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Health Systems Research, Policy and Practice: The case of the 
Lao National Drug Policy 

 
 
Session time 
and venue 

Tuesday, 1400-1530 (Geneva - Stravinsky) 

Session organizer Göran Tomson, Professor, Division of Global Health (IHCAR), Karolinska 
Institutet, Sweden 

Objectives How a minister uses research evidence for strategic decisions. Real 
world health systems research processes in a low-income country. The 
usefulness of combining qualitative methods and interventions using 
cluster randomised control trials. 

Description The Lao Minister of Health has agreed to present how health systems 
research has assisted him in decision-making in the area of 
pharmaceuticals and health systems development. The Director if 
National Institute of Public Health, who has coordinated health systems 
research development together with collaborators from Karolinska 
Institutet, will complement with experiences from the research field. We 
suggest that the presentations are followed by a general discussion. 

In late 2004 WHO issued the World report on knowledge for better 
health where the use of HSR in the development and implementation of 
the Lao NDP was described as one of two international examples. The 
expeditious development of this policy emphasized using the country's 
trained manpower and both public and private sector health system 
building blocks were included. 

Aims of the policy included access as well as rational use of drugs of 
good quality. The involvement of researchers in policy and policy-
makers in research is little studied globally. In a long term collaboration 
between NIOPH/MoH Lao PDR and Karolinska Institutet representatives 
from these two constituencies prioritized topics and were trained in 
health systems research using modern learning principles. As 80% of 
medicines were provided without prescriptions by mushrooming private 
pharmacies performance measurements were developed and regulatory 
interventions evaluated in cluster randomized trials showing statistically 
significant improvements in service quality from very low levels. The 
results influenced policies regarding private sector. Public hospital 
performance is rarely studied in resource poor settings. The impact of 
audit-feed back systems using Drug Therapeutic Committees and 
Standard Treatment Guidelines showed significant improvements of 
service quality for malaria and pneumonia in another randomized 
controlled trial. Follow up studies were done on performance 
improvements using quasi experimental designs.  

Overall DTCs have been shown to work successfully in Laos. Although 
implementing change is challenging in any health system, a number of 
new insurance systems have been introduced in Laos to protect the poor 
from catastrophic health expenditure. A recent study has shown that the 
new schemes seem to result in more rational use of drugs and more 
appropriate treatment according to treatment guidelines. Specifically 
health systems response to sexually transmitted diseases have been 
studied showing that most were managed through private sector 
pharmacies and with low quality of services  
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The relationship between research and policy-making was studied with 
qualitative methods. Major barriers included researchers lack of 
mechanisms to influence policy and major needs in development of 
communication between researchers and policy-makers. Contextual 
factors in terms of "user pull" and "producer push" mechanisms will be 
presented as well as processes towards more integrated efforts. 
Concrete examples will include updates on how HSR results influence 
policy decisions in Real World. 

  

Title HSR in decision-making 

Presenter Ponmek Dalaloy 

  

Title HSR for problem identification in development of the National 
Drug Policy 

Presenter Bounfeng Phoumalayasith 

  

Title Capacity development for HSR 

Presenter Boungnong Boupha 

  

Title Methods in capacity development 

Presenter Rolf Wahlström 

  

Title Research training – the sandwich model 

Presenter Sengchanh Kounnavong 

  

Title Models for Evidence Informed Policies – Reflections for the 
future 

Presenter Göran Tomson 



8. 

The political economy of financing and redistribution in mixed public
private health systems that achieve universal coverage 

 
 
Session time 
and venue 

Tuesday, 1400-1530 (Zürich - Miles Davis) 

Session organizer Ravindra Rannan-Eliya, Director and Fellow, Institute for Health Policy, 
Sri Lanka 

Overview Poor countries are constrained in their ability to mobilize public 
financing. Unable to afford to publicly finance the bulk of healthcare 
services for all their population, they must accept a high level of out-of-
pocket payments. This is an important constraint to achieving universal 
coverage. 

However, there are a small number of economies, with superior health 
outcomes, that are able to achieve universal coverage despite a mixed 
system involving modest levels of tax financing and significant out-of-
pocket spending. Whilst they should be of interest to developing 
economies, their apparent contradictions and out-of-pocket spending 
have discouraged emulation. 

This session presents recent work on the distribution of healthcare 
payments and government subsidies in three of these - Sri Lanka, 
Malaysia and Hong Kong. Analysis of the redistributive characteristics of 
these systems reveals how improving coverage might be difficult 
without substantial increases in public financing that governments are 
not willing to commit. At the same time, their current configurations 
might be optimal given the political economy implications of current 
spending distributions.  

The findings help explain why paradoxically calls for reform in these 
systems are frequent, and yet major improvements are difficult to 
envisage. A senior policy-maker from Hong Kong (Gabriel Leung, Under 
Secretary for Health) and from Sri Lanka (TBC) then discuss the findings 
and the challenges this poses for government. 

By providing an insight into their dilemmas, the session will shed light 
on why these mixed systems should be given more attention than is the 
case as models for expanding coverage in developing countries. 

  

Presenter Ravindra Rannan-Eliya 

Overview Sri Lanka is a lower-middle income economy, with total health 
expenditure of 4.2% of GDP, of which half is financing from general 
revenue taxation, and half from private payments, most of which is out-
of-pocket. Despite this, it achieves levels of healthcare service coverage 
comparable to some developed countries, with corresponding health 
outcomes. Using benefit incidence analysis and analysis of progressivity 
of, and a mix of household survey data and health accounts, the 
distribution of healthcare payments in Sri Lanka is examined. 

The incidence of government healthcare subsidies is marginally 
pro-poor. At the same time, household tax contributions are very 
progressive, with the richest decile paying more than 11 times the per 
capita amounts that those in the poorest decile do. Consequently, the 
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government healthcare system is strongly redistributive, with 90% of 
the population receiving more in healthcare subsidies than they pay in 
taxes. Analysis over several years shows that these patterns have been 
quite stable. 

Sri Lanka's policy debate is perennially occupied by calls for changes in 
the current financing system so as to move towards either greater 
private financing or introduction of social insurance. However, despite 
policy-makers frequent interest in such changes, proposals are never 
implemented. The empirical results suggest that the distributions of 
financing and delivery explain much of this stability. At the same time, 
none of the alternatives, such as private or social health insurance 
would be able to improve access without increasing the financial burden 
on middle-income households. 

  

Presenter Yiu Kei Tin 

Overview This uses standard methods for health equity analysis to examine the 
distributional characteristics of Hong Kong's mixed public-private health 
system. Then combining results from the financing and spending 
analyses, we identify the net redistribution achieved through public 
spending on health care, compare the income-related inequality and 
inequity of public and private care and measure horizontal inequity in 
health-care delivery overall. The Hong Kong SAR, China, is a high-
income economy, which differs from the other two cases by being 
almost exclusively urban, but with a level of health expenditure that is 
not much higher, at 5% of GDP. 

Payments for public care are highly concentrated on the better-off 
whereas benefits are pro-poor. As a consequence, public health care 
effects significant net redistribution from the rich to the poor. Public 
care is skewed towards the poor in part not only because of allocation 
according to need but also because the rich opt out of the public sector 
and consume most of the private care. Overall, there is horizontal 
inequity favouring the rich in general outpatient care and (very 
marginally) inpatient care. Pro-rich bias in the distribution of private 
care outweighs the pro-poor bias of public care. A lesser role for private 
finance may improve horizontal equity of utilization but would also 
reduce the degree of net redistribution through the public sector. 
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Presenter Chiu Wan Ng 

Overview Malaysia is an upper-middle income economy, richer than Sri Lanka, but 
poorer than Hong Kong. Like Sri Lanka it spends close to 4% of GDP on 
healthcare, and half of this is from private sources. Overall its spending 
patterns appear to be in-between the two cases, with a higher share of 
its private expenditures from third-party payment schemes than is the 
case in Sri Lanka. 

Using similar methods, when the distribution of healthcare payments are 
examined, these are found to be again midway between the two other 
cases. Public expenditures are more pro-poor than in Sri Lanka, and 
overall risk protection is better, but performance is not as good as in 
Hong Kong. However, the incidence of tax payments is less progressive 
than in Sri Lanka. These differences appear to be related to Malaysia's 
more developed economy, and suggest that the three cases lie on a 
continuum, with their position determined by the level of economic 
development.  

Similar to other two cases, it is found that the bottom seven deciles of 
the population are net beneficiaries of the government healthcare 
system, receiving more in subsidized care than they pay in taxes. This 
helps explain why Malaysians have been reluctant to envisage major 
changes to the healthcare system.  

At the current time, Malaysia is actively considering major changes to 
healthcare financing, including possibly introducing social health 
insurance. The findings point to several issues that must be resolved if 
these are to be realized, as well as important constraints to reform. 
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Do we need an international collaboration for synthesizing health 
system evidence? 

 
 
Session time 
and venue 

Tuesday, 1400-1530 (Vaud) 

Session organizer John-Arne Røttingen 

Overview Health system policy-makers and managers routinely face difficult 
decisions around improving health and promoting equity. They must 
consider complex questions about effective strategies for organizing the 
overall health system and about designing and implementing or 
changing and improving specific policy and programme options. For 
instance, does contracting out services to the private sector improve 
access to health care? How could the health system best retain trained 
health care providers in underserved areas? Do conditional cash 
transfers improve the uptake of health interventions? 

These questions have a high relevance to many low- and middle-income 
countries (LMICs). But how can scientific evidence – often difficult to 
find, unclear in its implications, and seemingly shifting from one year to 
the next – inform the answers to these questions? Similar challenges in 
clinical medicine have been addressed by the Cochrane Collaboration – 
an organization dedicated to helping healthcare providers, policy-
makers, patients, their advocates and carers, make well-informed 
decisions about human health care by preparing, updating and 
promoting the accessibility of Cochrane Reviews which are both 
produced by, and are relevant to, everyone interested in the effects of 
health care. 

The field of health systems research (HSR) may also benefit from a 
similar international collaboration for synthesizing health systems 
evidence. The collaboration could support the synthesizing and 
translating of health systems knowledge, as well as support the 
identifying of research gaps and the setting of research agendas for 
both primary and secondary research. 

The Alliance initiated discussions on this subject back in 2009, at 
session during the Global Forum for Health Research meeting in Havana, 
Cuba. Thereafter, the Alliance led an open consultation process and 
organized an expert working group meeting to further explore 
possibilities in this field. 

The Alliance will present its preliminary conclusions and 
recommendations. 

Speakers Fatimata Moussa - Chair 

John-Arne Røttingen - Lead presenter 

Tracey Koehlmoos - Discussant 

Chris Henshall - Discussant 

Tariq Bajwa - Comments by policy-maker 

 



12. 

Experiences of participatory action research in building people centred 
systems and approaches to universal coverage 

 
 
Session time 
and venue 

Tuesday, 1400-1530 (Zug) 

Session organizer Rene Loewenson, Director, Training and Research Support Centre, 
Zimbabwe 

Overview Knowledge is necessary, but not sufficient, for achieving universal 
coverage. The systematic processes that produce marginalisation and 
inequality also need to be challenged. Health systems are complex 
social systems that reflect and affect social values, and that may 
exacerbate or reduce inequity. The production and use of knowledge 
informs public health policy, but also influences the political processes 
that shape policy and intervention. Participatory action research (PAR) 
has possibilities of making a more direct connection between the public 
actors and political forces that shape public policy. It involves the 
participation of citizens in the production of evidence, strengthens 
legitimacy of research findings and may be an entry point to generate 
action. As with other areas of research, it has limitations and challenges.  

This session reviews experiences with PAR on health systems different 
contexts, i.e. Latin America, Africa, Asia and North America. In a 
roundtable, the case studies from the four regions will be presented and 
discussed to examine and reflect on: 

- The shared learning on health systems derived from PAR 

- The methods used and their application in health systems research 
and policy change 

- Why community evidence is often not sought or heard, and how 
strengthening the possibility for this is associated with social 
empowerment 

- The knowledge generated, its relevance, legitimacy, uniqueness and 
generalisability  

- The knowledge dissemination and the conditions for national policy 
uptake of knowledge generated from PAR.  

The session convenors will draw the major conclusions of the session, as 
outlined in the final intervention. 

  

Title Participatory approaches to HSR in Guatemala: Engaging citizens 
and front line health workers to influence health policy 

Presenter Walter Flores 

Overview In Latin America, the intervention draws from Guatemala, a country 
facing historic social exclusion that has experienced a long civil war 
characterized by brutal repression and gross violation of human rights, 
with a negative impact on society. Although the conflict ended in 1996, 
the effects of historic exclusion and civil conflict are reflected in 
inequitable access to health care and other social services, particularly 
for the indigenous population living in rural areas. The country has been 
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implementing social reforms, but the benefits are concentrated in large 
urban areas and better-off populations. In this context, a civil society 
coalition (community based organizations, non-governmental 
organizations and a research centre) have implemented a systematic 
process based on participatory action research aiming to: 

a) Assess the capacity of the public health network to ensure basic 
health care services to population living in rural municipalities 

b) Monitoring the implementation of public health policies at municipal 
level 

c) Strengthening citizen's voice in those public spaces where public 
policies and resource allocation is being decided.  

Through this, citizens from rural municipalities have developed skills to 
carry-out rapid assessment of availability of essential drugs, medical 
equipment and other supplies. Reports have been produced and 
presented to municipal authorities. Citizens have also gained 
understanding of the laws related to health and social participation in 
public policy and have brought specific demands to public decision-
making spaces. Rural citizens have elicited evidence around health 
systems issues, have brought the findings to decision-making and have 
been able to influence changes around allocation of resources and other 
public policy relevant measures. The participatory action research 
process has also contributed to enhancing citizens' self confidence and 
the trust between public institutions and citizens. The latter is highly 
relevant for a society that is in need of reconstructing its social fabric. 

  

Title Participatory approaches to HSR in Maharashtra, India through 
community based monitoring of health services 

Presenter Abhay Shukla 

Overview Community monitoring of health services was initiated in 35 districts of 
nine states of India in 2007, under the National Rural Health Mission. 
This process enables community members to regularly collect 
information to provide feedback about their health care experiences. 
Experiences from the state of Maharashtra will be presented to 
demonstrate how this can improve public health services while building 
community capacity and accountability.  

This process is financially and operationally supported by the 
government, but led by networked civil society organizations from 
national to block levels. It is being implemented in over 500 villages 
spread over 24 blocks in five districts of Maharashtra state. Community 
awareness about health entitlements has been generated by village 
meetings, health rights posters and training of community activists. 
Multi-stakeholder monitoring committees have been formed at various 
levels with community members, NGO representatives, political leaders 
and public health staff. Committee members collect information about 
health experiences using semi-quantitative tools, and rate these through 
publicly displayed score cards, each service being rated as good, partly 
satisfactory or bad. Public hearings with mass participation are 
organized at Primary Health centre and District levels, where this 
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information and cases of denial of health care are presented, public 
health officials respond and expert panellists recommend remedial 
actions. These events are widely publicized by the media. Three rounds 
of collection of information and grading of services have taken place 
between mid- 2008 and end-2009. Over this period, the proportion of 
'good' services has increased from 48 to 66% while services rated as 
'bad' have declined from 25% to 14%. In many areas, attendance by 
field staff and doctors has improved, corrupt practices have fallen and 
provider behaviour and specific services have improved. This framework 
for community based use of evidence for accountability has shown 
potential to substantially improve public health systems. 

  

Title Participatory research towards strengthening people centred 
health systems in east and southern Africa 

Presenter Rene Loewenson / A Baba / A Ryklief / C Mbwili 

Overview A programme of participatory action research was carried out in 15 
district sites in nine countries in east and southern Africa between 2007 
and 2009, with links across sites to build a learning network in 
EQUINET. The sites explored different dimensions of the functioning of 
health systems at the interface between communities and services, 
generating local action, while the learning network provided a means for 
meta-analysis of the common learning across sites. Selected case 
studies from this participatory action research work will be outlined as 
examples, including  

On determinants within communities: from DRC (A Baba, IPASC), on 
the facilitators and barriers to AIDS treatment uptake in a remote area, 
where participatory approaches raised and triggered action on barriers. 
The common learning from PAR sites in Kenya, Malawi and Uganda is 
also reviewed.  

To explore coherence and dissonance between communities and health 
systems: A case study of PAR on community health approaches to 
mental health in Nairobi Kenya (C Othieno, U Nairobi) is presented to 
explores how participatory inquiry exposed and addressed differences 
between communities and health workers in perceptions of the problems 
and solutions needed for community based mental health  

Finally, to explore how participatory action research strengthens voice 
for primary care level health workers in the organization and design of 
services, through reviewing and strengthening mechanisms for dialogue 
on planning and budgeting at primary care level in Zambia (C Mbwili, 
Lusaka District Health Team), and through producing and using 
evidence on buried occupational health issues faced by primary care 
health workers in South Africa (A Ryklief, IHRG).  

The studies as a group were reviewed through the learning network in 
September 2009 and the conclusions drawn on the methods and the 
learning on health systems is presented. 
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Title Participatory approaches to HSR in Canada: Affecting health 
services change 

Presenter Maija Kagis 

Overview Participatory research was used within the community health centres 
providing comprehensive primary health care to populations in each of 
the ten provinces of Canada, born after the introduction of Canada's 
publicly funded universal health care system. All are governed by groups 
of citizens, elected from the community, and must meet standards set 
by the province. Many are located in urban neighbourhoods with large 
aboriginal and immigrant populations. In order to improve services, 
many health centres have involved their populations in research 
activities, in analysing information from the community; presenting that 
information to decision makers and ensuring incorporation of 
information into health practices and programmes. These processes are 
ongoing. The intervention will describe successes and failures in 
particular health centres; examine/analyse some of the reasons behind 
these, and attempt to understand the processes by which citizens can 
act more fully to ensure active participation in health services that affect 
their lives. We will also present some of the facilitating policy steps that 
could be taken in order to improve capacity for participation. 

Title Convening the session 

Convenors Walter Flores / Abhay Shukla / Rene Loewenson 

Overview The session convenors will draw the major conclusions of the session, 
and comment on them in relation to documented global experience and 
learning on participatory research, including their power in raising the 
social visibility of community health experience; producing new evidence 
on risk -health relationships; motivating new areas of scientific inquiry; 
facilitating control over information in the social groups affected by 
health problems and strengthening their ability to negotiate and claim 
health entitlements. The role of 'intermediary' organizations (including 
nongovernmental organizations and researchers) will be examined, for 
the extent to which they ensure that enabled community members are 
the central actors in the process of generating and using community 
evidence. It will conclude with implications for future participatory 
research on health systems, and for health systems research generally. 
It will draw conclusions on the role, generalisability, legitimacy and 
wider relevance of community evidence as a form of 'knowledge' for 
health systems development, and specifically for the global initiative on 
health systems research, particularly in settings of low resources and 
high health need. 

 
 



16. 

Discrete choice experiments in health policymaking in low and 
middleincome countries 

 
 
Session time 
and venue 

Tuesday, 1400-1530 (Appenzell) 

Session organizer Margaret E. Kruk, Assistant Professor, Columbia University Mailman 
School of Public Health, United States 

Objectives 1. To understand the origins and application of discrete choice 
experiments or other stated preference methods (e.g., human 
resource planning, increasing utilization of essential health services, 
etc.) in health system research and health priority setting. 

2. To identify best practices in research design, implementation, and 
analysis of discrete choice experiments. 

3. To understand the limitations of discrete choice experiments. 

4. To formulate health systems and policy questions that would benefit 
from the use of discrete choice experiments. 

5. To discuss how those could be validated in the context of real-world 
health system scale-up. 

Description Health care providers and consumers alike have opinions and 
preferences regarding the organization and delivery of health care 
services. These preferences shape their decisions and actions. Health 
workers select rural or urban postings, whether to work in the public or 
the private sector, and what specialty training to undertake. Health care 
consumers and populations, on the other hand, decide whether to seek 
care from the formal or informal sector, whether to deliver a baby at 
home or in the nearby clinic, and whether to adhere to a prescribed 
treatment regimen. These decisions, in turn, affect health outcomes. 
While the preferences of health workers and consumers have been 
incorporated in health system research and planning in high-income 
countries, they have been understudied in low- and middle-income 
settings. Yet variations in utilization of health services and large 
differentials in uptake of rural and urban posts by health workers are 
likely to be strongly influenced by preferences. In light of this and the 
urgent need to expand access to quality health care in low- and middle-
income countries, policies to improve or expand services and improve 
geographic distribution of health workers, for example, must be 
designed in a way that recognizes the nature and extent of these 
preferences. One method for eliciting the underlying preferences for 
goods and services, including health care, is discrete choice experiments 
(DCEs). Discrete choice experiments consist of a series of hypothetical 
scenarios presenting a choice of two or more alternatives (e.g. type of 
health service, job description) to respondents. The scenarios comprise 
key attributes of the options under consideration (e.g., cost, provider, 
type of facility, waiting time). Individuals’ choices are used to estimate 
the relative importance of the attributes in the decision-making process. 
Researchers can also simulate the uptake of particular services under 
different policy scenarios. For policymakers, the results of DCEs can 
quantify the importance of specific aspects of the organization and 
delivery of health care and thus assist in prioritizing future health 
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system investments in accordance with underlying consumer 
preferences. Discrete choice experiments are relatively inexpensive to 
field and can be used to derive information about policy options not 
previously tried. This session focuses on the design and use of discrete 
choice experiments to inform health policymaking. The analytical basis 
of this approach to informing policy, and recent field work in a number 
of low- and middle-income countries in which a number of DCEs have 
been undertaken will be presented. The session also includes a 
discussion of the link from field-based evidence to policy-making, and 
the design of next-generation field experiments to empirically validate 
the results of DCEs. The presenters in this session have conducted DCEs 
in Tanzania, South Africa, Thailand, Ethiopia, Liberia, Ghana, Zambia, 
Kenya, and Brazil, often in conjunction with policy-makers from 
Ministries of Health. The discussion will engage the audience in 
commenting on/critiquing the DCE approach and in proposing new 
applications in health systems research and priority setting in low- and 
middle-income countries. 

  

Title Introduction to theory and use of DCE in health systems 
research 

Presenter Margaret E. Kruk 

  

Title Use of DCEs for health policy-making 

Presenter Kara Hanson 

  

Title Issues in designing and implementing a DCE in low-income 
contexts 

Presenter Mylene Lagarde 

  

Title Issues in analysis and modelling of DCE data 

Presenter Duane Blaauw 

Overview  

  

Title DCE in health care financing policy in Brazil 

Presenter Edson Araujo 

 



18. 

Social franchising and private sector engagement at scale: Experiences 
in clinical service delivery in developing countries 

 
 
Session time 
and venue 

Tuesday, 1400-1530 (Basel) 

Session organizer Dominic Montagu, Professor, UCSF / Global Health Group, United States 

Overview Since 1990 Social Franchises have grown from a rare and uncertain 
innovation for distributing clinical family planning services to poor 
women in Pakistan, into a fully formed system for assuring access, 
quality assurance, and widespread availability to low-income households 
for everything from safe delivery services, to tuberculosis diagnosis and 
care, and treatment for malaria, AIDS, and many other diseases. 

Social franchising offers an increasingly well-proven way to provide 
cost-effective subsidies for services considered to be public health 
priorities. As the number of large social franchises have grown, so too 
have the number of clinics covered, the number of diseases treated, and 
the number - now in the millions - of patients treated around the world 
through branded, trained, franchisees. 

A panel of experts in the field will briefly present findings from studies in 
multiple settings (4 x 10 minutes) and then in a panel format discuss 
the impact, effectiveness, and potential for continued expansion of this 
platform based on 20 years of experience in the field. 

  

Title A balanced evaluation of family planning services: How do social 
franchises compare on quality, cost and access? 

Presenter Nirali Shah 

Overview Background: Addressing the great unmet need in family planning 
services worldwide has resulted in a variety of different service provision 
mechanisms within small localities. As policy-makers in developing 
countries look to extend, improve and assess their family planning and 
reproductive health services an effective method to assess health 
programs using available data is important. We propose a novel tool and 
framework to evaluate service provision on efficiency, quality and 
equity, and apply it to compare social franchises, government, NGO and 
other private provision of family planning services. 

Methods: Facility and exit interview data from surveys in Ethiopia and 
Pakistan of 1718 facilities and 19801 clients from private, public, NGO 
and social franchised clinics were analysed. A quality score was 
generated using factor analysis, and equity assessed using income and 
asset data of clients. Facility efficiency, equity and quality were 
normalized, and plotted for each type of facility in each country. 

Results: Three summary data points for each of the four facility types in 
the two countries were plotted. The resulting radar diagram offers 
policy-makers a visual tool to assess the quality, social equity and cost 
of family planning services. The tool is illustrated through case studies 
in Ethiopia and Pakistan, comparing social franchises, non-franchised 
private providers, NGO providers and government providers on these 
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three factors. Our analyses show that social franchises perform 

consistently high on quality of care, while government facilities provide 
the greatest access for the poor. 

Conclusion: Efficiency of social franchises lags behind that of NGO and 
private providers, accentuating the trade-off between cost and quality of 
care, which often faces public stewards of health systems. 

  

Title A conceptual framework for costing the work of a social 
franchise 

Presenter David Bishai 

Overview Summary of current and recent operations research on social 
franchising by Marie Stopes International, focusing particularly on 
quality, incentives, and supporting franchisees to increase volume. 

  

Title PSI's framework for social franchising 

Presenter Kim Longfield 

Overview Summary of recent and ongoing research on social franchises around 
the world being conducted by Population Services International. Studies 
included cover GreenStar in Pakistan and Sun Quality Health in 
Myanmar, and focus on cost effectiveness and health impacts of social 
franchises. 

  

Title MSI's Bluestar Franchise: Lessons learned from nine social 
franchise networks 

Presenter Tania Boler 
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How Canada’s Global Health Research Initiative (GHRI) promotes 
evidenceinformed decisionmaking 

 
 
Session time 
and venue 

Tuesday, 1400-1530 (Bern) 

Session organizer Carol Clemenhagen, Program Leader, Global Health Research Initiative 
(GHRI), Canada 

Objectives At the end of the presentation participants will be able to: 

- Describe the GHRI model and its approach to knowledge translation 
and exchange (KTE) 

- Identify other KTE strategies currently in use in global health 
research  

- Share experiences, lessons learned and best practices with other 
participants 

Overview In recent years, the contribution of global health research to the 
achievement of the health-related Millennium Development Goals has 
received increased attention. The need to increase the use of research 
evidence by decision-makers has been identified as one of the building 
blocks for progress in strengthening health systems. The literature on 
knowledge translation and exchange (KTE) is unanimous: it is essential 
to involve decision-makers as early as possible in the research process 
and to develop effective strategies to enhance their skills for using 
research results in decision-making. 

The Global Health Research Initiative (GHRI) is a collaborative research 
funding partnership of the Canadian Institutes of Health Research, the 
Canadian International Development Agency, Health Canada, the 
International Development Research Centre and the Public Health 
Agency of Canada. GHRI funds global health research projects through a 
competitive grants process. 

To increase the likelihood that research influences policy, GHRI uses 
multiple strategies during granting and research processes. GHRI 
requires that merit review committees be composed of researchers and 
decision-makers. In addition, funded teams can be awarded 
supplementary grants focused on improving KTE capacity at the 
institutional level and on reinforcing opportunities to influence policy. 
Active involvement of decision-makers in project teams is advocated 
and a KTE component must be included in proposals submitted for 
funding. The underlying assumptions are that if decision-makers have a 
say in selecting proposals to be funded and participate in research 
throughout the project life cycle, they will make greater use of research 
evidence. This involvement fosters better alignment of research projects 
with decision-makers’ priorities, creates opportunities for integrating 
their views, fosters linkages between the research and decision-making 
communities and builds capacity to better work together and 
understand each other’s needs.  

GHRI evaluation pays particular attention to documenting innovative 
KTE approaches used by projects and to facilitating use of research 
findings by decision-makers. The availability of high quality evaluation 
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results helps decision-makers make decisions with reliable evidence. 
GHRI conducts evaluation at three levels: 1) GHRI overall, 2) program 
level, and 3) project level. Level 3 relies on individual projects 
evaluation plans. The GHRI evaluation strategy addresses levels 1 and 2 
and uses mixed evaluation methods based on performance monitoring 
of decision-related indicators; case studies; focus group discussions and 
in-depth interviews with key stakeholders, including decision-makers; 
and review of repositories, web-based resources and literature. GHRI 
relies on multiple channels to communicate evaluation findings including 
reports, presentations and posters, and peer-reviewed articles. 

KTE is a key component of the GHRI research model. Lessons learned 
and best practices are documented and shared to advance knowledge, 
including insights on the validity of GHRI KTE assumptions.  

As an introduction to the session, presenters from the GHRI staff and 
partners will highlight key aspects of the GHRI approach. The session 
will then turn into a knowledge exchange format as the organizer opens 
up the debate for participants to interact and share experiences, lessons 
learned and best practices. 

  

Title KTE experiences of the Teasdale-Corti Research Partnership 
Program 

Presenter Ibrahim Daibes 
  

Title Developing a pediatric pain community of practice among seven 
hospitals in North-eastern Thailand 

Presenter Allen Finley and Somboon Thienthong 
  

Title Building the foundation for evidence-informed health policy in 
the Middle East and North Africa region: Achievements and plans 

Presenter Fadi El-Jardali 
  

Title Knowledge translation strategies to strengthen health systems: 
the case of the Africa Health Systems Initiative 

Presenter Robert Geneau 
  

Title Strengthening human resources for health through simplified 
clinical tools and educational outreach in Malawi 

Presenter Alexandra Martiniuk 
  

Title GHRI Evaluation Strategy 

Presenter Nafissatou Diop 
 



22. 

Beyond the Health System and recognizing reality — researching in the 
vacuum beyond the end of the road lessons from experience of the 

poorest communities 
 
 
Session time 
and venue 

Tuesday, 1400-1530 (Fribourg) 

Session organizer David Molyneux, Emeritus Professor and Senior Professorial Fellow, 
Liverpool School of Tropical Medicine, United Kingdom 

Overview The neglected tropical diseases have acquired higher prominence in 
recent years as causes of poverty and as a priority for interventions as 
there are proven strategies which produce improvements in both 
disease specific outcomes but also significant developmental gains. 
There are many examples of successful programmes articulated in the 
literature and whilst the interventions are disease specific the 
relationship with the health system is critical and less well understood. 
The proposed session will bring together 5 speakers with extensive 
experience of various aspects of tropical disease research and control 
relevant to Health Systems. 

  

Title Community Directed Interventions - the impact beyond the end 
of the road - where there is no health system delivery, drugs 
supply, sustainability and capacity building 

Presenter Uche Amazigo 

Overview Community Directed Interventions-the impact beyond the end of the 
road-access to drugs where there is no formal health system, drug 
supply chain. Development of sustainable ivermectin delivery and 
capacity building. The example of the African Programme for 
Onchocerciasis Control. 

Working in 19 countries in Africa training 120,000 community 
deliverers, reaching 56 million people per year. Lessons learnt. 

  

Title Community led total sanitation initiatives - communicating 
across the sectoral divide - advocating for an Open Defecation 
Free World 

Presenter Kamal Kar 

Overview Community-led total sanitation initiatives: communicating across the 
sectoral divide and advocating for an Open Defecation Free world. The 
experiences of improving sanitation through this approach will be 
discussed following experience in 32 countries in comparison with more 
formal and technical approaches to reduce contamination of the 
environment with human faeces. The evaluation of the impact on 
diseases will be introduced and the implications for the health system 
will be discussed as well as the challenges of up scaling. 
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Title Social science, health system and neglected diseases - impact on 
community and health services 

Presenter Margaret Gyapong 

Overview Although great progress has been made in the fight against neglected 
tropical diseases (NTDs), it is clear that existing financial resources and 
global political commitments are insufficient to reach the World Health 
Assembly's ambitious goals. Enhanced efforts will be required to expand 
global coverage. These efforts will involve harmonizing and coordinating 
the activities of the partnerships devoted to the control or elimination of 
these NTDs at the international and country levels. Rational planning 
and integration into regular health systems will be essential to scaling 
up these interventions to achieve the elimination goals. Programmes 
with similar delivery strategies and intervention tools such as 
onchocerciasis, lymphatic filariasis and soil transmitted helminths could 
be delivered on the same platform and managed together. Furthermore, 
better-resourced programmes such as Malaria, HIV/AIDS and 
Tuberculosis could work closely with NTD programmes to their mutual 
benefit and to the benefit of the entire health system. 

  

Title Filariasis: a case study of stigma, disenfranchisement, poverty 
and health service access: The relation with the health system - 
the medical poverty trap 

Presenter Mirani Weerasooriya 

  

Title Donation Programmes and consistent access to quality drugs-a 
service to the poor and strengthening the health system 

Presenter Danny Haddad 

Overview Neglected Disease programmes have benefitted from donations of 
quality drugs from major pharmaceutical companies these donations are 
the core of several programmes to bring quality products to the poorest. 
The influence of these programmes on the health system will be 
discussed. 

 



24. 

How observatories help bridge the research policy gap 
 
 
Session time 
and venue 

Tuesday, 1400-1530 (Jura) 

Session organizer Josep Figueras, Director, WHO European Observatory on Health 
Systems and Policies, Belgium 

Objectives Who takes decisions on the shape of health systems and policies? The 
answer depends on a number of factors. These include the national 
context, prevailing ideology, the budget and the type of decision to be 
taken. Further, the roles of politicians, civil servants, advisers, 
international agencies, experts and managers vary from country to 
country, across health system types and in light of previous decisions. 
There is never a “blank page” or a choice unconstrained by context, 
history, timing and the political environment. There is nonetheless a 
widespread accord that decisions not only benefit from being, but ought 
to be, informed by evidence; including analysis of why different 
approaches have or have not worked in different settings. The questions 
here are how to generate the right evidence and analysis and how best 
to feed this into the decision-making process? 

The European Observatory on Health Systems and Policies, amongst 
others, has piloted a model to help decision makers make the best use 
of research evidence in their policy choices. Observatories revolve 
around a partnership between researchers and decision makers. The key 
component of the model is the direct engagement of decision-makers 
throughout the evidence generation process. This helps to ensure the 
setting of policy-relevant research priorities; high-quality scientific 
observation and, the generation of materials that are useful to decision-
making. This session, co-led by the Asia Pacific Observatory on Health 
Systems and Policies, looks at how 

- Observatory models and the core functions of country monitoring, 
analysis and dissemination can support LMIC in promoting evidence 
informed policy-making.  

- The partnership element raises the profile of health systems and 
policy research; engages policymakers so that research is relevant 
and responds to their needs; strengthens country and global research 
capacity; and helps mobilize additional financing. 

- The strengths and weaknesses of different aspects of observatory 
models may play out in LMIC. 

  

Title Observatories as a tool for generating knowledge to enable 
societies to improve health 

Presenter Josep Figueras 

Overview The Chair will explain the notion of an observatory (which revolves 
around scientific observation and analysis of what takes place in 
countries) and the model’s core commitment to partnership as key to 
ensuring high-quality, policy relevant research (including ongoing 
monitoring and cross-country comparison) to generate evidence for 
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decision making.  

The Chair will introduce three of the stakeholders that contribute to 
policy-making and are centrally involved in Observatory models 

- An academic to reflect on the challenges of making research agendas 
meaningful to national governments and of addressing how to 
communicate findings 

- A policy-maker to address blocks to evidence uptake and the role of 
active dissemination if evidence is to be brought to bear on action.  

- An LMIC decision maker to address the relevance of the model to 
promoting the development of national capacity for research and for 
the use of evidence throughout the policy process 

  

Title Observatory models and how they can contribute to evidence 
informed policy 

Presentation Facilitating and communicating high quality research 

Presenter Martin McKee 

Overview Academia functions according to its own rules and the imperatives of 
conventional research are often at odds with the needs of policy-
makers, while policy-makers are poorly placed to design and shape 
research. Observatory models bring together academics with the end 
users of their evidence to help define real needs and agree approaches 
to evidence generation. The partnership relationship is instrumental in 
applying the learning on knowledge brokering that has explained so 
much about when and why policy-makers use evidence. Elements like 
timeliness, proximity, immediacy and trustworthiness all make a 
difference and an observatory model helps build these into research. 
Moreover the partnership between policy-makers and academics helps 
ensure research is planned with consideration (and implementation) of 
active dissemination strategies. The observatory model thus helps 
ensure high quality academic work that tackles relevant issues and 
plans in successful communication. The model also serves as a feedback 
loop helping potential evidence users to be aware of, access and apply 
evidence. 

  

Presentation Establishing policy relevant research agendas for policy-making 

Presenter  

Overview Policy-makers are not unaware of the value of evidence but the 
decisions they are asked to take must reflect the political environment, 
pressures in terms of timing and on budgets, and a trust deficit. There 
are historical, financial and time constraints that militate against 
evidence- informed decision making. Observatories can be central to 
overcoming those constraints. They provide a forum in which policy-
makers can share the real blocks to evidence uptake with evidence 
providers and in which they can work collaboratively to better define 
what evidence they need and what type of research will best answer 
those needs. Observatory models also allow policy-makers to be clear 



 
How Observatories help bridge the research policy gap 

 
 

26. 

about how evidence should be communicated. The pressures on policy-
makers in high, middle and low income countries and on those 
championing health within them are immense and observatories are a 
possible way of engaging decision-makers from the outset and of 
shifting the culture of policy-making towards an evidence informed 
base. 

  

Title Increasing focus on and financing for health systems research to 
build country and global research capacity 

Presenter  

Overview LMIC perspective. Observatories have an important role in building 
capacity for health systems research at both national and international 
level. They require country monitoring and analysis but also cross-
country comparison – which helps to standardize methods and set 
norms for quality and rigor in research. They create networks and bring 
researchers into direct contact with each other and with decision 
makers. The aim is to create a virtuous cycle – in which more and better 
research attracts greater interest from policy-makers, and this in turn 
attracts more resources. In the Asia region, an Observatory should 
stimulate a greater focus on the relatively neglected area of health 
systems research in existing research and academic institutions, helping 
expand and build capacity in the longer term. 

  

Title Conclusions and key elements of the observatory model for low 
and middle income countries 

Presenter Hendrik Bekedam 

Overview The observatory model has strengths and weaknesses in the developing 
country context. It has the potential to engage policy-makers, to 
facilitate the exchange of learning and experience, and to catalyse 
interest in and financing for health systems research in academic 
institutions across the region. Ultimately, this should contribute to better 
health policies. But there are also challenges, not least the diversity of 
developing country contexts and limited research capacity. The Asia 
Pacific Observatory on Health Systems and Policies has considered these 
issues with care in its planning and development. 

  

Title Conclusions and key elements of the observatory model for 
health systems research 

Presenter Josep Figueras 

Overview The key themes and conclusions of the session. 
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Strengthening health systems research and improving policy 
 
 
Session time and 
venue 

Tuesday, 14:00-15:30 (Lucerne) 

Title Strengthening nurses' policy capacity: Developing 
integrated project mechanisms to build individual, 
institutional, and infrastructural capacity for doing and 
using health systems research 

Presenter Nancy Edwards, Scientific Director, CIHR Institute of Population and 
Public Health, & Professor, School of Nursing and Department of 
Epidemiology, University of Ottawa, Canada 

Objectives A five-year program of research and capacity-building is under way that 
aims to situate nurses and midwives in leadership roles to improve 
equity, quality, and efficiency of health systems for HIV prevention and 
AIDS care. Partner countries are Canada, Kenya, Jamaica, Uganda, and 
South Africa. This presentation describes mechanisms that build 
individual, institutional, and infrastructural capacity for using and doing 
research; involve decision-makers; and translate research into policy 
and action. 

Design / methods A participatory action research approach underpins the mixed methods 
research design. The main intervention of "leadership hubs" brings 
together four stakeholder groups (front-line nurses, researchers, 
decision-makers, and HIV and AIDS community representatives). 
Emerging study findings are shared with hubs and provide a basis for 
hubs to identify and pursue locally-relevant policy changes. Small grants 
for evaluation projects support hubs in promoting evidence-based 
change. A National Advisory Committee in each partner country 
provides feedback on program direction to the local research team and 
participates in the knowledge translation process, while an International 
Advisory Committee is providing links to research networks and 
identifying strategies to bring a nursing voice to the policy arena and 
provide institutional support for policy-relevant nursing research. 
Research implementation is coupled with capacity-building activities 
targeting junior nurse researchers. A two-month international research 
internship strengthens skills in grantsmanship, writing for publication, 
working with decision-makers, and networking; and a "collaborator" role 
provides a learning opportunity for new team members. 

Conclusions / 
policy 
implications 

Efforts to integrate mechanisms that build individual and institutional 
capacity for research and knowledge translation into the research 
process have been yielding some success, as leadership hubs take up 
research findings, institutions enlarge their cohorts of skilled nurse 
researchers, and nurses develop skills required to inform policy 
development. 

Co-author(s) Dan Kaseje / Eulalia Kahwa / Judy Mill / June Webber / 
Mariam Walusimbi / Hester Klopper / Susan Roelofs 
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Title The Netherlands Platform for Global Health Policy and 
Health Systems Research: Synergy between research, 
policy and practice 

Presenter Serge Heijnen, Executive Secretary, Netherlands Platform for Global 
Health Policy and Health Systems Research 

Objectives The Netherlands Platform for Global Health Policy and Health Systems 
Research (Platform GHPHSR) is a cooperation of academic and non-
academic knowledge institutes, the Ministries of Foreign Affairs and of 
Health, research funder NWO / WOTRO Science for Global Development, 
and non-governmental and development organizations. The mission of 
the Platform GHPHSR is to strengthen synergy between research, policy 
and practice and to advocate 'global health policy and health systems 
research' in the Dutch and international setting. 

Since its start in October 2007, the Platform GHPHSR has developed an 
international research program for global health policy and health 
systems, which is currently implemented by NWO / WOTRO Science for 
Global Development. Important aims of this program are the formation 
of sustainable research consortia and capacity-building in the South. 
(For further details see separate abstract from Eva Rijkers, WOTRO 
Science for Global Development). The Platform has organized a number 
of evidence-informed discussions on topics with high policy relevance, 
such as the role of the private sector in the health sector of developing 
countries, the role of the EU in global health, working towards universal 
coverage etc., with active participation of the research community, 
development organizations and the ministries. The Platform GHPHSR 
has advised the Minister for Development Cooperation about the role of 
health & health systems in fragile states agenda and is currently 
preparing a memorandum to the Minister for Development Cooperation 
advising about the agenda for global health, health systems and 
knowledge / research in future development policy. Finally, the Platform 
has made 2 inventories: in 2008 about funding for global health, health 
systems and research in the Netherlands and in 2009 / 2010 about the 
research capacity for global health systems and policy in the 
Netherlands. In 2009 the Minister for Development Cooperation has 
formally recognized the Platform GHPHSR as one of his 4 so-called 
"knowledge circles". As the Platform was established initially for a period 
of 3 years, in 2010 the Platform will go through a formal process of 
evaluation as agreed with its members and funders. The focus of the 
evaluation will be on further strengthening the role of the Platform in 
promoting the production and the application of knowledge, both in 
health care practice (with a particular focus on sub-Saharan Africa) and 
in policy-making. The Platform proposes to discuss the Dutch experience 
in Montreux in a session on knowledge translation with similar 
initiatives. At that time the evaluation results will be available, together 
with the Platform's strategic objectives for the future. Formal 
evaluations of this type of innovative approaches to link policy, research 
and practice are scarce. We expect that much can be learned from 
mutual experiences in different countries and settings, both in the North 
and the South. 

Co-author(s) Geert Van Etten / Paul Van der Maas 
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Title The Assessment of Thailand's National Health Research 
System 

Presenter Pornpit Silkavute, Pharmacist, Researcher, Research Manager, Health 
Systems Research Institute, Thailand 

Objectives This study assesses capacity and areas for improvement of heath 
research system in Thailand.  

With the application of COHRED methodology in assessing national 
health research systems, an assessment tool for governance, resources, 
evidence generation and management; and application for policy was 
developed, test and used. 

Self-assessment questionnaire at institutional level were distributed to 
70 selected key respondents in research and research commissioning 
institutes including high level executives. Another set of national level 
questionnaire was completed in a one day workshop among 22 
participants. The workshop participants were briefed of the needs for 
NHRS assessment, WHO Training Modules on Research Management, 
Financing and Capacity Building of Health research systems before the 
rating was conduced. Strengths and weaknesses of the NHRS were also 
discussed. 

