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What is the purpose of this course?

• The ministries have to prepare policies to respond to 

the requests from the CABMIN and to implement the 

AA/DCFTA

• NAPA will have to assist in building the capacity of 

the ministries to prepare, implement, monitor and 

evaluate policies.

• This course is aimed at preparing NAPA experts to be 

able to provide assistance to the ministries with 

preparing policies.
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How will this course work?

• This course is a NAPA version of a policy preparation course for the ministries.

• In this course, NAPA is shown the techniques that will be introduced to the 
ministries to aid them in making policy proposals.

• This course is hands-on: we use cases prepared by the participants and then use 
the techniques introduced in this course to analyze the case and develop policy 
proposals. 

• We will use one case as an example to explain the techniques. After the 
explanation the course participants will have to use the introduced techniques on 
their case. The course will require after-hours work by the participants to practice 
the techniques on their case. The course trainer will provide feedback on these 
assignments.

• After some practice, NAPA experts will be able to use this course and the course 
material to assist the civil servants from the ministries. 
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ELECTION AND STRATEGIC 

PLANNING CYCLES

Background primer
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What is policy?

• Policies, when developed and supported by a capable public 
administration, are the best tools available to modern governments 
achieve results. 

• Policies tend to include several components:
– A goal stating what needs to be achieved;

– An approach on how to achieve the goal;

– An approval from the decision makers that this approach will be the official 
way government will attempt to reach the goal;

– An implementation plan on how to make the approach reality (what are we 
actually doing);

– A monitoring framework to measure if we are getting things done on time to 
achieve the goal.

• Additionally, policies need a budget to make it happen and later to 
maintain the policy. 
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CABMIN needs to achieve results

• CABMIN needs to deliver results to the citizens to have a 

chance to be reelected, form government and stay in power;

• CABMIN needs to show results for the EU, IMF etc, in order to 

gain access to resources (financial, material, support);

• The election cycle and the 5 year term in office determines 

how much time is available to achieve those results.
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Ministries need to make the results 

a reality

• CABMIN will look to the individual ministers and their ministries to prepare 
and implement policies to achieve the governments objectives.

• Ministers are accountable to the CABMIN for delivering results in their policy 
area. The ministers will also be accountable to parliament for policy matters in 
their jurisdiction.

• Policy department staff in the ministries will be tasked with actually 
developing policy proposals, prepare implementation plans and monitoring 
the implementation of the policy by other departments of the ministry or 
even other organizations, in order to ensure it will achieve the policy 
objective.

• Ministry civil servants have the public duty to “serve” their minister as good as 
possible, even if the minister is from a disliked political faction or lacks 
technocratic merits. 

• NAPA will have to support the civil servants in preparing such policy proposals 
and subsequent policy documents.
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Linkage between strategic priorities 

and policy development
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How does legal approximation fit in 

with policy development?

• Many of the government priorities in Ukraine are 

focused on adopting the EU acquis through legal 

approximation.

• Because of this focus on adopting EU law, it is 

tempting to think that legal approximation is just a 

legal matter that require updating or making new 

Ukrainian laws.

• However, legal approximation is actually a policy 

issue first and a legal issue second.
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Policy issues in legal approximation

• EU acquis prescribes end-results for policy areas in terms of service 
delivery, protection for consumers, producers, etc. 

• Such prescribed end-results require not only an updated legal 
framework, but also:

– updated activities for government organizations

– possibly new government organizations;

– new and/or updated processes and procedures;

– stable funding to maintain this new situation;

– Etc.

• Legal approximation therefore require a reorganization of the 
system for that policy area. What needs to be (re)organized and 
how are policy issues and the selected policy solutions are the basis 
for the updated legal framework.
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What is evidence-based policy 

making?

• Evidence-based policy development is focused on 
linking policy development to rational thinking, 
scientific insight, empirical research and 
evidence.

• Evidence-based policy development is seen as a 
counter-balance to ideology or opinion-based 
policy development. 

• Evidence-based policy development is aimed at 
increasing the chance of successful policies that 
deliver the intended results and impact.
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Evidence-based policy making 

and the empirical cycle
The underpinning of evidence-based policy making is the partial

application of the scientific method and the empirical cycle to 

the policy cycle:
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Scientific method Partial policy cycle

Applying scientific 

method to policy 

development

Can only be done to limited 

extent, but every bit 

increases policy quality



Some examples of evidence-based 

approaches during policy development 
• Expert consultation (model of reality/policy logic); 

• Government stakeholder (model of reality/policy logic); 

• Citizen/business consultation (model of reality/policy logic); 

• Logic model/theory of change (model of reality/policy logic/objectives & 

goals);

• Quantitative impact assessment (model of reality/policy logic/objectives & 

goals);

• Qualitative impact assessments; (model of reality/policy logic/objectives & 
goals);

• Comparative policy research (all)

• Pilot studies (implement policy , evaluate results)

• Policy evaluation studies (evaluate results, model of reality, policy logic, goals 
and objectives)

• Empirical research (all).
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“PROBLEM ANALYSIS” SECTION

Identifying and analyzing the actual problems
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Having a closer look at the problem

• During this phase the focus is on analyzing the problem and understanding 
the various causes of the problem. 

• Sometimes a problem and its causes might look obvious, but on closer 
inspection, the situation is more complicated. 

• If the CABMIN, minister or media already defined the “problem” and its 
“causes”, a proper problem analysis will show if this definition is correct or 
not.

• Similar to a doctor, we need to correctly identify the causes of the 
problem in order to prescribe the right solution to fix it. If we misdiagnose, 
we wont solve the actual problem, wasting time, manpower and money.

• Evidence-based policy making draws on scientific research, expert opinion, 
case analysis, comparative policy studies and lessons learned to come to a 
better understanding of the problems as well as possible  and effective 
solutions and the necessary framework conditions.
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Using the problem tree technique

• Ministries are encouraged to use the problem tree technique. 

The problem tree technique is a simple but effective method 

for untangling a problem into smaller parts and to distinguish 

root causes of the problem.

• The problem tree technique is easy to use in a group setting. 

Ministries can bring in experts from various ministry 

directorates, implementing agencies and stakeholders to 

participate in the exercise to get expert opinion and different 

points of view on the problem.

• The problem tree technique also makes it easy to switch from 

problem analysis to problem solutions.
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Using this technique increases quality 

of the problem analysis 

• The reason for using this technique is to 

encourage policy makers to consider all 

different aspects of the problem, expanding 

the depth and the width of the problem tree.

• This wider and deeper problem analysis will 

eventually result in better policy options.
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Comparing good to poor problem analysis and 

its effects



The effects of bad analysis on policy options
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analysis
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Problem tree technique refresher

1. Define the problem to be analyzed and write it down in a short 
sentence(“ Too many people in rural areas don’t seek medical aid when 
needed”)

2. Use brainstorming to generate a list of underlying problems and causes 
that result in the overall problem;

3. Write the list items on post-it notes and stick them randomly on a white 
board (or do this using software); 

4. Organizing problems and causes into clusters of issues that belong to 
each other;

5. Pruning the clusters to take out duplications; summarize & merge small 
related items; 

6. Analyze the clusters to determine root and contributing causes as well as  
taking away irrelevant/implausible  items

20



Problem tree example: 

rural healthcare case: brainstorming

People in rural areas don’t seek medical aid, 

causing higher incidence of disease and death

Too costly to 

seek medical aid
There is no medical 

aid available

No trust in 

available medical aid

Cost of medicine

Cost of treatment

Bribery
Cost of travel 

to medical aid

Opportunity 

Cost (seeking medical aid 

takes time away from 

doing paid work)

No healthcare station close by

No nurses or doctors

No medical supplies

Healthcare center destroyed Poor quality of healthcare services

Unqualified doctors and nurses

Medical staff have bad ethics 

(corrupt, prescribe unnecessary 

medicine/treatment)

Medical staff don’t 

respect local customs

Medical staff discriminate 

against certain patient groups

Patients prefer 

traditional medicine/cures



Problem tree example: 

rural healthcare case: refining & clustering
People in rural areas don’t seek medical aid, 

causing higher incidence of disease and death

Too costly to 

seek medical aid

There is no medical 

aid available in the neighborhood

No trust in 

available medical aid

Cost of medicine

Cost of treatment

Bribery Cost of travel 

to medical aid

Opportunity 

Cost (seeking medical 

aid takes time away 

from doing paid work)

No healthcare 

center building

No nurses or doctors

No medical supplies

Poor quality of 

healthcare services

Unqualified 

doctors and nurses

Medical staff have bad ethics 

(corrupt, prescribe unnecessary 

medicine/treatment)

Medical staff don’t 

respect local customs

Medical staff discriminate 

against certain patient groups
Patients prefer 

traditional of faith-based

medicine/cures

Direct cost Indirect costillegal cost No healthcare center

building

Healthcare center building 

present but not 

operational

Insufficient operational

budget for supplies

Nurses and doctors 

not interested to 

work in small villages

Bad planning & 

implementation

Insufficient maintenance

Why?

