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ABSTRACT

Background: Human Resources for Health (HRH) are important towards attainment of the health sector reform goal of
universal health coverage in resource-constrained health systems. We used the Decision Space Approach to analyse
decision space, innovation, and change in HRH reform policy interventions in Epworth, a peri-urban community in
Zimbabwe. Methods: The study design was exploratory and cross-sectional. In this, we firstly explored the healthcare worker
reform policy at the principal level to determine the main policy result areas. Findings enabled us to develop an HRH
Decision Space Mapping Analysis Conceptual Tool consisting of six main policy result areas. We then used it to
analyse decision space, innovation, and outcomes towards healthcare worker reform at the agent level in Epworth.
Interpretive thematic analysis and descriptive statistics were used to facilitate analysis. Findings: Narrow decision space and
functional innovation in the context of moderate decision space helps not only initiate healthcare worker reform
interventions but also mitigate local incapacities to sustain the process. Future research may adopt the Conceptual
Tool developed to facilitate analysis of decision space, innovation, and outcomes in local health systems focusing on the
six policy result areas towards the health system reform goal of universal health coverage.
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Introduction
Human Resources for Health (HRH) reform policy
interventions are an important aspect of the Health
Sector Reform Agenda in resource-constrained systems [1,2]. Not only does it help address the global
workforce crisis revealed by the 2006 World Health
Report but also contributes towards the policy outcomes articulated by the World Health Report of
December 2016, and the 2030 Global Strategy on
Human Resources for Health [3–5]. Healthcare
worker reform also contributes towards the universal
health coverage goal stated in resolution WHA67.24
on Follow-up of the Recife Political Declaration on
Human Resources for Health of May 2014 [6,7].
The attainment of Sustainable Development Goals,
particularly goal number 11, aimed at making cities
and human settlements inclusive, safe, resilient, and
sustainable, and goal number 3, towards ensuring
healthy lives and promoting well-being for all at all
ages, is also dependent on health personnel reform
in local communities [7,8]. Global progress towards
health system reform presents an opportunity to
reinforce effort towards equity in distribution, availability, accessibility, competency, compensation, and

motivation of health human resources in limited
resource areas [1,5].
The Decision Space Approach developed by Prof
Thomas Bossert of the Harvard School of Public Health
presents one avenue through which reinforcement of
the health sector reform effort in peri-urban areas
may be made. This approach, outlined in Figure 1,
facilitates analyses of decision space, innovation, and
change in health sector reform policy interventions
[9,10]. It has contributed towards health sector reform
in a number of countries amongst which include Bolivia, Chile, Colombia, Fiji, Pakistan, Philippines,
Uganda, and Zambia [10–13]. In these studies, analysis
of result areas of the human resource functions that
include salaries, contracts, and civil service presents
an opportunity to understand HRH policy interventions further in resource incapacitated communities.
Decision space is the amount of decision-making
authority (range of effective choice making) shared
between the principal (national government) and the
agent (local government) in health sector reform policy
[11,12]. This decision space can be wide, moderate or
narrow. Wide decision space is decentralized
decision-making authority in which the principal
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Figure 1. The Decision Space Approach. Source: Bossert (1998) [12] .

