 
 

As highlighted earlier in this section, many participants in the Ministry and Development Partners 

underlined that the limited funds available can be better managed through improved planning, 

transparency, and accountability.  A particular problem with financial management is timely report 

submission, which many people described as delaying the receipt of funds to the counties: 
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“If you submitted — if you submit your liquidation report on time, if it is there, you receive!  But if you 
delay your liquidation report, you will not believe — they should not give you budget.  Because the report 
is not in.” CHT staff member [EV3] 
 

This is critically impacted by challenges with financial documentation: 

“When the time comes for you to report even the papers are in many places- you don't even have it in one 
place. You don't have the relevant supporting documents. Sometimes it's not that they have eaten the 
money — no. It's just documentation. Central MoHSW Staff member [G26] 
 

The challenges with financial management are related to many of the underlying adaptive challenges 

noted above, particularly gaps in coordination and communication, supervision gaps, and challenges 

with links between the central and CHT level.  Improvements in technical skills related to financial 

management and organization will also help develop capacity.  

Facility Supervision 

Participants noted that supervision occurs, but the quality of supervision varies.  Supervision is 

not consistently conducted to schedule, particularly in remote facilities: 

“We plan to do it [facility supervision] every three months. Every quarter. But this doesn’t happen. I can 
say every six months, this is the time we do it. But what is in our plan is to do every quarter. Every six 
months. Sometimes we have opportunity to go for specific problems when there is an issue at the health 
facility, for example they report some cluster of cases there and we have to go there and verify.” 
Development partner working at County level [FL2]  
 

Facilities with problems do not consistently receive follow-up to address these problems: 

“So, if you go to the facility to do your clinical supervision and there are certain things that you discover, 
you come and do your report… you find that the next time you go in the field to do your clinical 
supervision, these things that we discovered will still be discovered, and nothing has been done about it. 
So, the issue of follow up too is a major problem.” CHT staff member [R15] 
 

The quality of coaching and mentorship at facilities has limitations: 

“So, supervision we use the word loosely. I mean, we think that by getting in our vehicle and driving to a 
clinic and saying ‘hi’, it’s fine. You see a patient. What’s the problem? And then, we leave the supervision. 
So, I think supervision goes beyond that. I mean, we have to—when we know what is happening in that 
facility, we can better supervise them. Sometimes it’s good to go there and understand what is happening. 
But, sometimes it’s also good to check their records and see what they are not doing that they are 
supposed to do. And then, you go and then you can resolve that. So, for example, when you see that 
performance in declining gradually, probably they don’t know that their performance is declining. They are 
just sending you a report. But, by reviewing their records or their data, you go and then you tailor their 
intervention to what is happening. And you can discuss with them. But, just by getting in the vehicle and 
going there and saying ‘how is the facility’, ‘oh the facility is okay’. ‘Do you have big problem with stock 
out?’ ‘No.’ ‘Do you have problem with patient care?’ ‘No.’ I mean, then we think it’s fine. I mean, it’s not 
supervision. It’s not how we should go and supervise.” Central MoHSW Staff member [L21] 
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Links between facilities and the CHTs are not consistently strong, often leaving facilities feeling isolated: 

“If the supervisors are not going to the staff, the staff feels isolated in those places, you know? The staff 
feels isolated. Do they even check to make sure the staff gets paid on time? …But they should monitor 
those things, because if the staff are dissatisfied, it will hugely impact service delivery.” Central MoHSW 
Staff member [G26] 
 

Technical skills in how to conduct mentorship and supervision can support supervisory capacity, 

planning, and coordination, discussed above, to improve facility supervision.  

Pharmacy and Supply Chain 

Liberia has a push supply chain system meaning the central level sends pre-determined 

quantities of drugs to facilities.  These are often delayed or not in the quantities the CHT needs, which 

fundamentally shapes CHTs’ ability to ensure facilities have the supplies they need. In addition, for 

accountability purposes, a staff member from the central level must be present when the CHT conducts 

drug distributions.  Keeping these challenges, outside of CHT control in mind, stock outs are a major 

challenge: 

“And there are times we want to always have a situation where there is a stock out of essential drugs and 
we find it difficult achieving that.” CHT staff member [XI9] 
 

Delayed pharmaceutical distributions are another major challenge, impacting stock outs: 

“The Ministry has a way of I think contracting a group, and that group is responsible for the last mile 
distribution of the drug, meaning they should bring the drugs in, and then distribute the drugs to the 
facilities. But because of the condition, the roads and other things, most of the time, those vehicles that 
are rented, they have a timeline. So, they bring the commodities in the county. It is left — if the timeline 
isn't pushing and they don't have to — the trucks, will have to go back, and the burden is left for the 
county health team to do the distribution: we don't have vehicles to drive the medical supply distribution. 
So, in getting the supplies to our area to the facilities where you have to cross rivers and things, it's difficult 
for the county health team.” CHT staff member [W10] 
 

The CHT also has challenges collecting and cleaning pharmaceutical consumption reports from facilities: 

“They don't submit. No! … From the hospital health center and clinic, at least a fifth of every month they 
should have the LMIS [consumption] data available to the county pharmacist. On the 15th the LMIS 
[consumption] forms should be available at the [Ministry of Health]. But it's difficult. Sometimes we see 
the form the 25th. Sometimes very late.” Central MoHSW Staff member [C30] 
 

Although delayed consumption reports should not impact facilities receiving drugs, many accounts 

indicate that this does impact receipt of drugs from central. Having consumption data is also important 
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as it can allow facilities to track use of drugs and distribute what they do receive from central based, in 

part, on how they are used. 

Fleet Management 

As noted above, vehicle availability has a major impact on other programs’ ability to function.  

While part of vehicle availability relates to program planning in the CHT, another part relates to vehicle 

breakdowns, management and scheduling of the vehicles themselves, and vehicle maintenance.  Of 

particular note, little preventative maintenance is done for vehicles: 

“That is the continuous breakdown.  There is breakdown.  And you find during the rainy season, we do 
experience more of the problems with the brakes, because it's like the water can get rid of the brake pads. 
Because of the mud and the water as we go through, and there are some areas — again — that the road 
is not really in that good condition.  You can also have problems with the cabs.  I mean, so maintenance is 
really a challenge. But all that points to the road condition…We used to really have people here to help 
with the maintenance of the vehicle…But later we find out that really the work most of the time is not 
really reliable.  So now presently Auto Spare Garage is the one that's doing the maintenance for us in 
Monrovia.  And that for me also is a challenge.  Because taking a vehicle from here to Monrovia for 
maintenance to change brakes; I mean the routine services are a challenge.” CHT staff member [Q16] 
 

A number of participants mentioned and direct observation confirmed that few records are kept on 

vehicles and fuel use, making it difficult to track how the vehicles and supplies are used.  In addition, 

systems to coordinate vehicles and drivers are minimal, limiting coordination of vehicle movement: 

“So, this person does not know that this vehicle is going this direction. All right because for example, 
maybe the cold chain vaccinator is carrying vaccine supplies. And he’s going in this direction. But then oh, 
some—okay maybe they’re drugs or other medical supplies are going in the same direction, but he’s not 
aware that the vehicle is going this way so the vehicle goes and the supplies remain.” CHT staff member 
[T13] 
 

Fleet management is a technical area on which many CHT functions rely including pharmaceutical supply 

chain, financial management and supervision. Vehicles are necessary to move funds, pharmaceuticals, 

and people from the central level to the county and from the county to facilities.  

Procurement 

The major challenge with procurement is that markets and vendors in remote counties are 

limited, impacting both documentation and the goods that are available: 
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“One area of challenge is adequate competent supporting documentation for preciseness. We have a 
serious challenge here and this has been highlighted several times by auditors and assessments. It is also 
true that some that there are a couple of extremes. For example, if the way to do any procurement 
activities there, the procurement activities should be supported by the setting, the commercial setting. For 
example, if a common thing like a shopping ...They want to repair a vehicle. They need to take the vehicle 
to maybe three different shops to compare the costs and take the least expensive quotes. We do not have 
three shops anyplace. It’s a constraint. So, they would subjectively deal with one entity and with due 
documentation to the point where they find that there was a constraint. Okay? So, the documentation 
would not be competent. In terms of in light of our procurement law in the country.” Central MoHSW Staff 
member [D29] 
 

Along with this, the government has focused on putting procurement procedures, including committees, 

in place to improve transparency and accountability around procurement, but the systems are new and 

not yet fully implemented: 

“We just started a procurement system. Very new… Since June, July last year…And we have attended a 
workshop once in Monrovia. But we still got — we are not ...you know, so it's very new. Again, because of 
limited resources, sometimes we meet, we have the Procurement Committee that can meet whenever we 
receive our allotment, and we go on the drawing board to list our priorities. But again, the priority listing 
that we are drawing up is not written in stones.” [YJ8] 
 

Procurement is closely related to financial management and while many of the challenges of 

procurement capacity can be addressed through improved financial management, or are in the hands of 

the central MoHSW, some technical improvements in procurement can improve procurement capacity. 

In total, these challenges represent the main management capacity challenges within the CHTs.  

Focusing indicators on these challenges aims to focus the TA agency’s CD work in these known 

challenges within CHTs in Liberia, to generate improvements.  

3.3.2 Translating the Challenges into Indicators 

The challenges outlined above, developed based on the main themes and sub-themes found in 

the literature, are summarized in the framework below (Figure 1).  This framework, and the challenges 

identified in the literature, are the basis for what the indicators assess.  Along with the challenges 

identified in the fieldwork, the Baser et al. five capability model was used to develop the indicators. On 

the left of the framework below are the challenges outlined in the research, organized by management 

categories (modified based on frameworks by Bradley et al. (2015) and Newbrander et al. (2012)), which 
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helps facilitate their presentation to stakeholders.  On the right is a modified version of the Baser et al. 

(2008) five capabilities.  The aspects of the Baser et al. framework that are included here are those that 

align with themes in the fieldwork.  Using the fieldwork as the basis for what is assessed in the indicators 

aims to closely align the indicators with the contextual specificities of the CHTs.  

Figure 2: Framework for what is assessed, based on fieldwork 

 

Not all aspects of the Baser et al. (2008) model are applied here.  There are three reasons for 

this.  First, the areas chosen are the ones that came out as dominant themes and challenges in the 

fieldwork.  Some areas not covered were not major challenges based on the fieldwork.  Second, the 

areas chosen for indicators need to be appropriate for indicators, and not targeted by other aspects of 

the intervention.  For example, many aspects of the ‘capability to commit and engage’, while important, 

are both not well suited for measurement by defined indicators and are intended to be impacted by the 

CHT management performance indicators.  The CHT management performance indicators intend to 
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incentivize the CHT to improve management and address capabilities such as committing and engaging, 

reducing the likelihood that the TA will replace the CHT’s capacity. 

 Finally, the indicators will be used to assess CD, in conjunction with other aspects of capacity 

assessment, described below.  The design of this assessment process aims, in part, to capture the 

aspects of capacity not incorporated in the indicators.  

Incorporation of Adaptive and Linear Elements 

The framework above outlines how adaptive elements of capacity shape the indicators, using the 

fieldwork and the Baser et al. framework.  Along with attention to technical aspects of capacity, there 

are several additional ways in which the indicators described below incorporate linear aspects of CD.  All 

of these are based on the assessment needs of the PBF / CD program being assessed.  First, the use of 

pre-determined indicators is itself a hallmark of linear methods.  Adaptive methods focus on assessing 

unplanned change.  The PBF program requires clear, pre-determined indicators for payment.  Second, 

the indicators are assessed by outside evaluators and not through a participatory process.  This is 

necessary for an objective evaluation on which the TA agency can be paid for their PBC. Finally, the 

indicators are composed of consecutive steps that build on each other.  This aspect of the indicators has 

components of both linear and adaptive methods. The step-wise process was designed to capture 

incremental change, which attends to adaptive approaches to CD, but also moves in a systematic 

progression, which is in line with linear methods.  The linear aspects of the indicators align them with 

the assessment needs of the PBF / CD program and the capacity assessment methods commonly used in 

large, donor-funded CD programs.   

3.4 How to assess? 

As discussed in the previous chapter, CDA is a complex process without a clear framework.  Two 

particular challenges are the lack of measures that demonstrate actual capacity, or the ‘ability to 

produce’ and the challenge of measuring types of capacity other than technical capacity.   
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3.4.1 Incremental Change 

The concept of CD as a gradual process and the related concept that small changes can have 

major impacts on overall capacity are core tenants of adaptive approaches to CD. The slow pace of 

capacity change can make it seem like change is not happening.  The TA agency contracted for this 

intervention will be issued a one year contract, in part because previous CD efforts have shown little 

impact in building long-term capacity.   For these reasons, it is important to show small, incremental 

changes through the CDIs.  These indicators are structured in levels that build on each other from level 

one to level four or five.  Level one is the least complex and levels four or five are the most complex. 

3.4.2 Capturing adaptive elements of capacity 

As outlined in figure 1 and described above, elements of the Baser et al. five capacity model are 

reflected in the indicators, based on the fieldwork and what can be assessed through indicators.  Several 

assessments have captured adaptive elements of capacity. Huisman and Ruijmschoot (2013) 

administered self and partner assessments of an organization based on the Baser et al. (2008) five 

capability model (129). Similarly, Wetterberg et al. (2015) assessed the capacity of partner organizations 

implementing a program based on the five capabilities, and related each capability to the agency’s 

overall performance to understand which capabilities are most impactful (205). Both of these 

assessments were explicit about which questions, or aspects of the assessment, applied to specific 

capacities. Based on this, a similar approach was used to develop the indicators here. While both 

Huisman and Wetterberg used self and partner assessments, which will not be used here due to the PBF 

model, the underlying concept of assessment framed around capabilities is applicable.  Here, using the 

assessment methods described below, each assessment covers one of the four (including technical 

challenges) aspects of the 5C model identified as capacity challenges in the fieldwork. The capacity or 

capacities to which each assessment level relates is explicitly noted under each level.   
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One way to understand how the Baser et al. (2008) five elements of capacity are handled in this 

thesis is as pre-conditions for the ability to perform tasks. The idea of pre-conditions for performance is 

analogous to health system structural indicators.  Structural indicators are aspects of the health system 

that need to be in place for the delivery of quality medical care (206–208).  Similarly, the four aspects of 

capacity outlined here are necessary to be ‘able to produce’. 

3.4.3 Competence and Quality Assessment  

In this thesis, the concept of ‘actual capacity’ is closely tied to the concept of capacity used in 

this work and reiterated above, which frames capacity in terms of the ‘ability to produce’.  The intention 

is to move away from measuring results, which are proxy measures for performance and, as discussed in 

the previous chapter, do not show where the problems in capacity exist.  In addition, these do not 

capture whether the CHT itself can perform and the work was not performed by the TA agency.  

Measuring the ability to produce or how results are generated is also the objective of some of the 

techniques used in the overlapping areas of competence and quality assessments.  As with capacity 

assessment, competence and quality assessments also use performance result measures, as well as 

other measures.  In addition to performance results, competence and quality assessment use measures 

specifically designed to observe what people are capable of doing or actually do, in a work environment.  

