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Abstract

Background: In 1990, the Omani Ministry of Health initiated a decentralisation of its health system, transferring authority
to the regional health administrations, in line with the global drive to improve the efficiency, equity, accessibility, and
quality of health service delivery.

Aim: To evaluate health system decentralisation in Oman over the past 30 years, including its strengths, weaknesses and
areas for improvement.

Methods: We reviewed reports, ministerial decrees, legislations and other documents relating to the health system
decentralisation policy in Oman and interviewed 35 key informants among those responsible for its implementation.
This review was guided by the health systems framework of the World Health Organization, which focuses on leadership,
governance, finance, service delivery, workforce, information, and medical products.

Results: Respondents expressed varying levels of satisfaction with the decentralisation across the health system. They
said decentralisation has helped improve service quality, timing of procedures, resource management, and responsiveness
to community needs. They highlighted the need to evaluate the current model and improve it, expand delegation of
authority, strengthen legal and accountability frameworks, invest in leadership development, restructure in accordance
with the decentralisation principles, and improve communication and use of technology.

Conclusion: Our findings show that decentralisation has helped improve health care at the hospital level in Oman,
particularly service delivery and governance. Strengthening leadership skills of health workers and managers, clarifying
roles, and improving accountability would help make the system more responsive and more efficient.
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The primary goal of health system decentralisation
is to improve the efficiency, equity, accessibility,
responsiveness, and quality of service delivery.
The advantages include better alignment of health
services with local preferences, improved programme
implementation, reduced duplication, decreased
inequalities between urban and rural areas, and
enhanced community engagement (5,14,15). However,

Introduction

Since the 1980s, many countries have adopted
decentralisation reforms in their health sector,
significantly impacting health system governance (1,2).
Decentralisation is often driven by economic growth or
community engagement, it rarely begins in the health
sector alone (3).

Decentralisation is the transfer of power from the
central to local authorities, in 4 common forms: delega-
tion (organisational), de-concentration (administrative),
devolution (political) and privatisation (4-9). The roles of
decentralised health units are determined by the form of
decentralisation adopted, and these may include legis-
lation, policymaking, resource allocation, management,
and intersectoral collaboration (3). Decentralisation
grants decision-making authority at the local level, par-
ticularly in finance, human resources, service delivery,
and governance (10-13). Following WHO recommenda-
tions and the Alma Ata Declaration, many countries ini-
tiated decentralisation of their health systems to address
the limitations of centrally governed systems, especially
in underserved rural areas (1).

decentralisation has potential downsides, such as service
fragmentation, weakened central health authorities,
inequity, political manipulation in favour of interests
of some stakeholders, and diminished public sector
control (15).

Decentralisation does not guarantee better health
outcomes or efficiency without critical considerations,
including manager capacity building, accountability
systems, clear legal frameworks, community involvement
in design, resource allocation, and consistent monitoring,
Success in achieving equity, efficiency and resilience in
health systems varies, and in many cases, decentralisation
reform affects or is affected by pre-existing centralised
structures. It is therefore important that decision-
makers and planners understand and are equipped
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with strategies to maximise the positive and minimise
the negative impact of decentralisation on a range of
measures in different settings.

Health system decentralisation in Oman

In Oman, the Ministry of Health (MoH) was established
in 1970 to build a modern, universally accessible,
free health service system. Initially focused on
infrastructure development, the ministry later expanded
its scope to include public health programmes (16).
Decentralisation began in 1990 with the formation
of local health administrations. By 1993, directorates-
general were established in 10 regions, accompanied by
the gradual delegation of financial, administrative and
decision-making authority (16). In 1999, Wilayat Health
Committees, chaired by local governors, were introduced
to support the multisectoral and community-based
health initiatives. Over time, regional hospitals gained
autonomy, and detailed regional plans were incorporated
into the 5 year plans of the ministry beginning from
1996, with Wilayat-level plans added in 2001 (16). This
decentralisation has improved service delivery and
service responsiveness but it requires continuous
evaluation to balance national policies with local needs.

Objectives of this study

This study was conducted to document experiences
and achievements of the health system decentralisation
policy in the Sultanate of Oman over the past 3 decades,
evaluate its strengths and weaknesses, and offer
recommendations for improvement. Decentralisation is
one of the strategic directives in the “Oman 2040 Vision”
document: “Comprehensive Geographic Development
Through Decentralization and The Development of
Limited Urban Hubs; and The Sustainable Use of Lands”
(17). It was mentioned as one of the health priority goals:
“A decentralized health care system operating with
quality, transparency, fairness, and accountability.”

