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Abstract
Background
The shift in the global burden of disease from communicable to noncommunicable was a factor in mobilizing support for a broader post-Millennium Development Goals (MDGs) health agenda. To curb these and other global health problems, 193 Member States of the United Nations (UN) became signatories of the Sustainable Development Goals (SDGs) and committed to achieving universal health coverage (UHC) by 2030. In the context of the coronavirus disease 2019 (COVID-19) pandemic, the importance of health systems governance (HSG) is felt now more than ever for addressing the pandemic and continuing to provide essential health services. However, little is known about the successes and challenges of HSG with respect to UHC and health security. This study, therefore, aims to synthesize the evidence and identify successes and challenges of HSG towards UHC and health security.

Methods
We conducted a structured narrative review of studies published through 28 July 2021. We searched the existing literature using three databases: PubMed, Scopus and Web of Science. Search terms included three themes: HSG, UHC and health security. We synthesized the findings using the five core functions of HSG: policy formulation and strategic plans; intelligence; regulation; collaboration and coalition; and accountability.

Results
A total of 58 articles were included in the final review. We identified that context-specific health policy and health financing modalities helped to speed up the progress towards UHC and health security. Robust health intelligence, intersectoral collaboration and coalition were also essential to combat the pandemic and ensure the delivery of essential health services. On the contrary, execution of a one-size-fits-all HSG approach, lack of healthcare funding, corruption, inadequate health workforce, and weak regulatory and health government policies were major challenges to achieving UHC and health security.

Conclusions
Countries, individually and collectively, need strong HSG to speed up the progress towards UHC and health security. Decentralization of health services to grass root levels, support of stakeholders, fair contribution and distribution of resources are essential to support the implementation of programmes towards UHC and health security. It is also vital to ensure independent regulatory accreditation of organizations in the health system and to integrate quality- and equity-related health service indicators into the national social protection monitoring and evaluation system; these will speed up the progress towards UHC and health security.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s12961-022-00858-7.
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Background
The impact of the Millennium Development Goals (MDGs) on the progress towards global health goals was impressive; however, the progress was uneven [1]. The shift in the global burden of disease from communicable to noncommunicable was also a factor in mobilizing support for a broader post-MDG health agenda [1]. In 2015, the 193 Member States of the United Nations became signatories of the Sustainable Development Goals (SDGs) [2] and committed to achieving health-related Sustainable Development Goal 3 (SDG3 and universal health coverage (UHC) by 2030. Achieving UHC is the global slogan for all strata of populations within countries to gain the right to health [3, 4].
UHC is a system whereby all people and communities have access to quality health services without the risk of financial hardship [11]. Health security also involves the prevention, detection and response to naturally emerging, accidental and deliberate biological threats [7, 8], focusing on preventing communicable diseases, natural and human-made disasters, conflicts and other emergencies [12]. The interconnection of UHC and health security are two sides of one coin and mutually inclusive, and cannot be achieved without common action [13]. Moving closer to UHC requires the availability of quality and affordable health services with other building blocks of the health system, including infrastructure, medicines and medical products, health workers, health information and health systems financing [14]. Countries moving towards UHC will have ripple effects in the progress of other targets of SDGs. For instance, good health allows children to learn and adults to earn, helps people escape from poverty, addresses social and gender inequities, social cohesion and health security [11]. The Astana Declaration and the SDG3 Global Action Plan sounded a wake-up call for the global health community to reimagine the health system and realign current needs to ensure suitability and rebuild resilience [15]. Health systems governance (HSG) builds solid partnerships and creates accountability mechanisms to respond to health emergencies and maintain health security [16].
Good HSG is key to achieving UHC and health security [5]. The application of strong HSG has assisted in attaining UHC [6] and health security from naturally emerging, accidental and biological threats [7, 8]. However, the realization of UHC and health security requires strong leadership and political support to strengthen health institutions for successful implementation [9, 10].
HSG involves the actions and means adopted by society to organize to promote and protect the health of its population [17, 18]. Governance involves policy guidance, coordination, regulation and accountability to ensure equity, efficiency and sustainability [19]. The core functions of HSG, based on the WHO stewardship framework, include the following: policy formulation and strategic plans; generate intelligence; design of regulation; collaboration and coalition; and ensuring accountability [14]. In addition, HSG involves a wide range of steering and rule-making functions to ensure UHC [20] and attain health security [7, 8].
The COVID-19 pandemic also demonstrates that effective governance is crucial for health security [21]. The COVID-19 pandemic disproportionately affects poorer communities and socially excluded people. Exclusion from work due to health problems can easily result in economic impoverishment and inequitable healthcare access, which will undoubtedly worsen health status [22]. The previous body of literature has mainly focused on HSG concerning health services delivery; however, it is still lacking in the systematic mapping of evidence on driving factors in effective HSG that can have implications to achieve UHC and health security. This review, therefore, aims to assess the successes and challenges of HSG towards UHC and health security. This review helps countries and the global health community, including policy-makers and health programmers, to improve HSG by informing the revision of their plans, policies and strategies.
Methods
Design
A structured narrative review was conducted through reviewing studies published until 28 July 2021 using the five WHO core functions of HSG stewardship framework components [14].
Search strategy
Three databases (PubMed, Scopus and Web of Science) were used to identify all published articles. Google and Google Scholar were also used to search additional literature on 28 July 2021. The search terms included three themes: HSG, UHC and health security. Several search terms were identified under those three themes (Additional file 1), and the search strategies built using “Title/Abstract” by linking “AND” and “OR” Boolean operator terms as appropriate. In addition, we used the Enhancing Transparency in Reporting the Synthesis of Qualitative Research (ENTREQ) checklist for reporting the articles (Additional file 2). We also followed some components of the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines to present this paper as a narrative review.
Inclusion and exclusion criteria
All retrieved studies were initially imported into the Endnote library to assist in removing the duplicates. After removing the duplicates, two authors (AD and RBK) independently screened the articles by title and abstract based on eligibility criteria. The quality of all eligible retrieved articles was assessed by the three independent reviewers using the Joanna Briggs Institute's (JBI) critical appraisal checklist for qualitative research. The senior author (YA) mediated through discussion with the reviewers when there were any discrepancies between them. We retained the full texts of all relevant studies found to meet the inclusion criteria for the final synthesis (Table 1).Table 1Eligibility criteria of articles/books on HSG towards UHC and health security, 2021


	Characteristics
	Inclusion criteria
	Exclusion criteria

	Publication time
	All published articles until 28 July 2021 were included
	Articles published after 28 July 2021 were excluded

	Language
	Articles published in English were included
	Articles published in languages other than English were excluded

	Types of articles
	All articles on HSG towards UHC and global health security were included irrespective of the type of article and methodology
	Articles which did not identify the successes or challenges of HSG towards UHC and health security were excluded