There is limited evidence in the available literature of competence measures used in capacity 

assessment.  However, Rougoor et al. (1998) used simulations and structured observation, which have 

similarities with competence measures, to assess farmers’ individual managerial capacity (140).25  The 

exploration of other forms of measurement here was limited to measurement methods that were 

relevant to assessment of “the ability to perform functions” and assessment of adaptive capacity. 

                                                           
25 Bardfield et al. (2015) look at a quality improvement (QI) approach to capacity building for healthcare 

quality improvement, but use aggregate performance measures for assessment of the effort instead of 
observations of clinical, governance, or management practices (209).   
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Aspects of quality, competence, and other measurement forms that do not relate to ‘the ability 

produce’ were not included here. 

Quality is a concern across various disciplines and practices including both management and 

health service delivery.  In terms of management quality, there is little work looking at how to measure 

changes in the quality of organizational or individual managers’ abilities to manage.26  The focus has 

instead been on changes in outputs or results, the challenges of which as measures of CD were 

discussed earlier in this chapter and the previous chapter.  In health service delivery, measurement of 

quality is an area of considerable focus as it maps to improvements in the outcomes of services and 

therefor health outcomes (211,212).  These measures are applicable to this body of work in substance 

and, since they are used for health service delivery, they are also familiar to those involved in developing 

the CHT indicators from the Bank and Liberia’s MoHSW.  Historically, most health service quality 

measures have focused on quality of facilities and inputs, with less emphasis on the quality of service 

delivery by providers (212,213).27  Directly measuring quality, or what service providers do in practice, 

has received increased attention in recent years, but measuring what service providers do is complex as 

what providers know, what they are able to do, what they do in practice when observed, and what they 

actually do in practice unobserved differ substantively (211,212,214–216). As Das and Hammer (2005) 

describe: 

“The measurement of quality of care has never been an easy task. Such measures are proposed for very 
different purposes and have, inter alia, measured knowledge of medical practitioners, their behavior in 
clinical settings and the outcomes of medical treatments. Confusing the three, which are all determined by 
and should be measured by different means, has been a serious problem. While the ultimate outcome of 
interest is the actual health improvement of a patient, it is important to distinguish inherent 

                                                           
26 Blaise and Kegels (2003) looked at QI in health system management at the District level in Zimbabwe as 

a change process, essentially using QI methods to implement improved management practices, but they did not 
look at how to assess this change (210). 

27 As Leonard and Masatu (2005) explain: “Rather than measuring quality directly, many researchers 
measure quality indirectly, by evaluating the quality and quantity of structural and process inputs. In a developing 
country outpatient service context, such as that examined in this paper, structural inputs include the state of the 
building and grounds, the availability of clean water and toilet facilities, and the availability of key drugs, among 
other measures. Process inputs include politeness, consultation, dispensing of medicines, etc.”(213) 
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characteristics of the provider (knowledge or competence) from the behavior of the provider in different 
settings and incentive environments or the outcomes they actually achieve.”(212) 
 

Here, clinical outcomes are similar to management performance outputs and medical provider 

knowledge is similar to technical management skills.  The third measure highlighted here, what 

providers do in practice in different settings, reflects most closely the ‘ability to produce’. 

Competence measures are one method of measuring quality. Competence is variously defined, 

but in terms of performance refers to the ability to apply skills and knowledge in practice.  As Crawford 

(2005) explains: 

“Performance based inference of competence relies upon demonstrable performance, or use of practices in 
the workplace in accordance with occupational, professional or organisational competency standards.” 
(217) 
 

Like capacity, with which competence is very closely linked and sometimes defined as, competence is 

shaped by context (217,218).  Epstein (2002) also notes that competence is a ‘developmental concept’, 

referring to the idea that competence progresses as individuals and groups move through different 

stages of training and work and competence improves (218).  This is connected to the concept of 

incremental changes in capacity that the indicators developed here aim to capture.  Some competence 

measures are limited to assessing skills and knowledge through paper-based tests, while others include 

measures of personal traits such as motivation and self-perception (217,219).  The former takes a view 

of competence that does not incorporate context, while the later aspect of competence is used in the 

psychology literature, as well as some of the management literature with roots in psychology, and will 

not be incorporated here as these aspects of competence do not relate to capacity or its components as 

defined in this work.   

There are three main methods of assessing quality, each of which is also considered, at least by 

some authors, a competence assessment.28   Direct observation involves an observer physically 

                                                           
28 Based on the work on Leonard and Masatu, Amin et al. (2007) underline that vignettes are competence 

measures and not direct quality measures, because of their format they show ‘maximum’ performance, beyond 
what doctors practice with their patients on a daily basis (213,215,220).  Peabody et al. (2000) argue that vignettes 
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observing the provider’s actions with a real patient, while the observer confirms that specific tasks are 

described.  This is subject to the Hawthorne effect: improvement upon observation (215,216,221,224).  

Vignettes refer to prepared text, read out loud, to which providers verbally explain their actions while 

the person administering the vignette checks to confirm that specific tasks are described.  Vignettes are 

a commonly used quality assessment method that are very explicitly framed as a competence measure, 

as providers usually perform well above their performance in patient interactions and because verbally 

responding to questions has substantive differences from performing actual patient care procedures 

(213–216,220,221).  Peabody et al. compare vignettes to standardized patients, which they describe as 

the ‘gold standard’ of quality assessment because this context is incorporated (221).  Standardized 

patients are a form of simulation as they aim to replicate what a professional would do in an actual 

situation (222,223). Das et al. (2015) in a paper on using standardized patients to assess TB care point 

out that standardized patients also have downsides for assessment as they are still known actors, but 

are unable to ask questions that an observer who was not acting as a patient might ask (224).  

In a series of papers on measuring provider quality, Leonard and Masatu quantify the 

differences between what providers know, what they do in practice, and what they do when observed, 

by measuring differences between vignette and direct observation results (214–216).29 However, Gertler 

and Vermeersch (2012) find incentives can help bridge the gap between what providers do and what 

they know (211). Gertler and Vermeersch’s work is applicable to this thesis as the CHT management 

performance indicators will also incentivize the CHTs for their management performance, possibly 

reducing the gap between what they do and what they are able to do.   

                                                           
are competence measures as they take the provider out of the structures and processes, or the context, inherent 
in an actual patient interaction (221).  Notably, the definition of competence inherent in this use differs from that 
used here.  Both Decker et al. (2008) and Nishisaki et al. (2007) refer to simulations as competence measures  
(222,223). 

29 This later point, the gap between what is done (in this case by providers) and what is done when 
observed, is known as the Hawthorne effect.  
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Along with competence measures for quality assessment, competence measures have also been 

used to assess management quality. The Government of East Timor developed competence measures to 

assess readiness for Public Financial Management (PFM).  These indicators progressively measure 

employees’ ability to perform management tasks through tests and simulations (225).  Other 

competence assessments include video recorded scenarios to which mangers respond in order to assess 

managerial competence (226,227).  This form of management competence assessment is similar to 

vignettes.  

The aim in using competence measures is to see how well CHTs perform in practice, as one 

aspect of measuring the ‘ability to perform’. However, the interest here is not to focus on individual 

competence, but instead on whether the function can be performed, drawing on all relevant resources, 

within the context of the organization.30  As such, the competence assessment methods described 

below aim to draw on the context in which people operate and assess groups.  Use of competence 

measures here does not imply that competence and capacity are interchangeable.  Competence 

assessment is part of the overall assessment approach, which includes incorporating adaptive aspects of 

capacity and other forms of assessment as described below. 

3.4.4 Types of Assessment Used for the Indicators 

The indicators will be verified through one or two of the following means.  Multiple verification 

methods aim to more effectively see both the capacity challenges and the extent to which capacity is 

developed.  

Simulation 

                                                           
30 The concept of performing functions within the context of a system or working collectively to perform a 

function, appear to also involve collective competence.  However, work on assessing collective competence 
appears to represent assessment of specific organizational dynamics which do not directly feed into capacity as 
defined here (228–231).  For example Macke et al. (2010) break organizational competence into the following 
pieces for measurement: “(1) roletaking, (2) gesture, symbols and language, (3) sensemaking, (4) time and space, 
(5) communion, (6) exchange of meaning, (7) familiarity and (8) unit.” (229) Because of the disconnect between 
how organizational competence is assessed and capacity as defined here, this literature was not used. 
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In this work, the concept of simulations was applied to management practices.  The simulations 

aim to have staff replicate their management functions to demonstrate the ability to carry out a 

function. An observer will prompt the staff member or group of staff members, who will carry out the 

function, and the evaluator will observe and check whether they accurately complete all aspects of the 

function. The observer will look for specific items related to each of the relevant domains. In some 

cases, this may also involve reviewing work produced during the process, but products alone will not be 

the object of assessment. Unlike the competence assessments described above, many of the simulations 

here will be applied to multiple people or individuals who will need to seek input from others. When 

applied to more than one person, both overall ability to achieve the objective and ability to draw on 

others or interaction between individuals will be assessed. 

One key difference between the simulations described here and simulations used in healthcare 

quality assessment is that management does not involve patients. As a result, no one will need to act in 

the role of another person.  Simulations will involve an individual or group completing an observable 

task. Some of these tasks will require interactions with colleagues, which will allow the observer to 

assess these interactions  

Vignettes 

Vignettes will be applied in a similar manner to their clinical application, a passage will be read 

to managers and they will respond verbally. Vignettes are used minimally as most management tasks 

can easily be simulated. Vignettes will be used for more complex tasks that take place over time, such as 

supervisor assistance for drivers to addressing vehicles that have broken down in remote locations. 

Vignettes are used to assess a limited number of indicators.   

Walk-through questions 

During the in-depth interviews participants at the central level and with development partners 

were asked how they know CHT staff are able to execute their functions when they visit the CHTs. 
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Participants described asking CHT staff to show and tell them what they do and how they do it. By asking 

a person to show what they are doing and describe how they do the task, their challenges, and what 

supports them in doing this, the observer can learn about how a person undertakes a task, what they 

know, and what specific challenges are in the process.  In theory, this gives a picture of the person’s 

capacity to perform the task.  Using open ended questions and direct observation from qualitative 

research methods, ‘walk through questions’ to managers aim to understand the overall command staff 

have in a given area and how their skills are applied in practice.  An important aspect of this method is 

that assessing how someone does something, while asking questions, potentially facilitates 

understanding where the underlying challenges in being able to execute or not execute something lay.  

This assessment method will be used in combination with other methods, primarily simulations; there is 

no available documented evidence of this assessment method being formally used to assess capacity. 

Direct observation 

Many management tasks are difficult to observe spontaneously in part because managers do 

many different things during a day and in part because many of these tasks only involve one person.  As 

a result, observation would inevitably involve explanation from the manager being observed, essentially 

making it a walk-through assessment, as described above.  However, meetings and other group and 

multi-person events are more appropriate for observation. Observation allows capturing information 

related to how the task is being executed in practice and what specific challenges are in practice.  

Observation is used to assess a limited number of indicators.   

What are the underlying capacity challenges? 

Along with the assessment of what can be done, an important element of capacity is 

understanding where the problem is in being able to execute or not execute something.  While this is 

incorporated in the walk-through questions, each of the other assessments that are not paired with 
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walk-throughs include questions to the people who execute the function on what the challenges in 

being able to execute the function are and what supports them in executing the function.     

3.5 Technical Aspects of Indicator Development 

Along with the why, what (challenges identified in the fieldwork and the Baser et al. framework), and 

how (assessment methods) that went into developing the indicators, several technical aspects of 

indicator design were used to develop the indicators.  First, the indicators were designed to be 

objectively verifiable, through quantitative means, qualitative means, or a combination.  Both what is 

being assessed through the indicators and the assessment methods used for a particular indicator, 

including the number of different methods used for the assessment, should result in verification that 

does not incorporate the verifiers opinion.  To ensure the indicators’ objectivity, this will also need to be 

incorporated into the development of the indicator assessment tool.   

In addition, aspects of the SMART (specific, measurable, attainable, relevant, time-bound) 

principals were applied to the development process.  Given the dynamics and complexities of assessing 

capacity, the indicators are not fully aligned with the SMART principles, but each principal was 

considered when developing the indicators to incorporate the principles as much as possible.  First, 

indicators were designed to be specific: clear and directly related to the areas that need improvement.  

Second, they were designed to be measurable, or more accurately, ‘assessable’ through quantitative or 

qualitative means: the indicators were designed to be feasible to assess and attached with assessment 

methods.  Third, the indicators and their levels were designed to be realistic to achieve, with specific 

attention to sequencing of achievement using the levels.  Fourth, indicators were designed to be 

relevant, which relates to their development based on the main challenges identified in the fieldwork.  

Finally, the levels were designed in part to attach each level to a specific time period, although the 

indicators have not yet been attached to a specific time schedule.  These technical aspects of indicator 
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development were also used to shape the indicator development along with the reasons assessment, 

what to assess, and how to asses.   

4. The Indicators and Assessment Process 

By assessing different types of capacity through the different methods outlined above, the 

indicators aim to assess ‘the ability to produce’. Table two below outlines the linear and adaptive 

elements of the indicators.  

Table 2: Linear and Adaptive Elements of The Indicators 

Adaptive Elements Linear Elements 
Includes technical (management) skills 

  Uses pre-defined, step-wise indicators 
Includes adaptive capacity such as 
relationship, integration, and adaptability   
Shows gradual, incremental change, not 
just end results   
Focuses on how work is conducted, not 
just the end product (performance 
results) of work   

 

This section presents four sample indicators.  All TA management performance indicators are in 

Appendix 2. It is important to note that each of these indicators is paired with a management 

performance indicator, on which the CHTs will be paid (see Appendix 3).  

Many of the indicators are assessed through both simulations and walk through questions.  

Simulations are designed to see whether the person is competent, or has the ability to achieve an 

objective in practice. However, they take the function out of context and do not offer the opportunity 

for the assessor to interact with the person or people being assessed.  Walk through questions do not 

show staff members’ abilities in practice but do allow staff members to explain how they achieve the 

objective in the context of their work and allow assessors to ask questions to understand what aspects 

of capacity support or hinder staff members’ abilities to achieve objectives, which gives a better picture 

of where the specific capacity challenges lay.    
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Along with information on which management practices present the biggest challenge, gathered 

through the fieldwork, the indicators incorporate information gathered through the in-depth interviews 

and direct observation on what each management practice entails.  These components of management 

practices are incorporated into the indicators, to break them into incremental levels.    

4.1 Supervisors and others in the county health team able to coach and mentor staff 

The first indicator falls under the ‘human resources’ management area and aims to address part 

of the challenge with disconnects between supervisors and the staff they supervise.  This is linked to two 

management performance indicators “Supervisors have basic knowledge of their staff's responsibility 

areas and are engaged in their staff's work” and “Staff receive individual performance feedback”. The 

first performance indicator aims to incentivize the CHTs for supervisors being more engaged in staff 

work and the second aims to incentivize CHTs for conducting performance assessment. The 

complementary TA indicator, outlined below, focuses on building CHT capacity for coaching and 

mentorship through technical skills in coaching and mentorship and links / relationships within the CHT 

to support coaching and mentorship.  