Methods Result showed that international development partners, society and 
Government gave high priority to health researches. Though spending 
on researches in addressing health problems in the country was 
adequate, the government contribution was grossly inadequate. The 
information on financial resources on research was not easily accessible 
and quantified. The research governance such as the presence of formal 
structure, body or unit responsible for NHRS and description of its roles 
and responsibilities were rated as adequate. Almost half of the 
respondents considered presence of research priority lists as adequate 
though the prioritization process needs improvement. A number of 
weaknesses were identified and need improvements, such as research 
registry, number and commitment of professional researchers, 
monitoring and evaluation and translating evidence into policy decision 
and practices. Study results were referred to the National Committee for 
the Development of Health Research System under the National Heath 
Commission. 

Conclusion(s) The tool is easy to apply, useful in identifying weaknesses for 
improvement of the national health research systems; and should be 
regularly assessed. 

Co-author(s) S. Pitayarangsarit / W. Putthasri / P. Jongudomsuk / 
W. Patcharanarumol / V. Tangchareonsathien 

  



 
Strengthening health systems research and improving policy 

 
 

30. 

Title Research methods for guiding policy and evaluation: 
A successful regional research training course model 

Presenter Sherine Shawky, Research Professor, Social Research Center, The 
American University in Cairo, Egypt 

Background On several occasions, health systems in Arab countries are accused of 
being weak and fragmented. Often there are many complaints about 
insufficiency of health research and lack of appreciation of its role in 
guiding health policies and shaping health interventions. These claims 
hold responsible the public health capacities in general and research 
capacities in particular. 

Objectives To support research and foster research capacities and skills of Arab 
nationals implicated in public health or health research  

Method: Multidisciplinary 3-months training course is conducted at 
Social Research Center of the American University in Cairo (SRC-AUC) 
since the year 2000. The training encompasses four integrated modules 
on development challenges in Arab countries, quantitative research, 
qualitative research and evaluation and policy recommendations. The 
training integrates skills and tools from different disciplines in social and 
health sciences, uses of innovative teaching techniques and teaches 
concepts of social determinants of health and measurements of health 
equity. 

Results The course is a felt need receiving increasing number of applicants from 
academic, governmental, private and NGO sectors. The course has 
attracted many funding agencies and self-funded trainees from all over 
the globe. The course has developed its teaching material and its 
strength relies in its rigorous monitoring and evaluation system. The 
course has trained 279 researchers till 2009. The evaluation module and 
content on Social and Determinants of Health and Health Equity are 
developed into accredited graduate courses by AUC. The course staff 
continues supporting trainees and their institutions with numerous 
success stories. 

Conclusion(s) Arab countries are still under-represented in various areas of health 
research. Capacity building for health research should be given top 
priority because of its importance to health policy and requires 
sustained support over an extended period. Health equity must be 
adopted as core value to generate strategic information for national 
policy-makers. 

Co-author(s) None 
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Session time and 
venue 

Tuesday, 14:00-15:30 (Neuchâtel) 

Title Government health financing in India: Challenges in 
achieving ambitious goals 

Presenter Peter Berman, Lead Economist, The World Bank, USA 

Objectives The Government of India has publicly committed to a doubling or 
trebling of government health spending by 2012 and launched a major 
program, the National Rural Health Mission (NRHM), to help spend the 
additional funds and achieve better health outcomes. This paper reviews 
recent data on trends in government spending and various scenarios of 
central and state funding to assess the feasibility of achieving these 
financing goals. The goal of 2 percent of GDP for government health 
spending is unlikely to be achieved, although there is clear evidence of 
program growth. 

Much larger state-level spending is needed to accelerate overall 
government spending in India's federal system. In addition, there is 
evidence of constraints in the ability to spend significantly increased 
budgets in a timely way and possible state substitution of increased 
central funding for existing state budgets. Significantly increasing 
government health spending in India requires more than simply raising 
budgets at the central level. NRHM does show some positive effects, but 
the rapid gains envisaged will require greater efforts to address the 
shortcomings of government systems and creative approaches to India's 
complex federal financing system. 

Co-author(s) Rajeev Ahuja / Ajay Tandon / Susan Sparkes 
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Title Equitable financing of health care in Kenya 

Presenter Jane Chuma, Research Fellow, KEMRI-Wellcome Trust Research 
Programme, Kenya 

Introduction Equitable financing is a key objective of health systems worldwide, and 
the performance of any health system largely depends on how it is 
funded. Like in many other countries, health care in Kenya is mainly 
funded through tax, out-of-pocket payments, voluntary and mandatory 
health insurance. The aim of this paper is to provide a detailed 
quantification of the relative progressivity of each health care financing 
mechanism in Kenya. A good understanding of the equity implications 
for each source of finance can inform policy debates on the best 
financing mechanisms for achieving universal coverage. 

Methods Data used in this study are mainly from the Kenya Integrated Household 
Budget Survey (n=13430 households) conducted in 2004 / 2005 and 
the Kenya Household Health Expenditure and Utilisation survey 
(n=8844). The progressivity of each financing source and for the whole 
financing system was measured using Kakwani's progressivity index. 

Findings The results showed that health funding in Kenya was progressive. This 
progressivity was mainly influenced by the distribution of personal 
income tax (PIT). The richest quintile contributed 13.6% of their income 
to PIT compared to 0.6% for the poorest quintile. Value Added Tax was 
less progressive. Mandatory health insurance is proportional, with all 
households contributing less than 1% of their income on mandatory 
health insurance. Out-of-pocket payments were highly regressive. 

Conclusion(s) These findings are useful for understanding the factors influencing the 
progressivity of each financing mechanism and for informing policy on 
priority areas that should be addressed if significant progress towards 
universal coverage in Kenya is to be achieved. 

Co-author(s) None 
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Title The impact of the global recession on the health of people 
in Asia 

Presenter Soonman Kwon, Professor of Health Economics, School of Public Health, 
Republic of Korea 

Objectives This paper aims to examine the pathways through which recession 
affects people's health and health system, and provide policy 
recommendations to minimize the negative effect of the global recession 
on health in Asia. 

Methods / 
approaches 

Conceptual framework of the impact of economic recession was built 
based on the experience of previous economic crisis. Economic recession 
can affect health status through its impact on health care utilization and 
health expenditure, health behaviour and nutrition, and health financing 
and policy. This study carries out survey in Bangladesh, China, and 
Nepal. 

Results and 
Discussions 

Except for increased stress and depression of the unemployed, there is 
little impact on self-assessed health. But there is a negative impact on 
health behaviour, and the unemployed increased smoking and drinking. 
There are signs of an increasing gap in health expenditure and 
utilization between the employed and unemployed and across different 
income groups. There is some evidence of a substitution of cheaper 
alternatives such as public health facilities for private health providers. 

Conclusion(s) There is little evidence of the immediate negative impact of the crisis on 
health status yet. But it is too early to see the long-term impact of the 
recession on health outcomes. There are already signs of decreased 
health care utilization and expenditure by the unemployed and worse 
off. Many households still have some resources for buffering the impact 
of the recession. However, those resources will be depleted soon, and 
then they will suffer, especially vulnerable populations. To avoid 
negative effects of the recession on health, governments need to 
strengthen health care financing by investing more public resources in 
health care and by improving its efficiency. 

Co-author(s) Youn Jung / Anwar Islam / Badri Pande / Lan Yao 
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Title How equitable is the current resource allocation and 
budgeting process of the Ministry of Health and Family 
Welfare of Bangladesh? 

Presenter Rumana Huque, Department of Economics, University of Dhaka, 
Bangladesh 

Objectives To assess the extent to which the current resource allocation and 
budgeting system of the Ministry of Health and Family Welfare (MOHFW) 
of Bangladesh is equitable, and to identify the factors affecting the 
equity of resource allocation of MOHFW. 

Design Design: Individual interviews, group interviews and workshop with 
central and district level policy-makers within MOHFW, development 
partners and researchers, and document review were employed to 
collect data. Qualitative data was analysed using thematic approach, 
while quantitative data was analysed using multivariate analysis. 

Results Results: Per capita health care expenditures in very poor districts were 
considerably lower than that of less poor and non poor districts over the 
period 1999- 2006. In 2005 / 06, the very poor districts with 15% of 
total population spent 11% of total health care resources, while the 
non-poor districts with 12% population spent 14% of total health care 
resources. The multivariate analysis of resource allocation of MOHFW 
indicates that health care expenditures across districts have no 
association with the health or poverty status of the population across 
districts, rather current year's allocation in districts is significantly 
influenced by the previous year's expenditure. Districts with greater 
health care need are actually receiving fewer resources: an example of 
'inverse care law' (Hart, 1971).  

Artificial demarcation of the two types of budgets- revenue and 
development budget, lack of coordination among the bodies responsible 
to prepare these budgets, poor accountability, lack of leadership, 
incompetent workers, high turnover of staff, exclusion of the revenue 
budget from the planning process, inappropriate procurement and 
disbursement mechanism, weak budget monitoring and inappropriate 
political pressure are negatively affecting the formulation and 
implementation of budget, leading to inequity in the current resource 
allocation system. 

Conclusion(s) Revenue budget should be included in the planning process, and both 
budgets needs to be prepared in consultation among responsible bodies. 

Co-author(s) None 
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Understanding and Intervening in Informal Markets in Health in 
Developing Countries 

 
 
Session time 
and venue 

Tuesday, 1600-1730 (Zürich - Miles Davis) 

Session organizer David Peters, Associate Professor, Director, Johns Hopkins University 
Bloomberg School of Public Health, United States 

Overview We set the stage for this session with brief presentation of the central 
issues and an analytic framework for understanding the informal market 
for health services in low and middle income countries (LMICs), followed 
by a description of the conceptualization and policy implications of 
debates around informal providers, and the results of review of the 
literature on the effectiveness of interventions with informal providers in 
LMICs. In the second part, we offer three descriptive studies of informal 
providers, including one involving rural medical practitioners in India, 
another on the role of drug detailers on village doctors, and one on 
informal markets for sexual and reproductive health services. In the 
third part, we report on three intervention studies to address with 
informal markets for health: Patent medical vendors in Nigeria; 
Motorcyclists to improve safe delivery access in Uganda; and informal 
providers in rural Bangladesh. At the end of each part, we have a 
discussion around the presentations and their implications for policy and 
practice. 

  

Title Understanding Informal Health Markets: A Framework for 
Analysis 

Presenter Gerry Bloom 

Overview During the past two decades there has been a dramatic spread of 
market relationships in the health sector of many low and middle 
income countries. The spread of markets has often been much faster 
than the capacity of the state and other key actors to establish 
regulatory arrangements to influence their performance. The growth in 
largely unregulated markets has resulted in problems with the safety, 
quality and cost of health services, particularly for the poor. 

The presentation develops a framework for analysing innovations aimed 
at making markets work better for poor people. Focusing on the social 
contract between providers and users, it reviews a number of 
arrangements that have emerged with a particular focus on the 
providers largely used by the poor. Noting that there are major risks of 
unintended consequences in attempts to alter the performance of 
markets about which there is very little systematic information, it 
argues for a learning approach in which innovators and health systems 
analysts collaborate in the design and redesign of innovations to address 
the needs of the poor and in the development of indicators to evaluate 
their impact. The aim is eventually to enable appropriate institutional 
actors - whether in or outside government - to monitor and regulate 
their performance. 
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Title Who are Informal Health Providers and What do they do? 
Perspectives from Medical Anthropology 

Presenter Hayley MacGregor 

Overview The presentation explores gaps and limitations in the conceptualisation, 
methodology and policy implications of debates about informal health 
care providers. It does so by examining a cross section of empirical 
studies from Africa and Asia. Drawing on a tradition of critical medical 
anthropology, we argue that existing debates hinge on a particular 
understanding of what constitutes appropriate knowledge and on 
particular expectations of how economic actors in the medical 
marketplace will behave. We suggest that researchers should pay more 
attention to the relationship between large pharmaceutical companies 
and states, and the way in which incentives operate in the medical 
supply chain. 

  

Title Informal health providers in low and middle-income countries: A 
review of effectiveness of interventions 

Presenter Nirali Shah 

Overview Background/Objectives: There is a growing interest in the role of private 
health providers in low- and middle- income countries (LMICs). Informal 
private providers (IPPs) provide a significant portion of health care in 
many LMICs, but they have not received training in allopathic medicine. 
Interventions have been developed to take advantage of their potential 
to expand access to essential health services, although their success is 
not well measured. This paper addresses this information gap through a 
review of interventions designed to improve the quality, coverage, or 
costs of health services provided by IPPs in LMICs.  

Methods: A search for published literature in the last 15 years for any 
intervention dealing with IPPs in a LMIC, where at least one outcome 
was measured, was conducted through electronic databases PubMed 
and Global Health, as well as Google for grey literature from the 
Internet. 

Results: A total of 1272 articles were retrieved, of which 70 separate 
studies met inclusion criteria. The majority (70%) of outcomes 
measured proximate indicators such as provider knowledge (61% were 
positive) and behaviour (56% positive). Training IPPs was the most 
common intervention tested (77% of studies), but the more effective 
strategies did not involve those with training alone. Interventions that 
changed the institutional relationships and contributed to changing the 
incentives and accountability environment were most successful, and 
often required combinations of interventions. 

Conclusions: Although there are documented interventions among IPPs, 
there are few good quality studies. Strategies that change the market 
conditions for IPPs -- by changing incentives and accountabilities - 
appear more likely to succeed than those that depend on building 
individual capacities of IPPs. Understanding the effectiveness of these 
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and other strategies will also require more rigorous research designs 
that assess contextual factors and document outcomes over longer 
periods. 

  

Title The Underground Rural Healthcare Market: the case of Rural 
Medical Practitioners in India 

Presenter Barun Kanjilal 

Overview Objectives: The Rural Medical Practitioners (RMP), who practice modern 
medicine without any formal training or legal sanction, have gained a 
dominant presence as a first point of contact in the Indian rural health 
care market. Their rapid and unregulated spread raises several 
questions regarding its potential impact on Indian health market: how 
rationally they use the drugs and medicines? To what extent their 
proliferation is safe and useful in the context of rural health services? 
How does it affect the health outcome of rural population? What should 
be the policy response to deal with these prominent but underground 
providers in the rural health care market? This study examines the 
above pertinent questions in the context of rural health care services in 
West Bengal, India. 

Design/Methods: The study is based on primary data sets, collected 
from the rural areas of two districts of West Bengal, India. Data related 
to health seeking behaviour were collected from 1140 households. In 
addition, about 200 RMPs were interviewed to understand their 
knowledge and practices. The quantitative data analysis was done using 
simple statistical methods. 

Results/ Conclusions: Low transaction cost and trust were the two most 
important determinants of the high demand of RMP services. The out of 
pocket expenses incurred by a user of RMP services was also 
significantly less than users of formal health facilities. The factors 
coupled with low entry barrier to this underground market have made 
the RMPs a dominant market player with huge potential of benefits and 
harms. On the one hand, they meet the minimum need of population 
where formal sector is nearly absent; on the other, their unregulated 
practices generate three substantial risks which manifest in their (1) 
irrational use of drugs, (2) increasing engagement in surgical 
interventions and abortion, and (3) gradual penetration in inpatient care 
market. 
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Title Exploring the effects of drug detailing on village doctors in 
Chakaria, Bangladesh 

Presenter Hafizur Rahman 

Overview Background/Objectives: Village doctors are a significant yet neglected 
part of healthcare systems in many developing countries, often being 
the first source of care for the poor. Little is known about what 
influences the practice of village doctors, though medical 
representatives, who promote the sale of pharmaceuticals, may play an 
important role. This study explores the relationship between medical 
representatives and village doctors in rural Bangladesh. 

Methods: This study was conducted in 9 unions and 1 township of 
Chakaria, a rural sub district of Bangladesh. Focus Group Discussions 
(FGDs) and In-depth Interviews (IDIs) were conducted among village 
doctors and medical representatives, along with a quantitative sample 
survey. Qualitative data were analysed based on grounded theory and 
the quantitative data were analysed using bi-variate statistical tests. 

Results: Village doctors identify medical representatives as an important 
source of pharmaceuticals information. Village doctors base their 
decisions on drug prescription based on type and severity of disease of 
the patient, but also on the reputation of the pharmaceutical company, 
the availability of credit and other incentives such as gifts and free 
samples offered by medical representatives, who tend to have a higher 
socio-economic status than the village doctors. Medical representatives 
had significantly higher level of education compared to the village 
doctors: nearly all medical representatives had a bachelor's degree 
(98%), whereas about all village doctors attained a high school or lower 
level of education (84%). The median monthly expenditure for medical 
representatives was higher by 5000 taka ($72) compared to that of 
village doctors (p-<0.001).  

Conclusions: Medical representatives are an important influence of the 
care provided by village doctors. The fact that medical representatives 
are more educated and financially better off than village doctors may 
strengthen their position to affect prescribing practices of village 
doctors. Creative regulation to promote ethical promotional practices by 
pharmaceutical companies and their representatives could improve the 
prescribing habits of village doctors. 

  

Title Informal markets for sexual and reproductive health services: 
The case of Bangladesh 

Presenter Sabina Faiz Rashid 

Overview Little attention has been paid to informal medical markets for sexual and 
reproductive health (SRH) services in developing countries. This 
presentation will examine the characteristics of the informal market for 
these services, showing how supply and demand mutually reinforce the 
development of this flourishing market, especially in the absence of high 
quality formal provision.  
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We conducted a mapping of 925 informal providers, from which we 
carried out structured surveys with 303 health service providers and 
further selected 69 providers for in-depth interviews in two rural and 
one urban area in Bangladesh, to understand the types of providers, 
their demographic characteristics and the kinds of treatment they 
provide. There was a wide variety of type of providers, and gaining their 
knowledge and skills from a range of sources; from formal medical 
training, inspirational or dream based learning, inherited from family 
members, religious books, and learning by experience (working closely 
with relatives or colleagues). Thirty percent of the providers said that 
they charged a fee for their services, while 15% said they received gifts 
in kind for services rendered and 35% reported that they did not charge 
any money for treatment provided, 25.7% of those who did not charge 
money are either government providers or NGO workers and 13% said 
they only charged for costs of medicines. 

The presentation will show how market information is spread, including 
through different kinds of knowledge brokers. Gender is found to 
particularly influence patterns of resort and the development of 
specialist niches among providers. Men in both rural and urban areas 
spend considerable amounts of money in the informal market for 
consultations particularly focusing on psychosexual anxieties. For 
women, these providers are often the only resort for neglected and 
sometimes stigmatized SRH conditions. At the same time, these local 
markets are increasingly infused with global influences on sexual and 
reproductive health seeking behaviour, ranging from the influx of 
unregulated pharmaceutical products into informal pharmacies to 
increasing flows of information through satellite channels and internet 
linked mobile phones. This globalization of local markets creates 
additional complexities in relation to policy messages regarding 
appropriate responses to informal markets for SRH services. 

  

Title Improving the performance of patent medicine vendors in 
Nigeria 

Presenter Oladimeji Oladepo 

Overview Recognizing that there is inadequate support for patent medicine 
vendors (PMVs) to be active partners in the Malaria control efforts in 
Nigeria, the Future Health Systems (FHS) research consortium initiated 
a program that uses generated evidence to inform malaria policy and 
programs working with a plethora of actors in a disorganized market. 
This presentation outlines the process, outcomes, challenges and 
lessons learnt from this time-bound program, geared to ensuring access 
by the poor to quality malarial services through the PMVs. This new 
approach for influencing the performance of the informal health market 
enhances learning about how to promote Public Private Partnership 
(PPP) for the expansion of malaria control interventions. 
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Title Exploring new health markets: Experiences from providers of 
transportation for maternal health services in eastern Uganda 

Presenter Chrispus Mayora 

Overview Studies on maternal health indicate that attendance at delivery by 
skilled health personnel and facility based care could help to reduce 
maternal mortality. Ensuring access to quality maternal health care 
services throughout pregnancy and childbirth is therefore essential, 
although it is often limited for the poor. Literature identifies distance 
and geographical factors as some of the major constraints to accessing 
quality maternal health care, causing delays or even failure to reach 
referral facilities, leading to increased home deliveries. However, 
innovative measures for facilitating geographical accessibility could 
increase the level of service utilization and achieve equity in health. 
Public goods and services provision, including transport services for 
maternal care, are largely a preserve of state agencies in most 
developing countries, yet these agencies are often weak and struggle 
hard to fulfil these roles. Consensus is building around focusing 
attention on the joint and direct involvement of public agents and 
private citizens, with citizens playing an active role in providing public 
goods and services which are important to them, to elicit synergistic and 
cooperative behaviour to improve overall quality of service delivery. This 
presentation analyses how best locally existing intermediate transport 
(bicycles and motorcycles) can be used to improve access to transport, 
analyses the changes in ANC, PNC and institutional deliveries resulting 
from this arrangement, the challenges in implementation of the private 
intermediate transport mechanism, the sustainability of the scheme and 
implications for scaling up. This analysis will be based on the Safe 
Deliveries Study implemented by the Future Health Systems Research 
Programme Consortium in Uganda where transport vouchers are being 
piloted in two districts. The findings will feed into how government and 
funding agencies could increase institutional attendances for maternal 
services to reduce maternal morbidity and mortality. 
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Title Lessons from an intervention programme to make informal 
health care providers effective in rural Bangladesh 

Presenter Shehrin Shaila Mahmood 

Overview Informal healthcare providers, known as Village Doctors, practicing 
modern medicine dominate the healthcare service in Bangladesh. They 
have long been in existence and their number is growing quite steadily 
in response to a large and increasing healthcare market in the face of 
the inadequacy of formally trained providers. A large majority of the 
villagers contact them when they are sick. They are resident members 
of the community, and easily accessible in terms of proximity and cost. 
They make their living by selling drugs in an unregulated market. It was 
observed that the drugs they use are inappropriate in nearly 80% of 
cases. An intervention programme was implemented to reduce their 
inappropriate use of drugs and to establish their accountability to 
community members. The intervention package included training on 
DOS and DON’TS for 11 major conditions in terms of use of drugs and 
other related sickness management behaviour, including referral. A 
system of evaluation of their competence by an oversight committee 
using an evaluation tool was implemented and all Village Doctors 
scoring above a threshold level of score were declared Shysthya Sena 
(Health Soldier). The Shysthya Sena were given a crest and introduced 
to the community in large meetings as a Shysthya Sena. Their 
performance was monitored through exit interviews from patients 
visiting Shysthya Sena. This presentation reports the intervention, the 
process of implementation, challenges faced, solutions offered, and the 
impact of the interventions on reducing inappropriate practices by 
Village Doctors. 
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Health systems and national policymaking: strengthening the connection 
 
 
Session time and 
venue 

Tuesday, 16:00-17:30 (Vaud) 

Title Providing health systems information for policy-makers in 
Asian countries 

Presenter Kai Hong Phua, Professor, National University of Singapore, Singapore 

Objectives This study aimed to assess the level of interest in the establishment of 
an Asian regional mechanism to respond to health systems information 
from policy-makers. The purpose of a regional mechanism with the 
capacity to offer information on health systems would be to promote the 
take-up of research evidence by policy-makers in participating Asian 
countries, with the aim of strengthening their health systems. 

Design / methods The study was commissioned by the Alliance for Health Policy and 
Systems Research, World Health Organization, Geneva. The terms of 
reference for this study on the feasibility of a regional rapid response 
mechanism (RRRM) included 7 countries which agreed to participate: 
China, Indonesia, Laos, Malaysia, Philippines, Singapore, and Vietnam. 
Selected collaborators in each country interviewed key informants from 
the major health departments and research institutes (90 informants in 
total), compiled country reports based on these interviews and over 20 
global established information mechanisms were reviewed to gauge 
their relevance to the needs of the region. 

Conclusions / 
policy 
implications 

Policy-makers and researchers in Asian countries overall supported the 
establishment of some type of regional information mechanism, and 
expressed interest to be involved in its governance and activities. The 
presentation summarizes the study and its findings on the views of the 
respondents from various countries, the types of health systems 
information needed and the challenges to establishing an Asian regional 
mechanism, including research capacity, resources, diversity and 
responsiveness. 

Co-author(s) Judith Healy / John Maxwell / Vivian Lin / and other collaborators 
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Title Development and enhancement of individual staff skills 
and institutional capacity in health policy and systems 
research evidence use in policy-making in Nigeria 

Presenter Chigozie Jesse Uneke, College of Health Sciences, Ebonyi State 
University Abakaliki, Nigeria 

Objectives The improvement of skills of policy-makers in evidence-informed policy-
making and capacity for Health Policy and Systems Research (HPSR) for 
Nigeria were the overriding goals of this project. Specific objectives 
were: (i). Individual capacity strengthening, (ii). Strengthening skill in 
developing research initiatives, (iii). To build enabling environments and 
capacity for HPSR, and (iv). 

The institution of a stronger incentive for evidence use. Target 
participants included health policy-makers, stakeholders and 
researchers. Baseline data was collected on HPSR and use of evidence in 
policy-making, using qualitative (focus group discussion, key informant 
interview) and quantitative (structured questionnaire) research 
methods. Results indicated that the capacity of participating individual 
staff and institution for evidence-based policy-making were below 
average ratings. Findings revealed that the six health systems building 
blocks (service delivery, information and evidence, medical products and 
technologies, health financing, health workforce, leadership and 
governance) operations were generally inadequate and huge 
communication gap existed between policy-makers and researchers. 

As part of the interventional measures, five training workshops were 
organized for target participants as follows: Workshop 1: Development 
of the capacity of participants on computer appreciation and application 
for HPSR. Workshop 2: Improving capacity for acquisition, assessment, 
adaptation and application of research evidence for policy-making and 
enhancing partnership links. Workshop 3: Enhancing the capacity to 
conceptualize, formalize, implement and evaluate research for better 
understanding and improved performance of health systems. Workshop 
4: Enhancing capacity to own and drive the agenda for strengthening 
health systems. Workshop 5: Health sector reforms and evidence-
informed policy recommendations for Nigeria. The participants learnt 
how to produce health policy briefs, and participated in health policy 
dialogues. Post-workshop assessments indicated tremendous 
improvement in the capacity of participants for evidence to policy link. 
The strategies adopted in this study can improve evidence to policy link 
in resource-poor settings. 

Co-author(s) Abel Abeh Ezeoha / Chinwendu Daniel Ndukwe / Patrick Gold Oyibo / 
Friday Onwe / Esther Igbinedion / Peter Nnamdi Chukwu 
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Title Use of health systems evidence in the health policy-
making process in the Middle East and North Africa Region: 
Views and practices of policy-makers 

Presenter Fadi El-Jardali, Assistant Professor, American University of Beirut, 
Lebanon 

Background The Bamako Call to Action issued in 2008 urged governments and 
international development agencies to promote the application of 
research evidence in policy. Little is known about how health policy-
makers view the role of health systems research in policy-making in the 
Middle East and North Africa (MENA) region. 

Objectives This study explores the views and practices of health policy-makers 
regarding the use of evidence in policy in 11 countries in MENA which 
are part of Evidence Informed Policy Network-East Mediterranean 
Region. These include: Lebanon, Palestine, Tunisia, Yemen, Bahrain, 
Oman, Libya, Jordan, Sudan, Algeria, and Pakistan. 

Methods Health policy-makers were identified through a systematic search of 
websites of ministries, professional associations, donor organizations, 
and non-governmental associations. The questionnaire was adapted 
from several tools to fit the MENA region. 

Results Most respondents reported that lack of coordination across ministries 
hindered health policy-making (75%) and that limited health funding 
(78.5%), donor organizations (72.6%), and values of governing parties 
(54.1%) exerted a strong influence on health policy-making. Research 
was not perceived to contribute much to policy-making (44.9%) but 
88.6% of respondents reported seeking evidence for policy 
development.  

While most policy-makers reported having collaborative relations with 
researchers (42.7%) and easy access to health research (78.9%), still 
many reported that research is not delivered at the right time (42.9%), 
lacks information about its quality and local applicability (40.2%), and 
lacks actionable messages (35.6%). 

Barriers to using evidence in policy-making included lack of funding, 
lack of research targeting health policy, lack of political will, and over-
riding political forces. 

Conclusion(s) While health policy-makers in the region recognize the potential of 
research in policy-making, more significant attempts are required to 
integrate research into policy. Suggested strategies to promote 
evidence-informed policies include advocating high-priority research, 
building capacity to utilize research at ministries, and increasing 
opportunities for communication and networking between policy-makers 
and researchers. 

Co-author(s) Walid Ammar 
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Title Causal pathway analysis: Linking health systems 
strengthening to health outcomes 

Presenter Daniel Kraushaar, Global Lead for Health Systems Strengthening (HSS), 
Management Sciences for Health, USA 

Background Health system strengthening needs exceed resources in many 
developing countries and it is generally difficult to decide which 
elements of health system strengthening should be prioritized for 
investment and why. Two problems plague most African country health 
system strategies. First, choices are seldom made, leaving health 
system strategies too broad, without a clear sense of priorities and often 
requiring resources beyond those available. Second, these strategies are 
input and process oriented, providing no clear link between proposed 
health system actions and the health outcomes called for in health 
sector plans. We have applied an epidemiology based, and analytic 
research methodology aimed at clearly linking health system 
strengthening requirements to health outcomes. 

Our research methodology, called "Causal Pathway Analysis", has been 
used. It starts with clearly articulated health goals and then uses 
epidemiologic analysis to examine characteristics of the problem, 
proximal and distal determinants, populations, time and location where 
interventions have to be delivered. From this analysis the health system 
is examined to identify the system requirements for scaled up delivery 
of highest priority interventions to the people who need them at the 
right time and place. Country health system strengthening efforts based 
on this type of analysis allows for clear priority setting and focused 
health system strengthening efforts with higher probability of achieving 
health goals within available resources. 

This research methodology has been used in Afghanistan, Southern 
Sudan, Liberia and Rwanda to identify a focused health system 
strengthening agenda and to make strategic choices among competing 
interventions and approaches in health sector plans. This presentation 
will cover the research methodology and the results of its application in 
these countries. 

Co-author(s) Bill Newbrander / Jon Rohde / Uchechukwu Gabriel Azie 
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Harnessing the potential of the Private Sector to strengthen health 
systems: Practical tools and experiences from the field 

 
 
Session time 
and venue 

Tuesday, 1600-1730 (Zug) 

Session organizer Barbara O'Hanlon, Senior Policy Advisor, SHOPS Project, United States 

Other presenters Nelson Gitonga / Sara Sulzbach 

Overview Participants will understand how to strengthen the capacity of public 
sector entities, such as Ministries of Health and Finance, to engage and 
leverage the private health sector. The session will help participants: 

Learn a new a framework, based on the principals of a "whole market 
approach", which can guide Ministries of Health/Finance engagement of 
all non-state actors in the health sector. The framework uses the WHO 
health systems strengthening (HSS) building blocks. 

Illustrate the range of public-private partnerships (PPP) to strengthen 
health systems while at the same time deliver important health services. 
Based on African examples, participants will learn about the variety of 
private/mixed actors and their contribution towards the health systems 
building blocks.  

Discover what institutional structures, skills and staffing Ministries of 
Health/Finance have put into place to systematically and effectively 
involve non-state actors in the health sector. Using the growing 
experience in African Ministries of Health and Finance creation of PPP 
Units, participants will learn about the different organizational models 
used to create public sector capacity to better integrate private sector 
into the overall health sector. 

Description Recently there has been a renewed emphasis on the importance of a 
well-functioning health system in order to ensure access to essential 
health services, including HIV/AIDS. As health systems respond to meet 
increasing health care needs, particularly chronic care for HIV-positive 
individuals, there is an increasing recognition of the importance of 
engaging and leveraging the private sector to achieve health goals. Yet, 
how to do this is less clear, suggesting the need for a framework to 
understand and maximize the contributions of the private health sector 
within a health systems approach.  

With a strong focus on interaction and participant engagement, this 
session will orient policy-makers, practitioners and researchers in how 
to engage and leverage the private sector to achieve public health goals 
and strengthen health systems. The session will be divided into three 
units: 
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 Unit #1: 

Public-Private Mix Framework to Strengthen Health Systems: The 
session leader, Ms. Sulzbach, will provide a brief overview of the 
framework, "unpacking" the 6 WHO building blocks to identify private 
sector actors in each. This unit will focus on defining the private health 
sector, reviewing existing sources of data on the private sector and 
identifying the range of public-private mix actors in each of the six 
building blocks. The reference for this section is A New Approach to 
Strengthening Health Systems: Harnessing the Potential of the Private 
Sector (working draft). 

 Unit #2: 

PPPs to Strengthen Health Systems: Following the Framework 
discussion, Ms. O'Hanlon will present a matrix illustrating the range of 
PPPs. Based on African country examples, the presentation will offer 
multiple "mini case studies" that describe "who" are the private 
sector/mixed actors, "how" the PPPs strengthened the health system, 
and the rationale for engaging the private sector and its impact on the 
health system. Discussion will enable participants to share other country 
examples and/or their experience in working with the private sector and 
its effectiveness in strengthening health systems A New Approach to 
Strengthening Health Systems: Harnessing the Potential of the Private 
Sector (working draft) is also a reference for this unit. 

 Unit #3: 

Trends in PPP Units. Dr Gitonga will present an overview of the 12 
African countries' PPP Units. In this presentation, the participant will 

learn about the different types, terms of references, functions, 
organizational structure and staffing patterns among the different PPP 
Units. Additionally, they will hear about the newly created PPP Unit in 
Kenya, the challenges to secure political approval, the functions it will 
perform and the training and assistance needed to make the PPP Unit 
fully functional. Participants will have the opportunity to share their 

experiences building public sector capacity to govern and steward the 
private sector, what has worked and not worked, and new ideas to build 
greater acceptance of the private sector by public leaders and officials. 

The reference for this session is African Public-Private Partnerships Units 
in Health: What Are They and What Do They Do? 
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Advancing the Science of Knowledge Translation 
 
 
Session time 
and venue 

Tuesday, 1600-1730 (Appenzell) 

Session organizer Sharon Straus, Professor, Department of Medicine; Director, Knowledge 
Translation Program, Li Ka Shing Knowledge Institute, St. Michael's 
Hospital, University of Toronto, Canada 

Overview Much of the US$ 100 billion/year worldwide investment in biomedical 
and health research is wasted because of challenges to knowledge 
translation (KT) that remain understudied and unaddressed. Consistent 
evidence shows that health systems globally fail to optimally use 
evidence with resulting inefficiencies, reduced quantity and quality of life 
for citizens and lost productivity. 

The growing emphasis on KT has led to the establishment of an 
interdisciplinary field of Knowledge Translation research. This is the 
scientific study of the determinants, processes and outcomes of KT. To 
be valid, reliable and useful, KT research needs to embedded in and deal 
with the real world problems of health care system environments. 
Different KT activities may be required for different types of messages 
targeting different audiences (consumers, informal carers, professionals, 
managers and policy-makers as well as researchers). 

This will be an interactive session in which the presenters will provide a 
brief overview of approaches to advancing the science of KT which are 
occurring in different countries. In addition, presenters will invite the 
audience to share their experiences in advancing the KT science and 
identifying research gaps. 

This session will tackle different approaches to advancing the science of 
KT including: 

  

Title Developing and testing theory driven KT interventions 

Presenter Jeremy Grimshaw 

Overview The science of KT includes the development of interventions to enhance 
knowledge uptake. These interventions can target clinicians, 
patients/members of the public, informal caregivers, health care 
managers and policy-makers. This brief presentation will focus on the 
science of developing interventions and will draw on theory-based 
interventions and empirical interventions. This session will specifically 
focus on how to target interventions to different stakeholder groups and 
a review of the evidence around effective interventions for these 
different groups. It will also discuss a recently funded national initiative, 
KT Canada, which is aimed at advancing the science of knowledge 
translation. 
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Title Targeting KT interventions to different stakeholders including 
policy-makers 

Presenter John Lavis 

Overview Developing KT interventions requires consideration of context and 
setting. For those working in developing countries, these are particularly 
important considerations; what works in 1 setting may not work in 
another. This brief presentation will provide an overview of how to 
develop, implement and evaluate KT interventions in developing 
countries. This session will focus in particular on how to develop 
collaborations with relevant stakeholders including policy-makers and 
how to engage them in the KT process and will refer to the work that 
Dr Lavis leads in several countries. 

  

Title Implementing and evaluating KT interventions in LMIC 

Presenter Nelson Sewankambo 

Overview Effective knowledge translation requires consideration of the barriers 
and facilitators to knowledge uptake across all stakeholder groups. This 
is particularly challenging in LMIC. Dr Sewankambo will address how KT 
interventions can be developed, implemented and evaluated in LMIC. 

  

Title Building capacity in the science of KT 

Presenter Sharon Straus 

Overview KT research is the scientific study of the determinants, processes and 
outcomes of KT including:  

- identification of knowledge to action gaps; 

- knowledge synthesis (to identify and package the knowledge for KT);  

- research into the evolution and critical discourse around research 
evidence;  

- research into knowledge retrieval, evaluation and knowledge 
management infrastructure; 

- development of methods to assess and address barriers and 
facilitators to KT; 

- development of the methods for optimizing KT strategies; 

- evaluations of the effectiveness and efficiency of KT strategies; 

- development of KT theory; and, 

- development of KT research methods. 

Different KT activities may be required for different types of messages 
targeting different audiences (public, professionals, policy-makers, 
researchers, industry). Although KT has a long tradition in the social 
sciences, it is a relatively new area of health services and policy 
research with distinctive perspectives and methodological challenges. 
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Theories, models, and perspectives from many different disciplines are 
essential to furthering our understanding of this complex field. 
Consequently, progress is only possible if we approach this from an 
interdisciplinary perspective that integrates and transforms fields of 
knowledge from multiple perspectives to define, address, and resolve 
complex real-world problems in health care. KT Canada reflects the 
expertise and skill sets necessary to meet these challenges with 
representation from social sciences, health services research, health 
informatics, nursing, medicine, public health and engineering amongst 
others and we aim to bring students together with these different 
backgrounds to develop expertise in KT and interdisciplinary skills. 

This brief presentation will focus on a recently funded national training 
initiative in Canada to enhance capacity in KT. The objective of this 
training initiative is to enhance capacity in KT by: 

- providing outstanding, innovative training centres and laboratories 
for trainees from various research disciplines (including clinical 
epidemiology, health services research, social sciences, engineering, 
and health informatics, and from different professions including 
medicine, nursing, engineering, psychology, and education) to 
develop skills in KT and KT research;  

- linking trainees and mentors to collaboratively advance the science 
and practice of KT; and 

- partnering with other national and international research groups to 
promote KT research and training of well-rounded trainees across a 
range of settings, clinical and health system issues. 

Enhanced capacity in the science and practice of KT will be achieved 
through 3 Training Streams which will establish the standard for KT 
training: Stream 1. graduate (MSc and PhD) and advanced (post-
doctoral) training in the science of KT research; Stream 2. training in 
the basic principles of KT and KT research for researchers from other 
areas; and, Stream 3. basic training in KT for any knowledge users 
interested in enhancing their knowledge and skills for practising KT. 
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Learning from differences – European collaboration on 
health systems research 

 
 
Session time 
and venue 

Tuesday, 1600-1730 (Basel) 

Session organizer Jan Paehler, European Commission 

Moderator/Chair Martin McKee, London School of Hygiene and Tropical Medicine 

Overview Although the Member States are responsible for organizing them, health 
systems in the European Union are all based on the shared values of 
universality, solidarity and equitable access to quality healthcare. The 
EU Framework Programme for Research supports cross-border 
collaboration to establish the evidence-base by means of comparative 
health systems research that can then be used by national decision-
makers when they reform their health system. This knowledge is 
necessary in order truly to learn from successes and failures in 
healthcare delivery in other countries, be they in Europe or beyond. 
That is why this form of research collaboration may include partners 
from developing countries and regularly target issues particularly 
relevant to developing countries’ health systems in specific international 
cooperation activities. 

This session will aim to highlight the opportunities and benefits of 
comparative health systems research and the relevance of European 
collaborative research for policy-makers in other parts of the world as 
well. 

  

Title European support to collaborative health systems research 

Presenter Jan Paehler 

  

Title A health systems research agenda relevant for Europe and the 
world 

Presenter Johan Hansen 

  

Title Better use of new technologies through collaboration on HTA 

Presenter Finn Børlum Kristensen 

  

Title Getting evidence into policy – the European experience 

Presenter Josep Figueras 
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Cross regional comparative assessment of equity in health financing: 
Update of empirical findings from EQUITAP, SHIELD and the 

Latin American Health Observatory 
 
 
Session time 
and venue 

Tuesday, 1600-1730 (Bern) 

Session organizer Felicia Knaul, Director, Harvard Global Equit Initiative, United States 

Overview Developing countries not only suffer the consequences of inequities in 
health financing, but also lag behind in terms of their understanding of 
them and their capacity to generate effective policy responses, which 
highlights the importance of enhancing research in them. These 
countries also have much to learn from each other's experiences in 
facing these challenges.  

Valuable efforts have been undertaken in Africa, Asia and Latin America 
and the Caribbean (LAC) to enhance the understanding of inequities in 
health and health financing. These have been led, respectively, by 
SHIELD, EQUITAP and the LAC network on financial protection, with 
support from IDRC and the EU among others. Some of their early work 
has been published (e.g. in The Lancet) and has lead to important policy 
innovations (e.g. the popular health insurance in Mexico). These three 
networks had worked separately and recently have begun to work 
together in a cross regional comparative research agenda. This session 
provides a comparative overview of recent empirical findings within and 
across regions in terms of the measurement of equity in health financing 
and financial risk protection, the identification and assessment of their 
determinants, the features of health system design that are found to 
have an influence, and the appropriate policy responses. 

  

Presenter Ravindra Ranan-Eliya 

Overview Equitap ("Equity in Asia-Pacific Health Systems") is a collaborative effort 
of more than fifteen research teams in Asia and Europe engaged in 
examining equity in national health systems in the Asia-Pacific region. 
The work of the collaboration has involved both development of 
methodological tools, and actual assessment of the performance of 
national health systems in Bangladesh, China, Hong Kong SAR, India, 
Indonesia, Japan, Korea, Kyrgyz Republic, Malaysia, Mongolia, Nepal, 
Sri Lanka, Taiwan, Thailand and Viet Nam. The project is an initiative of 
the Asia-Pacific National Health Accounts Network (APNHAN) in 
collaboration with Erasmus University (The Netherlands) and London 
School of Economics (United Kingdom). In this session an update on the 
empirical findings and policy implications of the networks' research will 
be presented. 

  

Presenter Diane McIntyre 

Overview The SHIELD network is coordinated from the Health Economics Unit, 
University of Cape Town, South Africa and also involves Ghana Health 
Research Unit in Ghana, Ifakara Health Institute in Tanzania and the 
Kenya Medical Research Institute. In this session an update on the 
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empirical findings and policy implications of the networks' research will 
be presented. 

  

Presenter To be confirmed 

Overview Two comparative papers are presented. The first one measures the 
incidence of catastrophic and impoverishing health expenditures at the 
household level for Argentina, Bolivia, Brazil, Chile, Colombia, Costa 
Rica, Dominican Republic, Guatemala, México and Peru using various 
widely accepted methodologies and thresholds, and implements a 
rigorous econometric analysis of the determinants of financial risk in 
each of these countries. The second paper compares the financial and 
institutional design of these health systems, and the relationship it has 
with the degree of financial risk protection they are found to provide. 
The comparative analysis is constructed over the health financing 
indicators proposed by Carrin and James (2004) and Kutzin (2008) 
respectively. Furthermore, the institutional organization of each health 
financing system is studied in view of the structured pluralism model 
proposed by Londoño and Frenk (1997). The analysis highlights the 
importance for health systems to prioritize universal financial risk 
protection. Based on quantitative and qualitative indicators it reveals 
differences in the context and design of health financing systems, 
focusing particularly on how these manage or not to equalize risks, on 
eventual differences in the benefit packages covered, and whether 
guarantees are in place to properly serve those who are most in need. 
Given the high level of social inequality in the LAC region, it is policy 
relevant to establish when and why health financing systems are found 
to be either reproducing or mitigating it. 

  

Presenter Ramiro Guerrero 

Overview The three networks are beginning to implement a cross regional 
comparative research agenda, which starts by setting common 
methodologies for the measurement and explanation of equity in health 
system financing and financial risk protection. This session presents the 
preliminary findings of this research agenda. 
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The health systems impact of measles eradication: Evidence from 
Bangladesh, Cameroon, Ethiopia, Tajikistan and Viet Nam 

 
 
Session time 
and venue 

Tuesday, 1600-1730 (Fribourg) 

Session organizer Ulla Griffiths, Lecturer, London School of Hygiene and Tropical Medicine, 
United Kingdom 

Overview WHO is currently assessing the possibility and appropriateness of 
measles eradication, including evaluating the health systems impact of 
eradication strategies. The objective of our study was to evaluate the 
impact of measles eradication on health systems and routine 
immunization services. Case studies were undertaken in Bangladesh, 
Brazil, Cameroon, Ethiopia, Tajikistan and Vietnam during December 
2009-March 2010. In each country, a mixed-method approach was 
employed to capture both the outcomes and process factors related to 
measles activities and their impact. The study was conducted in 
national, sub-national and service levels both in rural and urban areas. 
Data were collected from document reviews, key informant interviews, 
and a staff profiling survey. A semi-structured questionnaire structured 
according to the WHO health system building blocks was used. Analysis 
of the generated data combined both qualitative and quantitative 
approaches. 

