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Abstract

The aim was to design a district health management performance frame-
work for Iran’s healthcare system. The mixed-method study was conducted
between September 2015 and May 2016 in Tabriz, Iran. In this study, the
indicators of district health management performance were obtained by ana-
lyzing the 45 semi-structured surveys of experts in the public health system.
Content validity of performance indicators which were generated in qualita-
tive part were reviewed and confirmed based on content validity index (CVI).
Also content validity ratio (CVR) was calculated using data acquired from a
survey of 21 experts in quantitative part. The result of this study indicated
that, initially, 81 indicators were considered in framework of district health
management performance and, at the end, 53 indicators were validated and
confirmed. These indicators were classified in 11 categories which include:
human resources and organizational creativity, management and leadership,
rules and ethics, planning and evaluation, district managing, health resources
management and economics, community participation, quality improvement,
research in health system, health information management, epidemiology and
situation analysis. The designed framework model can be used to assess the
district health management and facilitates performance improvement at the
district level.
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Introduction

District health systems are considered as an initial autonomous part of the national health system that
combines primary health care with hospital care to provide integrated and complete services for the
community 12. Integrated district health systems have a substantial role in delivery of comprehensive
health services 2. However, it has been anticipated in the Alma-Ata Declaration that most developing
countries would fail to achieve the level of a comprehensive health system would need to reform their
management or governance practices 2.

Iran’s health sector Iran contains a variety of different players such as: Ministry of Health (MOH),
Minister of Labor, Cooperative and Welfare, Minister of Defense, Ministry of Oil and many other
public departments and private healthcare providers and medical insurers. So, the MOH is respon-
sible for the population’s health in the countryside and planning, monitoring, and supervision of
public and private health sectors in Iran. MOH’s executive responsibilities are delegated to university
of medical sciences and health services at the provincial level. Medical universities are responsible for
public health, health care provision in public facilities, and medical education. A nation-wide network
developed to providing and monitoring healthcare acts at the district level (Figure 1) 3.

The significant role of management and managers to construct effective health systems underlines
the need for a comprehensive framework for district health management. This framework could

Figure 1

Health system structure in Iran.
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include; planning, human resources development, and supervisory systems that improves health sys-
tem management performance 4. Literature shows the importance of these frameworks. For example,
La Rue et al. 5 demonstrate that Leadership Development Programs increase health service coverage
as well as the number of visits. Moreover, Dorgan et al. 6 found a positive association between man-
agement capabilities and health outcomes.

Assessing the performance of a health system to monitor and evaluate various aspects of the
system and collecting data, review, refine and use this information are the most important factors
in improving system efficiency and getting objective health system 7. A district’s health manage-
ment performance framework is a conceptually structured tool to measure performance of policy
makers, payers, providers, patients and population and analyze them to provide helpful information
for decision-making 8. Egger et al. ¢ indicated that the lack of access to national and international
guidelines and unclear responsibilities are the two most difficult barriers against achieving health sys-
tem effectiveness. Therefore, different countries have adopted various approaches for management
monitoring and evaluation programs using predetermined indicators. For instance, Gold Star Award
in Uganda monitors the management performance of health facilities using 35 managerial standards
in 47 districts 10. District Health Barometer in South Africa uses predefined indicators and data to
compare district health system performance at local and national levels 11.

In Iran, district health system performance related to public healthcare is currently monitored
through provincial health centers 12 and hospitals are evaluated by the national hospital accredita-
tion system 13. Although the hospital accreditation system is in progress to improve its standards and
evaluation process, the current public healthcare monitoring program mostly focuses on inputs and
health network structure instead of process and outcome indicators 14. However, it seems that there
is no specific and comprehensive package of indicators or framework to assess district health system
management performance operationally in accordance with management framework 15. So it seems
that it is necessary to use a comprehensive set of indicators to assess district health system manage-
ment performance and identify the strengths and weaknesses by health system authorities when
planning and implementing corrective actions. Thus, this study tried to design a framework based on
several indicators to assess district health management performance in Iran.