The first two levels focus on progressive technical capacities: the ability to identify performance 

strengths and weaknesses and the ability to conduct coaching and mentorship of staff. The first level is 

evaluated only through a simulation, as this assesses one component of a more complex skill-set. The 

second level, which requires the capability to identify performance strengths and weaknesses as 

covered in the first level as well as engagement with staff, is assessed through both a simulation and 

walk-through questions.  The third level assess both a technical capacity and communication / 

coordination between staff, which falls under the Baser et al. (2008) diversity and coherence category.  

Within this, both the ability to identify performance objectives and the ability of supervisors and staff to 

collaborate are assessed.  Level four focuses on supports within the CHT for mentorship and coaching 

and assesses the presence of the supports through questions to supervisors.  This aims to foster an 



 120 

enabling environment within the CHT for mentorship conducted by individual supervisors.  The levels of 

the indicator progressively build two different types of capacities within the CHT, technical capacity and 

aspects of the capacity to balance diversity and coherence.  A linear approach might not assess such an 

indicator, instead focusing on the overall performance results of the CHT, such as improved financial 

reporting, as an indicator of capacity development.  A purely linear version of such an indicator might 

review documentation of supervisory interaction at the CHT level, such as forms from meetings between 

supervisors and supervisees, assessing an increase in the frequency of meetings as an indicator of 

improved coaching and mentorship. 

 
Table 3: TA 1.1 and 1.2 Supervisors and others in the CHT able to coach and mentor staff 

S/N Indicator Levels of TA Indicator Means of verification Capacity 
Type 

TA 1.1-
1.2 

Supervisors 
and others in 
the CHT able 
to coach and 
mentor staff 

Level 1 

Supervisors are able to 
identify strengths and 
weaknesses in staff 
performance 

• Simulated test to staff 
Management 
Skills; 
Integration 

Level 2 
Supervisor can conduct 
coaching and mentorship of 
staff 

• Simulated test to 
supervisors 

• Questions to staff to 
walk through the 
coaching and 
mentorship they 
receive 

Management 
Skills; 
Integration 

Level 3 
Supervisor can work with staff 
to formulate and identify 
performance objectives 

• Simulated test to 
supervisors and staff  

• Questions to staff to 
walk through how 
performance objectives 
are set 

Management 
Skills; 
Integration 

Level 4 
There are supports within the 
CHT for staff who conduct 
coaching and mentorship 

• Questions to 
supervisors Integration 

Level 5    
 
4.2 County health team is able to use and interpret data 

The ability to use and interpret data supports data use for decision making and relates directly 

to the capacity to engage and relate to stakeholders, adaptation capacity, and technical capacity.  This is 
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linked with the CHT indicator “CHTs use data for routine decision making” on which the CHTs will be 

incentivized.  The first level focuses on the development of a resource to help enable the CHT to analyze 

data.  This incorporates participatory development of the platform.  CHT participation in the platform 

development process aims to help ensure the CHT is able to use the platform and is invested in it.  The 

first level will be assessed through questions to confirm the process through which the platform was 

developed.   

Levels two, three, and four cover two progressive technical skills related to conducting data 

analysis, interpreting data, and using data.  Level two focuses on M&E staff’s ability to generate data 

analysis, level three focuses on data interpretation capacity throughout the CHT, and level four moves to 

using data for prioritization.  All three levels incorporate different types of data: administrative data, 

health status, service delivery.  Simulations aim to show whether the staff are able to achieve objectives 

in practice.  Walk through questions aim to gather more information on how staff execute the practice 

and where specific challenges in capacity lay. Level five relates to communication of data to facility staff, 

which links to integration between the CHT and facilities.  Level five is also assessed through both 

simulations and walk through questions.  Each level assesses a different aspect of capacity and 

increasingly complex aspects of capacity, using complementary assessment means.  A solely linear 

approach to such an indicator might look at the presence of data analysis at the CHT level, using the 

existence of analyzed data as an indicator that CHT data use improved.  This type of linear approach 

would likely not look at who conducted the analysis, the use of such analysis, or the ability to analyze or 

use data.    

 
  



 122 

Table 4: TA 2.1 CHT is able to use and interpret data 

S/N Indicator Levels of TA Indicator Means of verification Capacity Type 

TA 2.1 

CHT is 
able to 
use and 
interpret 
data 

Level 
1  

TA agency engaged in 
participatory development of 
data analysis platform to meet 
CHT needs 

• Questions to CHT 
leadership and staff to 
confirm usability of 
platform 

Management Skills 
/ Resources 

Level 
2 

CHT M&E staff able to generate 
data analysis for use related to 
key health status 
administrative, and service 
delivery indicators on monthly 
basis 

• Simulation test for 
M&E staff to generate 
analysis 
• M&E staff through 
previous monthly 
analyses 

Management Skills; 
Adaptation 

Level 
3 

CHT program supervisors, and 
leadership can interpret data 
(assess health trends and 
problems as well as 
programmatic trends and gaps) 

• Simulation test to 
CHT program staff 
(sample) and 
leadership 
• Sample of CHT 
program staff, and 
leadership walk 
through previous 
monthly analyses 

Management Skills; 
Adaptation; 
Integration 

Level 
4 

CHT staff able to prioritize 
supervisory visits, 
interventions, distributions, and 
activities based on data  

• Simulation test to 
CHT program staff  
• CHT staff walk 
through prioritized 
activities 

Management Skills; 
Adaptation; 
Integration 

Level 
5 

CHT staff able to clearly 
communicate key points related 
to analyzed / interpreted data 
to facility staff (verbally and 
through printed means) 

• Simulation test to 
CHT program staff  
• CHT staff walk 
through prioritized 
activities 

Management Skills; 
Adaptation; 
Integration; 
relating 

 
4.3 County health team is able to map plan to available resources 

Planning and budgeting are both technical skills and components of the ability to adapt.   They 

also support the ability to relate to stakeholders.  This TA indicator is linked to the CHT indicator “PBF 

Business Plan corresponds with priorities and updated to available resources”.  The CHT indicator aims 

to ensure that the PBF business plan is made in a way that is usable and is matched to available 

resources, the TA indicator develops capacities to support business plan development.   The first level of 

the TA indicator below relates to basic planning skills.  As the CHTs are involved in extensive planning 
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activities including plan development, the generation of a plan without attention to budgeting and 

technical priorities is addressed in the first level and assessed through only one method.    

The next three levels, two through four, progressively assess the ability of the CHT to determine 

how much activities cost, prioritize activities, and then match prioritized activities to the budget.  All 

three are measured both through group simulations and walk-through questions.  Group simulations 

aim to assess capacity within the indicated level with specific attention to how staff interact with and 

relate to each other, as a component of the capacity.  The walk-through questions aim to gather 

information on how CHT staff apply the capacity in practice. The final level involves tracking progress on 

the business plan and is assessed only through a group simulation to allow assessment to begin before 

the CHT begins tracking progress of their business plans.  The progressive levels of planning and 

budgeting aim to assess the CHTs capacity to develop realistic plans that are mapped to actual 

resources.  A linear-focused approach to such an indicator would likely compare the final CHT budget 

and plan to check whether they related to each other.  This type of approach would probably not look at 

how the plan or budget were developed, their use in practice, or the ability to map the plan to the 

budget. 
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Table 5: TA 3.1 CHT is able to map plan to available resources 
S/N Indicator Levels of TA Indicator Means of verification Capacity Type 

TA 3.1 

CHT is 
able to 
map plan 
to 
available 
resources 

Level 
1  

CHT staff able to 
generate plans to 
basic guidelines 

• Simulation test to CHT 
Leadership 

Management Skills; 
Adaptation; Relating 

Level 
2 

CHT staff able to 
estimate cost of 
activities 

• Group simulation test to 
CHO, accountant, CHSA, 
CHDD based on a series of 
actual activities 

• Questions to sample of 
staff to walk through cost 
estimations 

Management Skills; 
Adaptation; Relating 

Level 
3 

CHT staff able to 
match prioritized 
activities to budget 

• Group simulation test to 
sample of CHT staff 

• Questions to sample of 
CHT staff to walk through 
matching prioritization to 
budget 

Management Skills; 
Adaptation; Relating 

Level 
4 

CHT staff able to 
prioritize activities 
based on data 

• Group simulation test to 
sample of CHT staff 

• Questions to sample of 
CHT staff to walk through 
prioritization 

Management Skills; 
Adaptation; Relating 

Level 
5 

CHT staff able to 
track progress on 
business plan 

• Group simulation test to 
sample of CHT staff 
(tentatively leadership, 
TBD) based on a series of 
actual activities and 
hypothetical data 

Management Skills; 
Adaptation; Relating 

 
 
4.4 County health team able to support, supervise, and manage drivers 

Fleet management is both an essential and under-attended to area of health program 

management.  Without functioning vehicles, it is virtually impossible to reach remote facilities and fleet 

management requires a specific professional skill set and training, distinct from many other 

management areas which can be learned on the job.  This TA indicator is linked with three CHT 

indicators: “[# and %] of vehicles (motorcycles / cars / trucks) with logbooks and condition records that 

match actual vehicle use, fuel use, and vehicle condition”, “CHT performs routine vehicle (truck and 

motorcycle) maintenance to schedule”, and “CHT deploys vehicles based on priorities and streamlines / 
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coordinates deployment”.  The TA indicators aim to improve vehicle documentation and maintenance 

while the TA indicator aims to support the systems for improved vehicle maintenance, documentation, 

planning, and use.  The first level of the indicator covers the development of a mechanism to coordinate 

drivers and vehicles, with attention to the CHTs’ engagement in the development of the mechanism in 

order to promote the mechanism’s use.  This will be confirmed only through questions to the CHT 

leadership.  The second level covers clarity throughout the CHT around who supervises drivers, which 

supports systems for supervising vehicle planning as well as driver supervision and the interactions of 

staff throughout the CHT with these systems. 

Level three relates to the ability of supervisors to support drivers with vehicle logbooks and 

maintenance schedules, which is key to ensure drivers are accurately using logbooks and that the 

system remains in place over time.  Level four also relates to driver support, specifically in emergencies 

and breakdowns outside of town.  This contributes to proper vehicle maintenance and feeds into 

systems for driver support. This is verified through questions to drivers and supervisors.  The final level, 

the ability of supervisors to support drivers with vehicle functionality issues, is the only indicator that 

will be assessed through a vignette.  A vignette is used here because it is difficult to physically replicate 

vehicle problems and accidents; a vignette is more appropriate to develop a realistic scenario.  These 

complementary, progressive indicators aim to assess different aspects of capacity to build an overall 

picture of the CHT’s ability to support, supervise, and manage drivers.  A linear approach would most 

likely not assess indicators related to driver supervision, instead focusing only on overall CHT 

management performance such as supervisory visits to facilities, or possibly reduction in vehicle 

breakdowns.  A linear indicator focused on driver supervision might review driver signatures in logbooks 

and use a change in the frequency with which driver supervisors sign vehicle logbooks to indicate an 

improvement in driver supervision.   
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Table 6: TA 5.1-5.3 CHT able to support, supervise, and manage drivers 
S/N Indicator Levels of CHT Indicator Means of verification Capacity Type 

TA 
5.1-
5.3 

CHT able 
to 
support, 
supervise, 
and 
manage 
drivers 

Level 1  

CHT staff engaged in the 
development of a mechanism 
to coordinate vehicle 
movement and drivers 

• Questions to CHT 
leadership to confirm 
development process 

Resources 

Level 2 

All staff (drivers, 
administrative, 
programmatic) know who 
supervises drivers  

• Questions to staff on 
who supervises drivers 
/ vehicles 

Integration 

Level 3 
Vehicle supervisors able to 
oversee vehicle logbooks and 
maintenance schedules 

• Simulation test for 
vehicle supervisors to 
review a vehicle 
logbook 

Management Skills; 
Integration 

Level 4 

Drivers know who to contact 
and how if there is a vehicle 
problem (routine or 
emergency) or need for 
maintenance including when 
they are away from the CHT 

• Questions to drivers on 
who to contact and 
experiences with 
contacting a supervisor 
when needed 

• Verification of system 
for drivers to contact 
when they are away 
from the CHT 

Integration 

Level 5 

Vehicle supervisor(s) able to 
address vehicle driving, 
maintenance, and 
functionality issues in a 
manner that is technically 
accurate and appropriate for 
driving conditions 

• Vignettes sample of 
situations to vehicle 
supervisors 

Management Skills; 
Integration 

 
 

4.5 Implementing the Indicators and Assessment Process 

The indicators will be tested and implemented by a third-party verification agency.  This includes 

testing the indicators for validity and consistency.  Prior to the indicators’ implementation the CHTs will 

agree on the indicators.  As this is the first use of such indicators, the third-party verification agency will 

need to incorporate a mechanism into the indicators implementation to continually evaluate whether 

the indicators are serving their intended function.   
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For consistency and objectivity, the indicators will need to be developed into a standardized 

assessment tool with formal administration procedures. Particular attention will need to be paid to 

objectivity and consistency of how the assessment is applied over time and between CHTs to ensure 

fairness in how the TA agency is assessed.  Along with this, the administration tools and procedures 

should ensure that the assessment is objective and not based on the subjective opinions of the 

assessors.  This can be addressed in part through clear objective markers that the assessors look for in 

the simulations and walk through assessments, as used in quality simulations and vignettes described 

above.  Using multiple assessors for a single indicator and switching assessors for different indicators 

may also help with objectivity.  Both objectivity and consistency should be given special attention by the 

verification agency when designing tools and procedures to administer the indicators.  

The validity of the indicators will likely be assessed in part by comparing the performance of the 

CDIs against the performance of CHT management indicators that are in line with standard health 

system management indicators: frequency of supportive supervision, stock-outs of essential medicines, 

timeliness, completion, and accuracy of health management and information system (HMIS) reports, 

and timeliness, completion, and accuracy of financial reports.  Improvement in the CDIs should relate to 

improvements in standard performance measures.  This will need to be closely studied to understand 

what aspects of capacity contribute to performance and specifics of whether the most appropriate 

capacities are measured.  In addition, information on capacity changes gathered through MSC and other 

forms of qualitative assessment will contribute to understanding whether the indicators relate to 

perceived capacity changes in the CHT as well as capacity development efforts.  Qualitative information 

may also help to assess whether other indicators or changes to the indicators may more effectively 

capture CD.   
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Although the indicators are fairly complex, in practice the assessments for different indicators 

can be combined into a more seamless process. The assessment process, discussed below, can be 

implemented simultaneously to the indicator process. 

