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INTRODUCTION
Though a rather recent concept, governance is 
as old as humanity. Over the last two decades, 
governance has received a lot of attention from 
the global health community. The governance 
lens has been applied to, among others, health,1 
health systems,2 health system strengthening,3 
health system resilience,4 primary healthcare5 
and hospitals.6 Substantial knowledge and 
understanding have been accumulated in the 
process. Yet, recent reviews of frameworks have 
also reported a certain conceptual confusion 
and lack of progress with the empirical agenda.2 
No framework has managed to impose itself so 
far.

Is the health system governance research 
programme experiencing a stalemate? We 
don’t think so. Recent contributions indi-
cate that a conceptual reboot is on its way. 
A number of researchers are moving away 
from the government-centred perspective 
to an understanding of governance as the 
organisation by human beings of their collec-
tive action. The main goal of this paper is to 
make the case for this extended approach to 
governance and to explore its implications, 
both for research and action. The first section 
consists in a quick summary on the emergence 
and development of the concept of health 
system governance. In the second section, a 
formalised expression of the new approach 
to governance is sketched; at its centre is the 
choice set of actions available to groups of 
individuals. We use the COVID-19 pandemic, 
one of the biggest collective action problems 
faced in the history of humanity, to illustrate 
our point. In the third section, we explore 
some key benefits attached to the collective 
agency approach. The paper ends with some 
suggestions of ways to move forward.

HEALTH SYSTEM GOVERNANCE AS AN EVOLVING 
DOMAIN OF INTEREST
In the field of international development, the 
mainstream view that governance is a deter-
minant of development outcomes follows 

decades of work developed by the World 
Bank.7 8 Two WHO reports have been pivotal 
in establishing a similar view for health 
systems: the World Health Report 20009 and, 
7 years later, the report entitled ‘Everybody’s 
business: strengthening health systems to 
improve health outcomes’.10

The core contribution of the World Health 
Report 2000 was to put forward a proposition 
on how performance of health systems should 
be conceptualised and measured. Its defini-
tion of health system performance focused on 
outcomes which can be attributed to health 
interventions. The report also looked at deter-
minants of performance. A whole chapter 
was dedicated to the concept of stewardship, 
understood as the central responsibility of the 
government for the overall performance of a 
country’s health system.

Summary box

►► The literature on health system governance is grow-
ing. Alternative frameworks have been proposed, but 
none has really imposed itself so far. The empirical 
agenda is progressing slowly.

►► There is a turning point among recent publications: a 
move away from a government-centred perspective 
of governance to a broader understanding of gover-
nance as the people’s organisation of their collective 
action.

►► In this paper, we argue that what matters is the 
choice set of actions that groups of individuals can 
undertake, that is, their collective agency.

►► The focus on collective agency broadens the per-
spective for action: the governance of the health 
system is not only about the ministry of health doing 
well certain things, it is about groups of individuals 
being able to organise their collective action, through 
the state, but also through other mechanisms.

►► The collective agency approach opens avenues for 
research. For example, governance is both an ex-
planatory and an outcome variable. A governance 
intervention (explanatory variable) may be effective 
to improve some health outcomes, but also disem-
power collective action for some groups of the pop-
ulation (outcome variable).
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By the publication of the 2007 report, the concept 
of stewardship had evolved to ‘governance and leader-
ship’. The term ‘governance’ better captures the fact 
that health systems are increasingly complex and that 
in its steering of the health system, a ministry of health 
has to coordinate with a large set of actors and also to be 
accountable. The very title of the report acknowledges 
that health systems are fundamentally collective action 
problems. However, in subsequent WHO documents, 
the distinction between governance and leadership was 
dropped and many contributors to the field fell back on a 
ministry of health-centred understanding of governance 
(see reference 11).