Bad behavior of

healthcare staff Patient preferences

Healthcare center

destroyed/damaged

Why?

Healthcare center

never planned

Healthcare center

planned but not 

implemented

Shortage of medical staff



In-depth problem analysis

• Now that we have all the items on the board and they have 

been organized, clustered and pruned, we can continue with a 

more in depth analysis.

• In the analysis we try to identify:

– what the root or major causes are;

– what the contributing or minor causes are; 

– What linkages there are between causes;

– which other problems exist but which are irrelevant to (no effect) the 

main problem;

– which problems or causes are irrelevant, obsolete, minor or infrequent 

or just theoretical.  
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How do we distinguish root/major and 

contributing/minor causes?

1. Root causes of a problem are those causes are either fully or to a 
very large extent responsible for causing the issue. If you take a 
root cause off the board, the problem either ceases to exist or it is 
significantly reduced in severity.  

2. Contributing causes are those causes that can amplify a root 
cause, making the problem even worse or it can independently 
contribute to the problem. However, the contributing causes is a 
relatively minor source of the problem and removing a 
contributing cause will not significantly reduce the problem.

3. If it is the interaction between two causes that produces the 
problem and the problem would disappear when one of the 
causes disappears, then the interaction between the causes is a 
root cause.
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Problem tree example: 

rural healthcare case: problem analysis

Nurses and doctors 

not interested to 

work in small villages

People in rural areas don’t seek medical aid, 

causing higher incidence of disease and death

Too costly to 

seek medical aid

There is no medical 

aid available in the neighborhood

No trust in 

available medical aid

Cost of medicine

Cost of treatment

Bribery Cost of travel 

to medical aid

No healthcare 

center building close

by

No nurses or doctors

No medical supplies

Healthcare center

destroyed/damaged

Poor quality of 

healthcare services

Unqualified 

doctors and nurses

Medical staff have bad ethics 

(corrupt, prescribe unnecessary 

medicine/treatment)

Medical staff don’t 

respect local customs

Medical staff discriminate 

against certain patient groups
Patients prefer 

traditional or faith-based

medicine/cures

Direct cost Indirect costillegal cost
No healthcare building Healthcare center building 

but not operational

Insufficient operational 

budget for supplies

Bad planning & 

implementation

Why?

Bad behavior of

healthcare staff Patient preferences

Why?

Healthcare center

never planned

Shortage of medical staff

Not a (high) priority 

for decision makers

Healthcare center

planned but not 

implemented

Opportunity 

Cost (seeking medical 

aid takes time away 

from doing paid work)

Master plan 

not updated

Insufficient 

Investment budget

Compensation 

package insufficient

Insufficient maintenance

Poor performance of contractors

Corruption  & bribery

Insufficient PPP

Why?

Why?



Macro view of the problem analysis

A number of observations were made during analysis:

1. The overarching issue of no trust in medical care was not considered to be actually the 
case. Although there is an issue with unqualified doctors and nurses which undermines 
trust, this did not deter patients from seeking medical aid. This branch of the problem 
tree will be eliminated as not relevant.

2. The branch concerning cost of healthcare centered on the issue of travel cost to the 
medical center. This includes direct travel cost and indirect opportunity cost). Other cost 
elements did not deter patients from seeking medical care. These other cost will be cut 
from the problem tree.

3. The center branch of the problem tree regarding medical aid in the neighborhood  
consists of two sub-branches which both showed key issues. The first branch concerns 
the absence of actual center building that is fit for use. The second branch concerns the 
staff, equipment and supplies to run the center. Some causes such as the absence of a 
master plan or insufficient number of doctors and nurses were not considered relevant 
and these will be cut from the tree. Both sub-branches are related. A building with no 
staff is just as useless as staff and equipment with no place to treat patients.
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Micro view of the analysis (1) 

Branch: No medical aid available in the neighborhood

• Sub-branch: no medical center (i.e. no building) 

– Our initial “why” question did not give satisfactory answers. Although it is good to 
know that some health centers were damaged, this does not indicate why this 
hasn’t been fixed. We need to ask an additional “why” to get to the actual causes.

– We then discover a number of issues: 
• lack of investment budget to build or reconstruct healthcare centers (overall budget allocation too 

small). This problem is compounded by the fact that the strategy to attract foreign investment through 
Public Private Partnerships to supplement the government’s capital investment is not producing the 
envisioned results. 

• Poor contractor performance in building the centers in accordance to plan (enough budget but the 
budget is not transformed into actual medical centers) 

• Corruption and bribery:  allocated budget is illegally diverted without being converted into new or 
reconstructed medical centers. 

– Of these causes, the contractor performance is a major issue. It affects many 
projects and it slows the execution of the budget. The lack of capital investment 
funding and failing PPP might be an issue as well, but without first solving the 
contractor performance issue, more budget will still not be transformed into 
additional medical centers. Contractor performance is a constraining factor. 

– Corruption and bribery is an issue and it is in some cases related to poor contractor 
performance. It is a contributing issue, but relatively minor in impact. 
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Micro view of the analysis (2) 

Branch: Medical center available but not operational

• Sub-branch: no medical center (i.e. no building) 

– Also here we need to ask additional “why” questions to get to the key causes.

– The issue of overall lack of medical staff was dropped as not actually the case. The 
quality of the training of the new doctors and nurses might sometimes be 
somewhat lacking but there is a sufficiently large pool of medical staff.

– The issue of lacking medical supplies was determined to be caused by lack of 
operational budget rather than a lack of good resupply mechanisms. This is 
seemingly due to a lack of attention or interest of decision makers in preparing and 
deciding on the budget submission. Other priorities tend to push out mundane but 
important medical supplies.

– The lack of interest of doctors and nurses to work in the rural areas is a major 
factor in the unavailability of medical care. Although the pool of medical staff is 
sufficiently large to service all rural areas, the reduced quality of life and lack of 
career opportunities deter medical staff from working in these areas. The 
compensation package offered by government is clearly insufficient and this is a 
major cause of the ongoing scarcity of medical staff in the provinces. 
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Micro view of the analysis (3) 

Branch: Too costly to seek medical aid

• Sub-branch: indirect cost

– This branch is the other side of the coin of the branch regarding no medical 

aid available in the neighborhood. If there was medical aid available, there 

would not be high travel and opportunity costs. But in the absence of no 

medical aid in the neighborhood, the high travel and opportunity cost deter 

patients from making the trip to get medical aid.

– Direct medical expenses such as medicine cost did not deter the patients from 

seeking medical aid. Bribery was also not a deterrent to seeking aid even if it 

occasionally occurs. 
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The final analysis: the healthcare 

example

Nurses and doctors 

not interested to 

work in small villages

People in rural areas don’t seek medical aid, 

causing higher incidence of disease and death

Too costly to 

seek medical aid

There is no medical 

aid available in the neighborhood

Cost of travel 

to medical aid

No healthcare 

center building close

by

No nurses or doctors

No medical supplies

Healthcare center

destroyed/damaged

Indirect cost

No healthcare building Healthcare center building 

but not operational

Insufficient operational 

budget for supplies

Why?Why?

Not a (high) priority 

for decision makers

Healthcare center

planned but not 

implemented

Opportunity 

Cost (seeking medical 

aid takes time away 

from doing paid work)

Insufficient 

Investment budget

Compensation 

package insufficient

Insufficient maintenance

Poor performance of contractors

Corruption  & bribery

Insufficient PPP

Why?