4.6 Other Aspects of the Capacity Development Assessment Process 

The outcomes of capacity cannot be fully planned in advance and not all aspects of capacity can 

be assessed through pre-determined indicators.  In addition, in this case the indicators are also designed 

for payment of the TA agency, which further limits what they include.  In light of this, it is important to 

accompany the indicators with assessment that captures the unplanned and less tangible aspects of CD 

while contributing to learning.  The Most Significant Change (MSC) technique uses qualitative means to 

determine what participants perceive as the most significant changes throughout the CD process.  The 

method focuses on using stories as a means of understanding which were the most significant changes 

in the capacity development process.  Participants are engaged in the process of reviewing changes 

identified and determining which are the most significant.  The most significant changes are shared with 

stakeholders and donors.  The most significant changes and lessons on capacity development gathered 

in the MSC process are also fed back into the organization for learning and change.   

MSC actively engages participants in the process of considering, contributing to, and shaping the 

capacity building process.  The assessment modality also establishes feedback loops.  Engagement and 

feedback loops help to create ownership of the CD process and interactions between stakeholders, 

which contribute to both the CD process and organizational learning (83,100,127,135,232–235). 

Along with identifying changes that happen in the CD process for organizational learning 

purposes, by identifying unplanned but important change, MSC can help to generate information on 

where indicators might be best placed in the future (83,100,135,232–235).  Most significant change 

involves only one or two questions asked of participants, which is a more streamlined administration 

process than other participatory methods of CD assessment designed for capturing unplanned change 
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and generating organizational learning.  While the process of identifying the most significant change is 

fairly intensive, the participant engagement and learning generated in the process also contribute to the 

CD process (235). 

Either the independent verification agency that will assess the CD indicators or another external 

evaluator could facilitate MSC.  Who facilitates MSC is less important than the methods used, 

particularly ensuring the participation of CHT staff in the MSC process. MSC should begin at the start of 

the TA agency’s CD work to help build learning and feedback loops into the CD process and the CHT staff 

should remain at the forefront of generating stories for MSC and selecting the most significant changes.  

When lessons are shared with stakeholders, information on the most significant changes should flow to 

community members and facilities, as well as the central MoHSW and World Bank / GFF. 

4.7 Limitations 

There are multiple limitations to this work, the first of which is that the indicators have not yet 

been tested or implemented.  As such, not only is the overall effectiveness of the indicators unknown, 

but their reliability and validity are not yet confirmed.  Pre-testing the indicators is a next step towards 

implementation.  Second, while CHT members were consulted in the process of identifying the 

indicators and the associated assessment process, and will agree on the indicators and process before 

they are implemented, they were not involved in the actual indicator development process.  

Engagement of CD beneficiaries at all steps of the process is important for the success of CD efforts. 

Third, the data collected in the questionnaire was not usable in this work.  While the in-depth, semi-

structured interviews and other qualitative methods generated ample, usable data an alternative design 

for the quantitative tool could have augmented the qualitative data. Fourth, although the focus that the 

quantitative data tool brought to the interviews helped keep the interviews on topic, the tool may have 

led to participants emphasizing certain points that they would not have otherwise emphasized, perhaps 

at the expense of management practices which were not included in the questionnaire and, by 
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extension, the interviews.  Although there were overlapping themes, the content of each interview was 

unique.  As such, it does not seem that the questionnaire resulted in stock responses.  However, it is 

possible that different responses, and perhaps additional information, would have emerged in the 

questionnaire’s absence or if it was formulated differently.   

4.8 Discussion 

Complexity of the Indicators 

Although assessments of the different indicators described here can be combined, streamlining 

the assessment process, this methodology is still more complex and time consuming than traditional 

CDIs based on performance results. The time pressures and the many competing priorities inherent in 

development work, but particularly fragile states, are likely to support a less involved assessment 

methodology. However, at least in theory, these indicators and the assessment process offer an 

opportunity to do CD better through more effective assessment. The indicators and assessment 

methodology described here assess where capacity challenges lay within specific types of capacity as 

well as within work processes.  Performance results indicate that there is a capacity problem, but do not 

indicate where the problem is located.  In addition, performance results can be augmented by the work 

of an outside party, such as a TA agency or boosted by exceptional work of one or two individuals.  In 

both of these scenarios, substantive organizational capacity change is not measured through 

performance results.  While this assessment methodology is more complex to administer, it aims to 

more effectively identify and address organizational capacity challenges. 

The Indicators in the Context of Fragility 

These indicators and the process for developing these indicators are tailored to Liberia’s fragile 

context. This tailoring to fragility works in three ways and is applicable to other fragile contexts in two 

ways.  First, the process of developing the indicators aimed to draw information on the management 

challenges from multiple different actors engaged in the health system: County Health Teams, the 
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MoHSW, and development partners.  Engaging different actors, particularly the CHTs themselves, aimed 

to incorporate management challenges as perceived and experienced by the CHTs, and not just the 

central MoHSW and development partners, who exert considerable influence within the health system.  

A similar process in a different fragile context may draw on different methods to respond to the 

particular fragile setting.  

Second, the inclusion of adaptive methods within the indicators is particularly important in the 

context of fragility in general and in Liberia.  As noted earlier in the thesis, one way to understand 

resilience is as the inverse of fragility.  Resilience and adaptive approaches are also based on a common 

theory: complex adaptive systems (CAS) theory.  Components of adaptive approaches to capacity, based 

on the Baser et al. (2008) five capabilities model, are also core components of resilience, using 

frameworks by Kupers’ (2014) and Kruk et al. (2015), specifically: diversity, integration, adaptation, and 

relating to other entities (28,31,96).  Attention to these components of capacity in CD will, at least in 

theory, address some of the underlying issues with fragility and build resilience.  As each fragile context 

is unique, different fragile settings will require attention to different aspects of resilience and adaptive 

capacities.  A process to determine which elements of capacity and challenges are most important to 

focus on, such as the in-depth interviews used here, can help determine which adaptive capacities are 

most important to focus on to improve resilience and reduce the impacts of fragility in a given context.   

Third, the use of linear elements of capacity building approaches is also particularly relevant to 

fragile settings.  Donors generally play significant financial and technical roles in fragile states.  

Governments and donors, as well as citizens, are eager to see specific, timely results.  Using an indicator 

based system, with specific objectives incorporates these interests.   

Power and autonomy 

It is important to note that there are limitations in what these indicators and the assessment 

process can address in the context of fragility and areas where the circumstances in Liberia, which 
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underpin fragility, could impact this CD work.  In particular, limitations in the power and autonomy of 

the CHT, within the context of the broader health and government system in Liberia, impact capacity 

and potentially implementation of the CD work described here and the indicators. In terms of fragility, 

challenges with power and autonomy relate to challenges with the authority and legitimacy of 

government entities, in this case the CHTs, as well as the ability of the CHTs to integrate and relate to 

other entities.   

Power and autonomy are two connected and recurring concepts that link many of the themes in 

the fieldwork and described earlier in the chapter.  The centralized MoHSW system concentrates 

decision making in Monrovia and limits decisions that can be made independently by the CHTs.  Within 

the CHTs, decision making is concentrated with the leadership, particularly the County Health Officers 

(CHOs).  Communication, funds, and decision making often goes straight from vertical programs in 

Monrovia to vertical programs within the CHTs.  Development organizations run programs in counties, 

often independently of the CHTs who are unaware of their activities.  Development organizations, who 

contribute a considerable proportion of the health funds in the country, may work with the central 

MoHSW to design programs for Counties.  These issues limit autonomy of the CHTs overall and 

autonomy within CHTs, concentrating power at the central level and with leadership.   

CD TA may help with decision making and information sharing within the CHTs, including 

internal power dynamics within the CHTs.  It is likely that in order for CHT capacity to improve in many 

areas including information sharing, supervisory engagement and specific technical areas such as fleet 

and financial management, power dynamics will necessarily shift.  However, there are also bigger, 

structural factors shaping challenges around power and autonomy, particularly related to power 

dynamics between the CHTs and the central ministry as well as power dynamics in relation to 

development partners.  These are issues that are both unlikely to be substantively changed through CD 

and deeply impact the ‘ability to produce’.  In the absence of CD work to address and assess the larger 
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capacity issues related to autonomy and power within the system, beyond the realm of the CHTs 

themselves, these issues are likely to impact CHT capacity.  In the short term, a push towards meeting 

the indicators is likely to show capacity changes.  Ideally, as the CHTs show tangible capacity 

improvements, shifts in autonomy and power between the CHTs and other entities will ensue.  Whether 

and how capacity changes will be sustained in the longer term, particularly if larger systems changes do 

not take place, is a major question.  

5.  Conclusions 

It is a reality that donors and governments are interested in actively seeing demonstrable results 

through clear, measurable indicators.  It is also a reality that linear approaches to CD have 

underperformed and there is a need to move towards approaches which incorporate adaptive 

components of capacity. Adaptive elements of capacity are particularly important in fragile settings 

where complex layers of challenges have reduced overall resilience and capacity is particularly limited.  

This chapter outlines a process to develop more effective indicators and assessment methods for CD in 

fragile settings by bridging adaptive and linear capacity assessment methods.  This process involves 

linking elements of adaptive and linear methods with the context of the organization whose capacity is 

being built as well as the context and parameters of the CD program.  This process is applicable to other 

CD programs.  Core features of this process involve, first, explicitly identifying the reasons for 

assessment. Second, identifying what will be assessed through field-level inquiry into management 

capacity challenges and analysis based on adaptive framework, such as the Baser et al. (2008) five 

capacity model (96).  Third, identifying assessment methods that capture ‘the ability to produce’.  

Alternatively, specific aspects of this process could contribute to the development of indicators for 

another CD project. 

In addition, this chapter presents a way to capture ‘the ability to produce’ with the aim of more 

effectively assessing CD.  This involves assessing technical and adaptive aspects of capacity using the 
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Baser et al. (2008) five capability model as well as using multiple measures not traditionally used to 

assess capacity (96).  These include competence measures, which aim to show the ‘ability to achieve’ in 

practice, as well as walk-through questions, described above, which intend to gather more information 

on the CHTs’ capacity and where capacity challenges lay.  These measures use levels to show gradual, 

incremental change.  Pairing the indicators with Most Significant Change, a participatory CD assessment 

process that uses open ended questions to capture different types of change including unplanned 

change, aims to contribute to learning and capture information about the CD process not captured by 

the indicators.     

Capacity is a major constraint in fragile settings.  Limitations in assessments for CD are a major 

constraint for CD programs.  Part of improving CD efforts, and by extension capacity, in fragile settings is 

improving capacity assessment.  This chapter presents a way to bridge linear and adaptive CD 

approaches while working towards more effectively assessing the ‘ability to produce’ in a fragile setting 

in order to improve management capacity.    
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Chapter 4: Conclusion   

1. Overview 

This thesis presents a practical example of bringing together adaptive and linear approaches to CD 

towards more effective means of capacity assessment in fragile settings. Capacity challenges, which 

underpin fragility and seriously constrain service delivery in the health sector, heighten the need for 

effective CD in fragile settings. CDA is particularly critical to learn from and improve CD programs and to 

understand which efforts are effective and which are not. Current approaches to capacity assessment 

have not fully captured actual capacity.  Figure 1.2 (below and presented in the introduction) outlines 

the conceptual framework for the thesis.  

Figure 3: Thesis Conceptual Framework 
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2. Implications for practice  

The indicators presented here are not necessarily generalizable, instead the process of developing 

the indicators and aspects of the indicators themselves can be used by other programs and in different 

context.  The indicators themselves are not generalizable for two reasons.  First, the indicators 

presented in this thesis were designed specifically for results based contract for technical assistance, 

which included specific parameters.  Other programs, which do not necessarily use a results-based 

contract for a CD TA agency could draw on aspects of the process and the indicators themselves.  

Second, the indicators were designed specifically for the context of Liberia’s CHTs.  Other indicators 

could use the process of indicator development described here, as well as aspects of the indicators 

themselves, to develop similar indicators that are contextually relevant.  This section describes the 

implications of this work for capacity development practice including ways that this work can be used by 

other programs and lessons learned.  

Implications from the process 

There are several lessons that similar capacity development processes might take from this 

indicator development process.  First, gathering information from stakeholders on the ground and 

focusing on management challenges created indicators that stakeholders felt represented the actual 

capacity needs in CHTs.  Second, while not all fieldwork methods were used, given the challenges of 

assessing capacity, which complicates gathering information on capacity challenges, using multiple 

fieldwork methods offered the opportunity to approach the subject from different angles and 

experiment with which methods are most effective. Third, similar processes might learn from the 

challenges using the data from the quantitative tool, which could be strengthened by covering fewer 

management practices, using more respondents, or using a format that allowed for more effective 

narrowing of practices to pinpoint key practices.  Finally, the competence and quality assessment based 
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methods used here could be adopted by future CD programs or, alternatively, future work may explore 

assessment methods of other fields and practices to assess capacity. 

Potential Practice Implications for Indicator Implementation 

Incorporating adaptive approaches into the CDIs aims to focus capacity development not only 

on technical aspects of capacity, but also on these critical adaptive components.  The underperformance 

of capacity development efforts is in part a result of the mismatch between purely linear approaches to 

capacity development and the dynamics of the real world, where relationships, diversity, flexibility, and 

other capacities, along with technical skills, contribute to effectively accomplishing objectives.  

Developing these non-technical capacities aims to more holistically develop the CHTs so that they can 

not only execute their technical functions, but also fulfill more complex organizational tasks like 

adapting to changing circumstances, internally addressing gaps in technical skills, and interacting 

effectively with facilities, communities, and the central level.  For example, a robust CHT with strong 

adaptive capacities would not only be able to get financial reports in on time and identify a possible 

outbreak. The CHT would also be able to identify and train a new accountant so the new staff member is 

able to perform as well as or better than the previous accountant.  On top of this, the CHT would be able 

to respond to an outbreak, identify where else it might have spread, implement containment measures, 

connect with relevant stakeholders, and identify as well as respond to direct implications of the 

outbreak, while maintaining routine health services.   

There are three main ways in which adaptive methods were incorporated in the indicator 

development process, to help focus capacity development not only on technical capacities, but also on 

adaptive capacities.  First, the indicators aim to focus on ‘actual capacity’, or what people do in practice, 

instead of performance results to both understand what specific components of capacity challenges 

exist and to avoid a situation where the TA agency replaces the CHT’s capacity. Second, the indicators 

focus not only on technical skills, but also on other aspects of capacity such as adaptation and the 
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capacity to relate.  Third, the indicators and the assessment process aim to incorporate learning, 

iteration, and feedback loops through the level-based assessment system and use of most significant 

change assessment methods. While it is not yet known whether adaptive methods will add value to the 

assessment process, the aim of incorporating adaptive methods is that these three aspects will help to 

incorporate adaptive methods in CD and help assess the progress of adaptive capacities.    