In this session, five of the countries will briefly present their study with 
focus on the particular health system building blocks where eradication 
activities were seen to have the greatest negative or positive impacts. 
This will be followed by a discussion about how and whether eradication 
activities can be used to strengthen health systems.  

This research has considerable policy relevance. Important criticisms of 
the polio eradication initiative are possible negative impacts on the 
health system. Hence, this needs to be addressed before deciding to 
embark on additional eradication initiatives currently considered at the 
global level. Moreover, the study provides new evidence to add to the 
debate about the positive and negative effects of vertical programmes 
on health systems. 

  

Title Findings from Bangladesh 

Presenter Jasim Uddin 

Overview To evaluate the impact of measles elimination activities in Bangladesh 
on the health system and routine immunization services. 

Design/methods: A total of 60 stakeholders working for the 
government, the WHO, UNICEF and NGOs were interviewed.  

Results: All of the key informants were aware of the health systems 
impact of measles elimination activities, in particular the supplementary 
immunization activities (SIAs). All key informants reported that the 
measles catch-up SIAs held in 2005-06 had a tremendous impact on 
immunization service delivery. Irrespective of whether the informants 
belonged to national, sub-national or service level, all identified some 



 
The health systems impact of measles eradication: Evidence from 

Bangladesh, Cameroon, Ethiopia, Tajikistan and Viet Nam 
 

 

55. 

areas where SIAs had positive impacts, such as (i) improved routine 
measles vaccination coverage rate, (ii) improved community awareness 
about measles and the importance of measles vaccination and (iii) more 
motivated service providers to manage large national-level programmes 
efficiently, (iv) reduced measles outbreaks, (v) reduced disease burden 
(vi) established case-based surveillance system. Key informants at all 
levels added that during the SIAs rigorous publicity was conducted 
through a variety of mechanisms including door-to-door, interpersonal 
communication (IPC) with mothers, and advocacy meetings at grass-
root levels to sensitize community about measles vaccination. Most 
informants attributed the success of the SIAs to this public outreach.  

Conclusions/ policy implications: EPI is considered a success in 
Bangladesh because of the remarkable progress achieved over the last 
20 years, and measles elimination activities is considered to have 
contributed to this success. Overall, measles elimination activities have 
had enormous positive impacts on both the immunization programme 
and the health system of Bangladesh. 

  

Title Findings from Cameroon 

Presenter Pierre Ongolo-Zogo 

Overview The overall aim was to evaluate the impact of measles elimination 
activities on the health system and on routine immunization services in 
Cameroon. 

Design/methods: A total of 40 stakeholders working for the government 
at national regional and district levels, the WHO, UNICEF and NGOs 
were interviewed. Results 

The Expanded Programme for Immunization (EPI) that includes measles 
vaccination has had a very positive impact on Cameroon's health system 
and strengthened its primary care system. Measles supplementary 
immunizations activities (SIA) have a positive impact on the health 
system because of their ability (1) to mobilize funds; (2) to outreach 
remote population and lost to follow up target groups; (3) to enhance 
community mobilization; (4) to deliver combined interventions (Vitamin 
A, Mebendazole, or catch up of routine vaccinations); and (5) to 
mobilize additional human resources through the provision of targeted 
incentives. However SIAs have also been associated with (1) an 
increased workload; (2) the depletion of health service facilities during 
campaigns; (3) challenges in the management of complex multi-
interventions child days SIAs; (4) and a reported weakening of routine 
vaccination.  

Conclusions/policy implications: Despite their many positive effects, 
SIAs, including those targeting measles, result in a possible weakening 
of the routine vaccination system because they divert important 
financial resources, and are reported to result in a degree of 
demobilisation of both staff and populations after campaigns. Measles 
elimination scenario in Cameroon will need to balance investments in 
routine vaccination and supplementary services to achieve sustainable 
results while contributing to strengthen the health system. 
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Title Findings from Ethiopia 

Presenter Kitaw Yayehyirad 

Overview The overall aim was to evaluate the impact of measles elimination 
activities on the health system and on routine immunization services in 
Ethiopia. 

Design/methods: 35 stakeholders working for the government, the 
WHO, UNICEF and NGOs were interviewed.  

Results: Supplementary immunization activities (SIAs) play an 
important role in Ethiopia as it offers a second opportunity for 
vaccination against measles. These activities are resource intense and 
while external donors fund (UNICEF, WHO, GAVI) a large share of the 
costs, the contribution of country governments focus on human 
resources. Our findings showed that the majority of staff in health 
facilities was involved in the campaign activities, although emergency 
services remained generally functional. SIAs were integrated in most 
parts of the country on the Expanded Outreach Services (EOS) and 
social mobilization - being a key component of EOS - served as the 
conduit for health information, education and communication. The 
surveillance and laboratory systems, including measles related 
activities, benefited from additional funding from the polio eradication 
programme which was used for staff training and laboratory upgrading. 
According to respondents supplementary funding for measles 
elimination would continue to strengthen this particular system with 
potential to improve the surveillance of diseases like Rubella.  

Conclusions/policy implications: Overall, this case study showed that 
there were negative as well positive impacts of measles control in 
Ethiopia. SIA have affected service delivery by reducing the level 
provision of care (limited to emergency ones). On the positive side, 
there was some degree of integration of measles activities (SIAs into 
EOS and combined surveillance with polio) thus reducing the burden on 
the system if these activities were to be implemented in parallel. Any 
decision to eliminate measles in Ethiopia will need to balance the 
disease specific benefits versus the system wide requirements. 
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Title Findings from Tajikistan 

Presenter Umeda Sadykova 

Overview The overall aim was to evaluate the impact of measles elimination 
activities on the health system and on routine immunization services. 

Design/methods: Briefly summarize the study design: Data were 
collected from document reviews, from over 35 key informant 
interviews, and a staff profiling survey.  

Results: Tajikistan is relying on a combination of routine immunization 
service (vertical programme stemming from the Soviet model) and 
Supplemental Immunization Activities, the last of which took place in 
2009. However, there are remaining gaps in coverage, due to 
geographical barriers to services in remote mountainous areas. Some 
respondents reported also financial barriers as users are asked to pay 
for immunization; which is uncommon among central Asian countries. 
There is an uncertainty about the coverage levels due to a recent 
change in the denominator. The study showed that the SIAs have had 
multiple positive impacts on the health system including: 
a) strengthening planning, management and reporting capacity; 
b) improving infrastructure and resources (due to targeted donor 
funding and increasing government funding); c) improving staff training 
not only on immunization but on family planning and other preventive 
services; d) improving possibilities to provide care for isolated and 
disadvantaged communities (medical care provided to communities 
during SIAs). No negative effects were reported, apart from some 
concerns that SIAs reduce the incentive to increase coverage through 
routine immunization systems. There are institutional and political 
obstacles to integrating measles eradication activities with other 
maternal and child health services, and primary care in general. Some 
external factors undermine the effectiveness of measles control 
including migration to and from neighbouring countries, possible gaps in 
reporting, lack of coordination between agencies and other governance 
issues. The outbreak of polio in Tajikistan's in April 2010, the first since 
1997, demonstrates the fragility of the immunization systems. 

Conclusions/policy implications: The case of Tajikistan shows that the 
impact of measles elimination activities on the health system has been 
predominantly positive and has catalysed support of many stakeholders, 
including communities. However, there are missed opportunities to use 
these activities as a platform to deliver an integrated package of 
services and serve hard-to-reach population through development of 
innovative models. Efforts to eliminate measles require harmonization 
between government and donor led activities. 
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Title Findings from Viet Nam 

Presenter Piya Hanvoravongchai 

Overview To evaluate the impact of measles elimination activities on the health 
system and on routine immunization services in Vietnam. 

Design/methods: A total of 30 stakeholders working for the health 
providers, local and central government, and international organizations 
were interviewed.  

Results: In Vietnam, the EPI programme at the central level, which is 
responsible for measles vaccination and elimination, is organized as a 
vertical program under the Ministry of Health. Immunization activities at 
the local level are however integrated into the local health service 
system at the commune and district level. Due to the verticality of the 
EPI and high level of integration between measles activities and EPI, the 
impact of measles elimination on health system in Vietnam is often seen 
as impact on EPI. Positive impacts were in the form of increasing 
prestige of preventive medicine and promoting collaborations between 
health staff and others in non-health sectors. There was significant 
improvement in the technical capacity, cold chain system and increased 
detection of rubella with the increased surveillance among children with 
rash. The increase in work burden among health staffs due to measles 
elimination activities was reported, but the implications on health care 
delivery in general are very limited as the ongoing measles activities do 
not consume much time. However, the budget requirement to support 
operational costs of measles activities restricted the financial allocation 
decision in some of the poorer provinces.  

Conclusions/policy implications: Overall, this case study showed the 
impacts of measles elimination activities on health system are rather 
limited as a single initiative as the country has a long history of a 
vertical programme approach for immunization services. These impacts 
are often seen in line with the overall impacts of the EPI programme. 
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Human Rights and Health Systems  a Discussion 
 
 
Session time 
and venue 

Tuesday, 16:00-17:30 (Jura) 

Session organizer Sofia Gruskin, Associate Professor / Director of the Program on 
International Health and Human Rights, Department of Global Health 
and Population, Harvard School of Public Health, United States 

Overview Current debates on health systems' strengthening and health systems' 
frameworks, including WHO's Framework for Action and the Flagship 
Framework, have so far paid limited explicit attention to the inclusion of 
human rights concepts or methods.  

This fishbowl discussion is intended to bring together researchers 
working on human rights approaches to health systems with academics 
and policymakers currently developing and implementing key 
frameworks of health systems and health systems strengthening.  

The aim of this session is to begin a dialogue between those engaged in 
existing thinking and analysis of the role for human rights based 
approaches to health systems and academics and implementers of 
health systems and health systems strengthening. This session is 
ultimately intended to foster dialogue and linkages between the 
disciplines to enable learning and collaboration. 

The convenor and selected discussants will define their terms and then 
present research critically evaluating the extent to which human rights 
concepts and methods are incorporated into current debates and 
frameworks for health systems' strengthening. Select health systems 
experts will each be asked for initial responses, before a wider 
discussion drawing in the audience to generate discussion about the 
potential role of human rights in health systems research and activities 
going forward. 

  

Presenters As a discussion session drawing on the 'fishbowl' format the conveners 
of the meeting have requested participants not to prepare formulated 
statements or presentations, but rather to contribute briefly based on 
their overall professional experience in the field of health systems 
and/or human rights. Each presenter has been selected based on the 
perspective and knowledge they will be able to bring to the discussion. 
The following therefore just gives a brief overview of each participants 
background to highlight the perspectives they will be able to contribute.  

  

 Gunilla Backman / Lucy Gilson / Peter Berman / Michael Reich / 
Johanna Hanefeld 
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Approaches to health insurance in lowincome countries 
 
 
Session time and 
venue 

Tuesday, 16:00-17:30 (Lucerne) 

Title Ghana Health Insurance Study 

Presenter Sam Adjei, Chief Executive, Centre for Health and Social Services Ltd., 
Ghana 

Introduction Ghana’s National Health Insurance Scheme towards Universal Coverage 
was established by law in 2003. The NHIS has been successful in 
establishing over 148 District Wide Mutual Health Insurance Schemes 
and enrolling about 60% of the population. However the scheme face 
several problems both some policy and operational requiring systematic 
research to address them. This study managed outside the health 
system by a private nongovernmental organization Centre for Health 
and Social Services (CHeSS) aim at providing evidence based 
information for decisions affecting the running of the programme. 

Objectives The objectives of the study are: 

1) analyse the historical development of the scheme 

2) analyse emerging public perceptions 

3) understand the perspective of the key stakeholders. 

Methodology The study is designed as an exploratory cross sectional case study that 
is using a combination of approaches: 

- literature review which is based on a systematic review of published 
data both peer review and grey literature in Ghana as well as media 
content analysis 

- a qualitative component that uses semi structured interview at the 
national, regional and district level and 

quantitative surveys in nine districts selected to reflect poverty status. 

Key findings The literature review which is complete shows that the Ghana insurance 
system in particular has evolved some very strong elements including: 

(i) clearly defined and independent system for managing the scheme; 

(ii) well defined package of interventions 

(iii) broadened scope of service provides, and 

(iv) mechanisms to address equity dimensions of health financing. 

Conclusion(s) The project which will be completed by end of September will provide 
further information on payment mechanism, stakeholder relationship 
and engagement, quality challenges and governance and accountability 
relations of the schemes at district level. 

Co-author(s) Anthony Seddoh / Alex Nazzar 
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Title The impact of Aarogyasri health insurance in Andhra 
Pradesh, India 

Presenter Victoria Fan, Doctoral Candidate, Harvard School of Public Health, 
United States 

Objectives Beginning in 2007, the Indian state of Andhra Pradesh began rolling out 
the 'Rajiv Aarogyasri Community Health Insurance' in selected districts 
to families 'below poverty line' (BPL) with the objective of reducing 
financial risk from catastrophic health expenditures. Today Aarogyasri 
covers an estimated 65 million people. The premium was set at Rs. 210 
with a maximum payout of Rs. 200,000 for a benefit package that today 
includes 942 tertiary care procedures in networked private and public 
hospitals. 

Using a pre- / post-design and matching / difference-in-differences 
analysis by analysing data from the National Sample Survey for years 
2004-2005 and 2008-2009, we evaluated the early impact of Aarogyasri 
on medical impoverishment and labour supply. We measured the level 
of medical impoverishment and lack of financial risk protection as the 
number and percentage of individuals or households falling below the 
poverty line as a consequence of catastrophic health expenditures. 
Catastrophic health expenditures were measured using various 
measures in the literature, e.g. the level of out-of-pocket (OOP) health 
expenditures (and separately reported expenditures for inpatient and 
outpatient care) as a fraction of household income (both entire and non-
food household income) below a certain threshold. We ran sensitivity 
tests on the level of medical impoverishment by varying the threshold 
for 'catastrophic' health expenditures as well as for households with and 
without elderly members. 

Household income was constructed using consumption expenditure 
indices for both rural and urban households, and labour supply was 
measured as hours spent on income-generating activities per working 
adult. We found that Aarogyasri had no overall effect in reducing either 
on OOP for health expenditures or catastrophic health expenditures, but 
when stratified by inpatient vs. outpatient care, we found OOP 
expenditures for inpatient care were reduced while OOP expenditures for 
outpatient care were not reduced. 

These results suggest that health insurance with primarily tertiary care 
coverage has limited capacity to reduce catastrophic health 
expenditures when expenditures for outpatient care remain the 
dominant share of out-of-pocket expenditures and that policy-makers 
should consider designing a benefit package tailored to the disease 
burden of the population. 

Co-author(s) Ajay Mahal / Anup Karan 
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Title Can a community-based health insurance provide financial 
protection to households? The case of Nouna, Burkina Faso 

Presenter Amal Shafik, PhD Student, University of Heidelberg, Egypt 

Background Community Based Health Insurance CBHI approaches optimize equity at 
the grass-roots level through providing access to essential health 
services and thus, has positive implications on access to care and health 
expenditures. Against this background, the aim of this paper is to assess 
the impact of the CBHI in Nouna on providing financial protection to the 
community. 

Methods The setting of this study is in the Nouna Health District of Burkina Faso. 
In 2004, a CBHI scheme was introduced in Nouna. Enrolment is 
voluntary and the unit of enrolment is the household. The study is based 
on the analysis of the Nouna Health District Household Survey (NHDHS) 
data from 2007.  

The methods used in this study are econometric calculations - the 
estimation of the head counts will be calculated by: 

 H= 1/N Σi Ei 

Where Ei is the count when the health expenditure / total exp exceeds a 
certain threshold. 

Head count of CHE will be calculated for three groups :The members 
that are still in the waiting period (Enrolled), those benefitting from the 
insurance (Insured) and finally those who are not members (Non-
insured). 

Results The results included the incidence and intensity of Catastrophic Health 
Expenditures defined with respect to total expenditure and to non food 
expenditures. Various Thresholds of Catastrophic payments measures 
where used, specifically, 5%, 10% up to 20% and the threshold of 40% 
when comparing with non food expenditures. 

If all out of pocket direct and indirect health expenditures are included, 
the head count of CHE for the CBI insured population at the 5% 
threshold is 20% compared with 11.5% for the non insured. 

The head count at the 20% threshold for the insured was 8% compared 
to 3.6 % for the non-insured. When we distinguish between the Enrolled 
and the Insured the results are different. 

Conclusion The results above are counter intuitive if we treat all CBI members alike. 
But when we split the insured into : enrolled and insured the results 
change. For those who are insured, the head count of CHE is lower than 
for those that are not yet insured . This depends mainly on what is 
factored in the out of pocket calculation and if the insured are in the 
waiting period or benefitting from the scheme. When we include only 
direct expenditures, such as, hospitalization and consultations, the 
picture is totally different and CBI does provide financial protection from 
these expenses. Although it is not easy to successfully scale-up 
community based health insurance schemes, it is still an investment 
worth pursuing. 
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Title The impact of government insurance for children in 
Viet Nam 

Presenter Ha Nguyen, Associate, Abt Associates Inc., USA 

Background The literature on impact of health insurance among small children in 
developing countries is rather limited. A good understanding of 
children's responses to insurance incentives will help designing 
programs that tailor to their need. The current study helps filling this 
gap by evaluating the impact of a free health insurance program for 
children under six in Viet Nam on service utilization, out-of-pocket 
expenditure, and number of sick days. 

Methods Data come from two rounds of the Viet Nam Household Living Standard 
Surveys (VHLSS) conducted right before and after the program, in 2004 
and 2006. We limit the sample to children ages under 6 (the 
intervention group) and ages 7 and 8 (the comparison group). The 
sample excludes children from poor households, who are already eligible 
for a different free insurance program. A difference-in-differences 
approach was adopted using repeated cross-sectional data. The 
analytical sample consists of 5,495 observations. 

Results Although the program has not significantly increased the overall 
utilization of health services, its beneficiaries switched from primary and 
tertiary facilities to secondary level hospitals. The utilization of 
uncovered, private services remained unchanged. Among age group 
4-5, the program has helped reducing the out-of-pocket payment and 
the likelihood of large expenditure. The number of sick days declined by 
0.81 as the results of the program (24% of the baseline mean among 
ages 4 and 5). 

Conclusion(s) The program has shown to serve the function of a safety net and helped 
improving efficiency of the health system by reducing the use of costly 
tertiary care. Economic benefits are likely salient as care givers spend 
less day taking care of sick children. For the children to enjoy the 
benefits of insurance more fully, the government should consider 
involving the private sector and improving quality of primary care 
services. 

Co-author(s) Wang Wenjuan 
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Scaling up HIV/AIDS interventions: A unique challenge for health systems 
 
 
Session time and 
venue 

Tuesday, 16:00-17:30 (Neuchâtel) 

Title Health facility survey for delivering services related to 
HIV/AIDS and STIs in Bhutan 

Presenter Lungten Wangchuk, Head, Research and Epidemiology, Ministry of 
Health, Bhutan 

Background and 
Objective 

In resource constraint developing countries like Bhutan, huge 
investments are being made in implementation of specific program 
interventions to combat and control infectious diseases of public health 
importance. However, evaluations of the interventions are rarely carried 
out. In order to measure program impact, health facility participation 
and practices in program implementation, a national representative 
health facility survey (HFS) for HIV/AIDS and STI services was carried 
out in Bhutan.  

The general objective of the study was to evaluate utilization and 
service delivery at different levels of health facilities in Bhutan and 
specific objective was to determine availability and quality of services 
related to HIV/AIDS and STIs in these health facilities. 

Methods A cross sectional survey of health facilities was conducted using semi-
structured questionnaires, which were administered to the service 
providers at different levels of the health care delivery system. An 
additional exit interviews were also conducted with the patients to 
access their satisfaction with the services. Through these tools, the 
quality and utilization of services were gauged. 

Results and 
Conclusion 

Almost 2 / 3rd of the facilities were sub-optimally utilized. About half of 
the facilities did not have relevant guidelines and more than half (55%) 
of the facilities did not have referral linkages. Although 90% of the 
facilities provided HIV / STI services, only 5% of the facilities provided 
correct treatment for STIs. Only 60 % of the facilities provided services 
to HIV positive patients and among those only 83 % of the facilities 
provided counselling services. About half (45%) of the facilities had 
inadequate trainings on HIV/AIDS and STI management and more than 
1 / 3rd of the facilities had poor waste management practices. 
Monitoring and supervision of the facilities were poor with only 40% of 
the facilities ever being monitored in the last one year. 

Based on the finding from this study, the national AIDS / STI control 
program in Bhutan re-directed its interventions and designed supportive 
supervision strategies, which can improve efficiency in health care 
delivery system. In small and resource constraint countries similar to 
Bhutan, such studies could help programs prioritize interventions and 
gain efficiency.  

Co-author(s) Gampo Dorji / Masud Reza 
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Title Does service integration promote access to health care? 
A comparison of integrated and stand-alone HIV and 
sexual and reproductive health services in Swaziland 

Presenter Kathryn Church, Student, London School of Hygiene and Tropical 
Medicine, United Kingdom 

Objectives Integrated services can improve access to healthcare through the 
provision of multiple component services within one consultation room 
or facility. We studied the effect of service integration in Swaziland 
through an observational study of two stand-alone HIV clinics and two 
HIV clinics integrated with sexual and reproductive health (SRH) 
services.  

Methods A client exit survey (n=611) examined the SRH needs of people living 
with HIV (PLWH) and compared service access outcomes between 
integrated and stand-alone sites. Logistic regression modelling was used 
to evaluate associations between clinic model and SRH service use since 
testing HIV positive, controlling for confounding. This analysis is 
supplemented by qualitative data from in-depth interviews with 22 HIV 
clients and 15 HIV providers. 

Results and 
Conclusion 

We found unmet needs for SRH services across all sites: while 57% 
clients had received some advice on family planning (FP), 81% of clients 
rely on condoms alone, only 6% report current dual method use, and 
41% of women were found to have an unmet need for FP. Adjusted 
analyses demonstrate that women in integrated clinics were more likely 
to have accessed family planning services (aOR 2.55, 95%CI 1.48-4.41) 
and pap smears (aOR 3.17, 95%CI 1.64-6.15) since testing HIV positive 
than those in stand-alone sites. However, both men and women at 
integrated sites were less likely to have received condoms (aOR 0.30, 
95%CI 0.19-0.46) and sexual health screening (aOR 0.72, 0.48-1.06). 
Qualitative data suggest that providers at integrated sites felt more 
ready to offer SRH services to HIV clients, but problems were identified 
with capacity and internal referral mechanisms. 

Integrated sites did not consistently perform better than stand-alone 
sites in improving access to component services. If programmes aim to 
scale-up access to SRH and HIV services through service integration, 
more effort is required to harness its potential. 

Co-author(s) Joshua Kikuvi / Dudu Simelane / Nelisiwe Sikhosana / Alison Wringe / 
Susannah Mayhehew for the INTEGRA Research Team 
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Title Know your epidemic, know your response, build your 
systems: A systematic analysis of health system barriers 
impeding universal coverage of programmes for IDUs 

Presenter Pamela Rao, Senior Advisor, Health System Strengthening, USAID, 
United States 

Objectives  Develop a framework to guide systematic analysis of health system 
barriers to scale-up HIV prevention programs for IDUs in three Asian 
countries. 

Design / methods Secondary program data analysis of key HIV prevention interventions 
for IDUs in Viet Nam, Cambodia and Laos, followed by primary data 
collected through interviews with service providers / key informants in 
three countries and a technical meeting. 

Results Preliminary results and proposed framework for analysis will be 
presented. 

Conclusion(s) The urgent need to accelerate coverage of essential prevention, 
treatment and care services for injecting drug users (IDUs) worldwide in 
order to prevent, halt and turn around the epidemics, has received a lot 
of attention after the recent release of the UN report that quantifies the 
appalling low level of coverage of these services. WHO, UNODC and 
UNAIDS have released a technical guide to help countries to set targets 
for universal coverage of comprehensive package of nine interventions 
for IDUs. While there is a wealth of scientific evidence supporting the 
efficacy of these interventions to prevent the spread, there is a lack of 
information on the size of the population and system barriers to bring 
these interventions to scale. 

This study will present an analysis of barriers, by the six health system 
building blocks, to scale up key prevention strategies in three countries 
- Viet Nam, Cambodia and Laos. Based on these case studies, a 
framework to analyse health system barriers will be proposed to support 
health systems strengthening efforts to scale prevention programs for 
IDUs in similar settings. 

Co-author(s) Cliff Cortez / Cameron Wolf 
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Title Patients’ adherence to anti-retroviral therapy in Botswana 

Presenter Esther Kip, Senior Consultant, Institute of Development Management, 
Botswana 

Background & 
Objective 

Botswana provides antiretroviral therapy (ART) free of charge to its 
citizens. Despite treatment being free, patients fail to adhere to their 
therapy. Non-adherence to lifelong ART causes the spread of ART-
resistant HIV/AIDS. The purpose of the study was to identify factors 
influencing patients' ART adherence at four clinics in Botswana. 

Design / Methods Quantitative descriptive and qualitative designs. Structured interviews 
were conducted with a random sample of 400 patients on ART out of the 
population of all patients attending the four randomly selected ART 
clinics in Botswana during April and May 2007. In-depth interviews were 
carried out on 16 nurses in the same ART sites. Quantitative data were 
analysed using SPSS version 13. Chi-square and p-value calculations 
were done to test significance of the relationships between categories or 
variables. Tesch's open coding method was used to analyse the 
qualitative data. 

Results: Patient-centred barriers to ART adherence included inadequate 
knowledge about ART, human immunodeficiency virus (HIV), acquired 
immunodeficiency syndrome (AIDS), CD4 cell and viral-load results, 
stigma, travelling costs, waiting times at clinics, side effects of ART, 
non-disclosure and non-acceptance of their HIV, use of traditional 
(indigenous or folk) medicines, and abuse of alcohol. Service-centred 
barriers included nurses' attitudes and knowledge, health workers' 
inability to conduct home visits and to contact defaulters, failure to 
contact patients by phone, limited clinic hours, delays in getting CD4 
and viral-load results.  

Conclusions / 
policy 
implications 

ART adherence requires more than free ART. Adherence levels will 
improve if both patient-centred and service-centred barriers are 
addressed. Nurses play key roles in educating patients about ART 
adherence and side effects, but they should also educate patients about 
CD4 and viral-load test results and about the dangers of using 
traditional medicines and alcohol with ART. Shorter waiting times at 
clinics could make ART patients' lives more manageable. 

Co-author(s) Valerie Ehlers / Dirk Van Der Wal 
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Health financing for vulnerable populations: Experiences from China, 
the Philippines and Thailand 

 
 
Session time 
and venue 

Tuesday, 1600-1730 (Ticino) 

Session organizer Jian Wang, Professor, Center for Health Management and Policy, China 

Overview This session will review the country-specific characteristic of health 
financing to certain population and of financing to improve the quality. 

  

Title Analysis of the probability of lowering premiums for different 
types of migrant workers 

Presenters Fenghua Yu and Haili Wang (from China) 

Overview Show the government spending, social spending, and out-of-pocket 
(OOP) spending in New Rural Cooperative Medical Scheme (NRCMS) in 
China. It in particularly demonstrates the trend of OOP spending from 
72.5 % in 2003 and decreases to 65.3% in 2009. It provides the 
experiences of reducing OOP, increasing government budget and 
designing accurate benefit could be important contributions to NRCMS 
sustainable development. 

  

Title Barriers to the universal coverage: the effectiveness of medical 
security for migrant workers 

Presenters Jian Wang (from China), Stephen Nicholas and Elizabeth Maitland (from 
Australia) 

Overview Analyse the probability of lowering premiums for different types of 
migrant workers; meanwhile, it studies on integrating common work-
related injuries and general out-patient into social pooling funds, on how 
to manage the general out-patient. It also summarizes experience of all 
regions to propose a practical and effective health financing mechanism. 

  

Title How far has financial protection been provided to the poor? 

Presenters Worawan Chandoevwit and Ammar Siamwalla (from Thailand) 

Overview Find low quality of universal healthcare has self-selected low income 
individual to comply. With a higher, but affordable, funding to the UC 
(rest of the population in addition to civic servant and private 
employee), it will bridge the gap of healthcare quality of the three 
schemes, improve the quality of life, and may reduce the loss of health 
personnel from public to private sectors. 
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Title Examine available national and local data to see how far 
financial protection has been provided to the poor 

Presenters Alejandro N. Herrin and Leslie Escalada (from the Philippines) 

Overview National data includes a disaggregation of the National Health Accounts 
by income quintiles to determine who benefits from national and local 
government spending, from social health insurance, and from out-of-
pocket payments. Secondly, the paper describes the implementation of 
the National Health Insurance Program (NHIP) at the local level taking 
into account the decentralized nature of health service delivery and 
financing. Available local data generated by local governments are used 
to illustrate the effectiveness and efficiency of coverage of the social 
insurance program designed specifically for the poor. Finally, the paper 
discusses current national efforts to improve financial protection for the 
poor under the concept of universal health care. 
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Systemic Quality Improvement (SQI): System orientation and scaling up 
 
 
Session time 
and venue 

Tuesday, 1600-1730 (Valais) 

Session organizer Bruno Dujardin, Directeur, Ecole de Santé Publique, Université Libre de 
Bruxelles, Belgique 

Objectives The objective of an SQI intervention is to improve the quality of health 
care and health services at the national level in developing countries, 
with the active participation of all the different stakeholders, hence its 
systemic nature. At this workshop we will pay particular attention to the 
systemic approach of SQI as well as to the experience of scaling up from 
project level to national level. Participants will be able to:  

- Define the values and the basic concepts of the SQI approach 

- Identify the systemic approach of SQI interventions 

- Evaluate the results of SQI country experiences in Morocco, 
DR Congo, Cameroon, and India, with particular focus on the process 
of scaling up. 

Overview In a SQI approach, a large number of actors and organizations from 
different levels of the health system are continuously defining 
standards, measuring, learning and implementing change in a 
participatory way in order to improve the quality of their processes and 
outcomes (see www.gtz.de/sqi for more details). As a systemic 
approach, SQI takes all main levels of the health system into account, 
involves all actors and considers all sectors of care. SQI is centred on 
people: users, to whom services are offered, and providers. Therefore, 
efforts are directed towards building trust among both groups; to 
increase self-esteem; to improve providers skills and knowledge and to 
develop a spirit of teamwork.  

SQI works as constructive competition with mostly voluntary 
participation. It defines indicators for quality management through a 
participatory approach for several dimensions of quality (such as 
community participation, client satisfaction, technical competence, 
economic behaviour, access). In each dimension, different aspects are 
evaluated in such a way that planning, doing, checking and acting 
(PDCA) components are assessed in order to capture the dynamics of 
the process. 

Methods The steps of the continuous SQI cycle consist of health care and health 
services quality self assessment, participatory auditing with peer 
evaluation, identifying improvement potentials and participatory 
planning, and implementing improvement activities. It results in a 
benchmark using agreed quality criteria and establishes national 
rankings, which give information on the performance of service delivery 
or management organizations. 

The tool adapted to Countries specificities and contexts has been applied 
in Guinea, Morocco and Cameroon, and in a different form in Yemen, 
India, Pakistan, Bangladesh. The process to introduce SQI in the 
province of South Kivu (Democratic Republic of Congo) using Sexual 
violence's and aggressions as entry point, is actually going on.  
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Results The use of SQI aims to change the behaviour of sector professionals and 
organizations. This contributes to better quality of services, which 
increases client satisfaction and enhances service use. Several 
documents describing the country results will be distributed during the 
workshop and discussed with the participants (cf. country abstracts). 

Conclusion The principal benefit of this approach centred on patients and providers 
is the implementation of a new bottom up dynamic and a culture of 
continual improvement of the whole health system. 

  

Title Introduction to Systemic Quality Improvement 

Facilitator Franz von Roenne 

  

Title Low cost quality improvement approach in public health 
institutions in India 

Presenters Amit Paliwal 

  

Title Systemic Quality Improvement (SQI) and Scaling up of 
Prioritized Health Interventions: the case of Cameroon 

Presenters David Yondo 

  

Title SQI - Concours Qualité Morocco 

Presenters Nejoua Belkaab 

  

Title Issues and Challenges for SQI and the SQI network 

Presenters Bruno Dujardin 
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Scaling up towards equitable health systems 
 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Geneva - Stravinsky) 

Title The quest for universal coverage: Friend or foe of health 
equity? 

Presenter Davidson Gwatkin, Senior Fellow, Results for Development Institute, 
United States 

Objectives Achievement of universal coverage with a health intervention would 
produce an ideally equitable situation. But the period between adoption 
and achievement could well see a potentially significant increase in 
coverage inequalities, as coverage initially rises among-the better-off. If 
such increases were to endure, because of a delay in reaching or failure 
to fully achieve universal coverage, the result would be an extended or 
permanent worsening in health equity. 

The presentation suggested here would call attention to and explore this 
issue by: 1) introducing it more fully; 2) empirically assessing its 
potential significance; and 3) suggesting ways of dealing with it. 

Co-author(s) Alex Ergo 
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Title Targeting the poorest-poor: the functions and outreach of 
health care systems in Brazil and India 

Presenter Tiziana Leone, Senior Research Fellow, London School of Economics, 
United Kingdom 

Objectives Emerging economies are showing signs of health improvements with 
average levels of key health outcomes increasing but levels of 
inequalities widening. 

Brazil and India are no exceptions. Using National Sample Survey data 
for India (1995-96 and 2004) and Household Survey data (PNAD) in 
Brazil (1998, 2003 and 2008) this paper will analyse how the stages in 
public spending reforms in both countries have progressed at a time of 
health improvements and how they have impacted on health inequalities 
in both countries. The aim is to compare and contrast two growing 
economies with increasing inequalities which are reflected in health 
outcomes to learn how health systems have managed to target the 
poorest strata at a time of economic growth. 

In the first stage we look at the inequities in public subsidy and it's 
impact on health care utilization looking at a review of studies in both 
countries on economic burden of health expenses and access to health 
services. Key health outcomes that we will focus on are infant / child 
mortality and maternal health. 

Secondly using the above mentioned surveys, we will analyse the 
inequalities in the access to public health facilities and differentials in 
health care financing using multilevel regression models to account for 
health systems variations and the concentration index. 

The key challenge and strength of this study is the comparison of largely 
government funded Brazilian Health System with a private sector 
dominated Indian Health System.  

Preliminary analysis shows hat progress is linked to a widening of the 
gap. Furthermore the burden of health expenses and health financing 
falls more and more on families in both countries. The regional divide is 
but while in Southern India the level of inequalities are not as prominent 
despite the greatest health improvements. Further investigation of the 
regional variations is needed. 

Co-author(s) Dr Dilip / Carla Machado 
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Title Equity in the use of antiretroviral treatment in the public 
health care system in urban South Africa 

Presenter Cleary Susan, Health Economics Unit, University of Cape Town, Cape 
Town, South Africa 

Objectives South Africa has a legacy of inequity in access to health care and is 
currently facing challenges of redressing inequity while scaling up 
services to meet the burden of care associated with the HIV-epidemic. 
Considerable public health care resources are currently being devoted to 
the antiretroviral treatment (ART) programme for HIV-infected 
individuals. Given the size of the investment, it is important to ensure 
that these resources are used productively and in ways that reach those 
in need, irrespective of personal characteristics or social status. In this 
study we evaluate whether the distribution of ART services in the public 
health system reflects the distribution of need among adults in the 
urban population.  

Methods Data from a 2008 national HIV household survey were used to estimate 
a socioeconomic status (SES) measure for adults living in urban areas. 
This measure was then applied to the HIV-positive subset of 
respondents to generate the distribution of HIV-positive individuals by 
SES and sex. These findings are compared to the distributions of a 
sample of 635 ART users by SES and sex within 6 urban public sector 
ART facilities. 

Results Close to 40 per cent of adults with HIV are in the lowest SES quintile, 
while 67 per cent are women. The overall distributions of users of ART in 
the study population by SES and sex are similar to these distributions in 
HIV-positive people. 

Conclusion(s) The patterns of ART use among urban residents in our sample 
corresponded to the patterns of need for ART in the urban population at 
the national level. This suggests that the South African ART roll out is on 
track to ensure equitable delivery of treatment services within urban 
populations. We hope that these findings will add impetus to 
commitments to reaching and sustaining full coverage of ART for all in 
need. 

Co-author(s) Sheetal Silal / Stephen Birch / Henri Carrara / Victoria Pillay-van Wyk / 
Thomas Rehle / Helen Schneider 
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Title Participatory action research to analyse and address 
inequities to access primary health care: A case study of a 
Union Council 

Presenter Sadiq Bhanbhro, City University, London, United Kingdom 

Objectives The aim of this study was to analyse applications & use of participatory 
action research approaches to analyse inequities in access to primary 
health care services at Union Council level. The objectives were to select 
data transcripts for analysis from a wider research study, to explore 
various perspectives, views, concerns and motives held by the 
community related to disparities to access primary health care and their 
impact on health outcomes; to find out opinions of the community 
regarding to reduce them & to determine the effectiveness participatory 
action research applications and methods.  

Data used in this analysis was part of a wider research study titled 
Benchmarks of fairness in health and health care. The data in the study 
have been collected through Participatory Action Research (PAR) 
methods. Based on an inclusion and exclusion criteria a sample of 
twelve group (6 male and 6 female) PAR activities transcripts were 
selected for this study.  

A range of different perspectives on access to health care and their 
impact on health outcomes was noted down in all data transcripts and 
prevailing disparities in access to health care at different levels were 
identified by the study participants. Mainly participants perceived 
inequities in terms of differentials in health outcomes and unequal 
experiences related to health, which arise from uneven and inequitable 
distribution of resources and social interaction that has at its base an 
element of unfairness. The major forms of inequity were socioeconomic, 
based on place of residence and gender. Apart from the above-
mentioned disparities based on literacy level, health seeking behaviour, 
and occupation were also found to be important in health outcomes.  

The analysis found that participatory action research applications and 
methods effectively engaged communities in the equity analysis 
process. This study needs to be considered as a scoping study because 
this allows better understanding about the applications of participatory 
research and community conception of inequities and its different 
aspects and seems to confirm the importance of taking into account 
local values and perception of community, especially social justice when 
planning to intervene at local level and determining the public policy 
related to primary health care. 

Co-author(s) None 
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Can we make resource allocations based on evidence?: 
Experience from ASEAN countries 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Zürich - Miles Davis) 

Session organizer Pongpisut Jongudomsuk, Director, Health Systems Research Institute, 
Thailand 

Overview Members of the Association of Southeast Asian Nations (ASEAN) diverse 
for their socioeconomic development as well as the population health. 
Although the health system configurations in these countries are 
moulded by different political and cultural factors, constraints of 
resources and the negative implications on health delivery are common 
in all settings. Experiences in many parts of the world indicate that 
empirical evidences drawn on research studies, systematic monitoring 
and evaluation of particular initiatives and also routine surveillance of 
problems and corresponding solutions are helpful for policymakers, 
program managers and practitioners in making rational decisions. While 
resources are always scarce, economic appraisals of health technologies 
including social interventions can play a key role in informing the most 
cost-effective choice among available options. Apart from the efficiency-
focused studies, feasibility and performance assessments of a program 
or system are important in resource allocation in the health sector.  

In this panel, representatives of 4 nations in Southeast Asia, namely 
Indonesia, Malaysia, Myanmar and Thailand discuss the current situation 
in their countries concerning the use of evidences in health policy 
decisions. The emphasis is on how research results and other types of 
scientific evidences are generated and introduced as inputs in devising 
and implementing public health investment strategies. Relevant case 
studies or examples on the evidence-based resource allocation are 
illustrated. The exchange of lessons learned also involve related issues 
of existing obstacles, efforts put by different stakeholders to overcome 
such impediments, future challenges, and the way forward. 

The session will be conducted in a 'dialogue' manner, not a formal or 
usual panel session. So there will be no presentation, only questions and 
answers. 

  

Title Policy-based evidences and evidence-based policy: the 
introduction of universal access to renal replacement therapy in 
Thailand 

Presenter Siriwat Tiptaradol 

Objective When Thailand established its Universal Coverage (UC) plan in 2001 
renal replacement therapy (RRT) was explicitly excluded from the 
benefit package, owing to the unaffordable budget requirements. This 
policy prompted researchers to generate evidences on many facets, with 
the aim to challenge the decision. Such evidences included those on the 
cost-effectiveness and feasibility of three RRT modalities, social and 
ethical consequences of RRT exclusion, and public opinions towards 
government-financed RRT initiative. This study illustrates the role of 
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these evidences in subsequent policy development processes. 

Methods Participatory observations, personal communication and document 
reviews were employed in the analysis. 

Results Although universal RRT had been advocated, since 2001, by some 
interests such as patient networks, nephrologists, and the media, it was 
not until 2007 when the issue was revisited by the cabinet that resulted 
in policy shift. RRT was adopted, partly, because evidence highlighted 
inequitable access to this life-saving treatment in different public health 
plans, and that most UC beneficiaries with renal disease faced 
catastrophic consequences from bearing the RRT costs. Since three 
policy options existed, in the subsequent phase of policy formulation, 
feasibility and efficiency evidences played a key role. The inadequate 
number of kidney donors made scaling up renal transplantation 
infeasible. The cost-effectiveness information supported peritoneal 
dialysis (PD) rather than heamodialysis (HD) as, the indirect costs 
shouldered by households of PD was significantly less than HD, with 
similar health gains. To pursue the system efficiency, the cabinet 
approved PD as the first line treatment. HD was allowed only in the 
cases failed from the use of PD. 

Conclusions/ 
policy 
implications 

The Thai case study suggests that health system researchers should 
provide thorough understanding on particular health problems and all 
available corresponding solutions. Several types of evidences need to be 
timely generated so that they can support decisions once policymakers 
demand for. 

  

Title Effects of health insurance programs on provider choice, equity 
and the number of outpatient visits to public and private 
provider: Empirical evidences from Indonesia 

Presenter Budi Hidayat 

Overview Using Indonesian household data, a series of published study aims to 
estimate a model of provider choice - , to detect insurance's effect on 
equity , and to model the number of outpatient visits given insurance - 
We modelled outpatient in three alternative providers using a 
multinomial logit for samples unconditional and conditional on being ill. 
A policy simulation was reported as to how expanding insurance could 
change the patterns of provider choice and equity, measured by 
concentration index. We also explore two classes of count data models, 
and develop a framework to select the best econometric methods.  

Findings confirm that health insurance has a positive impact on the 
demand for healthcare, with the largest effect found among the lowest 
income. A substantial increase in the demand will be gained by 
proposing a universal coverage policy. Given providers alternatives, the 
insured, less healthy, unmarried, wealthier and better educated 
individuals are more likely to choose private providers than public ones.  

Our results support the establishment of a national health insurance 
(NHI) to address under-utilization of formal healthcare. A demand-side 
subsidy to pay insurance premiums for the poor is recommended. The 
likely changes in demand from public providers to private ones need to 
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be considered in current NHI reform, especially in devising premium and 
benefit-packages. If we believed in a quality effect, the findings would 
imply that public providers may need strategies that would change 
people's perceptions about their poor quality of care. In terms of 
methods, our studies suggest that conditional estimates are acceptable 
for short-term analysis, and may even be preferable in a developing 
country since they are less costly to implement. Finally, estimates of 
demand given insurance depend on the empirical specification. If the 
final model is not chosen based on stringent criteria, the calculation of 
premiums and prediction of financial sustainability of an insurance 
scheme might be underestimated. 

References Hidayat B. Are there differences between unconditional and conditional 
demand estimates? Implications for future research and policy. Cost 
Effectiveness and Resource Allocation 2008, 6:15+ 

Hidayat B. Provider choice for outpatient health care services in 
Indonesia: the role of health insurance. Bulletin of Health System 
Research 2009 

Hidayat B, Thabrany H, Dong H, Sauerborn R. The effects of mandatory 
health insurance on equity in access to outpatient care in Indonesia. 
Health Policy and Planning 2004, 19(5):322-335 

Hidayat B, Pokhrel S. The selection of an appropriate count data model 
for modelling health insurance and healthcare demand: Case of 
Indonesia. International Journal of Environmental Research and Public 
Health 2010, 7:9-27 

Hidayat B. Estimating the impact of health insurance program on the 
number of outpatient visits in Indonesia. The Indonesian Journal of 
Health Services Management 2008, 11(1):5-13 

  

Title Allocation of Resources for HPV Vaccination: Role of Economic 
Burden Study of Cervical Cancer in Malaysia 

Presenter Syed Aljunid and Saperi Sulong 

Introduction Cervical cancer is the second most common cancer among women 
worldwide. Recently, vaccine against oncogenic Human Papilomavirus 
(HPV) was found to be clinically effective in preventing the disease. 
More than 50% of the half a million cases of Cervical Cancers are in 
Asian region. However, most policy-makers in the region were reluctant 
to include HPV Vaccine in national immunization programmes because 
the high vaccine cost and lack of evidence on the economic impact of 
cervical cancer. 