Why?



Does it require government to fix this?

• Now that we know what the problem is, we need to 
determine if government is the appropriate organization to 
fix it. 

• The government should not automatically assume that it 
should fix a problem:
– Policies take time to design, approve and implement and the 

problem may have disappeared before the policy is 
implemented.

– Other layers of government (provinces, regions, local) might be 
better positioned to handle a problem than the central 
government.

– Sometimes problems are better solved through the private 
sector (business) or NGOs or civil society, with or without 
government assistance.
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What part of the problem analysis  

needs to be in the policy submission?

• The problem (a very brief description);

• The key root causes of the problem;

• The key contributing causes of the problem;

• The dynamic of how the root and contributing 
causes create the problem (briefly). 

• A brief section with the elements above will allow the 
CABMIN to have a good understanding of the 
problem that the policy options aim to address.
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What aspects of the problem analysis  

can be included in the annex?

• Historical aspects of the problem; 

• Detailed analysis of the problem;

• The problem tree picture;

• The problem causes that were discarded (and the 
reasons why);

• Why government needs to fix this problem (or 
not)

• The list of people consulted in the problem 
analysis;

• The process of analyzing the problem.
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“GENERATING POLICY OPTIONS”

Explaining: 
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What are policy options?

• Policy options are different solutions to achieve a 
policy objective. 

• A policy option is a well-researched preview of 
what the policy options can achieve, how it 
would achieve that and what is necessary to 
achieve that.

• Policy options are meant to provide choice to the 
CABMIN. 

• Policy options need further development after 
CABMIN approval before they ready for 
implementation.
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Generating policy options

• Policy options can be generated by using the problem-

objective tree technique and brainstorming with a group of 

relevant experts and representatives of involved 

organizations.

• This will likely create many different possible solutions, 

exceeding in number the 2 or 3 solutions needed for a policy 

submission.

• From this pool of possible policy options a selection has to be 

made, which will mean many of the possible policy options 

will not be further developed or even be discarded. 
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Problem tree refresher: turning 

problems into objectives
• We are going to pretend that we solve all the problems identified in 

the problem analysis.

• We do this by taking a problem and rewriting it as if the problem 
was solved

Problem: Cost of travel to medical care is too high.

Result: Cost of travel to medical care is acceptable.

• What you have now is a problem-solving objective. This is the result 
we want to achieve for this problem. 

• The next question now is “how do we do this?”
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Objective tree example: 

rural healthcare case: turning the problem tree into an 

objective tree

Nurses and doctors 

interested in

Working in small 

villages

People in rural areas seek medical aid, 

Resulting in normal incidence of disease and death

Sufficiently cheap to 

seek medical aid

There is medical 

aid available in the neighborhood

Acceptable cost of travel 

to medical aid

Healthcare 

center building close

by

Nurses or doctors present 

Medical supplies present

Healthcare center

Reconstructed/repaired

Acceptable indirect cost

healthcare building 

present

Healthcare center building 

present and operational  operational

Sufficient operational 

budget for supplies

Why?Why?

Sufficiently prioritized 

by decision makers

Healthcare center

planned and 

implemented

Acceptable opportunity 

Cost (seeking medical 

aid takes time away 

from doing paid work

Sufficient 

Investment budget

Compensation 

package sufficient

Sufficient maintenance

Sufficient performance of contractors

Negligible corruption  & bribery

sufficient PPP

Why?

Why?



How to achieve these objectives?

• Now that we have an objective tree, we have to focus 
on how we can actually achieve these objectives.

• Generating different options requires a combination of 
analysis and brainstorming.

• First, analysis will give you a better understanding of 
the objective, viewing it from different angles and 
identifying key aspects of a solution.

• A group of experts can use the brainstorming 
technique to generate different approaches to bring 
about the objective based on the initial analysis. 
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An example for generating policy 

options 
Objective is  “Acceptable travel cost to medical aid”

Analysis: What does this mean? 

• The cost of the travel should be affordable to the patient or the person (family) paying 
for the travel;

• Affordability of travel cost is dependent on the disposable income of the person that 
can be allocated to travel cost without causing major financial difficulties. This will vary 
from person to person. It is about the proportion of cost and disposable income.

Analysis/Brainstorming: How can we achieve this?

• There are a number of options to affect the proportion between travel cost and 
disposable income: 

– Income side: Increase the overall income hoping that this will increase the disposable income of the person, 
reducing the relative travel cost (raising minimum wages); 

– Income side: Increasing the disposable income for the specific purpose of compensation for medical health 
care travel cost (an annual subsidy or allowance for medical travel cost); 

– Cost side: Reduce the cost of the travel (reduce the cost of a bus ticket);

– Cost side: Transfer the burden of paying the cost of travel from the person to an organization (ticket cost 
stays the same but it is not paid by the person seeking medical aid (social insurance, reimbursement). 
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Objective tree example: 

rural healthcare case: generating policy options

Nurses and doctors 

interested in

Working in small 

villages

People in rural areas seek medical aid, 

Resulting in normal incidence of disease and death

Sufficiently cheap to 

seek medical aid

There is medical 

aid available in the neighborhood

Acceptable cost of travel 

to medical aid

Healthcare 

center building close

by

Nurses or doctors present 

Medical supplies present

Healthcare center

Reconstructed/repaired

Acceptable indirect cost

healthcare building 

present

Healthcare center building 

present and operational  operational

Sufficient operational 

budget for supplies

Why?Why?

Sufficiently prioritized 

by decision makers

Healthcare center

planned and 

implemented

Acceptable opportunity 

Cost (seeking medical 

aid takes time away 

from doing paid work

Sufficient 

Investment budget

Compensation 

package sufficient

Sufficient maintenance

Sufficient performance of contractors

Negligible corruption  & bribery

sufficient PPP

Why?

Why?

Solution theme 1:

Lowering travel cost

(transportation allowance, 

Reimbursement, medical ration card, 

subsidized transportation,

free transportation)

Solution theme 2:

Lowering opportunity cost

(Financial compensation, paid sick leave,

Faster medical aid, service standards)

Solution theme 3:

Healthcare 

services nearby

(Revise public procurement contracts and 

performance  measures,

Rent healthcare centers 

in neighborhoods, mobile healthcare teams,  

local paramedics, rebuilding/refurbishing 

existing centers)

Root problem solutions

Solution theme 4:

Sustaining healthcare services

(Training sufficient numbers of medical staff,

Compensation/perks package to encourage 

medical staff to stay in villages, medical 

equipment and medicine resupply mechanism)

Solution theme 5:

Better planning

(Master plan organization of basic and 

preventative healthcare services 

(service package, 

locations, delivery model, resupply & 

maintenance plan, plan to link  local 

healthcare to hospitals), service quality 

and accessibility monitor)

Contributing problem solutions



Policy instruments and delivery

Policy instruments are the different tools and approaches that government has 
available when designing a policy. A rough categorization can be as follows:

1. Policy through advocacy: informing, educating and persuading others to act 
in a particular manner; 

2. Policy through money: using spending and taxation powers to shape 
activity; 

3. Policy through law: legislation, regulation and enforcement. 

4. Policy through direct government action: delivering services by government 
or government arrangement.

Delivery mix: In addition to determining the policy instruments used, the choice 
also has to be made which organization is delivering the service, conducting the 
activity or implementing the policy instrument. This can be a government 
organization but it can also be the private sector, NGOs or a combination thereof.  
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Selecting policy options

• We have now generated a great number of different policy options. 
We only need to 2 or 3 policy options for inclusion in the policy 
submission. 

• At this stage, the policy options are not much more than basic 
ideas. Further refining and developing of the policy options is 
needed, but this takes time and effort. We only undertake this 
effort for a few select policy options that seem the most promising. 

• This means that many of the generated policy options will be 
discarded after the selection process and remain undeveloped. But 
we should keep a record of the generated policy ideas as we might 
need those ideas in the future. 

43



Selection criteria

• Selecting policy options in the beginning stages depends on separating the high-
potential solutions from those that are not. 