The ability of the CHTs to function not only as entities that carry out specific technical tasks, but 

also as components of a complex health system that are able to respond to county level health needs 

while addressing central level demands and internal pressures, is key for developing a health system 

that is able to handle acute crises like Ebola.   Adaptive methods of capacity development overlap with 

resilience, by virtue of being based on the same underlying theory.  The indicators developed here were 

not designed specifically to develop resilience and do not purport to do so.  However, based on the 

overlap between resilience and adaptive capacities, the indicators and the associated practice of CD are 

a potential starting place that could lead to developing resilience.       

3. Potential Implications for melding theory with practice 

Merging linear and adaptive approaches is important to move beyond the theoretical divide 

between the two approaches towards improved, applied approaches to CD. This thesis presents a 

practical way to combine linear and adaptive CD methods. The adaptive literature is largely critical of 

linear practice and of donor organizations roles in CD.  While some of the adaptive literature recognizes 

the benefits of linear practice and the practical reasons that aspects of linear practice are used, there is 

a notable rift between the two in the literature.  A strict dichotomy between the two practices is of 

limited use as there are practical reasons why both approaches are useful: linear methods are familiar 

and fit well with organizational structures while adaptive approaches pay attention to important aspects 

of capacity beyond technical skills.   
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Linear approaches to capacity development do not recognize their own theoretic frame and 

while they often, particularly in recent years, incorporate some elements of adaptive approaches, these 

adaptive additions are often superficial. By incorporating linear and adaptive approaches, this work is 

very explicit about the theoretical approach used to develop CD indicators and an assessment process.  

This is in line with the approach used by adaptive methods, but unique in the use of linear methods.  

Explicit awareness of the theoretical frame allows for acknowledgement of the strengths and 

weaknesses of each frame and of what is gained or lost in the combination of the two approaches. 

Similarly, adaptive elements are incorporated in the indicators, but there are adaptive elements that are 

not included.  When the indicators are evaluated, further incorporating adaptive elements may be 

considered.  Future CD and CDA work may also draw on this thesis through explicit attention to the 

theoretical frame or frames used. 

In this work, the capacity challenges of the organization whose capacity is being built act as a 

framework through which elements of linear and adaptive capacity methods are incorporated in the 

indicators and assessment process.  This approach shifts the frame of the theoretical basis for capacity 

assessment from explicit choice between adaptive and linear approaches, towards a frame where the 

elements of assessment, linear and adaptive, are tied to the needs of the context.  This use of contextual 

challenges as a way to merge two different theoretical approaches could be used by similar indicator 

development processes.  

Along with the use of adaptive elements in the indicators, this work bridges the indicators with 

most significant change assessment, a participatory, open-ended qualitative form of assessment that 

actively engages participants.  MSC is an adaptive form of capacity assessment and its incorporation 

underlines the importance of being explicit about the theoretical frames of different approaches. 

Because indicators, a hallmark of linear CD, do not assess unplanned change or engage participants, 

MSC was incorporated to capture unplanned change and engage participants in assessment of their own 
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capacity.  Using two different assessment approaches, indicators and MSC, is also one way to explicitly 

incorporate a more linear, indicator-based assessment with explicitly adaptive approaches.  Similar CD 

work may learn from this approach. 

4. Areas for Further Research 

The next step for further research is to examine the effectiveness of implementing the indicators, 

focusing specifically on their efficacy in measuring changes in both technical and adaptive aspects of 

capacity.  Research on the effectiveness of paying a TA agency based on performance, with attention to 

the extent to which this system improves performance, is also an area for further research.  Research on 

how qualitative evaluation, in this case MSC, contributes to understanding of the indicators and how 

both assessment techniques can complement each other in evaluation is another area for further 

research.  Other programs may use the approach taken in this thesis to assess changes in adaptive and 

technical capacities, without using performance based contracting.  The effectiveness of the approach 

used here outside of a PBF context is an area for further research.   

The relationship between the indicators and developing resilience within the CHTs is an additional 

important area for research which might also involve more explicitly incorporating resilience into similar 

indicators.  The CHT management performance indicators, and their effectiveness in incentivizing 

capacity development, as well as how they interact with the CDI are also an area for further research. 

These indicators represent a new approach to assessing capacity development and there are numerous 

potential areas for further research stemming from the indicators proposed here. 

5. Why this work is important in fragile states and implications 

Improved CD is particularly important in fragile states.  Capacity constraints underpin fragility 

and are heightened in fragile contexts.  Technical capacities are not the only gaps in fragile settings and 

in order to maintain technical capacities through the unpredictable circumstances that many fragile 

states experience adaptive capacities are also necessary. Merging adaptive and linear methods makes 
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particular sense in fragile contexts. Adaptive methods incorporate many elements that are particularly 

critical in fragile contexts: close attention to interactions within the system, incorporation of learning 

and feedback loops, adaptation, and attention to the context in which they are being used. At the same 

time, linear approaches’ use of defined indicators makes sense fragile contexts as there is pressure to 

see demonstrable results.    

Focusing on context to develop the indicators is a critical strategy in light of fragility as each 

fragile situation is unique and addressing these unique challenges helps support successful program 

implementation. The methods of indicator development and the assessment process outlined here, 

including gathering information from stakeholders on capacity challenges, are potentially more involved 

than traditional assessment methods.  The complexities of capacity as well as program implementation 

in fragile states, justify the additional time and resources needed for CD and indicators such as those 

developed here.  

Although it is more complex, time consuming, and experimental, it is essential for the health 

and development communities to invest in new methods of approaching health and development 

programs in fragile states, where much of the burden of poverty and poor health lay. This requires 

additional investments and rethinking standard approaches to programs.  Improved approaches to 

health and development in fragile contexts do not necessarily require abandoning traditional 

approaches, but instead close attention to which aspects of traditional approaches are useful and which 

are not.  In this case, aspects of linear approaches were combined with adaptive approaches to capacity 

assessment and development.  While the effectiveness of these methods will not be known until the 

program is implemented, this thesis outlines a potential approach to improve capacity assessment in 

fragile contexts.   
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Chapter Three Appendices 
Appendix One: Questionnaire Management Performance Areas, Ratings, and Rankings 
 

Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

Finance 
Budget 
Formulation 

Development partners 
involved in budget 
planning process 5 1.80 2 2.50 

Finance 
Budget 
Execution 

All CHT staff 
understand budget 
procedures 6 1.83 2 2.00 

Finance 
Budget 
Execution 

Budget is executed 
according to planned 
budget and proper 
procedures followed 
for changes 6 1.83 2 2.00 

Finance 
Budget 
Execution 

Program supervisor is 
aware of all aspects of 
budget 5 2.00 1 3.00 

Finance 
Budget 
Execution 

County Budget 
committee exists and 
is active, engaged in 
budgeting practices 5 2.40 2 2.50 

Finance 
Budget 
Formulation 

County Health board 
approves budget and 
is aware of budget 4 2.50 0 0 

Finance 
Budget 
Execution 

Financial resources 
from development 
partners are managed 
according to 
guidelines 7 2.57 1 2.00 

Finance 
Accounting / 
Reporting 

Budget reports. 
financial statements, 
and liquidation 
submitted in a timely 
manner 7 2.71 0 0 

Finance 
Budget 
Execution 

Budget adjustments 
between budget line 
items are made 
accurately, 
consistently 5 2.80 0 0 

Finance 
Accounting / 
Reporting 

Budget reports, 
financial statements, 
and liquidation 
submitted accurately 7 2.86 0 0 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

Finance 
Budget 
Execution 

Financial management 
practices are reviewed 
and overseen by 
County Health 
Administrator 7 2.86 1 1.00 

Finance 
Budget 
Formulation 

Budget based on plans 
and prioritized based 
on priority activities 5 3.00 0 0 

Finance 
Accounting / 
Reporting 

General ledger, trial 
balance, and vouchers 
kept and maintained 4 3.25 0 0 

Finance 
Budget 
Formulation 

All recurrent costs 
included in prepared 
budget 5 3.40 0 0 

Finance 
Budget 
Formulation 

Budget linked to 
program activities 5 3.40 0 0 

Finance 
Budget 
Formulation 

Capital costs included 
in prepared budget 5 3.40 0 0 

Finance 
Budget 
Formulation 

Program supervisors 
are involved in budget 
formulation 5 3.40 0 0 

Finance 
Budget 
Execution 

Fund transfers from 
MoF are managed 
consistently to MoH 
guidelines with 
accurate records 7 3.43 0 0 

Finance 
Budget 
Execution 

Petty cash is managed 
with full documented 
accounting, according 
to MoH guidelines 
with no losses 6 3.50 0 0 

Finance 
Accounting / 
Reporting 

Budget monitoring: 
fund use is tracked 
against budget 5 3.60 0 0 

Finance Audits 

Audit 
recommendations and 
changes are tracked 5 3.60 0 0 

Finance 
Budget 
Execution 

Records for cash 
payments are kept 
consistently, to MoH 
guidelines 5 3.80 0 0 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

Finance Audits 

Changes made based 
on audit 
recommendations 6 3.83 0 0 

Fleet 
Fleet 
Management 

Repairs are addressed 
in timely manner 8 1.25 4 2.00 

Fleet 
Fleet 
Management 

Driver performance 
and safety is 
monitored and 
recorded 6 1.50 0 0 

Fleet 
Fleet 
Management 

Is routine vehicle 
maintenance 
performed to 
schedule 7 1.57 3 2.00 

Fleet 
Fleet 
Management 

Is there a routine 
maintenance schedule 
developed based on 
road conditions 8 1.63 1 1.00 

Fleet 
Fleet 
Management 

Routine generator 
maintenance 
performed to 
guidelines 8 1.88 0 0 

Fleet 
Fleet 
Management 

Fuel and consumable 
supplies are accessible 8 2.25 3 1.67 

Fleet 
Fleet 
Management 

Logistician monitors 
logbook and follows-
up on discrepancies 7 2.57 0 0 

Fleet 
Fleet 
Management 

System in place for 
driver support, 
supervision, and 
management 7 2.71 0 0 

Fleet 
Fleet 
Management 

Transport guidelines 
are consistently 
adhered to 7 2.71 0 0 

Fleet 
Fleet 
Management 

Routine maintenance 
and repairs are 
tracked (recorded) 7 2.86 0 0 

Fleet 
Fleet 
Management 

CHT tracks and 
forecasts fuel use 8 3.00 2 1.50 

Fleet 
Fleet 
Management 

Vehicle log book used 
to track driving 
location, distance, and 
fuel use 7 3.00 0 0 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

Fleet 
Fleet 
Management 

System in place for 
vehicle deployment 
and use, 
corresponding to CHT 
plans 8 3.13 0 0 

HR & 
Performance 
Management 

Performance 
Management 

Performance tracking 
visualization tools for 
county are used and 
updated (dashboards, 
paper graphs / charts, 
etc.) 9 1.67 3 2.00 

HR & 
Performance 
Management 

Human 
Resources 

CHT is able to retain 
staff 10 1.70 5 1.40 

HR & 
Performance 
Management 

Performance 
Management 

Staff incorporate 
performance 
objectives in work 10 1.80 0 0 

HR & 
Performance 
Management 

Human 
Resources 

There are training / 
growth opportunities 
for staff and these are 
used 10 2.10 5 2.40 

HR & 
Performance 
Management 

Performance 
Management 

Individual 
participatory 
performance appraisal 
/ discussion and goal 
setting conducted 10 2.10 4 2.50 

HR & 
Performance 
Management 

Human 
Resources 

Communication flows 
and information is 
shared across levels 10 2.60 1 1.00 

HR & 
Performance 
Management 

Human 
Resources 

The number of staff in 
each assigned 
responsibility area is 
adequate to execute 
responsibilities 10 2.60 0 0 

HR & 
Performance 
Management 

Human 
Resources 

Grievance 
mechanisms to 
address disputes 
between staff 
members are in place 
and used 10 2.70 0 0 

HR & 
Performance 
Management 

Performance 
Management 

Staff work to improve 
practices and 8 2.88 1 3.00 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

organizational 
processes 

HR & 
Performance 
Management 

Human 
Resources 

CHT team members 
have autonomy in 
performing job 
functions (can 
perform core job 
functions without 
approvals) 10 2.90 0 0 

HR & 
Performance 
Management 

Human 
Resources 

Decision making in 
CHT is transparent: 
team members 
understand what 
decisions were made 
and why 10 2.90 0 0 

HR & 
Performance 
Management 

Human 
Resources 

County-level 
structures to hold CHT 
accountable for 
functions are in place 
and structures are 
used 10 3.00 1 1.00 

HR & 
Performance 
Management 

Human 
Resources 

Supervisors have 
autonomy to make 
decisions 10 3.00 0 0 

HR & 
Performance 
Management 

Human 
Resources 

There is active 
collaboration within 
work place: group 
work and sharing 10 3.10 0 0 

HR & 
Performance 
Management 

Human 
Resources 

Accurate staff 
registers kept for 
payroll 10 3.30 1 1.00 

HR & 
Performance 
Management 

Human 
Resources 

There is trust within 
the CHT among staff 
members 10 3.40 0 0 

HR & 
Performance 
Management 

Performance 
Management 

Problem solving used 
to address challenges 
and improve practices 10 3.40 1 3.00 

HR & 
Performance 
Management 

Human 
Resources 

Structures to hold CHT 
accountable are linked 
with facilities / 
communities 9 3.44 1 2.00 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

HR & 
Performance 
Management 

Human 
Resources 

CHT roles and 
responsibilities 
executed according to 
Terms of Reference 10 3.60 0 0 

HR & 
Performance 
Management 

Human 
Resources 

There is engagement 
and trust with health 
facilities / 
communities 10 3.60 0 0 

HR & 
Performance 
Management 

Human 
Resources 

CHT executes hiring 
responsibilities 9 3.67 0 0 

HR & 
Performance 
Management 

Human 
Resources 

CHT team members 
participate in decision 
making 10 3.70 0 0 

HR & 
Performance 
Management 

Human 
Resources 

CHT recommends 
termination to central 
level as appropriate 10 3.90 1 2.00 

HR & 
Performance 
Management 

Performance 
Management 

Staff interact and have 
relationships with 
stakeholders (facilities 
and community 
members) 10 4.10 0 0 

Planning and 
Monitoring Monitoring 

Data fed back to 
community and 
facility levels 9 1.78 5 2.40 

Planning and 
Monitoring Planning 

Mechanisms for 
community 
engagement in 
planning and M&E are 
consistently used 9 2.00 0 0 

Planning and 
Monitoring Monitoring 

Monitoring reports 
produced and 
disseminated to time 
lines 9 2.11 1 3.00 

Planning and 
Monitoring Planning 

CHT coordinates 
development partners 
in planning process to 
help meet county 
health targets 8 2.25 0 0 