Method

Design and setting

In this study, qualitative and quantitative methods were used for data collection. This study was
conducted between September 2015 and April 2016 in Tabriz. Faculty members in health service
management, unit chiefs in the northwest provinces of Iran Health Center and district health manag-
ers were the target population. The purposive sampling method was used to select expert managers.
Forty-five participants took part in the first phase of study to develop indicators. In the second phase,
21 faculty members were surveyed to evaluate the indicators’ content validity. In this phase, the par-
ticipants were the district health managers and unit chiefs with experience in management evaluation.

Data collection

Semi-structured questionnaires were used to collect data from 45 participants and Table 1 shows par-
ticipant characteristics. In addition, 21 questionnaires were filled out in quantitative part to validate
and finalize the performance indicators of district health management. Study participants included
those who were part of the health department or district health managers registered in health man-
agement training program and were trained regarding district health system management roles and
capabilities. Semi-structured questionnaires were provided to study participants in last section of
health management training program when they completed the training program 15.
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Table 1

Demographic characteristics of participants in qualitative and quantitative phases.

Variable Qualitative phase Quantitative phase
n % n %
Gender
Male 39 86.7 16 72.7
Female 6 133 5 27.3
Education
MSc - - 2 9.5
MD 38 84.5 15 71.4
PhD 7 15.5 4 19.1
Job position
Head of department 10 22.2 9 42.8
District health manager 30 66.7 8 38.1
Faculty member 5 1.1 4 19.1

Years at current job

5-10 5 11.1 2 9.5
10-15 7 15.5 4 19.1
15-20 8 17.8 6 28.6
>20 25 55.6 9 42.8

MD: Doctor of Medicine; MSc: Master of Science; PhD: Doctor of Philosophy.

Interviewing and survey

As mentioned above, a semi-structured questionnaire was designed based on district health manage-
ment capacity building framework and 11 main fields and topics was presented to them to facilitate
and guide them to develop related indicators. The questionnaire guidelines consisted of the objectives
of the study on performance indicators of district health managers about managerial competencies
15,16,17,18. Each participant was to present SMART (Specific, Measureable, Attainable, Relevant and
Time bonded) indicators based on their experiences to assess district health management perfor-
mance of. Participants were fully free to present any indicators based on their own interest com-
mensurate with the predefined categories of district health managers’ management capabilities 15.
The analysis of questionnaires and indicator extraction was done simultaneously with collecting the
questionnaires. Completing the questionnaires continued until saturation in participants’ opinion.
So, the latest questionnaires did not introduce any new indicator.

Analyzing the result of the qualitative part was used to extract performance indicators. Based on
the findings of the qualitative part, the Validity Tool of District Management Performance Indicators
was developed and its validity was examined and confirmed based on content validity index (CVI)
and content validity ratio (CVR). Likert scale was used for each indicator. These indicators include the
necessity (essential, useful, not essential, not useful), relevance (highly relevant, relevant, moderately
relevant, not relevant), transparency (highly transparent, transparent, moderately transparent, not
transparent), and simplicity (highly simple, simple, moderately simple, not simple).

Analysis
¢ Phase 1: development of indicators
We conducted sequential data analysis, in which qualitative data is used to generate items for devel-

opment of quantitative measures 19,20 and, in our case, to generate performance indicators. Content
analysis and comparison of performance indicators which were specified by the participants were
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pursued. Then, key themes were determined and were classified in logical format based on relation-
ships. The research team explained the survey clearly to participants, highlighted the confidentiality
research and got voluntarily informed consent.

Data collection continued until no new performance indicators were identified. After initial cod-
ing, data (indicators) were summarized as a structured thematic table. This step allowed researchers to
easily have access to aggregated themes that extracted the participants’ ideas regarding management
performance indicators. Finally, clear consensus or non-consensus areas were highlighted, and rela-
tionships among indicators were explained in a logical framework. Discussion among the researchers
created opportunity for more clarification, testing and revision of the findings.

* Phase 2: indicators content validity

Indicators which were generated in the first phase added to content validity questioners. Based on
relevant, transparency and simplicity to calculate CVI and also each indicator assessed based on
necessity to calculate CVR. CVI and CVR were calculated using the following formulas:
CVI=N,/N
CVR = (N.-N/2)/ (N/2)

Where:
N}, = Number of panelists indicating “highly relevant or relevant” and “highly transparent or transpar-
ent” and “highly simple or simple”;
N, = Number of panelists indicating “essential or useful”;
N = Total number of panelists.

