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Overview

• Decision space analysis of eight 
federations

• Brief comments on Malaysia, India and 
Nepal

• Accountability measures and 
mechanisms

• Capacity of Subnational governments

• Federal Democracy Charter

• Conclusions



Project and book:
Compared 8 federations

• Switzerland

• Canada

• Germany

• Brazil

• Mexico

• South Africa

• Nigeria

• Pakistan



Fiscal capacity and degree of decentralization
Federal countries Central 

government 
revenues as % of 
revenues of all 
governments 

(before transfers), 
2000-4

Central 
government 

transfers as % of 
sub-national 
government 

revenues, 2000-4

Central 
government 

expenditures as % 
of all government 

spending (after 
transfers), 2000-4

Degree of 
constitutional 

decentralization, 
2008 (out of 20 

points)

Degree of de facto 
decentralization, 
2008 (out of 20 

points)

Switzerland 40.0 24.8 32.0 15.0 14.0

Canada 47.2 12.9 37.0 13.0 16.5

Germany 65.0 43.8 37.0 14.0 12.0

Brazil 69.2 30.0 59.5 13.5 11.0

South Africa 82.0 96.1 50.0 9.0 7.0

Mexico 91.3 87.9 58.7 11.0 5.0

Nigeria 98.0 89.0 59.7 NA NA

Source: G.P. Marchildon and T.J. Bossert (2018). Federalism and Decentralization in Health.  Care: A Decision Space 
Approach. Toronto: University of Toronto Press, p. 9.



Subnational government decision space for UHC services 
(1) financing and  (2) service organization and delivery

Function Indicator (e.g. Canada) Range of Choice for Selected Countries 
(stronger evidence)

Narrow Moderate High

(1) Sources of Revenue Federal transfers as % of total hospital and 
physician spending

Mexico, Pakistan, 
Germany

Brazil, Canada, 
Nigeria,  South Africa

Switzerland

(1) Expenditure Allocation % of provincial spending explicitly earmarked for 
set purposes by federal government

Mexico, Germany Brazil, South Africa Pakistan Canada, 
Switzerland, Nigeria(1)

(1) User fees Extent to which provincial government can raise 
funds through user fees for UHC services

Brazil, Canada, 
Germany

(2) Required programs Rules on what services must be delivered Brazil, Pakistan, 
Germany, Switzerland

Pakistan, Canada

(2) Payment mechanisms Rules on payments to hospitals, diagnostic 
clinics and physicians

Brazil, South Africa Pakistan, Germany Canada

(2) Hospital autonomy Choice on how hospitals are governed, organized 
and paid

South Africa Brazil, Nigeria Canada, Germany, 
Switzerland, Pakistan

(2) Physician Autonomy Choice of how physicians are governed, 
organized and paid

Brazil, Mexico, South 
Africa

Canada, Germany

Source: Federalism and Decentralization in Health Care: A Decision Space Approach, ed. G.P. Marchildon and T.J. Bossert. Toronto: University of Toronto Press, 2018 



Subnational government decision space for UHC services: 
(3) human resources, (4) access rules, and (5) governance rules

Function Indicator (e.g. Canada) Range of Choice for Brazil, Canada, Germany and 
Switzerland

Narrow Moderate High

(3) Salaries Choice of salary range Mexico, South Africa, 
Pakistan

Brazil Canada, Switzerland, 
Nigeria

(3) Contracting Contracting non-permanent staff Brazil, Nigeria Mexico Pakistan, Canada, 
Switzerland

(3) Public Service Provincial rules on hiring and firing Mexico, South Africa, 
Nigeria, Pakistan, Brazil

Canada, Switzerland

(4) Targeting Extent to which subpopulations or services can 
be targeted

Canada, Germany, 
Mexico, South Africa

Nigeria

(4) Portability Extent to which federal government enforces 
reciprocal billing among provinces

Germany Canada

(4) Insurance structure Degree of direction on insurance arrangements 
for UHC

Switzerland Canada

(5) Governance in terms of 
federation

Federal rules limiting size, number of, and 
composition of, provincial health organizations

Germany, Mexico Brazil, Nigeria Canada

Source: Federalism and Decentralization in Health Care: A Decision Space Approach, ed. G.P. Marchildon and T.J. Bossert. Toronto: University of Toronto Press,, 2018



Malaysia

• Federation of 13 states and 2 
territories

• Parliamentary and 
multicultural democracy

• Powers of state governments 
limited by constitution

• Local governments appointed 
by state governments

• Centralized approach to 
healthcare governance and 
financing – extreme example

• Ministry of Health: central, 
state and district offices



India

• Huge population (2nd) and area (7th)

• Federation in a Westminster 
parliamentary democracy

• Many languages and ethnicities

• 28 states and 8 union territories

• Highly decentralized approach

• States are primarily responsible for 
organizing public healthcare services

• Tolerate differences in healthcare 
coverage and quality across states



Nepal

• An emerging federation

• Three orders of government

• Constitutional confusion on division 
of powers for health and healthcare

• Address through more precise 
intergovernmental agreements ? 



Accountability measures and mechanisms

• Government to government 
accountability (intergovernmental) and 
government to citizen accountability

• Three key aspects to any accountability 
relationship:
• Identification of healthcare authorities and 

responsibilities assigned to state 
government through constitution, federal 
legislation, or intergovernmental agreement 

• The information that must be provided by 
the state government to the Union 
government and to its own citizens (form 
and timeliness as well)

• The various sanctions faced by a state 
government in the case of failing to live up 
to healthcare responsibilities



Capacity of Subnational 
Governments

• Administration and delivery of healthcare an 
onerous responsibility for well-endowed 
governments

• Particularly challenging for poorly-resourced 
governments

• Inventory of health infrastructure, ICT networks, 
education, training, and supply of clinical and 
administrative personnel, HR policies and problems 
in each state

• Gap analysis – how do we get from here to where 
we need to be in terms of people and infrastructure 
(training, education, money, etc.)?



CRPH and Federal Democracy Charter
• Has some mention of developing effective policies for UHC but 

requires greater focus on the division of powers (initial assessment)
• Union government responsible for national level plan and health rights and 

expectations in terms of UHC
• State/regional governments responsible for administration and delivery

• Based on experience in other countries, avoid mistake of simply 
making healthcare a concurrent or shared jurisdiction of Union 
government and state/regional governments
• Better to specify respective roles and responsibilities

• Major question concerning fiscal powers and capacity in terms of 
own-source taxation for states
• Union Government health transfers? Revenue capacity equalization?



Conclusion 
and thank you!

• Case studies show much variability in 
health system decentralization

• No one “right” balance between central 
and subnational governments 

• Accountability measures and mechanisms: 
government to government and 
government to citizen accountability

• Building up from existing health system 
management and delivery capacity at state-
regional level

• Need plan to address critical gaps within 
defined time periods