Data extraction and synthesis
We used Microsoft Excel for data extraction. The template contained the name of the first author, year of publication, title, setting/ location, design, type of article, data sources, methods of analysis and key outcomes. We only extracted qualitative information from all eligible articles, including the quantitative studies. Data extraction was conducted by the two authors (AD and RBK) independently to reduce risk of bias. We also conducted a double check-up and verification of the extracted information. The applicability of this review included studies that assessed HSG to ensure its impact on the attainment of UHC and health security. Governance in the health sector is a wide range of steering and rule-making functions carried out by decision-makers to achieve national health policy objectives [20]. The core functions of governance mainly comprise policy formulation and strategic plans; generate intelligence; design of regulation; building collaboration and coalition; and ensure accountability [14], which are the attributing factors for attaining UHC and health security.
Framework for data synthesis
The phenomena of interest in this review were the application of strong HSG for the attainment of UHC, which includes equity and quality of health services and protection of financial risk [6], and health security comprising the prevention, detection and response to naturally emerging, accidental and deliberate biological threats [7, 8]. HSG includes the actions and means adopted by society to organize to promote and protect the health of its population [17, 18]. The authors initially discussed the analytical themes/framework independently and then collectively to minimize bias. The senior author (YA) cross-validated and resolved any discrepancies. An explanation of the core functions is provided in Table 2 [14].Table 2Explanations for core governance functions, 2021


	Governance function
	Explanation

	Policy formulation and strategic plans
	Development, implementation and review of national health policies, strategies and plans; national governance strategies and plans

	Generate intelligence
	It is the interpretation, analysis, processing and generation of useful information for decision-making and better achievement of goals. It includes generating and using data on financial catastrophe and impoverishment, health budgets and expenditure, donor commitments and disbursements

	Design regulation
	Design of health system organizational structures and their roles, powers and responsibilities; design of regulation; standard-setting; incentives; enforcement and sanctions

	Building collaboration and coalition
	Working practices for a common purpose across sectors and with external partners. This covers norms and standards for developing inclusive health plans, technical and policy support, sharing experiences, and capacity-building

	Ensure accountability
	Putting in place governance structures, rules and processes for health sector organizations; mechanisms for independent oversight, monitoring, review and auditing; transparent availability and publication of policies, regulations, plans, reports, accounts, etc.; and openness to scrutiny by political representatives and civil society




Results
Description of the reviewed articles
A total of 58 articles were included in the final review (Fig. 1). Four quantitative, eight qualitative, two mixed, 16 reviews and 28 other articles (e.g. WHO reports, books, perspectives, commentary, debate) were included for final review (Additional file 3). In addition, we included 36 articles in low- and middle-income countries (LMICs), 17 articles from the global context and four in high-income countries (HICs) in the final review (Additional file 4).[image: ]
Fig. 1ENTREQ flow diagram for the selection of articles in the review of HSG towards UHC and health security, 2021


Thematic areas for review
A framework analysis was done in this review, and the findings are presented using the five core functions of HSG. The core functions of HSG include policy formulation and strategic plans, generating intelligence, designing regulations, building collaboration and coalition, and ensuring accountability.
Successes and challenges of HSG
We extracted data from all eligible articles related to the successes and challenges of HSG towards UHC and health security. We used the five core functions of health governance to summarize the key findings. The successes and challenges of each of the core functions of HSG towards UHC and health security are also presented separately. The health system strategies that help speed up UHC and health security are also indicated (Table 3).Table 3Successes and challenges of HSG towards UHC and health security, 2021


	Framework dimension
	UHC
	Health security
	Strategies to realize UHC and/or health security

	Successes
	Challenges
	Successes
	Challenges

	Policy formulation and strategic plans
	Single-payer scheme in Indonesia improved health equity and access after the novel UHC initiative [25]
Prepaid health spending and financial risk pooling is a crucial sign of progress towards UHC [24]
Public financing improves health system functioning [23]
Expansion of pro-poor healthcare services resulted in good progress towards UHC in Sri Lanka [26]
Decentralization of healthcare services enhances healthcare access and equity [27]
Village health volunteers in Thailand, the lady health workers in Pakistan and health extension workers (HEWs) in Ethiopia are all successful community-based models which have contributed immensely towards health programmes [28]
Refresher or other types of training, supervision, clear policies on reward systems and good management support helped community health workers to give good quality of care in Botswana [33]
	Shortages in human resources and medical supplies; and poor physical healthcare services access [30],
Poor physical access to essential health services reported in most countries in Africa [31],
Disparity of health service utilization in Nigeria varies across educational level, residence, gender and socioeconomic status of the service users [29]
Socially excluded population groups received health services from a dysfunctional publicly provided health system marked by gaps and often invisible barriers, which undermines the progress towards UHC[32]
	Integration of human resource planning with health emergency planning assisted in controlling the cholera epidemic [34]
	A centralized one-size-fits-all approach did not address the complexity and diversity in Indonesia [25]
Absence of clear judicial, executive and legislative authority and clarity of structures in conflict settings, like Syria [35]
Unclear administrative roles and command structures during health emergencies [16]
	Resilient health workforces at country levels were critical to ensuring health security and support planning and prioritization of health issues [36]
Moving away from a one-size-fits-all approach in guiding pandemic response [37]
Political commitment, fair contribution and distribution of resources speed up the path of UHC [38]
An economic architecture allows reducing poverty, unemployment and inequities [39]
Rebuilding HSG had progressive changes on service delivery in conflict settings, like Syria [35]
Conceptualization of health workforce governance enables the operationalization of governance policies to achieve UHC and global health security (GHS) [40]
Effective strategic planning, regulation and management of the health workforce to combat health shocks [30]
Well-designed and community-driven initiatives are a means to achieve UHC and GHS [41]

	Intelligence
	High-quality health information systems (HIS) enable effective monitoring of global and national health inequality [43]
Community health household registers improve health system outcomes [44]
Innovative data management in a unified process, assists in providing a timely response for patient care outcomes in Ethiopia [46]
Mobile phones and internet are creating opportunities to improve access to appropriate knowledge and advice to realize UHC [45]
Australia was the first to establish a formal national health technology assessment programme in the Asian Pacific region [42]
	Neglect of effective people-centred healthcare information affected access to essential health services [47]
	An independent, objective and transparent assessment of health system gaps needed to ensure early detection, prevention and response to biological threats [48]
A timely response needed to meet the national and global health goals [16]
Surveillance capacity and strong investments to improve the strength of the health system during crisis [16]
	Late responses due to poor surveillance and lack of combining routine data weakened the functionality of plans [49]
	Using indicators in the private sector and subnational levels helps ensure data quality and response to public health threats [52]
Strengthening local-level managers' ability is substantial leverage in supporting informed local decision-making [51]
Strategic direction to sustain the achievements of digital data culture and an automated single reporting system for multiple stakeholders to make the system user-friendly [50]