Objectives A study was undertaken to quantify the economic burden (outpatient 
and inpatient) of precancerous lesions (ASCUS, CIN1, CIN2/3) and 
cervical cancer (CC) in Malaysia, both from a provider and a societal 
perspective. 

Methods: The annual inpatient medical resources used related to CC 
were assessed with a retrospective review of 444 patient's medical 
records (2007-2008) from four Malaysia hospitals across the country. 
Out of those 444 patients, 120 (27%), 166 (37%), 97 (22%), and 61 
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(14%) had stage I, II, III, and IV CC respectively. The annual 
outpatients resources used (visits, medications, procedures) related to 
CC and precancerous lesions and the days of leave associated with 
inpatients and outpatient visits were assessed by an expert panel. Unit 
costs applied were extracted from official tariffs. Indirect costs 
(productivity losses) included in the societal perspective, were 
calculated by multiplying the number of leave days by the average 
GDP/capita/day. The total burden was assessed by multiplying each 
lesion's and CC annual prevalence by the estimated annual average 
costs per patient per case. 

Results and 
conclusions 

It was estimated that the annual total costs of treating precancerous 
lesions and CC are RM 39,153,669 and RM 51,532,091 from a providers 
and societal perspective respectively. About 76% of those costs incur 
within the healthcare sector. Among the direct costs, 77% (RM 30 
millions) relates to inpatients care for CC. In conclusion, the cost burden 
of precancerous lesions and CC is high in Malaysia, and is driven by 
inpatient CC related costs. 

Policy implications The results were presented to policy-makers in the country. In 
September 2009, the government of Malaysia announced an allocation 
of RM 150 million annually to Ministry of Heath to start HPV Vaccination 
programme among school girls in the country. 
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Using an extended Operations Research approach to test and scaleup 
reproductive health service interventions 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Vaud) 

Session organizer Ian Askew, Director, Reproductive Health Services and Research, 
Population Council, Kenya 

Objectives The primary objective is to understand the key steps and methods for 
developing and testing interventions to strengthen health systems so 
that they more effectively, efficiently and equitably deliver reproductive 
health services. 

Operations research (also known as implementation and programme 
research) has been used for almost three decades to diagnose 
reproductive health problems, identify one or more service delivery 
interventions to address the problem, experimentally test and compare 
the effectiveness of the intervention(s), disseminate the findings and 
support utilization. In recent years, the approach has been extended to 
include additional stages to i) broaden stakeholder engagement in 
research utilization; ii) adapt the lessons learned so that the 
intervention, if proven effective, can be institutionalized into standard 
service delivery procedures / protocols, and iii) support scale up of the 
re-configured services to increasing levels of coverage so that the 
piloted intervention eventually becomes a provincial/regional or national 
programme. This extended approach to Operations Research has also 
developed strategies for facilitating replication of effective interventions 
into different health systems, either in the same country or in other 
countries. 

Participants will learn the following: 

1. The key steps of operations research in developing and testing 
interventions to strengthen reproductive health systems; 

2. Ways to extend the approach to maximize utilization of the research 
findings for implementation and policy; 

3. Key stages to follow and methods to apply, illustrated with practical 
examples from developing countries. 

Description This session will comprise a mixture of formal presentations, audience 
participation and feedback, and case studies of actual examples to 
illustrate the overall approach and principles underlying the extended 
operations research approach. Formal presentations will include the 
following: 

1. A three-phase 'learning' model that underlies the extended 
operations research approach. 

2. The 'Turning Research into Practice' (TRIP) framework, developed 
by WHO and partners, that provides overall guidance for the 
research phase of the extended operations research approach, 
including examples of its application. 

3. The key steps and methods comprising the operations research 
approach (problem diagnosis; identification and diagnosis of an 
intervention(s); testing the feasibility, acceptability and 
effectiveness of intervention(s) using an experimental or quasi-
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experimental design; disseminating results to stakeholders; 
supporting utilization of results to influence decision-making). 

4. Online training materials available for building the capacity of 
program staff to use the operations research approach. 

5. A framework for evaluating the utilization and impact of operations 
research. 

6. Case studies that describe examples of using operations research to 
develop, test, institutionalize and scale-up effective reproductive 
health interventions will be provided so that participants can link 
the principles and steps presented with practical actions taken by a 
range of reproductive health programmes. These will include: 

a. Introducing and scaling-up Emergency Contraception 
nationwide in the national family planning programme in 
Bangladesh and replicating this experience in other countries 
of South Asia. 

b. Supporting the government to develop and scale-up 
nationwide a multisectoral model for adolescent reproductive 
health and HIV information and services in Kenya. 

c. Adapting and introducing WHO guidelines on STI services 
integration in Kenya. 

Other key 
persons 

Michael Mbizvo / John Townsend / Mohammed Khan 
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Critical Interactions between Global FundSupported Programmes and 
Health Systems in Asia 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Zug) 

Session organizer Rifat Atun, Director, Strategy, Performance and Evaluation Cluster, 
Global Fund to Fight AIDS, Tuberculosis and Malaria, Switzerland 

Background The Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund) 
commissioned a series of case studies in several countries to 
systematically analyse how Global Fund-supported programs interact 
with national health systems. Through documentary reviews and semi-
structured interviews with key stakeholders, researchers assessed the 
extent of integration of HIV and TB programmes with the general health 
system, the level of integration of the Global Fund-supported 
programmes within the disease programmes, and system wide effects 
(synergies and unintended consequences) on the healthcare system.  

This session will present findings from two country case studies in Asia, 
highlighting the impact of Global Fund investments on health system 
contexts, interactions affecting the performance of key health systems 
functions, and system-wide effects emerging from varying levels and 
extent of integration of Global Fund-supported programmes. 

In addition, building upon the conceptual and analytical framework 
deployed in the case study research, preliminary results from a 
comparative analysis will be presented. Through this cross-case 
analysis, the impact of Global Fund investments in the control of HIV 
and TB on general health systems will be rigorously evaluated, while 
also contributing to advancing our understanding of methodology, 
conceptual and analytical approaches to comparative analyses of health 
systems. 

  

Title Why Examine the Critical Interactions between Global Fund 
Investments in Disease Programs (HIV and TB) and Health 
Systems? 

Presenter Sandra Mounier-Jack 

  

Title Country Case Study Discussion 

Presenter Rattanaxay Phetsouvanh and Dr Wiku Adisasmito 

Overview Findings – Context, Interactions/ Integration, and System-wide Effects 
on Identified Health System Functions. Two Country Case Studies. 

  

Title What Lessons Emerge across the Case Study Research? 
Conceptual and Analytical Approaches to Comparative Analyses 
of Health Systems 

Presenter Richard Coker 
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Improving Knowledge Translation Through Research 
 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Appenzel) 

Session organizer Jonathan Sachs, Evaluation Manager, Canadian Health Services 
Research Foundation, Canada 

Objectives 1. An overview and discussion of methods for conducting and 
evaluating policy-informed research. 

2. A discussion of the role of evaluation in the field of knowledge 
translation. 

3. Barriers and solutions for conducting research on and improving 
knowledge-translation efforts. 

Background In low- and middle-income countries, continued high rates of morbidity 
and mortality have brought a renewed focus to the role of research in 
health systems policy-making. Recently, a number of units or networks, 
which are known as knowledge-translation (KT) platforms, are 
beginning to experiment with systematic, multi-faceted and synergistic 
efforts to improve the links between research and policy. The World 
Health Organization is sponsoring a number of these initiatives, which 
are titled Evidence-Informed Policy Networks or EVIPNets. Malaysia was 
one of the first jurisdictions to implement the program. 

Objectives The objective of this study was to evaluate EVIPNet Malaysia from 2006-
2008. 

Methods A mixed-methods case study design was used to describe the activities 
and outputs of the Malaysian KT platform as well as the infrastructural 
and contextual factors that may affect the relationships among 
activities, outputs and (eventually) outcomes and impact. Annual 
surveys were supplemented with a systematic review production profile 
as well as a media analysis. A focus group was planned (but not 
implemented) as a feedback mechanism and as a form of 'member 
checking'. 

Results Our results indicated the KT-platform focused its efforts on a few key 
areas, namely 'push efforts' and 'production of research on identified 
priorities'. Similar areas also exceeded expectations of planned KT-
efforts. Systematic review production increased over time as well. Using 
a constant comparative method, we were able to revise a theoretical 
framework of these relationships, which included emphasizing the 
importance of infrastructure in shaping the work of the KT platform. 

Conclusions While this study had strengths in its methods and innovation, the lack of 
a validation step and additional data inputs requires caution when 
interpreting our results, which have implications for EVIPNet Malaysia, 
other KT-platforms, and future evaluations of these innovative efforts to 
link research to policy. 
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Title Evaluating a Knowledge-Translation Platform in Malaysia 

Presenter Jonathan Sachs 

  

Title Policy-informed Research: Improving the Quality and Relevance 
of Health Systems Research for Policy-makers 

Presenter Sean Tunis and Ulysses Panisset 

  

Title Innovative mechanisms to catalyse translation of evidence to 
critical policy change - linking research and advocacy 
organizations at the onset of a project 

Presenter Helen De Pinho 
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Are financing and benefit incidence analyses useful to policymakers? 
 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Basel) 

Session organizer Anne Mills, Head of Faculty, London School of Hygiene and Tropical 
Medicine, United Kingdom 

Objectives 1. To increase knowledge of the strengths and limitations of financing 
and benefit incidence analyses 

2. To increase awareness of how these techniques can be deployed to 
influence the policy-making process in the interests of monitoring 
and improving health system equity 

3. To increase understanding of the technical aspects of how best to 
analyse and present the findings in ways that policy-makers will 
find most useful 

4. To demonstrate how this information has been used for policy 
decisions in real life. 

Description The achievement of equity lies at the core of many current health 
system strengthening debates. Equity as a principle characterizing social 
justice has different facets. It can refer to the fairness of the distribution 
of some good, as well as the process that leads up to achieving a 
particular distribution. In the context of health system analysis, equity is 
often broadly defined as distributing the burden of financing health 
services according to ability to pay, and promoting a distribution of 
health care benefits according to need for, or the capacity to benefit 
from, such care. 

Equity within a health system in relation to these definitions is 
increasingly frequently measured using financing and benefit incidence 
techniques. Financing incidence analysis assesses the distribution of the 
health care financing burden between different socio-economic groups, 
and benefit incidence analysis, the distribution of benefits arising from 
the use of health services between different socio-economic groups.  

The ultimate purpose of undertaking these analyses is to make explicit 
current patterns of financing and benefit incidence, and thereby to 
influence policy-makers to act on the findings. If patterns of equity and 
inequity can be clearly associated with different arrangements for 
financing and organizing a health system and providing services, then 
these analyses can also promote cross-country learning on which ways 
of financing, organizing and delivering health services are associated 
with more or less equitable outcomes. 

However the benefits of such analyses are dependent on the extent to 
which policymakers find the analyses persuasive and have the capacity 
to devise policy which acts on the findings. Recent research provides the 
opportunity to explore this. For example EQUITAP studied various 
national health systems in Asia between 2000 and 2005, documenting 
their performance in terms of equity and deploying financing and benefit 
incidence techniques in order to do this. SHIELD (Strategies for Health 
Insurance Mechanisms to address Health System Inequities in Ghana, 
South Africa and Tanzania), has also used similar techniques in 3 African 
countries. Both endeavours have involved debates and discussions with 
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local policy-makers on the value of the research findings. 

This roundtable session will involve 4 panellists who have been involved 
in EQUITAP and SHIELD and related initiatives and who have also been 
involved in policy-maker dialogues. Each will speak for 5 minutes on 
their experience in using financing and benefit incidence findings in 
dialogues with policy-makers, and what lessons they have learnt in 
terms of generating evidence and presenting what are complex sets of 
analyses. A fifth panellist, from WHO, will comment more broadly on 
how these techniques can be developed further and in a 'policy-maker 
friendly' way, and can be extended to encompass analysis of equity in 
utilization and health outcomes. The session will then be opened for 
audience participation and debate. Bottlenecks in producing the 
evidence and translating evidence to policy monitoring and decision 
making will be discussed. The chair will also guide discussion to address 
how research partnerships/consortia can contribute to capacity 
strengthening of developing countries to produce such evidence and 
make advances towards health equity goals. 

Other key 
persons 

Jo Borghi / Di McIntyre / Ravi Rannan-Eliya / Phusit Prakonsai / 
David Evans 
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Making health systems work for women: Identifying gaps and developing a 
research agenda 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Bern) 

Session organizer Adepeju Aderemi Olukoya, Medical Officer, GWH Gender, Women and 
Health, World Health Organization, Switzerland 

Overview Emerging evidence on the patterns of health in women across their life 
course illuminate the multiple and cumulative threats to women's health 
over their life course. The evidence also points to a health transition, 
leading in many settings to women bearing a dual burden of health 
threats related to infectious diseases and maternal conditions alongside 
emerging challenges associated with noncommunicable chronic 
diseases. On the other hand, there is growing evidence of how health 
systems fail to deliver for women in a responsive way that respects their 
differences from men, biologically and socially as constructed by gender 
norms, roles and relations and highlighting these as failure to protect 
women's right to health. A recent discussion paper developed by WHO 
using the WHO building blocks for health systems and the four WHO 
PHC reforms analysed these "failures" and offers some 
recommendations, including for research. The panel examines selected 
aspects of this review: universal coverage, reforms to various aspects of 
health systems functioning, health financing and human resources, 
using examples from different parts of the world and making the case 
for a research agenda to strengthen efforts to make health systems 
work for women. 

  

Title Women and Health Today: What are the implications for a Health 
Systems Research Agenda? 

Presenter Adepeju Aderemi Olukoya 

Overview The recently released WHO report - women and health: today's 
evidence, tomorrow's agenda documents the multiple and cumulative 
threats to women's health over the life course, highlighting the failure to 
protect women's right to health, the widespread and persistent 
disparities in the way women and men interact with the health system, 
a difference which has varying dimensions when high income countries 
are compared to low income ones, as well as within countries between 
social classes and along the life course. A health transition is emerging 
around the world leading to a shift in the patterns of death and disease 
from infectious diseases and maternal conditions to noncommunicable 
and chronic diseases, this at a time that there is still an unfinished 
agenda on reproductive health, including maternal health. This 
transition occurring at varying rates in different parts of the world is 
leading in many settings, to women being confronted by a dual burden 
of health threats related to infectious diseases and maternal conditions 
alongside emerging challenges associated with noncommunicable 
chronic diseases. 

An underlying determinant is the unresponsiveness of health systems to 
the specific situations and needs of women within health systems policy-
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making, development, strengthening and research. The panel looks at 
selected key elements of the health system and makes some 
recommendations with implications for setting a research agenda that 
will inform attempts to make health systems work better for women. 

  

Title Why universal coverage reforms may not result in universal 
access to health services 

Presenter Sundari Ravindran 

Overview Universal coverage is defined as "access to adequate health care for all 
at affordable prices". This presentation argues that universal coverage 
will not translate into universal access, unless health reforms to promote 
universal coverage are tailored to address gender inequalities in access 
to health services. The presentation examines reforms in health 
financing and service delivery through a gender-lens. It identifies factors 
within health 

financing mechanisms and health service delivery systems that are 
known to contribute to widening the gender gap in the satisfaction of 
health care needs (to the detriment of women). It then proposes 
measures, drawing on case examples, to address gender-equity 
concerns within financing and service delivery reforms. 

  

Title Health care reforms: What has been missing? 

Presenter Pat Armstrong 

Overview Throughout the world, women are the majority of paid and unpaid care 
providers in high and low income countries. Increasingly, research is 
exposing the profound differences in the symptoms and processes of 
diseases experienced by women and men while research has long 
demonstrated that women have more limited access to resources 
needed for good health or care. At the same time, studies are 
documenting the significant differences among women in relation to 
health as well as to access to and responsibility for care. Nevertheless, 
women are the minority when it comes to health care planning, policy 
and administration and when it comes to reforms, the consequences for 
women are seldom taken into account. The presentation presents 
findings from literature review and primary operations research and 
argues that health care reforms must be assessed in terms of their 
impact on women as patients, providers and decision-makers in order to 
make health systems work better for women. 
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Title Gender and human resources for health: A general overview and 
closer look at community health works and home carers 

Presenter Asha George 

Overview The hierarchies that mark and coordinate the plurality of health workers 
that exist in country contexts are determined by technical needs, but 
also reflect power relations that structure health systems, often 
mirroring and sometimes even exacerbating inequalities in society. 
Gender, among other power relations, plays a critical role in determining 
the structural location of women and men in the health labour force and 
their subjective experience of that location. The resulting gender biases 
influence how work is recognized, valued and supported with differential 
consequences at the professional level (career trajectories, pay, training 
and other technical resources, professional networks) and at the 
personal level (personal safety, stress, autonomy, self-esteem, family 
and other social relationships). The resulting health system outcomes 
are inequitable, but also unproductive as they restrain the true capacity 
of individuals working in the health sector. The presentation provides an 
overview of gender issues in human resources for health at a broad 
level, and subsequently focus on community health workers and home 
carers, based on literature review. These mainly female frontline health 
workers compensate for the shortcomings of health systems through 
individual adjustments at times to the detriment of their own health and 
livelihoods. So long as these shortcomings remain as private, individual 
concerns of women, rather than the collective responsibility of gender, 
requiring public acknowledgement and resolution, health systems will 
continue to function in a skewed manner serving to replicate inequalities 
in the health labour force and in society more broadly. 

  

Title Increasing the number of professionals is only part of the 
solution to the human resources crises in Africa: Testing a model 
to increase agency of health workers 

Presenter Sunanda Ray 

Overview Human resources reform is a central aspect of health systems 
strengthening. Addressing the poor numbers of human resources is 
insufficient. Disempowerment of health workers, managers and 
policymakers is a key issue. Conventional strategies in Africa may 
actually undermine local agency. Reforms are often determined by 
agencies and donors, driven by international experts; generalizable 
interventions are prioritized over local context-specific solutions; 
reformers are often more concerned with technical solutions over 
processes to support change; a continuous succession of reform 'fads' 
are often rolled out before previous initiatives are properly implemented 
or evaluated; reform is often guided by a small group of centralized 
planners rather than a distributed responsibility of the entire system; 
and reformers are often preoccupied with identifying the once-off, large-
scale fixes, rather than supporting longer-term, incremental 
improvement. Three themes on health worker performance were 
identified in a literature review: status and recognition; quality of care; 
and management of the health system. The research hypothesizes that 
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a fundamental requirement for health systems development is that 
actors demonstrate agency - the willingness to act on issues perceived 
as important. Interventions were developed to address the themes: an 
association of health workers addressing issues of status and 
recognition; a job enrichment and mentor system addressing quality; 
and a district managers' association to improve health systems 
management. Acceptability and appropriateness of the proposals were 
explored in a multi-country study in Uganda, Kenya, Nigeria and South 
Africa. Results of the study and the implications for funding and future 
research to improve health in Africa are described. 

  

Title Accountability: How civil society, patient advocacy and 
ombudspeople use the government system, using examples from 
countries as diverse as Bangladesh and Brazil 

Presenter Adrienne Germain 
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Assessing efforts towards universal financial risk protection for health in 
low and middleincome countries 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Fribourg) 

Session organizer Abdul Ghaffar, Executive Director, Alliance for Health Policy and 
Systems Research, World Health Organization, Switzerland 

Overview In recent years, universal financial risk protection for health in low- and 
middle-income countries has received considerable attention. The 
means of achieving universal financial risk protection vary widely and 
how best to develop and implement health financing options and service 
provision arrangements in different contexts is a question yet to be 
answered.  

This session contributes to international debate on progress towards 
universal financial risk protection for health in low- and middle-income 
countries. It draws on preliminary results from five ongoing case studies 
examining various aspects of health financing and explores factors that 
have helped, or hindered, expansion of universal financial risk 
protection. 

The first case study presents the experience of a county which has 
achieved universal coverage and examines how sustaining universal risk 
protection is being addressed. The second and third case studies explore 
endeavours to achieve universal financial risk protection, focusing on 
specific health financing schemes in particular contexts. The fourth 
presentation examines how health systems and policy research has 
contributed to policy formulation towards universal coverage from the 
policy-makers' perspective. The final presentation introduces a recently 
launched collaboration between a research organization and a civil 
society group to inform changes in the health system aimed at achieving 
universal financial risk protection. 

  

Title Universal financial risk protection through social health 
insurance: The Costa Rican Health System 

Presenter Juan-Rafael Vargas 

Overview Costa Rica ended the twentieth century with almost universal health 
care coverage. It achieved it slowly, with no fanfare, over a period when 
this comparatively poor society in the tropics evolved to become 
reasonably highly developed.  

The question of how Costa Rica achieved, and has subsequently 
maintained, universal coverage is addressed in this presentation. The 
policy formulation of the universal coverage system is considered in 
terms of the role of key actors and the system design in terms of 
revenue collection, risk pooling and purchasing. This case study uses 
multiple research techniques including policy analysis. The respective 
roles of government (particularly the Health Ministry), the National 
Health System (the Bismarkian CCSS) and society have a balance which 
is unique. Furthermore, how the design changes adopted with the 1990s 
health sector reform were implemented is examined using empirical 
evidence and considering the informal rules that were applied. This 
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includes an analysis of the health care provision network and its role in 
the achievements of Costa Rica's health system. How that process was 
accompanied by, and at times had to adjust for, the Costa Rican society 
and its economic development is crucial to the understanding of how the 
system is shaped today and its strengths and challenges. 

There is limited literature available on these subjects and this case 
study could provide significant input for policy-makers and stakeholders 
in countries having similar contexts. The lessons from the Costa Rican 
health system are also significant for other small tropical countries. 

  

Title Insurance for the Poor: Georgia's path to universal coverage. 
A case study 

Presenter Akaki Zoidze 

Overview Attainment of universal coverage is one of the longstanding health 
policy goals in Georgia. However, the first practical steps towards this 
goal were made only in recent years with new health financing 
initiatives. The purpose of the case study is assessing the impact of 
these initiatives on equity of access to essential health care services and 
financial protection against health care costs, - two key dimensions of 
universal coverage. From this perspective, the study focuses on the 
State Health Program for Medical Assistance to the Poor (MAP) - one of 
the most important health financing policy instruments developed by the 
Georgian government in 2007 with the goal of eventually achieving 
universal coverage. 

The overall approach used in this study is an exploratory and partially 
explanatory, holistic single case study design. A range of quantitative 
and qualitative methods are used: analysis of nationally representative 
population based surveys, document review, media analysis, key 
informant and stakeholder interviews, focus group discussions and 
critical review of published evaluations. 

The final results will characterize the extent to which the MAP is 
successful in improving equity of access and financial protection of the 
country's population through analysis of the quantitative data. The 
qualitative research findings will describe and explain how and to what 
extent the policy content, context, actors and processes of the MAP 
design and initial phase of implementation have affected the observed 
outcomes of this policy initiative.  

Initial policy recommendations are provided on possible improvements 
in the design and implementation modality of the MAP program. The 
initial results of the Georgian experience presented may also be useful 
for other low- and middle-income countries that are struggling with 
similar issues while contemplating ways to ensure universal coverage for 
essential health services for their populations. 
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Title Study of Rashtriya Swasthya Bima Yojana (RSBY) health 
insurance scheme in India 

Presenter Nehal Jain 

Overview The Indian health system is characterized by high out-of-pocket 
payments at the point of use. This inequitable form of financing health 
care has two important consequences. First, it constitutes an important 
barrier to accessing health care. Second, for those who seek care, there 
is a danger of impoverishment. In response to this situation, the Indian 
government has introduced various initiatives, one of them being the 
Rashtriya Swasthya Bima Yojana (RSBY) insurance. RSBY, which is 
specifically intended for the poorest and is heavily subsidized by both 
the central and state governments. The enrolled families can access 
hospital care up to US$ 666 per family per year in selected hospitals. 

In the two years since its launch the insurance scheme has already 
covered about 65 million individuals. The government hopes to have all 
the 300 million poor covered by 2012. Currently, there are considerable 
variations in the performance of the individual states. To strengthen this 
move towards universal coverage, we are studying RSBY and reviewing 
its performance. We do not only ask what the performance of RSBY is 
but also try to understand why it is performing or not performing. 

The study uses a mixture of quantitative and qualitative methods in a 
district in Gujarat to answer the above questions. On the quantitative 
front, we are undertaking a study of 2000 randomly selected poor 
households. We focus on the extent of enrolment/non-enrolment as well 
as on the utilization / non-utilization of services. On the qualitative 
front, we are interviewing key informants and conducting focus group 
discussions among the insured and uninsured populations to understand 
the reasons for enrolment/non-enrolment as well as utilization / 
non-utilization of services. The results from this study will help policy-
makers and managers of the scheme make mid-term corrections and 
advance India's march towards universal coverage. 

  

Title Contributions of health systems and policy research to the 
design of universal health coverage in Thailand 

Presenter Winai Swasdiworn 

Overview It took 27 years of piece-meal targeting and gradually extending 
financial health protection through a mix of tax- and payroll-deduction 
financed schemes for Thailand to achieve universal health coverage in 
2001. The extensive geographical coverage of functional primary 
healthcare service is the foundation for a successful contract model. This 
paper assesses how health systems research and other evidence 
contribute to the design of universal health coverage.  

National health accounts, locally initiated and sustained since 1994, is a 
major analytical tool for financing reform. Researchers contribute much 
evidence-based research for the design of universal coverage. For 
example, research highlighted the adverse selection and financially non-
viable nature of the voluntary public subsidized insurance scheme; the 
cost escalation and inefficiency from supplier-induced demand in the 
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Civil Servant Medical Benefit Scheme, where fee for service is the mode 
of provider payment; and the capacity to contain costs in the capitation 
contract model adopted by the Social Health Insurance scheme while 
achieving adequate utilization rates and decent quality of care. This 
evidence-based research was fed into the design of the UC scheme. 
Various pilots were conducted; they not only assessed system 
responses, programmatic and financial feasibilities, but also built up 
local capacity for insurance management. Adopting universal dialysis for 
kidney failure patients was guided by evidence-based research - though 
cost ineffective, it was justified as a means of preventing household 
catastrophe. Close collaboration between health and statistic 
constituencies in improving the existing national household surveys to 
monitor policy impacts on households, and institutional capacity to 
generate evidence and translate them into policy decisions are major 
assets for evidence based policy decisions. 

  

Title Approaches to achieving public engagement in health systems 
changes in achieving universal coverage in South Africa 

Presenter Ayako Honda 

Overview In South Africa, the proposed introduction of a national health insurance 
scheme (NHI), aimed at achieving universal health coverage, is the 
most important issue currently on the health policy agenda. Although 
NHI has significant implications for the entire health system, there is 
little or no opportunity for public engagement in the development of the 
health policy. Consequently, there is an urgent need to incorporate a 
mechanism for obtaining public opinion on health system changes and 
feed these views into the NHI policy development process. 

In an effort to develop effective approaches for public involvement in 
health care policy, Black Sash, a human rights civil society organization, 
the Health Economics Unit (HEU) at the University of Cape Town and 
Health-e News Service, have launched a project on public engagement 
in health care system's change in South Africa. One of the key project 
activities involves 2-day consultation workshops with civil society 
groups, organized by Black Sash, in each of South Africa's nine 
provinces to discuss values desirable to underpin the South African 
health system. The deliberation processes occurring in the workshops 
are documented and critically assessed in order to draw methodological 
implications for public engagement in health care policy. In addition, 
HEU will undertake a Discrete Choice Experiment to elicit public 
preferences in health system change, focusing on the community’s 
views of key dimensions of (perceived) quality of care when selecting 
care providers, in order to identify priority areas for reform in the supply 
of public health care in South Africa. 

In examining the South African experience, this project attempts to 
contribute to the development of effective approaches for public 
deliberation and engagement in health care policy, particularly in low- 
and middle-income countries, and thereby investigate the public's 
contribution to health system changes in achieving universal coverage. 
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An Approach to the comprehensive measurement of health system 
strengthening: The case of the PATHS2 project in Nigeria 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Jura) 

Session organizer Hong Wang, Principal Associate, Associate Professor, Abt Associates 
Inc., Yale University, United States 

Overview The purpose of this panel is to stimulate the debate and discussion on 
how to track the outcomes of a comprehensive approach to health 
system strengthening efforts in a country/region. 

Objectives Partnerships for Transforming Health Systems is a complex system-wide 
program with multiple interventions and multiple expected outcomes 
across multiple aspects of the overall health system. The purpose of this 
panel presentation is to stimulate the debate and discussion on how to 
track the outcomes of a comprehensive approach to health system 
strengthening efforts in a country/region. During this panel, the 
framework, the indicators, and the measurements developed for the 
project will be presented; and the implementation of these 
measurements in baseline assessment will be demonstrated. 

Description The Nigerian health sector continues to demonstrate poor performance 
due to decades of underinvestment. Evidence from the World Health 
Organization (WHO, 2000) on the health system performance of 
member nations ranked Nigeria 187 out of 191 countries. The Nigerian 
health system has been unable to meet the needs of the people, 
particularly the poor. Health status indicators for Nigeria show that 
progress towards achieving the Millennium Development Goals (MDGs) 
has been unimpressive, thus necessitating appropriate health system 
strengthening interventions for a positive change. 

Partnerships for Transforming Health Systems (PATHS2) is a 6 year 
(2008-2014) DFID-funded program designed to strengthen the Nigerian 
health system. This program seeks to collaborate with and support the 
Nigerian authorities in addressing necessary governance issues that will 
ensure that the Government of Nigeria can improve the performance of 
its health system to deliver sustainable and good quality health care 
that meets the needs of its people.  

PATHS2 is a complex system-wide program with multiple interventions 
and multiple expected outcomes across multiple aspects of the overall 
health system. In order to ensure success over the years, PATHS2 has 
developed a unique framework and approach to measure the change in 
health system performance over the project period. The purpose of this 
panel presentation is to stimulate the debate and discussion on how to 
track the outcomes of a comprehensive approach to health system 
strengthening efforts in a country/region. During this panel, the 
framework, the indicators, and the measurements developed for the 
project will be presented; and the implementation of these 
measurements in baseline assessment will be demonstrated. This panel 
will be moderated by Dr. Hong Wang, a Principal Associate/Senior 
Health Economist in Abt Associates and a Associate Professor at Yale 
University School of Public Health. The following components will be 
covered in this panel presentation. 
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Title Presentation of the overall framework, indicators, and 
methodologies of the measurement health system strengthening 
used in PATHS2 project 

Presenter Hong Wang 

  

Title Assessment of health policy and policy development capacity 

Presenter Allison Goldberg 

  

Title Public expenditure management assessment 

Presenter Benson Obonyo 

  

Title Measuring the readiness of service delivery system to response 
to healthcare needs 

Presenter Ayman Mohsen 

  

Title Demand side and community engagement assessment 

Presenter Ben Rolfe 
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Country health systems surveillance (CHeSS) 
 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Lucerne) 

Session organizer Ties Boerma, Director, Health Statistics and Informatics, World Health 
Organization, Switzerland 

Overview Global partners and countries have developed a common framework for 
monitoring and evaluation of health progress and performance. The 
operationalisation of this framework requires a common platform for 
monitoring and evaluation (M&E) of National Health Strategies (NHS) - 
also referred to as the country health systems surveillance (CHeSS) 
platform. The country-led platform aims to improve availability, quality 
and use of data needed to monitor health progress and performance and 
inform country health sector reviews and planning processes.  

This panel presentations in this session presents different approaches 
used by countries to assess progress and performance. This include the 
review of the contribution of the health system to progress and 
performance during the past two decades in Kenya, a comprehensive 
analysis of health reforms and health trends in Thailand during the last 
two decades, and considers the role of health systems research, the 
experience with annual monitoring using sub-national data in South 
Africa, and the monitoring and evaluation of China's health reforms 
based on the regular national health services surveys. Finally, the 
current and future roles of health systems research in monitoring and 
evaluation are discussed. 

  

Title Kenya health policy framework review 1994-2010 and 
implications for the new health plans 

Presenter Martin Osumba 

Overview An assessment of progress and performance in the context of the Kenya 
Health Policy Framework 1994-2010 

Objective: To review Kenya's health system performance in the context 
of its health policy framework 1994–2010, as a basis for a new policy 
framework aligned to the its long term vision 2030. 

Methods: The 2 health ministries established a multi-sectoral technical 
working group that reports to the Health Sector Steering committee to 
guide the process of health policy review and development. The 
quantitative analysis was the first step, and involves Ministry staff, 
research institutions, Bureau of Statistics, APHRC and WHO. The WHO 
CHeSS framework was used to assess progress and performance, and 
extensive use was made of all data sources, including surveys, facility 
data, death registration and health research. 

Findings: Total health expenditure was stagnant in the nineties and 
increased rapidly from 2004, in line with the overall economic growth 
pattern, to 40 USD per capita in 2009. The government allocation to 
health has ranged between 5.5 to 8.6 %. Out of pocket payments 
declined from 40% in 1995-99 to 29% 2005-06.  

The child mortality and fertility declines stalled during the nineties, and 
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coverage of key health interventions for maternal, neonatal and child 
health was lower in 2003 than in 1989. In the last 5 years, however, 
substantial progress was made including rapid increases in coverage of 
new interventions (e.g. PMTCT, ITN, ART), and gradual improvements in 
coverage of existing interventions for TB and MNCH, and child mortality 
declines. Some indicators such as child stunting however showed no 
progress. Equity gaps remain large, but the provincial reduced 
somewhat. In terms of efficiency (child mortality by financial indicators) 
Kenya restored its position as better than average performer in Africa in 
recent years. 

Conclusion: Against a backdrop of rapid population growth and a 
stagnating economy during the first half of the Kenya Health Policy 
Framework 1994-2010, most health measures showed little progress. 
Since 2004, however, much progress has been made, supported by 
economic growth, improved levels of education and health systems 
strengthening. Major challenges remain the achievement of the health 
MDGs, financial protection of its people, the large equity gaps, and 
addressing the increasing burden of NCDs. 

  

Title A comprehensive analysis of Thailand's health systems 
performance assessment 

Presenter Phusit Prakongsai 

Overview Objective: To analyse changes in and contributing factors to health 
system performance of Thailand during the past two decades.  

Methods: Comprehensive literature review on health system research 
and analyses of nationally representative household surveys. 

Findings: Policies and health sector reforms in Thailand during the last 
three decades are classified into two strands. First, health infrastructure 
development, 'Health for All' focused on primary health care strategies 
with the decade of district health systems development including district 
hospitals and health centres in all districts in late 1980s. The 1972 
mandatory rural services by all medical and public health professions 
significantly boosted the capacity of district health systems in providing 
comprehensive health care.  

Second, extension of financial risk protection to facilitate access to care 
by the population, the public subsidized free care for the low income, 
later extended to the elderly and children under twelve, the 1990 Social 
Security Act for private employees covered firms having more than 20 
employees in 1990 and later more than one employee in 2004; initiation 
of community based health insurance for the non-poor and later 
emerged to voluntary public subsidized insurance scheme. The final 
launch of 2002 universal coverage brought the entire population to 
universal health coverage.  

These reforms result in progressive financial contribution, pro-poor 
utilization and public subsidies with a minimum level of catastrophic 
health expenditure and impoverishment from health care costs. Though 
a significant decrease in child and maternal mortality was observed and 
HIV epidemic under controlled, emerging challenges are the increased 
burden from chronic non-communicable diseases and other amendable 
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health risk behaviour in the light of rapid demographic transition.  

 

Conclusion and policy implications: Comprehensive synergistic policies 
towards rural health systems development and financial risk protection 
extension, based on pro-poor, pro-rural policy intentions contribute to 
good and equitable health of Thai people. 

  

Title Sub-national health systems performance assessment: The 
health barometer in South Africa 

Presenter Candy Day 

Overview Objectives: South Africa is characterized by enormous diversity and also 
disparities, across geographic areas and by ethnic and socio-economic 
dimensions. The District Health Barometer (DHB) is a tool which has 
been developed to provide an annual review of the overall performance 
of the public health sector at the sub-national level. 

Methods: The DHB is generated through the integration of detailed, 
disaggregated time series data from the District Health Information 
System (DHIS), Treasury expenditure data, Electronic TB register and 
various surveys. Data from 2000-2009 are used for 30 core indicators, 
which are assessed according to peer groups (metropolitan and rural 
districts) and published targets using ranking, time trends, box-and-
whisker plots and maps. Equity is assessed between geographic areas 
and according to socio-economic quintiles determined from the 
deprivation index. Since most of the indicators are from facility-based 
routine reporting systems, much emphasis has been on assessing data 
quality.  

Results: Improvements include a 3-fold reduction in the ratio of PHC 
expenditure per capita between districts, general upward trends in 
process and coverage indicators such as the antenatal HIV testing rate 
(0-87% between 2002-2009), slowly improving TB cure rates (although 
still below target at 64% in 2007) and downward trends in perinatal 
mortality and still births for all groups. Problem areas include wide 
disparities remaining for access to health insurance, access to water, 
distribution of condoms and immunization coverage. Indicators for 
PMTCT and child care (diarrhoea incidence, not gaining weight) have 
had major quality problems, despite their importance in relation to 
disease burden. 

Conclusions: The DHB has shown mixed results in terms of South 
Africa's health system performance over the period. The focus on sub-
national analysis is particularly relevant but there have been major 
challenges in terms of data quality and interoperability. There is 
evidence that the DHB has been used by managers and policy-makers 
to adjust resource allocation and priority interventions as well as 
strengthen information systems. 
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Title Monitoring and evaluation China's health reforms 

Presenter Lan Yao 

Overview Objectives: In 2009, the Government of China announced its health care 
reform blueprint to achieve universal coverage by 2020. The reforms 
focus on health insurance, essential medicines, primary care, public 
health, and public hospitals. An analytical framework and set of 
indicators are proposed to serve as the baseline to measure progress 
over time with the implementation of the reforms.  

Methods: Nationally representative 2003 and 2008 National Health 
Services Surveys, which used multi-stage stratified cluster sampling to 
select 94 of 2859 counties from China's 31 provinces and municipalities. 
Five townships per county, two villages per township and 60 households 
in each village were selected. 57,023 and 56,456 households were 
interviewed in 2003 and 2008. 193,689 and 177,501 individuals in 2003 
and 2008; response rates were 77.8% and 83.0%, respectively.  

Results: Between 2003 and 2008, national insurance coverage increased 
from 23.1% to 87.4% (p<0.001), including a seven fold increase in 
rural China. Hospital admission rates nearly doubled to 6.8% in 2008 
(p<.001). 17.4% of patients failed to be hospitalized after referral for 
financial reasons in 2008, a decline from 21.8% in 2003 (p<0.001). 
Caesarean section rates increased from 16.3% to 26.8% (p<0.001), 
and urban rates were 50.9% in 2008. 

Conclusions: Rapid changes occurred in the health system between 
2003 and 2008, which reflects the large-scale resource inputs and an 
expansion of insurance before 2008. Monitoring of the reforms over the 
medium-term should emphasize quality and safety to ensure that 
additional resources into the system are translated into health 
improvements. Disaggregation of data between geographic areas and by 
household income levels will identify whether the reforms are achieving 
the goal of universal coverage. 

  

Title The role of health systems research in evaluation 

Presenter Sara Bennett 

Overview Objectives: 

- Identify different ways in which health systems performance 
assessment (HSPA) has been used 

- Consider how health systems research can be employed to 
strengthen further approaches to performance assessment 

Design /methods: 

(i) a comparative analysis of cases presented earlier in the session 

(ii) a consideration of literature on HSPA. 

Results: HSPA can be used to 

(i) monitor for accountability purposes 

(ii) create generalizable knowledge or 
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(iii) produce practical knowledge for program improvement 

Country led initiatives typically focus on (iii) and do not employ 
comparable approaches.  

HSPA approaches frequently identify measures by health system 
building block, but major gaps in knowledge remain:- 

Limited knowledge about appropriate values of health systems 
indicators make it difficult to benchmark “good” health systems 
performance 

Limited evidence exists about the relative importance of different 
building blocks so it is difficult to weight different indicators 

Lack of knowledge about the interaction of system components and 
overall system functioning (e.g. time lags, feedback mechanism) may 
mean evaluation efforts are poorly focused. 

 Conclusions / policy implications 

Important initial steps in developing HSPAs have been developed, but 
could be further strengthened through health systems research. 
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The Paris Declaration on aid effectiveness and sectorwide approaches 
(SWaps) 

 
 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Neuchâtel) 

Title Improved aid effectiveness but waiting for results: What 
are the missing links? 

Presenter Elisabeth M. Paul, Chercheur, Université de Liège, Belgique 

Objectives The objective is to analyse the content of the Paris Declaration on aid 
effectiveness and Accra Agenda for Action, and their practical 
implications for the health sector in aid-recipient countries. 

Design / methods The study draws on 

(i) a critical analysis of the two declarations; 

(ii) a review of the literature on their implementation; and 

(iii) interviews of people in charge of implementing them - both donors 
and government representatives. 

Results Despite adherence to, and to a lesser extent the implementation of the 
principles of the Paris Declaration and the Accra Agenda for Action, their 
impact at the operational level remains weak. What therefore are the 
“missing links” between the international cooperation policies and 
national health and development plans, and between these and the 
results delivered at the operational level? 

The influence of international and national policies over health systems, 
service providers' behaviour and health impact is not addressed by the 
agenda for aid effectiveness, in spite of it being crucial for its success. 
Moreover, the agenda is mostly dealt with at the highest policy level 
(international forums or at best national sector level), thus distancing it 
from field realities. 

Conclusions / 
policy 
implications 

The underlying values of the Paris/Accra agenda for aid effectiveness 
are sound, but its rationale is a ‘top-down’ approach that presumes that 
changes in policy will automatically result in improved implementation 
without addressing how this should be done. We believe that a ‘bottom-
up’ application and a realistic evaluation approach should be promoted 
to ensure quality, effectiveness and reactiveness. If health results do 
not improve, there is a risk that the agenda for aid effectiveness may be 
rejected, notwithstanding its (incomplete) added value. 

Co-author(s) Jessica Martini / Bruno Dujardin / Megan Ireland 
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Title Moving towards health SWAps in post conflict contexts: 
Lessons learned on readiness for SWAp in Timor Leste, 
Sierra Leone and DR Congo 

Presenter Ann Canavan, Royal Tropical Institute of Netherlands, Amsterdam, The 
Netherlands 

Objectives This paper explores the current conditions and processes in place for 
moving towards a sector wide approach for health in three post conflict 
states namely; Timor Leste, Sierra Leone and Democratic Republic of 
Congo (DRC). It addresses the key lessons learned on the (i) desirability 
and feasibility of SWAps in post-conflict health sector settings, (ii) the 
progress made by the three countries concerning the six major SWAp 
building blocks, (iii) conclusions on the drivers and breaks in early SWAp 
development within these countries and lessons that can be applied to 
other similar contexts. 

A comprehensive readiness assessment was undertaken in Timor Leste, 
Sierra Leone and DR Congo. The assessment involved analysis of 
country level primary and secondary data, interviews with government 
& development partners and (de)briefing workshops with all key 
stakeholders. 

Findings reveal that health sector reform efforts in such post conflict 
contexts are in early stages of development and is often challenged by 
the existence of diverse aid modalities, fragile government leadership 
and capacity, and unpredictable donor policy and behaviour. Given the 
complexity of the post conflict aid architecture interacting with mixed 
motivations for pursuing a SWAp, attention to the process is key to 
achieving results. We therefore recommend a two-stage approach in 
post conflict health sectors. Major attention should be initially geared 
towards three of the six SWAp elements (policy, sector coordination, 
basic expenditure framework) supported by wider support to capacity 
building and followed by further deepening of all six elements. 

Overall, the methodology for this study can be replicated to establish 
the state of readiness for SWAp in other contexts. Considering the 
longer term impact of fragility, expectations for health sectors in 
recovery need to be reconsidered in terms of the sequencing and pace 
of achieving SWAp milestones while an iterative approach of learning 
and doing is critical to success. 