allows the agent total discretion. It enables actors to
maximize their decision space through functional
innovation. Moderate decision space is conditional
decision-making authority in which incentives and
punishments (the risk of sanction) are used to influence local choices. Narrow decision space is centralized
decision-making authority in which the principal (central government) retains all decision-making authority
[12]. The indicators of decision space include laws and
regulations (and national court decisions), political
rules of the game, administrative norms and standards,
and the financial and technical capacity to enforce
decisions. The actual (formal or informal) decision
space may also be defined by a lack of enforcement
of these formal definitions that allows lower level officials to bend the rules. Characteristics of the agent are
capacity factors and contexts that influence their ability
to make and implement choices. Changes in performance are the outputs and outcomes of decisions by
actors [11,12].
In this study, our aim was to use the Decision Space
Approach to determine how HRH reform policy interventions of post-2008 impacted Epworth, a peri-urban
community in south-east Harare, Zimbabwe. To
achieve this aim, we sought to: (i) develop an HRH
Decision Space Mapping Analysis Conceptual Tool
based on Zimbabwe’s healthcare worker reform policy
and (ii) use the Conceptual Tool to facilitate analysis of
decision space, local innovations, and changes in each
of the six policy result areas in Epworth, Zimbabwe
[11]. Our study contributes towards reinforcing effort
initiated by the Global Health Workforce Alliance in
2008 to address the global workforce crisis, and attainment of the universal health coverage goal set by the
United Nations General Assembly, and the Sustainable
Development Goals [2–8].

Methods and tools
Research design and study area
The survey design used was exploratory and cross-sectional. In this, qualitative methods were used in the collection, presentation, and analysis of primary data.
Secondary data, however, included quantitative data
that enabled cross-verification towards generating a
more comprehensive, reliable, and valid dataset
[14,15]. Data were collected at the principal and
agent levels. Fieldwork and data collection were carried
out between July and December 2015 in Epworth, a
peri-urban area located in south-east Harare, Zimbabwe. Epworth is made up of seven wards. In these
wards, there are ten local clinics, comprising two
municipal, one mission, and seven private clinics [16].
Data collection at the principal level
At the principal level, we started by carrying out a
documentary search of HRH policy documents in to
explore the reform policy agenda and decision space
[17]. This enabled us to develop an interview guide
that we then piloted in through two key-informant
interviews with policy-makers drawn from the Ministry of Health (MoH), and Health Services Board
(HSB). The interview guide was then refined and
used in five key-informant interviews with purposively
selected policy-makers drawn from the MoH, the HSB,
the Provincial Medical Office of Mashonaland East
(PMOME), and the Zimbabwe Association of Church
Hospitals (ZACH) to explore the reform policy agenda
and decision space further. A notebook, pen, and audio
digital recorder were used to facilitate data collection
and storage. Qualitative data were collected until saturation was reached [15,17]. Findings at this stage

3

revealed six main policy result areas. From this, an
HRH Decision Space Mapping Analysis Conceptual
Tool was developed to facilitate analysis of decision
space, innovation, and change in each policy result
area at the agent level.
Collection of data at the agent level
A documentary search was conducted to determine the
sampling frame and changes in staffing levels at each
local clinic before and after 2009 at this level. From
this, we established that there were three main categories of potential participants namely: (i) local community health officers and/or healthcare personnel
managers (sisters in charge); (ii) healthcare workers;
and (iii) community members that also included community health volunteers.
i Using the first two in-depth interviews with participants drawn from the first category, we piloted
and refined our interview guide so as to determine decision space, local innovations, and
changes in each of the six policy result areas
[10]. From this, we refined the interview guide
that we then used in eight more in-depth interviews carried out with local community health
officers and/or healthcare personnel managers
(sisters in charge) at each local health facility to
determine decision space, local innovations,
changes and implications towards universal
health coverage in this community. Data from
the interviews with local community health officers and/or healthcare personnel managers (sisters in charge) were then used to refine the
semi-structured questionnaire used in the wider
PhD study to determine the impact (changes) of
decision space on local healthcare personnel
[14,15].
ii These semi-structured questionnaires were then
piloted and further refined from three pilot semistructured interviews with healthcare workers.
From this, we then extracted qualitative data
from a sample of 21 semi-structured interviews
carried out from the wider PhD study at local
clinics across Epworth community to determine
the impact of decision space in each key policy
result area on health personnel [14]. The sampling
frame for these semi-structured interviews consisted of two main categories of health cadres
namely medical and non-medical personnel. The
medical personnel included Nurses (Registered
General Nurses, State Certified Nurses, Midwives
and Primary Care Nurses), whilst non-medical
personnel were Nurse Aides, Primary Counsellors,
Environmental Health Officers, Pharmacy and
Laboratory Technicians. The sample size of 21
was determined by the point at which saturation

was reached. This then enabled us to refine the
interview guide for Focus Group Discussions
(FGDs) with community members [17].
iii For this category, we firstly piloted the interview
guide in two FGDs [15]. The interview guide
was then used in five more FGDs carried out
with community members that also included
community health volunteers. In this, we sought
to determine the impact of decision space on service delivery and implications towards universal
health coverage [17].