	Regulation
	Established national and subnational regulatory agencies are crucial to monitor and enforce laws and regulations to access emergency care [53]
Centralized public regulatory authority of the redistributive funding model in the French healthcare system reduced financial barriers to access for the poor population [54]
Mentorship and enhanced supervision of health staff improve quality care at health facilities [44]
Regulators are encouraged to invest in gauging their performance and information sharing [60]
Regulating the cost of private healthcare improves the move towards UHC [55]
Close monitoring at all levels on the trends of key indicators and early corrective measures brought good health outcomes in Rwanda [56]
	Political interference and unclear roles and responsibilities of different governmental regulatory bodies contributed to failures in service delivery [55]
The regulatory architecture for healthcare in Mongolia resulted in poor affordability and quality of private care [55]
Inadequacies of the human resource capacities of the regulatory organizations [57]
Lack of enforcement for free health services to the poor in government-subsidized private hospitals in Delhi [57]
	Adequate training and supportive supervision to community health workers (CHWs) are helpful to save the life of patients at the time of emergencies [58]
	Inadequacies of the human resource capacities of the regulatory organizations [57]
	International treaties, constitutional and statutory law, regulations, guidelines, protocols and informal practice patterns are instrumental in governing the health system and improving service delivery [59]
Adopting strategic purchasing and ensuring an independent accreditation system/organization accelerates progress on healthcare quality [27]
Regulation shall be exercised in medical and pharmaceutical practices in the healthcare system to improve supply chain management [60]

	Collaboration and coalition
	Strong partnership with national and global actors is required to avoid late responsiveness of the health system [61]
Coordination with nongovernmental organizations (NGOs) and local councils in conflict settings help to address health system fragmentation [35]
Coordination between public, private for-profit and not-for-profit sectors were needed to optimize the health service delivery [19]
Holistic and integrated health service delivery helps to avoid resource fragmentation and improve efficiency in healthcare delivery [62]
Participatory governance in health systems platforms, such as the national health assembly in Thailand, is a key pillar for achieving UHC [63]
	Poor leadership practices at the subnational and national levels were the main challenges, which lead to poor coordination and absence of a prompt response to specific health shocks [64]
	Multisectoral, collaborative working within and across sectors improves international health regulation (2005) [65]
High-level negotiations and health diplomacy efforts in the Caribbean region resulted in the “Port of Spain Declaration” to prevent noncommunicable diseases (NCDs) [66]
The Global Health Security Agenda (GHSA) speeds up the progress towards a safe and secure world from infectious disease threats [67]
Collective action by all to mitigate, prevent and fight against health security threats [68]
	Poor leadership practices were the main challenge for the poor prompt response of the health shocks [64]
	Strong leadership, tight bonds and sense of kinship at the community level and trusted communication channels to address health shocks [70]
Promoting and strengthening the political momentum towards UHC facilitates its realization [41]
Health sector governance will require new partnerships and opportunities for dialogue [69]
The global health governance of the COVID-19 response strengthens to combat the conditions of the pandemic [37]

	Accountability
	Effective stewardship role of the government to ensure the progress towards UHC [71]
Ensuring accountability, managing health resources, and decision-making were the factors for HSG to achieve an effective and equitable health system [72]
	Corruption, fear of reprisal and limited funding [73]
Policy-distorting corruption can potentially prevent society from achieving health development goals [74]
	Effective governance processes build strong partnerships for health and create accountability to respond to health emergencies [16]
	 	Rule of law, engaging partners in public policy and transparency to ensure accountability [76]
Integration of anti-corruption, transparency and accountability measures into health systems helps to achieve SDGs [77]
Strong and transparent monitoring systems at different levels of the healthcare system can ensure accountability [78]
Low socioeconomic status was the challenge to receiving healthcare services in Chile. Copayment levels fixed by law and maintaining free care for indigent and low-income families after the Universal Access with Explicit Guarantees (AUGE) programme in Chile were helpful to receive equitable and responsive health services utilization and to ensure accountability [75]