• A number of criteria that can be used to select/discard options:
– Objective (on target/too far off target)

– Timeframe (acceptable/unacceptable)

– Complexity of the approach (doable/stretch)

– Logic (solid/questionable)

– Cost (Acceptable/problematic)

– Legal aspects (Manageable/problematic) 

– Stakeholder support (support/no support)

– Comparative differences in the policy option approaches (different/similar)

• Which of these criteria are relevant depends on the background of the policy. Decisions 
to select or discard options are often made on the basis of limited information as none 
or few of the policy options have been researched at this point. 

• With unlimited resources almost any policy option can be made to work, but in reality 
we never have unlimited time, money, influence, administrative and human resource 
capacity. Sometimes though, political leaders are willing to go out on limb on a 
ambitious policy option. 
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Making sure that policy options are 

different
• The purpose of different options is to provide real choice for the decision 

makers. There are many ways to make policy options significantly  different. 
Some examples:

– Timespan: short term/medium term/long term

– Problem solving: reducing or eliminating a symptom/structural change

– Finances: cheap option/less cheap/expensive

– Approach complexity: simple/normal/difficult 

– Territorial: rural/urban/both

– Legal consequences: requiring a law/requiring regulation or decree/requiring nothing 

– Targeted population: All/specific group

– Policy effect: low/medium/high

• Many more such distinctions exist. The ministry is not required to use any of 
these: they should just propose the options they feel are the best. However, 
the ministry might characterize options as above, because it is a useful short-
hand way of mentally organizing information.   
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POLICY LOGIC

Policy approach and logic
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A good policy approach 

requires a strong logic 
• A key quality indicator of a good policy option is its strong logic.

• The logic of a policy option has to be convincing. The policy option has to 
make sense. A policy option makes sense if the activities and actions 
undertaken in the policy approach work together in order to realistically 
achieve the policy objective. One step has to lead to the next; each step is 
a link in the logical chain.

• Policy options with a strong, realistic logic have a much greater chance to 
successfully deliver the policy objectives. The policy option becomes more 
robust. 

• A strong logic makes it easier to write a convincing policy submission, that 
can win the approval of the CABMIN. 

• A strong logic makes it easier to prepare a detailed implementation plan 
for the policy option selected by the CABMIN. 
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So what is policy option logic?

• Much of what we have discussed before regarding the problem analysis and 

generation of policy options was concerned with analysis and logic. 

• The policy option logic shows the logical chain connecting the issues with the 

causes and subsequently how we can influence these causes and how we would 

do that. 
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Issue Causes

(direct)

What 

influences 

the causes?

(indirect)

How do we 

plan to 

address

these causes

Result: 

Issue 

resolved

Implemen-

tation

planning

Implemen-

tation

activities

Chain of logical steps



Explaining the chain of logic through 

an example
• The logic of a policy option is similar to a diagnosis of an illness and the preparation of a prescription to 

treat the illness, except that policy is generally more complicated and uncertain.

• This is because the policy option is built around a well-researched sequence of connected steps. Here an 

example regarding the diagnosis of a heart attack and the solutions to fix it (imagine a nation-wide high 

incidence of heart attacks requiring government to undertake action): 

– Symptom Z (Heart attack)  is caused by problem X (fatty plaques breaking off and blocking the artery) is caused by 

root cause Y (fatty plaque build-up in the artery).Major contributing causes for this root condition are Y (High 

cholesterol) and Z (High blood pressure);

– High cholesterol and High blood pressure are influenced by A (Bad eating habits), B (lack of regular exercise), C (Heavy 

smoking) and D (hereditary illnesses);

– Government can’t directly influence the fatty plaque build-up in arteries. It is not possible (or desirable) to give 

everybody periodic “maintenance operations” and there is no medicine to remove existing plaque. 

– Government can indirectly influence plaque build-up attempt by attempting to reduce high cholesterol and high 

blood pressure by changing people’s behavior. This addresses bad eating habits, smoking and lack of exercise through 

encouraging health awareness and hereditary illnesses through the provision of cheap medication to manage 

cholesterol levels;

– The policy option aims to encourage health awareness  by producing outputs 1 (Awareness campaign) and 2 

(affordable medication), which will be achieved by activities 1.1-1.10 and 2.1-2.35.

– Result: awareness campaigns have limited impact (not easy to change behavior through public media, without 

incentives) and the overall incidence of heart attacks only drops slightly (3%). The provision of cheap medication had a 

major impact on the subpopulation of people with such illnesses causing incidence of heart attack to drop by 23%. 

Government is happy with the overall result though as the approach had an impact despite being fairly cheap and 

easy to implement. The awareness campaign launched every year.
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The heart attack example: logical steps

• The heart attack example contains these logical steps:

Symptom:

Heart attack 

Causes:

Immediate 

- fatty plaque 

blocks artery

Root cause:

- Fatty plaque 

build-up

Contributing causes:

- High cholesterol

- High blood pressure

What 

influences 

the causes?

- Bad eating habits

- Smoking

- Lack of exercise

- Hereditary illness

How do we 

plan to 

address 

these causes:

1. Change bad 

health behavior 

through health 

awareness

2. Treat illness 

through affordable

medication

Result: 

Slight decrease 

in overall incidence 

of heart attack (3%)

Major impact 

in subgroup with illness

(23%)

Implemen-

tation

planning:

Objectives, 

outputs and 

activities planned

Implemen-

tation:

Activities 

implemented

Chain of logical steps



Reversing the logical steps

• A quality check on the logic is to see if it works when reversed. If it works your logic is strong. 

If it doesn’t work, maybe you made some mistakes in your logic or approach.

• If we do activities x to z, do we actually address the causes, directly or indirectly? And will 

that actually reduce or eliminate the causes? And will that actually reduce  or eliminate the 

symptom or issues?

Symptom:

Heart attack 

Causes:

Immediate 

- fatty plaque 

blocks artery

Root cause:

- Fatty plaque 

build-up

Contributing causes:

- High cholesterol

- High blood pressure

What 

influences 

the causes?

- Bad eating habits

- Smoking

- Lack of exercise

- Hereditary illness

How do we 

plan to 

address 

these causes:

1. Change bad 

health behavior 

through health 

awareness

2. Treat illness 

through affordable

medication

Result: 

Slight decrease 

in overall incidence 

of heart attack (3%)

Major impact 

in subgroup with illness

(23%)

Implemen-

tation

planning:

Objectives, 

outputs and 

activities planned

Implemen-

tation:

Activities 

implemented

Chain of logical steps



Common mistakes in logic

“Oh, we didn’t consider that”
This is a sign that the policy developers did not take sufficient time and effort to think 
through their policy. They skipped logical steps or failed to thoroughly analyze the 
issue. Policy making is serious stuff and it requires full attention and maximum effort. 

“Of course this is right and that is wrong”
This is a sign of jumping to conclusions. The policy developers made an assumption 
that they knew how or why something is, without testing it. They might be right, but if 
they are wrong the policy will not be effective. Don’t just assume you know, make 
sure. 

“Somebody else will do that”
This is also an assumption. The policy developers assume another organization will do 
this, so they don’t have to do anything with this. This might be true, but if the other 
organization doesn’t do as assumed or does it differently, the policy will be in trouble. 
Don’t just assume you know, make sure. 
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Policy option logic is often 

not shown explicitly
• The logic of policy options is not normally addressed explicitly 

in policies. There is no section named “Logic”.

• It can only be detected implicitly in the problem analysis and 
policy approach.

• Nonetheless, the policy option logic is important and the 
SCMU will review the problem analysis and policy option 
approach for implicit logic.

• You can detect logic by looking for sequences of logical steps, 
often indicated by chapter or section headings, the inclusion 
of problem and objective trees and the use of marker words 
and phrases such as: “because of”, “therefore”, “to 
accomplish this” etc.
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An example of policy option logic: 

Rural healthcare case
• Policy logic: 

 The problem is that people don’t have access to healthcare;

 they don’t seek access because of travel cost, travel time and conflicts 

with work obligations; 

 therefore the solution is to reduce the travel time to the healthcare 

service, so that people are will actually go to get medical attention; 

 to accomplish this, the healthcare service needs to be provided closer to 

the rural citizens by:

 Policy option 1: reducing the travel time by building healthcare 

centers.

