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ABSTRACT

How health facilities are managed determines their performance and health service delivery.
Management capacity of health facilities comprises the competency of managers at the
individual level and the management support and work environment in their institutions.
Evidence shows this management capacity influences service delivery and performance of
the facility. For LMICs, there are evidence gaps as existing evidence is scarce, varied in the
assessment of management capacity of PHC facilities and report a measurement gap due to
the scarcity of assessment tools contextualised to the LMIC PHC setting. Our review aims to
address these gaps by mapping and summarising the existing literature on management
capacity of PHC facilities in LMICs, its components and performance across these
components, providing evidence on what needs to be improved for better service delivery.
We used Arksey and O'Malley's scoping review methodology. We searched PubMed,
Scopus, Web of Science and Google Scholar and hand-checked reference lists. We
synthesized findings using a thematic approach. We included 21 articles out of the 3867
articles gotten. Individual capacity consisted of managerial competencies grouped into
seven groups: (1) communication and information management, (2) financial management
and planning, (3) human resource, supportive and performance management, (4)
community stakeholder and engagement, (5) target setting and problem solving, (6)
leadership and (7) situational analysis. Institutional capacity included functional support
systems grouped into; (1) availability of resources, (2) support to undertake duties and (3)
clear roles and responsibilities. Gaps were prevalent across individual and institutional

capacities. There were deficiencies in the managerial competencies of the managers and the
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functional support systems were not adequate. These negatively affected facility service
delivery and performance. There is still a scarcity of studies hence more research is needed.
Furthermore, interventions such as training and supportive supervision should be

considered in improving the managerial competencies of managers.
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BACKGROUND

Primary Healthcare (PHC) facilities are important in the provision of facility-based PHC
services and coordinating services at the community level [1]. These facilities are often the
community's initial point of contact with healthcare services, serving as the gateway to the
entire healthcare system. From existing evidence, management capacity of these facilities
influences the availability of medicine and equipment, efficiency in the use of resources,
availability and quality of care among other service delivery goals [2-4]. These represent
inputs, outputs and outcomes that are integral to PHC performance based on the World
Health Organization (WHO) PHC measurement framework [5]. Management capacity is also
important for overall health system leadership and governance which strongly influences

the achievement of health system goals [6].

Management capacity in PHC comprises the competency of managers at the individual level
and the management support and work environment in their institutions. The United
Nations Development Program (UNDP) defined capacity as the ability of individuals,
institutions and societies to solve problems, perform functions and sustainably achieve set
goals [7]. Applying this definition to health systems, the individuals are the managers across
the system while the institutional arrangements include the management structures and
support systems [8] [8]. The WHO leadership and management framework highlights four
key dimensions for good leadership and management capacity; appropriate competencies,
adequate number of managers, functional support systems and enabling working

environment [9,10]. Broadly categorized, managerial competencies fall at the individual
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manager's level, while the other three dimensions operate at the institutional level, shaped

by actors in higher authority within the system [11].

Good management capacity is integral for better quality of services, patient outcomes and
facility performance. Studies conducted in high-income countries have shown an association
between management capacity at the individual and institutional level, and the quality of
care. In these studies, having a competent manager and a high performing management
board was associated with better care processes, high quality of care and reduced risk of
mortality for different cardiovascular and respiratory conditions [12,13]. Better care

processes, quality of care and outcomes are contributors to good facility performance [5].

Emerging evidence from Low- and Middle-Income Countries (LMICs) show that good
management capacity is associated with better availability of essential medicines and quality
of services. From this evidence, facilities with good management capacity have better
patient reported quality of care and trust [3,14]. Patients were also more satisfied and likely
to return to the facility [3,14]. These facilities also have better availability of essential
medicines and equipment [15,16]. This evidence shows the important role that management
capacity plays in influencing the availability of essential resources, quality of services and
patient outcomes, all of which contribute to facility performance. However, similar studies
are still scarce with little to no evidence for a good number of LMIC PHC contexts.
Summarising the existing evidence is important in providing information regarding the
components and level of management capacity, how it influences service delivery across

different contexts and cross-learning on what can be improved for better service delivery.


https://doi.org/10.1101/2025.03.11.25323726
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.1101/2025.03.11.25323726; this version posted March 12, 2025. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

