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ABSTRACT

Background: The Arab states suffer from high levels of corruption. The UNDP’s team there
developed an approach to tackle corruption and enhance transparency and accountability in
healthcare as part of its broader efforts to support the Sustainable Development Goals. This
work evolved into a proper tool, the Conceptual Framework for Corruption Risk Assessment
at Sectoral Level (hereafter ‘Framework’), with implementation guides that enable tailoring to
sector and country context.

Objectives: This article documents the development of the Framework, its methodology and
observed added value.

Methods: Qualitative methods were utilized comprising desk research, field experience,
stakeholder outreach, and focus group observation and documentation. It was most appro-
priate because the objective was to develop a methodology with specific characteristics.
Results: The new approach uses anti-corruption as an explicit entry point to governance
reforms. It articulates a structured evidence-based method to apply risk management meth-
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odology - tailored to the specificities of corruption as a risk — in healthcare whereby
assessment and mitigation are (a) within institutions (b) focused on decision points and (c)
around transactions while bringing together health and anti-corruption communities towards
designing measurable results-oriented reforms.

Conclusions: The Framework may be effective in driving concrete governance reform efforts
that demonstrably reduce corruption by means of creating a common language and agenda
among different stakeholders, changing the mindset towards reform, and developing tar-
geted solutions with higher return on investment. As such, it may be capable of generating
observable and sustainable progress towards healthcare reform.

Background [4]. In turn, people are deprived of proper access to
medical facilities, supplies and staff, health challenges
are inadequately addressed, and policy implementa-
tion is undermined. Besides the millions of health-
care dollars lost to corruption annually, the quality of
life is significantly compromised [2]. In the worst
cases, human lives are actually lost [5,6].

Against this backdrop, healthcare is one of the core
themes of the 17 Sustainable Development Goals (SDGs)
adopted by world leaders in 2015; it is the focus of the
third SDG, concerns at least 10 others; and relates to over
50 SDG indicators [1]. Universal health coverage, a term
referring to essential health services being of sufficient
quality, accessible to, and affordable by everyone, is a key
objective of SDG 3 and a top priority for the World Health
Organization (WHO) [1]. Good governance, which
encompasses the ‘wide range of [...] functions carried
out by governments/decisions makers as they seek to
achieve national health policy objectives [...]" [1], is
another key theme of the 2030 global development

Sound health is fundamental to sustainable economic
and social development. Thus, historically, massive
efforts and funds have been invested in this critical
sector with significant results; yet, they fall short of
desired objectives. For instance, at least 50% of the
global population remains deprived of fundamental
health services, with all the repercussions that this
entails including, increased poverty levels and dimin-
ished quality of life [1].

The challenges to increasing access to essential
health services are numerous and continuously evol-
ving due to environmental, economic, political, and
social factors and the interplay amongst them. One
such major challenge is corruption [2,3]. Corruption,
defined by Transparency International as the ‘the
abuse of entrusted power for private gain’, creates
an environment where health budgets are misappro-
priated, health-care providers demand bribes, and
fake or contaminated medication infiltrates markets
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agenda that emerges in SDG 16 on ‘Peace, Justice and
Strong Institutions’. It is the underpinning of any strong,
effective ecosystem such as the health sector, for instance
[7]. Corruption massively undermines the effectiveness
of any given structure; it has therefore been a central
target of governance reforms [8]. However, targeting
governance reforms as an entry point is, in effect,
a circular logic approach to the problem: governance
reforms should address corruption, but corruption
could undermine any attempts at such reforms to begin
with. The United Nations Development Program
(UNDP) wanted to test an alternative hypothesis which
could avoid this problem: targeting corruption should be
the starting point for other governance reforms and
enhanced transparency and accountability. From this
effort emerged a new tool.

Objectives

The objective of this paper is to document the devel-
opment of the aforementioned new tool, its metho-
dology and observed added value.