 Policy option 2: reducing the travel time by training local citizens as 

healthcare provider. 

 Policy option 3: reducing the travel time by having healthcare teams 

visit villages and neighborhoods periodically. 
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The rural healthcare example: 

logical steps
• The rural healthcare example contains these logical steps:

Symptom:

people in the rural areas 

have higher incidence of 

diseases and early 

deaths 

than people in cities. 

Causes:

Immediate 

- The don’t receive 

needed healthcare

Central issue:

- Distance to 

healthcare 

too long

Major causes:

- No healthcare available

in  the neighborhood 

(buildings,

medical staff, supplies) 

- Travel cost to high

- Opportunity cost too high

What 

influences 

the causes?

- Disposable income

- Time available to 

patient

- Salary level 

and promotion   

opportunity for 

medical staff

- Significant capital 

investment budget

- Performance 

measurement for 

contractors

- Operational budget

- for supplies

How do we 

plan to 

address 

these causes:

1. Establish

operational 

healthcare 

centers

2. Train local 

citizens as 

healthcare provider

3. Roving

healthcare 

teams

visit periodically

Result: 

Increase in access 

to medical care 

for rural citizens

Implemen-

tation

planning:

Objectives, 

outputs and 

activities planned

Implemen-

tation:

Activities 

implemented

Chain of logical steps



Policy approach examples

Rural healthcare case option 1
Policy option 1 approach:

Establishing of neighborhood healthcare centers
• The ministry intends to establish 350 rural healthcare clinics in neighborhoods, aiming for every 

citizens to be no further than 15 km away from a healthcare center. This would result in ~70 % of 
the rural population having access to medical care, up from the current estimate of 45%. 

• The ministry estimates that ~250 centers need to be constructed and the remainder will be 
reconstruction of existing clinics. The construction and reconstruction will be done by means of 
commercial contractors. The ministry is satisfied that this amount of construction work can be 
completed on schedule in 2016. 

• The ministry estimates that each healthcare center would require minimally a team of 2 doctors, 4 
nurses and 2 orderlies to provide 24/7 care (normal workday + standby during the night). The 700 
doctors and 1400 nurses are for the majority currently available through reassignment or hiring 
currently unemployed staff. The remaining 25% of the positions will be filled with newly graduated 
staff. 

• In order to encourage working in rural areas, the ministry is proposing a compensation package. 
This is a 10% bonus on top of the normal salary. After serving 5 years in a rural area, staff will get a 
recommendation when applying for a different position in the government medical services. The 
ministry will require additional operational budget for this purpose. The ministry will also require 
operational budget to provide for housing. 

• Medical centers are organizationally attached to the district hospital, from which the centers will be 
supplied, supported and managed. 

• The ministry will determine the exact package of medical services provided by the centers and 
provide necessary equipment and supplies. The ministry will also determine protocols for the 
treatment of emergencies requiring care not available at the center.  The ministry will explore the 
possibilities for an ambulance to be posted in major rural hubs to reduce response time to medical 
emergencies.  56



The rural healthcare example: 

Logic of policy option 1

Symptom:

people in the rural areas 

have higher incidence of 

diseases and early deaths 

than people in cities. 

Causes:

Immediate 

- The don’t receive 

needed healthcare

Central issue:

- Distance to 

healthcare 

too long

Major causes:

- No healthcare available

in  the neighborhood 

(buildings,

medical staff, supplies) 

- Travel cost to high

- Opportunity cost too high

What 

influences 

the causes?

- Disposable income

- Time available to 

patient

- Salary level 

and promotion   

opportunity for 

medical staff

- Significant Capital 

investment budget

- Performance 

measurement for 

contractors

- Operational budget

- for supplies

How do we 

plan to 

address 

these causes:

1. Establish

operational 

healthcare 

centers

2. Train local 

citizens as 

healthcare provider

3. Roving

healthcare 

teams

visit periodically

Result: 

- 350 healthcare 

centers established 

and operational by 2016

- 70% rural citizens have 

access to full basic and preventative

healthcare package

Implemen-

tation

planning:

- Contracting of 

companies to build 

X number

healthcare centers

- Reconstruction of X number

destroyed healthcare centers

- Staffing of the centers

- Preparation of a 

compensation package 

to entice 

working in rural areas  

- Furbishing and 

supplying of centers

- Determining the organizational 

arrangements 

Implemen-

tation:

Activities 

implemented

Chain of logical steps



Policy approach examples

Rural healthcare case option 2
Policy option 2 approach: 

Training local citizens as healthcare providers
• The ministry aims to train local, resident citizens as paramedics to provide basic healthcare 

services in their community. This would ensure that nearly all rural communities (90%) have 
access to some level of healthcare in their neighborhood 24 hours per day. 

• The ministry estimates that it would need to train approximately 2500 citizens to be 
paramedics. The ministry conducted surveys to determine interest in this job and such interest 
was high. The ministry foresees no difficulty finding sufficient numbers of trainees. The ministry 
does not foresee difficulty in getting patients to accept care from these paramedics.

• The ministry has determined the services that should be provided by the paramedics. The 
service package will be limited to more  elementary basic and first-aid healthcare due to the 
limited training of the paramedics.

• The training period would be a basic training of 2 months followed by periodic refresher 
courses. The ministry has discussed with the medical university and medical training facilities 
how such a large number of paramedics could be training in relatively short time.  A training 
approach was developed. All paramedics will have received initial training by the end of 2014.

• The ministry has  determined the selection and hiring arrangements. It has also determined the 
salary requirements for which operational budget is required.

• The paramedics will be managed through the district hospitals which will also conduct quality 
monitoring. Quality monitoring requires periodic field visits by a team of a doctor and nurse to 
determine quality of care. Each district hospital should have a several quality monitoring teams 
which will require the hiring of 100 doctors and 400 qualified nurses. 

• Medical equipment and supplies will be made available through the district hospital

• The ministry will arrange for space to be made available for the paramedics to use as medical 
center, normally a room in a government building located close by. 58



The rural healthcare example: 

Logic of policy option 2

Symptom:

people in the rural areas 

have higher incidence of 

diseases and early deaths 

than people in cities. 

Causes:

Immediate 

- The don’t receive 

needed healthcare

Central issue:

- Distance to 

healthcare 

too long

Major causes:

- No healthcare available

in  the neighborhood 

(buildings,

medical staff, supplies) 

- Travel cost to high

- Opportunity cost too high

What 

influences 

the causes?

- Disposable income

- Time available to 

patient

- Salary level 

and promotion   

opportunity for 

medical staff

- Significant capital 

investment budget

- Performance 

measurement for 

contractors

- Operational budget

- for supplies

How do we 

plan to 

address 

these causes:

1. Establish

operational 

healthcare 

centers

2. Train local 

citizens as 

healthcare provider

3. Roving

healthcare 

teams

visit periodically

Result: 

- 2500 citizens trained

as paramedic by 2014.

- 90% rural citizens have 

access to healthcare (albeit 

limited healthcare package)

Implemen-

tation

planning:

- Training of 2500 citizen 

paramedics

- Preparation of training 

Curriculum

- organization  

of training provision

- Organizational 

arrangement to support

and supply paramedics

-Quality monitoring 

arrangement

- Contracting of medical 

staff for quality 

Monitoring

- Financial arrangements 

for salary

- Arrangements for 

treatment rooms

- Selection procedures

Implemen-

tation:

Activities 

implemented

Chain of logical steps



Policy approach examples

Rural healthcare case option 3
– Policy option 3 approach: Visiting healthcare teams

• The ministry aims to have a teams of medical staff visit each rural neighborhood once a week 
for a 12 hour period. These teams should be in place by the middle of 2014.

• These teams will consist of a doctor, 2 nurses and a driver/orderly. The ministry aims to have a 
150 traveling teams. The teams can be staffed by employing currently unemployed staff and by 
reassigning employed staff as well as attracting newly graduated staff.

• The ministry will invest in 200 mini vans and spare parts to provide the transportation for these 
teams. 50 of these vans are replacement vehicles. The mini vans will be procured from a 
reputable wholesaler of such vehicles. Selection of the vehicle type will be done on the basis of 
prepared criteria and cost efficiency.  