Also, the average CVI for final instrument was calculated based on Scale-Level CVI/Averaging
Calculation Method (S-CVI/Ave). For this purpose the CVI of approved indicators was averaged to
calculate S-CVI/Ave 21. Microsoft Excel (Microsoft Corp., USA) was used for data analysis.

Ethical concerns

This study has been approved by the Tabriz University of Medical Sciences Research & Ethics Com-
mittee. In addition, the topic and the purpose of doing this study was explained to all participants and
were entered into the study after getting oral and written consent. Finally, participants who refused
to continue their participation in any step were excluded from study.

Result

Participant characteristics in qualitative part

Overall, 45 experts filled out semi-structured questionnaires to identify district health management’s
performance indicators. Demographically, 86.7% of participants were male, 66.7% were district
health managers, and 22.2% of them were head of unit in provincial health center. Also, 11.1% of par-
ticipants had less than five years of experience in their current position while 55.6% had more than
20 years (Table 1).

Participant characteristics in quantitative part

In the quantitative part, 21 people participated. 19% of participants were faculty members, 38.1%
district health managers and 42.9% of them were head of unit in provincial health centers. The major-
ity of participants were male (72.7%). Furthermore, 71.4% of the participants were medical doctors.
Lastly, only 5.8% of participant had less than 5 years of experience and 42.9% of respondents had over
20 years of experience (Table 1).
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Table 2

District health management performance indicators

Based on the results of the qualitative part, 81 indicators were found to be related to district health
management performance. Management performance indicators were classified into 11 categories,
as following: human resources and organizational creativity, management and leadership, rules and
ethics, planning and evaluation, district management, health resources management and economics,
community participation, quality improvement, research in health system, health information man-
agement, epidemiology and situation analysis (Table 2).

Management performance indicators for district health management assessment.

Row Category/Indicator CVR CvI Status

Human resources and organizational creativity

1. Employee job satisfaction ratio 0.90 0.70 Accepted
2. The proportion of vacant positions 0.24 0.65 Rejected
3. The proportion of employees in their organizational positions 0.71 0.86 Accepted
4, The proportion of employees who havr used recreational services 0.62 0.71 Accepted
5. The proportion of applicant’s employees early retirement 0.33 0.65 Rejected
6. The proportions of employees who have over the yaers encouragement 0.62 0.83 Accepted
7. The proportion of staff involvement in-service training courses 0.71 0.79 Accepted
8. Job burnout status 0.71 0.86 Accepted
9. Staff presence compliance to the district helath system 0.71 0.65 Rejected
Management leadership
10. The implementation of subordinate units monitoring and evaluation programs (health centers, hospitals, 0.81 0.86 Accepted
etc.)
11. The ratio of office staff to line staff 0.62 0.86 Accepted
12. The program of managerial rounds that were carried out last year 0.52 0.76 13*Merged
13. Management rounds performed in program in subsidiaries 0.90 0.87 Accepted
14, Ratio of managers that hold a degree in management (participation in manager training courses) 0.62 0.83 Accepted
15. Hold district coordination council meetings on a regular basis 0.71 0.90 Accepted
Rules and ethics
16. Systems and clear rules for appointment and dismissal of employees 0.90 0.73 Accepted
17. Comply with employing position requirement 0.33 0.62 Rejected
18. Active polls system in district 0.81 0.81 Accepted
19. Feedback system for handling complaints is in place 1.00 0.84 Accepted
20. The proportion of financial statements approved by the official auditors 0.24 0.78 Rejected
Planning and evaluation
21. A strategic plan for the district health system is in place 0.62 0.83 Accepted
22. The ratio of units that havr operational programs in the district 0.33 0.76 Rejected
23. Implementation of district health system action plans 0.90 0.90 Accepted
24, Coordinate program(s) development with Provincial health authorities 0.90 0.62 Rejected
25. Have written plans for health promotion through participation with district stakeholders in place 0.33 0.62 Rejected
26. Percentage of indicators that achieved operational program goals 0.33 0.65 Rejected
27. Have monitoring and evaluation programs in place 0.33 0.65 Rejected
28. Have subordinate units monitoring checklist in place 0.90 0.90 Accepted
29. The ratio of units have been monitored on a regular basis 0.24 0.76  Rejected
Managing the district
30. Have maps of health care centers in the district 1.00 0.90 Accepted
31. Availability of healthcare centers’ information 1.00 0.75 Accepted
32. Completion of distric health system development program(s) 0.81 0.90 Accepted