UNDP’s anti-corruption program in the Arab
countries: an overview

UNDP’s efforts to address corruption in the Arab
region are primarily carried out by its Anti-
Corruption and Integrity in the Arab Countries
(ACIAC) program [9]. By the end of its first opera-
tional phase (2011-2014), UNDP-ACIAC had sup-
ported the establishment of multi-stakeholder
networks and processes for the implementation of
the United Nations Convention Against Corruption
(UNCAC) and has helped several countries develop
legislative frameworks and technical capacities in
this regard. By the start of its second phase
(2015-2018), ACIAC is building on previous work
while expanding it to targeted initiatives in key
vulnerable sectors, including health and customs,
while empowering new actors to engage in collec-
tive action including civil society, the business
community, and youth groups. Over the years,
UNDP-ACIAC has come to identify key trends in
national anti-corruption strategies and gaps that
undermine their success; and has developed various
methods and approaches to help national stake-
holders to address those gaps, often drawing on
the added value of the regional platform it has
created and cemented over the years.

An innovative approach to anti-corruption

National anti-corruption strategies [10-12] to date have
mostly targeted general overarching issues such as
enhancing legal frameworks, setting up anti-
corruption agencies, promoting investigation and

ensuing enforcement; and/or raising awareness as to
the corrosive effects of corruption. Notwithstanding
the value of these strategies in promoting an environ-
ment that is generally conducive to integrity, their effec-
tiveness and resource-efficiency is suboptimal as they
are either too broad (rather than targeted), or they are
reactive (rather than preemptive), and they are indiffer-
ent to contextual differences. There is a need for addi-
tional complementary strategies that are pragmatic and
targeted, pre-emptive, and context-sensitive. With this
objective in mind, UNDP-ACIAC adopted a different
approach that it would soon develop into a novel tool,
the Conceptual Framework for Corruption Risk
Assessment at Sectoral Level (hereafter ‘Conceptual
Framework’ or ‘Framework’).

Methods

The methods used to formulate the risk assessment
approach were qualitative in nature and comprise
mainly desktop research, review of field experience,
stakeholder outreach, and focus group observation
and documentation. It is most appropriate, first,
because the objective is to develop
methodology. Second and as aforementioned, the
success of this methodology requires the buy-in and
engagement of multiple stakeholders; therefore, the
collection of inputs from these stakeholder groups
and the observation of the dynamics between them
are necessary to inform the formulation process
which comprised two phases as follows:

a -

Phase I: initial development and
conceptualization of the framework
(October 2015 - September 2016)

The first phase of the project reflected on existing
anti-corruption efforts and on how these may be
customized to specific sectors, namely health, so as
to be better targeted, more effective, and in synergy
with the newly adopted 2030 Global Agenda for
Sustainable Development. The following methods
were mainly used:

e Comprehensive desk research.

e One-to-one semi-structured
relevant key informants.

e Two regional expert group meetings/focus
group discussions.

interviews with

Selection of the participants

Selection of the key informants for the one-to-one
interviews aimed at achieving diversity to ensure
the maximum variability within the data collected
and to allow comparability of the different perspec-
tives. The participants were targeted in a way that
ensures representation of different types of relevant



stakeholders (public, private for profit, private not-
for profit, civil society, academia, subject matter
experts and international consultants and represen-
tatives of multilateral organizations) with regional
and global experiences. A total number of seven key
informants were approached directly by the
researcher through an email or via phone. The
background aims of the project were clearly
explained to all participants either verbally by the
researcher of through an information sheet attached
in an email.

For the two regional expert groups meetings,
a total of 36 participants with specialized knowledge
relevant to the health sector and the anti-corruption
realms were selected. They were approached by email
and invited to attend a 2-3 day workshop, the back-
ground, objectives, and expected outcomes of which
were outlined clearly.

Data collection

Comprehensive desk research comprised mainly
review of existing literature on anti-corruption
efforts.

In the semi-structured interviews, the participants
were asked about topics related to processed relevant
to their areas of work, corruption and potential cor-
rupt acts as per their perception and the components
of the health sector functions, areas and the under-
lying decision points, potential deviation in each
decision point and the impact of each deviated deci-
sion. The average duration of each interview was 60
min. The interviews were conducted either person-
ally, online or via telephone.

In the regional expert group workshops, the parti-
cipants were first introduced to the main functions of
the health sector and general concepts of anti-
corruption efforts because their backgrounds typically
related to either health or anti-corruption, but not
both so there was a need to bridge the gaps. The
participants were stimulated to undertake interactive
discussions. In addition, the participants were divided
into six working groups each included around 4-5
participants where they were asked to perform an
initial assessment of risks to corruption within the
health sector area specific to the group. A rapporteur
was appointed to record the feedback of the discus-
sions and the working group activities.