• The teams will operate from district hospitals or strategically selected hubs. The district 
hospitals or hubs will provide supplies, support and vehicle maintenance. The district hospital 
will also manage these teams.

• The ministry has determined the  healthcare services to be provided by these teams. 

• The teams will receive the necessary portable equipment and supplies to provide these 
services. Equipment that is not portable but which is nonetheless required will be stored 
locally. 

• The ministry will organize a room in a government building in the neighborhood to provide 
medical services.

• The ministry will develop a medical care schedule and communicate this to the citizens to 
inform them of the days the medical team is in their neighborhood as well as other close-by 
neighborhoods.

• The ministry will determine the arrangements for securing temporary lodging for the teams 
when in the field. 
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The rural healthcare example: 

Logic of policy option 3

Symptom:

people in the rural areas 

have higher incidence of 

diseases and early deaths 

than people in cities. 

Causes:

Immediate 

- The don’t receive 

needed healthcare

Central issue:

- Distance to 

healthcare 

too long

Major causes:

- No healthcare available

in  the neighborhood 

(buildings,

medical staff, supplies) 

- Travel cost to high

- Opportunity cost too high

What 

influences 

the causes?

- Disposable income

- Time available to 

patient

- Salary level 

and promotion   

opportunity for 

medical staff

- Significant capital 

investment budget

- Performance 

measurement for 

contractors

- Operational budget

- for supplies

How do we 

plan to 

address 

these causes:

1. Establish

operational 

healthcare 

centers

2. Train local 

citizens as 

healthcare provider

3. Roving

healthcare 

teams

visit periodically

Result: 

- 150 roving teams operational 

by 2014.

- 80% rural citizens have 

access to healthcare 

(full package), but only 1 

day a week

Implemen-

tation

planning:

- Establishment of 150 

roving teams

- Procurement of 

minivans and equipment

- Planning of  basing 

of teams and service 

delivery schedule

- Organizational 

arrangement to support

and supply teams

- Preparation of salary 

and compensation

- package to attract medical staff

- Arrangements for securing 

treatment rooms and lodging

- Information campaign 

for citizens to know on

which day  medical 

services are provided 

Implemen-

tation:

Activities 

implemented

Chain of logical steps



LOGICAL FRAMEWORK

Policy approach and logic
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Conversion to a logical framework

• Once you have the internal logical sequence of a policy option, 

conversion to a logical framework is relatively easy.

• This is because the logical framework is nothing more than a 

hierarchy of logical steps that flow from the actions at the bottom 

to the goal at the top. 

• The indicator column of the logical framework will have to be 

populated with indictors of progress (milestones) and of 

completion, which will be needed for reporting to the ministry and 

CABMIN. This can easily be derived from the policy content. 

• The means of verification will be used for verification by the 

ministry and likely the SCMU. This is essentially evidence of 

performance. 
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Logical framework matrix
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Results chain Indicators Means  of 

verification

Assumptions

Overall 

objectives 

(Impact):

Specific 

objectives 

(Outcomes):

Outputs:

Activities:



Bottom-up logic of the logical 

framework approach



Populating the logframe
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Issue Causes

(direct)

What 

influences 

the causes?

(indirect)

How do we 

plan to 

address

these causes

Result: Implemen-

tation

planning

Implemen-

tation

activities

Chain of logical steps

Flipped to objective
Flipped to objective +

performance indicator



An example of a policy implementation 

approach with attached programs and projects

Policy

Program 
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Government 

priority
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P
ro

je
ct  4

P
ro

je
ct  1

Projects to program 1: building 3 provincial hospitals; and 

fully equip and stock them;

Projects to program 2: building 20 community healthcare centers 

in 3 provinces; fully equipping and stocking them; and linking 

these organizationally and procedurally to the provincial hospitals 

for purpose of quality monitoring, supplying & emergency care;

Projects to program 3: training 1500 nurses, 500 doctors 

to staff new facilities ; developing and implementing 

measures to encourage new and experienced medical 

staff to work in remote areas and; training future 

hospital and community center management in the rural 

healthcare system, linkages, processes and procedures.

Policy 1: improve the delivery of healthcare services in remote 

areas for rural citizens, who are currently most deprived of 

access to healthcare, by strengthening the rural healthcare 

system in those areas.

Priority 12: ensure that all citizens have access to 

good healthcare 

Program 1: establish 3 operational provincial hospitals to 

serve as the backbone of the rural healthcare system;

Program 2: establish 20 operational community healthcare 

centers to serve as the outreach of the rural healthcare 

system and fully linked to the respective provincial hospital;
Program 3: secure and allocate sufficient staff (nurses, doctors, 

managers etc.) to staff the new facilities, who are familiar with the 

organizational and administrative arrangements and procedures of 

the rural healthcare system.



An example of policy objectives & program results
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Project outputs to program 1: 

1. 3 provincial hospitals built;

2. Each hospital is fully equipped with medical and other equipment;

3. Each hospital is fully stocked with medical and other supplies.

Project outputs to program 2: 

1. 20 community healthcare centers in 3 provinces; 

2. All centers fully equipped with medical and other equipment;

3. All centers fully stocked with medical and other supplies; 

4. Management arrangements regarding the organizational and administrative 

linkages to the provincial hospital developed.

Project outputs to program 3: 

• 1500 nurses; 

• 500 doctors; 

• Staff designated for management positions trained in rural healthcare system, 

process & procedures;

• Arrangement to attract and keep new and experienced medical staff in rural 

areas.

Objective of policy 1: 

• Access of rural citizens to healthcare has increased to 85%, up from 71%.

• Rural healthcare system has been strengthened with 3 operational and staffed 

hospitals and 20 operational and staffed community healthcare clinics.

Overall objective of priority 12: 91% of the citizens have access to healthcare.

Outcome of Program 1: 

• 3 provincial hospitals built and fully operational, ready to receive staff.

Outcome of Program 2: 

• 20 community healthcare centers built and fully operational, ready to receive 

staff.

• Administrative arrangements (procedures, processes, authorities, emergency 

care etc.) to link community centers to their parent hospital developed and 

approved.

Outcome of Program 3:

• Required medical, management and other staff have been allocated to the 

provincial hospitals and healthcare centers;

• Management staff is able to effectively administrate the rural healthcare system;

• Medical staff is more willing to accept longer term work in the rural areas.
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REGULATORY IMPACT 

ASSESSMENTS

69



How can we make draft policies better?

What does “better” mean?

• More effective (delivering the policy objective and goal)

• More efficient (reducing resource requirements)

• Fewer negative effects (don’t create problems elsewhere)

• More just (avoid unjust and unfair treatment of one group compared to 
another)

• More predictable (create stability with few needs for change)

• More coordinated (linking policy efforts of different ministries)

• More corruption proof (reduce opportunity for corruption)

• And so on….

 This means we need to think ahead about the impact of the 
draft policy
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Impact assessments

• Impact assessments are an important method to increase the 
quality of your policy proposals during policy development.

• These impact assessments are ex ante: we are trying to predict 
what the effects are of the policy once it is implemented. Based on 
what we learn, we can then improve our policy proposal or we can 
pick the most optimal policy option.

• We can try to determine the impact of a proposed policy on 
anything that you want to focus on: businesses, citizen groups, 
privacy, environment, etc. 

• We can also focus on the comparison of the cost of a policy option 
with the benefits for society if a policy option is implemented. This 
provides more detailed information for decision-makers.

71



What is a regulatory impact 

assessment?

• Regulatory impact analysis is a type of impact assessment 

• “RIA is a systemic approach to critically assessing the 

positive and negative effects of proposed and existing 

regulations and non-regulatory alternatives.” (OECD)

• It is a process with certain tools and methods that need to 

be applied during policy development or policy review. 

• There is not one way to do RIA properly. Every government 

decides for itself how it wants to organize RIA and what key 

activities and outputs come from the RIA process. But there 

are common elements.
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Spread of RIA practices across 

governments

• The foundation of RIA came in 1946 with the 
Administrative Procedure Act in the US. RIA was 
formalized in the USA during the 1970 for inflation 
impact assessment.