97 In these few studies conducted in LMICs, there is variation in the assessment of

98 management capacity and a reported measurement gap. Drawn from the WHO leadership

99 and management framework and global literature, management capacity comprises
100 individual and institutional capacities [7-11]. Compared to high-income countries, few studies
101 have been conducted in the LMIC setting to assess management capacity of PHC facilities.
102  Inthese studies, there is heterogeneity in the assessment of management capacity. Some of
103  these studies have assessed varying managerial competencies alone while others have also
104 included institutional capacities in the assessment of management capacity [11,17]. However,
105 the distinction between individual and institutional capacities emerges in the work of
106 Heerdegen et al.,, 2020 and Adeniran et al., 2022 but not as clearly stated. The existing
107  studies also report a measurement gap in LMICs due to limited tools contextualised to the
108  PHC settings. For instance, the existing World Management Survey (WMS) is suited to high
109 income PHC settings and is expensive and time consuming to implement in LMIC settings
110 [18,19]. This measurement gap and lack of studies mean for some LMIC contexts the
111  evidence is not available. However, summarising evidence from other LMICs which have
112 similar PHC contexts can provide useful information and cross-learning on areas needing

113 improvement for better service delivery and facility performance.

114  Considering the limited and varied nature of the evidence in LMICs and the relevance of
115 management capacity on service delivery and performance, it is important to map and
116  summarize the existing findings. Existing reviews summarizing evidence on management
117  capacity of PHC facilities have predominantly been done in high-income countries [20,21]. To

118  the best of our knowledge, no reviews currently summarize the number of studies assessing
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119 management capacity of PHC facilities in LMICs, the specific components of this
120 management capacity and performance in each of these components. Our review aims to
121  address this gap by mapping and summarising the existing literature on management
122 capacity of PHC facilities in LMICs, its components and performance across these
123  components. This will provide valuable insights into what constitutes management capacity
124  and evidence-based gaps that policymakers and other actors can address for better service

125  delivery. It will also lay the groundwork for further research on management capacity.

126 METHODS

127  In this scoping review, we adopted Arksey and O'Malley's framework in examining the
128 components of management capacity of PHC facilities in LMICs [22]. The framework is one
129  of earliest and most used methodological guidance for scoping reviews, allowing for a
130 systematic process in the retrieval, synthesis and reporting of the evidence [23].
131 Additionally, the framework is also appropriate and accommodating of diverse collaborating
132  teams [24]. We reported the results according to the PRISMA extension for scoping reviews

133 (PRISMA-ScR). The protocol for this review was not registered prior.

134  Eligibility criteria
135 We selected eligible studies using the Population, Concept, and Context (PCC) framework

136 recommended for scoping reviews [25].

137  Population- We included studies focusing on the management in PHC facilities comprising

138 the managers and management teams.
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139  Concept- We included studies that defined and assessed management capacity as part of the
140  study objectives. These studies assessed the individual competencies of managers, the
141  institutional capacities in the form of functional support systems and enabling working
142  environments, management processes and functions. They also detailed the evaluation

143  tools, frameworks and models used.
144  Context - We included studies conducted in PHC facilities in LMICs.

145 Types of sources of evidence- We included peer-reviewed studies and studies published in

146  English.

147  We excluded studies whose focus was not on PHC facility management, conducted in

148  secondary care settings, from high-income countries and those not published in English.

149  Information sources and search

150 Using a comprehensive search strategy, we searched for relevant literature in four
151 databases, namely PubMed, Scopus, Web of Science and Google Scholar. We developed a
152  search strategy based on the PCC framework [25]. We conducted an initial search in
153 PubMed, added more search terms and Boolean operators based on our interaction with the
154  search results and conducted a second search using the refined search strategy. We then
155 modified the search terms based on the different databases, conducting the search in
156  Scopus, Web of Science and Google Scholar. The most recent search was conducted on 21*

157  October 2024. The search strategy for PubMed is found in the supplemental file.

158
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159  Selection of sources of evidence

160 We uploaded all the references to Covidence software and removed duplicates [26]. We
161 used Covidence to streamline the review process from screening, selection and charting.
162 Title and abstract screening, full-text screening and selection were done by two
163 independent reviewers with blinding based on the predefined eligibility criteria.