The first key outcome was the conceptualization of
the risk assessment methodology including:

e Main elements and the interrelation between
them: deviated decisions relating to decision
points, identified within decision areas, mapped
to domains, within sector functions within sec-
torial objectives, (see Figure 2)

o The process of assessing likelihood as a function
of drivers and restraints,
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e The process of assessing impact, as a function of
the total number of sectoral objectives affected
and the dimension of the effects.

Another main group of findings pertains to health
sector specificities essential for conducting the cor-
ruption risk assessment: the five health sector func-
tions (see Figure 3) and typical underlying decision
points, potential deviations in each and the areas of
impact of such deviation.

Phase lI: pilot implementation of the proposed
framework in selected countries and territories
(September 2016 to January 2018)

The Conceptual Framework is being piloted in six
Middle East North Africa (MENA) countries and
territories. A joint task force/expert group has already
been formed in each, and the risk assessments are
already underway. The objective is to further validate
the proposed approach and to initiate the risk assess-
ments. This phase involved the following:

e Expert group discussions
¢ One-to-one semi-structured interviews with the
identified key informants.

It is noteworthy that the 15 months from
September 2016 to January 2018 comprise the pilot
phase that has further informed the Framework and
this paper, but the implementation in these countries
and territories is still underway.

Selection of the participants

Participants for the expert group discussions were
selected to achieve maximum variability and ensure
representation from all health sector functions in
addition to stakeholders representing anti-
corruption bodies. For example, the participants
included representatives from health policy-making
bodies, regulatory oversight bodies, health finance
and insurance bodies, the pharmaceutical sector, pro-
curement agencies and health service providers, in
addition to the anti-corruption agencies. There was
a total of 120 participants representing the six coun-
tries and territories with an average of 20 participants
per group in each country or territory.

Key informants for one-to-one interviews were
identified either from the expert group discussions
or elsewhere through purposeful sampling where the
intention was to get in-depth insights into the rele-
vant issues and to ensure comprehensive representa-
tion of all the functions within the health sector in
addition to the relevant anti-corruption stakeholders
within each country or territory. A total of 90 parti-
cipants were interviewed in the aforementioned six
countries and territories with an average of 15 parti-
cipants per country or territory.
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Data collection

Eighteen focus group sessions were observed in six
MENA countries and territories. Data were collected
[1] to further inform the methodology of the
Framework with regard to contextualization within
countries and territories and [2] on the specificities of
the health sector pertinent to each country and
territory.

The semi-structured one-to-one interviews, with
an average duration of 50-60 min, focused on cor-
ruption risks relevant to respondents’ area of work,
obtained further details to feed into the initial coun-
try or territory assessment, and allowed participants
to express their detailed insights and communicate
their way of perceiving and assessing corruption risks
within the scope of their occupation. An appointed
rapporteur recorded the feedback.

It is noteworthy that the overall percentage break-
down of interviewees by function is as follows:

e 2(28.5%) Senior hospital managers (one public
hospital and one private hospital).

® 1(14.2%) Financial manager of private hospital.

o 1(14.2%) Cost analytics specialist (public hospital).

e 1(14.2%) Insurance broker.

e 1(14.2%) Senior Ministry of Health official

e 1(14.2%) Fraud, audit and anti-corruption expert.

Results

The conceptual framework for corruption risk
assessment at sectoral level [9]

The Conceptual Framework responds to the observed
gaps, drawing on UNDP-ACIAC’s experience in anti-
corruption efforts and research covering six countries
and territories, and spanning over 2 years. These
activities included two regional expert group meet-
ings, 18 national focus group discussions, and around
100 interviews with key informants.

Key features of the corruption risk assessment
methodology

The Framework embodies three main features. First
and foremost, it integrates a focus on prevention.
Prevention is grounded in risk assessment/manage-
ment theory [13-15], and in contrast to enforcement
which targets a few large corruption incidents after the
losses have taken their toll, it aims to put controls in
place that pre-empt breaches, and their related losses
altogether, and/or detect them in a timely manner [13].
Moreover, the detective controls enhance the effective-
ness of criminalization and enforcement measures the
deterring effect of which is closely correlated with the
likelihood of detection [16]. As such, prevention is
more cost-effective and enhances the returns on invest-
ments in anti-corruption efforts [13,14].