• Over time, this instrument was adopted by many 
countries within and outside the OECD with different 
applications and focus areas.

• The scope of RIA kept increasing and it is now often 
used to label a package of quality enhancing measures 
applied to regulatory efforts.

• The EU covers RIA in the “Better regulation” guideline 
and toolbox.
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(Regulatory) impact assessments 

resources

• There are many resources regarding RIA:

– http://rulemaking.worldbank.org/ria-documents

– http://www.oecd.org/gov/regulatory-

policy/ria.htm

– https://ec.europa.eu/info/law/law-making-

process/planning-and-proposing-law/impact-

assessments_en
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Ukraine legal framework

• Ukrainian legislation calls for RIA:

– Law of Ukraine on the ‘Principles of State Regulatory Policy 

in the Area of Economic Activity’

– Rules of Procedure of CABMIN in articles 50.1 and 52.3.5 

calls for an examination of regulatory impact.

– Annex 4,8 and 9 of the CABMIN rules of procedure also 

reference the RIA.

• However, in Ukraine RIA seems not to be used 

often (~3% of key legislation) 
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Why are RIAs used?

Why does government spend time, effort and cost on conducting RIA?

• Better policy development will increase the chance of better policy 
results;

• Centre of government may use RIA to check quality, impartiality etc, of 
policy proposals prepared by ministries (principal-agent issue);

• Centre of government may use RIA to push for policy alternatives;

• Centre of government may use RIA to push horizontal policy issues or 
special priority issues; 

• Government may use RIA to counter outside political pressure to  select 
an option; 

• Government may use RIA as a risk management tool to get information on 
what citizens, businesses etc., are impacted by proposed policy.

• Government may use RIA to signal improved policy development 
processes and decision-making to VK, citizens, EU and other international 
partners.
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Who conducts the RIA?

• RIA is conducted by the organization and the 
department preparing the policy options. 

• RIA aspects may need cooperation with other 
departments in the ministry or it may require 
cooperation with other ministries in case it is a 
cross-cutting policy issue. 

• The responsible organization /ministry may 
outsource parts of the RIA, but the overall 
responsibility remains with the ministry.
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Limitations on RIA use

• RIA processes take considerable effort to be 
completed and there may be limitations to its use 
despite its quality enhancing effects:

– Government staff trained and experienced in completing RIA 
processes and its key components may be limited in number;

– Outsourcing parts of RIA require funding that may not be 
available

– The overall time required for a full RIA may not be available. 

• For these reasons, governments often scale their RIA efforts 
with more extensive RIA processes used only for  key 
initiatives and simpler RIA approaches for more common use. 
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Requirements for organizing RIA

• To properly conduct RIA in a systematic, high-quality 
and consistent manner, requires a number things:

– An officially approved guideline for government on how 
and when to conduct a RIA, including specific guidance on 
the CBA and other techniques;

– Trained staff at the ministries who know how to conduct 
RIA in accordance with the guideline;

– Time and resources for the ministries to conduct RIA

– Centre of government institutions (SCMU) able to review 
submitted or requested RIA;

– A decision-making mechanism to decide on the results of 
the RIA to select particular a policy option.
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So what are common elements in RIA?

• Problem analysis

• Generation of options

• Stakeholder involvement

• Cost-benefit analysis or cost-effectiveness analysis

• Multi-criteria analysis

• Risk analysis

 This results in an evidence-based, thoroughly analyzed 
set of policy options with a preferred option for 
consideration by decision makers. 
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COST BENEFIT ANALYSIS
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What is cost-benefit analysis

• Cost-benefit analysis aims to compare the cost and the 
benefits from policy options to determine which policy 
option has the best ratio of benefits to cost. 

• Such comparison is relative to other policy options

• But it can also focus on one option, i.e. are the cost 
worth the benefits?

• It implicitly is also compared to other policy objectives 
as money spent on these policy options cannot be 
spent on other policies (opportunity costs)
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Typical cost-benefit analysis steps

1. Specify the set of options (which options are we comparing)

2. Decide whose costs and benefits count (which group do we focus on?)

3. Identify the impacts and select measurement indicators (what are the 
cost and benefit items and how do we measure?)

4. Predict the impacts over the life of the proposed regulation (what are 
the total number of cost and benefit items over time?)

5. Monetize (attach money values to) impacts (how much money do the 
cost and benefit items represent?)

6. Discount future costs and benefits to obtain present values (correct for 
future inflation and for opportunity cost)

7. Compute the net present value of each option (calculate the discounted 
NPV for each option)

8. Perform sensitivity analysis (adjust for uncertainty of future impact) 

9. Reach a conclusion (compare and decide on preferred option)
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Identifying costs and benefits

• In order to get an accurate assessment of the cost and 
benefits of a policy option, it is important to include as 
many cost and benefit items as possible.

• These include direct cost and benefits as well as 
indirect cost and benefits.

• Costs are not just financial costs but also time, effort, 
burden, missed opportunities, costs or negative effects 
to others, etc. Same applies to benefits.

• Many of these cost and benefit items will later need to 
be monetized as at this stage they may not have a 
monetary value. 
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How do you monetize items?

• For the CBA we try to express everything in monetary value in 

order to compare. However, not everything already has a 

monetary value attached. There are a number of solutions:

– Market prices (determine the market price of the cost or 

benefit)

– Shadow pricing (estimate the price if there is no market 

price)

– Willingness to pay or accept (WTP/WTA) (Ask what people 

are willing to pay to receive a benefit or to accept for a 

negative impact)
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Net present value formula

NPVx = (Bx₀-Cx₀) + (Bx₁ -Cx ₁) /(1+r)¹ + (Bx₂ -Cx₂) /(1+r)² +….+ (Bxt-Cxt)/(1+r)t

• NPVx = net present value of option X

• Bxt = the benefit of option X at time t  

• Cxt = the cost of option X at time t  

• r = the discount rate  

• t = the year  

• (Bxt-Cxt) = Net Social Benefit

• IF NPV > 0, then it can be considered for selection 
(benefits over time are bigger than the cost) 
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Example picture of net benefits over time
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• This picture has two policy 

options plotted

• Notice the different net benefit

levels from year to year.

• This represent different (B-C) 

values from year to year



Accommodating uncertainty

• Because we are projecting future cost and benefits, we 
are using certain assumptions. For example, we assume 
an inflation rate or we assume a benefit to have X value. 

• However, assumptions can be wrong and values can vary 
in reality. 

• In order to make our CBA more robust and honest, we 
conduct a sensitivity analysis.

• A sensitivity analysis shows how sensitive CBA results are 
to variation in variable values.

• It aims to show decision makers more likely CBA results 
or a range of CBA results.  
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Sensitivity analysis

There are a number of ways in which to conduct a 
sensitivity analysis:

• Worst/best case analysis: pick worst and best scores for 
cost, benefits and discount rates and recalculate NPV.

• Partial sensitivity: change one impact item value while 
keeping the others constant.

• Monte Carlo assessment: use a computerized 
mathematical model to vary all impact item values, 
create a probability distribution  and analyze results to 
determine probabilities of desired results.
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Common issues with CBA

• Distributional effects: The question of who bears the 
costs and who gets the benefits is central to the 
assessment of many proposals. BCA does not 
necessarily take account of distributional issues

• Quantification issues: Rarely will analysts be able to 
quantify all significant impacts and convert them into 
monetary terms. 

• Uncertainty: Data limitations will usually limit 
analytical precision.

• Learning effects: In addition to its greater data 
requirements, BCA requires a higher degree of 
analytical sophistication than other methods.
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Cost-effectiveness analysis

• Cost-effectiveness analysis is used if a CBA cannot be 
done because most important impact cannot be 
monetized. 

• It compares alternatives on the basis of the ratio of 
their costs and a single quantified, but not monetized, 
effectiveness measure, such as lives saved. 

• It is generally used in the area of health care. For 
example, the benefit measure may be quality-adjusted 
life-years (QALYs). A similar cost-effectiveness measure 
that is also used is disability-adjusted life years (DALYs). 
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MULTI-CRITERIA ANALYSIS
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What is multi-criteria analysis?