Presentation of results
Qualitative data were transcribed, coded, and presented in a narrative form. The codes were then
grouped into four main themes around the healthcare
worker reform policy result areas identified [14].
Quantitative data on changes in staffing levels were
presented numerically and tabulated. Qualitative and
quantitative data were integrated to help make the
dataset comprehensive, validate, and reliable [15,17].
Data analysis and triangulation
The Decision Space Approach was used to analyse
findings using the HRH Decision Space Mapping
Analysis Conceptual Tool. Descriptive statistics were
used to interpret quantitative data, whilst interpretive
thematic analysis was used for qualitative results
[14,15]. Analysis sought to interpret decision space,
innovations, and changes. Qualitative and quantitative
data were integrated complementary and more comprehensive analysis [17].
Institutional and ethical clearance
Institutional and ethical clearance was sought and
granted. Informed consent to participate, and for publication of findings was also sought and granted by all
participants [14].

Results
Levels of decision-making and the regulatory
framework
Figure 2 shows that decision-making in the implementation of healthcare worker reform policy interventions
was made at two levels namely the Principal and the
Agent.
Decision actors at the principal level consisted of an
HRH Taskforce that had structures at the national and
provincial level that were decentralized through deconcentration, and also included the district. These actors
included the MoH, government Ministries, PMOME,
Seke District Medical Office, and the Zimbabwe United
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Figure 2. The organizational structure and decision-making levels.

Nations Development Assistance Framework (ZUNDAF). The Epworth Local Board had devolved municipal authority at the agent level, within which there were
two public clinics, a Church Mission clinic, and seven
local private clinics.
Reform policy result areas and decision space
It was established from key informants and a documentary search at the principal level that reform was
implemented through the 2009 HRH Policy
implemented through the HRH Strategic Plan of
2009–2014 [18,19]. Findings revealed six main policy
result areas that included: Human Resource Planning
and Budgeting; Recruitment, Training and Development; Deployment, Retention and Performance Management; Labour Relations; Health and Safety; and
Human Resource Information Systems and Research
[19]. In addition, we also established that each of
these six result areas had sub-policy result areas.
From this, we created the HRH Decision Space Mapping Analysis Conceptual Tool shown in Table 1
through which analysis of decision space, innovation,
and change was then made.
Ministerial intervention and collaboration with
local actors
Key informants revealed that capacity constraints that
emanated from the 2007–2008 economic challenges
resulted in the MoH intervening to collaborate with

the Local Board in the policy result area of Human
Resources Planning and Budgeting. Intervention provided the incentive of collaboration between the principal and the agent that revived Human Resource
Planning, and Budgeting. However, we also established
that the extent to which the MoH could successfully
intervene was undermined by financial constraints
and competing national socio-economic priorities
amongst which included the Staff Monitored
Programme.
Overcoming local incapacity through innovative
decision-making by the centre
To mitigate capacity constraints, the MoH used centralized decision-making authority to innovate by engaging international strategic partners in the context of
ZUNDAF. The strategic partnerships helped revive
the HRH reform policy effort in Epworth through programme-specific intervention on HIV/AIDS, TB,
Malaria, and Maternal Health. We established from
local health professionals that the payment of allowances denominated in United States Dollars from this
partnership that started in 2008 was a key intervention
that helped initiate the revival process [16,20].
Equally important was capacity building towards
training critical healthcare workers by the MoH, and
also through the Ministry of Higher and Tertiary Education. Training helped increase the deployment of
more trained Nurses with basic and post-basic skills
in Epworth. Regular training workshops facilitated by
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Table 1. The HRH decision space mapping analysis conceptual tool.
Range of choice