164  Disagreements were resolved through discussion and a consensus was reached.

165 Data charting and items

166  We developed a data charting and extraction form priori based on the PCC framework. The
167 form (supplemental file S1) was piloted using four studies and revised accordingly by two
168 independent reviewers. We extracted information on general study characteristics,
169 components of management capacity, performance in the components and the influence on
170 facility service delivery and performance. One of the reviewers extracted the data and
171  another reviewer conducted quality checks of the extracted data. Where there were

172  discrepancies, we discussed them with the other co-authors and a consensus was reached.

173  Synthesis of Results

174  We summarised the characteristics of the studies which included the number, country and
175 economic classification, year of publication and design of the studies. We then conducted an
176  inductive thematic analysis of the findings based on the recommendations of Braun &

177  Clarke, 2006, grouping similar components [27].

178
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180 RESULTS

181  Selection of sources of evidence

182  Our search strategy yielded 3867 articles (Fig 1). In Google Scholar, we selected the first 200
183  results based on the recommendations of Haddaway et al., 2015 and Briscoe et al., 2023 on
184  the lesser relevance of studies past the 200" mark [28,29]. We got 12 more studies from
185 hand-searching reference lists. We removed 582 duplicates using Covidence and 1 article
186  manually. During title and abstract screening, we excluded 3159 articles as they did not meet
187  the inclusion criteria (Fig 1). We further excluded 104 articles at full-text review, remaining

188  with a final 21 articles which were included in the review.
189  Fig 1: PRISMA Chart

190

191

192  Characteristics of sources of evidence

193 We synthesised 21 studies from 9 countries in Africa, 3 countries in Asia, 1 country in South
194  America and 1 country in Europe (Table 1). The income levels varied from Low Income (LI),
195 Lower Middle Income (LMI) to Upper Middle Income (UMI). The studies were published
196 between 2012 and 2024. In terms of study designs, quantitative designs were the most
197 common, used in 16 (76.2%) studies (Table 1). Other study included qualitative designs and

198 mixed methods. A detailed list of the studies is available in the supplemental file.

199
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Table 1: Characteristics of the studies
Countries Income Level | Continent No. of Percentage
studies (%)

Egypt (1) LMI Africa 14 studies 64.3

Nigeria (2) LMI Africa

Tanzania (1) LMI Africa

Ghana (3) LMI Africa

South Africa (2) UMI Africa

Uganda (3) LI Africa

Malawi (1) LI Africa

Zambia (1) LI Africa

Ethiopia (1) LI Africa

Timor-Leste (1) LM Asia 4 studies 21.4

Vietnam (1) LMI Asia

Thailand (2) UMI Asia

Peru (1) UMI South 1 study 7.1
America

Serbia (2) UMI Europe 2 studies 7.1

Study Designs

Quantitative designs; Quantitative cross-sectional 16 studies 76.2

designs

Qualitative designs; Case Study, Interviews and FGDs 3 studies 14.3

Mixed Methods 2 studies 9.5

Total | 21studies | 100

*LI- Low Income, LMI- Low Middle Income, UMI- Upper middle income.

Models and frameworks utilised included the Competing Values Framework for
management, Management Competency Assessment Project (MCAP), 360 Degree
Competency Assessment, 2007 WHO framework for strengthening leadership and
management capacity, World Management Survey (WMS) and Centres for Disease Control

and Prevention (CDC) Managerial matrix of core competencies.
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208  Synthesis of results

209  Components of Individual and Institutional Capacity
210 In our findings, management capacity of PHC facilities consisted of individual and
211  institutional capacity. The areas of individual and institutional capacity in the studies are

212  illustrated in Table 2 and Table 3.

213 Table 2: Overview of the different components of individual capacity

Individual Capacity

Communication. Financial management. Human resource management. Leadership.
Planning, target setting and evaluation. Change management. Knowledge of the
healthcare environment. Problem Solving. Professionalism. Community and client
engagement. Stakeholder engagement. Performance management. Operations and
administration. Decision making. Information management. Promotion and prevention
of disease. Partnership and Collaboration. Job Motivation and Satisfaction. Resource
management. Oversight and coordination. Situational analysis. Time management.
Supportive management. Time management. Supportive management. Emotional
intelligence. Proactive approach. Clinical services. Service provision.