A further valuable sub-feature of prevention is the
forward-looking perspective and thus the avoidance
of finger-pointing. It addresses the risk that corrup-
tion could take place, related to weaknesses or oppor-
tunities in institutional systems. This approach is
more likely to engender cooperation and buy-in of
the different stakeholders and thus enjoys better
chances of success [17].

Second, the Framework adapts to the anti-
corruption realm by adopting a focus on decision
points as the unit of analysis [18] [19]. From this
latter emphasis derives another key feature of the
Framework: its pragmatism, because attending to
actual key decision points implies addressing specific-
targeted vulnerabilities.

Finally, while the environmental scan and the
ensuing contextual adaptation are key components
of risk assessment methodology in general, the
Framework goes beyond the organizational landscape
to consider the specificities of the health sector within
a given country context.

Description of the corruption risk assessment
methodology

As aforementioned, the Conceptual Framework
builds on existing risk assessment/management the-
ory [described in Figure 1] while adapting it to cor-
ruption and to the idiosyncrasies of the sector. From
this, customization derives its innovation and contri-
bution to the literature [20,21].

Core to the concept of risk management and preven-
tion is the identification of what could go wrong in
advance. To prioritize among those infinite possibilities,
it becomes necessary to assess risk. Risk combines the
probability of an event and its consequences [15], in other
words, ‘likelihood” and ‘impact’. Since corruption
involves using one’s entrusted authority against the pub-
lic interest as opposed to for it, corruption occurs during
decision-making. The objective of this tool is therefore to
identify the key decision points and assess the likelihood
and impact of corruption taking place at those points.
The expanded focus on decision points as a unit of
analysis is a further contribution to existing literature
on risk management methodology.

Deviated decisions. The first step is to identify the
decision points where corrupt activity might take place,
in which case a ‘deviated decision’ occurs. Deviated deci-
sions are defined as decisions that deviate from the tar-
geted result by a breach of the decision maker’s duties of
trust and care for private gain. Decision points are iden-
tified within decision areas mapped to the sector func-
tions and objectives as depicted in Figure 2. All these
elements (decision points, deviated decisions, decision
areas, sector functions, and sector objectives) are key
concepts of the Framework that were informed and
developed by the research methods, particularly phase I.
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Identify risks
Analyse risks

Evaluate risks

Monitor and review

[ J[NSU0D pue Jediunwwo)

Figure 2 — The ISO 31000:2009 risk management process

Figure 1. The 1SO 31000:2009 risk management process.

Sectorial Objectives

Decision area

Decision points

Figure 2. Sectoral breakdown.

e Sectorial Objectives: refers to the overarching
system level that each sector upholds. It is at this level
that fundamental objectives and parameters are
designed and applied.

e Function: describe the key responsibilities that a
sectoral system needs to fulfill to be able to reach its
fundamental objectives.

e Domain: refers to sub-functions, respective roles and
the complex relationships between them. It needs to
be noted here that certain domains can appear under
two separate functions.

» Decision area: relates to the broader spheres of
responsibility of each key actors.

» Decision points: refers to the concrete key junctures
within each sphere of responsibility where respective
actors have to make choices.

(Excerpted from the Conceptual Framework for Corruption Risk Assessment, UNDP-ACIAC)

Notwithstanding that defining deviance may not
always be obvious, mapping of relationships helps
to bring together the different decision points, and
highlights to a large extent the location of the
deviated decisions. This can help stakeholders see
the specific functions most affected, and the impact
that deviated decisions are having on health sector

objectives. The focus of this Framework is on the
following functions: policy development and legis-
lation, supply of products, provision of services,
payment, and regulatory oversight. Figure 3 depicts
these functions as well as the analysis of one of
them, the provision of services, all the way through
the decision points.
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Subsequently, deviated are identified at each decision
point to understand how it may be affected by corrupt
behavior. Figure 4 shows a sample of deviated decisions
that may be associated with the ‘provision of care’ deci-
sion area:

Assessment of ‘likelihood’. Assessment of ‘likelihood’ is
the assessment of the possibility that these deviated deci-
sions will occur. Likelihood is a function of ‘drivers' which
drive the decision-maker towards corruption. They con-
stitute conducive factors that relate to social, political, and
financial or economic pressures and/or to the nature of
the transactions, related procedures, and applicable reg-
ulations. The following are a few examples of drivers:

e A polarized political situation where there is
pressure to serve the political interest of one’s
own group or undermine that of the opponent.

e Low remuneration where the decision-maker
perceives need for a boost in income.

e Lengthy procedures that create a propensity to
circumvent the red tape.

e Ambiguous procedures which create room for
interpretation of the requirements and thus dis-
cretion in applying the procedures.

o Sizeable transaction value that increases the
potential benefit from corrupt activity.

e The presence of informal institutions and related
practices and norms that are inherently more dif-
ficult to identify and control.

‘Restraints’, on the other hand, hold the decision-
maker back. Examples include:

e An anti-corruption policy.

o Ethical leadership/ ‘tone-at-the-top’.

e Strong governance systems and related inter-
nal controls that reduce the likelihood that
corrupt activity will go undetected coupled
with active enforcement of anti-corruption
legislation.

¢ Declaration of assets and interests.

¢ Policies and procedures to prevent and manage
conflicts of interest.

e Whistle-blowing protection and mechanisms:
which encourage more people to expose
corruption.

¢ A functioning legal system so that if people blow
the whistle, there is likelihood of investigation,
prosecution, and conviction. The size of the
penalties should be relative to the context and
material enough to deter corrupt behavior.

o Effective auditing.

All Functions Healthcare Sector

Policy
Development Supply of Provision of P " Regulatory
and Products Services aymen Oversight
Legislation
Function Provision of Services
ain(s) Service delivery
.. Provision of Provision of Provision Provision of
Decision Areas care education on training research
Schedule an * Regiszation *  Registration ‘ Conducta;lvce
appointment of students of candidates of researc
Conductance Gradding Issuance of Pub/ica’tliunaf
of medical students certificates researc
procedures . . .
/ssuqnce of . Provision of Funding
A q Prescription certificates sponsorships research
Decision Points of medication provis and
rovision ‘ff scholarships
. Referral to sponsorships
th
Zroi;dures scholarships
Charging for : Academfc
procedures promotion

Figure 3. Healthcare sector functions with detail on provision of services function.
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Decision Point

Schedule an appointment

conductance of medical procedures

Prescription of medication Corrupt acts

Referral to other procedures and
diagnostics

Charging patients for procedures

Deviated decisions

e Delaying/accelerating the appointment with
no reasonable justification

e Denying the appointment

e Denying the righteous service to the patient

e Providing unnecessary services

¢ Providing low quality service

e Requiring extra payments

e Delaying/accelerating service provision with
no reasonable justification

e Prescription of a more expensive
alternative of the medication

e Prescription of unnecessary medication

e Prescribing low quality medication

o Referral to unneeded procedures

o Referral to more expensive alternatives

o Referral to a low quality service

e Referral to specific brand/ name as an
unjustified promotion

e Overcharging services

e Charging for services that were not
undertaken

¢ Not charging for services that were
undertaken

Figure 4. Deviated decision areas in ‘Provision of Care’ function.

e Heightened external scrutiny owing to the pre-
sence of watch-dogs (including civil society
organizations) and advocacy for appropriate
health delivery, cost, and efficiency.

Assessment of impact. Impact is a function of the
magnitude of the distortion. It is a function of
two factors [1]. The total number of sectoral
objectives affected, in light of the national agenda.
For example, an acquisition of fake oncological
medication not only results in the waste of public
funds (financial objectives) but adversely impacts
the patients’ treatment (health-care objectives)
[2]. The scope or dimension of the effects. For
instance, and with reference to the prior example,
if the volume of such purchases is large and/or
there is a significant increase in mortality rates as
a result then the effects are sizeable. Such a risk
would thus be assessed as ‘very high impact’.

The risk heat map. Based on the assessments of like-
lihood and impact, a ‘risk heat map’ (see Figure 5) is
developed where the different decision points are
plotted and accordingly prioritized for mitigation.

Case in point: registration to receive a medical
service

Figure 6 provides an example of an actual risk assess-
ment carried out in one of the pilot countries where
the risk related to patient registration was assessed as
‘high impact and very high likelihood’. Figure 7

depicts the plotting of this decision point on the
risk heat map.