Planning and 
Monitoring Monitoring 

System to gather, 
store, and disseminate 
information 8 2.38 0 0 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

consistently used to 
guidelines 

Planning and 
Monitoring Planning 

Targets and plans 
incorporated in day-
to-day work 9 2.44 1 1.00 

Planning and 
Monitoring Monitoring 

Data / verification 
reports analyzed 
routinely at county 
level 9 2.56 1 1.00 

Planning and 
Monitoring Monitoring 

Data are used for 
routine decision 
making and planning 9 2.56 1 1.00 

Planning and 
Monitoring Monitoring 

Data are accessible by 
all CHT members 9 2.67 1 3.00 

Planning and 
Monitoring Planning 

CHT plan is mapped to 
available resources 9 2.67 1 1.00 

Planning and 
Monitoring Monitoring 

CHT validates HMIS 
reports for accuracy 9 2.78 2 2.50 

Planning and 
Monitoring Planning 

CHT sets both stretch 
and achievable targets 9 3.00 0 0 

Planning and 
Monitoring Planning 

CHT sets priorities, 
linked to targets 8 3.00 0 0 

Planning and 
Monitoring Planning 

CHT assess needs / 
strengths and sets 
priorities, linked to 
CHT indicators / 
targets 8 3.13 0 0 

Planning and 
Monitoring Monitoring 

Data are regularly 
accessed by CHT 9 3.33 0 0 

Planning and 
Monitoring Planning 

CHT develops M&E 
framework / plan 8 3.38 0 0 

Planning and 
Monitoring Planning 

Operational plan: 
interventions and 
associated 
management plans set 
to targets 8 3.38 0 0 

Planning and 
Monitoring Monitoring 

CHT ensures facility 
submits HMIS reports 
in a timely manner 9 3.44 1 2.00 

Planning and 
Monitoring Monitoring 

HMIS reports 
submitted in a timely 9 3.67 0 0 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

manner to central 
level 

Planning and 
Monitoring Planning 

All CHT staff are 
engaged in planning 
process 9 4.22 0 0 

Procurement 

Procurement 
Management / 
Execution 

Specialist matches 
procurement needs 
against budget 8 1.88 3 1.67 

Procurement 

Procurement 
Management / 
Execution 

Procurement 
Committee reviews 
and issues contracts 
to guidelines 9 2.11 1 3.00 

Procurement 

Procurement 
Management / 
Execution 

Procurement 
committee develops 
procurement plan 
based on facility and 
program needs 9 2.22 2 1.00 

Procurement 

Procurement 
Management / 
Execution 

All county health team 
staff are aware of 
procurement 
procedure 8 2.25 1 1.00 

Procurement 

Procurement 
Management / 
Execution 

CHT establishes and 
uses procurement 
panel 8 2.25 0 0 

Procurement 

Procurement 
Management / 
Execution 

Procurement is 
executed in a timely 
manner based on 
program time-lines 8 2.25 2 2.50 

Procurement 

Procurement 
Management / 
Execution 

Procurement panel 
receives and evaluates 
bids to guidelines 8 2.38 1 1.00 

Procurement 

Procurement 
Management / 
Execution 

Procurement officer 
forecasts 
procurement needs 7 2.43 0 0 

Procurement 

Procurement 
Management / 
Execution 

Payments for goods 
and services rendered 
are executed in a 
timely manner 8 2.50 3 2.00 

Procurement 

Procurement 
Management / 
Execution 

CHT and Procurement 
officer define 
procurement 
specifications 9 2.56 2 3.00 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

accurately to MoH 
guidelines 

Procurement 

Procurement 
Management / 
Execution 

Procurement 
Committee 
understands 
procurement 
procedures and 
guidelines 9 2.56 0 0 

Procurement 

Procurement 
Management / 
Execution 

Procurement officer 
and CHT management 
understand different 
procurement methods 
and follow guidelines 
(ex: single sourcing 
versus multiple bids) 9 2.56 2 2.00 

Procurement 

Procurement 
Management / 
Execution 

Contracts monitored 
to specifications 
(deliverables met to 
guidelines within 
defined time period) 7 2.57 0 0 

Procurement 

Procurement 
Management / 
Execution 

Procurement officer 
understands 
procurement 
procedures and 
guidelines 8 2.75 0 0 

Procurement 

Procurement 
Management / 
Execution 

Procurement officer 
monitors prices of 
goods and services in 
market 8 3.00 0 0 

Procurement 

Procurement 
Management / 
Execution 

CHT and Procurement 
officer place 
requisition to ministry 
guidelines 8 3.13 0 0 

Procurement 

Procurement 
Management / 
Execution 

Procurement 
procedures and 
processes are 
executed with full 
documentation, 
transparently, to 
guidelines 9 3.33 1 3.00 

Procurement 

Procurement 
Management / 
Execution 

Contract and payment 
monitoring 9 3.44 0 0 



 151 

Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

procedures are 
executed to guidelines 

Procurement 

Procurement 
Management / 
Execution 

Procurement 
Committee 
established to 
regulations and fully 
staffed 9 3.44 0 0 

Procurement 

Procurement 
Management / 
Execution 

For items above the 
threshold for County 
Procurement, 
specifications 
accurately submitted 
to MoH 8 3.63 0 0 

Procurement 

Procurement 
Management / 
Execution 

For items above the 
threshold for County 
Procurement, 
specifications 
submitted to MoH in 
timely manner 8 3.63 0 0 

Supervision & 
Capacity 
Building Supervision 

Supervision resources 
are available 
(transport, time, 
accommodation, etc.) 12 1.67 3 1.00 

Supervision & 
Capacity 
Building Supervision 

CHT prioritizes visits 
based on facility 
needs / priorities and 
uses this to define 
visit frequency 11 2.36 2 2.50 

Supervision & 
Capacity 
Building 

Capacity 
Building of 
Facilities 

CHT staff can conduct 
on-the-job training, 
tools, and simulations 12 2.42 2 2.00 

Supervision & 
Capacity 
Building 

Capacity 
Building of 
Facilities 

CHT staff can develop 
on-the-job training, 
tools, and simulations 12 2.42 3 2.33 

Supervision & 
Capacity 
Building 

Capacity 
Building of 
Facilities 

CHT staff members 
develop facility 
training plans 12 2.50 0 0 

Supervision & 
Capacity 
Building 

Capacity 
Building of 
Facilities 

Identify specific 
problems, develop, 
and adjust tailored 
solutions 12 2.58 2 1.00 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

Supervision & 
Capacity 
Building 

Capacity 
Building of 
Facilities 

CHT staff facilitate 
teamwork within and 
between facilities 12 2.75 0 0 

Supervision & 
Capacity 
Building Supervision 

Supervision tied to 
CHT and facility 
targets and plans 10 3.00 0 0 

Supervision & 
Capacity 
Building 

Capacity 
Building of 
Facilities 

CHT staff members 
assess facility 
performance 12 3.08 2 2.50 

Supervision & 
Capacity 
Building Supervision 

Supervisory checklist 
(short, specific, 
simple) used 12 3.08 0 0 

Supervision & 
Capacity 
Building Supervision 

Coaching, on-the-job 
training, and problem-
solving conducted by 
CHT staff at facilities 
during supervision 11 3.09 0 0 

Supervision & 
Capacity 
Building Supervision 

CHT staff listens to 
facility staff and gives 
feedback 12 3.17 0 0 

Supply Chain Supply Chain 

CHT delivers all 
supplies to all facilities 
in a timely manner 8 1.50 4 1.25 

Supply Chain Supply Chain 

CHT Forecasts supply 
movement, needs, 
and expiration 7 1.86 0 0 

Supply Chain Supply Chain 

CHT accurately and 
timely compiles 
consumption reports 
from facilities 8 1.88 3 1.67 

Supply Chain Supply Chain 

CHT accurately 
requests supplies 
from central MoH in 
timely manner based 
on consumption 
reports 8 1.88 3 2.67 

Supply Chain Supply Chain 

CHT keeps stores in an 
orderly manner, 
cleaned 8 1.88 1 1.00 

Supply Chain Supply Chain 
CHT uses a system to 
track and repair assets 8 2.25 3 2.33 
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Category Area Challenge 

# of 
Rating 

Responses 
Rating 
Score 

# of 
Ranking 

Responses 
Weighted 
rank score 

to prevent losses and 
damage 

Supply Chain Supply Chain 

CHT tracks, separates 
and properly disposes 
of expired drugs 8 2.75 0 0 

Supply Chain Supply Chain 

CHT keeps accurate 
records all orders and 
stocks 8 2.88 0 0 

Supply Chain Supply Chain 

CHT keeps stock cards 
consistently and 
accurately 8 3.00 0 0 

Supply Chain Supply Chain 

CHT uses first in and 
first out management 
system 8 3.50 0 0 
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Appendix Two: Technical Assistance Agency Management Capacity Indicators (corresponding CHT 
management performance indicators are listed) 
 

1. Human Resources (CHT 1.1, 1.2, & 1.3 and TA 1.1-1.2, 1.3.1, & 1.3.2) 
  

S/N Indicator Levels of TA Indicator Means of verification Capacity 
Type 

TA 1.1-
1.2 

Supervisors 
and others in 
the CHT able 
to coach and 
mentor staff 

Level 1 

Supervisors are able to 
identify strengths and 
weaknesses in staff 
performance 

• Simulated test to staff 
Management 
Skills; 
Integration 

Level 2 
Supervisor can conduct 
coaching and mentorship of 
staff 

• Simulated test to 
supervisors 

• Questions to staff to 
walk through the 
coaching and 
mentorship they 
receive 

Management 
Skills; 
Integration 

Level 3 
Supervisor can work with staff 
to formulate and identify 
performance objectives 

• Simulated test to 
supervisors and staff 
Questions to staff to 
walk through how 
performance objectives 
are set 

Management 
Skills; 
Integration 

Level 4 
There are supports within the 
CHT for staff who conduct 
coaching and mentorship 

• Questions to 
supervisors Integration 

Level 5    
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S/N Indicator Levels of TA Indicator Means of verification Capacity Type 

TA 
1.3.1 

There is 
communication 
and 
coordination 
between levels 
and 
administrative 
departments / 
programs 
within the CHT 

Level 1  
CHT leadership / staff supported 
to build on existing systems for 
coordination and communication 

• Questions to CHT 
leadership and staff 

Management 
Skills / 
resources 

Level 2 
CHT staff understand types of 
activities they can coordinate 
with different programs 

• Questions to CHT 
staff to assess 
knowledge 

Integration 

Level 3 CHT staff able to initiate 
coordination between programs 

• Simulation test to 
CHT staff 

• Questions to CHT 
staff to walk 
through (explain 
and describe) 
initiating 
coordination 

Integration 

Level 4 CHT staff able to plan 
coordination between programs 

• Simulation test to 
CHT staff 

• Questions to CHT 
staff to walk 
through (explain 
and describe) 
planning 

Management 
Skills; 
Integration 

Level 5       
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S/N Indicator Levels of TA Indicator Means of verification Capacity Type 

TA 
1.3.2 

CHT staff able 
to plan, 
execute, and 
follow-up on 
meetings 

Level 1  

CHT leadership and 
relevant supervisors 
(TBD) can announce a 
meeting in advance to 
participants and set 
meeting objectives 

• Questions to 
Development Partners 
and CHT staff 

Relating; 
Management Skills; 
Integration 

Level 2 

CHT leadership and 
relevant supervisors 
(TBD) can set a meeting 
agenda 

• Simulation test to CHT 
leadership and 
relevant supervisors 

Relating; 
Management Skills; 
Integration 

Level 3 

CHT leadership and 
relevant supervisors 
(TBD) can facilitate 
accurate meeting 
minutes including main 
points, attendance, 
meeting date, and action 
items 

• Simulation test to CHT 
leadership and 
relevant supervisors 

Relating; 
Management Skills; 
Integration 

Level 4 

CHT leadership and 
relevant supervisors 
(TBD) can chair a 
meeting covering agenda 
items, facilitating 
attendee participation, 
and adhering to time 
pressures 

• Simulation test to CHT 
leadership and 
relevant supervisors 

Relating; 
Management Skills; 
Integration 

Level 5 

CHT leadership and 
relevant supervisors 
(TBD) can follow-up and 
track meeting action 
items 

• Simulation test to CHT 
leadership and 
relevant supervisors 
(sample; in relevant 
groups) 

• Walk-through 
questions to CHT 
leadership and 
relevant supervisors 

Relating; 
Management Skills; 
Integration 
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2. Data Based Decision Making (CHT 2.1 and TA 2.1) 

S/N Indicator Levels of TA Indicator Means of verification Capacity Type 

TA 2.1 

CHT is 
able to 
use and 
interpret 
data 

Level 
1  

TA agency engaged in 
participatory development of 
data analysis platform to meet 
CHT needs 

• Questions to CHT 
leadership and staff to 
confirm usability of 
platform 

Management Skills 
/ Resources 

Level 
2 

CHT M&E staff able to generate 
data analysis for use related to 
key health status 
administrative, and service 
delivery indicators on monthly 
basis 

• Simulation test for 
M&E staff to generate 
analysis 
• M&E staff through 
previous monthly 
analyses 

Management Skills; 
Adaptation;  

Level 
3 

CHT program supervisors, and 
leadership can interpret data 
(assess health trends and 
problems as well as 
programmatic trends and gaps) 

• Simulation test to 
CHT program staff 
(sample) and 
leadership 
• Sample of CHT 
program staff, and 
leadership walk 
through previous 
monthly analyses 

Management Skills; 
Adaptation; 
Integration 

Level 
4 

CHT staff able to prioritize 
supervisory visits, 
interventions, distributions, and 
activities based on data  

• Simulation test to 
CHT program staff  
• CHT staff walk 
through prioritized 
activities 

Management Skills; 
Adaptation; 
Integration 

Level 
5 

CHT staff able to clearly 
communicate key points related 
to analyzed / interpreted data 
to facility staff (verbally and 
through printed means) 

• Simulation test to 
CHT program staff  
• CHT staff walk 
through prioritized 
activities 

Management Skills; 
Adaptation; 
Integration; 
Relating 
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3. PBF Business Planning (CHT 3.1 and TA 3.1) 

  

S/N Indicator Levels of TA Indicator Means of verification Capacity Type 

TA 3.1 

CHT is 
able to 
map plan 
to 
available 
resources 

Level 
1  

CHT staff able to 
generate plans to 
basic guidelines 

• Simulation test to CHT 
Leadership 

Management Skills; 
Adaptation; Relating 

Level 
2 

CHT staff able to 
estimate cost of 
activities 

• Group simulation test to 
CHO, accountant, CHSA, 
CHDD based on a series of 
actual activities 

• Questions to sample of 
staff to walk through cost 
estimations 

Management Skills; 
Adaptation; Relating 

Level 
3 

CHT staff able to 
match prioritized 
activities to budget 

• Group simulation test to 
sample of CHT staff 

• Questions to sample of 
CHT staff to walk through 
matching prioritization to 
budget 

Management Skills; 
Adaptation; Relating 

Level 
4 

CHT staff able to 
prioritize activities 
based on data 

• Group simulation test to 
sample of CHT staff 

• Questions to sample of 
CHT staff to walk through 
prioritization 

Management Skills; 
Adaptation; Relating 

Level 
5 

CHT staff able to 
track progress on 
business plan 

• Group simulation test to 
sample of CHT staff 
(tentatively leadership, 
TBD) based on a series of 
actual activities and 
hypothetical data 