214

215 Table 3: Overview of the different components of institutional capacity

Institutional Capacity
Access to adequate resources. Awareness of roles and responsibilities. Support to
managers.

216

217  Several components in individual and institutional capacity were similar and related to one

218 another; these were grouped as illustrated in Fig 2.

219 Fig 2: Components of Management Capacity of PHC Facilities

220

12
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221  a.Individual Capacity of Managers

222  Individual capacity primarily consisted of the managerial competencies of the facility
223  managers. Managerial competency referred to the knowledge, skills, attitudes and
224 behaviours that managers required to perform management tasks [10,30]. There were 32
225 competencies identified from the studies. The most included competency was human
226  resource management which was in 14/21 (66.7%) of the studies [2,11,17,31-36]. These
227 competencies were grouped into seven groups: communication, financial management and
228 planning, human resource, supportive and performance management, community and
229 stakeholder engagement, target setting and problem solving, leadership and situational

230  analysis. These are discussed as follows.

231 i. Communication

232  Ability to effectively communicate with subordinates, the community, policymakers and
233  supervisors was an important managerial competency [17,31-36]. Key communication skills
234  included managers' ability to listen attentively to different actors, share ideas, remain calm
235 in emergencies, create open pathways of communication with actors, and provide accurate
236  information [17,31-36]. Communication was especially important in convincing the public to
237  take up public health services and sharing facility information with the community and other

238  stakeholders [34].

239 However, despite its recognized importance, numerous studies revealed substantial
240  deficiencies in managers' communication skills, as assessed by themselves, their supervisors,

241  and their subordinates [32,37]. Discrepancies were notable, with self-assessment ratings

13
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242  often being higher than evaluations from supervisors and subordinates [37]. Managerial
243  experience was found to influence communication competency, with those having more
244  experience generally rating themselves higher in this regard [17]. Overall, the findings
245 underscore the pivotal role of communication in managerial effectiveness, influencing

246  various aspects of organizational functioning, relationship-building, and public engagement.

247 ii.  Financial management and planning

248  The ability of facility managers to effectively plan, budget and advocate for more financial
249  resources for their facility was an important managerial competency [2,11,17,31-33,35,38].
250  Across the studies, necessary financial management skills included budget management,
251 financial resources mobilization, reporting, prudent purchasing of needed facility drugs and
252  equipment, management of financial risks and financial education for staff [2,11,17,31-
253  33,35,38]. Budget management was to be done following the existing financial legislation
254 [17,32]. These skills were important in enabling managers to develop realistic budgets, track
255 and report, mobilize for more financial resources, manage financial risks and strategically

256  purchase drugs and equipment based on facility needs and local priorities [11,19,33].

257 However, a good portion of managers lacked these financial management skills but those
258  with significant managerial experience considering themselves more competent. For
259  example, the studies by AwadAllah & Salem, 2021 and Adeniran et al., 2022, reported more
260 than 50% of the managers were not competent in creating realistic budgets, financial
261 reporting and mobilizing for more financial resources. The lack of budgeting and reporting

262 competencies predisposes the facility to poor accountability, transparency and

14
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263 inefficiencies. Notably, managers who had more than five years managerial experience
264  perceived themselves as more competent compared to those with little or no experience
265 [17]. This was important as they could mentor other less experienced managers to help

266  improve their competencies.

267  Planning as a competency also intersected with financial management, as managers had to
268  consider the available annual facility budget while planning for the facility [17]. Managers

269 had to balance between the available resources and the competing priorities in their

270  planning[17,33,39].

271 iii. ~ Human resource, supportive and performance management

272  Another important managerial competency was the manager's ability to train, enhance
273  performance, and foster a conducive work environment for human resources under their
274 supervision [2,11,14,17,18,32,33,40]. In the studies, key human resource management (HRM)
275  skills included performance monitoring, providing feedback, supportive supervision, staff in-

276 service training, managing absenteeism, delegating, leading, and mentoring staff

277 [2,11,14,17,18,32,33,40].