Policy formulation and strategic plan
Of the total reviewed articles, 20 articles described their findings on policy and strategic plans. Public financing, prepaid health spending, and financial risk pooling are the successes of the health system through protecting people from economic catastrophe and helping to progress towards UHC [23, 24]. For instance, the single-payer scheme after the novel UHC system introduced in Indonesia is an example of improving health equity and access through accommodating diversity with flexible and adaptive implementation features and quick evidence-driven decisions [25]. Expansion of pro-poor healthcare services in Sri Lanka also resulted in good progress towards UHC [26]. Decentralization of healthcare services was another health system success that impacted health equity, efficiency and resilience [27]. For example, village health volunteers in Thailand, lady health workers in Pakistan and health extension workers (HEWs) in Ethiopia are successful community-based models that have contributed immensely towards health programmes [28]. On the contrary, shortages of human resources and medical supplies; poor physical healthcare access; disparities in health service utilization; and sociocultural barriers of users, such as lack of education/information and decision-making autonomy [29–31], were the challenges for the progress towards UHC. In addition, socially excluded population groups received health services from a dysfunctional publicly provided health system marked by gaps and often invisible barriers in Guatemala and Peru, which undermines the progress towards UHC [32].
Refresher or other types of training, supervision, clear policies on reward systems and good management support helped community health workers to give good quality of care in Botswana [33], and integration of human resource planning with health emergency planning during the cholera epidemic [34] were successful interventions to control health emergencies and epidemics. However, a centralized one-size-fits-all health system approach [25] and unclear administrative roles and command structures during health emergencies [16] were among the challenges to building a better future and realizing health security. For instance, Indonesia’s one-size-fits-all approach was not successful since it did not address the complexity and diversity of people [25]. Absence of clear judicial, executive and legislative authority and clarity of structures in conflict settings in Syria [35] were additional challenges to combatting the crisis.
Resilient health workforces at country levels were critical to ensuring health security and support planning and health prioritization [36]. Moving away from a one-size-fits-all health system approach in guiding pandemic response, political commitment, fair contribution and distribution of resources were the strategies that sped up the path towards UH [37, 38]. An economic architecture, rebuilding HSG and conceptualizing health workforce governance had progressive changes on health service delivery. It helped reduce poverty, unemployment and inequities [35, 39, 40], facilitating UHC and health security. Effective strategic planning, regulation, management of the health workforce, and well-designed community-driven initiatives were the strategies to combat health shocks and achieve UHC and health security [30, 41].
Intelligence
In our review, 12 articles reported their findings on generating health system intelligence towards UHC and health security. Countries that have systems/setups on how to use intelligence or health technology assessments were helpful to inform policy and decision-making [42]. The adoption of high-quality HIS to monitor effective global and national health inequalities [43] and community-based household registers for health [44] succeeded in improving health system outcomes and facilitating the realization of UHC. Mobile phones and the internet also create an opportunity to improve access to appropriate knowledge and advice to realize UHC [45]. Innovative data management in a unified process assisted in providing timely response for patient care outcomes in Ethiopia [46]. On the other hand, the neglect of effective people-centred healthcare information was a challenge in making essential health service accessible to users [47].
An independent, objective and transparent assessment of health system gaps is needed to ensure early detection, prevention and response to biological threats [48]. Strong surveillance capacity and investments help to improve the health system's strength during a crisis. A timely response is needed to meet the national and global health goals [16]. However, late responses due to inadequate surveillance and lack of routine data combinations weakened the functionality of plans [49]. Strategic direction to sustain the achievements of a digital data culture and an automated single reporting system for multiple stakeholders are necessary to make the system user-friendly [50]. Strengthening local-level managers' ability is critical leverage in supporting informed local decision-making [51]. Using indicators to monitor health information assessment in the private sector and subnational levels helps ensure data quality and response early to public health threats [52].
Regulation
Ten articles described the successes and challenges of legal and regulatory instruments in governing health systems to realize UHC and global health security (GHS). Establishing a national and subnational regulatory agency was crucial to monitor and enforce laws and regulations to access emergency care without regard to the ability to pay [53]. For instance, a centralized public regulatory authority of the redistributive funding model in French successfully reduced financial barriers to access health services for the poor population [54]. Mentorship and enhanced supervision of health staff also improved the quality of care at health facilities [44]. In addition, regulators encouraged investing in gauging their performance and information sharing [53], and regulating the cost of private healthcare facilitated UHC progress [55]. For example, close monitoring at all levels on the trends of key indicators and taking early corrective measures brought good health returns/outcomes in Rwanda [56]. On the other hand, lack of enforcement was an obstacle to providing free healthcare services to the poor in government-subsidized private hospitals in Delhi [57]. Political interference and unclear roles and responsibilities of different governmental regulatory bodies contributed to failures in health service delivery [55], and inadequacies in the human resource capacities of the regulatory organizations [57] were also significant challenges that affected the path towards UHC. For instance, the regulatory architecture for healthcare in Mongolia resulted in poor affordability and quality of private care [55].
Adequate training and supportive supervision of community health workers (CHWs) are helpful for saving the lives of patients during emergencies [58]. Adopting strategic purchasing and ensuring an independent accreditation system/organization accelerates progress towards better healthcare quality [27]. International treaties, constitutional and statutory law, regulations, guidelines, protocols and informal practice patterns are instrumental to govern the health system and improve service delivery [59]. For instance, applying the regulation in medical and pharmaceutical practices in the healthcare system helps improve supply chain management [60].
Collaboration and coalition
Out of the total review articles, 14 articles’ findings presented collaboration and coalition. Coordination between public, private for-profit and not-for-profit sectors was needed to optimize the health service delivery [19]. Strong partnership with national and global actors is required to avoid late responsiveness of the health system [61]. A holistic and integrated health service delivery helped in the prevention of resource fragmentation and improved efficiency in healthcare delivery [62]. For example, coordination with nongovernmental organizations (NGOs) and local councils in conflict settings in Syria was helpful for addressing health system fragmentation [35]. Participatory governance platforms, such as the national health assembly in Thailand, are another crucial pillar for countries seeking to achieve UHC [63]. On the other hand, poor leadership practices at the subnational and national levels were the main challenges, which led to poor coordination and the absence of a prompt response to particular health shocks [64].
Multisectoral collaboration within and across sectors improves international health regulations [65] and helps maintain national health security. For example, the Port of Spain Declaration for the prevention of noncommunicable diseases (NCDs) in the Caribbean region [66] and the Global Health Security Agenda (GHSA) to maintain a safe and secure world from infectious disease threats [67] were a successful outcome of multisectoral negotiations and health diplomacy efforts. In addition, collective action by all key stakeholders through a multipronged approach also assisted in mitigating, preventing and fighting health security threats [68].
Health sector governance will require new partnerships and opportunities for dialogue between state and non-state actors [69]. Strong leadership, tight bonds, a sense of kinship at the community level and trusted communication channels across the key actors in the health system are helpful to address health shocks [70]. Promoting and strengthening the political momentum towards UHC with the  involvement  of all stakeholders facilitates its realization [41]. For instance, the global health governance of the COVID-19 response might be seen as international cooperation to combat pandemic conditions [37].
Accountability
Of the total articles reviewed, the findings of nine articles described accountability. The influential stewardship role of the government accelerated the progress towards UHC [71]. Ensuring accountability, managing health resources, and decision-making were significant factors for HSG in realizing effective and equitable health services [72]. However, corruption, fear of reprisal and limited funding were major challenges in implementing effective social accountability interventions [73] and realizing UHC. Policy-distorting corruption can potentially prevent the achievement of health development goals [74]. Low-socioeconomic-status service users were another challenge to equitable provision of healthcare services. Copayment levels fixed by law, maintaining free care for indigent and low-income families in the national health fund (FONASA [Fondo Nacional de Salud]) after the introduction of Chile’s Universal Access with Explicit Guarantees (AUGE) programme, were helpful in promoting equitable and responsive health services and ensuring accountability [75] (Additional file 3).
Effective healthcare governance builds strong health partnerships and creates accountability mechanisms for responding to health emergencies [16]. Strengthening the rule of law, engaging partners in public policy and maintaining transparency are important to ensure accountability in the health system [76]. Integration of anti-corruption, transparency and accountability measures into health systems strengthening also supports the achievement of SDGs [77]. Transparent and robust monitoring systems in different healthcare systems are also key strategies to ensure accountability [78] (Additional file 4).
Discussion
We explored the successes and challenges of HSG towards UHC and health security in the context of access, equity, quality, responsiveness, safety, efficiency, sustainability, financial risk protection and performance/coverage. HSG is the main change-maker for UHC and health security at the national and international levels, and is fundamental for improving the efficiency, resilience and responsiveness of the health system [15]. Decentralization of health services, the support of stakeholders, strong political and institutional structures, fair contribution, and distribution of resources through appropriate health financing modalities were the main successes of HSG in facilitating UHC and health security [27, 38, 79]. On the contrary, limited execution of similar approaches to all and ineffective people-centred healthcare information were challenges in guiding the pandemic response and access to essential health services [25, 47]. Corruption and poor coordination were also challenges that hindered progress towards UHC and health security [64, 73].
The global political momentum towards UHC and health security also provides a welcome opportunity to scale up efforts to dismantle barriers to accessing comprehensive essential health services in the pandemic context [79]. The adoption of pro-UHC policies and strategic plans, decentralization of health services, and fair contribution and distribution of resources by appropriate health financing modalities demonstrated a desire to progress towards UHC [27, 38, 76] and health security. Such pro-UHC policies and strategic plans are ultimately aimed at expanding financial coverage of and access to equitable and quality healthcare services to maintain health security. Optimizing context-specific strategic health financing modalities was a crucial intervention for access to fair healthcare services for all. For example, the single-payer scheme in Indonesia [25], pro-poor-orientated healthcare funding in Sri Lanka [26] and a combined health financing scheme in Thailand [80] were successful strategies to realize UHC. Myanmar's three-phase National Health Plan (NHP) facilitates realizing UHC by 2030 through increased access, equity and financial protection [81]. Vietnam’s Master Plan (VMP) for UHC by 2020 [82] and China’s 2009 Health Reform Plan (HRP) to establish UHC [83] were among the successful strategic plans.
On the contrary, executing the same health governance approach to all in guiding pandemic preparedness and response in Indonesia [25] was among the major challenges to delivering essential healthcare services. This approach may not address the complexity and diversity in population density and dispersion across islands, diet, diseases, local living styles and community participation. Therefore, studies indicated that moving away from a one-size-fits-all approach in guiding pandemic response [37] helped accelerate the path towards UHC and health security.
The adoption of robust HIS, including data collection, analysis, interpretation and reporting practices across health systems, is needed to enable effective global and national health inequality monitoring to support the equity-oriented realization of UHC and to meet health security-related goals during pandemics/health crises [16, 43]. An independent, objective and transparent assessment of health system gaps is needed to ensure early detection, prevention and response to biological threats [48]. For example, quality data management in a unified process assists in providing a timely response for patient care outcomes in Ethiopia [46]. On the other hand, the neglect of adequate people-centred healthcare information was a challenge in making essential health service accessible to users [47]. A strategic direction is needed to sustain the achievement of a digital data culture and an automated single reporting system for multiple stakeholders to make the system user-friendly [50]. A comprehensive and integrated disease surveillance approach assisted in generating information to minimize inefficiencies in disease-specific surveillance silos and improved health security for informed decision-making [84].
International treaties, constitutional and statutory law, regulations, guidelines, protocols and informal practice patterns are instrumental in governing health systems [59]. Establishing a national and subnational regulatory agency with sufficient authority to monitor and enforce laws and regulations was crucial to enabling access to emergency care without regard for ability to pay [53] in order to achieve UHC and health security. Cultivating bottom-up and top-down forms of accountability can strengthen the HSG to influence the quality and coverage of health services [85]. A top-down administrative approach helped to implement policy documentation/direction and was the most common measure for policy enforcement [86]. Promoting UHC for socially excluded populations helped to establish participatory spaces for policy dialogue and ensure accountability within the health systems [32]. Regulation of funds management also emphasized the need for local accountability—for instance, the management of funds in an appointed account, where the community credit cooperative was responsible for supervising the use of the fund by village clinics in a cooperative medical scheme in Masheng County, China [87].
Collaboration and integration of pandemic planning across sectors and jurisdictions would result in better preparedness [88]. UHC also provides a welcome and unifying platform for the global health community [79] and guides health systems implementation [89]. Complex political and institutional issues were found to influence UHC [90], becoming a political priority [13]. Poor leadership practices that led to poor coordination at the subnational and national levels were challenges in responding to health shocks [64]. This indicated that the public sector alone cannot achieve UHC and health security without the participation of all key stakeholders, including the private sector and the communities. This collective action can help nations in preventing and combatting health security threats [68]. In addition, this can help countries avoid resource fragmentation and improve efficiency [62]. For example, the Port of Spain Declaration in the Caribbean region and GHSA [66, 67] contribute to the UHC journey by increasing health service coverage and improving efficiency.
Governance can be strengthened through improvement in either a bottom-up form of accountability between clients and providers or a top-down form of accountability by holding policy-makers more accountable for services, and by making policy-makers better positioned to influence the quality and coverage of services [85]. The bottom-up form of accountability might be accomplished by tailoring services to the specific needs of local users, becoming effective monitors of providers, and improving choice and participation. The top-down approach can also be achieved by making information more accessible and improving supply-side functions [91]. However, health system fragility and bottlenecks, including corruption, fear of reprisal and limited funding, were major constraints to achieving global health initiatives [73]. In the absence of adequate social accountability, service providers, NGOs and civil society organizations (CSOs) sought to hold the government accountable for limitations in the health system. For instance, service providers introduced structures to increase accountability at the service level and their interactions with the higher health system levels in response to poor government-led healthcare facility governance and service inefficiencies in Malawi [72]. Citizen-led accountability initiatives in Guatemala and Peru also revealed serious deficiencies that undermined efforts to realize UHC in both countries. In these countries, social exclusion remains embedded and undermines the health coverage provided to marginalized populations [32]. Donors, governments and other actors promote UHC for socially excluded populations, which helps to democratize and strengthen the participatory spaces for policy dialogue and accountability processes within their health systems.
Strong HSG can result in high health system performance, including access, equity, quality, coverage, safety, efficiency, sustainability, responsiveness and financial risk protection. In turn, high-quality health system performance can help to achieve the long-term health sector goals, including UHC and health security. In this review, we summarized the impact and interrelationship of HSG with respect to the health sector SDGs, including UHC and health security (Fig. 2).[image: ]
Fig. 2Relationship between HSG, and UHC and health security, 2021