(continues)

Cad. Saude Publica 2018; 34(4):e00071717



A FRAMEWORK TO ASSESS MANAGEMENT PERFORMANCE IN DISTRICT HEALTH SYSTEM 77

Table 2 (continued)

Row Category/Indicator CVR CvI Status
Managing the district
33. Proportions of the population covered by the Family Physician Program 0.90 0.95 Accepted
34. Have an organizacional structure of district health management in place 0.33 0.75 Rejected
35. Have a list of district healthcare 1.00 0.84 Accepted
36. District referral system performance 0.90 0.83 Accepted
37. The proportions of districts holding health system committees 0.33 0.78 Rejected
38. The proportion of districts committee holding 0.78 0.76  Accepted
Health resources management and economics
39. Have revenue and budget control plans in place 0.90 1.90 Accepted
40. Financial analysis of units (unit costs) 0.81 0.90 Accepted
41. Expenditures in compliance with budget plans 0.90 0.86 Accepted
42. Have maintenance plans for equipment and buildings in place 0.81 0.94 Accepted
43, Insurance deductibles rates in health centers 0.81 0.92 Accepted
44, Rate of achievements predicted budget 0.24 0.62 Rejected
45. Have an equipment purchasing plan for district health centers in place 0.33 0.76 Rejected
46. Trend of health centers and facilites reconstruction 0.81 0.84 Accepted
47. Proportion of the population exposed to catastrophic costs 0.24 0.76 Rejected
48. The ratio of operating costs to capital costs 0.62 0.76 Accepted
49. Have transparent processes for resource allocation in place 0.81 0.90 Accepted
50. District health centers have budgeting program in place 0.14 0.76  Rejected
Community participation
51. NGO have information availabel locally 0.90 0.87 Accepted
52. Analysis of NGO and public participation 0.52 0.62 Rejected
53. How frequently the Board of Trustees of each district meet 0.71 0.81 Accepted
54. The number of programs implemented with the participation of people or other organizations 0.81 0.86 Accepted
55. The number of collaborative programs with NGOs in the region in accordance with relevant guidelines 0.81 0.90 Accepted
56. The number of joint programs with other regional organizations 0.62 0.76 54*Merged
57. Coverage ratio of health volunteers 0.90 0.81 Accepted
58. The ratio of people who participated in health promotion programs 0.71 0.79 Accepted
59. The proportion of health donors’ assistance to the total budget of district health centers 1.00 0.89 Accepted
60. Guidelines and programs for cooperation with NGOs are in place 0.62 0.76 55*Merged
Quality improvement
61. The number of quality improvement projects performed in one year 0.81 0.78 Accepted
62. The ratio of documented processes 0.81 0.76  Accepted
63. The ratio of employees who have completed quality improvement courses 0.90 0.94 Accepted
64. The ratio of health centers that lack essential drugs 0.24 0.65 Rejected
Research in health system
65. The number of research projects implemented in district health centers 0.43 0.76 Accepted
66. The number of articles published in scientific journal by employees 0.71 0.76 Accepted
67. The number of articles presented in congress by employees 0.24 0.76 Rejected
68. The number of problems solved by research 0.52 0.76 Accepted
69. Research priorities are in place at the district level 0.71 0.84 Accepted
Health and information management
70. The completion of a health data panel 0.90 0.78 Accepted
71. Tracking of district health indicators and trend data 0.71 0.81 Accepted
72. The number of inquiry of expert groups indicators in the technical/coordination committee of district 0.71 0.76  Accepted
73. District data is stored usisng eletronic health records 0.24 0.76 Rejected
74. Mangers' ability to analysis and interpret health data 0.43 0.62 Rejected
75. Health centers have performance feedback system in place 0.81 0.92 Accepted

(continues)
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Table 2 (continued)