278  Managers possessing these skills implemented in-service training based on their staff skill
279 needs, provided constructive feedback, resolved conflict, proactively managed absenteeism,
280 and mentored staff, all of which contributed to improved staff performance [19]. For
281 instance, in Lopes et al., 2020 and Foster et al., 2017, HRM competent managers conducted
282  ongoing in-service training, provided staff with specified job descriptions, monitored and

283  improved staff productivity and staff retention. Managers with more managerial experience

15
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284  and higher level positions were more competent [39]. However, many other managers
285 lacked these competencies. For instance, AwadAllah & Salem, 2021, reported 60.1% of
286 managers have limited human resource management skills similar to Munyewende et al.,
287 2016, where more than half of supervisors and subordinates reported facility managers as
288 not competent in these skills. When managers lack these competencies, staff are less
289 motivated, perform below average and miss out on training opportunities to improve their
290  skills. Thus, human resource management was a critical competency for managers, enabling
291 them to create a conducive work environment for their staff and enhance staff

292  performance.

293 iv.  Community and stakeholder engagement

294  Another important managerial competency was the manager's ability to involve the
295 community and stakeholders in facility activities, gain their support, and feedback and
296 implement changes according to the received feedback [11,14,18,33,38,40]. Across the
297  studies, skills in community and stakeholder engagement included community outreaches,
298  gaining community trust and satisfaction, getting community feedback and implementing
299 changes, and establishing community health committees and advisory boards
300 [11,14,18,33,38,40]. Competent managers ensured there were functioning community health
301 committees, health advisory boards and clinic committees [14,18,38,41]. These committees
302  supported the involvement of the community in decision-making, strengthening community
303 linkages and improving service delivery [14,42]. Competent managers also collected

304 feedback from the community using different tools such as suggestion boxes and

16
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305 implemented changes based on this received feedback, better addressing community health

306 needs and priorities [18,41].

307 The performance of the managers in this competency was still mixed. Across the board, the
308 managers scored poorly in ensuring community members and leaders were actively involved
309 in facility activities including meetings, committees and advisory boards [14,18,33]. The
310 managers however performed well in listening and responding to feedback [14,33].
311 Responding to this feedback is important as it meant care was responsive to the
312 community's needs and they were empowered to take an active role in the design of health
313 services. Community engagement was therefore an important competency for the

314  managers, but deficiencies were prevalent.

315 v.  Target setting, problem-solving

316  Another managerial competency was the ability of managers to set facility goals, objectives,
317 and targets, and implement timely corrective actions to address encountered risks and
318 problems [14,17,33,34,38,43]. Key skills in this competency included setting of facility
319 mission, vision, goals, action plans, improvement targets, and accountability to a specified
320 population [17,33,34,38,43]. These goals addressed community needs and aligned with sub-
321  district, district, and provincial targets and priorities. Problem-solving competency was also
322 required in identifying the root causes of problems and taking timely corrective action

323 [2,17,32]
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324 There were notable deficiencies in the competency of managers across studies. For
325 example, in the study by AwadAllah & Salem, 2021, 58.7% of managers reported having low
326 managerial competency in planning and target-setting, and 56.6% reported low competency
327 in problem-solving. In Munyewende et al.,, 2016, 54.1% of supervisors and 57.3% of
328 subordinate nurses rated managers as not competent in problem-solving. This was a threat
329 as such managers would not effectively implement corrective action to encountered
330 problems including those affecting service delivery. Target setting and problem-solving skills

331 were important individual capacities but deficiencies were prevalent.

332 vi.  Leadership

333  Another important managerial competency was the manager's ability to lead and motivate
334  staff to achieve set missions and visions, consult, and handle difficult situations [17,31-
335 34,43]. Key areas of leadership across the studies included motivating staff, achieving
336 missions and visions, consultation in decision-making, feedback and coaching, delegation,
337  and dealing with difficult workplace situations [17,31-34,43]. Competent managers set clear
338 missions and values, consult staff when making strategic decisions, and empower talented
339 staff [31,43]. Infection risks to patients were also reduced in facilities with managers
340 competent in leadership [17,43]. The level of competency of managers across the studies
341  was inconsistent, with some reporting high competency levels and others reporting low
342  competency levels. For example, Kingu et al., 2023, found 75.48% of the managers to be
343  competent in leadership while Munyewende et al., 2016, reported that more than half of the

344  supervisors rated facility managers as not competent in leadership. Experience was also a
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345  key determinant, as more experienced managers self-rated higher in perceived competency
346 levels. Leadership played a key role in motivating staff to achieve set goals; however, some

347  managers lacked proficiency in this area.