Implications
This review has several policy implications, since HSG underpins the other health system building blocks. First, this review provides insight into the impact of HSG on the delivery of basic essential health services to facilitate progress towards UHC and its effect on reducing health security-related threats during the COVID-19 pandemic era. Second, it raises awareness for health programmers and policy-makers on the importance of HSG as a key function of the health system and provides a path for discussion on various subjects. Third, it also provides insight into key HSG functions, such as formulating policy and strategic planning, design regulation, generating intelligence, building collaboration, and ensuring accountability for improving these practices by developing interventions instituted at the policy or implementation level of the health system. Fourth, the findings of this review could help policy-makers and government officials to revise and update their financial and other plans. Fifth, this review could assist policy-makers in preparing a global-level stewardship-based set of indicators to monitor the HSG function at various levels. Sixth, this review also provides insight for policy-makers to introduce a strong accountability system within public institutions to provide more inclusive and equitable health services without excluding any population groups, and thus facilitate progress towards UHC. Finally, this review will help future researchers as baseline information for those interested in conducting related studies. The findings will also help in designing interventions to address challenges, scale up successes, and implement different initiatives and/or projects.
Study limitations
A comprehensive review could provide evidence of HSG on UHC in the pandemic context. This study was a mixed-studies review and included all kinds of studies (quantitative, qualitative and mixed methods). In such a review, the contexts and purposes emphasize the ability of the studies to answer our review questions rather than the types and quality of the primary studies themselves. In this review, we used the same processes and followed some components of the PRISMA checklist, but missed meta-analysis components. In addition, we used the JBI critical appraisal checklist to specify some methodological criteria for academic literature, but we did not do a quality appraisal for grey literature, and we did not exclude articles using quality appraisal assessment of the findings alone. Thus, we did not use the grading of findings and recommendations of the included studies.
Conclusion
Strong HSG is required to accelerate progress towards UHC and health security. UHC and health security will be achieved by adopting a strategic policy and plan, generating a robust health system intelligence, advocating intersectoral collaboration, regulating health stakeholders and ensuring accountability. Decentralization of health service to the grassroots level, support of stakeholders, fair contribution and distribution of resources by appropriate health financing modalities were also successful HSG strategies in advancing towards UHC during health crises. On the other hand, the execution of similar HSG approaches to all for guiding pandemic response, government policies and global health diplomacy were challenges that affected the path towards UHC and health security. Strengthening the political commitment, such as financing UHC during pandemics, will facilitate progress towards UHC and health security. Optimizing context-specific strategic health financing modalities will also be essential for providing users with quality and equitable health services. Integrating independent regulatory accreditation organizations within the health system, and quality and equity healthcare service indicators into the national social protection monitoring and evaluation system will speed up the progress towards UHC and health security. Further research should explore new opportunities and challenges of HSG towards UHC and health security to improve healthcare delivery, particularly in specific geographical locations/nations.
Acknowledgements
The first author would like to acknowledge the senior researchers (RBK and YA) for their advice and comments, which assisted in shaping the review.