Co-author(s) Ines Rothmann / Danny Cassimon / Anne Coolen  
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Title Vertical funding, NGOs and health system strengthening: 
Perspectives of public sector health workers in 
Mozambique 

Presenter Abdul Mussa, National Director, Ministry of Health, Mozambique 

Objectives The objective of this study was to explore the perspectives and 
experiences of key Mozambican public sector health managers who 
coordinate, implement and manage the projects, agencies and resource 
flows that increased vertical funding has produced amidst ongoing 
severe workforce shortages. 

Methods Over a 4-month period we conducted 41 individual qualitative interviews 
with key Mozambican Ministry of Health (MOH) managers at the 
national, provincial and district levels in the public health system to 
identify the effects of technical support provided by external sources. 
Departments covered by the interviews included HIV/AIDS, malaria, TB, 
planning and cooperation, pharmacy, and human resources. Core MOH 
planning documents and reports were also reviewed. 

Results All respondents initiated their discussion with the advantages and 
positive results that international aid to the health sector has produced. 
However rapidly the interviews turned to the major challenges that 
vertical funding creates for the health system. Three major concerns 
were revealed, 1) difficulties in coordinating external resources and 
challenges to local control over the use of international aid resources 
channelled to international NGOs; 2) inequalities created within the 
health system produced by vertical funds channelled to specific services 
while other sectors remain under-resourced; and 3) the exodus of 
health workers from the public-sector health system to NGOs provoked 
by large disparities in salaries and work conditions. 

Conclusion(s) There was broad consensus among respondents from all levels of the 
health system that vertical funds for specific health programs have 
brought major new challenges related to coordination and inequality. 
Recommendations include better integration of vertical programs into 
primary health care systems and increased financing for administration 
and recurrent costs. Leadership and management training for MOH 
cadres are also necessary. The MOH should consider creating a package 
of incentives together with higher salaries to retain qualified workers. 

Co-author(s) James Pfeiffer / Stephen Gloyd / Sarah Gimbel / Kenneth Sherr  
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Title A cross-country analysis for effect of aid fragmentation on 
health systems in developing countries 

Presenter Yasuhiko Kamiya, Graduate School of International Health Development, 
Nagasaki University, Japan 

Objectives The study objectives are to examine the effect of aid fragmentation on 
health systems. 

Methods Cross-country analysis was conducted for 48 least developed and 12 
other low-income countries. Aid fragmentation in each recipient country 
was expressed as one minus Herfindahl index for aid flows into health 
sector including population and reproductive health programs based on 
data from the Creditor Reporting System (CRS) databases of OECD from 
1995 to 2008. DPT3 coverage at one year of age, skilled birth 
attendance rate, number of nurses and access to health services, and 
infant mortality rate at country level for the same period were used as 
health system indicators. Population, GDP, literary rate and 
governance(corruption control and government effectiveness) were 
employed as other independent variables. 

Results Aid fragmentation is high in sub-Saharan African countries, while low in 
pacific countries. No significant correlation between aid fragmentation 
and any of the health service and impact indicators was found at this 
country-level analysis. Nevertheless, countries with high aid 
fragmentation and low population tended to have weaker health system, 
but stronger governance. 

Conclusion(s) This cross-country analysis was insufficient to obtain significant 
relationship between aid fragmentation and health systems partly due to 
insensitivity of the common health indicators to the fragmentation 
effect.  

Yet aid fragmentation could weaken health system especially in 
countries with limited capacity. Increased transaction cost results in 
health personnel office trap with fewer supervisions and outreaches. 
Process and outcome indicators sensitive to aid fragmentation may 
include supportive supervision, perceived service quality, service 
coverage by poverty quintile, diversity of trainings, the number of 
records and reports, and separate workloads on management, clinical 
care, and public health. The effect of aid herding behaviour especially 
towards HIV/AIDS and specific areas should also be assessed. 

Co-author(s) None 
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Scaling up of services through communitybased approaches: 
The community as a crucial component of health systems 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Ticino) 

Session organizer Jeff Spieler, Senior Technical Advisor for Science and Technology, United 
States Agency for International Development, United States 

Overview Services at the community level, using a range of providers, make it 
possible for the health system to reach more women with a broader 
range of health services, including family planning and contraceptive 
methods. 

Although community health workers (CHWs) have traditionally provided 
oral contraceptives and condoms for family planning, research over the 
past several years has tested the feasibility, acceptability, and quality of 
provision of a broader range of contraceptive methods and services at 
the community level. This research has documented the processes 
required to put such programs in place, and their successes as well as 
the challenges encountered. This panel will include presentations on the 
following topics, with each presenter stating the issue addressed, the 
process followed and results achieved, and the challenges faced, 
including supervision and motivating community health workers: the use 
of CHWs to deliver injectables, providing long-acting and permanent 
methods at the community level, and community-based post-abortion 
care. Common issues will be discussed and additional research 
identified. 

  

Title Provision of Long-Acting and Permanent Methods (LAPMs) of 
family planning in community settings 

Presenter Roy Jacobstein 

Overview This joint presentation will first consider the implications for service 
access and scale-up of different models of provision of long-acting and 
permanent methods of family planning (LAPMs)-IUDs, hormonal 
implants, female sterilization, and vasectomy-in urban and rural 
community and clinic settings in countries such as Bangladesh, Ghana, 
Kenya, Madagascar, Nepal, Tanzania, and Zambia. The second sub-
presentation will address the more specific experience-results, 
challenges, lessons learned, next steps-of using health extension 
workers (HEWs) to provide contraceptive implants in Ethiopia, a country 
that has seen notable recent success in improving its modern 
contraceptive prevalence rate (CPR) and is demonstrating concerted 
political will and devoting many program resources in order to make 
family planning services, including hormonal implants, much more 
widely accessible to its populace at community and primary health care 
levels as well as at higher levels of the health system. 
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Title Expanding access to family planning services through 
Community-Based Provision of Injectable Contraceptives 

Presenter John Stanback 

Overview This presentation will highlight the introduction in Africa of community-
based access to injectable contraceptives, an innovative strategy that is 
already expanding the availability of family planning services to 
underserved and rural populations. Practiced in Asia since the 1970s 
and Latin America since the 1990s, provision of injectables by CHWs 
was introduced in Uganda in 2004, and has since spread to half a dozen 
other countries in the region. We will present the conclusions of a June 
2009 technical consultation in Geneva, first endorsed by WHO, USAID 
and FHI, and subsequently by UNFPA, FIGO, IPPF and others.  

Case studies from Uganda, Malawi, and Madagascar will also be 
presented. CBD of injectables began with an NGO in a single district in 
Uganda, but, in a classic example of "diffusion of innovation," spread to 
public- and NGO-sector programs in other districts. In Malawi, both paid 
MOH CHWs and, more recently, unpaid NGO workers provide 
injectables. In Madagascar, early adoption by the Ministry of Health 
guaranteed rapid scale-up of the practice in the public sector. The three 
cases also provide interesting examples of how governments use (or 
don't use) policy to promote the practice. 

  

Title Community-based post-abortion care with family planning: 
Decentralized service and community mobilization 

Presenter Carolun Curtis 

Overview This presentation will feature a discussion of the joint statement of 
FIGO, ICM, ICN, and USAID (soon to be endorsed by other organizations 
including WHO) entitled "Family Planning: a Key Component of Post-
Abortion Care", and will focus on the community dimension as a crucial 
component in the expansion of access to PAC services. Examples of 
scale-up in Nepal, Tanzania and Senegal will be compared and 
contrasted, and future challenges discussed. Decentralization of post-
abortion care services and engagement of community members in the 
PAC Community mobilization model are two interventions that have 
been demonstrated to strengthen the health care system from both the 
supply and demand sides. Decentralization of PAC services in Nepal, 
Senegal and Tanzania ahs expanded the supply and coverage of these 
services by increasing number of facilities and providers, thereby 
bringing services closer to women. In these three countries, from 2002 
to 2006, the number of facilities in the areas of study providing PAC 
services increased from 35 in 2002 to 412 in 2006. The numbers of 
women treated with PAC services increased by 71% from 5300 in 2002 
to 7379 in 2006 with services expanded to 22 districts in Senegal and 
from one to 10 districts In Tanzania. Client demand is also being created 
by the use of the PAC Community mobilization model. Future challenges 
for greater expansion, and ensuring the sustainability of these efforts 
through strengthening linkages with the broader health system are 
discussed. 
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Title The Unfinished Agenda: Recommendations for further research 

Presenter Sarah Harbison 

Overview This session will review the major implementation issues identified in 
the three panel presentations, and will discuss common challenges and 
knowledge gaps. It has been clearly demonstrated that community 
approaches, using a range of providers, can make it possible for the 
health system to reach a larger number of women with a broader range 
of services. The potential impact is clear. The challenges, as these 
programs scale up, are related to issues of provider retention and 
motivation, remuneration, and linkage with the broader health system. 
Challenges related to supervision, training (and retraining) and logistics 
support must be better understood for these workers if expanded 
programs are to be sustainable. 

 



 

111. 

Multicountry research at the community health district interface: 
Concepts, designs, methods and management 

 
 
Session time and 
venue 

Wednesday, 11:00-12:30 (Valais) 

Session organizer Johannes Sommerfeld, Scientist, Research Manager, Special Programme 
for Research and Training in Tropical Diseases (TDR), World Health 
Organization, Switzerland 

Objectives The audience will gain an overview of issues and challenges in 
conceptualising, designing and managing large-scale, multi-centric 
implementation research studies pertaining to disease control at the 
interface between communities and the district health and local 
government system.  

Learning objectives:  

1. To review the range of issues, disciplines and evidence required for 
effective and sustained implementation of community interventions  

2. To understand the critical issues in the design and management of 
multi-centric, multi-disciplinary studies carried out at community 
and health district levels in the context of health systems research.  

3. To identify the mechanisms through which evidence generated 
through multi-centre, multi-disciplinary studies can be fed back into 
and impact on health systems and policy direction. 

Description Variations in local contexts and national health systems presents a 
significant challenge to standard extant research paradigms. Recent 
innovations in multi-method, multi-disciplinary studies have been 
pioneered through health systems and implementation research across 
several countries. The research uses wide variety of qualitative and 
quantitative methods originating from the social and public health 
sciences. Beyond the immediate relevance to the local setting, what 
does this growing body of evidence tell us about implementation at the 
community and national levels and how does it inform the overall health 
system? Based on a range of initiatives undertaken by the Special 
Programme for Research and Training in Tropical Diseases (TDR), in 
collaboration with partners such as the African Programme for 
Onchocerciasis Control and research institutions in lower and middle 
income countries, this session will explore these questions. It will 
highlight issues and challenges of such research pertaining to research 
conceptualisation, design, analysis management and research-to-policy 
linkages of multi-centric studies. 

  

Title The conceptual foundations of implementation research and 
challenges of embedding interventions 

Presenter Daniel D Reidpath 

Overview This paper will present an analysis of the challenges in the development 
of the evidence base for sustainable implementation of disease control 
interventions. 
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Title Multi-country, multi-disciplinary research at the interface of 
communities and district-based health systems: The TDR 
experience 

Presenter Johannes Sommerfeld 

Overview This paper will provide an overview of TDR-led multi-country, multi-
disciplinary research initiatives on community-based interventions 
against infectious diseases of poverty and will highlight issues in and 
challenges of coordinating and managing such research. 

  

Title Study designs for experimental studies of implementation 
strategies for community based interventions 

Presenter Jan F Remme 

Overview This paper will address methodological aspects for designing large-scale, 
multi-centric studies including community trials and comparative 
experimental studies of district based implementation strategies, 
highlighting the WHO-TDR research initiative on Community-Directed 
Interventions (CDI) for Major Health Problems in Africa, conducted in 
collaboration with the African Programme for Onchocerciasis Control. 

  

Title Exploring health systems factors in implementation 

Presenter Margaret Gyapong 

Overview Based on the analysis of data from multiple implementation studies, this 
paper will present a framework for addressing health systems factors in 
implementation research. 

  

Title Synthesizing reporting and knowledge translation 

Presenter Pascale Allotey 

Overview Given the challenges of working across disciplines and presenting non-
traditional forms of evidence, this paper will explore the analysis of 
interdisciplinary data and strategies for achieving optimal policy level 
uptake. 

  

 



 

113. 

Depth versus breadth of coverage: The tradeoff between covering people 
versus including packages of services 

 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Geneva - Stravinsky) 

Session organizer Julio Frenk, Dean, Harvard School of Public Health, United States 

Overview A growing number of countries are guaranteeing defined sets of services 
as entitlements of the population. In presence of resource constraints 
this poses a tension between the depth of coverage (the amount of 
services offered to people in need) and the number of people to cover.  

With these benefits packages countries increasingly rely on explicit 
rationing of services. This raises the visibility of the inevitable exclusions 
of needed technologies and drugs. Cases of exclusions tend to have 
wide media coverage and contribute to inspiring political hostility to the 
health systems and their priority setting tools (like cost-effectiveness). 
In some countries, patients disappointed by service denials are 
increasingly challenging these in the courts, invoking the right to 
healthcare to demand services not covered by the basic packages. 
Judicial involvement is an emerging as a global trend and adds to the 
political tensions associated with setting limits to the sets of services 
that are to be guaranteed as entitlements.  

The session examines how this tension has manifested itself in a 
number of middle-income countries. The presentations document how 
the production and dissemination of evidence of the previous inequities 
generated the adequate political environment for implementing this 
reform process, and extracts concrete lessons in terms both of the 
technical design of the policy instruments and their feasibility from a 
political economy standpoint.  

The examples are from the LAC region. Colombia has implemented 
universal insurance with an explicit rationing model that has clashed 
with the judicial system. Chile and Mexico have more recently 
introduced sets of entitlements without withdrawing the funding for 
other services not in the package, which appears to be more politically 
stable. Costa Rica has a stable universal system without explicit 
guarantees of specific services, while Dominican Republic is at the early 
stages of a reform process similar to Colombia. 

  

Title The AUGE program in Chile: More than a basic package 

Presenter Tom Bossert 

Overview Chile has a dual system in which the most affluent 20% of the 
population uses its payroll contributions (social security for health) to 
purchase private insurance, and the remaining 80% is covered by a 
public fund (FONASA). Until recently there was no mandated benefits 
package. The AUGE reform, implemented in the mid 2000’s prioritized 
56 medical conditions and introduced an explicit set of guaranteed 
services for treating them –which is binding in both the public and 
private sectors. Moreover, it innovated in guaranteeing not only the list, 
but clinical protocols that aim to ensure quality, and committed to 
maximum waiting times for certain services. The AUGE received 
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additional funding from Congress, and thus has not diminished the 
resources available for treating other conditions not included in it. There 
were fears of resistance to the clinical protocols on the part of the 
medical community, and of interference of commercial interests in the 
priority setting process, however these were not as problematic as 
anticipated. Implementation has been successful and appears to be 
politically stable. This session presents the AUGE reform and its 
preliminary evaluation from the political economy standpoint. AUGE 
appears to be replicable model for reform of publicly funded health care 
elsewhere in Latin America and the developing world. 

  

Title A dynamic diagonal approach to universal health coverage: 
Mexico's Seguro Popular steps in the right direction 

Presenter Felicia Knaul 

Overview Health systems that nominally announce universal and free coverage for 
all often deliver much less than is needed. Effective coverage, 
understood as the delivery of optimal quality services to the populations 
that need them, often lags behind due to insufficient funding or 
inefficiencies. When people perceive that the publicly funded system will 
not meet their health needs they can demand services in the private 
sector up to their capacity to pay. The relative share of out-of-pocket 
spending in the overall financing of health services is related to the 
extent to which the public system is failing to deliver what is needed.  

A case in point is Mexico. Until the mid nineties the health system was 
widely (and wrongly) believed to offer “universal coverage” with public 
financing and service provision. When evidence became available of the 
great extent to which Mexicans had to rely on out-of-pocket services 
and private provision, it became clear that there was a wide and 
inequitable gap in public service coverage. This evidence provided the 
rationale for a reform process that lead to the creation of the Seguro 
Popular, a social health insurance that entitles citizens to an explicit 
benefit package.  

Seguro Popular has reduced inequity in health financing between formal 
workers (covered by social security) and those in the informal sector 
and the unemployed and poor. The explicit guarantees included in the 
package have been shown to have significant positive impact on priority 
health problems and there is also evidence of its impact in averting 
catastrophic expenditures at the household level. The design of the roll-
out of Seguro Popular considers both expanding coverage of populations 
and increasing the number of diseases and services covered in an 
essential package as well as a package of catastrophic illnesses. The 
presentation will focus on analysing how the design of the reform and 
the process of expanding coverage. 
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Title Judicial intervention in Colombia: A limitless guaranteed plan in 
a bankrupt system 

Presenter Ramiro Guerrero 

Overview Colombia implemented a universal social health insurance that entitles 
its citizens to a basic service package and explicitly rations services 
based on it. Due to fiscal constraints the goal of universal enrolment 
was delayed one decade and the system still fails to guarantee an equal 
set of services to the contributing and subsidized populations.  

In recent years Colombian courts have massively granted services not 
included in the package. As a result financial sustainability is seriously 
compromised. The study documents and analyses this issue qualitatively 
and quantitatively, and suggests that the pure explicit rationing model 
implemented in Colombia (whatever is not in the package list has to be 
paid out of pocket) is politically unstable. The judicial system has acted 
as a valve that lets out political pressure but has also compromised the 
financial sustainability of the system. Judicial involvement is an 
emerging global trend. A clear diagnosis of the Colombian case will help 
other countries understand its causes and consequences early on. 

  

Title The challenge of implementing universal coverage in Dominican 
Republic 

Presenter Magdalena Rathe 

Overview Following more than ten years of consultations and discussions between 
all the national stakeholders, in 2001 an in-depth and integrated reform 
of the health system was approved in the Dominican Republic. It was 
guided by the principles of universality, equity and solidarity. Inspired 
by the Colombian reform process, the new law sought to overcome 
some of its weaker elements by establishing a universal and mandatory 
system, with central collections and per-capita payments (CNS, 1996). 
However, almost one decade after the law was approved, its 
implementation has been difficult – it started off slowly in the public 
system in 2002 and recently the contributory regime entered into effect 
by presidential decree at the end of 2007, and this also launched the 
process of coverage expansion. According to the law, universal coverage 
should be achieved in 2011, but health insurance coverage only reaches 
40% of the population, within which the contributory regime totals 25% 
(Rathe, 2010). It is not expected that this regime will surpass half the 
population, due to the country’s high productive informality (around half 
of the existing jobs, ENFT, 2009) and the large number of jobs with 
salaries below the minimum level.  

This paper shows that the difficulties in implementing the system are 
due to institutional rather than financial factors. It can be said that the 
reform has lacked genuine political will and has been set back by the 
conflicts of interest between interest groups and the traditional lack of 
governance that predominates in the sector. This document sets out to 
illustrate the complexities of the health system and the practical 
difficulties of any institutional reform in a country like the Dominican 
Republic, and that are common to other developing countries. 
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Title Universal Coverage in Costa Rica: lessons and challenges from a 
middle income country 

Presenter Rocío Sáenz 

Overview The Costa Rican healthcare system is one of the few in Latin America 
that actually offers almost complete, universal coverage. The health 
systems is one of the most costly items in the National Budget. Health 
spending accounts for 7.4% of GDP.  

More than 70% of the economically active population (EAP) is covered 
through a contribution-based scheme, and 62% of the non-wage-
earning EAP (XV PEN, 209) is also covered. Considering that the 
dependents of these workers are also entitled to the benefits, the 
percentage of the population enrolled in health insurance in 2008 was 
88% (CCSS, 2009. p.1). Although the system has maintained a high 
level of financial risk protection, there are particular population groups 
that are not covered and remain vulnerable. Barriers to reaching these 
groups are structural and have proven difficult to surmount.  

Its system, based on a single payer, faces difficult challenges. First 
there has been a rise in the use of private healthcare services, spurred 
by long waiting periods for surgery in the public facilities. Second, the 
mobility of the Costa Rican population poses challenges for the strict 
territoriality of the healthcare insurance. Further, the system is highly 
dependent – financially – on the uppermost part of the income 
distribution of the insured. The possibility of wealthy individuals 
dropping out of the public system to seek private care threatens the 
financial stability of the whole system. One estimate suggests that if 
one-fifth of the highest-income contributors withdrew from the 
healthcare insurance system, the resources of the institution would be 
reduced by almost 50% (PEN, 2005, p.81).  

The presentation will review how Costa Rica has managed to advance in 
the universalization of a publicly funded healthcare system, as well as 
the challenges faced in maintaining and improving the existing system. 

  

Title Commentator 1 

Presenter Rifat Atun 
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Universal Health Coverage: Historical perspectives, opinion surveys, 
and a country view 

 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Zürich - Miles Davis) 

Session organizer Dai Hozumi, Senior Advisor, Health Systems & Policy, United States 

Overview Universal Health Coverage (UHC) has risen to the top of the global 
health agenda in the past few years, as reflected by donor pledges, 
international declarations, and high-profile publications. Better 
understanding of the UHC concept is needed, however, to assess its 
prospects on the global policy agenda. This panel presents four related 
research studies, conducted between December 2009 and June 2010, to 
provide a multi-dimensional analysis of the current political landscape of 
the UHC concept. The studies are: 1) An historical analysis of the origins 
of UHC systems and the politics surrounding national decisions to 
implement them; 2) An in-depth qualitative analysis of the perspectives 
of global opinion leaders on strategic positions and values attached to 
the concept; 3) A quantitative analysis of an opinion survey among 
global health practitioners on their understanding of and concerns about 
UHC; and 4) A country case study on the roles of global actors, such as 
international technical agencies and donors, in Ghana's policy transition 
towards UHC. Each research study offers a distinctive analysis of a 
specific segment of the political landscape related to UHC. The panel 
provides a unique opportunity to link these findings together, offering a 
comprehensive look at the complex political terrain that the global 
community must navigate to advance the UHC agenda. The panel will 
conclude with a discussion of strategic recommendations based on the 
research results for ways to advance the concept of UHC. 

  

Title The Long Road to Universal Health Coverage: A century of 
lessons for development strategy 

Presenter Jesse Bump 

Overview Health systems are among the most important elements of the social 
contract that defines modern nations. Almost all developed countries 
have implemented systems to provide medical services to their citizens 
at low or no cost at the point of service--universal health coverage 
(UHC) systems. Under other banners, similar objectives have been 
advanced at the global level since the early twentieth century, first by 
private entities such as the Rockefeller Foundation's International Health 
Division, and after the mid-century by the main institutions of 
international governance, particularly by the WHO. 

This paper investigates the historical origins of UHC systems and 
analyses the politics surrounding the national decision to implement 
them. Understanding how, when, and why countries have established 
UHC systems sheds light on current international assistance strategies 
to encourage the same transition in developing countries. First, I 
analyse definitions of UHC to distil important elements and discuss their 
primary assumptions, including their commitments to solidarity, 
redistribution, and government responsibility. I then focus on the 
development of the two main financing models--social health insurance 
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(Germany) and general taxation (UK)--and then follow global-level 
attempts to promote UHC over the past century. 

Moving towards UHC is a renegotiation of the social contract and is hotly 
contested because it changes who gets what and who pays. As such, it 
is primarily a matter of domestic political economy. This historical 
analysis shows that essential ingredients have included delivery system 
capacity, financing, and popular demand and solidarity, and that 
international aid agencies have not played significant roles in fostering 
the spread of UHC systems in the past. This research suggests that 
international actors have had only a limited role historically in fostering 
UHC systems, and that their role in the future may be limited to the 
possibility of fostering international learning and providing resources. 

  

Title Universal Health Coverage: A qualitative study on the 
perspectives of global health opinion leaders 

Presenter Laura Frost 

Overview This study analyses global health opinion leaders' perspectives on, 
strategic positions on, and values attached to universal health coverage 
(UHC). We conducted in-depth, semi-structured qualitative interviews 
with 28 global health opinion leaders living in six countries during early 
2010. Participants were chosen purposively to represent four target 
groups at the global level (donors and government representatives, 
international technical agencies, academic and research institutions, and 
a final group including NGOs, advocacy groups, and professional 
organizations). We used content analysis to identify perspectives and 
positions.  

The study found a range of terms used to talk about UHC, including 
"universal equitable coverage," "universal access to healthcare," "health 
security," "social health protection," "reducing financial barriers to 
health services," and "universal access." When asked whether the 
implementation of UHC in low-income countries should be a priority on 
the global health agenda, many study participants spoke of UHC as a 
"worthy, aspirational goal." The strongest supporters emphasized a 
need to focus on realistic "transition paths" over the short-term. Some 
participants voiced concern that supporting UHC would result in lowering 
the priority of pressing health problems, and others worried that UHC 
programs would be unable to show measurable health outcomes. A 
handful of participants did not answer the question because of 
uncertainty about what UHC means in a low-income setting.  

This research demonstrates the wide variation in definitions and views 
of global health opinion leaders with respect to the UHC concept. The 
study suggests that the concept's lack of clarity is an obstacle in 
building support for UHC at the global health level. It also suggests that 
a primary focus of advocacy for UHC should be to point out how UHC 
relates to other global health goals and initiatives and to demonstrate 
the challenges, experiences, and achievements in low-income countries 
as they adopt and implement UHC systems. 
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Title How Important is UHC in the Global Health Community? Results 
from an online opinion survey 

Presenter Dairiku Hozumi 

Overview This study seeks to assess the prospects of UHC through an online 
opinion survey of the global health community. The survey is part of a 
broader research project that showed varying definitions, views, and 
values of opinion leaders with respect to the UHC concept and 
suggested that improving the clarify of the concept is an important step 
to build global support for UHC. To compliment this research finding, we 
conducted a quantitative opinion survey of people involved in global 
health activities to understand their reaction to the UHC concept, assess 
the priority given to it, and identify concerns associated with the 
advancement of the concept on the global health agenda. 

We conducted an online survey in collaboration with the Global Health 
Council, a US-based non-profit organization with 530 member 
organizations and 4,650 individual members involved in broad global 
health issues. The survey was implemented in October 2010. The target 
participants included members of governments from low-income 
countries, project managers and officers tasked to design, implement, 
and evaluate health-related projects, and researchers involved in global 
health topics. Approximately 3,000 council members were invited to 
participate in the survey. The questionnaire was pretested for its 
comprehensibility and the length. Respondents were asked to explain 
their understanding of the concept of UHC, to assess their priority level 
given to UHC in comparison to other global health issues under different 
scenarios, and to express their concerns with UHC. 

The survey results provide a baseline on priorities given to UHC among 
broader global health practitioners and highlight degrees of consistency 
in understanding of the concept. The study will identify challenges and 
opportunities in promoting UHC on the global health agenda. 

  

Title Universal Health Coverage and Ghana's transition to National 
Health Insurance 

Presenter Nii Ayite Coleman 

Overview This study describes Ghana's transition to National Health Insurance. 
We collected secondary data including published literature, official 
documents, aide memoire, memoranda of understanding, parliamentary 
debates, newspaper stories, presentations, and workshop reports, and 
supplemented those by qualitative interviews with external actors 
represented in Ghana and Ghanaian stakeholders. In all 27 interviews 
were conducted covering 17 Ghanaian stakeholders and 10 external 
actors. The study revealed that Ghana's quest for universal health 
coverage began in 1962 when the first African government replaced the 
existing user fee regime with general tax revenue to make healthcare 
accessible for indigenous people. The development of primary health 
care in Ghana in the 1970s emphasized the rural dimension of "health 
for all" but lacked a coherent financing mechanism. The adverse effects 
of user fees ultimately led to the establishment of a Directorate of 



 
Universal Health Coverage: Historical perspectives, opinion surveys, 

and a country view 
 

 

120. 

National Health Insurance Scheme in 1985. The transition to social 
health insurance was completed symbolically with the enactment of the 
National Health Insurance Act, 2003. 

External actors played various roles in the transition, supporting 
demonstration projects, funding research and study tours, and providing 
some technical assistance. In spite of participating in Ghana’s policy-
making process for years, external actors had little influence on the 
policy design of the National Health Insurance Scheme; and despite 
attempts to promote broader stakeholder participation and more in-
depth discussion of concerns, they could not slow down the pace of the 
reform process.  

This research showed that general tax revenue was not a reliable source 
for funding universal health coverage in Ghana and that citizens are now 
ready for prepayment, risk-sharing mechanisms to finance healthcare. A 
full transition to universal health coverage will require a healthcare 
system delivering a package of basic curative and preventive healthcare 
services coupled with multiple financing mechanisms including social 
health insurance. To facilitate the transition to UHC in low-income 
countries, external actors must first understand how reform ideas are 
translated to real policy in such countries. 
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The impact of PerformanceBased Financing: Experiences from Rwanda 
 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Vaud) 

Session organizer Yogesh Rajkotia, Team Leader, Health Systems Strengthening, United 
States Agency for International Development, United States 

Overview The session will present research conducted in Rwanda into the impact 
of the implementation of the performance-based financing (PBF) 
programme of the Ministry of Health. The research covers four specific 
areas of impact. The first study compares the impact of 2 different PBF 
models on health facilities and households. The second looks at the 
impact of the selected indicators and payment types and levels on 
health facility revenue. The third looks at the impact of the PBF program 
on health centre costs. The fourth study looks at the impact of the 
indicators on selected outputs and outcomes. In combination the four 
studies provide guidance on the choice of PBF models and the possible 
impact on facility revenues and costs and on health outputs and 
outcomes. 

  
  

Title Design of the Performance Based Financing Framework: 
Does it result in better health outcomes? 

Presenter Louis Rusa 

Overview During the early years of the PBF programme, two different models 
were applied and supported by different development partners. Both 
models used the same principle of paying for performance of health 
centres based on reported quantities of the basic package of health care 
services. However, contracting mechanisms, coordination at district 
level, choice of indicators, validation criteria, quality of health care 
payment adjustment factors and monitoring aspects were all different. 
The design of a PBF model has implications for cost of monitoring and 
evaluation; the speed of implementation and roll-out and levels and 
intensity of technical assistance. Knowledge of possible differential 
impact on health outcomes of these approaches can guide the debate in 
the design of the PBF framework. The World Bank and the Rwandan 
School of Public Health conducted an impact evaluation study which 
showed significant positive effects on some volume indicators (quantity 
of nutritional visits and institutional deliveries), quality of care at 
antenatal clinics, and nutritional and health status of children for the 
sites where PBF was applied. However, a sub-analysis of the two models 
intervention groups was not undertaken.  

Design and Methods: Research was conducted to determine if there was 
there any significant difference between the two models by carrying 
more detailed analysis of the impact evaluation data. 

Results and Conclusions: Analysis showed no difference in health 
outcomes which indicates that the choice of the model may not be a 
crucial factor in the implementation of a PBF-scheme. 
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Title Choice of indicator and amount paid is crucial in the 
Performance Based Financing revenues received at health 
centres in Rwanda 

Presenter Cedric Ndizeye 

Overview Health facilities receive monthly payments based on reported and 
validated productivity of HIV and other services. These payments are 
adjusted by an overall quality score. Choice of indicators is guided by 
public health priorities, gaps in coverage and ability to measure 
indicators accurately and reliably. The amount paid is established on the 
same principles but also reflects the effort required to affect an increase 
for each indicator. It is unclear, however, if these principles lead to 
balanced revenue generation across the identified key target indicators 
of public health importance. 

Methods: Routinely reported PBF-data for each participating health 
facility are analysed for a three-year period (2007-2009). Average 
health facility revenues per indicator and per package (HIV versus non-
HIV services) were assessed over time and relative to one another. 

Results: Total average earnings per health centre increased from $1,652 
per month in 2007, to $1,692 in 2008 and $1,899 in 2009. The 
proportion generated by HIV services declined from 52% in 2007 to 
46% in 2009. Only 3 of 11 HIV-indicators were responsible for using 
about two-thirds of the budget generated by HIV-activities. New ART-
patients consumed <4% of the budget while the unit fee was similar to 
the other HIV-services. For non HIV-services, about two-thirds of the 
revenues are generated by only 4 of 14 indicators whereby one (number 
of new outpatients) was responsible for 25% of revenue although the 
tariff is substantially lower than for other indicators. 

Conclusion: In a fee for service PBF-model, balanced budget allocation 
according to key priority health services which require increase in 
coverage is essential. Budget forecasting should be applied on existing 
productivity when creating a tariff list for indicators. 

  

Title The impact of performance based contracting on the cost 
of basic health services 

Presenter David Collins 

Overview The impact of PBF programmes on service delivery costs is important, 
especially in countries where resources are limited. The lack of adequate 
funds could have a negative impact on a PBF programme by limiting 
coverage and quality of care. Research was, therefore, conducted to 
review the impact of introducing PBF on cost in the Rwandan health 
centres. 

Methods: In 2008 and 2009 studies were carried out to estimate the 
cost of introducing PBF on services at a sample of health centres. The 
studies were done by one researcher and took approximately 6 weeks 
each, including 4 weeks in country. Costs were determined for each 
service and for the health centre as a whole using a costing tool called 
CORE Plus. 
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Results: The studies showed that the average cost per service increased 
following the introduction of PBF, partly due to increases in the numbers 
of staff and partly due to increases in staff compensation. 

Conclusion: Accurate modelling of the impact of introducing PBF is 
important to understand resource requirements. 

  

Title The influence of indicators in performance-based finance 
programmes on health coverage objectives 

Presenter Charles Ntare 

Overview Determining indicators for contracted service providers is an important 
element in the Rwanda PBF approach which places emphasis on health 
outputs and outcomes. Reimbursements are based on desired health 
outcomes and not on the cost of the service. Some effective 
interventions can address major causes of neonatal and maternal 
mortality, delivered by a combination of providers: institutional delivery, 
facility based treatment of neonatal infection. A special focus was placed 
on these critical areas and interventions in the choice of PBF indicators 
and higher incentive payments were allocated for services that are more 
likely to affect better health outcomes. 

Methods: Research into the impact of the choice of indicators and 
different payment levels was conducted by comparing them with the 
utilization of services. 

Results: From 2006 through 2009 there was an increase of 43% in 
institutional deliveries, 250% in family planning utilization, 131% in 
child growth monitoring, and 30% in antenatal visits. 

Conclusion: The selection of indicators and different payment levels had 
a positive effect on the uptake of priority services. 

  



 

124. 

The ExpandNet framework for researching and planning the scaleup of 
health systems innovations 

 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Zug) 

Session organizer Peter Fajans, Scientist, Technical Cooperation with Countries for Sexual 
and Reproductive Health, World Health Organization, Switzerland 

Learning 
objectives 

Participants will learn about a systematic framework for the design of 
research on scaling up and tools based on this framework to facilitate 
the planning and managing of scale up. 

1. Participants will gain a deeper understanding of the determinants of 
success in scaling up.  

2. Participants will be able to use a systematic framework as a basis 
for the design of research on the process of scaling up.  

3. Participants will become familiar with existing tools and their use for 
the planning and management of scale up as well as for the design 
of research. 

Description Systematic study of the determinants of scaling-up success or failure is 
a major gap in the health systems research literature. One of the major 
reasons is that health researchers lack frameworks and tools to guide 
their inquiry into why many innovations that have been tested in small 
scale projects fail to be expanded in a sustainable manner to new 
populations and new service delivery sites. This skills building workshop 
introduces participants to such a framework developed by ExpandNet 
and WHO and provides an opportunity to analyse case studies within the 
context of this framework.  

The ExpandNet framework allows researchers to analyse the scaling-up 
process within a systems framework that draws attention to the role of 
the larger social, economic and political context, to the dynamics of the 
organizations which seek to implement a new technology or practice on 
a large scale, and to the requirements of the innovation itself. The 
framework provides both a roadmap for analysis of scaling up - 
consisting of key elements, strategic choices and underlying principles. 
The principles highlight 1) the importance of systems and contingency 
thinking, 2) the critical need for attention to sustainability, 3) lessons 
from the diffusion of innovation and literature on the determinants of 
success and 4) the importance of continued attention to the central 
values of the innovation. The framework is based on insights from the 
organizational and management sciences, policy analysis, the diffusion 
of innovation literature and practical experience. It has been used to 
guide both research and the strategic planning and management of 
scaling up in several regions of the world. 

A presentation of the framework and key lessons learned will be 
followed by an exercise in which participants analyse three fictional 
scaling-up cases which are largely based on actual country experiences. 
Each case will highlight a different aspect of the dynamics of scaling up 
within the context of the ExpandNet framework and draw attention to 
the interdependency of the multiple determinants of success or failure. 
Case analysis will be conducted in small groups facilitated by the 
workshop organizers and will be followed by plenary discussion.  
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Finally several practical guidance tools will be presented that have been 
developed by ExpandNet and WHO based on the framework. These tools 
can be used for strategic planning and management of scaling up and as 
a guide in the design of research studies. 

  

Other key 
persons 

Ruth Simmons / Alexis Ntabona / Suzanne Reier 
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The scale and scope of private contributions to health systems 
 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Appenzell) 

Session organizer Dominic Montagu, Assistant Professor, University of California, UCSF / 
Global Health Group, United States 

Overview The private sector provides more than ½ of the health services in Africa 
and Asia, measured both by source of financing for health services, and 
place of health service delivery. While new data and better mapping of 
providers are improving the understanding of the scale of private 
healthcare services in low- and middle-income countries, issues of dual 
public-private employment, undercounting of unregistered practitioners, 
and public sector distrust remain barrier to a full accounting of the size 
or the activities of the private sector. 

For the past five years a growing group of researchers have met 
regularly to share findings and advances in research methods for 
studying the private sector. Representing experts in public health, 
epidemiology, economics, public policy, and management, and coming 
from leading universities and research institutions around the world, this 
group is working collectively to move forward the study of the least 
examined component of health systems. 

This fishbowl session will provide updates of current research. 
Participants will share individual and institutional experiences and 
discuss platforms for sharing research tools and advances towards 
adoption of standardized methods for assessing the number, quality, 
activities, and health impact of private practitioners, their patients, and 
private funding flows using both secondary data sources and primary 
data collection. 

The discussion will be co-moderated by Professor Sara Bennett of Johns 
Hopkins. After an initial round of discussions and scene setting 
exchanges the audience will be invited to join the discussion with 
questions, experiences, or recommendations. 

  

Presenters Sara Bennett / Jesper Sundewall / Gina Lagomarsino / Birger Forsberg / 
Kara Hanson 

Other participants Stefan Nachuk / Barbara O'Hanlon / Cynthia Eldridge / Gerry Bloom 
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Policy learning for Disease Surveillance and Response 
 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Basel) 

Session organizer John Paul Clark, Senior Technical Specialist, The World Bank, 
United States 

Overview The control of communicable diseases remains among the greatest 
challenges facing the Africa Region. A well functioning surveillance 
system is the backbone of disease prevention and control strategies. 
The key purposes of disease surveillance systems are to detect and 
timely respond to public health threats of national and international 
importance and to monitor the effectiveness of control programs. The 
effectiveness of disease surveillance and response systems is 
constrained by many factors and decision-makers usually lack the 
information required to make evidence-based decisions on disease 
control policy and allocate scarce resources optimally.  

Objective 1: To illustrate the kinds of information required by policy-
makers and public health practitioners to allocate resources to, 
implement and evaluate disease control strategies and methodologies 
for obtaining that information. 

Objective 2: To present recent advances and findings in the area of 
disease surveillance and response that can contribute to health systems 
strengthening by improving the quality, efficiency and cost- 
effectiveness of comprehensive health information systems. 

Description This organized session will highlight recent work that contributes to the 
evidence base required by policy-makers. Given the complexity of 
disease surveillance systems, the session will include five presentations 
in three categories: routine surveillance and response (1, 2, 3); 
surveillance in sentinel populations (4); and, monitoring of the efficacy 
of interventions (5) 

Discussant: Dr Sambe Duale 

Co-Chair: Dr John Paul Clark 

Co-Chair: Dr Francis Moussy 

  

Title Welcome and introduction of topic and speakers 

Presenter John Paul Clark and Francis Moussy 

Overview Estimating the costs and cost effectiveness of an integrated disease 
surveillance and response system, strengthening the core elements of 
public health surveillance systems is high on public policy agendas and 
is linked with improved economic health and national security. Few 
studies provide guidance to policy-makers and surveillance managers 
about the costs and economic benefits of improving and operating 
comprehensive, integrated surveillance and response systems. We 
present two experiences from the Integrated Disease Surveillance and 
Response (IDSR) strategy in Africa: a tool for estimating the costs of 
operating a surveillance system and the results of a cost-effectiveness 
analysis of surveillance in an African country. 
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Title Monitoring and evaluation of the performance of surveillance 
systems: IDSR and disease control Programs in the Africa region 

Presenter Peter Kagucu Gaturuku 

Overview Monitoring and evaluation of a surveillance system: selecting and 
validating performance indicators The revised International Health 
Regulations (IHR 2005) have given an impetus to strengthening disease 
surveillance and response systems around the world, especially in 
resource-poor settings . Priority setting for disease surveillance and 
response activities should be driven not only by resources alone, but 
also by the perceived performance, effectiveness and impact of the 
surveillance systems. This presentation will review lessons learned in 
the development, validation and use of a set of core indicators to 
measure the implementation and the performance of integrated disease 
surveillance and response strategy in African countries. 

  

Title Estimating the costs and cost effectiveness of an integrated 
disease surveillance and response system 

Presenter Helen Perry 

Overview The Challenge of integrating information and functions: IHR, IDSR and 
disease control programs in the African region, In 1998, WHO-AFRO 
adopted a strategy called Integrated Disease Surveillance and Response 
(IDSR) to provide African countries with a framework for strengthening, 
coordinating and streamlining activities and resources for disease 
surveillance and control. More recently, the International Health 
Regulations (IHR) were adopted and came into force. The IHR (2005) 
call for strengthened national core capacities for surveillance and 
response, and in the African region, IHR are being implemented through 
the IDSR framework. The IDSR technical guidelines are being revised to 
include IHR recommended diseases/events and non- communicable 
diseases. This presentation highlights the achievements on IDSR and 
IHR so far and challenges. 

  

Title Sentinel surveillance for malaria parasitemia in school children: 
History and applications for sustained control and elimination 

Presenter Simon Brooker 

Overview Sentinel surveillance for malaria parasitemia in school children: history 
and applications for sustained control and elimination Effective malaria 
control requires information on both the geographical distribution of 
malaria risk and the effectiveness of malaria interventions. The current 
standard for estimating malaria infection and impact indicators are 
household cluster surveys, but their complexity and expense preclude 
frequent and decentralized monitoring. We review the historical 
experience and current rationale for the use of schools and school 
children as a complementary, inexpensive framework for planning, 
monitoring and evaluating malaria control in Africa. We also report on 
recent experience of school-based surveillance in Kenya, presenting 
results of a national school malaria survey among 53,000 children in 
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533 schools across the country. 

  

Title Monitoring insecticide resistance for vector borne diseases, 
overview of research priorities 

Presenter Janet Hemingway 

Overview Monitoring insecticide resistance for vector borne diseases, overview of 
research priorities, Presenter: Professor Janet Hemingway, Director, 
Liverpool School of Tropical Medicine Insecticide resistance is rapidly 
increasing in insect vectors of disease, particularly in Africa. As vector 
control efforts undergo massive scale up, effective monitoring of 
resistance, which establishes operationally significant problems and 
provides sustainable solutions to these problems needs to be embedded 
within control programs. New technologies to assist in this effort will be 
reviewed, alongside remaining priorities for active operational research 
in this area. 

  

Title Summary 

Presenter Sambe Duale 

  



 

130. 

System innovation and transition theory: A new approach to dealing with 
persistent health problems 

 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Bern) 

Session organizer Joske Bunders-Aelen, Director, Athena Institute, VU University 
Amsterdam, Netherlands 

Objectives To acquire insights in system innovation and transition theory in order 
to understand how niche-experiments and Tran disciplinary 
methodologies can be used as strategies to address persistent problems 
in health systems. 

In this session participants will get acquainted with the concepts of, and 
research on, a relatively new scientific approach to health system 
reform - system innovation and transition theory. This theory deals with 
the dynamics and management of large societal change processes. It 
relies on the notion that societal systems, like the health system, but 
also the agricultural system and the energy system, tend to have flaws, 
which may lead to all sorts of tensions. These flaws and tensions 
become visible as persistent problems - complex problems that are 
notoriously difficult to solve. In order to overcome persistent problems, 
a systemic approach is needed in which economic, cultural, 
technological and institutional developments co-evolve. The theory 
amongst others provides strategies for scaling up of bottom up 
(grassroots) interventions. The specific learning objectives are: 

1. Acquire insights in how to analyse persistent problems in the health 
system 

2. Acquire insights in transdisciplinary strategies that can be applied to 
overcome persistent problems in the health system 

3. Identify what we can learn from so-called transition experiments 
that have taken place in The Netherlands and elsewhere 

4. Explore the translation of system innovation and transition theory 
to the context of health systems in low- and middle-income 
countries. 