348 vii.  Situational analysis

349  Also, managers' situational awareness of the healthcare environment, its influence on the
350 functioning of facilities, and how to implement change were important managerial
351 competencies [2,31,32]. Across the studies, skills in situational analysis included the
352 manager's knowledge of the regulatory and administrative environment, the role of
353 different healthcare professionals and healthcare activities related to their work area. It also
354  included planning, implementing, and monitoring change [2,31,32]. Good awareness meant a
355  better understanding of national guidelines, strategies, and policies, and how they relate to
356 the manager's work area. Facility managers competent in change management effectively
357 recognized the need for change, developed, implemented, and monitored change
358 strategies, and also managed resistance to change [31]. The competency of managers across
359 the studies was mixed. Lopes et al., 2019, reported poor competency in knowledge of the
360 healthcare environment, while Kingu et al.,, 2023, found that more than 65.68% were
361 competent. Despite the good competency of some managers, much should be done to

362 improve the competency of those with lower levels.

363 There was an interrelationship between the different competencies we found. The various
364 competencies complemented each other, making it essential for managers to possess most

365 of them to effectively oversee the operations of PHC facilities. For example, communication
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366 as a competency was also important in human resource management and community

367 engagement as managers needed to effectively communicate with staff and the community.

368 b. Institutional capacity

369 Institutional capacity included the availability of management support and resources at the
370 facilities for managers to carry out planned activities and their awareness of their roles and
371 responsibilities. Across the studies, facility, sub-district, district and regional management
372  teams were responsible for the provision of resources to PHC facilities [2,15,44]. They were
373  also responsible for providing functional management support to PHC facility managers
374  depending on the existing type of decentralization and the extent of their autonomy
375  [2,11,45]. Functional management support systems include the provision of funds, logistical
376  support and infrastructure that managers require to carry out planned facility activities,

377  clear roles and responsibilities and management support [2,11,40,45].

378 i) Clear roles and responsibilities

379  Ensuring that managers are aware of their roles, responsibilities and degree of authority was
380 another important aspect of functional support systems. Managers were expected to be
381 conversant with their roles and responsibilities as these guided them in their work (Adeniran
382 etal, 2022; Foster AA et al., 2017; Heerdegen ACS et al., 2020; Liu L, Desai MM, Fetene N, et
383 al, 2022). They also needed to be aware of the extent of their authority and accountable.
384 These roles, responsibilities and degree of authority are to be contained in the job
385  descriptions. In the studies, this awareness and availability of job descriptions were varied.

386 Adeniran et al,, 2022 and Heerdegen et al., 2020 reported that majority of managers were

20


https://doi.org/10.1101/2025.03.11.25323726
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.1101/2025.03.11.25323726; this version posted March 12, 2025. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

387  provided with clear job descriptions. This was opposite to the findings of Foster et al., 2017
388 where managers lacked an explicit job description which augmented the difficulties they
389 faced as they transitioned from clinical to management roles. However, even with job
390 descriptions, managers were still tasked with additional responsibilities not within their
391 scope (Adeniran et al., 2022). moderate/large extent. This is a concern as these managers
392 may not have been adequately prepared and supported to carry out these additional duties.
393 Therefore, the availability of clearly defined job descriptions is a requirement as part of

394  institutional capacity.

395 i) Availability of resources

396  Availability of the required resources to carry out planned facility activities was an important
397  part of functional support systems as provided by the managing authorities [2,11]. Studies
398 assessed whether the PHC facilities had adequate funds, logistics and infrastructure
399 necessary for managers to carry out facility activities. For public facilities, the sub-national
400 and national management structures were often responsible for providing these resources
401  [2,33,44]. As integral inputs, the availability of these resources contributed to what extent
402  planned facility activities were implemented. However, the managing authorities had not
403 readily provided these required resources to the facilities thereby limiting the managers’
404  running of the facilities and service delivery. This led to challenges such as shortage of
405  essential drugs and equipment reducing the availability, accessibility and quality of services.
406 Inadequate and irregular financial resources was most reported across studies. In Adeniran
407 et al., 2022, 71.8% of facility managers reported that they occasionally had adequate funds to

408 carry out planned activities. This irregular disbursement from the national governments is
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409  also documented by Altobelli, 2024 who add that it delayed the purchasing of essential drug,
410 supplies and equipment. The limited availability of adequate funds, logistics, and

411  infrastructure was therefore an impediment to facility operations.