Implementation: who? and how?

Country involvement is core to the execution of the
risk assessments. Risk assessment theory requires an
adaptation to and therefore an in-depth understand-
ing of the hosting environment, including culture,
practices and regulations which are typically dynamic
and variable across countries and sectors. National
joint task forces should be carefully formulated of
diverse national stakeholders. The ‘right stakeholders’
are the various interested parties who see the issue
from different angles such that together they bring
a solid collective understanding of the intricacies of
the sector within the local context, its corruption
vulnerabilities, and from different perspectives.
Ideally, the task forces would include state actors
and non-state representatives (namely civil society,
and private sector). The role of outside consultants
or international experts, if any, should be limited to
an advisory capacity. As far as actual implementation
is concerned, the task forces have involved mainly the
former: different departments from the Ministry of
Health, anti-corruption agencies (ACAs), and gov-
ernment-funding bodies. Attempts to engage civil
society have so far succeeded in one country; private
sector, not yet.

Capacity-building activities for the stakeholders,
particularly the task force members are necessary
and should be designed to accomplish the following
objectives:
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Likelihood

strong very strong

medium

weak

very weak

very weak weak

B Low risk
. Medium risk
Risk —
[ Highrisk
_ Critical risk

strong very strong

Impact

Figure 5. The risk heat map.

Decision Point: Registration to Receive a Medical Service

Likelihood

Deviated Decision

Impact

Drivers

Restraints

Not registering an
eligible patient
Deliberately
recording patient
misinformation  (to
conceal the true
identity)

Overlooking patient’s
outstanding debts to
the hospital
Overlooking expired
treatment
prescriptions
Extorting patients for
money or other
Patients resorting to
the private sector for
treatment

Undermining rule of
law, the credibility of
the government, and
the trust in the health
sector

Patient not receiving
necessary treatment
in a timely manner or
at all and ensuing
impact on quality of
healthcare
Increased cost of
treatment and cost of
living as a result
Lost physicians’
incomes

Strong family and
social  ties  that
promote favoritism
Strong political
affiliations

Weak controls and
lack segregation
between registration
and cashier
functions

Low salaries for
registration function
personnel

Lack of competence
of registration
function  personnel
owing to weak
human resource and
hiring functions
Room for discretion
Monopoly over
(patients have to
pass through) this
service

General commitment
to ant-corruption
Internal and external
audit functions
Criminalization of
corrupt behavior

Figure 6. Risk assessment example.

e To convene the different stakeholders, com-

mence a dialogue, generate a common language
for and a shared understanding and ownership
of the issues, and perhaps most importantly,
begin to build trust. The significance of accom-
plishing this cannot be overemphasized basically
because, given the heterogeneity of the joint task
forces, there is very likely to exist prevalent lack
of trust from all sides. The public sector is
typically seen as the culprit because it enjoys
all the power. The private sector is viewed as
a significant offender given its profit-seeking

nature and its propensity to therefore cut cor-
ners costs. Civil society is generally perceived as
ineffective, and ACAs are understood to have
a ‘policing’ role. In this environment, there is
a general scapegoating of one another and lack
of acknowledgement of responsibility by all par-
ties. These issues are fueled by attitudes of dis-
trust which may be promoted in countries that
do not have experience with public-private dia-
logue. Add to this, the ensuing absence of
a common understanding of the issues. For
example, ACAs understand corruption but
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Registration to Receive a
Medical Service

weak

very weak

very weak weak medium strong

B Low risk
. Medium risk
Risk —

[ Highrrisk

I Critical risk

Figure 7. Risk heat mapping example.

have little comprehension of the sector specifi-
cities; and health-care specialists are unlikely to
be well versed in anti-corruption efforts and
requirements.

e To develop the relevant in-house knowledge and
skill that are fundamental to the sustainability of
the risk assessment and management processes
which, owing to the inherently dynamic nature
of risk, should be ongoing.