Methodology

This descriptive study was conducted from January to
April 2021, using the MoH organisational structure en-
dorsed in 2015 to determine the study population, which
includes the central and governorate level directors-gen-
eral (or central and governorate level health administra-
tors), hospital directors and experts (key informants). We
collected, reviewed and analysed all reports, ministerial
decrees, legislations and other documents related to the
implementation of the decentralisation policy since its
inception in 1990. Information from the review was used
to design the study tools, including the structured ques-
tionnaire and key informant interview questions.

Four sets of questionnaires were developed, each
targeting a specific group: governorate directors-general
(11), central directors-general (16), hospital directors (8),
and experts and key figures (9), who had held leadership
roles in the ministry during early implementation of the
decentralisation policy. The questionnaires were mostly
similar, with little modifications to reflect the specific

context and role of each target group. They were based on
the WHO health systems building blocks (18): leadership
and governance; health financing; service delivery; health
workforce; health information systems; and medical
products, vaccines, and technologies.

Each questionnaire was divided into 3 parts. The first
part assessed the level of authority and delegation granted
to the directors-general and satisfaction with that level
of authority across the 6 health systems building blocks.
The second part explored the perceptions of participants
about the adequacy of the policy. The third part explored
the perceptions of participants about the outcomes of the
policy, suggested improvements and potential challenges
of expanding the decentralisation in Oman. The open-
ended format enabled a wide range of responses.

Copies of the questionnaires were sent by e-mail to all
the participants, which they filled and returned by email.
The response rate was 97%; only one director-general
could not complete it due to his preoccupation with the
COVID-19 response.

Four governorates were purposively selected for the
interviews for geographic and operational diversity,
while ensuring data saturation, given the homogeneity
in governance structures across the 11 governorates.
However, the perspectives of all 11 governorates were
represented in the analysis of the data. There were 35
participants: 15 central directors-general, 4 governorate
directors-general, 8 hospital directors, and 9 experts.

Key informant interviews were held with all the 35
participants to validate their questionnaire responses
and explore areas not covered by the questionnaire.

Due to COVID-19 restrictions, all interviews were
conducted online via Zoom by 2 team members. All the
interviews were recorded and subsequently transcribed
for analysis. Verbal consent was obtained from all the
participants.

Data analysis

All the quantitative data were entered into an Excel sheet
and presented as charts, including the participants’
perceived satisfaction with the level of delegation across
the 6 health systems building blocks. It was hypothesised
that greater delegation would be associated with higher
levels of satisfaction.

The qualitative data were analysed thematically
and manually. The answers were coded and classified
according to the domain of the study and the target
group; repetitions in each domain and target group were
monitored; relationships between different parts of the
different domains of the study, and based on the target
group, were observed, monitored and recorded; and
intersections between the different domains and the
different target groups were monitored. Although some
data may resemble outputs from the Social Network
Analysis (SNA), our study did not use SNA methodology.
Some of the results were generated through quantitative
analysis of structured survey data, reflecting individual
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perceptions of authority and satisfaction across health
system domains. No relationship mapping or network-
based analysis (such as centrality or clustering) was
conducted.

Results
Level of authority and delegation

Hospital managers reported the highest levels of
authority and delegation (79%), followed by governorate
directors-general (61%), while central directors-general
reported the lowest levels (53%) (Figure 1). Sixty-eight
percent of hospital managers, 66% of central directors-
general, and 48% of governorate directors-general
expressed satisfaction with the levels of authority and
delegation.

Among the central directors-general, across the 6
health system pillars, the highest was health workforce
(2.9 of 4) (Figure 2), followed by governance and service
delivery. The lowest satisfaction was in financing and
medical products. Central directors-general were most
satisfied with their authority in governance, followed by
service delivery and medical products, while they were
least satisfied with health information, after finance and
health workforce.

Among the governorate directors-general, the highest
score was health information, followed by governance,
health workforce and service delivery (Figures 3). The
lowest scores were observed in financing and medical
products. Governorate directors-general were most
satisfied with their authority in health information,
governance and service delivery, and least satisfied in
finance and medical products.