412 iii) Support to undertake duties

413  Supporting managers when they require assistance to complete their assignments was
414  another important aspect of functional support systems [2,11]. Managers were to be
415 supported in assignments such as human resource management, data management,
416  procurement of drugs and other commodities, community involvement, planning, and
417  budgeting [2,11]. This support also included supportive supervision, feedback, and mentoring
418 from their supervisors in the higher levels of management at the sub-district and district
419  levels [2,11,40]. Such support was important in collective problem solving and resolving
420 issues that previously needed escalation. However, the level of this support varied across
421  the studies. In Adeniran et al., 2022, 60.6% of managers reported occasionally receiving
422  support in conducting planning and budgeting. Conversely, supportive supervision,
423  feedback, and mentoring were better provided across the studies, with 89.7% of managers in
424  Heerdegen et al., 2020 indicating 'to a moderate/large extent,' and 63.3% of managers in
425  Adeniran et al, 2022 reporting 'always.' Thus, managers were better supported in some
426  areas while other areas received little to no support. Nonetheless, considering that
427  providing optimal support can create a conducive work environment for managers, it was

428 important for managing authorities to make this available.
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429 In summary, these three areas of institutional capacity were interrelated and
430 interdependent. Improving one required a concurrent improvement in the others for better
431  capacity. For instance, managers needed to not only understand their roles and
432  responsibilities but also have access to the resources essential to effectively fulfil those
433  duties. Similarly, they also needed management support to effectively undertake these

434  duties.

435 Management capacity of PHC facilities required both individual and institutional capacities to
436 be in place. Managerial competencies were essential for the daily operation of these
437  facilities and the efficient use of available resources. Institutional capacity determined the
438  availability of these resources for example via district and sub-district management teams in
439  public PHC facilities [2,10,11,44]. Functional support systems were only useful if the needed
440 management competencies were present. Considering this interrelatedness, strengthening

441  either individual or institutional capacity without the other was not likely to work [2,10].

442  DISCUSSION

443  The objective of our review was to synthesize evidence on the components of management
444 capacity of PHC facilities in LMICs. We have reviewed studies that reported various
445  components of management capacity of PHC facilities and categorised these into individual
446  and institutional capacity. Individual capacity consists of the competencies of managers such
447  as communication, human resources management, financial management and leadership.
448 Institutional capacity on the other hand includes the support and resources provided to

449  managers. The existing individual and institutional capacities were both inadequate. They
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450 also affected the availability of medicine and equipment, perceived quality of care and

451  satisfaction and other service delivery elements.

452  The components we have identified in our review are similar to the dimensions of the WHO
453  leadership and management framework. The WHO leadership and management framework
454  is a recognised framework that outlines four dimensions essential for the improvement of
455 management capacity of health systems in LMICs[10]. These dimensions are; appropriate
456  competencies, functional support systems, an enabling work environment and an adequate
457  number of managers. In our findings, individual capacity mainly consisted of managerial
458  competencies which is a dimension in the framework. Also, our findings on institutional
459  capacity capture both the functional support systems and supportive work environment
460 dimensions. However, the dimension on adequate number of managers was not extensively

461  covered in the studies we reviewed. This is plausibly a gap that future research can explore.