Author contributions
AD, RBK and YA designed the study, selected articles, and appraised and synthesized the data. AD wrote the first draft of the manuscript. AD, RBK and YA interpreted the data and reviewed the final manuscript. All authors have also agreed on the journal to which the article was submitted and agreed to be accountable for all aspects of the work. All authors read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
Not applicable.

Declarations
Ethics approval and consent to participate
Ethical approval was not required since the study was a systematic review of articles and published books. The study was registered with PROSPERO under registration number CRD42021270090. The review result was disseminated through publication in an academic peer-reviewed journal and presented in scientific conferences.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Sridhar D, Brolan CE, Durrani S, Edge J, Gostin LO, Hill P, McKee M. Recent shifts in global governance: implications for the response to non-communicable diseases. PLoS Med. 2013;10(7): e1001487.PubMedPubMedCentral

	2.
Sustainable Development Goals Officially Adopted by 193 Countries. http://​www.​un.​org.​cn/​info/​6/​620.​html.

	3.
Chan M. The Sixty-fifth World Health Assembly, WHO Doc. A65/3, (2012), p. 4. A65_REC1_en.pdf). In.; 2015.

	4.
Chapman AR. Assessing the universal health coverage target in the sustainable development goals from a human rights perspective. BMC Int Health Hum Rights. 2016;16(1):1–9.

	5.
Adini B, Ohana A, Furman E, Ringel R, Golan Y, Fleshler E, Keren U, Reisner S. Learning lessons in emergency management: the 4th International Conference on Healthcare System Preparedness and Response to Emergencies and Disasters. Disaster Military Med. 2016;2(1):1–6.

	6.
World Health Organization. Health for all—why is universal health coverage important? http://​www.​who.​int/​health_​financing/​universal_​coverage_​definition/​en/​. June 2019.

	7.
World Health Organization. Report of the Ebola interim assessment panel. Geneva, Switzerland: World Health Organization; 2015.

	8.
World Health Organization. Revision of the International Health Regulations. Resolution WHA58.3. Geneva, World Health Organization, 2005 (http://​www.​who.​int/​csr/​ihr/​en). 2007.

	9.
Ergo A, Htoo TS, Badiani-Magnusson R, Royono R. A new hope: from neglect of the health sector to aspirations for Universal Health Coverage in Myanmar. Health Policy Plan. 2019;34(Supplement_1):i38–46.PubMedPubMedCentral

	10.
Tao W, Zeng Z, Dang H, Lu B, Chuong L, Yue D, Wen J, Zhao R, Li W, Kominski GF. Towards universal health coverage: lessons from 10 years of healthcare reform in China. BMJ Glob Health. 2020;5(3): e002086.PubMedPubMedCentral

	11.
Global compact for progress towards universal health coverage. https://​www.​uhc2030.​org/​fileadmin/​uploads/​uhc2030/​Documents/​About_​UHC2030/​mgt_​arrangemts_​_​_​docs/​UHC2030_​Official_​documents/​UHC2030_​Global_​Compact_​WEB.​pdf.

	12.
World Health Organization. Towards health security: a discussion paper on recent health crises in the WHO European region. 2007.

	13.
Ghebreyesus TA. All roads lead to universal health coverage. Lancet Glob Health. 2017;5(9):e839–40.PubMed

	14.
World Health Organization. Health systems governance for universal health coverage action plan: Department of Health Systems Governance and Financing. 2014. In.; 2018.

	15.
Wenham C, Katz R, Birungi C, Boden L, Eccleston-Turner M, Gostin L, Guinto R, Hellowell M, Onarheim KH, Hutton J. Global health security and universal health coverage: from a marriage of convenience to a strategic, effective partnership. BMJ Glob Health. 2019;4(1): e001145.PubMedPubMedCentral

	16.
Ayanore MA, Amuna N, Aviisah M, Awolu A, Kipo-Sunyehzi DD, Mogre V, Ofori-Asenso R, Gmanyami JM, Kugbey N, Gyapong M. Towards resilient health systems in Sub-Saharan Africa: a systematic review of the English language literature on health workforce, surveillance, and health governance issues for health systems strengthening. Annal Global Health. 2019;85(1).

	17.
Dodgson R, Lee K, Drager N. Global Health Governance, a conceptual review. Routledge; 2017.

	18.
Vickers NJ. Animal communication: when I’m calling you, will you answer too? Curr Biol. 2017;27(14):R713–5.PubMed

	19.
van Olmen J, Criel B, Van Damme W, Marchal B, Van Belle S, Van Dormael M, Hoerée T, Pirard M, Kegels G. Analysing health systems to make them stronger. In: ITGPress; 2010.

	20.
Health systems: Governance. Available: https://​www.​who.​int/​healthsystems/​topics/​stewardship/​en/​.

	21.
Caballero-Anthony M, Bernes T, Brozus L, Hatuel-Radoshitzky M, Heistein A, Greco E, Muhibat S. Challenges of global governance amid the COVID-19 pandemic (pp. 42–45, Rep.). Council on Foreign Relations. 2020; 10.

	22.
Bejaković P, Škare M, Družeta RP. Social exclusion and health inequalities in the time of COVID-19. Technol Econ Dev Econ. 2021;27(6):1563–81.

	23.
Karamagi HC, Tumusiime P, Titi-Ofei R, Droti B, Kipruto H, Nabyonga-Orem J, Seydi AB-W, Zawaira F, Schmets G, Cabore JW. Towards universal health coverage in the WHO African Region: assessing health system functionality, incorporating lessons from COVID-19. BMJ Glob Health. 2021;6(3):e004618.PubMed

	24.
Moreno-Serra R, Smith PC. Does progress towards universal health coverage improve population health? The Lancet. 2012;380(9845):917–23.

	25.
Agustina R, Dartanto T, Sitompul R, Susiloretni KA, Achadi EL, Taher A, Wirawan F, Sungkar S, Sudarmono P, Shankar AH. Universal health coverage in Indonesia: concept, progress, and challenges. The Lancet. 2019;393(10166):75–102.

	26.
Gottret P, Schieber G, Waters HR. Good practices in health financing: lessons from reforms in low and middle-income countries. The World Bank; 2008.

	27.
Abimbola S, Baatiema L, Bigdeli M. The impacts of decentralization on health system equity, efficiency and resilience: a realist synthesis of the evidence. Health Policy Plan. 2019;34(8):605–17.PubMedPubMedCentral

	28.
Bhutta ZA, Lassi ZS, Pariyo G, Huicho L. Global experience of community health workers for delivery of health related millennium development goals: a systematic review, country case studies, and recommendations for integration into national health systems. Global Health Workforce Alliance. 2010;1(249):61.

	29.
Okoronkwo IL, Onwujekwe OE, Ani FO. The long walk to universal health coverage: patterns of inequities in the use of primary healthcare services in Enugu, Southeast Nigeria. BMC Health Serv Res. 2014;14(1):1–7.

	30.
Cometto G, Buchan J, Dussault G. Developing the health workforce for universal health coverage. Bull World Health Organ. 2020;98(2):109.PubMed

	31.
Fantaye AW, Yaya S. Universal health coverage and facilitation of equitable access to care in Africa. Front Public Health. 2019;7:102.PubMedPubMedCentral

	32.
Samuel J, Flores W, Frisancho A. Social exclusion and universal health coverage: health care rights and citizen-led accountability in Guatemala and Peru. Int J Equity Health. 2020;19(1):1–9.