Row Category/Indicator CVR cCvI Status
Epidemiology and situations analysis

76. Tracking and recording prevalence and incidence data for various diseases per year 0.62 0.76 79*Merged
77. Identification of important health risk factors in the district 0.90 0.90 Accepted
78. Extraction of defined populations burden of disease 0.33 0.65 Rejected
79. Tracking and recording information about trends of common diseases in the region during past decade 0.90 0.89 Accepted
80. Have a district epidemiological data panelk in place 0.90 0.92 Accepted
81. Have instrutions and guidelines for disease control in the district health centers in place 0.24 0.81 Rejected

Accepted: indicator selected to include in final framework; CNI: content validity index; CNR: ontent validity ratio; *Merged: indicator was merged with

another indicator; Rejected: indicator was notin final framework.

Out of 81 primary indicators, 68 of them that had been rated higher than 0.7 in CVI analysis were
kept and 13 of them that had been rated less than 0.7 were excluded. On the other hand, 20 indica-
tors were below CVR threshold, which was 0.42. Based on the cutoff point of 0.7 and 0.42 for CVI
and CVR respectively (21 respondents who were rated CVR), 24 indicators were below CVI and CVR
threshold and excluded from the final framework. In relation to indictors which were excluded from
final list, in some cases participants believed that these indicators were out of district health manage-
ment responsibilities and control such as: rate of achievements predicted budget, proportion of the
population exposed to catastrophic costs, the existence of district data as electronic health records, or
well presented in other accepted indicators as a comprehensive indicator.

Also, based on the result of the expert panel session, 4 indicators were merged with other indica-
tors (n. 12 with n. 13, n. 56 with n. 54, n. 60 with n. 55 and n. 76 with n. 79) (Table 2).

Finally, the 53 most relevant indicators remained. The average CVI (S-CVI/Ave) of approved
indicators was 0.84. Also, study findings indicate based on participants’ viewpoints epidemiology
and situation analysis reached highest average CVI (S-CVI/Ave = 0.90) and research in health system
reached least average CVI (S-CVI/Ave = 0.78) (Table 3).

Discussion

According to the results, 53 indicators were included in district health management performance
framework. The average CVI (S-CVI/Ave) of the final framework was 0.84. The governing role of the
district health system in overseeing service providers and monitoring their performance were the
most important part of management performance framework.

Siddiqi et al. 22 provided a framework to assess health systems performance in developing coun-
tries with 10 principles including: strategic vision, participation and consensus orientation, rule of
law, transparency, responsiveness, equity and inclusiveness, effectiveness and efficiency, account-
ability, intelligence and information and ethics. Brinkerhoff et al. 23 indicated that responsiveness,
leadership, customer voice, accountability, transparency, evidence-based practice, efficiency and
effectiveness as governing outcome indicators in district health systems. Also, in some other coun-
tries, the World Health Organization’s (WHO) building blocks were used to assess district health
management and related interventions 24. Whereas, it should be kept in mind that these frameworks
weren’t developed as specific tools to assess managerial performance at district levels.

Based on this analysis, indicators that were related to motivation and human resources develop-
ments as well as reward and performance management systems were classified under human resourc-
es management category. Dieleman et al. 25 grouped continuing education, supervision, incentives
payment, legal and regulatory compliance, improving quality of care and mixed targets under human
resources development interventions. In another study, Liu et al. 26 categorized human resource
management (HRM) indicators into three areas; appropriate staff numbers, appropriate skills and
experiences, and providing appropriate productivity to organizational performance. In another
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Table 3

Average content validity index (S-CVI/Ave) of district management performance categories.

Category S-CVI/Ave
Human resources and organizational creativity 0.79
Management, leadership 0.86
Rules and ethics 0.79
Planning and evaluation 0.88
Managing the district 0.85
Health resources management and economics 0.88
Community participation 0.85
Quality improvement 0.83
Research in health system 0.78
Health information management 0.82
Epidemiology and situation analysis 0.90
Total framework 0.84

study, Kennedy 27 defined HRM performance based on employees’ incentives and rewards, active
participation in continuing education and comprehensive feedback systems. In this study, human
resource management indicators were classified in a different category than resource management.
However, in literature, other studies have classified them in the same category. Also, from the perspec-
tive of study participants, approved indicators in this category were able to represent district health
system management performance in motivating and directing human resources in health network to
achieve its objectives.