Description In this session we present a relatively new scientific approach to health 
system reform - system innovation and transition theory. This theory 
was developed to address persistent problems and enhance 
technological innovations in societal systems. The theory has been 
successfully applied to initiate transitions in a variety of systems in the 
Netherlands, e.g. the energy system and the agricultural system. The 
past five years this theory has also been applied to health system 
innovation in the USA, Canada, The Netherlands, Spain and Tanzania.  

The session aims at (1) acquainting participants with the concepts of 
system innovation and transition theory and practice, (2) exploring with 
participants the potential value of this theory for health system 
research, and (3) setting a research agenda for the future. This session 
is built around the book: Transitions in health systems: dealing with 
persistent problems, edited by Broerse and Bunders (Amsterdam: VU 
University Press, 2010). 

The session comprises the following five parts: 
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Discussion The session closes with a plenary discussion on the possibility of 
transition management as an instrument to health systems 
strengthening. Transition management aims at setting up a wide variety 
of niche experiments. These experiments together should form new 
constellations, which effectively address persistent problems. In the 
context of weak health systems, a lot of successful small-scale 
experiments can be identified but these tend to remain isolated and 
small scale. From the perspective of transition management these 
small-scale experiments could be the starting point for health system 
strengthening, provided appropriate strategies for deepening, 
broadening and up-scaling are implemented. In this last part of the 
session we want to discuss these ideas with the participants in the 
session, and set a research agenda for the future. 

  

Title Transitions in health systems: System innovation and transition 
theory 

Presenter Jacqueline Broerse 

Overview This lecture focuses on central notions in system innovation and 
transition theory: rationale for system innovation and transition theory; 
the concept of 'persistent problems’; the different phases of transitions; 
multi level perspective; the concept of 'co-evolution' 

  

Title Optimizing health systems in resource-poor settings 

Presenter Joep Lange 

  

Title Improving mental health care access for Latinos: Barriers and 
facilitators to the implementation of internet interventions in 
health care 

Presenter Hedda van ‘t Land 

  

Title Linking niche experiments and health systems in low and middle 
income countries 

Presenter Tim Quinlan and Marjolein Zweekhorst 

  

 



 

132. 

Addressing family planning needs of postpartum women: Evidence, gaps 
and strategies for strengthening health systems 

 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Fribourg) 

Session organizer Mary Lyn Gaffield, Scientist, Promoting Family Planning, World Health 
Organization, Switzerland 

Overview Providing reproductive health services, including family planning, to 
women and their newborn during the first six weeks and beyond can 
substantially reduce maternal and infant mortality and morbidity. Use of 
appropriate contraceptives, combined with quality counselling, allows 
postpartum women the opportunity to achieve their fertility intentions, 
whether through spacing or limiting subsequent pregnancies. 
Nevertheless, postpartum women have high levels of unmet need for 
family planning; an analysis of population-based data from 27 
developing countries found approximately 2/3 of women who had a birth 
in the past 12 months have an unmet need for family planning. Further, 
studies illustrate that uptake of contraception during the first 12 months 
postpartum averages only 55%. Limited access to a continuum of 
postpartum care through one year following delivery, coupled with 
limited understanding of the timing of return to fertility, are just a few 
of the factors that contribute towards these indicators of reproductive 
health. This session presents recent, innovative advances designed to 
integrate family planning messages and services into health systems. 
Presentations focus upon evaluations of service delivery interventions, 
the challenges and opportunities that integration of family planning 
presents to health systems, the impact these efforts have produced 
towards reducing unmet need for family planning, and gaps in our 
understanding of providing family planning services to this vulnerable 
population. Strategies to address the unmet need are discussed in light 
of strengthening of health services. Suggestions for future research are 
highlighted. 

  

Title Delivering FP information and services for postpartum women: 
A review of evidence from operations research 

Presenter Ian Askew 

Overview This paper will draw evidence from a review of over 50 published and 
unpublished studies conducted in Africa, Asia and Latin America. Many 
of the studies are evaluations of service delivery interventions using 
quasi-experimental or true experimental designs. Only studies that 
systematically collected data with a sufficiently rigorous study design 
are included. Evidence of the effectiveness of providing information 
about FP during antenatal care on postpartum use is mixed and depends 
on ensuring the woman also attends for postpartum care. Male 
involvement produces positive health outcomes, but ensuring their 
engagement can be problematic. Immediate post-delivery provision of 
FP information and contraceptive methods is clearly effective in 
enhancing postpartum FP use, although some challenges exist to doing 
this in hospitals and maternities. In principle, the use of LAM for a short 
period when a woman resumes sexual activity can be effective, but 
distinguishing between counselling for breastfeeding and for LAM seems 
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problematic. Integrating FP services into the traditional six-week 
(40 day) postpartum consultation is feasible and effective, although 
using outreach or community-based visits at this time can help reach 
underserved populations. Data on the delivery of FP services to, and 
their use by, HIV-positive women following delivery are surprisingly rare 
and so it is difficult to draw evidence-based conclusions at this point in 
time. Although efforts will be made to draft generalizable 
recommendations to guide programming, the importance of national 
context cannot be over-emphasized. Gaps in understanding are 
identified and suggestions made as to the research needed to address 
these. 

  

Title Breastfeeding, lactational amenorrhea and beyond 

Presenter Catherine McKaig 

Overview This presentation will focus on a critical area in postpartum family 
planning, the convergence between breastfeeding, fertility and 
contraception. It will include a description of the current status of use of 
the lactational amenorrhea method (LAM) in varied country settings, 
rates of method adoption and key factors affecting transition and 
implications for programming. It will be based on programmatic 
evidence and qualitative research carried over the past four years 
through the ACCESS-FP program, as well as published literature. It is 
well known that LAM is a low cost and effective method of pregnancy 
prevention. Despite periodic efforts at large scale promotion and 
integration in service delivery, LAM has largely languished as method 
and to date not made a significant contribution to contraceptive use- 
even in settings with high fertility levels and high levels of 
breastfeeding. There is ample programmatic evidence about the 
readiness of women to adopt LAM. If offered immediately postpartum, 
program experience shows that a majority of women will choose LAM 
and identify themselves as LAM users. Yet, the number of LAM users 
declines over time, even in the most supportive contexts, and few 
women continue beyond the first few months. The limited existing 
research demonstrates a wide variation in the rate of LAM users 
adopting another modern method. In order to increase understanding of 
factors affecting the transition from LAM to another contraceptive 
method, qualitative research was undertaken in three country settings 
(Bangladesh, Guinea and Uganda) with varying background rates of 
breastfeeding and postpartum sexual activity. 

  

Title Family planning uptake within an integrated postpartum/HIV 
package 

Presenter Charlotte Warren 

Overview Providing effective reproductive health services to women and their 
newborn during the postpartum period can substantially reduce 
maternal and infant morbidity and mortality, thereby contributing to 
MDGs 4 and 5. Moreover, providing family planning during this period 
enables women, both HIV-negative and positive, to achieve their fertility 
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intentions. In populations with high HIV prevalence, delivering 
reproductive health services during the postpartum period also offers 
the opportunity to provide treatment and care services for HIV-positive 
women and babies, thereby contributing to MDG 6. Pilot studies 
conducted in Kenya, Lesotho and Swaziland have demonstrated that 
developing the capacity of the health care system to provide 
standardized packages of services for the mother and baby through a 
series of tailored visits during the six-months postpartum period is 
feasible within the public health system and acceptable to clients and 
providers. Operations research studies are currently under way in 
several countries of sub-Saharan Africa to evaluate the effectiveness of 
these strengthened packages of essential postnatal care, including 
postpartum family planning and HIV/AIDS services, on the quality of 
care provided, the proportions of HIV-positive and HIV-negative clients 
using family planning and essential maternal and newborn health 
services and HIV/AIDS and STI services, on achievement of their 
reproductive health intentions, and on their and their newborns' health. 
Effectiveness indicators will be compared women receiving standard 
packages of postpartum care currently available to women in each 
country. 

  

Title For those who have had enough: Taking a new look at 
postpartum sterilization 

Presenter Lynn Bakamjian 

Overview In the 12 months following a birth, women display high levels of need 
and intention to use contraception, but this intention does not always 
translate into use, let alone use of a method seemingly congruent with 
her fertility intention. Many women who are using a family planning 
method have already exceeded their desired number of children, 
including those who use sterilization as a method; in many countries 
actual fertility is more than one birth higher than desired fertility, 
contributing to poor individual health and reduced family well-being. 
Permanent methods of contraception (male and female sterilization) 
provide women and couples who have met (or exceeded) their desired 
family size a contraceptive option that is highly effective, convenient 
and cost-effective. There are important program considerations-
opportunities as well as challenges-that help ensure that the method is 
offered and is provided safely, while ensuring the client's free and 
informed choice. Increasing integration of maternity and FP services at 
the primary, secondary and tertiary care levels by strengthening the 
capacity of maternity facilities and service providers to offer postpartum 
FP in general and tubal ligation in particular has great program 
potential. Evidence from a secondary analysis of Demographic and 
Health Surveys from 34 countries underscores this potential. 
Characteristics of likely candidates for female sterilization, estimation of 
the size of the "market" for these services, and recommendations for 
policymakers and program planners are provided. 
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Session time and 
venue 

Wednesday, 14:00-15:30 (Lucerne) 

Title Implementing universal coverage reforms in the 
Philippines: Findings from a rapid assessment 

Presenter Sarbani Chakraborty, Senior Health Specialist, World Bank, Turkey 

Objectives Based on an analysis of recent data, we will present the policy 
challenges faced by a lower middle-income country with a highly 
decentralized health system in reaching universal coverage under an 
SHI model. 

Methodology / 
Approach  

In 1995 the Philippines took the bold step of moving to universal 
coverage within an SHI model. Universal coverage was expected by 
2010. There has been no recent macro evaluation of the reforms. Upon 
the request of the Government, and in the context of Presidential 
elections in the Philippines this year, we undertook a rapid evaluation of 
SHI reforms in the Philippines. The evaluation was conducted over 8 
months and depended on secondary data sources. The evaluation: 
(i) benchmarked the performance of the Philippines health system 
against universally-accepted health systems indicators (e.g. health 
outcomes, financial protection), (ii) carried out household-level equity 
analysis, (iii) drew upon a review of the benefit-incidence of supply-side 
subsidies to public hospitals.  

Findings While at the aggregate level, health outcomes have improved in the 
Philippines, the inequality between the poor and non-poor has widened. 
Financial protection for the population has worsened and the level of 
out-of-pocket payments for health services is increasing. While 
geographical access to health services has improved, more households 
claim lack of resources as one of the major factors in accessing health 
services. This is due to a complex interplay of demand and supply-side 
factors that have prevented the full transition to an SHI model in the 
Philippines. Fiscal space and governance emerge as additional factors 
that have impeded the full implementation of SHI reforms.  

Conclusions / 
policy implications  

Achieving universal coverage reforms in decentralized settings will 
require policy-makers to pay special attention to fiscal space and 
institutional incentives at the LGU levels. Moreover, governance of 
health insurance funds is a key factor. When discussing enabling factors 
for SHI implementation, these special contextual factors can help 
policy-makers identify future directions for reforms.  

Co-author(s) George Schieber / Oscar Picazo / Ajay Tandon 
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Title Healthcare Affordability: Measurement Issues and A Case 
Study on China 

Presenter Yuanli Liu, Senior Lecturer, Harvard School of Public Health, United 
States 

Overview 

 

China has recently implemented an ambitious health system reform 
plan. To evaluate China's health system performance by measuring 
health care affordability using latest data is of interests to both policy 
analysts and policy makers. This paper adopts the WHO's framework of 
catastrophic spending (30% of household capacity to pay) to measure 
China's health financing system performance. Data from the China 
National Health Services Survey in 2003 and 2008 has been analysed. 
In contrast to the significant improvement in coverage of health 
interventions, China's health system did not seem to have achieved any 
improvement on healthcare affordability during the 2003-2008 period. 
13.6% of the urban households and 15.4% of the rural households 
suffered catastrophic medical spending in 2008, and these rates were 
almost identical to those in 2003. This finding is further confirmed by 
the increasing rate of foregone inpatient care due to cost concerns for 
both the urban and rural samples. Furthermore, income-related 
inequality in affordability indicators has not been narrowed during this 
period. Our analysis shows that despite of remarkable expansion of 
insurance coverage, healthcare has not become more affordable to 
people in recent years. Policy-makers need to pay attention to depth of 
coverage in addition to width of coverage and controlling costs 
escalation fuelled by insurance expansion. 

Co-author(s) Jing Wu / Keqin Rao 
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Title Do health insurance mandates affect health system 
outcomes? A auasi-experimental study of the 
Massachusetts health reform 

Presenter Aakanksha Pande, Doctoral Student, Harvard University, United States 

Context The effect of a universal health insurance mandate on health outcomes 
is a timely, but understudied question. In April 2006, Massachusetts 
state enacted comprehensive health reform legislation, which mandated 
that most state residents had to carry a minimum level of health 
insurance.  

Objective: This paper evaluates the effect of the Massachusetts health 
reform, characterized by a legal mandate, on a range of health system 
outcomes including access to insurance, access to health care, and 
equity of access. 

Design The effect of the reforms was evaluated using an interrupted time series 
model with non-equivalent controls over a six year time period. For the 
purpose of this study the treatment was defined as living in MA after 
2006. To account for secular changes a control group of residents of 
four neighbouring New England states (RI, VT, CT, NH) was included. 

Setting: We analysed serial cross sectional data from the Behavioural 
Risk Factor Surveillance System (BRFSS). From 2002 to 2008, 145,989 
civilian non institutionalized non elderly adults between the age of 18 
and 64 were enrolled. 

Intervention The intervention was considered as being resident in MA after 2006 and 
so subject to the law. 

Main Outcome Measure: Three main outcome measures included not 
having health insurance coverage; not having a personal doctor or 
health care provider; and not being able to see a doctor because of cost 
in the past 12 months. Equity was assessed by conducting a sub-group 
analysis for race, education, income, and employment. 

Results For the average person in the survey population, living in MA in 2008 as 
compared to living in the control states, was associated with a 13.45 
percent higher probability of being insured; 3.35 percent higher 
probability of having a personal doctor; and 6.69 higher probability of 
medical cost not preventing access to health providers controlling for 
significant socio economic factors. The effect of the MA reform was 
similar across all races with a maximum effect of 14.01 percent increase 
in insurance for black populations in MA compared to control groups. 

Conclusion(s) Evidence from our quasi experimental study suggests that mandating 
health insurance in MA was associated with a significant decrease in 
uninsurance rates and increase in access to health care. However, there 
was little evidence to suggest that the reform specifically benefited any 
particular racial groups. 

Co-author(s) Joshua Salomon / Dennis Ross-Degnan 
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Title Decision space analysis and social protection of health in 
Mexico 

Presenter Emanuel Orozco, Researcher, Instituto Nacional de Salud Pública, 
México 

Background Objective: To characterize changes in coverage and management of 
public health services in the context of health system reform, for 
defining strategies oriented to achieve universal health care. 

Objectives Design / methods: It was conducted a multi method research. In the 
first stage it was conducted a statistical review of financing, 
infrastructure and human resources availability indicators. In second 
place field research was conducted in four states focused on 
interviewing decision makers in order to identify local aspects related 
with performance of health services coverage.  

Results Results: We documented major efforts during the last 10 years that 
improved coverage of health services with important positive effects on 
financing improvement, new infrastructure and physicians' availability. 
However, important coverage barriers were found related with 
managerial capacities for conducting efficiently health policies at the 
local level. These barriers influenced on important performance 
contrasts among studied states, which showed the relevance of local 
capacities for the achievement of services coverage in marginalized 
areas. Decision space analysis showed the relevance of election degrees 
for local managers in order to attend policy implementation and 
conduction, and governance rules.  

Conclusion(s) Conclusions / policy implications: Health system reform improved 
decision spaces at the macro level, given the increase of more than 
80% of services coverage in uncovered populations for the 2003-2009 
periods. Nevertheless, documented achievements in health services 
coverage were haven't corrected barriers for better accountability and 
health system governance at the local level. Analysis suggests the 
relevance of focusing on the local level for the achievement of universal 
health services coverage. An important research results effort was done 
in order to validate results for decision making. This collaborative 
strategy favoured demand of local agents to improve local conduction of 
the social protection of health national policy. 

Co-author(s) Miguel Gonzales / Angel Block / Armando Arredondo / Tom Bossert 
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Session time and 
venue 

Wednesday, 14:00-15:30 (Neuchâtel) 

Title What influences medical doctors' geographical location 
decisions? An analysis of national and international 
physicians' residence choices in Portugal 

Presenter Giuliano Russo, Research fellow, Instituto de Higiene e Medicina 
Tropical, Nova University of Lisbon, Portugal 

Objectives The debate over physicians' location choices has attracted the attention 
of the economic and public health literature over the last forty years. 
The present research sets out to investigate the current distribution of 
national and foreign physicians across Portugal, with the objective to 
understand its determinants and identify suitable policies to influence it. 

Design / methods Data from the Portuguese National Medical Association on physicians' 
residence and characteristics were analysed, as well as data from the 
National Institute of Statistics on municipalities' population, living 
standards and health care network. Descriptive statistics, negative 
binomial and logistic regression analysis were performed to determine: 
(a) the municipality characteristics able to predict Portuguese and 
International physicians' geographical distribution, and; (b) the doctors' 
characteristics likely to increase the probability of residing outside the 
country's metropolitan areas. 

Results Population, Population's Purchasing Power Per Capita, Nurses per 1000 
Inhabitants and Municipality Development Index (MDI) were the 
municipality characteristics displaying the strongest association with 
Portuguese physicians' location. For International physicians, the MDI 
was not statistically significant, while municipalities' Number of 
Foreigners' Residency Requests per 1000 Inhabitants was found to be 
an additional positive factor in their location decisions. In general, being 
foreigner, male and older resulted to be the physician characteristics 
increasing the probability of residing outside the metropolitan areas. 
Among international doctors, being of a nationality other than Spanish 
was found to reduce the likelihood of being based outside the Lisbon 
and Oporto metropolitan areas, and physicians from Portuguese 
Speaking African Countries were the least likely to reside away from 
such areas. 

Conclusion(s) The present study showed the relevance of studying the impact of 
municipality and physicians characteristics on national and international 
doctors location decisions. A more nuanced understanding of national 
and foreign doctors' location appears to be needed to design more 
effective policies to reduce the unbalance of medical services across 
geographical areas. 

Co-author(s) None 
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Title The effectiveness of policy interventions to attract nurses 
to rural areas: Modelling from a stated preference study 

Presenter Duane Blaauw, Centre for Health Policy, University of the 
Witwatersrand, South Africa 

Objectives The shortage of health workers in rural areas undermines efforts to 
scale up priority health interventions but there is little rigorous evidence 
on the effectiveness of human resource (HR) strategies proposed to 
address the problem. Our objective was to use a stated preference 
study to evaluate the relative effectiveness of different policies in 
attracting nurses to rural areas in Kenya, South Africa and Thailand. 

Methods We followed recommended practice for stated preference study design 
and analysis. Both financial and non-financial HR strategies were 
included in the design. Preference data was collected from over 300 
graduating nursing students in each country. We modelled the uptake of 
rural posts under different incentive combinations in the three countries. 
We also used the results to estimate the cost-effectiveness of different 
intervention packages in South Africa. 

Results The study showed that nurses' preferences for different HR strategies 
varied significantly between the three countries. In Kenya and South 
Africa, rural allowances and better educational opportunities would be 
most effective in increasing the uptake of rural posts while in Thailand 
better health insurance coverage for health workers would have the 
greatest impact. For example, preferential access to specialist training 
would result in a rural uptake of 71.5% in South Africa and 65.3% in 
Kenya which was similar in impact to a 20% rural allowance. However, 
the cost-effectiveness analysis from South Africa indicated that 
monetary incentives were much less cost-effective than providing 
preferential educational opportunities to nurses in rural areas or 
improving student selection procedures. 

Conclusion(s) In the absence of rigorous intervention studies, stated preference data 
can be used to inform HR policy design to address staff shortages in 
rural areas and support the scaling up of priority health services. 
Intervention packages tailored to local conditions are more likely to be 
effective than standardized global approaches. 

Co-author(s) Erasmus Ermin / Pagayia Nonglak / Tangcharoensathein Viroj / 
Mullei Kethi / Mudhune Sandra / Goodman Catherine / English Mike / 
Lagarde Mylene 
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Title Scaling up the primary health care workforce: Incentives 
for improving the deployment of health workers in primary 
health care 

Presenter Vivian Lin, School of Public Health, Latrobe University, Australia 

Objectives A key element to scaling-up access to primary health care this is 
through addressing health workforce barriers. A review of the literature 
specific to the Asia Pacific region, was undertaken to examine what 
incentives may be effective for improving deployment and retention of 
health workers in the Region. Although data which separates those who 
work in the primary health care from those who work in the tertiary 
sector is limited, available data shows major discrepancies in rural 
compared to urban areas, and in urban areas the preference is to work 
in hospitals. 

Primary health care is seen to be of low quality from the patient 
perspective, and from a labour market perspective, the primary health 
care market segment is seen as a less attractive employment option. 
Countries in the region have used financial and non-financial incentives 
for health worker recruitment and retention, though focused more on 
rural settings. Key strategies used include: increased payments 
according to remoteness and length of service (Vietnam, Indonesia, 
Thailand, Philippines, Mongolia); payment of postgraduate studies or 
scholarships (Indonesia, Fiji); mandatory training and service times in 
rural areas (Myanmar, Mongolia, Thailand, Indonesia); payment of living 
allowances (Indonesia); support for career and professional 
development (Pacific Islands, China, Indonesia, Sri Lanka, India) and; 
better access to services and amenities for employee and family 
(Thailand, China). 

Studies have shown that individual material benefits are important for 
recruitment but organizational climate and professional benefits are 
more important for retention. Evidence is limited on effectiveness of 
specific incentives as policy choices are dependent on contexts, models 
of care. However, it appears that the importance of social and 
professional status as an incentive points to the need to address the 
structural position of primary health care in the health system. 

Co-author(s) L. Lin / L. Ridoutt / E. Brink / B. Hollingsworth 



 
Scaling up human resources for health: increasing and retaining health 

workers 
 

 

142. 

Title Information systems for monitoring human resources for 
health: A systematic review 

Presenter Alexandra Zuber, Public Health Analyst, Global AIDS Program, Center 
for Global Health, Centers for Disease Control and Prevention, United 
States 

Objectives This presentation documents findings from of a global review of country 
Human Resources for Health (HRH) information systems. The objective 
of the research was to identify the literature describing national health 
workforce systems and assess the quality of these systems based on 
written documentation. 

Design / Methods Between 3 August and 17 August 2009, a 12-person team conducted a 
broad systematic review of peer-reviewed literature from 11 databases. 
Languages were limited to English, French, Portuguese and Spanish. The 
team also searched the grey literature between June 2009 and May 
2010 using the following key words: human resource for health 
information system, human resource information system and health. 
The grey search was limited to publications from 1990 to 2010. Over 
12,000 journal and grey literature entries screened and reviewed with 
130 documents determined relevant for review. The quality of each 
country's system was subsequently assessed using a common set of 
criteria. Documents were scored based on the presence and quality of 
information provided. At least two reviewers read and scored each 
manuscript. Papers with discordant scores were assessed by a third 
reviewer. 

Results The review revealed wide variety in the quality and documentation of 
HRH information systems. Information systems from low-resource 
countries, for the most part, lacked information and / or the presence of 
HRH systems for tracking their workforce. Additionally, the literature's 
documentation and tools for this type of health workforce assessment 
were also found to be inadequate. 

Conclusion(s) Low-resource countries face daunting obstacles meeting the health care 
needs of their people. Ensuring adequate health provider coverage 
requires current requires accurate HRH data, which is lacking in most of 
these settings. Our review of the literature documents the inadequacies 
of such systems globally - especially among countries challenged with 
health disparities, and underscores the need for further attention and 
resources in this area. 

Co-author(s) Patricia Riley / James Campbell / Nadine Sunderland / Andre Verani / 
Nadin Gupta / Chijioke Okoro / Heather Patrick / Michael Friedman / 
Pascal Zurn / Ramesh Krishnamurthy / Jordan Tappero  
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interventions 

 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Ticino) 

Session organizer Nigel Rollins, Scientist, Newborn and Child Health and Development, 
World Health Organization, Switzerland 

Overview It is widely acknowledged that clinical interventions that are capable of 
significantly reducing maternal and child mortality need to be scaled up 
if the Millennium Development Goals for women and children are to be 
achieved. The Lancet series on child survival estimated that 63% of 
under-5 year deaths could be averted if a limited number of clinically 
proven interventions were implemented; it was assumed however that 
population-based coverage of these interventions would reach 99%. 
While research has determined which clinical interventions are effective, 
there is very much less evidence available and research focus on the 
methods to achieve such scale-up. 

Quality Improvement (QI) approaches have been described for 
improving and maintaining the quality of health care being provided by 
health systems; however they also provide a distinct methodology for 
introducing and scaling up new interventions. 

The session will consist of four presentations followed by a moderated 
discussion involving the audience: 

1. What will it take for sub-Saharan countries to reach their MDGs in 
the context of HIV? 

2. Applying quality improvement methods to rapidly scale up 
improvements of a national maternal and child health program: 
Project Fives Alive! Ghana. 

3. Scaling up of prevention of mother-to-child transmission of HIV 
interventions in KwaZulu Natal, South Africa. The 20,000+ 
partnership (University of KZN, KZN Department of Health and IHI). 

4. Systems improvement methods to improve PMTCT performance: 
using what you have at hand to get better results. The South 
African Accelerated plan for PMTCT in 18 priority districts. 

  

Title What will it take for sub-Saharan countries to reach their MDGs 
in the context of HIV? 

Presenter Pierre Barker 

Overview The MDG health goals include ambitious targets for major reduction, by 
2015, of maternal and child mortality in low and middle income 
countries. These targets assume that effective implementation of 
existing medical knowledge could save millions of lives each year in the 
affected countries. But how likely are the countries of sub-Saharan 
countries to reach their targets using current prevention and treatment 
strategies? Countries that are deeply affected by the HIV pandemic are 
struggling to reach these goals since deaths from HIV contribute 
significantly to both infant, child and maternal mortality rates, and the 
HIV treatment programs that could help them to reach their goals sit 
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within dysfunctional maternal and child health (MCH)services. 

After a delayed response by global organizations and affected countries 
to the HIV epidemic, a concerted effort has resulted, over the past 10 
years, in rapid deployment of antiretroviral (ARV) treatment programs 
for HIV infected pregnant women in the highest burden countries in 
Africa. But as of 2008, only about half of eligible HIV infected pregnant 
women in these countries were receiving some form of ARV treatment 
during pregnancy . Much of the PMTCT program during pregnancy, birth 
and infancy is tightly connected to the functionality of the MCH delivery 
system. In the countries with high burdens of HIV, restricted access to 
antenatal, skilled delivery and postnatal services will continue to limit 
access to PMTCT and treatment of AIDS in affected mothers.  

We argue, using modelling and programmatic data, that only an 
integrated approach that attends to access and quality services for both 
MCH and HIV care will allow countries to achieve their MDGs. National 
program designs that incorporate quality improvement methods and 
rapid scale up strategies can be deployed to achieve this integrated 
approach. The underlying principles for QI methods for scale-up will be 
presented. 

  

Title Applying quality improvement methods to rapidly scale up 
improvements of a national maternal and child health 
programme: Project Fives Alive! Ghana 

Presenter Nana Twum-Danso 

Overview Applying quality improvement methods to rapidly scale up 
improvements of a national maternal and child health program: Project 
Fives Alive!, Ghana. 

Background: Many resource-constrained countries are struggling to 
achieve MDGs 4 and 5 by 2015. New approaches are urgently needed to 
effectively institute or improve program implementation rapidly on a 
national scale.  

Methods: We describe a five-year project aimed at accelerating the 
implementation of Ghana's national MCH program towards achieving 
MDG 4. By applying quality improvement (QI) methods, frontline health 
providers use their local data to innovate, test and learn about which 
strategies work and which do not in their local context. Improvement is 
accelerated through peer-to-peer learning, collation and spread of 
successful changes in subsequent scale-up of the project. Sustainability 
is promoted through longitudinal didactic and practical training, 
coaching and mentoring in QI methods at all levels of the health 
system.  

Results: Twenty-four months after the project launch, innovation, 
testing and assembly of a package successful change ideas have been 
completed (phase 1). Exponential spread from 30 to 300 teams in 38 
districts across the Northern Sector (phase 2) and development of a 
network of hospitals in the Southern Sector (phase 3) have been 
initiated ahead of final scale-up to all 138 districts of the country (phase 
4). Phase 1 established proof of concept, a receptive environment and 
improvement in coverage of several maternal and neonatal health 
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interventions. 

Conclusion: Iterative and widespread use of QI methods for learning 
and improvement on a local level can improve implementation of MCH 
interventions. Successful execution of this design requires attention to 
political will, close alignment with existing health programs, and reliable 
data systems. This approach offers the potential for rapid improvement 
in health services on a large scale in resource-constrained settings. 

  

Title Scaling up of prevention of mother-to-child transmission of HIV 
interventions in KwaZulu Natal, South Africa. The 20,000+ 
partnership (University of KZN, KZN Department of Health and 
IHI) 

Presenter Wendy Mphatswe 

Overview A large scale health systems improvement project to prevent perinatal 
HIV infection.  

Background: In response to the reported high rates of perinatal mother-
to-child HIV transmission of 21% in the province of KwaZulu Natal 
(KZN), South Africa in 2007, a health systems improvement intervention 
was designed to improve the quality of PMTCT services for three districts 
(pop ~5.5 million) of KZN. The partnership included the KZN 
Department of Health, the University of KZN and the Institute of 
Healthcare Improvement. 

Methods: From March 2008 to date we used quality improvement (QI) 
methods, using routinely collected public health information, to track 
and improve processes of PMTCT care All facilities providing PMTCT 
services in the catchment area (222 facilities) were included in a phased 
design. 130 facilities received QI interventions together with the district 
management teams to effectively roll-out QI approaches. 

Results: In the past two years, HIV testing rates at the first antenatal 
attendance improved from baseline by 23% (67% vs. 90%), CD4 
testing rates increased by 20% (55% to 75%) and Nevirapine dosing to 
mothers rose by 15% (65% to 80%) and PCR testing increased by 23% 
(37% to 60%). Referral and initiation for lifelong ART is at 64%. 

Conclusions: QI methods can systematically strengthen and improve 
specific processes of care at scale in large public health systems. The 
difficulty to capture reliable and accurate routine PMTCT data including 
those on AZT and ART in the public health information system, limited 
our analysis. Scale-up of more effective interventions within this 
programme is ongoing and is expected to result in major improvement 
in perinatal HIV transmission rates. Changes to the public health 
systems can only be sustained if capacity is developed within the District 
health teams. This approach could be used to improve other maternal 
and child health programmes. 
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Title Systems improvement methods to improve PMTCT performance: 
Using what you have at hand to get better results. The South 
African Accelerated plan for PMTCT in 18 priority districts 

Presenter Yogan Pillay 

Overview Rapid deployment of systems improvement methods to improve PMTCT 
performance: Using what you have at hand to get better results. 

South Africa is one of a handful of countries that experienced a rise in 
mortality for both mothers and infants due to the effects of the HIV 
epidemic.  

An innovative partnership between the South African National 
Department of Health, health District Managers, and multiple NGOs, 
implemented a health systems intervention to improve PMTCT processes 
and outcomes in 18 priority districts. The environment for change was 
generated around ambitious targets for improvement and a common 
data driven Quality Improvement (QI) method. A package of "best 
practices", identified from earlier research, was deployed and locally 
adapted to improve process performance. Intensive efforts were 
directed at improving collection and reporting of PMTCT indicators.  

Multiple NGOs collaborated across the country to support local health 
departments, using a common QI framework. Rapid improvement in 
performance of a number of PMTCT processes was observed.  

A QI approach can achieve rapid improvement in performance across a 
large geographic area in a short time, using existing resources. In this 
case, the intervention was rapidly deployed using knowledge and 
methods that had been refined in an earlier prototype. Careful attention 
to will-building among stakeholders, a simple clear methodology, and a 
common measurement framework all allowed a disparate group of NGOs 
and districts to work together to achieve rapid results.  

This approach can be extended into all MCH service delivery and offers 
hope that, in combination with specific drug interventions, maternal and 
infant mortality trends can be reversed. 
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Ethics Guidance for Quality Improvement and Patient Safety Research: 
Lessons for developing ethics guidance on health systems research 

 
 
Session time and 
venue 

Wednesday, 14:00-15:30 (Valais) 

Session organizer Abha Saxena, Scientist, Research Policy and Cooperation, World Health 
Organization, Switzerland 

Objectives The learning objectives for this session are as follows: 

1. How can one determine if a health systems patient safety or quality 
improvement project is research or practice, and what are the 
implications for ethical oversight? 

2. When is informed consent required and from whom is it required? 

3. What are the Privacy and Confidentiality implications for health 
systems patient safety or quality improvement projects? 

4. What are the other ethical issues arising in patient safety or quality 
improvement health systems research? 

5. What are the lessons derived for ethical guidance on health systems 
research? 

Description Not everyone agrees that all Quality Improvement (QI) and other 
similar projects done in the context of health care systems ought to be 
considered research in a valid and reliable way, but several authors 
question whether it is even useful to try to make this distinction. The 
argument is that ethical considerations of a project involving human 
participants should be considered for every activity within the health 
care system, because these projects make use of scarce resources, such 
as the time of the organization's staff and the goals of the activities may 
extend beyond the immediate interests of patients. Ethical Guidance for 
these and other ethical issues raised by QI and Patient Safety research 
projects were reviewed at an informal WHO Consultation on the 27th of 
May. research projects (specifically patient safety research projects) is 
being developed at an informal WHO Consultation on the 27th of May. 
The issues that were will be discussed include the following: When and 
what oversight should be provided to health systems projects? When is 
informed consent required and from whom is it required? What are the 
implications of the research for the patients? for the health care 
providers? for the policy-makers? To what extent should privacy and 
confidentiality be protected? What are the implications for various 
stakeholders when confidentiality is breached? The session will include a 
presentation on the guidance developed at the above mentioned 
Consultation and will be followed by a Roundtable discussion and 
feedback and comments from health systems researchers, bioethicists, 
patients groups, civil society representatives etc. 

  

Other key 
persons 

Iciar Larizgoitia Jauregui / Carmen Audera-Lopez / Mobasher Butt / 
Nancy Kass 
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Demandside Financing (DSF) in low and middleincome countries: 
Evidence and implementation 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Zürich - Miles Davis) 

Session organizer Anne Mills, Head of Faculty, London School of Hygiene and Tropical 
Medicine, United Kingdom 

Overview Currently, there is a considerable debate on ways to reduce out-of-
pocket expenditures for health in low- and middle income countries with 
the demand side of health care being increasingly focused. 
Understanding health seeking behaviours and patterns of utilization is of 
utmost importance to strengthen the demand side. In the health sector, 
demand-side financing (DSF) aims at transferring purchasing power to 
specified groups for the purchase or utilization of defined health 
services. Most interest in DSF is focused on vouchers. Another possible 
DSF model is community-based purchasing of health services, either 
through pre-payment or micro-insurance mechanisms. As many low- 
and middle income countries have introduced some forms of DSF, it is 
time to discuss pros and cons as well as share experiences with 
implementation. 

This panel aims to provide a forum for different stakeholders to discuss 
issues involved in the design, implementation and evaluation of 
demand-side subsidies with a special focus on vouchers and community-
based purchasing of health services. It brings together implementers in 
different countries to discuss experiences, exchange ideas on the need 
and usefulness of demand-side subsidies and assess the feasibility of 
difference subsidy schemes. Among particular questions addressed are: 
(a) how to identify the poor and those in need (targeting), (b) which 
subsides to choose, (c) how to increase enrolment rates and use of 
health care services, (d) how to increase the quality of services, (e) how 
to take into account transaction costs and possible over-serving, (f) how 
to monitor the implementation and (g) how to scale up. 

  

Title Moving towards universal health coverage through demand side 
financing - Experience of Rashtriya Swasthya Bima Yojana 
(RSBY) in India 

Presenter Jain Nishant 

Overview Objectives: RSBY has been launched by Ministry of Labour and 
Employment, Government of India to provide health insurance coverage 
for Below Poverty Line (BPL) families. The objective of RSBY is to 
provide protection to BPL households from financial liabilities arising out 
of health shocks that involve hospitalization. The beneficiary get a 
hospitalization coverage of Rs. 30,000 for a family of five on a floater 
basis with pre-existing diseases covered from day one. The scheme 
extensively uses Information Technology Systems whereby biometric 
enabled smart cards which includes the photograph and finger print of 
all the family members are personalised, printed and issued to the 
beneficiary in the village itself. Till now more than 14.5 million families 
which translated to more than 56 million people have been enrolled in 
RSBY across India and RSBY is being looked as an efficient and effective 
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model to provided health insurance to the vulnerable population. 

The study analyses whether the scheme is reaching the target 
population in an efficient manner. Another objective here is to see 
whether it has any impact on the reduction of out of pocket expenditure 
on health.  

Design/methods: The study includes field visits, interview, survey and 
secondary data analysis. 

Results: Initial findings indicate that the scheme has been quite 
successful in reaching its desired objectives and satisfaction level is 
quite high in the beneficiaries with the provisions of the scheme. 

Conclusions/policy implications: The RSBY scheme was able to position 
itself as a business model for all stakeholders. It aims to cover 300 
million people in India in the next two years. 

  

Title Evaluating the impact of a maternal health voucher program on 
facility-based deliveries in urban Kenya 

Presenter Ben Bellows 

Overview Objectives: At the end of the presentation, participants will be able (1) 
to describe the main features of the output-based approach (OBA) 
voucher program in Kenya, (2) to state the statistical significance and 
level of association of voucher utilization and the proportion of facility-
based deliveries. 

Background: Low income pregnant women in developing countries 
suffer high rates of maternal mortality and disproportionately lack 
access to high quality facility-based maternal services. The output-
based approach to maternal healthcare delivery is a promising 
mechanism to target demand subsidies to poor women and reimburse 
accredited providers for their treatment. In Kenya, the OBA voucher 
program in Nairobi slums was introduced in June 2006.  

Methods: To evaluate the OBA program, a baseline population survey in 
2004/05 and a follow-up survey in 2007/08 were conducted in the 
Korogocho and Virwandani slums. The two datasets, covering the 
periods January 2004 - December 2005 and September 2006 - 
December 2008, provide a population-based before-and-after design to 
measure the OBA impact on improving healthcare utilization among the 
urban poor. We also conducted a cross sectional analysis of the 2007-08 
data to determine the factors associated with voucher use.  

Results: Under the OBA voucher program, pregnant women in 
Korogocho and Viwandani had greater odds of delivering in a health 
facility (OR= 1.4; 95% CI 1.2-1.6) and having a skilled birth attendant 
during delivery (OR=1.2; 95% CI 1.1-1.4) compared to pregnant 
women before the OBA program.  

Comparing women who bought the voucher and those who did not in 
the 2007 data, there were increased odds that voucher users would be 
multiparous mothers. There were increased odds that mothers will be 
among the least poor and have a primary education. No differences 
were observed in age or slum.  
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Conclusions/ Implications: This study found that vouchers for ANC, safe 
delivery, and PNC services in an urban slum setting are associated with 
significant increases in use of antenatal care and health facility 
deliveries among poor pregnant women. Findings that voucher users 
were not as poor as non-users in the 2007 dataset reflect a weak initial 
targeting strategy, which was corrected in 2008. 

  

Title Impact evaluation of the Demand-Side Financing Program for 
Maternal Health in Bangladesh 

Presenter Laurel Hatt 

Overview Objectives: Demand-side financing of health services is increasingly 
seen as an instrument to strengthen health systems to improve access 
to and quality of maternal health services. An example is a voucher 
program recently piloted through the Government of Bangladesh, a 
country with high maternal mortality yet low use of institutional 
delivery. The program provides poor women with cash incentives, free 
access to antenatal care, delivery with a skilled birth attendant, and a 
package of postnatal care. Cash incentives for various services are also 
given to providers. This study evaluated both the demand- and supply-
side impact of the government voucher program. 

Design/methods: A cross-sectional household survey was conducted 
with 2,208 women in 16 intervention and 16 matched control sub-
districts, who had delivered in the prior 6 months. Multivariate 
regression models were used to analyse the effect of residing in voucher 
sub-districts on seeking professional antenatal, delivery, and postnatal 
care, as well as out-of-pocket expenditures on all maternal health 
services. A sensitivity analysis compared women's reported births before 
and after program initiation in intervention and control sub-districts.  

Results: The program has significantly increased the use of voucher-
covered maternal health services. Compared to women in control sub-
districts, women in intervention areas had a >40 percentage point 
higher probability of delivering with a professional birth attendant. They 
also paid USD 8.50 less on all maternal health services, a reduction 
equivalent to 58% of the average monthly household expenditure per 
capita among the study population.  

Conclusions/policy implications: Despite the increase in utilization of 
maternal services and reduction in out-of-pocket expenditures, the 
average cost of delivery with a qualified provider is somewhat high 
($41), questioning the sustainability of this programme, although the 
larger benefits to the health system have to be considered. In addition, 
imprecise targeting, limited effects on supply-side quality, and human 
resources limitations remain challenges that need to be addressed. 
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Title Access to basic health care services in selected rural districts in 
Tanzania 

Presenter Kai Straehler-Pohl 

Overview Objectives: Cost sharing in Tanzania was introduced in 1993 in the face 
of a funding shortage and quality of care problems. Because user-fees 
at the point of service reduced access of services for the (often rural) 
poor, the Community Health Fund (CHF) was introduced in 1996. Up to 
date however, enrolment has remained low and high drop-out rates 
high. The present study therefore investigates if the CHF actually 
improves access to health care, which is meant to be the main benefit of 
CHF membership. A second aim is to identify reasons for drop-outs.  

Methods: Structured interviews on health care seeking behaviour were 
conducted with milk farmers in two districts in Tanga Region. In 
Muheza, 156 farmers were interviewed who had been enrolled in the 
CHF through their cooperative. 106 of these were current members, and 
50 drop-outs. Another 96 non-insured farmers were interviewed in 
Korogwe. In total 206 interviews  

Findings: First, the results show no significant difference between 
insured and non-insured in attendance at health facilities. Secondly, 
both groups included cases of health expenditure related sale of assets 
with no significant difference. At the same time, qualitative information 
indicates that the non-insured sold higher value assets for accessing 
care. Third, satisfaction with quality of health care services is similar in 
the two groups, and quality did not seem to be a reason for drop-outs. 
Drop-outs rather seemed a consequence of a change in premium 
payment that was not sufficiently communicated; premiums for the first 
year were paid by the cooperatives' main buyer while the farmers had 
to pay themselves for re-enrolment. Fourthly, CHF membership 
empowers patients. While insured and non-insured are equally (un)likely 
to complain about service quality, the insured are better informed on 
who to address complaints. Lastly, a large majority of the non-insured 
do not know either health insurance schemes or the CHF itself. 

Conclusion: CHF membership should be encouraged as it provides some 
protection against excessive health care payments and empowers 
patients vis-à-vis the health providers. Efforts to educate potential and 
current members about procedures need to be increased to increase 
new and re-enrolments. 
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Title Systematic review on the effects of demand-side financing 
schemes on coverage, health service use and costs 

Presenter Stefan Weinmann 

Overview Objectives: Various forms of demand-side financing (DSF) schemes and 
subsidies have been implemented in the health sector of low- and 
middle-income countries. By transferring purchasing power to health 
service users, including the poor and vulnerable, and by allowing choice 
of providers, these schemes are expected to improve utilization and 
quality of health services, and to contribute to better health outcomes. 
DSF instruments include voucher schemes, social health-insurance 
schemes (SHI) and community-based health insurance (CBHI).  

Design: We present a systematic review on the effects of 3 demand-side 
financing instruments (vouchers, SHI, CBHI) on three dimensions of 
Universal Access: (1) population coverage, (2) use of health services by 
those covered and (3) degree of financial protection. Publications are 
identified via electronic medical and social science databases (PubMED, 
EMBASE, Cochrane CENTRAL and DARE, Popline, African Healthline, 
Jstor. Science direct, Interscience) and via screening the grey literature. 
Only randomized controlled trials, interrupted time series analysis, and 
controlled before and after studies providing quantitative data on one of 
the above-mentioned outcomes measures are included. Screening and 
study assessment is done independently by two reviewers, using criteria 
adapted from the Cochrane collaboration and the Meta-analysis Of 
Observational Studies in Epidemiology (MOOSE) checklist. 