Management Skills; 
Adaptation; Relating 
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4. Financial Management (CHT 4.1, 4.2, & 4.3 and TA 4.1, 4.2, & 4.3) 
 

  

S/N Indicator 
Levels of TA Indicator Means of 

verification Capacity Type 

TA 
4.1 

CHT staff 
are familiar 
with 
financial 
manageme
nt 
procedures  

Level 1  

Staff are able to access information on 
key financial procedures (basics of fund 
requests and reconciliations; overview of 
internal controls; use/misuse)  

• Staff (sample) 
asked how 
information is 
accessed 

Resources 

Level 2 

Staff (from a variety of levels and 
positions) can explain key financial 
procedures (tailored to level of budget 
responsibility) 

• Verbal 
questions to 
sample of staff, 
tailored to level 
of budget 
responsibility 

Management 
Skills; Integration 

Level 3 

Staff (from a variety of levels and 
positions) know which resources to draw 
on for questions about fund requests, 
reconciliation, use, and misuse 

• Staff (sample) 
able to walk 
through (show 
and describe) 
who they would 
go to for 
different types 
of questions 

Integration 

Level 4 

Staff (from a variety of levels and 
positions) able to follow key financial 
procedures for fund requests, approvals, 
and reconciliations 

• Staff (sample) 
able to walk 
through (show 
and describe) 
how they 
execute key 
financial 
procedures 

Management 
Skills; Integration 

Level 5    
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S/N Indicator Levels of TA Indicator Means of verification Capacity Type 

TA 4.2 

CHT Able 
to Submit 
Quarterly 
Reports 
on Time 
and 
Accurately 

Level 1  
Accountant able to execute 
petty cash procedures 

• Accountant walks 
through petty cash 
process 
• Simulation test to 
accountant 

Management Skills 

Level 2 

Accountant able to execute 
ledger and voucher 
reporting procedures to 
MoH financial management 
manual procedures 

• Accountant walks 
through process of 
executing ledger and 
voucher reporting 
procedure 
• Simulation test to 
accountant 

Management Skills 

Level 3 

Accountant able to use 
electronic platform to enter 
data 

• Simulation test to 
accountant Management Skills 

Level 4 

CHO and CHSA aware of 
and able to verify approvals 
and required supporting 
documentation for all 
different types of 
transactions as well as 
financial checks and petty 
cash procedures 

• CHO and CHSA walk-
through (show and 
describe) how they check 
timelines, documentation, 
ledgers, and petty cash 
• Simulation test to CHO / 
CHSA Management Skills; 

Integration 

Level 5 

Accountant able to review 
and compile all records, 
transfer information to 
MoH Excel reconciliation 
format, and check records 
(electronic, ledgers, 
vouchers, and supporting 
documents) against each 
other 

• Accountant walks 
through review process 

• Simulation test to 
accountant 

Management Skills 
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S/N Indicator Levels of CHT Indicator Means of 
verification Capacity Type 

TA 4.3 

CHT able to 
implement audit 
recommendations 
in a timely and 
complete manner 

Level 1  

CHO, CHSA, Accountant, and 
other relevant accounting staff 
are able to review audit queries 
and management report to 
identify actions and address 
questions 

• Simulation Test to 
CHO, CHSA, 
Accountant, and 
other relevant 
accounting staff  

Management 
skills; 
integration; 
Relating 

Level 2 

Accountant, with the support of 
CHO, CHSA, and other relevant 
accounting staff are able to 
respond to audit queries, 
including providing relevant 
documentation 

• Simulation Test to 
CHO, CHSA, 
Accountant, and 
other relevant 
accounting staff  

Management 
skills; 
integration; 
Relating 

Level 3 

Accountant, with the support of 
CHO, CHSA, and other relevant 
accounting staff is able to plan for 
the implementation of audit 
recommendations 

• Simulation Test to 
CHO, CHSA, 
Accountant, and 
other relevant 
accounting staff  

Management 
skills; 
integration; 
planning 

Level 4 

Accountant, with the support of 
CHO, CHSA, and other relevant 
accounting staff is able to write 
and submit timely replies to audit 
recommendations with full 
documentation  

• Simulation Test to 
CHO, CHSA, 
Accountant, and 
other relevant 
accounting staff  

Management 
skills; 
integration; 
Relating 

Level 5 
CHO and CHSA able to oversee 
implementation of audit report 
recommendations 

• Simulation Test to 
CHO and CHSA 

Management 
skills; 
integration 
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5. Fleet Management (CHT 5.1, 5.2, & 5.3 and TA 5.1-5.3) 

 
  

S/N Indicator Levels of CHT Indicator Means of verification Capacity Type 

TA 
5.1-
5.3 

CHT able 
to 
support, 
supervise, 
and 
manage 
drivers 

Level 1  

CHT staff engaged in the 
development of a mechanism 
to coordinate vehicle 
movement and drivers 

• Questions to CHT 
leadership to confirm 
development process 

Resources 

Level 2 

All staff (drivers, 
administrative, 
programmatic) know who 
supervises drivers  

• Questions to staff on 
who supervises drivers 
/ vehicles 

Integration 

Level 3 
Vehicle supervisors able to 
oversee vehicle logbooks and 
maintenance schedules 

• Simulation test for 
vehicle supervisors to 
review a vehicle 
logbook 

Management Skills; 
Integration 

Level 4 

Drivers know who to contact 
and how if there is a vehicle 
problem (routine or 
emergency) or need for 
maintenance including when 
they are away from the CHT 

• Questions to drivers on 
who to contact and 
experiences with 
contacting a supervisor 
when needed 

• Verification of system 
for drivers to contact 
when they are away 
from the CHT 

Integration 

Level 5 

Vehicle supervisor(s) able to 
address vehicle driving, 
maintenance, and 
functionality issues in a 
manner that is technically 
accurate and appropriate for 
driving conditions 

• Vignettes sample of 
situations to vehicle 
supervisors 

Management Skills; 
Integration 
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6. Facility Supervision (CHT 6.1 & 6.2 and TA 6.1-6.2) 

 
 
 
  

S/N Indicator Levels of CHT Indicator Means of verification Capacity 
Type 

TA 
6.1 - 
6.2 

CHT Staff 
can identify 
and conduct 
needed on-
the-job 
trainings and 
simulations  

Level 1  

CHT program supervisors and 
relevant administrative managers 
(to be specified) able to identify 
different types of challenges at the 
facility 

• Simulation test to CHT 
staff 

Management 
Skills; 
Integration 

Level 2 

CHT program supervisors and 
relevant administrative managers 
(to be specified) able to identify 
which challenges should be 
addressed through on-the-job 
trainings / simulations  

• Simulation test to CHT 
staff 

Management 
Skills; 
Integration 

Level 3 

CHT program supervisors and 
relevant administrative managers 
(to be specified) understand basic 
teaching principles of on-the-job 
trainings and simulations 

• Simulation test to CHT 
staff 

Management 
Skills; 
Integration 

Level 4 

CHT program supervisors and 
relevant administrative managers 
(to be specified) can formulate 
basic on-the-job trainings based on 
common problems in their 
specialty areas  

• Simulation test to CHT 
staff 
• Questions to CHT staff  

Management 
Skills; 
Integration 

Level 5 

CHT program supervisors and 
relevant administrative managers 
(to be specified) can administrate 
basic on the job trainings and 
simulations to facility staff, 
assessing their comprehension and 
addressing questions  

• Simulation test to CHT 
staff 
• Questions to CHT staff  

Management 
Skills; 
Integration 
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7. Pharmacy and Supply Chain (CHT 7.1 & 7.2 and TA 7.1 & 7.2) 

S/N Indicator Levels of CHT Indicator Means of 
verification Capacity Type 

TA 7.1 

CHT able 
to ensure 
timely 
distributio
n of drugs 
based on 
facility 
needs 

Level 1  Supply Chain Team is able to review 
and clean consumption reports 

• Simulation test to 
logistics and 
pharmacy staff 

Management 
Skills; Relating 

Level 2 

Supply Chain Team is able to use 
information on facility location and 
quantity of essential medicines to 
be shipped to develop a distribution 
plan 

• Simulation test to 
logistics and 
pharmacy staff 

Management 
Skills; 
Adaptation 

Level 3 

CHO and CHSA understand 
principles of developing distribution 
plans based on facility locations, 
information from consumption 
reports, and data 

• Test to CHO and 
CHSA 

Management 
Skills; 
Integration; 
adaptation 

Level 4 

Supply Chain Team is able to 
interpret data from consumption 
reports to develop drug forecasting 
and make decisions 

• Simulation test to 
pharmacy staff 

Management 
Skills  

Level 5 

Supply Chain Team is able to use 
data from consumption reports / 
LMIS along with health data (HMIS) 
to formulate distribution plans and 
forecasts based on supply and 
health needs 

• Simulation test to 
logistics and 
pharmacy staff 

• Questions to 
pharmacy staff to 
walk through how 
they generate 
distribution plan 

Management 
Skills; 
Adaptation 
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S/N Indicator Levels of CHT Indicator Means of verification Capacity Type 

TA 7.2 

CHT is 
able to 
keep 
stores in 
an orderly 
manner 
with 
consistent 
stock 
cards and 
inventory 

Level 1  

Supply Chain Team and logistics 
staff understand principles of 
store organization, proper supply 
storage, and proper drug storage 
(including temperature 
requirements) 

• Test to logistics and 
pharmacy staff 

Management 
Skills 

Level 2 
CHT is able to rotate stock based 
on arrivals and expiry dates (first 
in first out, review of expiry dates) 

• Simulation test to 
logistics and 
pharmacy staff 
• Questions to 
logistics and 
pharmacy staff to 
walk through stock 
rotation 

Management 
Skills 

Level 3 

CHO and CHSA understand 
principles of store organization, 
proper supply storage, and proper 
drug storage (including 
temperature requirements), stock 
cards, and other record sheets 

• Test to CHO and 
CHSA 

Management 
Skills; Integration 

Level 4 

CHT is able to keep stock cards 
accurate and up to date and 
accurately fill out all paperwork 
for incoming / outgoing supplies  

• Simulation test to 
logistics and 
pharmacy staff 
• Questions to 
logistics and 
pharmacy staff to 
walk through stock 
card and paperwork 

Management 
Skills  

Level 5 
CHT is able to conduct periodic 
inventories and keep inventory up 
to date 

• Simulation test to 
logistics and 
pharmacy staff 

Management 
Skills  
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8. Procurement (CHT 8.1 and TA 8.1) 

S/N Indicator Levels of CHT Indicator Means of 
verification Capacity Type 

TA 8.1 

CHT able to 
execute 
procurement 
procedures 
and processes 
transparently, 
with full 
documentation 
to guidelines 

Level 1  

Procurement officer able to 
identify all procurement steps 
and required documentation 
for different types of 
procurement (contracts, 
purchases from vendors)  

• Test to 
procurement 
officer 

Management 
Skills 

Level 2 

Procurement officer able to 
gather and evaluate 
procurement quotes, liaising 
with relevant health and 
technical experts as necessary, 
and recommend a purchaser 

• Simulation test 
to procurement 
officer 

Management 
Skills 

Level 3 

Procurement officer able to 
confirm presence of all 
procurement documentation 
for each transaction with 
necessary signatures  

• Simulation test 
to procurement 
officer 

Management 
Skills 

Level 4 

CHSA and CHO able to identify 
all procurement steps and 
required documentation for 
different types of procurement 
(contracts, purchases from 
vendors)  

• Test to CHO / 
CHSA 

Management 
Skills 

Level 5 

Procurement officer, with 
logistician, accountant, and 
other CHT staff, able to use 
requests from facilities and 
CHT to develop proposed 
procurement plan based on 
CHT data, budget, business 
plan, and relevant information 

• Group 
simulation  
• Questions to 
procurement 
officer, with 
logistician, 
accountant, and 
other CHT staff to 
walk through how 
they generate 
distribution plan 

Management 
Skills; 
Integration; 
adaptation 
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Appendix Three: County Health Team Performance Indicators (corresponding TA management capacity 
indicators are listed) 

2. Human Resources (CHT 1.1, 1.2, & 1.3 and TA 1.1-1.2, 1.3.1, & 1.3.2) 
 

S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
1.1 

Supervisors* 
have basic 
knowledge of 
their staff's 
responsibility 
areas and are 
engaged in their 
staff's work 

Level 1  Supervisors meet regularly (frequency TBD) 
with their staff 

• Documentation of 
meetings 

Level 2 Supervisors are aware of their staff's 
current tasks and priorities 

• Questions to 
supervisors 

Level 3 

Supervisors have a basic command of the 
subject areas in which their staff work 
(basic subject knowledge, functions, 
responsibilities, and associated policies)   

• Questions to 
supervisors 

Level 4 
Supervisors provide active support for their 
staff in executing their job functions 
(guidance, problem-solving, etc.) 

• Questions to staff 
• Questions to 
supervisors 

Level 5     
*NB: here supervisor refers to any direct supervisor of staff 
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S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
1.2 

Staff receive 
individual 
performance 
feedback 

Level 1  
Staff have individual performance 
objectives determined with relevant 
supervisor* (TBD) 

• Staff able to produce 
performance objectives 
signed by supervisor and 
staff member 

Level 2 
Supervisors and their staff work to 
incorporate individual performance 
objectives in work 

• Questions to staff 
• Questions to supervisor 

Level 3 
Supervisors and their staff review / 
discuss strengths, challenges, and future 
approaches for improved performance 

• Review of performance 
appraisal 

• Questions to staff 
• Questions to supervisor 

Level 4 

Percent of staff whose supervisors have, 
within the last month, discussed the 
status of their set performance 
objectives and overall performance with 
them 

• Questions to staff 
• Questions to supervisor 

Level 5     
NB: Relevant supervisor based on MoH policies / procedures 
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S/N Indicator Levels of CHT Indicator Means of 
verification 

CHT 1.3 

There is 
communication 
and coordination 
between levels 
and 
administrative 
departments / 
programs within 
the CHT 

Level 
1  

Regular meetings held in CHT (frequency TBD) across 
levels both within the whole CHT and between 
sections (administration, programs, finance, 
leadership, supply chain) 

• Meeting 
minutes 

Level 
2 

CHT staff from different levels and departments 
actively participate in meetings 

• Questions to 
CHT staff 

Level 
3 

Staff within the CHT are actively aware of current 
activities of different programs and administrative 
sections (specific issue areas include: health issues, 
supply chain, logistics, financial management, M&E, 
and programmatic issues) 

• Questions to 
CHT staff 

• Questions to 
CHT 
leadership 

Level 
4 

Programs / administrative departments 
simultaneously / jointly execute activities 
(supervision / distribution, etc.) 