• Multi-criteria analysis is a method to compare 
different policy options on a number of criteria 
considered important to decision makers.

• This method allows a more systematic and 
structured way of comparing alternatives. 

• The result is a ranking of the policy options, with 
the highest ranked option scoring highest on 
most criteria.

• This method is often done in addition to a cost-
benefit analysis. 
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Two ways of scoring and comparing

1. Standard MCA: focuses on criteria performance scores 
whether ranked, scored or weighed. This method is easier 
and more straightforward to understand

2. The outranking method: focuses on ranking policy options 
by looking at the preferences of the decision-makers, as 
indicated by the weights assigned to the various criteria. 
– This method is non-compensatory, meaning that good 

performance on one criteria does not compensate for poor 
performance on another criteria. 

– This method is good for more complicated comparing of policy 
options, for example when political support or opposition for a 
particular criteria is significant and policy makers want to 
accommodate or avoid this. 
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Steps in a multi-criteria analysis

1. Establish the decision context. (What are the aims of the MCA?)

2. Identify the options (what options will you compare?)

3. Identify the criteria (what criteria will you use to compare the 
options?)

4. Describe the expected performance of each option against the 
criteria (how good is performance on the criteria?)

5. ‘Weighting’. Assign weights for each of the criteria to reflect their 
relative importance to the decision. 

6. Combine the weights and scores for each of the options to derive 
and overall value. 

7. Examine the results. 

8. Conduct a sensitivity analysis of the results to changes in scores 
or weights.
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Ranking, scoring and weighing

• In MCA you can choose to rank option 
performance on a criteria. For example, you can 
assign ++, +, +-, -, -- or 1 to 5 stars, etc.

• You can also choose to score them, for example 
on a scale of 0-100. Scoring allows you to do 
more accurately compare or even make 
composite scores.

• Weighting can be adopted in case some criteria 
are more important than others. 

• The outranking method requires scores and 
weights.
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Example MCA grid (standard, criteria 

performance-focused,  not scored and not 

weighted)
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This is quick to make but less easy to determine which is the best because there 

is no information on what criteria matter most and they are not comparable. 

Source: Multi-criteria  analysis:  a  Manual,  Department  for  Communities  and  Local Government, London, 2009



Example MCA grid (standard, scored and 

weighted)

The weighted scores make it easy to compare criteria and overall scores. Good scores on 
one criteria may compensate a mediocre score on another criteria. 
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Notice that the weights add up to 100. Weighted scores



Example MCA grid 

(outranking example)
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Source: EU better regulation toolbox tool 63



Outranking matrix
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=> 0.2+ 0.1 = 0.3 for AB

=> 0.1+ 0.3+ 0.3 = 0.7 for BA



Outranking results
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This table shows that the policy options ranking that corresponds best with the 

preferences of the decision-makers is combination BAC.  

This means that option B > option A > option C.



Sensitivity analysis

• For MCA you can also test the sensitivity of 
results to variation in criteria performance.

• Both very high and very low sensitivity may be 
a reason to further explore why this is:

– Too high sensitivity may indicate that some criteria 
are too unpredictable resulting in unclear policy 
results.

– Too low sensitivity may indicate that you MCA 
model is not measuring the right things or that it 
is not sensitive enough.
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RISK MANAGEMENT
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Why include risk management in the 

implementation plan?
• Things go wrong!

• It is common for implementation processes to run into difficulties that impact 
implementation with delays, cost over-runs or even the complete halting of an 
implementation process.

• It is unrealistic to assume the best circumstances will occur when 
implementing a particular policy and therefore not spend effort on risk 
management.

• It is equally unrealistic to just assume that risks if they occur will “somehow 
be managed”. Maybe the negative impacts can be managed but this will cost 
time, money and effort whereas with a plan the risk might have been avoided. 

• Good planning requires that some thought has been put into anticipating 
where things might go wrong and how to respond in such a case. This will be 
done not only at the implementation planning phase but also during actual 
implementation. This increases the chance of successful implementation.
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What are risks?

• Risks are potential developments that may hinder or 
stop or otherwise have a negative effect on the 
implementation of policy. 

• Risks can come from outside developments, but they 
may also occur due to internal issues or as a result of 
decisions.

• Risks have not actually happened yet: they may or may 
not happen. If they happen, they may have different 
levels of negative impact.

• Risk = likelihood of occurring x severity of impact
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Risk management elements

Risk management covers a number of steps:
1. Identifying risks: reviewing the implementation approach, work 

breakdown structure and other implementation plan documents 
might uncover risks where things might not proceed as planned.

2. Risk impact determination: or each risk, what is the impact on the 
implementation process? What are the consequences if this risk 
actually materializes?

3. Risk likelihood determination: how likely is it that a risk emerges? Is 
it probable? Remote? 

4. Risk assessment: combining impact and likelihood for each risk to 
generate a risk matrix;

5. Risk mitigation planning: can we avoid the emergence of the risk 
altogether by doing something? Or can we limit the impact if the risk 
emerges by taking measures? What are those measures?
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Identifying risks

There are many ways to identify risks, although it is not easy to 
be comprehensive:

• Risk breakdown structure: this takes the WBS and examines for every activity what may 
go wrong there.

• Broad scope mnemonic methods for brainstorming, such as PESTLE: 
– Political - What are the political factors that are likely to affect the business?

– Economic - What are the economic factors that will affect the business?

– Sociological - What cultural aspects likely to affect the business?

– Technological - What technological changes that may affect the business?

– Legal - What current and impending legislation that will affect the business?

– Environmental- What are the environmental considerations that may affect the 
business?

• Talking to implementation experts: implementation experts may know what commonly 
goes wrong or where design weaknesses are.

• Learning from similar previous programs: try to understand and prevent what went 
wrong before. 
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Risk likelihood varies 

• Not all risks are equally likely to happen. A range could 
include:
– Rare

– Unlikely

– Possible

– Likely

– Almost certain

• Risk likelihood is an estimation of the chance that something 
may or may not happen. It is not possible to predict the 
future, but we can categorize these broadly.

• Experienced staff who have handled similar projects or 
programs may be a source of decent estimations, but best to 
use a mixed group to get estimations to reduce bias.
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Risks have different levels of impact

• Not all risks will have the same impact when they occur. A 
range could include:

– Insignificant

– Minor

– Moderate

– Major

– Catastrophic

• Other ranges are possible, also quantified ranges

• For each risk we have to categorize what impact the risk 
would have on the implementation of the policy.

• Categorizing can be done with qualitative analysis or in case 
of complicated or high-stakes policies and projects with 
quantified methods.
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Mapping risk in a risk matrix

• Identified risks (blue dots) are 
plotted into the matrix (3x3 
here)

• Risks in the green area are not a 
serious threat to the 
implementation process. 

• Risks in yellow are in practical 
terms the biggest threats as 
these can significantly affect the 
implementation efforts. These 
risks need to be carefully 
managed and contingency plans 
need to be put in place. 

• Risks in red are such great 
threats that this might require 
the redesigning of the 
implementation plan or the 
implementation approach. These 
risks might represent fatal flaws 
in the implementation design. 
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Risk mitigation measures

• Rather than just waiting passively for a risk to materialize or 
not, we can adopt measures to reduce our exposure to risk. 
We can attempt to:

– Risk acceptance: decide to take the negative impact of the 
risk if it occurs

– Risk transfer: ensure we don’t take the risk if it occurs, but 
rather somebody else or some other organization 

– Risk limitation: try to reduce exposure to the risk, either 
by reducing its likelihood or its impact

– Risk avoidance: ensure the risk is eliminated, the risk 
never triggers.
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Some risk mitigation methods

• Risk transferring: using contractors, contracting out to other 
organizations, outsourcing to different levels of government, 
outsourcing to the private sector.

• Risk limitation: standardization, contingency planning, risk 
buffering, performance monitoring, coordination and control 
methods, reducing (political) decision moments, earmarked 
budgets. 

• Risk avoidance: redesign of the implementation plan, canceling the 
policy, changing the policy content to bypass the issue, specific 
measures to eliminate a particular risk.

 These are just some generic examples of risk mitigation. Many 
more exist depending on the particulars of the policy and its 
associated risks.
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THE END!
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