Results: Preliminary results suggest that vouchers, in particular in 
maternal care, have the potential to increase health-service use and 
reduce out-of-pocket expenditures. Community-based insurance 
schemes often suffer from low enrolment rates, risk management 
problems and an insufficient funding base, questioning their 
sustainability as well as their ability to protect from catastrophic 
expenditure. Due to compulsory enrolment and high technical and 
administrative requirements, there are few experimental designs of SHI 
evaluations. One the other hand, benefit packages are more 
comprehensive. 

Conclusions: Further experimental research is needed to base the choice 
of DSF instruments on stronger evidence. Besides equity and coverage, 
provider quality and health outcomes should receive more attention. 
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Systems thinking for health systems: Time to exploit the opportunity 
 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Vaud) 

Session organizer Taghreed Adam, Scientist, Alliance for Health Policy and Systems 
Research, World Health Organization, Switzerland 

Overview By the end of the session participants should be: 

1. familiar with terminology related to systems thinking, complex 
adaptive systems, system-level interventions and system-wide 
effects of intervening in health systems; 

2. able to recognize and appreciate the different characteristics of 
complex adaptive health systems, and to understand the 
implications for designing and evaluating interventions targeting the 
health system itself - as opposed to clinical and preventive 
interventions aimed at individuals; 

3. understand how strengthening health systems depends upon a 
dynamic and sophisticated ability to "think" in systems 

4. understand the rationale for and ways to apply a systems thinking 
approach to solving health systems problems, to modifying 
interventions with a health systems lens, and to evaluating those 
efforts more comprehensively; and 

5. aware of the importance of building the knowledge base, research 
methods and strengthening capacity to use systems thinking as a 
fundamental approach in strengthening health systems- particularly 
in designing and evaluating system-level interventions. 

Description This session will share and debate concepts and approaches described in 
the latest Flagship Report of the Alliance for Health Policy and Systems 
Research - Systems Thinking for Health Systems Strengthening. It will 
solicit input on how we can make systems thinking more of a reality for 
researchers and policy-makers in designing and evaluating health 
systems strengthening interventions that incorporate the complex 
nature of health systems. This report can be downloaded from the 
Alliance website (http://www.who.int/alliance-hpsr/en/ ) and will be 
available in hard copy during the Symposium. 

The session will consist of a presentation by the co-editor of the Report 
(Don de Savigny) who will introduce the topic and the main concepts, 
followed by a round-table debate. Panellists will address the following 
questions: 

1. How are developing countries applying a systems perspective in 
solving system-level problems? What are the opportunities and the 
challenges? 

2. Do funders see systems thinking as an opportunity and means to 
better design and invest in strengthening health systems? and if so, 
what do they need to do differently to promote using this thinking 
and approach both at the global and country level?; 

3. How can we close the know-do gap in applying systems thinking in 
policy-making, both from the research and policy perspectives? 

4. What are the capacity needs - at all levels and among all partners - 
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to institutionalize such thinking? Partners here include policy-
makers, implementers, funders, researchers and health managers.  

5. What are the immediate next steps to advance and implement this 
thinking in future research, investments and decision-making? 

Each panellist will be asked to share their views on these issues, 
reflecting on their own perspective and experience. This will be followed 
by a moderated discussion and opportunity for debate, building on the 
ideas presented by the panellists. The session will provide an 
opportunity for a wide range of stakeholders to inform and advance the 
thinking on this topic. The summary of the discussion and 
recommendations will be published on the Alliance' website for reference 
and use by interested partners. The output will feed into the Alliance for 
Health Policy and Systems Research's agenda for moving this "thinking" 
forward. 

  

Other key 
persons 

Don de Savigny / Rifat Atun / Sharmila Mhatre / Walid Ammar 
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Scalingup human resources for achieving universal health care in India: 
Challenges and opportunities 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Zug) 

Session organizer Peter Berman, Lead Health Economist, The World Bank, United States 

Overview This session focuses on human resource strategies that can help India 
and other developing countries achieve universal health care. Despite 
considerable effort to achieve 'health for all', substantial socioeconomic 
and geographic inequities in health outcomes and service use persist. 
Critically, many Indians, particularly those living in rural areas and the 
urban poor, receive health services from unqualified providers. The lack 
of adequate number of doctors, nurses and other key health workers in 
rural areas is now recognized as one of the biggest challenges to 
expanding primary health services to underserved populations. 

The five presentations in this session provide both a diagnosis of and 
strategies to overcome the human resource challenges to achieving 
universal health care. The presentation "How Many, Who and Where?" 
highlights the substantial geographic and qualified rural health worker 
deficit. The presentation "Current Institutional Challenges for Effective 
HRH Policy Implementation" takes a political-economy approach to 
diagnose the institutional constraints to recruitment of health workers in 
rural areas. This theme is further explored in "What Primary Health 
Workers Want?" which develops and applies a framework for 
formulating 'incentive packages' that enhance rural recruitment and 
retention. The last two presentations provide an assessment of non-
physician clinicians and their scalability in primary care settings. The 
presentation "Which Doctor for Primary Health Care?" evaluates task-
shifting among primary care clinicians. The presentation "From Mithanin 
to ASHA" extends this to community health workers and examines how 
such schemes can be scaled-up to bring basic health services to rural 
populations. 

  

Title How Many, Who and Where? - Using multiple sources of 
information to estimate the health workforce in India 

Presenter Aarushi Bhatnagar 

Overview Objectives: In many developing countries like India, routine sources of 
information on the health workforce are typically inaccurate and 
fragmented. This study uses non-routine data sources to estimate the 
size, composition and distribution of the health workforce in India.  

Data and methods: The study uses data from the 2001 census, a 
household survey - the 2004/05 NSSO, the Ministry of Health and 
Family Welfare, and from Indian medical and nursing councils. Health 
workforce estimates from the different sources are triangulated to 
generate a set of 'best' estimates.  

Results: The Census estimates suggest that the health workforce 
density in India is below the 2.5/1000 population benchmark, indicating 
an overall shortage of health workers. 25% (42% in rural and 15% in 
urban) of individuals classified as allopathic doctors reported no medical 
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training. Moreover, the health worker density in urban is four times that 
of rural areas. There is approximately one nurse per allopathic doctor. 
Women are under-represented in the health workforce with men 
comprising nearly two-thirds of all health workers. 

Implications: This study shows that a variety of non-routine data 
sources available in many developing countries can provide useful 
information on the health workforce. There is an overall health worker 
shortage in India with key workers concentrated in urban areas. Rural 
health care is largely in the hand of unqualified providers. The 
composition of the workforce suggests that a higher nurse-doctor ratio 
is desirable because less specialized health workers (e.g. nurses) can 
deliver basic clinical care at a lower cost than doctors. 

  

Title Current Institutional Challenges For Effective HRH Policy 
Implementation: Case Studies 

Presenter Shomikho Raha 

Overview Objective: In two separate case studies, we enquire: (a) why 
recruitment of nurses was difficult in Uttar Pradesh (U.P.) when both 
finances and political will existed to implement a recruitment drive?, and 
(b) why an innovative policy to create rural health care practitioners in 
Chhattisgarh was abandoned with only three batches of graduates 
trained? Through these case studies, the aim is to reveal and 
understand how institutional factors can affect the implementation of 
HRH policies.  

Methods: Using a case study approach, these studies were carried out in 
Uttar Pradesh in 2008 and in Chhattisgarh in 2009. They involved 
interviews with all key stakeholders (including both government and 
non-governmental actors) and collecting primary data from official 
records. 

Results: In U.P., the institutional inability to promote existing nurses to 
vacant senior positions directly influenced the inability to recruit new 
nurses without significantly increasing sanctioned posts. The factors 
behind the poor quality of clinical nurse training institutions, the 
absence of public health nurse training institutions and the weak 
regulatory structures further brought into question the effectiveness of a 
nurse recruitment drive in the prevailing institutional environment. In 
Chhattisgarh, the process of starting and operating private training 
institutes to create rural practitioners became increasingly flawed as the 
policy design minimized investment in capacity for institutional 
oversight. 

Conclusions: The studies show why effective policy implementation in 
India's federal political context requires that policy-makers at the Centre 
and States address the immediate institutional hurdles faced by a 
different set of officials at the state and local levels charged with the 
implementation of policy. In addition, weak organizational capacity and 
coordination between institutions at these different levels are 
highlighted as principal causes for limited effectiveness of important 
regulatory and governance functions that determine successful policy 
implementation. 
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Title What do primary health care workers want? developing 
"incentive packages" for rural service? 

Presenter Sudha Ramani 

Overview Objective: This study elucidates a complete array of factors desired by 
healthcare workers to work satisfactorily in rural areas. It then develops 
a framework for clustering these complex attributes into "incentive 
packages" for rural recruitment and retention. 

Design: This qualitative study has been done in two Indian states, 
Uttarakhand and Andhra Pradesh. A total of 80 in-depth interviews were 
conducted with a variety of participants- medical students 
(undergraduate, post graduate and alternate medicine), nursing 
students, and doctors and nurses in rural posts. The data has been 
clustered by constructing several hierarchical displays, and collated into 
job-attribute matrices. 

Results: While financial and personal development incentives are 
important, these are not adequate to attract doctors to rural settings. 
Frustration among rural health workers often stems from the lack of 
infrastructure, support-staff and drugs. This is exasperated by local 
political interference and lack of security (".if we are unable to treat 
patients, people get angry and are ready to beat you."). Mundane issues 
such as lack of water, electricity and transport increase dissatisfaction. A 
primary care job commands little respect- it is perceived as a job in a 
"smelly, no desk...broken chair" place that looks like a "ghost-house", 
taken up only by doctors with no urban option. From a framework of 
multiple factors deterring rural service, we have developed rural 
"incentive packages" for health workers. 

Policy implications: The public sector in India has instituted several 
mechanisms, pecuniary and non-pecuniary, to attract doctors to rural 
areas. However, these mechanisms focus on singular issues (such as 
increasing salary) and do not combine incentives. Our multi-factorial 
framework suggests that it is imperative to replace the isolated-
incentive approach by a "package" approach. Currently, we have 
developed India-specific incentive packages, but the generic framework 
of factors can be adapted to other contexts for aligning policies closely 
with workforce needs. 

  

Title Which doctor for primary health care? An assessment of task 
shifting among primary care clinicians in India 

Presenter Krishna Rao 

Overview Objective: Shifting of clinical functions to non-physicians can be a cost-
effective way to expand primary health services. Several types of non-
physician clinicians provide primary health care in India. This paper 
examines their performance on several dimensions; clinical competence, 
patient satisfaction and how communities perceive them. 

Methods: This study was carried out in Chhattisgarh in 2009. In addition 
to Medical Officers (i.e. physicians), several types of non-physician 



 
Scalingup human resources for achieving universal health care in India: 

Challenges and opportunities 
 

 

158. 

clinicians serve at primary health centres (PHC): clinicians with three 
years training (Rural Medical Assistant (RMA)); AYUSH Medical Officers, 
trained in Indian systems of medicine; and paramedical staff 
(pharmacists and nurses). PHCs were stratified into these four groups. 
40 PHCs were randomly selected in each group. Clinical vignettes were 
used to measure technical competency in managing infectious, chronic 
and maternal conditions. Patient and community perception was 
measured using Likert type scales. Group differences were tested for 
statistical significance after controlling for individual and contextual 
factors. 

Results: Clinician technical competency was low. Medical Officers and 
RMAs were the most competent, followed by AYUSH Medical Officers and 
Paramedicals. Patient satisfaction and quality perception scores were 
similar for Medical Officers, AYUSH Medical Officers and RMAs. 
Paramedicals had the lowest scores. Communities perceived Medical 
Officers, RMAs and AYUSH Medical Officers as capable of treating 
common illnesses but only Medical Officers for treating serious 
conditions. Paramedicals were perceived as being incapable of treating 
either condition.  

Conclusions: Clinicians with shorter duration of training, like RMAs, are 
competent providers of primary health care and a viable alternative to 
physicians in PHCs. They can be used to efficiently expand primary 
health services, particularly when physicians are scarce, to achieve 
universal health care. AYUSH physicians and paramedical staff also have 
this potential, but require further training. Overall, there is an urgent 
need to improve the technical quality of PHC clinicians. 

  

Title From Mitanin to ASHA: Scaling-up Chhattisgarh's successful 
Community Health Worker programme 

Presenter Thiagarajan Sundararaman 

Overview Objectives: The Mitanin program of creating community health workers 
(CHWs) in Chhattisgarh state was initiated in November 2001 with the 
aim of training one Mitanin woman for every hamlet. How was the initial 
design of this program amended during implementation and scaled up 
successfully, as confirmed by an evaluation study? In scaling up still 
further to a national program, as the ASHA (Accredited Social Health 
Activist) Scheme from 2006, under the Government of India's National 
Rural Health Mission (NRHM), what were the new challenges faced and 
what alterations made to the initial CHW program?  

Methods: Analysis drawn from studies undertaken on a selective sample 
of Mitanins and ASHAs. In addition, first-hand knowledge and 
experience of the key individual involved in design and implementation 
of the Mitanin Program as well as a key advisor to the Government of 
India in initiating the ASHA Scheme under NRHM will be shared.  

Results: The Mitanin of Chhattisgarh has been found to be more 
effective than the ASHA in most states, especially as a motivator for 
improving preventive and promotive health care. The focus of ASHAs 
has been largely on the single activity of assisting a pregnant woman to 
avail an institutional delivery. These two CHW programs have differed 
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due to an important difference in incentives for the woman incorporated 
in the design of these programs.  

Conclusions: The debate should no longer be focused on whether or not 
a CHW program is an effective policy measure for achieving universal 
health care. The evidence from the Mitanin and ASHA programs suggest 
that a CHW is an essential provider of health service, especially to the 
poor in remote areas, but also that the design of incentives in a CHW 
program determines level of success. 
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New directions in environmenthealth research: Implications for 
health systems 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Appenzell) 

Session organizer Michael Loevinsohn, Research Fellow, STEPS Centre, Institute of 
Development Studies, United Kingdom 

Objectives Environmental health research has traditionally been concerned with the 
impact of particular aspects of the environment on particular diseases. 
Rapid and multi-faceted environmental change is increasing the 
challenge to health systems: creating new sources of ill-health – in 
many cases zoonotic in origin – and exacerbating existing ones, often in 
the same place. Participants in this session will gain a clearer 
appreciation of methods and approaches that are being employed: 

- to elucidate how change is creating situations of risk for multiple 
sources of ill-health that are experienced and perceived differently by 
people differently situated;  

- to identify and assess developmental dynamics that may be loosening 
risk structures, with the potential to yield multiple benefits in terms 
of health and well-being; and 

- to forge relationships with other sectors to develop and pursue these 
opportunities. 

Description The achievement of universal health coverage is imperilled by the 
consequences of accelerating change in the natural, social and economic 
environment. In many areas, these changes are undermining livelihoods 
and nutrition, exacerbating the burden of existing diseases and causes 
of ill-health and, in some cases, creating conditions favouring the 
emergence and spread of new diseases. Typically, the poor are affected 
disproportionately, aggravating inequalities. New and increased 
demands are being placed on health systems whose capacity to respond 
effectively is in many cases being diminished by these same 
developments. Conventional disease control strategies that they have 
relied on are as well proving inadequate to deal with expanding 
challenges whose origins and dynamics are often poorly understood.  

This panel will present new thinking that is being brought to bear on 
these problems. Researchers from the STEPS Centre at IDS and 
partners in Africa, South and Southeast Asia, China and Europe will 
describe methods and approaches used in recent and on-going studies 
that draw on interdisciplinary perspectives to elucidate the complex 
dynamics underlying new disease challenges and to identify 
opportunities for intervention. Panellists and participants will discuss 
their strengths and weaknesses and the needs for further development.  

Several of these studies have developed or are refining systems analytic 
approaches to understand the dynamic causes of emerging zoonotic 
diseases. For example, one is examining how the intensification of 
especially pig and poultry production systems in SE Asia and China 
creates “incubators” where the development and evolution of cross-
species virulence are favoured and “hotspots” where these pathogens 
can then spread rapidly among people. The pathogens being considered 
include avian influenza (H5N1), pandemic H1N1 and Nipah virus. In 
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other studies, natural experiments have been exploited to trace the 
consequences of environmental and economic crisis e.g. famine and 
seasonal hunger on the dynamics of HIV.  

Researchers are also identifying developments that offer hope of 
loosening the structures of risk, potential entry points for supportive 
intervention. The social and environmental drivers of risk for these 
diseases are frequently drivers of risk as well for other diseases and 
sources of ill-being that are often of greater local concern than the 
“headline” disease, suggesting that actions that weaken their common 
determinants can yield multiple benefits. One study is employing 
operational research approaches and simulation to examine the effect of 
innovations in agriculture and sanitation that are expanding in use: at 
stake is whether they are yielding an inadvertent health “prevention 
dividend”.  

Deepening understanding of this broad ecology and communicating it 
effectively will be crucial to assembling and maintaining coalitions that 
pursue these opportunities. A study of the international response to 
H5N1 shows how wide the divide remains between human and animal 
health and how this constrains effective and equitable options in 
prevention and control. Panellists will discuss the potential for as well as 
the barriers to functional cross-sector and cross-discipline relationships 
in relation to zoonotic diseases and the One World, One Health 
paradigm as well as to a wider range of health conditions. 

A brief presentation, “Environment-health research: advances and 
challenges” will introduce the session. Panel members will also make 
brief presentations.  

  

Title TB and HIV in the Former Soviet Union: social transformations 
and the challenge of control 

Presenter Richard Coker 

  

Title Benefits of rural sanitation implemented through a community-
led social norms approach: implications for health systems 

Presenter Ashok Dyalchand 

  

Title Politics, power and economics: how debt creates avian influenza 
(H5N1) risk in Jakarta's poultry supply chains 

Presenter Paul Forster 

  

Title The social dynamics of disease ecology: case studies from 
African contexts 

Presenter Hayley MacGregor 
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Addressing fragmentation through financing reforms in transitional 
Europe and Central Asia: Global lessons for universal health coverage 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Basel) 

Session organizer Joseph Kutzin, Head, WHO Barcelona Office for Health Systems 
Strengthening, World Health Organization, Spain 

Overview The experience of health financing reforms in central European and the 
ex-USSR countries has not as yet been adequately reflected in strategic 
thinking in low and middle income countries. Based on research 
compiled in the recently published book Implementing Health Financing 
Reform: Lessons from Countries in Transition, key lessons from reform 
in a range of countries provide the platform to open this discussion. The 
presentations focus on the measures taken by selected countries to 
address the challenge of reducing fragmentation in the way their health 
system is financed. Fragmentation is problematic because it: (1) limits 
the cross-subsidy potential from a given level of prepaid funds, thereby 
limiting progress towards universal coverage; (2) increases potential for 
inequities between regions or population groups; and (3) causes 
inefficiencies in the form of administrative (and sometimes service 
delivery) duplication and overlap. Specific case studies from two of the 
lower-income countries (Kyrgyzstan and Moldova) together with a 
regional overview summarize the effects of reforms introduced in an 
attempt to reduce fragmentation. Discussants with extensive research 
and policy experience in low/middle income countries from other regions 
will reflect on the relevance of the lessons from the "transition" 
countries from their perspective. 

  

Title Improving coverage by reducing fragmentation in Kyrgyzstan: 
An empirical analysis 

Presenter Melitta Jakab 

Overview Objectives: The objective of the study was to estimate change in the 
depth of coverage in Kyrgyzstan that occurred as a result of systematic 
health financing reforms implemented over a ten-year period. Reducing 
fragmentation in funds pooling was the centrepiece of reforms along 
with the introduction of new purchasing mechanisms with incentives to 
improve efficiency. A new benefit package formalized entitlements of 
citizens to care as well as their payment obligations.  

Design/methods: Repeated cross-sectional household survey measuring 
health care utilization, financial burden and socio-economic status 
conducted 3 times during the reform period using the same 
questionnaire and sampling for comparability of results over time.  

Results: The study found that the depth of coverage improved 
significantly between 2000 and 2006, in particular for the two poorest 
income quintiles. The pattern of reform phasing and financial burden 
indicates that the improvement in the depth of coverage can be 
associated with the reforms. Secondary data analysis supports the 
explanation that reduced fragmentation and new purchasing methods 
led to rationalization of service delivery infrastructure. The savings that 
occurred on fixed costs were in turn channelled to medicines and 
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medical supplies with an immediate reduction in out-of-pocket 
payments for these inputs.  

Conclusions/policy implications: The study suggests that in health 
systems that suffer from inefficiency and fragmented funds pooling 
simultaneously, centralization of pooling arrangements and incentives 
for efficiency can contribute to reducing waste and using these savings 
for increasing the depth of coverage. 

  

Title Health insurance reform in Moldova: Gains and trade-offs 

Presenter Sergey Shishkin 

Overview Objectives: To assess the impact of Moldova's 2004 health financing 
reforms on coverage, equity and financial protection. 

Design/methods: A "before-and-after" analysis of government 
mechanisms for raising and pooling of funds, as well as purchasing of 
services, was combined with analysis of household survey and 
administrative data to assess reform effects on access to care, equity in 
per capita public spending, and levels and distribution of out-of-pocket 
spending.  

Results: In 2004, Moldova changed its financing system from the 
decentralized budgetary arrangements inherited from the USSR to one 
of "mandatory health insurance", funded in part by a new payroll tax 
but predominantly by central revenue transfers. Centralizing the pool, 
combined with a change from input- to output-based provider payment 
methods, led to improved equity in per capita public spending on health 
measured at the individual (gini) and geographic (across districts) 
levels. Out-of-pocket as a percent of total health spending also fell, 
suggesting an improvement in financial protection. However, because 
the reform shifted the basis for entitlement from citizenship to 
contribution (made by or on behalf of specific individuals), 
approximately one quarter of the population are now explicitly 
uninsured. They tend to be of lower income and are concentrated 
amongst rural agricultural workers.  

Conclusions/policy implications: The pooling of budget and payroll 
revenues together, rather than having them flow into separate schemes 
serving different population groups, greatly reduced fragmentation in 
the system and could be a useful approach to consider by other 
countries with high degrees of informal employment. A downside to the 
Moldovan approach, however, was to sacrifice universal coverage, 
leaving about one-quarter of the population with very limited financial 
risk protection. Subsequent analytic work has led to legislative changes 
in 2010 that extended coverage to the entire population. 
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Title Health financing reforms in central Europe and the Former Soviet 
Union: What lessons for low and middle-income countries? 

Presenter Joseph Kutzin 

Overview Objectives: To synthesize lessons from implementation and their 
relevance to other countries. 

Design/methods: Reviewed the health financing reform experience of 
the 27 transition countries of Europe and central Asia. Study organized 
by "functional framework" for health financing policy (collection, pooling, 
purchasing, and benefit package). Reform evaluation criteria derived 
from WHR2000 framework, based on pathways by which health 
financing policy can influence final goals. Focus of research was on 
implementation processes as well as content of reforms. 

Results: The fiscal and economic consequences of transition that began 
in 1990s led to deterioration in coverage from the universal system that 
had existed previously. While nearly all the countries implemented 
health financing reforms, only some have been able to demonstrate 
success. While specifics varied, the elements of success included 
diversification of revenue sources while concurrently centralizing pooling 
to reduce fragmentation, shifting from input-based to output-based 
purchasing, and replacing implicit entitlements with explicit coverage 
rules that gradually brought promised benefits into line with available 
public funds. More generally, successful reformers undertook a 
coordinated set of measures rather than isolated instruments, while 
ensuring a focus on the entire system rather than the success or failure 
of a particular "scheme". They also sequenced their reforms steps 
carefully, focusing initially on addressing efficiency problems (excess 
capacity) at provider level by changing the incentive environment. 
Finally, successful reformers accompanied implementation with analysis, 
learning, and reporting as a basis for accountability and adaptation. 

Conclusions: All countries can benefit from actions to reduce pool 
fragmentation and align incentives to promote efficiency. In particular, 
pooling of general budget with new payroll tax revenues is a critical step 
in moving from a fragmented scheme-based approach to a universal 
population-based approach to financing policy. 

  

Title Comments on the relevance of the first three presentations 

Presenters Diane McIntyre / Felicia Knaul 
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Developing a Methodology Reader for health policy and systems research 
 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Bern) 

Session organizer Lucy Gilson, Professor Health Policy and Systems, University of Cape 
Town / London School Hygiene and Tropical Medicine, South Africa 

Objectives At the end of this session participants will have a broader understanding 
of a) the terrain of health policy and systems research, and the 
boundaries between it and health services research and implementation 
science its similarities differences from health services research and b) 
the range of HPSR research question and appropriate study designs. 
Overall, the session will support finalization of a Methodology Reader for 
Health Policy and Systems Research, and catalyse wider discussion of 
the action needed to strengthen work in the field. 

Description The WHO Alliance for Health Policy and Systems Research (HPSR) has 
defined this area of research as 'the production of new knowledge to 
improve how societies organize themselves to achieve health goals' 
(http://www.who.int.alliance-hpsr/en/). It focuses on the policies, 
organizations, programmes and people comprising health systems and 
influencing health, rather than addressing the clinical management of 
patients or basic scientific research.  

Such research is inevitably multidisciplinary. It seeks to understand 
what health systems are and how they operate and what needs to be 
done to strengthen them (what actions or interventions addressing both 
the health system building blocks and the interactions among them can 
deliver health system performance improvements); as well as how to 
influence policy agendas to embrace these actions, and how to develop 
and implement these actions in ways that enhance their chances of 
delivering performance gains.  

As one contribution to the further development of this multidisciplinary 
field, the AHPSR is currently supporting the development of a 
methodology Reader for researchers, teachers and students conducting 
such research in low and middle income contexts. A range of excellent 
textbooks from different disciplinary traditions, as well as from the 
broader field of social policy research, are already available and can be 
used within HPSR. Instead, this Reader seeks to support methodological 
development by presenting a set of empirical and conceptual papers 
that provide an overview of the current 'state of the art'. The papers will 
consider both the terrain of HPSR in low and middle income countries - 
that is, the range of questions and issues addressed within it - and the 
study designs, and methods, available to address those questions. The 
Reader will, therefore, provide perspectives on the range of available 
HPSR study designs and methods available, and which approaches are 
relevant to particular policy questions.  

This round table will present and discuss the approach taken in 
developing the Reader, as well as its outline - covering its starting 
points, its structure and the topics addressed. It will, therefore, consider 
the weaknesses of existing HPSR, and currently overlooked 
methodological issues and approaches. It will also highlight the 
challenges that have been faced in developing the reader, raising 
questions and issues for wider discussion. Participants in the round table 
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will include some of those involved in the development of the Reader as 
well as invited discussants. The overall aims of the session are twofold: 
first, to elicit comment that will feed back into the finalization of the 
Reader itself; second, recognizing the multiple perspectives of the field, 
to provoke wider thinking and action about how to strengthen HPSR 
methodology and so develop this field of research. 

  

  



 

167. 

Towards universal access to TB care: Engaging across health systems to 
promote access by the poor 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Fribourg) 

Session organizer Stephen Bertel Squire, Reader, Clinical Tropical Medicine, Consultant 
Physician, Liverpool School of Tropical Medicine, United Kingdom 

Overview TB services are far from reaching all patients, as desired in the updated 
Stop TB Strategy. Previous experience has shown us that the poor and 
other vulnerable groups have particular problems accessing TB care. 
The World Health Organization Stop TB Department has a new 
framework for improved early case detection which advocates both for 
streamlining the pathways taken by symptomatic patients seeking 
health care ("passive" case finding) and for active case-finding amongst 
specific risk groups and populations.  

This session highlights how the TB control community is engaging with 
different health systems to innovate and scale up interventions that 
gear TB case-finding approaches towards the needs of the poor and 
vulnerable. This work has the potential to promote universal access to 
TB care. These innovations also contain lessons for scaling up of health 
service provision for TB control. 

In addition to the 5 individual abstracts presented here, Dr Liz Corbett 
of the London School of Hygiene and Tropical Medicine will present work 
from Zimbabwe and Malawi on community-based intensified case-
finding for TB and linkage to HIV care services. 

  

Title Universal Access: Recent innovations in health financing and 
social protection 

Presenter David Evans 

Overview Objectives: To describe the need for financial risk protection and social 
protection in health as well as some of the recent responses 

Design/methods: Briefly summarize the study design. This is not a 
single study, but a discussion based on a review of the literature 
including work that WHO has undertaken to analyse the extent of the 
problem and to understand country requests for support  

Results: Summarize findings of your study. Too many countries still rely 
too heavily on direct charges such as fees to raise money for health. Too 
many countries still do not have sufficient funds in any case. It is 
important that donors continue to provide more funding for low income 
countries, and that countries use the available resources better. It is 
also possible for many low income countries to raise more funds 
domestically in ways that do not have the same negative consequences 
of direct charges. Some of the options including microcredit and micro-
insurance will be discussed.  

Conclusions/policy implications: Briefly outline the importance of your 
research, its contribution to achieving universal health coverage in a 
particular setting, lessons learned and generalizability of the findings 
and policy implications, if applicable. 



 
Towards universal access to TB care: Engaging across health systems to 

promote access by the poor 
 

 

168. 

The road to universal coverage might be long, but it will not be reached 
unless countries take active steps to map out and implement the 
pathways. It will not be reached when donors continue to impose very 
high transactions costs on countries by requiring different application 
and reporting procedures, and by channelling funds in ways that 
fragment the domestic financing system and capacity. 

  

Title Engaging informal health care providers in case detection for TB 
and HIV in Malawi 

Presenter George Bello 

Overview Objectives: To design, implement and evaluate an intervention that 
engages informal health care providers (IHCP) in TB and HIV case 
detection amongst the rural poor.  

Methods / Design: An extensive consultation with the local public health 
services and communities, along with in-depth interrogation of data in 
routine health service registers was undertaken in order to identify 
appropriate IHCP and finalize the design of the intervention. 

Results: The agreed intervention consists of a) training IHCP to 
recognize disease patterns for TB and HIV, refer appropriately to the 
public health system, and assist in TB specimen collection, and 
b) training public health personnel to support IHCP. To promote a robust 
assessment of effect, a phased, matched, parallel cluster design was 
used to randomize some clusters to receive the intervention from the 
outset and an equal number to receive the intervention after one year. 
The clusters were matched for population sizes and proximity to urban 
areas. In intervention clusters, group village headmen were sensitized 
followed by training of health surveillance assistants and IHCPs. The 
IHCP were engaged according to pre-defined inclusion and exclusion 
criteria. 

The primary outcome measures are number of smear positives starting 
TB treatment and number of people starting anti retroviral therapy. With 
87% power it is expected to detect a minimum rise of smear positives 
cases from the current 165 sm+ TB cases to 210 sm+ TB cases from 
each arm per year and detect a rise of eligible patients starting ART 
from the current 1300 to 4,250. Preliminary results will be discussed. 

  

Title Comparison of reimbursement and case-based payment methods 
for TB outpatient services under the new Cooperative Medical 
Scheme 

Presenter Caihong Jin 

Overview Objectives: To reduce the financial burden on low income TB patients 
and encourage the rational use of medical resources by providers in 
China by changing the payment method of the New Cooperative Medical 
Scheme (NCMS) from reimbursing individual TB outpatients to paying a 
case-based fee directly to the healthcare provider - the local Centre for 
Disease Control (CDC). 

Design/methods: A pilot project with major intervention measures was 
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implemented in two intervention counties in Hunan Province from July 
2009 to July 2010; a third county was chosen as control. Data were 
collected from screened TB suspects and from detected TB patients; 
costs were obtained from NCMS and local CDC in both the intervention 
and control counties; questionnaire surveys were carried out in the 
three counties both before and after the pilot. These data were used to 
evaluate the impact of the intervention measures. 

Results: Initial analysis suggests increases in the numbers of (a) 
screened TB suspects from 2197 to 3433, and (b) detected new smear 
positive TB patients from 305 to 386 in the two intervention counties 
over a 9 month period. Outpatient treatment at CDC was free of charge, 
and patients' financial burden was reduced. Diagnosis delay was 
reduced and improved equity of healthcare access for low income TB 
patients were observed. With regular pre-payment from NCMS fund, 
local CDCs had incentives to contain costs by prescribing drugs more 
rationally. 

Conclusions/policy implications: This study helps to establish a model 
for reducing the financial burden on TB patients by changing NCMS 
payment method and hence promoting access for TB patients to health 
services. It also provides empirical evidence to formulate policy 
recommendations for scaling up the study scheme. The pilot has several 
limitations under the overall health care system, such as no defined 
basic service package and a fragmented national health insurance 
program, so also provides policy implications for ongoing health care 
reform in China. 

  

Title From concept to scale up: Public-private mix to achieve universal 
access to TB care 

Presenter Mukund Uplekar 

Overview Objectives: On the background of missing global TB control targets, and 
a large proportion of TB patients seeking care from diverse non-state 
care providers, a global initiative to formulate and promote a public-
private mix approach was launched with the objectives of improving 
access, enhancing equity, building the capacity of both the public and 
the private sectors to achieve TB control, thus contributing to 
strengthening health system.  

Design/methods: Based on working experiments on the ground in 
diverse country-settings, a generic model of public-private mix (PPM) for 
TB care was developed. Systematic research and documentation were 
undertaken to demonstrate the need, feasibility, effectiveness, cost-
effectiveness and scalability of PPM in enhancing access to quality-
assured TB care. Evidence-based advocacy was used to make the PPM 
approach to "engage all care providers" a component of the global TB 
control strategy. Support of technical and financial partners was 
garnered through setting-up a global sub group to promote PPM. 
Generic practical tools and strategies were developed for country-
specific adaptation. Countries were assisted with resource mobilization 
and phased scale up.  

Results: Over thirty high-burden countries have explicit policies and 
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large scale, country-specific adaptations of PPM in place. Quantitative 
results showing contributions of public and private providers to 
progressing towards universal access to quality TB care will be 
presented. Limitations of the PPM approach and ways forward will be 
discussed.  

Conclusions: Public-private mix approaches have helped TB programmes 
improve equitable access to TB care and are eminently adaptable to 
other disease-specific programmes as well as to strengthening health 
systems. 

  

Title TB REACH - A funding opportunity for innovations for early and 
enhanced TB case detection amongst the vulnerable 

Presenter Suvanand Sahu 

Overview Objectives: Start-up innovative interventions for early and enhanced TB 
case detection targeting the vulnerable. 

Design/methods: TB REACH was setup by the Stop TB Partnership 
Secretariat as a fast track funding mechanism earmarked to support 
innovations to increase TB case detection. Only proposals from countries 
with low Gross National Income (GNI) per capita and low TB case 
detection, and targeting the poor and people with limited access to care 
were eligible. At least 70% of the target population was required to 
have limited access to TB care as defined by TB REACH. 

Results: A total of 192 applications were received within six weeks 
which was far above expectation, indicating the need and the keen 
interest in the subject. The proposals aimed to increase case detection 
and treat successfully thousands of additional TB cases using innovative 
approaches and interventions ranging from contact investigation and 
active screening of high risk groups to public-private collaborations, 
laboratory initiatives and social mobilization. Applicants sought to 
involved different types of care providers, including informal providers, 
religious and faith healers and pharmacies, and targeted poor and 
vulnerable, including migrants, tribals, slums, prisons and remote areas. 
Funding of projects will be decided following a rapid but stringent 
process of proposal review and results will be presented. 

Conclusions/policy implications: The TB REACH initiative has triggered 
innovative ideas and projects targeting early and enhanced case 
detection amongst the poor and vulnerable population that face the 
greatest barriers in accessing TB care. This initiative has the potential to 
stimulate National TB Programmes and Partners to think out-of-the box, 
plan innovation to address local barriers, care for the poor and 
neglected, test the innovations in order to be able to scale-up, and in 
the process generate global evidence. 
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Title Unresolved issues in active case-finding for TB in high HIV 
prevalence settings 

Presenter Liz Corbett 

Overview Objectives - Answer the following questions: 

What follow-up, if any, is needed for the large numbers of smear-
negative TB suspects generated during active TB case-finding 
interventions? 

How can active case-finding for TB be combined with HIV testing and 
care in a way that does not jeopardize the high yield of smear-positive 
patients reported for stand-alone TB case-finding? 

Design/methods: Secondary cohort analysis of TB incidence and 
mortality among smear-negative TB suspects generated during a trial of 
community-based active case-finding in Harare, Zimbabwe, and review 
of literature combined with mathematical modelling to explore different 
strategies for combined active case-finding for both HIV and TB.  

Results: Over 10,000 smear-negative TB suspects were identified as 
having chronic cough or other TB-symptoms in the community from a 
total adult population of 120,000. Of the 27% who took up the offer of 
facility-based follow-up investigations, 63% were HIV-infected and 18% 
were started on TB treatment, mainly for smear- and culture-negative 
TB. Median CD4 count among HIV-infected TB suspects was 149 
cell/mm3, but subsequent linkage into HIV care was problematic with 
only 14% accessing ART within one year. Literature review suggests 
that per capita yield of smear-positive TB falls off sharply when 
combined HIV and TB testing is offered at community level, for reasons 
that are unclear. We suggest alternative approaches for combining these 
two community-level activities, and improving linkage into HIV care, 
including options based on provision of supervised self-testing for HIV.  

Conclusions/policy implications: In high HIV prevalence settings, active 
case-finding for TB identifies large numbers of immunosuppressed 
individuals who may need special attention to achieve effective linkage 
into HIV care. There appears to be a high risk of jeopardizing the 
effectiveness of active TB case-finding when attempting to provide 
combined HIV/TB testing services at community level. 
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The African Health Initiative: Five countries assess the population impact 
of district health system strengthening 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Jura) 

Session organizer Helen Ayles, Researcher, Zambia AIDS Related TB Project (ZAMBART), 
Zambia 

Objectives This session draws on recently initiated research programs to assess 
district level health system strengthening approaches in five different 
African nations: Ghana, Mozambique, Rwanda, Tanzania and Zambia. 
The round table will focus on the programs' differing approaches to 
health systems strengthening, which range from clinical care quality 
improvement to management strengthening of district health teams to 
the development of community outreach workers. How to measure 
success will be the main methodological consideration of the session, 
with discussion of process, coverage, quality and impact measures. 
Further, there is growing appreciation of the need to develop methods 
that assess not only whether but also how interventions work. The 
utility of population impact measures will be debated, as will strategies 
for documentation of implementation context and decisions made in the 
course of implementation. Proposed novel strategies for monitoring 
population coverage and impact that are potentially replicable will be 
reviewed. At the end of the session, participants will be able to:  

1. Describe clinic- and community-based health systems strengthening 
strategies and methods for their measurement; 

2. Identify at least 3 strategies for measuring coverage, morbidity and 
mortality at the district level; 

3. Describe methods for documenting program implementation 

Description Success in mobilizing a substantial increase in funding for global health 
has revealed the fragility of health systems, particularly in Africa. Efforts 
to reduce deaths from HIV infection, TB, malaria and improve maternal 
and child health all require functional health systems that can deliver 
comprehensive primary health care and appropriate, sustainable 
monitoring and evaluation approaches which are effective in 
strengthening programs and facilitating dissemination of best practices. 
The African Health Initiative, an implementation research program of 
the Doris Duke Charitable Foundation, supports activities to strengthen 
the health systems in geographically defined communities of at least 
250,000 people. Five projects are now under way in Ghana, 
Mozambique, Rwanda, Tanzania and Zambia conducted by partnerships 
that include US and African researchers in close collaboration with the 
national Ministries of Health. These interventions will be rigorously 
assessed over a 5-7 year period. It is envisaged that a measurable 
mortality benefit to the population will be achieved.  

 

At this session, each intervention approach will be briefly described, with 
a focus on evaluation strategies. The interventions, each developed to 
address the specific issues in the settings for which they were planned, 
vary substantially. The Mozambique and Ghana teams will focus on 
strengthening the management and leadership capacity of the district 
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health management teams (DHMTs) by assuring that each DHMT is fully 
assembled and has the needed skills for planning. Ghana will also 
develop planning tools based on local disease profile in allocation of 
funds at the district level. The Tanzania and Rwanda teams will invest 
substantially in a community based cadre. The Rwanda team will include 
an assessment of the impact of enhanced community worker training 
with remuneration. In addition to establishing a community worker role 
in promotive, preventive and curative health related activities, each 
community worker will routinely collect health information from the 
households s/he visits, including information on household illness and 
deaths. Zambia will focus on improving quality of care through the use 
of clinical protocols and quality monitoring. All groups will use mortality 
as the principal measure of impact. For example, ability to capture 
deaths is important to both estimates of mortality rates and determining 
cause of death with verbal autopsy techniques. In Zambia, death 
registration by communities will be piloted using a modest monetary 
incentive. In Tanzania, the team works in areas with ongoing 
demographic surveillance. Zambia and Ghana will rely on repeat cross-
sectional surveys and the Mozambique team on the Demographic and 
Health Surveillance (DHS) data and the Multiple Indicator Cluster 
Survey (MICS) data. 

Although mortality measures provide a uniform standard for impact 
assessment across projects, the teams also sought to build a cross-
project evaluation framework to ensure common areas of measurement 
in all projects. By adopting a standard evaluation framework of inputs-
activities-outputs-outcome -impact, the teams identified shared 
measures for health systems strengthening. These will be presented and 
discussed along with proposed methods for documenting program 
implementation to capture the processes or mechanisms that lead to 
improvements in the health system, and ultimately in population health. 

Short individual presentations will be given as part of a panel. 

  

Title The African Health Initiative: Strengthening Health Systems 

Presenter Mary Bassett 

  

Title Better Health Outcomes through Mentoring and Assessment 
(BHOMA)Study: How can we measure health system 
strengthening? 

Presenter Helen Ayles 

  

Title Assessing the population impact of a Community Health Worker 
strengthening program: opportunities and challenges: The case 
of Rwanda 

Presenter Paulin Basinga 
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Eye health  Vertical programming and horizontal strengthening of 
health systems 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Lucerne) 

Session organizer Haroon Awan, Director, Sightsavers, Pakistan 

Purpose To highlight examples of health systems research in the field of eye 
health as related to health systems and primary health care reform, and 
to identify potential areas for further research 

Objectives - Present key highlights of a review of eye health and health systems 
research; and present a case study on ocular morbidity and its 
implications for primary health care reform 

- Highlight examples of how vertical programming in eye health has led 
to strengthening of horizontal health systems 

- Share best practice of health research in a global health initiative in 
eye health and its relation to policy and intervention 

- Demonstrate how research and development in technology has had 
an impact on access and coverage in eye health and the gaps that 
need to be addressed 

  

Title Inequities and service utilization inequalities in eye health 

Presenter Clare Gilbert 

Overview Visual impairment and blindness are both a cause and consequence of 
poverty. Many other eye complaints lead to considerable morbidity, loss 
of productivity and reduced quality of life. Trachoma and onchocerciasis 
are two of the neglected tropical diseases, and non-communicable 
diseases associated with visual loss are increasing e.g. diabetic 
retinopathy. In children, although corneal scarring is declining as a 
result of major public health initiatives for the control of measles and 
vitamin A deficiency, many children remain blind from unoperated 
cataract. Surgery for cataract, the commonest cause of blindness and 
severe visual loss, is highly cost effective and improves independence, 
activities associated with productivity, quality of life and the economic 
status of households. However, access to eye care services is far from 
universal, and access for individuals with minor ailments, which can 
affect up to 20% of the population at any one time, is severely limited 
by lack of eye health within primary health care. 

This presentation will focus on a review of eye health and health 
systems research together with the preliminary outcome of a pilot study 
on ocular morbidity and its implications for coverage and access. The 
study aims to determine the burden of ocular morbidity at community 
level and how this relates with outpatient attendances at district 
hospitals. The study will highlight factors that impede universal access 
to eye health services and present policy implications for primary health 
care reform to enhance universal coverage. Available evidence on 
factors which hinder access and limit coverage from the perspectives of 
health financing, the health workforce and service delivery will be 
presented, using cataract surgical services as an example. More 



 
Eye health  Vertical programming and horizontal strengthening of 

health systems 
 

 

175. 

evidence is needed on how eye health programmes are improving the 
performance of health systems and reducing health inequities and 
service utilization inequalities. 

  

Title Horizontal strengthening of health systems through eye health 
interventions 

Presenter Haroon Awan 

Overview This presentation will present 5 case studies based on the building 
blocks of health systems. These will include examples of health 
workforce development that resulted in establishment of a training 
centre serving multiple countries in Eastern Africa supported by state 
and non-state partners to address the issues of human resources for 
eye health. A health financing example of how social entrepreneurship 
using optical units in public sector district hospitals in Cameroon can 
generate income to support supply of consumables and medicines, 
replace old equipment and pay salary subsidies. The role of Non State 
Actors in strengthening health systems will be presented with Mumbai 
as an example where state and non state partners have joined forces to 
address the huge magnitude of uncorrected refractive errors and set up 
sustainable services through strengthening a network of community 
based organizations. Two examples from primary health care reform will 
be presented. These include an example from Nigeria where an 
education initiative has helped to enhance immunization coverage in a 
local government area that had low rates previously, and an example 
from Pakistan in which three national health programmes collaborated 
to enhance coverage and improve health information for improved 
planning. 