The biggest challenge with governance as a concept 
is probably that it seems to elude measurement. The 
dominant approach to solve this problem has been to 
mimic the World Bank’s approach of state governance 
and define dimensions. This has led to a proliferation of 
frameworks.2 12 13 In a report for the European Health 
System Observatory in which they compared existing 
‘frameworks’, Greer et al concluded that such frameworks 
were long, normative and arbitrary lists of dimensions or 
items,14 and noted that the power of these frameworks 
to help improve policies still had to be demonstrated. 
Indeed, most have limited empirical validation.15

This highlights the main limitation with the ‘good 
governance’ approach: normative choices (defining how 
things should be) take a central role in determining both 
the empirical and the policy agenda. Normative orien-
tations are probably inevitable in this field, the problem 
is that they are rarely cast with sufficient exposure of 
the values and interests underlying them. This exposes 
formalisation and subsequent empirical research to arbi-
trariness or even bias, as authors may be promoting their 
view of the world or the one that legitimates the theory 
of change implemented by their agency. Because of their 
constituencies, agencies may be tempted to promote 
specific governance mechanisms or downplay dimen-
sions that may arouse hostility from some policy actors.

Recently, several authors have tried to lay down firmer 
foundations to the governance agenda.

For Siddiqi et al, ‘governance comprises the complex 
mechanisms, processes and institutions through which 
citizens and groups articulate their interests, mediate 
their differences and exercise their legal rights and obli-
gations’.13 In 2014, Abimbola et al explored the lessons 
from the common-pool resources literature to enlighten 
collective action for primary healthcare.5 To our knowl-
edge, this was the first time that the health system gover-
nance literature was connecting with the pioneering 
work of Elinor Ostrom. If anyone has studied collective 
action and reflected on how to move from a positivist 
programme to more prescriptive messages, it is Ostrom.16 
In 2017, in a review of the literature, Abimbola et al 
pointed to the shortcomings of the government-centred 
approach and made the point for a more comprehensive 
approach to governance and its underlying institutional 
arrangements.17 The same year, Fryatt et al also came with 

a more comprehensive approach of governance18—it is 
also marked by their adoption of a non-normative defi-
nition of governance—‘how societies make and imple-
ment collective decisions’. The same year, Pyone et al 
took a similar approach: ‘Governance is defined as the 
rules (both formal and informal) for collective action 
and decision making in a system with diverse players and 
organisations while no formal control mechanism can 
dictate the relationship among those players and organi-
sations.2 Adopting such broad and less normative defini-
tions reduces the risk of excluding certain variables from 
the scope of analysis.

With this new view, governance can be summarised 
as the organisation by human beings of their collective 
action.

We characterise it as a ‘reboot’ because the focus of the 
health system governance agenda shifts from the govern-
ment to the people. Governance of the health system is 
not just about the ministry of health doing certain things 
well, it is not even about the ministry of health collab-
orating with other actors, it is about groups of individ-
uals being able to organise their collective action, also 
through the state, but not exclusively. In the next section, 
we propose a formalisation of this new perspective.

FORMALISING GOVERNANCE AS THE ORGANISATION OF OUR 
COLLECTIVE ACTION
By adopting the extended formulation of governance, we 
de facto lose our analytical ‘anchor’: the organisation. As 
far as health systems are concerned, no longer can our 
thinking and analysis be organised around the coordi-
nation functions played by the ministry of health. What 
would then be the new variables of interest?

Our proposition is to organise the analysis around four 
main sets of variables: (1) the set of collective action prob-
lems to solve (let us call it P) (2) the group of individuals 
facing this P (G),(3) the set of possible actions (A) that 
members of G can take at a time t in order to handle P 
and (4) the conditions (C) determining the choice set A.

A collective action problem can be defined as any 
problem whose solution requires some coordination 
between potentially benefiting individuals. It can be of 
various natures: a pandemic to contain, child mortality 
and the need to reduce it, the performance of a specific 
hospital.

G can be any grouping of persons of relevance: inves-
tors, local community, the medical profession, a nation, 
the world population. For sure, it is not limited to civil 
servants working for the ministry of health. P and G are 
closely linked. The staff of a hospital (G) will be busy with 
solving a large set of problems: availability of services, 
organisation of work, quality of care, management of 
interpersonal conflicts.

Many collective action problems require coordination 
at the level of different Gs. As a pandemic, COVID-19 
requires action at the global level (eg, under the lead-
ership of WHO, the International Monetary Fund, etc), 
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but also at the national and community levels. Obviously, 
a multitude of Gs creates coordination issues: different 
groups have diverse interests and sometimes conflicting 
interests (cf. Siddiqi et al’s definition). Governance is a 
lot about overcoming such tensions, including, but not 
exclusively, through mechanisms such as governments.