Some noteworthy observations

Successful anti-corruption efforts require the direct
engagement of key stakeholders, and since the
health sector has its idiosyncratic stakeholder envir-
onment, adopting a sectoral approach enhanced the
focus on involving the right stakeholders with the
greatest levels of interest, knowledge and/or influ-
ence. This enhanced participation and enriched the
level of engagement and the results thereof - pro-
vided a shared understanding of overarching objec-
tives was established at the outset. That being said,
due to the high variation of the participants of the
taskforce, knowledge gaps were an impediment
towards understanding each other’s viewpoints and
reaching a consensus on certain decision points.
However, with technical support provided by
UNDP experts in terms of facilitating discussions,
explaining the different functions of the health sec-
tor to stakeholders from other sectors and bridging
the said gaps, they were able to overcome such
a challenge. It may therefore be inferred that such
forms of intermediation are important for the suc-
cess of this exercise.

Participants of the taskforces were inclined to identify
the decision points through process mapping. This
proved to be useful to generate an exhaustive list of
decision points at a detailed level. However, ultimately

very strong

Impact

all decision points will have to be aggregated at the level
of health system functions in order to be able to assess the
‘impact’ and therefore ‘risk’ of any given deviation. For
that reason, it is recommended to look at both processes
and functions when identifying decision points.

Assessments — that is, the assignment of values to
impact and likelihood, particularly drivers and
restraints — are more effective with a qualitative -
not quantitative — scoring system. When the latter
format was tried out, participants were observed
focusing on assigning a number rather than having
a collective snapshot that considers all the contextual
variables. Moreover, the assessment of risk is far from
an exact science; it requires judgment and is impacted
by personal biases. Excessive focus on quantification
of risk through a scoring system may backfire
because, firstly, the scoring process varies among
individuals: for example ‘very likely’ might be
assigned a 2.5/5 by one person and a 4.5/5 by another
even if they agree exactly on the nature of the like-
lihood. Moreover, some drivers and restraints are
difficult to quantify or weigh. For example, it is
difficult to quantitatively compare a very strong phy-
sical control and a very weak accounting system.
These two restraints do not realistically balance each
other out (even though numerically speaking, they
might). Judgment and qualitative assessment maybe
more effective as input to policy reform. Such assess-
ments may be prone to bias, but these biases can be
minimized by selecting diverse multi-stakeholder
groups.

Despite the differences across the national contexts,
some health sector issues are common and consistent
across the Arab region. One significant commonality
pertains to the priority health functions. The heat maps
developed by the national joint task forces indicate that
service delivery (especially hospital-level service delivery)
and supply of medicine are shared national concerns with
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regard to corruption vulnerability. Of course, these are
the priorities given the nature of today’s context and so
they may change with the evolving dynamics related to
Universal Health Care. However, irrespective of the
details of these dynamics, adopting a similar approach
to addressing corruption and documenting findings has
created opportunities for knowledge and experience
sharing and facilitated comparisons among countries.
This in turn creates prospects for common reforms and
agendas to arise on the regional level and for ensuing
collective concerted action to address them.

Development and implementation limitations

This research is the output of participatory observation
whereby the development of the Conceptual Framework
was conducted in conjunction with its implementation.
This created constraints with respect to sampling, coun-
try context, and availability of information. The hyper-
sensitivity of the topic and the nature of the setting
further constrained access to individuals and
information.

As for implementation challenges, one key issue is the
fact that public frustration is better assuaged with corrup-
tion crackdowns where actual heads roll. Accordingly,
there is generally greater demand for criminalization and
enforcement; rather than prevention which, by default,
avoids finger-pointing.

Another key challenge relates to the setup of the multi-
stakeholder groups due to, as aforementioned, the pre-
valent lack of trust from all sides.

Conclusion

Traditional governance reforms to health systems are
unlikely to be effective in achieving the SDGs because
they are typically undermined by corruption. The
Conceptual Framework, as a tool for reform, addresses
corruption as the core entry point; it focuses on specific
decision points and transactions rather than broad gov-
ernance issues. The Framework goes beyond the tradi-
tional approaches of sanctions and awareness raising and
focuses on prevention through risk management.
Tailored to the specificities of the health sector and the
local context, this approach may be effective in driving
concrete integrity efforts by means of creating a common
language and agenda among different stakeholders, chan-
ging the mindset towards reform, and developing tar-
geted solutions. As such, it may be capable of generating
observable and sustainable progress towards healthcare
reform and therefore of serving as an excellent platform
for the Global Network on Anti-corruption,
Transparency and Accountability in the Health Sector
(GNACTA) to launch further research work-streams and
country-level initiatives.
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