Result areas
Narrow

Moderate

1. Human Resource Planning and Financing
. Demand and Supply Forecasting
. Financial Budgeting
. Strategic Partnerships

MHCC

2. Production, Training and Development
. Capacity building for training critical HRH
. Support for post-basic training

MHCC; MHTE
MHCC

MHCC; ELB; Mission
MHCC; ELB; Mission

3. Deployment, Retention and Performance Management
. Deployment
. Retention
. Performance management

MHCC

4. Health Labour Relations
. Rights framework

MHCC

5. Health and Safety
. Health welfare
. Safety and protection

MHCC

6. Human Resource Information and Research
. HRH Information System
. HRH Research

MHCC
MHCC

Wide
Private clinics
Private clinics

Private clinics
MHCC; ELB; Mission
MHCC; ELB; Mission

Private clinics
Private clinics
Private clinics

MHCC; ELB; Mission; Private Clinics.

Private clinics
Private clinics

Note: Idea adapted from Bossert [11,12].

the MoH complemented this effort. Intervention by the
MoH resulted in an increase in the number of Nurses
(Registered General Nurses, Midwives, State Certified
Nurses, and Primary Care Nurses) from 17 in 2007
to 56 in 2014. In addition, the number of non-medical
personnel (Nurse Aides, Environmental Health Officers, Primary Counsellors, Pharmacy Technicians, Dispensary Assistants, Pharmacy Technicians, Ambulance
Drivers, and Laboratory Scientists) also increased from
7 in 2007 to 45 in 2014. In addition, community
engagement resulted in a pool of about 30 Village
Health Workers/Community Health Volunteers and
Peer Educators. Whilst this helped expand the
human resource base, volunteers however complained
of being short staffed and under equipped. It is also
important to note that the private sector existed parallel to the public sector and contributed 11 out of the 56
Nurses, and 6 out of the 27 Nurse Aides [16] However,
community members revealed that whilst the private
sector provided an alternative option for healthcare,
higher consultation fees with no option for free medical
treatment and fixed operating times were barriers that
undermined access. Health professionals at public
clinics, however, revealed that this shifted the burden
of disease to their facilities thereby resulting in heavier
workload.

United States Dollar made by the MoH that started in
2009 by paying a salary top-up allowance, provision of
residential stands, and local accommodation [21].
However, local capacity constraints undermined the
extent to which the Local Board and Mission could
complement effort by the MoH towards retention of
personnel. For instance, healthcare workers revealed
that the failure to provide retention incentives to all
created a sense of division and undermined morale
[16]. The lack of self-sustainability and incapacity to
innovate meant government takeover was a possibility.
Policy decision areas undermined by incapacity
However, the possibility of this happening appeared
limited by capacity constraints experienced in result
areas where there was wide or narrow decision space
[11]. For instance, wide decision space on health welfare was undermined by local financial constraints.
On the other hand, narrow decision space on the safety
protocol was undermined by what appeared to be limited enforcement that also resulted in inadequate clinical knowledge levels particularly amongst non-medical
personnel about the safety protocol prescribed by the
principal [16]. Apart from this, incapacity undermined
the establishment of an Observatory for HRH Information and Research.