• Documentatio
n of activities  

• Questions to 
CHT staff 

Level 
5     
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2. Data Based Decision Making (CHT 2.1 and TA 2.1) 
S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
2.1 

CHTs use 
data for 
routine 
decision 
making 

Level 1  

CHT staff* have access to updated and 
accurate health status, administrative, 
and service delivery data within the 
county  

• CHT staff in different positions and 
levels (sample) able to produce 
updated data 

Level 2 

CHT M&E staff analyze data to produce 
accurate, readable analysis which is 
shared and clearly communicated with 
CHT staff  

• Review of analyzed data 
• Questions to CHT staff 

Level 3 
CHT staff use data in their day-to-day 
activities (programs, administration, 
leadership) 

• Questions to CHT staff to explain 
and show evidence for how data 
were used in their day-to-day 
activities  

Level 4 
CHT staff prioritize supervisory visits, 
interventions, distributions, and 
activities based on data  

• Review records of staff activities 
(Sample; work plans, travel records, 
financial records, distribution 
records) against data 

Level 5 

Analyzed, usable data is fed back to 
the facility level and interpretation 
communicated to facility staff to 
ensure facility staff understand data 
and interpretation 

• Review of analyzed data at the 
facility 

• Questions to staff at facilities 
(sample) on data interpretation and 
how it was explained to them 

NB: Here CHT staff refers to: CHT leadership, program supervisors, and administrative staff; data may 
reflect (priority disease, locations, interventions, and administrative activities) 
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3. PBF Business Planning (CHT 3.1 and TA 3.1) 
S/N Indicator Levels of CHT Indicator Means of verification 

CHT 3.1 

PBF Business Plan 
corresponds with 
priorities and 
updated to 
available 
resources  

Level 1  

CHT has quarterly business plan and 
annual work plan and development 
partners are engaged in 
development process 

• Presence of quarterly and 
monthly business plans 

Level 2 
CHT has conducted financial 
projection for the quarter and year 
based on likely actual resources 

• Review of fund projection 

Level 3 
Quarterly business plan and annual 
work plans are adjusted to available 
resources 

• Review of business and 
operational plans against 
budget 

Level 4 

Quarterly business plan and annual 
work plans are based on CHT 
priorities from PBF health facility 
data  

• Review of business and 
operational plans against 
data 

Level 5 CHT tracks progress on quarterly 
business plan and annual work plan  

• Walk through questions 
to CHT staff to understand 
how progress is tracked 
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4. Financial Management (CHT 4.1, 4.2, & 4.3 and TA 4.1, 4.2, & 4.3) 
S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
4.1 

Program 
Supervisor 
is aware of 
all aspects 
of Budget 

Level 1  
Program supervisor has a copy of their 
own budget and demonstrates 
familiarity with its contents 

• Program supervisors able to 
produce budget  
• Program supervisors able to walk 
through contents of budget 

Level 2 

Program supervisors and 
administrative managers have copies 
of CHT budgets and demonstrate 
familiarity with contents 

• Program supervisors and 
administrative managers able to 
produce budget 
• Program supervisors able to walk 
through contents of budget  

Level 3 
Program supervisors can explain how 
their budget fits into the CHT’s overall 
budget and other program budgets 

• Program supervisor able to walk 
through how their budget fits into 
CHT budget 

Level 4 

All program budgets are accessible to 
program and administrative 
supervisors (CHSA, procurement, 
accountant, HR) 

• Program supervisors and 
administrative managers able to 
either produce budgets or show 
where they are centrally accessible 

Level 5     
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S/N Indicator Levels of CHT Indicator Means of verification 

CHT 4.2 

CHT 
Submits 
Quarterly 
Reports on 
Time and 
Accurately 

Level 1  
CHT has and is using all 
required vouchers and ledgers 
per OFM procedures 

• Review of presence and evidence of 
use of correct vouchers and ledgers per 
OFM procedures 

Level 2 Transactions in ledgers and vouchers match 
• Review of consistency of vouchers and 
ledgers  

Level 3 
CHT has accurate, up to date 
electronic record of all current 
transactions  

• Review of electronic record of 
transactions 

Level 4 
Quarterly reports are 
submitted on time to MoH 
deadlines 

• Verification from MoH 

Level 5 

All transactions have all 
supporting documentation, 
recorded accurately per OFM 
guidelines 

• Review selection of documentation  
• Review internal audit reports as well 
as external audit reports if possible 
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S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
4.3 

Timely and 
complete 
implementation of 
audit 
recommendation 

Level 1  
CHT has internally reviewed and discussed 
audit management report and 
acknowledge audit queries 

• Internal meeting 
minutes 
• Questions to staff 
• Query reply 

Level 2 CHT has replied to internal audit queries in a timely manner with documentation 
• Query reply and 
associated documentation 

Level 3 

CHT has a clear plan for implementing 
audit report recommendations and 
provides the audit implementation plan to 
central MoH in a timely manner 

• Plan documentation 

Level 4 CHT implements audit implementation 
plan in a timely manner • Subsequent audit report 

Level 5 CHT documents audit implementation and 
provides to central Ministry 

• Audit plan 
documentation 
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5. Fleet Management (CHT 5.1, 5.2, & 5.3 and TA 5.1-5.3) 
S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
5.1 

Percent of 
vehicles 
(motorcycles / 
cars / trucks) 
with logbooks 
and condition 
records that 
match actual 
vehicle use, fuel 
use, and vehicle 
condition 

Level 1  

Vehicle log books (for fuel and vehicle 
condition) are in each vehicle (trucks and 
motorbikes) and use / fuel logbook is with 
generator 

• Physically verify that the 
logbooks are present 

Level 2 

Fuel use in vehicle and generator logbooks 
match stock registers for fuel and fuel 
consumption in logbook corresponds with 
distances; vehicle inspections correspond 
with actual vehicle conditions 

• Review logbook contents 
and fuel stock registers, 
compare 

Level 3 

Distances / locations in logbooks match CHT 
activities for the corresponding day; 
generator fuel use matches hours used; and 
Vehicle condition records match repair logs 
and actual vehicle condition 

• Spot-check of a sample 
planned activities against 
logbooks: starting with 
the CHT activity 
(supervision, distribution, 
work plans etc.) and 
against repair logs 

Level 4 
Number of vehicles (motorcycles / cars / 
trucks) with accurate logbooks and condition 
records 

• Check of all logbooks 
against activity logs and 
repair records 

Level 5     
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S/N Indicator Levels of CHT Indicator Means of verification 

CHT 5.2 

CHT 
performs 
routine 
preventative 
vehicle 
(truck, 
motorcycle) 
and 
generator 
maintenance 
to schedule 

Level 1  

All drivers/riders, vehicle supervisors, and 
generator managers are aware of service 
schedule (kilometers travelled corresponding 
to service levels, adjusted to road conditions) 

• Questions to drivers 
and riders (sample) 
and vehicle 
supervisors 

Level 2 CHT has a budget for preventative maintenance 
• Budget and fund 
records check 

Level 3 
Vehicle (truck and motorcycle) and generators 
consistently serviced according to service 
schedule, verified through multiple sources 

• Service schedule 
checked against 
internal service 
records 

• Questions to drivers, 
riders, and vehicle 
supervisors 

Level 4 

Vehicle (truck and motorcycle) and generators 
consistently serviced according to service 
schedule, verified through multiple sources:  
Percent of vehicles (motorcycles and 
trucks/cars) that receive timely and complete 
preventative maintenance to schedule 

• Service schedule 
checked against 
internal service 
records and receipts 

• Questions to drivers, 
riders, and vehicle 
supervisors 

Level 5     
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S/N Indicator Levels of CHT Indicator Means of verification 

CHT 5.3 

CHT 
deploys 
vehicles 
based on 
priorities 
and 
streamlines 
/ 
coordinates 
deployment 

Level 1  

CHT program and administrative staff know 
how to access vehicles for program purposes 
when needed and are aware of overall CHT 
movement plans 

• Presence of a 
mechanism to request 
vehicles 
• Questions to program 
and administrative staff 

Level 2 

CHT program and administrative staff's 
vehicle needs are compiled, evaluated 
against CHT priorities, planned, and executed 
according to plans  

• Presence and quality of 
mechanism to compile, 
coordinate, assess needs 
and share vehicle 
movement 
• Questions to program 
and administrative staff 

Level 3 
Driver supervisor(s) know where drivers and 
/ or vehicles are during working hours and 
location corresponds with CHT program plans 

• Presence and quality of 
mechanism to track both 
driver and vehicle location 
• Spot check on current 
location of drives and 
vehicles 
• Check of current 
location against planned 
locations 

Level 4 
Trips to similar places are coordinated 
between programs and administrative arms 
(including trips to Monrovia) 

• Checks of all vehicle 
(car) logs 
• Checks of vehicle plans 

Level 5 Vehicle movement corresponds to CHT 
priorities based on plans and data 

• Check of car logs and 
vehicle plans against data / 
CHT plans 
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6. Facility Supervision (CHT 6.1 & 6.2 and TA 6.1-6.2) 

S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
6.1 

CHT 
identifies 
specific 
problems 
(related to 
staff 
performance, 
equipment, 
supplies, and 
the facility), 
develops, 
and adjusts 
tailored 
solutions at 
facility 

Level 1  

Program supervisors / 
administrative staff identify 
problems related to drugs / 
supplies and equipment / 
facility building 

• Visit to facilities with questions and 
physical checks to identify problems 
related to drugs / supplies and 
equipment / facility building checked 
against information recorded in JISS / 
quality checklist for supervision as well as 
facility records of supervision 

Level 2 

Program supervisors / 
administrative staff identify 
problems related to staff 
performance 

• Visit to facilities with questions and 
physical checks to identify problems 
related to staff performance checked 
against information recorded in JISS / 
quality checklist for supervision as well as 
facility records of supervision 

Level 3 

Program supervisors / 
administrative staff develop, 
document, and convey to 
facility staff solution to 
address identified drugs / 
supplies and equipment / 
facility building problems 

• Review of sample of JISS / quality 
checklist for supervision as well as facility 
records of supervision 
• Questions to Facility staff on 
Information conveyed by supervisors to 
address challenges 

Level 4 

Program supervisors / 
administrative staff develop, 
document, and convey to 
facility staff solutions to 
improve staff performance 

• Review of sample of JISS / quality 
checklist for supervision as well as facility 
records of supervision 
• Questions to Facility staff on 
Information conveyed by supervisors to 
address challenges 

Level 5     
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S/N Indicator Levels of CHT Indicator Means of verification 

CHT 6.2 

CHT 
follows up 
at facilities 
on findings 
from 
previous 
visits to 
address 
issues  

Level 1  

CHT incorporates issues identified 
in previous visits in planning for 
subsequent visits 
(visit planned in timely manner) 

• Review of PBF quality checklists 
for supervision against work plans 

Level 2 

CHT conducts follow-up visit to 
facilities with challenges identified 
during previous visits  

• Review of JISS / quality checklist 
for supervision as well as facility 
records of supervision 

Level 3 

Identified issues addressed during 
subsequent facility visit or phone 
call for minor issues 

• Review of JISS / quality checklist 
for supervision as well as facility 
records  
• Questions to facility staff on 
follow-up of supervisory visits 

Level 4 

Identified issues resolved during 
subsequent facility visit (or phone 
call for minor issues), or plan in 
place to resolve issues  

• Review of JISS / quality checklist 
for supervision as well as facility 
records  
• Questions to facility staff on 
follow-up of supervisory visits 

Level 5     
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7. Pharmacy and Supply Chain (CHT 7.1 & 7.2 and TA 7.1 & 7.2) 
S/N Indicator Levels of CHT Indicator Means of verification 

CHT 7.1 

Percent of 
facilities 
submitting 
timely, 
accurate, and 
complete LMIS  
reports to 
MOH during 
the quarter  

Level 1  

Relevant staff (supply chain; M&E) 
collect all facility consumption 
reports in sufficient time (by the 5th) 
for cleaning, verification, and 
submission to the central level by 
the 15th of the month 

• Questions to facility staff on 
the timing of report 
submission to the CHT 
• Questions to pharmacy 
staff on the timing of report 
submission to the CHT 

Level 2 

Relevant staff / departments (supply 
chain; M&E) submit all facility 
consumption reports to the Central 
level by the 15th of the month 

• Confirmation from Central 
level of timeliness of 
reporting 

Level 3 

Supply chain team checks reports 
and identifies discrepancies, missing 
data, and other questions 

• Review of report quality 

Level 4 

County Supply Chain Team visits 
facilities with data issues to address 
discrepancies, missing data, and 
questions (or addresses via phone if 
possible) and conducts random 
sample report verification to a 
selection of facilities 

• Questions to facilities on 
report follow-up 
• Questions to pharmacy 
staff on report follow-up 

Level 5 

County Supply Chain Team develops 
drug forecast based on consumption 
reports 

• Review of forecasting 
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S/N Indicator Levels of CHT Indicator Means of 
verification 

CHT 7.2 

CHT able to 
ensure 
timely 
distribution 
of drugs 
based on 
facility 
needs 

Level 1  
Supply Chain Team develops drug distribution plan 
based on actual supplies, aligned with movement 
coordination 

• Review of drug 
distribution plans 

Level 2 
Supply Chain Team distributes drugs to all facilities 
including remote facilities within defined period of 
drug arrival (within one week)  

• Review of 
delivery notes and 
facility stock cards 

Level 3 
Supply Chain Team identifies missing essential 
medicines at facilities through consumption reports 
and facility visits  

• Review of facility 
stock cards 
compared with 
delivery notes 
• Review of 
supervisory 
scorecards 

Level 4 

Supply Chain Team sends essential medicines 
available at County Pharmacy to facility in timely 
manner (within one week) when drugs are missing 
(based on visits or facility reports) 

• Review of facility 
stock cards 
compared with 
delivery notes 

Level 5 

Supply Chain Team makes and follows up on 
requests for essential medicines not available at 
County Pharmacy to central level; delivers supplies 
to facility in timely manner upon arrival 

• CHT stock cards 
and facility 
requests 
compared with 
requisitions to 
MoH 
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8. Procurement (CHT 8.1 and TA 8.1) 
S/N Indicator Levels of CHT Indicator Means of verification 

CHT 
8.1 

Procurement 
committee is 
functional 

Level 1  
Procurement committee meets regularly, 
based on needs (at least quarterly / 
frequency TBD) 

• Review of Procurement 
Committee meeting minutes 

Level 2 

Procurement committee reviews 
contracts to ensure they are written 
according to government standards and 
makes adjustments 

• Questions to procurement 
committee 
• Review of contracts against 
standards 

Level 3 

Procurement committee checks 
procurement plan against CHT business 
plan, CHT priorities identified through 
data, and budget and makes adjustments 
to ensure procurement plan is consistent 
with CHT priorities and budgets 

• Questions to procurement 
committee members 
• Review of procurement plan 
against budget, CHT business 
plan, and data 

Level 4 

Procurement committee reviews past 
procurement execution through 
documentation provided by procurement 
officer and addresses challenges with 
procurement execution 

• Questions to procurement 
committee members, CHSA, 
and Procurement officer on 
procurement committee's role 
and actions in the process 
• Review of procurement 
documentation 

Level 5     
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