The highest score in the level of power and delegation
among hospital directors was in service delivery, followed

by governance, while the lowest were in medical products
and finance (Figure 4). Hospital directors were most
satisfied with governance, followed by service delivery
and health information, and least satisfied with health
workforce, medical products and finance.

The level of authority was not always linked with
higherlevelsof satisfaction. Forexample, central directors-
general held the highest level of authority in health
workforce (2.9) and a corresponding satisfaction level of
2.7. Their satisfaction was higher with medical products
(2.9) despite a lower authority level of 2.3. Similarly,
governorate directors-general reported authority level
3.3 and satisfaction level 2.7 for information. However, in
finance, where they had the same authority level, their
satisfaction dropped significantly to 1.8. These findings
suggest that the optimal level of authority required to
achieve satisfaction may vary across different health
system domains and hierarchical levels.

Perspectives about decentralisation

The directors-general agreed on the utmost need to
implement decentralisation as a system in principle. One
of them commented:

“In the past, the authority granted to the directors-general
was greater and more comprehensive. In recent years, much
of the authority has been withdrawn or codified” [which has
hindered progress].

One expert said:

“The powers exist, but hesitant leadership undermines
decentralisation—some directors-general lack confidence
even when authority is granted.”

All the participants agreed on the importance of
reviewing the authority and mandate for the directors-
general, establishing a clear system for evaluation and

Figure 1 Satisfaction with level of authority and delegation
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Figure 2 Satisfaction with level of authority and delegation (central directors-general)
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Figure 3 Satisfaction with level of authority and delegation (governorate directors-general)
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Figure 4 Satisfaction with level of authority and delegation (hospital directors)
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accountability, and preparing the directors-general for
their positions through strong leadership training,

Most of the directors-general agreed with the concept
of “autonomous hospitals,” however, they highlighted the
necessity of:

“Defining the powers of the hospital director and the
governorate directors-general and of clarifying their roles
and the coordination mechanisms between them”.

Recommendations for improving
decentralisation

Participants said decentralization in Oman has led to im-
proved service quality, faster procedures, better resource
management, and greater responsiveness to community
needs. They said it has promoted fairness in service dis-
tribution, strengthened community engagement and en-
couraged leadership and innovation. To enhance the sys-
tem, participants recommended evaluating the current
model, expanding delegated powers, strengthening legal
and accountability frameworks, investing in leadership
development, restructuring in line with the principles
of decentralisation, and improving communication and
use of technology. Hospital directors noted the need for
greater autonomy in staffing, procurement and partner-
ships.

The challenges to further decentralisation mentioned
were lack of system and personnel readiness, unclear
roles, deficient policy, and limited resources. Participants
noted the need to clarify purpose, provide stronger
oversight and adopt a phased approach to expansion to
ensure smooth implementation.

Discussion

This study revealed various perceptions among central
and governorate directors-general and hospital directors
regarding the levels of authority and delegation and their
satisfaction across key health system functions. Hospital
directors reported the highest levels of delegation and
satisfaction, while central and governorate directors-
general reported lower levels, particularly in financing
and medical products. This variation reflects the different
responsibilities of each group. Hospital and governorate
directors handle daily operational challenges requiring
immediate decisions, whereas central directors-general
focus on policy formulation and oversight of national
programmes.

Satisfaction generally correlated with perceived
authority, although notable gaps were identified in
health information and workforce management. Given
that leadership and governance are pivotal in shaping
the overall impact on the health system (19), investing in
this pillar is of paramount importance. Such investment
is crucial for enhancing the effectiveness of governance
structures and for ensuring that authority is perceived
consistently across different levels of the health system.

Policy-setting powers at the directorate level were
limited, mostly requiring senior management approval
or coordination with other directorates. Participants
described overlapping mandates and unclear delineation
of authority across directorates, consistent with
other studies that noted gaps in responsibility and
accountability mechanisms (10).

Most of the directors-general reported limited
authority over the health information system (HIS),
specifically the Al-Shifa programme, because any
changes require approval from a central committee so
as to maintain national standardisation. This limitation
made some directors-general to develop parallel
data management systems. Studies have noted that
decentralisation can negatively impact information
management systems (10).

Governorate directors-general expressed satisfaction
with their authority to transfer and reassign personnel
but noted unclear powers when transferring employees
to other central directorates. The lack of clear guidance for
determining human resource needs across departments
hindered decision-making. Studies have shown that
centralized human resource processes can cause
bureaucratic delays, while decentralisation carries its
own risks, including a decline in employment conditions
and abuse (10,19).