The benefit of complementary decision-making
authority

Discussion

To counter the effects of a heavier workload and
worker shortages, we established from local key informants that the Epworth Local Board and Mission complemented the payment of salaries denominated in the

The first theme is the importance of functional innovation to overcome local incapacities in policy result
areas where either narrow or wide decision space is
enjoyed [11]. Meaningful reform in healthcare depends

6

on innovation. Functional innovation is the core and
critical leadership competency for sustained superior
performance [20]. It is creativity that enables actors
to maximize their potential in their decision space in
specific policy result areas [12]. In Epworth, the importance of functional innovation in policy result areas
with narrow decision space was revealed in the subpolicy result area of Strategic Partnerships as shown
in Table 1. Our findings revealed that functional innovation enabled the MoH to overcome its incapacity at
the principal level by engaging international strategic
health partners. In turn, this helped mitigate local
capacity constraints and revived the HRH reform policy effort between 2009 and 2014 [16,21]. Revival of
healthcare personnel reform interventions contributes
towards the attainment of equity in distribution, availability, and accessibility in resource-constrained communities [5,7].
In addition, the MoH also innovated functionally to
overcome shortages by building its capacity to train
critical healthcare workers on its own and through
the Ministry of Higher and Tertiary Education. Despite
limited capacity to absorb them all into the public
health sector, training helped improve the availability
of skilled health professionals. In turn, this contributed
towards the deployment of more skilled health professionals in Epworth. Improving the competency of
health personnel helps contribute towards the outcomes set out in the 2030 Global Strategy on Human
Resources for Health in low-resource areas [5].
The importance of functional innovation is also
revealed by the failure to implement decisions because
of capacity constraints in result areas where narrow or
wide decision space is enjoyed [10,11]. In this regard,
our second theme is the lack of capacity that undermines narrow or wide decision space in peri-urban
areas. We established that capacity constraints undermined the implementation decisions in policy result

areas with narrow decision space. As shown in Table 1,
these policy result areas include Information and
Research where capacity constraints undermined the
establishment of the National Health Workforce
Observatory, and Performance Management where
the results based tool was not compatible with local
contexts in Epworth. Capacity constraints also undermined the implementation of wide decision space in
all policy result areas by the local private sector thus
undermining the extent to which it could complement
the local public sector. This has negative implications
on the role of the private sector towards addressing
the global workforce crisis, and attainment of the universal health coverage goal set by the United Nations in
2014, and the 2030 Sustainable Development Goals in
resource-constrained areas [4–8].
Findings from our study showed that one of the
strategies to mitigate capacity constraints is collaboration that enables complementary effort between the
principal and agent in some HRH reform policy result
areas. In this regard, this is our third theme. Collaboration is innovation that occurs in the context of moderate decision space where the principal uses incentives
and/or punishments to influence decision-making by
the agent. One of the incentives of moderate decision
space is complementary intervention by the MoH that
helps mitigate capacity constraints in a peri-urban community [11,12]. In Epworth, the principal provided this
incentive through intervention that brought with it
technical and financial benefits that helped revive
HRH Planning and Financing, and Deployment and
Retention. This helped increase the number of Nurses
(Registered General Nurses, Midwives, State Certified
Nurses, and Primary Care Nurses) from 17 in 2007 to
56 in 2014 as outlined in Figure 3. In addition, our findings also showed that the number of non-medical personnel (Nurse Aides, Environmental Health Officers,
Primary
Counsellors,
Pharmacy
Technicians,