We propose to put the collective agency held by the 
group, the choice set A, at the centre of the analysis. 
It can include actions of very different natures. Some 
actions are generic (eg, stating the problem, agreeing 
on common goals, adopting rules), others are specific 
to the problem. COVID-19 can be addressed by closing 
borders, testing, restricting movement, forbidding social 
gatherings, treatment. An action belongs to A if it is really 
feasible by G.

The set of possible actions A is itself determined by a 
set of conditions (C): the size and composition of G, the 
nature, quantity and distribution of resources (including 
information and trust) endowed by its members, their 
preferences, organisations (eg, the ministry of health) 
and other institutional arrangements in place, as well 
as external factors such as available technology or secu-
rity. We do not doubt that future work will generate 
a more granular view of these conditions and their 
inter-relationships.

STRENGTHS OF THE APPROACH
Adopting a collective agency approach to governance has 
benefits on at least three levels.

1. More space for less oriented research
It creates space for theoretical and empirical research 
independent from normative preferences. It allows (1) 
description of the different sets of interest (P, G, C, A) 
at different periods of time; (2) the study of how sets 
and variables related to each other; (3) the study of how 
sets and variables are determined across time (historical 
studies, path dependency); (4) the linking of all these 
variables to other variables of interest. All these aspects 
can be investigated, in a neutral manner, without some 
prejudices on some standards of ‘good governance’. 
This opens new territories for health system governance 
researchers.

For example, some researchers may want to study how 
the actual collective agency of a group is also a result 
of history. Indeed, the capacity of a group to develop 
health interventions may be partly determined by earlier 
collective events. Good examples of such phenomena 
are provided by the recent stream of work establishing 
a link between slave trade or colonial history with trust 
and capacity to implement collective action in some 
regions of Africa.19 20 COVID-19 reveals that this can also 
play the other way round. In South Korea, the painful 
experience with the Middle East respiratory syndrome-
related coronavirus outbreak in 2015 generated a lot of 
learning which expanded the set of actions available for 
the national response to COVID-19.21

Other analysts may want to reorganise the ‘order’ of 
the variables. For the last 20 years, we have looked at 
governance as a ‘building block’ contributing to health 
system performance, the latter being measured in terms 
of health, responsiveness, financial protection outcomes. 
By equating governance with collective agency, we can, 
at last, conceptually handle the fact that our collective 
agency may also be impacted by health policies—that 
is, be an outcome variable. With COVID-19, we have 
seen how health policies may affect our individual and 
collective rights. Some watchdogs are even worried about 
long-lasting regressions in terms of civic rights. This new 
perspective could lead to a better recognition of the 
contribution of health systems to broader political goals 
(eg, consolidation of the social contract).

2. New insights thanks to a reorientation of the attention
By moving the centre of gravity of the analysis (from the 
ministry of health to our collective agency), the research 
programme undergoes a double shift which will generate 
new insights.

The first shift is that we now take a neutral approach 
toward coordination mechanisms. Ministries of health, 
rightly, receive a lot of attention. But let us keep in mind 
that they are quite modern institutions. Our proposition 
is compatible with the study of institutions organising the 
practice of medicine in Ancient Greece or during the 
Islamic Golden Age, for instance. This is also a reminder 
that even in our societies, a ministry of health is just one 
coordination mechanism among others. As stressed by 
Pyone et al’s definition, it is the whole nexus of institu-
tions that matters.

Again, COVID-19 has shown the need to broaden the 
scope of attention. We have seen how some resources crit-
ical for a performing health system (eg, personal protec-
tive equipment, test reagents or medicines) are nowadays 
more governed by global markets than by ministries of 
health. We have witnessed the spread of conspiracy theo-
ries on social media and the subsequent erosion of trust 
in health authorities. Understanding better other coordi-
nation mechanisms (eg, social norms, judicial system, the 
market, social media) seems a prerequisite before calling 
to an authority for implementing any corrective measure.