Participants said decentralisation is essential,
although some of them reported a recent restriction on
delegated authority. They perceived the effectiveness
of decentralisation to depend on individual leadership
capacity and institutional support. There was a consensus
on the need for clearer definition of roles—particularly
between directors-general and hospital directors—and
stronger leadership capacity development.

Overall, participants said decentralisation has
improved service quality, efficiency and responsiveness
while fostering innovation and community involvement.
However, they noted the need for further reforms,
including expanding authority, enhancing legal and
accountability structures, and improving coordination
and digital systems.

Key challenges to further decentralisation were
limited readiness, ambiguous roles coupled with weak
coordination, resource constraints, and a need for clear,
phased implementation supported by oversight and
policy clarity.

Study limitations

The exclusion of primary health care and private sector
providers in this study limits its insights into grassroots-
level challenges. Future studies should integrate these
stakeholders to better assess the risks of systemic
fragmentation. Involving a broader range of stakeholders
across all system levels would provide a more
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comprehensive and more representative understanding
of authority structures within the health system.

Conclusion

This study highlights significant variations in
perceptions regarding decentralisation in the Omani
health system, with hospital directors reporting
greater delegation and satisfaction than their central
and governorate counterparts. Limited policy-setting
authority, overlapping roles and centralised control over
key functions such as health information and workforce

To advance meaningful decentralisation, it is essential to
strengthen the governance structures, clarify authority
at all levels and invest in leadership development. These
findings provide valuable information and lessons
for health policy in Oman and other countries with
similar health system seeking to implement or refine
their decentralisation strategy. A well-planned, phased
approach—supported by transparent accountability
mechanisms and capacity building—can help ensure
that decentralisation translates into improved equity,
efficiency and responsiveness in health service delivery.
Subsequent policy development should adopt a more

management emerged as major challenges. Although
decentralisation has led to notable improvements in
service quality, responsiveness and operational efficiency,
its effectiveness remains constrained by unclear roles,
limited resources and inconsistent delegation practices.

nuanced approach that leverages the strengths of both
centralisation and decentralisation.
Funding: None.
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Evaluation de trois décennies de décentralisation du systéme de santé 4 Oman

» »
Resume
Contexte: En 1990, le ministére de la Santé dOman a entrepris une décentralisation de son systéme de santé,
transférant lautorité aux administrations sanitaires régionales, conformément a l'orientation mondiale visant a
améliorer lefficacité, I'équité, 'accessibilité et la qualité de la prestation de services de santé.
Objectif : Evaluer la décentralisation du systéme de santé & Oman au cours des 30 derniéres années, en examinant
ses forces, ses faiblesses, ainsi que les domaines a améliorer.

Méthodes : Nous avons passé en revue des rapports, des décrets ministériels, des législations et d'autres documents
relatifs a la politique de décentralisation du systéme de santé a Oman et avons interrogé 35 informateurs clés parmi
les responsables de sa mise en ceuvre. Cette démarche a été guidée par le cadre des systemes de santé de 'OMS, en
mettant 'accent sur le leadership, la gouvernance, le financement, la prestation de services, les ressources humaines,
I'information et les produits médicaux.

Résultats : Les personnes interrogées ont exprimé des niveaux de satisfaction variés concernant la décentralisation
du systéme de santé. Elles ont indiqué que ce processus a contribué a améliorer la qualité des services, les délais des
procédures, la gestion des ressources et la réactivité aux besoins des communautés. Ces personnes ont souligné la
nécessité dévaluer le modele actuel et de le renforcer, délargir la délégation de l'autorité, de consolider les cadres
juridiques et de responsabilisation, d'investir dans le développement du leadership, de procéder a une restructuration
conforme aux principes de la décentralisation, et d'améliorer la communication ainsi que l'utilisation des technologies.

Conclusion : Nos résultats montrent que la décentralisation a contribué a ameéliorer les soins de santé au niveau
hospitalier a Oman, en particulier la prestation de services et la gouvernance. La consolidation des capacités de
leadership des agents de santé et des cadres, la définition claire des r6les et le renforcement de la responsabilisation
contribueraient a rendre le systéme plus réactif et plus efficace.
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