Resource management includes budget management, costs and financial resources, equipment
and facility management. Dadgar et al. 28 included three indicators as equipment, facility manage-
ment, and financial resources in the resource management category. Kennedy 27 identified unit cost
as a single indicator for resource management. Accordingly, based on the current study’s results, a
comprehensive range of indicators can be used as a useful tool to assess Resource management. It
appears, due to legal and regulatory limitations, district health managers were not completely free and
autonomous to change system inputs and structure to improve efficiency and effectiveness. So, some
of predefined indicators in the current study were rejected by participants because district health
authorities do not have the power to make changes.

Based on our findings, the indicators of district health management compiled for empowerment
of managers. In this respect, some studies have confirmed that managers’ performance must be
assessed based on their skills and capabilities. Dadgar et al. 28 found that manager participation in pro-
grams, employees’ performance assessment and rewarding systems indicates managers’ performance.
Kennedy 27 demonstrated that work experience, competency and having a comprehensive approach
are the most important indicators of managers’ performance.

Systematic processes for human resources management, complaints management and customer
satisfaction have been considered as rules and ethics management indicators. Dadgar et al. 28 showed
that employee and customer satisfaction and their complaints must be categorized differently. It
seems that the existence of lobbying and politics in managerial decisions at district levels restrict
the strict implementation of rules based on rational decisions 29. As a result, some of the indicators,
such as compliance with employing position requirement that were out of district health managers’
controls were removed from the final list.

The existence and implementation of action plans and also coordination with relevant organiza-
tions were considered as planning and evaluation indicators of. The study performed by Dadgar et al. 28
pointed out that the existence of strategic and operational planning and stakeholder participation
in program development are planning indicators. Fang et al. 30 found that planning is an important
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dimension in management performance framework. Though, it should be noted that development
and implementation of strategic and operational planning in district health systems from the per-
spective of participants can represent the existence of a monitoring and evaluation program in the
health network.

According to our results, supporting the quality improvement programs and enriching the infra-
structural capacities to improve the quality of services were quality management indicators. Also,
research in the health system area is closely related to quality improvements. In addition, based on
our findings, it is necessary that employees participate in problem solving training programs. More-
over, data collection and data analysis on the performance indicators and health services indicators,
in addition to feedback and evidence based planning, were other categories in the district health
system management performance framework. Dadgar et al. 28 indicated that clinical governance,
quality improvement, data collection and information management were four important compo-
nents of their framework. Brinkerhoff et al. 23 concluded that high quality service provisions and
customer satisfaction are important indicators of district health system management performance.
Based on WHO’s building blocks, quality and safety are the intermediate goals of any health system.
Kennedy 27 argued that access to the latest information technology, information utilization and infor-
mation sharing must be considered as management performance indicators.

By participating in health services prioritization of, the community will trust the health system,
the health system’s responsiveness of will improve and people will collaborate more to achieve an
efficient and cost effective system 31,32, Community participation promotes healthy behaviors, ser-
vice provision, resource mobilization and community empowerment 33. In this regard, advocacy and
inter-sectoral collaboration are two effective strategies for health promotion and health system devel-
opment 34 that were an important category in management framework. Therefore, inter-sectoral
collaboration and community contribution had the same score as the management effectiveness
indicators and managerial capabilities and competencies in health systems 35.36,37.

In this study, the management performance indicators were extracted using a qualitative and
quantitative study of managers from the district health system, faculty members and other par-
ticipants. However, identified indicators weren’t weighted and ordered. On the other hand, the
real world applicability of a designed framework must be evaluated in health systems to find out its
weaknesses and limitations. Also, a small sample size in the quantitative phase makes it necessity to
use real field data to assess framework validity. These indicators must be practical and applicable for
district health system. However, we identified the comprehensive collection of indicators and the
results of this study can be useful for monitoring and improving district health system management.
The proposed framework as a comprehensive assessment tool can be used by national and provincial
health authorities to monitor and direct district health systems. District health authorities can also
use the current framework as a self-assessment tool and performance improvement guide to manage
their own programs and fully respond to their duties. For this purpose, the first step is developing
approved indicators as a check list format and cut off points must be determined for specific indica-
tors such as unit costs, catastrophic payment, health insurance coverage rate and healthcare provider
per population.