462  Our findings better identify individual and institutional capacities as part of management
463  capacity compared to other reviews that have focused solely on managerial competencies.
464  Globally, existing reviews have been conducted to summarise evidence on managerial
465 competencies but less of institutional capacities. A systematic review and best-fit framework
466  synthesis by Kakemam et al., 2020 presented seven core competencies that were similar to
467  the competencies we identified in our study [20] professionalism [20]. These competencies
468 influence service delivery which is an important element of facility performance. While their
469  findings are important in detailing the required skills and capabilities, they don’t report on
470 institutional capacities. The same is seen in the scoping review by Ndayishimiye et al., 2023

471  who categorize competencies as ‘soft” and "hard” competencies but doesn’t explore the role
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472  of institutions in supporting managers and providing the needed resources [21]. Promisingly,
473  our review has provided a more robust discussion of what these institutional capacities are
474  and how they contribute to management capacity of PHC facilities in LMICs. Institutional
475  capacities are an important part of management capacity and should be considered both in

476  research and program implementation.

477  Management capacity gaps in the studies are concerning considering the negative effects it
478  will have on service delivery. Existing evidence has shown that better management capacity
479 is an important ingredient for improved health services [10]. Facilities with good
480 management capacity have better coverage and quality of services, patient respect and
481  indiscrimination, and better patient outcomes [11,12,46]. The existing management capacity
482  gaps found in our review are therefore a threat to the coverage, quality and patient-
483 centeredness of the services provided by the facilities. This limitation in service delivery such
484  as inaccessible, unavailable, unsatisfying and low-quality care will hamper the achievement
485  of UHC where PHC is an important vehicle. Therefore, these gaps should be improved upon

486  to better services at the facilities.

487  Furthermore, gaps in the financial management competencies of managers and lack of
488  institutional support in planning and budgeting across the studies will likely reduce the
489  benefits gotten from any implemented financial autonomy reforms. Financial autonomy
490 provides facilities with more influence and control over the mobilization, allocation and
491  spending of financial resources [47-49]. Evidence has shown that in some cases, financial
492  autonomy may contribute to technical efficiency and responsiveness [50,51]. However,

493 these benefits are better realised where the facility management is competent and
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494  accountable [52]. The lack of competent managers may lead to unnecessary wastage of
495 these financial resources and inefficiency [6,10]. As such, existing gaps in the financial
496 management competencies of the managers and the limited institutional functional support

497  systems should be addressed for countries planning or implementing autonomy reforms.

498  The strength of our review includes the systematic and rigorous process we undertook, and
499 the novelty of our results. Using the Arksey and O Malley framework, we carried out the
500 review in five systematic steps, ensuring rigour and replicability [22]. We reported our results
501 based on the PRISMA-ScR reporting guidelines, ensuring transparent and comprehensive
502 reporting [25]. Also, our review is the first one to summarize the extent of literature on
503  management capacity of PHC facilities in LMICs, its components and performance across
504  these components. It provides useful information to policymakers on evidence-based gaps

505 that can be acted upon and also lays the foundation for further research.

506  Nevertheless, these findings should be considered in the context of the following limitation.
507 There is a possibility that we may have missed important empirical literature on
508 management capacity in LMICs. To mitigate this, we conducted an extensive search and

509  hand-checking of reference lists for any papers that may have been missed.

510 There is a need for more research on management capacity of PHC facilities and
511 interventions to improve existing gaps. From our review, the literature on management
512  capacity of PHC facilities in LMICs is still limited, warranting for more studies considering its
513 important role in PHC and UHC. More studies are also needed to understand better the

514  relationship between the financial management competencies of managers and the accrued
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515  benefits of facility financing autonomy reforms. Improvement interventions are needed to
516 improve the found management capacity gaps. Interventions such as management training
517  and mentorship of new managers by experienced managers have shown the potential to

518 improve the managerial competencies of the managers.

519 CONCLUSION

520 From our review, management capacity of PHC facilities in LMICs consists of individual and
521 institutional capacity. Individual capacity includes the competencies of the managers such as
522  communication, human resource management, financial management and community
523 engagement. Institutional capacity includes functional support systems such as making
524  resources available to managers and offering logistical support. Regarding performance,
525 managers performed poorly in several competencies such as communication, financial
526  management, human resource management and community and stakeholder engagement.
527  Their institutions also failed to effectively provide them with the resources and logistical
528 support they needed. The scarcity of these resources reduced the availability, accessibility
529  and quality of services. There is still a scarcity in the number of studies and more research to
530 be conducted. Furthermore, interventions such as training and supportive supervision

531 should be considered in improving managerial competencies of managers.

532

533

534

535
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