	33.
Walt G, Ross D, Gilson L, Owuor-Omondi L, Knudsen T. Community health workers in national programmes: the case of the family welfare educators of Botswana. Trans R Soc Trop Med Hyg. 1989;83(1):49–55.PubMed

	34.
Rosewell A, Bieb S, Clark G, Miller G, MacIntyre R, Zwi A. Human resources for health: lessons from the cholera outbreak in Papua New Guinea. Western Pacific Surveill Resp J WPSAR. 2013;4(3):9.

	35.
Douedari Y, Howard N. Perspectives on rebuilding health system governance in opposition-controlled Syria: a qualitative study. Int J Health Policy Manag. 2019;8(4):233.PubMedPubMedCentral

	36.
World Health Organization. Monitoring the building blocks of health systems: a handbook of indicators and their measurement strategies: World Health Organization; 2010.

	37.
Eyawo O, Viens A. Rethinking the central role of equity in the global governance of pandemic response. J Bioethical Inquiry. 2020;17:549–53.

	38.
Ranabhat CL, Kim C-B, Singh A, Acharya D, Pathak K, Sharma B, Mishra SR. Challenges and opportunities towards the road of universal health coverage (UHC) in Nepal: a systematic review. Arch Public Health. 2019;77(1):1–10.

	39.
Coovadia H, Jewkes R, Barron P, Sanders D, McIntyre D. The health and health system of South Africa: historical roots of current public health challenges. The Lancet. 2009;374(9692):817–34.

	40.
Lim MYH, Lin V. Governance in health workforce: how do we improve on the concept? A network-based, stakeholder-driven approach. Hum Resour Health. 2021;19(1):1–10.PubMedPubMedCentral

	41.
Assan A, Takian A, Aikins M, Akbarisari A. Challenges to achieving universal health coverage through community-based health planning and services delivery approach: a qualitative study in Ghana. BMJ Open. 2019;9(2): e024845.PubMedPubMedCentral

	42.
Sivalal S. Health technology assessment in the Asia Pacific region. Int J Technol Assess Health Care. 2009;25(S1):196–201.PubMed

	43.
Hosseinpoor AR, Bergen N, Koller T, Prasad A, Schlotheuber A, Valentine N, Lynch J, Vega J. Equity-oriented monitoring in the context of universal health coverage. PLoS Med. 2014;11(9): e1001727.PubMedPubMedCentral

	44.
Drobac PC, Basinga P, Condo J, Farmer PE, Finnegan KE, Hamon JK, Amoroso C, Hirschhorn LR, Kakoma JB, Lu C. Comprehensive and integrated district health systems strengthening: the Rwanda Population Health Implementation and Training (PHIT) Partnership. BMC Health Serv Res. 2013;13(2):1–13.

	45.
Van Olmen J, Ku GM, Bermejo R, Kegels G, Hermann K, Van Damme W. The growing caseload of chronic life-long conditions calls for a move towards full self-management in low-income countries. Glob Health. 2011;7(1):1–10.

	46.
Wong R, Bradley EH. Developing patient registration and medical records management system in Ethiopia. Int J Qual Health Care. 2009;21(4):253–8.PubMed

	47.
Royston G, Pakenham-Walsh N, Zielinski C. Universal access to essential health information: accelerating progress towards universal health coverage and other SDG health targets. BMJ Glob Health. 2020;5(5): e002475.PubMedPubMedCentral

	48.
Cho H-W, Chu C. Two epidemics and global health security agenda. Osong Public Health Res Perspect. 2015;6(6 Suppl):S1.PubMedPubMedCentral

	49.
Harrington J, Kroeger A, Runge-Ranzinger S, O’Dempsey T. Detecting and responding to a dengue outbreak: evaluation of existing strategies in country outbreak response planning. J Trop Med. 2013;2013:1–9.

	50.
Begum T, Khan SM, Adamou B, Ferdous J, Parvez MM, Islam MS, Kumkum FA, Rahman A, Anwar I. Perceptions and experiences with district health information system software to collect and utilize health data in Bangladesh: a qualitative exploratory study. BMC Health Serv Res. 2020;20:1–13.

	51.
Scott V, Gilson L. Exploring how different modes of governance act across health system levels to influence primary healthcare facility managers’ use of information in decision-making: experience from Cape Town, South Africa. Int J Equity Health. 2017;16(1):159.PubMedPubMedCentral

	52.
Erondu NA, Rahman-Shepherd A, Khan MS, Abate E, Agogo E, Belfroid E, Dar O, Fehr A, Hollmann L, Ihekweazu C. Improving National Intelligence for Public Health Preparedness: a methodological approach to finding local multi-sector indicators for health security. BMJ Glob Health. 2021;6(1): e004227.PubMedPubMedCentral

	53.
Reynolds TA, Sawe H, Rubiano AM, Shin SD, Wallis L, Mock CN. Strengthening health systems to provide emergency care. 2017.

	54.
Nay O, Béjean S, Benamouzig D, Bergeron H, Castel P, Ventelou B. Achieving universal health coverage in France: policy reforms and the challenge of inequalities. The Lancet. 2016;387(10034):2236–49.

	55.
Tsevelvaanchig U, Narula IS, Gouda H, Hill PS. Regulating the for-profit private healthcare providers towards universal health coverage: a qualitative study of legal and organizational framework in Mongolia. Int J Health Plann Manage. 2018;33(1):185–201.PubMed

	56.
Sayinzoga F, Bijlmakers L. Drivers of improved health sector performance in Rwanda: a qualitative view from within. BMC Health Serv Res. 2016;16(1):1–10.

	57.
Sheikh K, Saligram PS, Hort K. What explains regulatory failure? Analysing the architecture of health care regulation in two Indian states. Health Policy Plan. 2015;30(1):39–55.PubMed

	58.
Siekmans K, Sohani S, Boima T, Koffa F, Basil L, Laaziz S. Community-based health care is an essential component of a resilient health system: evidence from Ebola outbreak in Liberia. BMC Public Health. 2017;17(1):1–10.

	59.
Burkholder TW, Bergquist HB, Wallis LA. Governing access to emergency care in Africa. Afr J Emerg Med. 2020;10:S2–6.PubMedPubMedCentral

	60.
Dube-Mwedzi S, Kniazkov S, Nikiema J, Kasilo O, Fortin A, Tumusiime P, Mahlangu G, Ndomondo-Sigonda M. A rapid assessment of the National Regulatory Systems for medical products in the Southern African Development Community. J Pharmaceut Policy Pract. 2020;13(1):1–10.

	61.
Gostin LO, Friedman EA. A retrospective and prospective analysis of the west African Ebola virus disease epidemic: robust national health systems at the foundation and an empowered WHO at the apex. The Lancet. 2015;385(9980):1902–9.

	62.
Sherr K, Cuembelo F, Michel C, Gimbel S, Micek M, Kariaganis M, Pio A, Manuel JL, Pfeiffer J, Gloyd S. Strengthening integrated primary health care in Sofala, Mozambique. BMC Health Serv Res. 2013;13(2):1–12.