Conclusion

A district health system management performance assessment framework was developed accord-
ing to district health managers’ capacity building program and covers all dimensions of district
health management, such as: human and capital management, leadership, governance, planning and
evaluation, and efficiency and effectiveness. Considering the relatively high validity and reliability
of acquired indicators and the absence of a comprehensive framework to assess the performance of
district health managers, it seems that this framework can be helpful to assess the performance of
district health management and create performance improvement programs at the district level. It
has been recommended that provincial health system managers provide regular monitoring programs
and feedback to district health managers using this framework. Also, health managers can use this
framework to control and manage district health systems.
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Resumo

O estudo teve como objetivo desenvolver um mo-
delo para avaliar a gestao dos distritos sanitdrios
no sistema de saiide iraniano. Um estudo de mé-
todos mistos foi realizado entre setembro de 2015
e maio de 2016 em Tabriz, Ira. Os indicadores de
desempenho da gestao dos distritos sanitdrios fo-
ram obtidos a partir da andlise de 45 entrevistas
semiestruturadas com especialistas no sistema pii-
blico de saide. A validade do conteiido dos indi-
cadores de desempenho gerados pelo componente
qualitativo foi revisada e confirmada com base no
indice de validade de conteiido (IVC). A razao de
validade de conteiido (RVC) foi calculada com os
dados adquiridos em entrevistas com 21 especialis-
tas durante a etapa quantitativa. Os resultados do
estudo indicam que, inicialmente, 81 indicadores
foram considerados no modelo de desempenho de
gestao dos distritos sanitdrios, e que, no final, 53
indicadores foram validados e confirmados. Estes
indicadores foram classificados em 11 categorias:
recursos humanos e criatividade organizacional,
gestao e lideranca, regras e ética, planejamento e
avaliagdo, gestao distrital, gestdao de recursos de
sauide e economia, participacdo comunitdria, me-
lhoria de qualidade, pesquisa no sistema de satide,
gestao da informacdo em satde, epidemiologia e
andlise situacional. O modelo projetado pode ser
usado para avaliar a gestdo dos distritos sanitd-
rios, além de facilitar a melhoria do desempenho
em nivel distrital.

Sistemas Locais de Saiide; Sistemas de Satide;
Avaliagao em Savide; Eficiéncia

A FRAMEWORK TO ASSESS MANAGEMENT PERFORMANCE IN DISTRICT HEALTH SYSTEM

Resumen

El objetivo del presente estudio fue disefiar un
marco para evaluar el desempefio de la gestion en
el dmbito de la salud dentro del sistema de salud
irani. Se realizé un método mixto de estudio en-
tre septiembre 2015y mayo 2016 en Tabriz, Irdn.
En este estudio, los indicadores del desempeiio en
la gestion dentro del dmbito de la salud se obtu-
vieron analizando 45 encuestas semiestructuradas
de expertos en el sistema publico de salud. Los in-
dicadores de rendimiento, respecto a la validez del
contenido que se generaron en la parte cualitati-
va, fueron revisados y confirmados basdndose en
el indice de validez de contenido (IVC). Asimismo,
el content validity ratio (CVR) se calculé usando
datos obtenidos de una encuesta a 21 expertos en
la parte cuantitativa del estudio. El resultado del
mismo indicé que, inicialmente, se consideraron
81 indicadores en el marco del desempefio de la
gestion en el dmbito de la salud y, al final, se vali-
daron 53 indicadores y confirmados. Estos indica-
dores se clasificaron en 11 categorias que incluian:
rescusos humanos y creatividad organizativa, ges-
tion y liderazgo, reglas y ética, planificacion y eva-
luacion, gestion de drea, gestion de recursos de sa-
lud y econémicos, participacion en la comunidad,
mejora de la calidad, investigacion en sistemas de
salud, gestion de informacion sobre la salud, epi-
demiologia y andlisis de situacion. El modelo de
marco disefiado puede ser usado para evaluar la
gestion en el dmbito de la salud y facilitar la mejo-
ra del desempefio en el dmbito municipal.

Sistemas Locales de Salud; Sistemas de Salud;
Evaluacion em Salud; Eficiencia
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