Figure 3. Human resource contributions by local sectors. Source: Taderera et al. [10].
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Dispensary Assistants, Pharmacy Technicians, Ambulance Drivers, and Laboratory Scientists) also increased
from 7 in 2007 to 45 in 2014 [16].
The community were also engaged and participated
through a pool of about 30 Village Health Workers/
Community Health Volunteers and Peer Educators.
The community contribute towards improved availability and accessibility of healthcare services because
the public are also co-producers of health in the context
of local decision space [9]. However, in order for community contribution to be more effective, efficient, and
sustainable, there should be knowledge sharing and
training. In Asia, the Bangladesh Rural Advancement
Committee (BRAC) helped improve the competency
of community health workers through knowledge sharing with healthcare workers at facilities and training
towards mobile health improvement [22]. Apart from
community participation, enabling local private sector
participation resulted in a contribution of 11 out of the
56 Nurses, and 6 out of the 27 Nurse Aides as shown in
Figure 3 [16]. Private sector participation help expand
the local human resource base, which also help mitigate
the health personnel shortages in low-income areas [4].
Our fourth theme is incapacity that reduces the risk
of takeover. The risk of takeover exists if the principal
has the potential to take over the local health system at
the agent level [12]. In Epworth, the takeover would
result in a shift from devolution to deconcentration
which would result in a government takeover of the
two Municipal clinics and one Mission clinic due to
the lack of local self-sustainability. The takeover
would result in a shift towards narrow decision space
in all policy result areas [11]. However, capacity constraints due to competing priorities at the national
level that also undermined the extent to which the
state could successfully intervene in Epworth between
2009 and 2014 are a major stumbling block to the successful takeover.

Conclusions
Our results concluded that the universal health coverage goal of health sector reform in peri-urban communities can be achieved through analysis of decision
space, innovation, and change in the six result areas
of HRH reform policy. Using the HRH Decision
Space Mapping Analysis Conceptual Tool developed
from this study, we concluded that: (i) functional innovation is important towards mitigating capacity constraints in policy result areas with either narrow or
wide decision space; (ii) whilst moderate decision
space may result in the risk of sanction through possible takeover, it provides the incentive of collaboration
which enables the expansion of the resource base to
mitigate capacity constraints; and (iii) whilst the risk
of sanction through possible takeover by the principal
is a possibility, capacity constraints and other

competing interests at this level may also undermine
the extent to which desired outcomes may be successfully achieved. Our recommendation is that future
research may adopt the HRH Decision Space Mapping
Analysis Conceptual Tool that we developed to help
analyse decision space, innovation, and change focusing on the six HRH reform policy result areas identified. We envisage that this will help contribute
towards addressing the global health workforce crisis
and attainment universal health coverage in periurban communities. However, future analysis of
healthcare worker reform interventions using the
Decision Space Approach in resource-constrained
communities may also consider seven parameters to
measure universal health coverage [7]. Future research
may also consider the integration of clinical indicators
towards quality measurement and improvement of
healthcare services in low-resource communities
towards the attainment of universal health coverage
[23].

Research in context
Evidence before this study
Previous studies on health sector reform sought to
emphasize the importance of HRH towards the attainment of universal health coverage. Progress made presented an opportunity to reinforce the reform effort in
peri-urban communities. The Decision Space
Approach developed by Prof Thomas Bossert of the
Harvard School of Public Health presented one avenue
through which reinforcement of the health sector
reform effort in resource-constrained areas may be
made. This approach has contributed towards health
sector reform in a Bolivia, Chile, Colombia, Fiji, Pakistan, Philippines, Uganda, and Zambia. In these
studies, analyses focused on result areas of the
human resource policy functions that include salaries,
contracts, and civil service. This presented an opportunity to understand HRH reform policy interventions in
low-resource areas.
Added value of this study
Our findings revealed six policy result areas in which
decision space, innovation, and change were analysed
in Epworth using the HRH Decision Space Mapping
Analysis Conceptual Tool. These included Human
Resource Planning and Budgeting; Recruitment, Training and Development; Deployment, Retention and Performance Management; Labour Relations; Health and
Safety; and Information Systems and Research. Our analyses revealed the importance of narrow decision space
towards revival of the reform effort, and functional innovation to mitigate capacity constraints that might undermine HRH reform in resource-constrained areas.
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Implications of all available evidence
Future research may adopt the HRH Decision Space
Mapping Analysis Conceptual Tool that we developed
to help analyse decision space, innovation, and change
focusing on the six HRH reform policy result areas
identified. In this, analysis may consider the seven parameters to be considered when measuring universal
health coverage, and quality measurement to effectively
address the global health workforce crisis and attainment of universal health coverage in resource-constrained communities.
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