	63.
Rajan D, Mathurapote N, Putthasri W, Posayanonda T, Pinprateep P, de Courcelles S, Bichon R, Ros E, Delobre A, Schmets G. Institutionalising participatory health governance: lessons from nine years of the National Health Assembly model in Thailand. BMJ Glob Health. 2019;4(Suppl 7): e001769.PubMedPubMedCentral

	64.
Shoman H, Karafillakis E, Rawaf S. The link between the West African Ebola outbreak and health systems in Guinea, Liberia and Sierra Leone: a systematic review. Glob Health. 2017;13(1):1.

	65.
Pyone T, Aung TT, Endericks T, Myint NW, Inamdar L, Collins S, Pwint KH, Hein BB, Wilson A. Health system governance in strengthening International Health Regulations (IHR) compliance in Myanmar. BMJ Glob Health. 2020;5(11): e003566.PubMedPubMedCentral

	66.
Chattu VK, Sakhamuri S. Port-of-Spain declaration for global NCD prevention. The Lancet. 2018;391(10131):1682.

	67.
Chattu VK, Kevany S. The need for health diplomacy in health security operations. Health Promot Perspect. 2019;9(3):161.PubMedPubMedCentral

	68.
Chattu VK, Adisesh A, Yaya S. Canada’s role in strengthening global health security during the COVID-19 pandemic. Global Health Res Policy. 2020;5(1):1–3.

	69.
Tumusiime P, Karamagi H, Titi-Ofei R, Amri M, Seydi ABW, Kipruto H, Droti B, Zombre S, Yoti Z, Zawaira F. Building health system resilience in the context of primary health care revitalization for attainment of UHC: proceedings from the Fifth Health Sector Directors’ Policy and Planning Meeting for the WHO African Region. In: BMC proceedings: 2020: BioMed Central; 2020: 1–8.

	70.
Alonge O, Sonkarlay S, Gwaikolo W, Fahim C, Cooper J, Peters D. Understanding the role of community resilience in addressing the Ebola virus disease epidemic in Liberia: a qualitative study (community resilience in Liberia). Glob Health Action. 2019;12(1):1662682.PubMedPubMedCentral

	71.
Bloom G. Service delivery transformation for UHC in Asia and the Pacific. Health Syst Reform. 2019;5(1):7–17.PubMed

	72.
Masefield SC, Msosa A, Grugel J. Challenges to effective governance in a low income healthcare system: a qualitative study of stakeholder perceptions in Malawi. BMC Health Serv Res. 2020;20(1):1–16.

	73.
Danhoundo G, Nasiri K, Wiktorowicz ME. Improving social accountability processes in the health sector in sub-Saharan Africa: a systematic review. BMC Public Health. 2018;18(1):497.PubMedPubMedCentral

	74.
Khan M, Andreoni A, Roy P. Anti-corruption in adverse contexts: strategies for improving implementation. 2019.

	75.
Frenz P, Delgado I, Kaufman JS, Harper S. Achieving effective universal health coverage with equity: evidence from Chile. Health Policy Plan. 2014;29(6):717–31.PubMed

	76.
World Health Organization. Universal health coverage: moving towards better health: action framework for the Western Pacific Region. In.: Manila: WHO Regional Office for the Western Pacific; 2016.

	77.
Koller T, Clarke D, Vian T. Promoting anti-corruption, transparency and accountability to achieve universal health coverage. Taylor and Francis; 2020.

	78.
Uzochukwu B, Onwujekwe E, Mbachu C, Okeke C, Molyneux S, Gilson L. Accountability mechanisms for implementing a health financing option: the case of the basic health care provision fund (BHCPF) in Nigeria. Int J Equity Health. 2018;17(1):1–16.

	79.
Nygren-Krug H. The Right (s) road to universal health coverage. Health Hum Rights. 2019;21(2):215.PubMedPubMedCentral

	80.
Hort K, Jayasuriya R, Dayal P. The link between UHC reforms and health system governance: lessons from Asia. J Health Organ Manag. 2017;31(3):270–85.PubMed

	81.
Savedoff WD. Governance in the health sector: a strategy for measuring determinants and performance. World Bank Policy Research Working Paper 2011(5655).

	82.
Moving toward UHC. Myanmar—national initiatives, key challenges, and the role of collaborative activities. Moving toward UHC. Washington (DC): World Bank Group.2017. http://​documents.​worldbank.​org/​curated/​en/​9919915131483393​21/​pdf.

	83.
Duckett J. Economic crisis and China’s 2009 health reform plan: rebuilding social protections for stability and growth? China Anal Stud China’s Polit Econ. 2010;80:1–14.

	84.
Blanchet K, Nam SL, Ramalingam B, Pozo-Martin F. Governance and capacity to manage resilience of health systems: towards a new conceptual framework. Int J Health Policy Manag. 2017;6(8):431.PubMedPubMedCentral

	85.
Fryatt R, Bennett S, Soucat A. Health sector governance: should we be investing more? BMJ Glob Health. 2017;2(2):e000343.PubMedPubMedCentral

	86.
Zhao X, Yuan B, Yu Y, Jian W. Governance function analysis of the Patriotic Health Movement in China. Global Health Res Policy. 2019;4(1):1–14.

	87.
Yuan B, Jian W, He L, Wang B, Balabanova D. The role of health system governance in strengthening the rural health insurance system in China. Int J Equity Health. 2017;16(1):1–20.

	88.
Itzwerth R, Moa A, MacIntyre CR. Australia’s influenza pandemic preparedness plans: an analysis. J Public Health Policy. 2018;39(1):111–24.PubMed

	89.
World Health Organization. Sustainable health financing, universal coverage and social health insurance: world health assembly resolution WHA58. 33. Geneva: World Health Organization; 2005. World Health Organization: Geneva 2016.

	90.
World Health Organization. Health systems governance for universal health coverage action plan: department of health systems governance and financing. In: World Health Organization; 2014.

	91.
Brinkerhoff DW. Accountability and health systems: toward conceptual clarity and policy relevance. Health Policy Plan. 2004;19(6):371–9.PubMed



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Successes and challenges of health systems governance towards universal health coverage and global health security: a narrative review and synthesis of the literature


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/images/12961_2022_858_Fig2_HTML.png





OEBPS/css/envelope.png





OEBPS/images/12961_2022_858_Fig1_HTML.png
Records identified through  databases
and other searches (n= 6,713)
o PubMed =2,422
o Scopus =195
o Web of science =4, 072
¢+ Google and google scholar =24

Included [ Eligibi]ityzl { Screening ] [ Identification ]

Duplicates removed (n =

¥

Records retrieved
(n=6.414)

Ly

299)

Records screened
(n=148)

Records excluded based on
~— titles (n =6,266)

Records excluded based on

k 4

Full-text articles assessed for
eligibility (n=107)

h

abstracts (n=41)

X

Studies included 1n the review
(n=5%)

Records excluded because of

p the articles did not answer the

research questions (n = 49)






OEBPS/css/sidebar.gif