The second shift is a repositioning of institutional 
arrangements in the analysis. We do not deny that there is 
great convenience in anchoring governance analyses on 
organisations. Institutions are key for collective action—
they assign rights and thus reduce uncertainty and coor-
dination costs.22 As an organisation, a ministry of health 
constitutes a stable platform. It can issue policies, which 
are themselves malleable institutions. Still, organisations 
and institutions are just instruments.23 What ultimately 
matters to people is the set of actions at their disposal 
to solve their problems. As analysts we should not forget 
that this set is determined by more conditions than just 
institutions. A crucial condition is power. Integrating it 
into the analysis requires going beyond the mere observa-
tion that institutions are in place. The right to strike has 
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its intrinsic value, but the impact of a strike will depend 
on how it disrupts the economy and thus empowers the 
unions in the negotiation. Another key factor is trust. 
Low trust in organisations limits options. The COVID-19 
crisis has provided examples of nations whose response 
has been constrained by the growing distrust in the 
leadership.

3. Better foundations for normative questions
The collective agency proposition also allows a more 
opened discussion about what ‘good governance’ might 
be.

It provides a ranking approach which does not bring 
straight on the preferences of the authors for, for 
example, a too specific governance modality. Indeed, it 
gives us probably the least normative ranking criterion 
possible: for given G and P, it is correct to say that condi-
tions C1 are superior to conditions C2, if A2 is larger than 
A1. This is not trivial. For instance, from the perspective of 
a local community (G), a legal system (C1) allowing to set 
up a community health association is superior to a system 
(C2) which does not permits that. From the perspective 
of investors, entrepreneurs or consumers, a social system 
guaranteeing the rule of law and respect of contracts 
is also superior to one which does not guarantee such 
conditions. Of course, a choice set A will rarely dominate 
all the others and more elaborate criteria will be needed 
to decide on the inescapable trade-offs. This approach 
will meet its own limitations, but at least, it will lay bare 
the normative issues encompassed by the health system 
governance agenda.

Such an approach valuing ‘real rights for collec-
tive action’ is not without firm moral foundations. It is 
aligned with the concept of primary goods put forward by 
Rawls24 or the concept of capabilities developed by Nuss-
baum nd Sen.25 Obviously, operationalisation will require 
to list collective capabilities of importance and establish 
rules for fair treatment of different groups. We believe 
this could be done in generic terms (eg, capability for 
members to appoint a representative to the governing 
body of the group), but also be tailored to the G, A and 
P of interest.

WAYS FORWARD
Over these last years, a new view on health system govern-
ance has been emerging. A growing number of authors 
proposed to take collective action as the central issue. 
We think it is a healthy development, as it will allow to 
better disentangle the empirical, normative and prescrip-
tive agendas. Frameworks and concepts are themselves 
a source of power and influence; the conceptualisation 
of governance is, by essence, an area where contributors 
should be vigilant about their positionality.

Our message is not that past research and policy guid-
ance should be wiped out. Conceptual and empirical 
efforts dedicated to identifying dimensions of interest 
(transparency, accountability, etc) and supportive 

institutional mechanisms remain very valuable.26 27 In 
the end, governments formally take on much of the 
responsibility for governance; reminding them their 
duties towards their citizens, especially for ‘common 
goods for health’,28 should remain a central task of 
multilateral agencies. Our point is that this must be 
embedded in a broader perspective. Today, we are 
far from being conceptually and methodologically 
equipped to capture the actual rights of the groups of 
individuals having a stake in health systems. Collective 
agency should be our new conceptual, empirical and 
prescriptive horizon. We hope that this paper is a useful 
step in this direction.

The collective agency approach to health system 
governance surely raises its own challenges. Its value will 
depend on how useful it proves when employed in empir-
ical research, reflection and action. It encompasses a risk 
of misuse, for instance, to legitimate more privatisation, 
ill-conceived decentralisation, societal fragmentation or 
the unchecked growth of digital giants. Time will tell 
whether it leads to real progress for people, especially the 
most vulnerable.

At short term, we must be ready to address heads-on 
some possible tensions, for instance, when a policy is 
effective to improve some health outcomes but also disem-
power groups of the population. Governance is both an 
explanatory and an outcome variable for health systems. 
Some of the collective capabilities to protect or to expand 
may include some sensitive issues (eg, capability to asso-
ciate or to access reliable information, including through 
whistle blowers), but there is no escape: excluding them 
is analytically wrong.

We hope that with the collective agency approach, the 
global health community will manage to get the issue 
of governance taking off, both as a field of study and an 
area of intervention. The COVID-19 crisis indicates that 
it should happen now.
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