The case studies will focus on eye health interventions as part of 
national programmes from various regions that have had or led to 
horizontal strengthening of health systems. Key synergies will be 
highlighted and examples presented on how eye health research has 
influenced policy. It will also present the need for health research and 
programme development to work together. 

  

Title Research highlights for onchocerciasis control as a global health 
initiative 

Presenter Uche Amazigo 

Overview The African Programme for Onchocerciasis Control (APOC) and its 
predecessor, the Onchocerciasis Control Programme (OCP) achieved 
their respective successes through research and evidence-based 
decision-making. OCP successfully controlled onchocerciasis (River 
blindness), in 11 West African countries, predominantly by vector 
control, based on detailed knowledge of vector biology and epidemiology 
of this blinding and debilitating neglected tropical disease (NTD). 
Following the discovery of a safe and effective drug (ivermectin) for 
River blindness control, APOC adopted a research-based strategy of 
mass treatment of people living mainly in remote rural endemic areas. 
Through this cost-effective strategy of Community Directed Treatment 
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with Ivermectin (CDTI), APOC’s partnership reaches at least 65% of the 
‘at risk’ population annually. The strategy depends on predominantly 
epidemiological and sociological research, including the innovative 
‘Rapid Epidemiological Mapping of Onchocerciasis’ (REMO); 
sustainability of the CDTI strategy, the effect of ivermectin on skin 
disease, treatment costs and a study published in 2009, concluding that 
elimination of disease transmission is feasible in Africa through 
ivermectin treatment alone. Sociological research has included a multi-
country CDTI study, which demonstrated that APOC’s strategy could be 
successfully used to implement up to five additional health interventions 
while maintaining high onchocerciasis treatment coverage. CDTI has 
thus provided a model for community-directed interventions adopted for 
controlling other NTDs. However a number of priorities for future 
research need to be answered to improve the strategy including: how to 
efficiently introduce CDI in non-onchocerciasis areas, harmonizing NTD 
supply and logistics and implementation research on its scale up. 

  

Title Research in technology and its impact on access and coverage of 
health services 

Presenter Ravila Thulasiraj 

Overview The delivery of eye care is increasingly driven by technology in 
diagnosis, treatment, and surgery. This applies to equipment and 
supplies. While most of those with eye care needs live in developing 
economies, most of the technological advances take place in the 
developed countries and are priced to suit those countries. This makes 
the transfer of technology to the developing countries very delayed and 
the high costs often limit its reach into the population with only the 
affluent, mainly in the urban centres benefitting by it. In this context it 
becomes imperative to develop technologies that are affordable to the 
developing economies. An outstanding example of this has been the 
development of low cost Intra Ocular Lenses in India which 
revolutionized cataract surgery worldwide. Another example is the local 
production of Low Vision devices and setting up of a central warehouse 
in Hong Kong to source high-quality, yet low-cost Low Vision devices, 
which suddenly made Low Vision Services a reality in developing 
countries. 

Today some of the technology challenges that still remain are field 
diagnosis of Glaucoma, which is estimated to affect at least 1% of the 
population worldwide. Likewise, it is estimated that anywhere between 
2-10% of the population have diabetes. Today the diagnosis of Diabetic 
Retinopathy and its management requires an investment of US$ 75,000 
or more thus making this service rare to non-existent in many 
developing economies. Some research is already under way both in 
developed and in developing countries to address this. This challenge is 
not limited to eye care but applies to all disciplines of health. We need 
to focus on innovation which makes current technologies affordable and 
relevant to all economies in the world and apply the same mindset as 
we develop new ones. 
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Health systems research methods towards more effective health reforms 
 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Neuchâtel) 

Title Using Realist Evaluation to evaluate public health 
interventions: Lessons learned from the evaluation of the 
Passage Project 

Presenter Sara Van Belle, Institute of Tropical Medicine Antwerp, Department of 
Public Health, Belgium 

Objectives To assess the merits of Realist Evaluation (RE) for evaluation of complex 
health care interventions. 

Design / methods Empirical testing of Realist Evaluation in an ex post evaluation of 
PASSAGE, a multi-country adolescent sexual and reproductive health 
project in Mali, Burkina Faso and Cameroun. 

Results Compared to quasi-experimental designs, RE offers policy-makers the 
advantage of explaining not only whether the intervention works, but 
how, for whom and in which context. 

The programme theory, step 1 of RE, describes the actors' implicit 
assumptions of how the intervention works. It could not be fully 
extracted from the project proposal and logical framework, but 
interviews with key partners filled the gaps.  

As a second step, RE foresees the tracing of processes of change that 
explain the linkage between intervention, context and outcome. 
Interviews conducted to this end yielded insufficient data as actors had 
trouble to identify the exact mechanisms that propelled change.  

Third, RE demands a wide range of competences of evaluators, as not 
only effectiveness but also processes of change need to be assessed. 

Fourth, development projects' M&E systems are mostly based on logical 
frameworks, focus on measuring effectiveness of the intervention, and 
do not provide adequate processual information. 

Conclusion(s) Our study shows that a realist evaluation design can be used to evaluate 
public health interventions. However, the full potential of RE may be 
unleashed by ex ante evaluations that have M&E systems designed to 
monitor the key context factors and mechanisms of change. 

Co-author(s) Bruno Marchal / Dominique Dubourg / Guy Kegels  
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Title Rapid methods to monitor programme performance while 
scaling up 

Presenter Abbas Bhuiya, International Centre for Dairrhoeal Disease Research - 
ICDDR, Bangladesh 

Objectives Examination of the feasibility and performance of three methods to 
monitor overall programme performance at the community level and 
utilization of healthcare services by the poor at the facility level. Usually 
the only the programme inputs are monitored when a programme is 
scaled up. Routine MIS for monitoring outcome indicator is costly and 
quite often fail to monitoring for results meaningfully. Thus, there is a 
need for innovative methods to monitor programme performance on a 
timely fashion. 

Methods Lot Quality Assurance Sampling (LQAS), Benefit Incidence (BI) and 
Sequential Sampling (SS) methods were applied to assess their 
applicability and identify practical issues while implementing in the 
communities and the facilities. The testing was done in both urban and 
rural settings in Bangladesh. 

Results Service coverage rates could be monitored and identification of 
inadequately performing work areas could be made reliably through the 
application of LQAS. Utilization of health services by the poor at the 
facility level could also be monitored through the application of BI and 
SS with some extra efforts. 

Conclusion(s) Programmes for universal health coverage can easily be monitored while 
the services are scaled up. The methods can help guide programmes on 
a timely fashion to achieve the results they intended to achieve. 

Co-author(s) Mohammad Abu Hanifi Syed 
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Title Measuring the size of the private health sector in a low 
income setting: Empirical tests of different fieldwork 
methods 

Presenter Edith Patouillard, PhD Student, London School of Hygiene and Tropical 
Medicine, United Kingdom 

Objectives Through this presentation, our audience will have the opportunity to 
learn about: (1) 8 measurement methods available for studying the 
private health sector and (2) the relative strengths and weaknesses of 
these different methods when implemented in a low income setting and 
with providers who have rarely been studied such as informal providers 
and wholesalers. These 2 objectives form the overarching aim to 
address an important knowledge gap on how to study the private health 
sector in low income countries in a context of growing interest in 
working with private providers, and build capacities for current and 
future research and interventions for improved health coverage. 

Retail sector markets play an important role in the provision of health 
care in many developing countries. Retailers are the last link in a chain 
of suppliers and retail availability, prices and quality are likely to be 
influenced by what happens in wholesale markets. Analyses of retail and 
wholesale markets are therefore key to designing effective interventions 
for improving the availability, affordability and quality of health services 
and products that consumers can finally access. Retail and wholesale 
markets have however been rarely explored and little is currently known 
about their actual size, in terms of the total number of providers 
operating in each market and the volumes of products traded. Whilst 
there is a wide range of measurement methods available, their 
relevance for studying markets in low income settings (informal 
providers and product sales) as well as their implementation costs have 
never been assessed. 

This presentation starts addressing this gap, through a e relevance of 
different measurement methods for studying markets in low income 
settings was assessed during a study of the retail sector distribution 
chain for antimalarial drugs in Cambodia. We tested 56 fieldwork 
methods for estimating the total number of antimalarial providers 
operating at different levels of the chain: official lists, census, 
enumeration, snowball sampling, and semi-structured interviews and 
in-depth interviews with providers; and 3 for measuring estimating 
antimalarial drugs sales volumes: written sales records, providers' recall 
and the retail audit technique. The costs and costs structure of 
implementing each method was estimated using project expenditures 
records. Results will be presented on the number of providers and 
antimalarial sales volumes estimated through each measurement 
approach. The relative strengths and, weaknesses and implementation 
costs of each method will be presented, and the generalisability of our 
findings to other low income settings discussed. The findings of our 
study will inform current and future research into private health care 
markets in low income settings by providing a toolbox and guide for 
implementing different empirical methods. 

Co-author(s) Phok Sochea / Immo Kleinschmidt / Kara Hanson / Catherine Goodman 
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Title The political economy of health reform in developing 
countries: A review of the literature 

Presenter Ashley Fox, Harvard School of Public Health, Cambridge, United States 

Objectives Over the last twenty years a number of developing countries have 
embarked on transformations of their health systems with the goal of 
achieving universal coverage. Political economy analysis is increasingly 
advocated to understand the link between a country's reform process 
and policy outcomes. This approach involves a deeper analysis of the 
political, institutional, social and economic issues at play in a country, 
the power relations among actors, and the incentives to promote or 
impede change. A systematic review of the political economy literature 
and its application to health reform in developing countries has not been 
conducted for over fifteen years. 

Results This paper reviews current literature (both grey and academic) that 
takes political economy as the primary framework of analysis for 
explaining the health reform process in developing countries. The study 
first synthesizes earlier reviews of the literature to identify important 
gaps. It then reviews different methodological approaches that studies 
have adopted: single case studies, small-N comparative studies, game 
theoretic, and large-N approaches. The review then discusses the extant 
epistemological schools of institutional political economy (rational choice 
institutionalism, historical institutionalism and the older political 
institutionalism) as they have been applied to health reform and 
assesses their untapped theoretical potential. The review concludes with 
questions that need further attention and promising approaches. 

Policy implications Theories of political economy, with a focus on political and institutional 
factors, could be applied to health system reforms to yield critical 
insights about the key drivers of change, explaining how and why 
governments design reforms the way they do, shedding new light on 
poorly understood concepts such as "political commitment," and 
ultimately influencing the design and implementation of more effective 
health reforms. 

Co-author(s) Michael Reich 
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From volume to value: Paths to sustaining at scale 
 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Ticino) 

Session organizer Rebecca Weintraub, Executive Director, Global Health Delivery Project, 
United States 

Objectives Determine how adoption of a strategic framework identifies paths to 
scale and sustain HIV prevention delivery. 

This session will target participants interested in scaling up health 
programs and in programs planning to transition to public health 
systems.  

The participants will: 

1. Receive an introduction to literature on strategy and value-based 
health delivery. 

2. Apply a strategic framework for global health to examine how large-
scale HIV prevention programs have translated strategies into 
delivery models and the decision-making processes they utilized. 

3. Develop a research agenda for generating evidence to better inform 
the policies and planning processes of governments and donors for 
sustaining programs at scale. 

4. Discuss when transition to the public sector is strategic, and the 
operational implications of selecting this strategy for sustainability. 

Description In recent years, there has been widespread mobilization of resources for 
global health, particularly for HIV services. As programs rapidly 
expanded to respond to a health emergency, little attention was paid to 
understanding or documenting scale up at the strategic or management 
level. As a result, despite outstanding examples of program 
management at scale, there is minimal understanding of how these 
successes could be emulated or adapted to other settings. Today, 
ensuring the sustainability of successfully scaled-up programs is crucial, 
and the transition of many large programs from NGOs to the public 
sector appears imminent. Policymakers and managers need robust 
strategic frameworks to guide their decisions about managing and 
transitioning programs at scale. 

While scaling up has drawn increasing attention in public health, a 
review of the public health literature found no conceptual frameworks 
specifically crafted to inform sustained program management at scale. 
Literature in the field of business strategy shows promising application, 
as it provides examples of tools and concepts that help firms survive 
and thrive.  

We have adopted the value chain model to map and display linkages 
and leverage points across the activities involved in addressing a given 
health condition, such as HIV prevention. In addition, based on the 
scaling up literature and frameworks, we have devised a set of 
constructs for operating at scale. To validate and integrate these 
products, we applied them to cases of large-scale HIV prevention 
programs. The resulting framework shows the relationship of scale and 
value, and enables leaders to plan for program sustainability. While 
transition represents one option for long-term sustainability, this 
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framework offers an organized approach to understanding the trade-offs 
of this strategy as compared to others. 

We will first introduce participants to the existing literature on scaling 
up, incorporating case examples. Participants will then be presented 
with a brief background on strategy, emphasizing the concept of value 
and the prevention delivery value chain. Participants will analyse how 
scale and value interact and discuss how the proposed framework could 
be utilized by policymakers and managers. 

We will conclude the session with a focus on transition: when is it 
strategic for a program to be transitioned to the government? What 
planning is necessary for successful transition? These are timely 
questions facing donors, policy-makers, and implementers that our 
framework addresses. Building on the previous discussions, participants 
will use the framework to create recommendations for policy-makers, 
including suggestions for areas where further research is needed. 

Other key 
persons 

Andrew Ellner / Alec Irwin / Maria A May / Joseph Rhatigan / Robert 
Shady / Lisa R Hirschhorn 
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Building health systems research (HSR) capacity in developing countries 
through joint highincome/low and middleincome country HSR 

programmes 
 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Valais) 

Session organizer Eva Rijkers, Policy Officer, NWO/ WOTRO Science for Global 
Development, Netherlands 

Objectives - How research funding programmes can contribute to sustainable 
strengthening of LMIC health systems research capacity 

- Mobilize other HIC health systems research programmes to support 
LMIC health systems research 

- Pave the way for joint efforts to contribute to strengthening capacity 
for and robustness of health systems research 

Description Health systems research is among the more complex areas of research 
for health. To strengthen health systems in low- & middle-income 
countries (LMICs), the evidence base to support the theory and practice 
of strengthening health systems must be made stronger and more 
credible. Strong health systems research structures in LMICs will be able 
to contribute to this, in addition to being able to build and retain a 
critical mass of researchers and to advocate on the basis of robust 
evidence for a more conducive national policy environment. Equal 
partnering and knowledge sharing among health systems research 
institutes in LMICs and high-income countries (HICs) can greatly 
contribute to sustainable capacity strengthening of these institutes and 
of networks of researchers operating in virtual communities, in addition 
to furthering the global health systems research field.  

WOTRO Science for Global Development is part of the Netherlands 
Organisation for Scientific Research (NWO) WOTRO’s main funders are 
the Dutch Ministries of Science and Education (through NWO) and of 
Foreign Affairs. WOTRO funds high-quality research relevant for 
development through a number of (thematic) programmes. In all of its 
programmes, WOTRO encourages interaction with stakeholders and 
potential end-users, as well as transfer and use of research results. 
WOTRO is committed to strengthening research capacity and aims for 
(inter-)national coordination and synergy with partners in research 
funding and development cooperation, for example through participation 
in ESSENCE. ESSENCE is an initiative formed by a broad range of 
funding agencies that share the common goal to improve the 
effectiveness of research for health in Africa.  

The Global Health Policy and Health Systems Research programme 
(launched by WOTRO in 2009) funds strengthening of HSR capacity at 
individual and institutional level (including LMIC HSR Networks) through 
joint HSR programmes of researchers and stakeholders in Ghana, 
Ethiopia, Uganda and Rwanda and the Netherlands. 

Sweden supports national research for health development through 
broad-based support for countries' priorities, systems and procedures. 
Swedish research cooperation aspires to align with national plans and 
structures for research and promotes similar alignment among bilateral, 
regional and international funding agencies (for example through 
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participation in ESSENCE). Among key aspects contributing to success of 
the Sida support are: 

- Inclusion of support for national research into bilateral country 
cooperation strategies 

- Dialogue at the central level including support for the development of 
national strategies for research 

- Focus on central national universities as the hub for research 
development 

- Contributing to research infrastructure like laboratories, library 
functions and ICT connectivity 

- Providing support for research management 

- Including support for local research funding and peer review 
opportunities through a national research council and/or university 
funds 

We propose to use these two examples, from the Netherlands and from 
Sweden, as a starting point to explore how health systems research 
funding programmes can contribute to (a) more sustainable 
strengthening of LMIC health systems research capacity, and (b) serve 
as a catalyst to mobilize other HIC health systems research programmes 
to support LMIC HSR more systematically and long-term. Noted LMIC 
HSR leaders will discuss these approaches and other innovative ways in 
which HIC research funders and research institutes individually or jointly 
(e.g. in a combined European effort at a later stage when more high-
income countries have entered the field) can contribute to strengthening 
the capacity and robustness of health systems research. 

Other key 
persons 

Rose Leke / Hassan Mshinda / Göran Tomson / Maria Teresa Bejarano / 
Stephen Matlin / Ok Pannenborg 
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Political economy of health system reform on the path to 
universal health coverage 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Geneva - Stravinsky) 

Session organizer Marc Roberts, Professor of Political Economy, Global Health and 
Population, Harvard School of Public Health, United States 

Overview This panel presents four national case studies that focus on the political 
economy challenges of health system reform, using theoretical 
perspectives that address the institutional dimensions of moving 
towards universal health coverage. The four cases are based on a 
common framework analysing the political economy of health system 
reform, and developed over the past ten years by several of the 
participants.  

Marc J. Roberts will discuss the political economy of managerial reform 
in Egypt, focusing on that country's efforts to improve health system 
performance through organizational and managerial reforms and create 
a volume-based reimbursement under a national health insurance 
model.  

Thomas Bossert will compare the implementation of universal health 
coverage in Chile and Colombia, with a focus on institutional political 
economy, to explain why similar policies have resulted in different 
consequences in the two countries, with Chile's system improving its 
services while Colombia's system is confronting financial crisis. 

Julio Frenk will examine the political economy of introducing universal 
health coverage in Mexico, through the Seguro Popular health reform, 
with attention to the political and economic challenges that remain in 
assuring sustainability of the reform. 

William Hsiao will analyse the evolution of Taiwan's national health 
insurance system, with a focus on the political economy of decisions not 
to reform the payment and delivery systems and then later to introduce 
a global budget, when the country experienced health expenditure 
inflation. 

  

Title Improving health system performance through managerial 
reform: Problems and prospects in Egypt 

Presenter Marc Roberts 

Overview All health systems confront management problems that affect 
performance in many ways. During 2009 and 2010, the Ministry of 
Health in Egypt, in collaboration with USAID and a series of private 
funders, has been supporting management training efforts targeted at 
hospital and health centre managers, as well selected senior Ministry 
leaders. These efforts seek to prepare these institutions for the 
challenges they will face as the country's public delivery system moves 
from budget-based support to volume-based reimbursement under a 
national health insurance model. This presentation will explore Egypt's 
experience with managerial reform while moving to universal coverage 
under a national health insurance model. The presentation will discuss 
the challenges of using managerial training to improve health system 
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performance along four dimensions: 

(1) What was the political economy of the agenda setting process 
(using John Kingdon's framework) that led the Egyptian 
government to the decision to proceed with these initiatives? 

(2) How were formal and informal needs assessments used to structure 
the curriculum for this training? 

(3) What has experience to date suggested about the contextual 
problems of transmitting managerial ideas and approaches 
developed in upper-income countries to a middle-income country 
with significant resource and cultural differences? 

(4) If the training successfully provides new skills and develops new 
managerial attitudes for participants, what obstacles will they face 
in seeking to produce change in the delivery system that will lead to 
improved system performance in the context of universal coverage? 

  

Title State capacity, private health insurance and private providers in 
Chile and Colombia 

Presenter Thomas Bossert 

Overview Chile and Colombia implemented major health reforms which promoted 
the development of a large competitive private health insurance and 
private provider market. While both reforms have brought significant 
benefits to their populations, the trajectory of the health systems in 
both countries since there reforms has been markedly different. Chile 
has progressively increased regulation of the private sector and 
improved its public insurance and public provider services, while 
Colombia has experienced a collapse of the public insurance system, a 
decay in the public provision of service and a financial crisis that 
threatens to bankrupt the system, putting at risk the health gains of the 
initial reform. 

This study explains the different trajectories of these two systems 
through the theoretical lens of political economy. The analysis uses 
concepts based on a political institutional approach - especially 
constitutional rules, path dependency, veto actors, and party and 
legislative structures and processes - to assess state capacity and the 
power of the private insurance and provision sectors. We then analyse 
the political forces involved in the creation and regulation of the private 
insurance industry and private providers, and the attempts by the 
executive branch to reform the systems. This analysis shows how the 
state in Chile was able to successfully manage the private sector while 
in Colombia it was less effective. 

The policy implications of this study stress the importance of strong 
state capacity for effective management of private sector insurance and 
provision. The study is based on reviews of the literature of the reform 
processes in both countries, government documents, private sector 
documents and interviews with key informants. 

  



 
Political economy of health system reform on the path to 

universal health coverage 
 

 

189. 

Title Political economy of universal health care: The case of Taiwan 

Presenter William Hsiao 

Overview Taiwan developed and implemented a universal social health insurance 
program in 1995. It provides insurance coverage for all citizens with a 
comprehensive benefit package that includes prevention, primary care 
and tertiary services, drugs, dental, eye care, traditional Chinese 
medicine and home nursing visits. Taiwan established a new Bureau of 
National Health Insurance in the Ministry of Health to administer the 
universal health insurance. Patients have a free choice of public and 
private providers, and the money follows the patients. Taiwan further 
acknowledges that covering people with insurance does not mean that 
people have adequate access to health care if the supply is not 
available. Therefore, Taiwan invested in facilities and created a network 
scheme of providers to serve the remote areas. 

Taiwan has a fee-for-service payment system for providers. The 
planners of national health insurance recommended a major change of 
the payment system because fee-for-service causes inflation of health 
costs and over-provision of health services. However, that part of the 
reform plan was not adopted because of the political economy of 
Taiwan.  

Moreover, the recommended reforms of the health care delivery system 
were also rejected. Subsequently, Taiwan experienced high rates of 
health expenditure inflation and the government responded by 
introducing global budget measures. Providers responded to the global 
budget by reducing the supply and quality of services.  

This study uses selected political economy theories to explain the 
sequence of events-especially the rejection of the reform to the 
payment and delivery systems and the introduction of the global 
budget. The analysis uses concepts based on institutional political 
economy to analyse the economic interests and political forces involved 
in the creation of the reform, its implementation, and the later adoption 
of global budget measures to sustain the national health insurance 
system. 
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Title Institutional Factors in Health System Reform: The Case of 
Universal Insurance in Mexico 

Presenter Julio Frenk 

Overview Development is always accompanied by an effort to build strong 
institutions that can increase the certainty of transactions and articulate 
the incentives for change. Institutions represent the vehicles to 
transcend the inevitably temporal presence of individuals by catalysing 
the talents of many around shared goals and values. Three types of 
institutions were crucial in Mexico's recent health reform to provide 
universal social protection in health : institutions of political democracy, 
academic institutions, and NGOs. This study analyses the roles of these 
three institutions in creating the conditions under which Mexico could 
design, adopt, and implement its health reform in 2003. The guiding 
concept underlying the Mexican reform was the "democratization of 
health," which involves the expansion of democracy to the realm of 
social rights. The reform proposal was extensively discussed with 
members of all political parties represented in the Congress, a process 
that legitimized and enriched the reform proposal. Academic institutions 
were involved in producing relevant research and policy analysis, 
training researchers who occupied key policy-making positions, and 
conducting independent and credible evaluations. Finally, civil society 
institutions, were crucial in the design of reform proposals, through the 
adoption and local adaptation of knowledge-related global public goods 
(burden of disease, cost-effective analysis, national health accounts). 
They were also critical in the creation of civil support for controversial 
policy measures (such as the approval of the emergency contraception). 
Finally, several NGOs participated in evaluating programs and policies, 
contributing to transparency and accountability. 
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Systematic reviews: Comprehensive research findings for universal health 
coverage (financing, human resourcing and engaging the nonstate sector) 
 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Zürich - Miles Davis) 

Session organizer John-Arne Røttingen, Chief Executive, Norwegian Knowledge Centre for 
the Health Services, Norway 

Overview The Alliance HPSR funded four institutions in low and middle income 
countries to develop capacity for the preparation of systematic reviews 
of health systems research; to conduct reviews; and to advance 
relevant methodologies. After two years' experience and the production 
of six systematic reviews, reflection by the new review centres and 
those providing methodological support has identified a number of 
barriers: 

- The need for methodological innovation for synthesizing evidence in 
many domains of health systems research;  

- Inadequate information and communication technology 
(e.g. database access, internet connectivity); and inadequate 
research and knowledge resources and conventions (e.g. availability 
of databases, key-wording of databases) 

- Cultural barriers imposed by geography and language, and between 
policy and research. 

Potential solutions are: 

- interdisciplinary working to prepare syntheses and develop synthesis 
methods 

- engaging potential users of syntheses 

- clarity about methods and debate about their appropriate application 
between researchers and users 

- IT developments 

- a higher degree of risk taking (trial and error) 

The aims of this session are to understand better: 

the structural, methodological and cultural barriers to conducting health 
systems systematic reviews and building capacity in low and middle 
income countries 

the importance and feasibility of potential solutions to address these 
barriers across low and middle income countries 

Description The chair will introduce speakers who have been invited to describe 
achievements and challenges in research synthesis by low and middle 
income country researchers. Each speaker will introduce issues that will 
provide a focus for subsequent discussion about potential solutions. 
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Title Overview of Alliance SRCs and highlights 

Presenter Suzanne Kiwanuka 

Overview Systematic reviews have been conducted in the areas of health 
financing, the health workforce and the role of the non-state sector. 
Highlights will be presented from reviews that have synthesized studies 
addressing dual practice, social franchising, and community health 
insurance. This description of the work will provide the backdrop for 
discussing what helps and hinders summarizing evidence to inform 
decisions about health systems. 

  

Title Bridging the research policy gap 

Presenter Tracey Koehlmoos 

Overview Systematic reviews are conducted for the purpose of summarizing good 
quality evidence and making this readily accessible to people making 
decisions about health systems and policy. How well reviews do this 
depends on the extent to which they address the dilemmas faced by 
decision-makers and how clearly they present their findings. The 
Alliance has adopted four approaches to bridging the gap: 

- formal priority setting for research 

- consultation of policy-makers to inform individual reviews 

- structured summaries tailored to the needs of policy-makers 

- nurturing working relationships between researchers and policy-
makers to enhance mutual understanding 

  

Title Methodological challenges and how they have been addressed 

Presenter Tomas Pantoja 

Overview Capacity building for systematic reviewing in low and middle income 
countries began with the support of the Cochrane Effective Practice and 
Organisation of Care Review Group. Their well structured approach 
encouraged clear characterization of health systems interventions before 
developing sensitive literature searches. Although this approach had 
provided a useful training opportunity for developing review protocols, 
executing searches and structured reporting, .in many cases little 
relevant evidence has been found and a number of challenges has been 
identified. New approaches for scoping review questions, for finding 
relevant evidence and for research synthesis are required. This shift 
required conducting reviews using methodologies that are more 
appropriate but less well developed. 
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Title Capacity building 

Presenter Meng Qingyue and Sandy Oliver 

Overview Alliance funding seeded interest in systematic reviews in low and middle 
income countries, and seeded interest in low and middle income 
countries in an established systematic review centre. It initiated steep 
learning curves for individuals and for organizations. Learning was 
shared between the participating organizations and applied within and 
beyond the project.  

Future capacity rests not only on the skills of individuals and their 
organizations, but on investment in information communication and 
technology to support partnership working and rapid access to research 
findings. 

  

Title Looking forward 

Presenter John-Arne Røttingen 

Overview Open discussion about: 

- lessons learnt in terms of: identifying questions, involving policy-
makers  

- what is require in terms of methodological development?  

- what is require in terms of further capacity building?  

- what is required in terms of future funding? 

  

Other key 
person(s) 

Kent Ranson 
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Strategic health financing reforms at national level: Assessing 
implementation and impact 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Vaud) 

Session organizer Peter Berman, Lead Health Economist, The World Bank, United States 

Overview Strategic national level financing reforms have been one of the main 
health system reform strategies leading efforts to advance countries 
towards universal health coverage. Such reforms include major scale-
ups in government spending (which may or may not be accompanied by 
large increases in external support) and development and 
implementation of major new financing strategies such as social health 
insurance. This session will bring together results of World Bank 
research and policy analysis on the effectiveness of such reforms in 
lower income countries on mobilizing resources, increasing coverage of 
key interventions, and producing changes in major health system 
outcomes and equity. Country experiences will be assessed from the 
perspective of design, implementation, and results. The panel will also 
consider "good practice" in the monitoring and evaluation of such large 
scale health system reform. This panel is being organized on behalf of 
the World Bank, led by its Health Systems Global Expert Team. 

  

Title Scaling up affordable health insurance: Staying the course 

Presenter Alexander S. Preker 

Overview The world’s attention has recently turned to the struggle to expand 
health insurance coverage for 40 million people in the United States. 
Four billion people in low- and middle-income coun-tries face the same 
challenge. Two central themes have emerged: (a) the role of 
governments and private sector as a main provider of additional 
coverage for the non-insured; and (b) how to finance the cost of the 
many non-insured who cannot pay the full cost themselves. This session 
summarized the key findings from a recent review of the past 150 year 
of health financing reform across the different regions Scaling up 
Affordable Health Insurance: Staying the Course by Alexander S. 
Preker, Marianne M. Lindner, Dov Chernichosky and Onno P. Schelleken. 

  

Title The impact of the financial crisis on health financing in ECA: 
Mounting a policy response beyond the crisis 

Presenter Abdo S. Yazbeck 

Overview The global financial crisis hit ECA more than any other region in the 
world. Economic growth dipped, unemployment rose and government 
revenues dropped. In a number of ECA countries remittances dropped 
causing hardship to low income groups. The paper/presentation will 
focus on capturing the impact of the financial crisis on health financing 
in ECA, looking at household spending, public spending, and impact on 
health insurance mechanisms. The paper/presentation will also take the 
next step of mapping out the policy responses followed by a number of 



 
Strategic health financing reforms at national level: Assessing 

implementation and impact 
 

 

195. 

countries. The crisis exposed considerable structural problems in a many 
ECA countries, including problems with how the health sector is financed 
and what it finances. Moving forward, it is critical to tackle the structural 
problems in the health sector in health sector financing to ensure a 
more synergistic relationship between the health sector and overall 
economic development, including poverty reduction, competitiveness, 
and financial sustainability. 

  

Title Financing for universal health coverage 

Presenter Christoph Kurowski 

Overview In 2003, Mexico introduced a subsidized health insurance scheme for 
the poor to achieve universal health insurance coverage by 2010. This 
paper provides an update on achievements and challenges. Rapidly 
brought to scale, the scheme currently covers approximately a third of 
Mexico’s population (34 million), significantly increased government 
spending on health and reduced disparities in health expenditures 
across states. There is evidence that beneficiaries utilize health services 
more frequently, have lower out-of-pocket expenditures and experience 
less frequently catastrophic health expenditures. Furthermore, effects 
on the affiliation with contributory health insurance schemes and as 
such on informality have been small. Yet, significant challenges remain. 
Most importantly, accountability arrangements between the federal and 
state governments remain geared towards affiliation rather than 
outcomes and critical insurance functions, including the strategic 
purchase of services have yet to be established. Delays in the 
institutional reform agenda may explain why increases in health 
financing seem to have outpaced improvements in health service 
utilization and financial protection. 
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Good Health at Low Cost 2010: What factors, within health systems and the 
wider context, promote better health outcomes? 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Zug) 

Session organizer Martin McKee, Professor of European Public Health, London School of 
Hygiene and Tropical Medicine, United Kingdom 

Overview In 1985 the Rockefeller Foundation published a seminal study entitled 
Good Health at Low Cost, identifying the importance of factors outside 
the health system such as political mobilization, female empowerment, 
literacy and strong leadership by governments, in addition to the 
recognized role of social and economic development. 25 years on, a 
team led by the London School of Hygiene and Tropical Medicine has 
revisited this concept, in partnership with teams from five new 
countries.  

As with the 1985 report, the new project examines countries that have 
achieved substantial progress in health (maternal and child health in 
particular) compared to others at a similar level of development. These 
are Bangladesh, Tamil Nadu (India), Ethiopia, Kyrgyzstan, and Thailand, 
all of which have undertaken innovative reforms in health and other 
sectors. These examples are complemented by an update of the 
situation in the original GHLC countries (China, Sri Lanka, Costa Rica, 
the state of Kerala). 

The case studies examine factors related to the health system 
(implementation of PHC, coverage by key interventions, etc.) and to 
other sectors (education, gender and community development, water 
supply and sanitation etc.), as well as broader economic and political 
factors. We are particularly interested in the relationship between health 
systems and other factors (economic, political, governance, etc.) in 
promoting good health. 

The emerging findings identify the interplay between health and non-
health systems factors, and describe the pathways by which countries 
have succeeded in improving coverage of essential services despite 
significant resource constraints. Key issues include: a) good governance 
(effective leadership; political vision); b) stable bureaucracies with 
institutional memory, reform embedded in systems and pragmatic and 
coherent implementation (e.g. a focus on extending access and not just 
infrastructure); c) coordination among programmes & policies (inter-
sectoral and inter-donor); d) involvement of multiple actors, including 
communities, grassroots groups, the media, to increase coverage and 
awareness of entitlement and rights and reach those on the periphery; 
e) flexible use of health workers (appropriate skill mix); f) resilience of 
the health system (to shocks and emerging threats) combined with 
innovative use of scarce resources, the ability to draw on resources 
beyond the public sector, and capacity to incorporate bottom-up 
innovation.  

Our findings provide important new evidence of how good health at low 
cost is determined by a diverse range of factors; some are common 
across countries (e.g. access to trained health workers) while others 
may be country-specific (e.g. geography, socio-political context). Our 
methodological and conceptual consistency has facilitated a meaningful 
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comparative analysis, making it possible to recognize patterns in the 
individual case studies.  

A series of key themes will be introduced, followed by 5-minute 
lightning talks bringing in country-specific insights and examples. This 
will be followed by a facilitated discussion on each theme in turn, before 
concluding with a drawing out of the policy implications, nationally and 
globally.  

This research is providing important new evidence on what works in 
which contexts and will inform the global debate on strengthening of 
health systems.  

The research is ongoing but will be completed and written up by 
November. We have secured funding for partners from all the 
participating countries to attend the workshop and contribute to the 
debate.  

The session will be facilitated by Martin McKee, Anne Mills, Lucy Gilson 
and other member of the Good Health at Low Cost Steering Committee 
will play a key role in the session and make a substantive contribution 
to session planning. The research team (Dina Balabanova, Lesong 
Conteh, Johanna Hanefeld, Tim Powell-Jackson, Ulla Griffiths) will 
prepare the session and take part. 

  

Title Bangladesh 

Presenter Tracey Koehlmoos 

Overview Objectives: To update and extend the 1985 report on Good Health at 
Low Cost, identifying factors related to the health system (capacity, 
coverage etc.) and beyond it (education, governance arrangements, 
status of women, and other economic and political factors).  

Design/methods: Historical case studies including qualitative and 
quantitative analysis, with triangulation of data from multiple sources 
(review of literature, key informant interviews etc.), exploring the 
contribution of health systems and non-health system factors over time 
(since independence or other major political event, as appropriate). 

Results: Despite considerable disadvantages, including the highest 
population density in the world, scarcity of land, water and food, and 
frequent natural disasters, Bangladesh has achieved a reduction in 
fertility through much enhanced uptake of contraception (increasing 
from 7% in 1975 to 58% in 2004). At the same time, it has achieved 
huge decreases in infant and maternal mortality. Since 1994, the under-
five mortality rate has fallen by more than a half in both urban and rural 
areas. Nationally 71% of children aged 12 months are fully immunized. 
However following the early successes, some of these indicators 
stagnated in recent years, while other indicators such as 
undernourishment have not improved. Challenges remain in achieving 
the health-related MDGs. A particular concern is the still low rate of 
skilled birth attendance, especially in rural areas. 

 

Bangladesh's successes can be traced back to community mobilization 
that has emphasized family planning and childhood immunization. There 



 
Good Health at Low Cost 2010: What factors, within health systems and the 

wider context, promote better health outcomes? 
 

 

198. 

have also been successful efforts to improve female literacy and 
implement linked microfinance and health programmes that have 
enhanced access to care for poor populations and reduced financial and 
information barriers to care. Other developments, such as development 
of the garment industry, that has provided employment opportunities, 
improved the financial and societal status of women, political openness 
to innovative models of financing, and enhanced delivery of services by 
NGO and donors at local level have also contributed to these 
achievements. 

Conclusions/policy implications: Despite the considerable improvement 
in key health and demographic indicators over the last twenty years, 
challenges remain that will require major shifts in focus and/or 
expansion of programmes and policies across health, educational and 
other sectors, as well we improving the status of women. Achievement 
of universal coverage will require concerted regulatory and political 
efforts and implementing a multifaceted solutions especially as the 
country deals with urbanization, increasing burden of non-communicable 
diseases and climate change. 

  

Title Ethiopia 

Presenter Hailom Banteyerga 

Overview Objectives: To update and extend the 1985 report on Good Health at 
Low Cost, identifying factors related to the health system (capacity, 
coverage etc.) and beyond it (education, governance arrangements, 
status of women, and other economic and political factors).  

Design/methods: Historical case studies including qualitative and 
quantitative analysis, with triangulation of data from multiple sources 
(review of literature, key informant interviews etc.), exploring the 
contribution of health systems and non-health system factors over time 
(since independence or other major political event, as appropriate). 

Results: Summarize findings of your study - In Ethiopia, despite a 
number of political, economic and climatic hurdles the country's 
improvements in health have been notable over the last twenty five 
years, with particularly impressive advances in the last decade. Amid 
low GDP per capita, the country has registered double digit economic 
growth, averaging 10% annually for the last six years. In the health 
sector, both official government and other data sources have recorded 
major improvements in access to health care and health outcomes.  

By undertaking both qualitative and quantitative analysis, and exploring 
current and historical trends, we have identified a number of tangible 
programs, intended and unintended, health system and non health 
system that have improved the delivery of health care. These include:  

- The importance given to peace and stability internally (thorough 
federalism, decentralization and devolution of power to regional 
states) with a Government ensuring a firm and steady grip on mid- to 
long-term development plans and programs.  

- Resolving conflicts through peaceful means with neighbouring 
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countries.  

- Putting in place a macroeconomic policy for the development of a 
country's human and natural resources.  

- Large scale donor investment in health and other sectors. 

- Government prioritization of primary health care services, family 
health, disease prevention and the use of locally recruited health 
extension workers is an effective way to accelerate health care 
services and reduce disease incidence of impact such as HIV/AIDs, 
malaria, TB and water born diseases and diarrhoea. 

- Prioritization of building of health workforce: pre-service training, in-
service training and retention mechanisms being introduced at 
regional level, with the involvement of the private sector in the 
training of middle level health workers.  

Conclusions/policy implications: Despite the huge challenges in 
improving outcomes or coverage of maternal and child health 
interventions in Ethiopia (in terms of economic and geographical 
barriers) progress has been made possible through sustained 
investment in health workforce. Moreover, the political economy 
features of the context such as central planning, country ownership, 
accountability, participation, and have formed the basis for health 
system strengthening reflected in health attainment. 

  

Title Tamil Nadu, India 

Presenter V R Muraleedharan 

Overview Objectives: To update and extend the 1985 report on Good Health at 
Low Cost, identifying factors related to the health system (capacity, 
coverage etc.) and beyond it (education, governance arrangements, 
status of women, and other economic and political factors).  

Design/methods: Historical case studies including qualitative and 
quantitative analysis, with triangulation of data from multiple sources 
(review of literature, key informant interviews etc.), exploring the 
contribution of health systems and non-health system factors over time 
(since independence or other major political event, as appropriate). 

Results: Tamil Nadu (similarly to other states in the South of India such 
as Kerala) has achieved significantly better health outcomes than other 
Indian states during the period 1980-2005. A key driver of reduced 
maternal and under 5 mortality has been the rapid decrease in fertility 
rates witnessed in Tamil Nadu during the study period (decreased to 
replacement level at 2.1 in 1991, and maintained thereafter).  

A key policy which has contributed to the positive developments is a 
strong emphasis on primary health care by the Government. This is 
particularly illustrated by three programmatic interventions: (i) the 
Multipurpose Workers (MPWs) Scheme for delivering primary health 
case at household level, with MPWs posted at sub-health centres (1 for 
every 5,000 population). (ii) Rapid expansion of sub-health centres 
during the 1980s and achieving better population coverage with primary 
health care centres long before other Indian states. (iii) Considerable 
scale up of the immunization programme during the 1980s. The 
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institutional environment is reported to be less bureaucratic in Tamil 
Nadu compared to other states. An important institutional factor is that 
Tamil Nadu is the only state to have created a distinct public health 
management cadre at district levels. Other factors that have play a role 
in improving outcomes include higher percentage of institutional 
deliveries than elsewhere in India, but also socio-political factors such as 
empowerment and a traditionally higher status of women, good level of 
population awareness of rights, and features of the political environment 
in the state.  

Conclusions/policy implications: The Tamil Nadu experience illustrates 
the importance of maintaining a focus on primary health care, including 
establishing the physical infrastructure needed. It also highlights the 
benefits of ensuring committed public health cadres with capacity to 
manage and respond to public health issues, as well the importance of 
supportive administrative and political climate. 

  

Title Kyrgyzstan 

Presenter Ainura Ibraimova 

Overview Objectives: To update and extend the 1985 report on Good Health at 
Low Cost, identifying factors related to the health system (capacity, 
coverage etc.) and beyond it (education, governance arrangements, 
status of women, and other economic and political factors).  

Design/methods: Historical case studies including qualitative and 
quantitative analysis, with triangulation of data from multiple sources 
(review of literature, key informant interviews etc.), exploring the 
contribution of health systems and non-health system factors over time 
(since independence or other major political event, as appropriate). 

Results: Summarize findings of your study - Kyrgyzstan is a low-income 
country that has demonstrated better performance in terms of health 
outcomes (e.g. infant and maternal mortality) than most other countries 
at a similar income level and in the face of rapid economic decline, 
public funding constraints, widespread poverty, and deterioration in 
public health provision. Since independence from the USSR in 1991 it 
has moved from a highly hierarchical and highly-centralized Soviet-style 
system, to a very decentralized and fragmented health system, with 
high out of pocket payments.  

The study findings show that factors explaining improvements in 
population health are associated with early formulation and 
implementation of a comprehensive reform plan (MANAS, since 1996) 
providing a coherent framework for reform and donor investment in the 
health sector, thus avoiding programme verticalization. Over time, it has 
been consistent and relatively unaffected by changing political priorities. 
The programme served as a framework to coordinate efforts of different 
national and international agencies under government leadership. It led 
to a shift from specialist-oriented primary care to family practice, 
implementation of a basic benefits package, health financing reform 
including introduction of contracting and a consolidated single payer 
system, and liberalisation of the pharmaceutical market. Rationalization 
of hospital provision is also in progress. Reforms have benefited from 
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government commitment, effective donor coordination, continuity of 
reform efforts and scaling up pilot projects. 

Despite focusing on priority areas such as mother and child health, 
fighting against tuberculosis and other communicable diseases, there 
were specific programme elements seeking to strengthen the health 
system which improved the capacity to implement these interventions 
(including planning, and monitoring). This was made possible through 
consistent government support for health system reforms, strong 
leadership; national ownership, comprehensive approach including 
financing as well as other health system building blocks, and promoting 
community involvement. Many of these elements were unique for 
Kyrgyzstan among its neighbours.  

However, beyond health system development, key factors that were 
seen to explain good outcomes include good governance and broader 
political culture of openness, efforts to promote accountability, although 
within a top-down decision-making culture.  

Conclusions/policy implications: The Kyrgyz experience illustrates the 
advantage of investing both in health sector development as well as in 
improving the regulatory framework, accountability and broader 
governance, and the crucial role of strong leadership and coordination 
between sectors and actors. Challenges remain in continuing the 
positive trends, and addressing intermediary outcomes such as financial 
protection and fairness in the health system to address the needs of 
disadvantaged population groups. 

  

Title Thailand 

Presenter Viroj Tangcharoensathien 

Overview Objectives: To update and extend the 1985 report on Good Health at 
Low Cost, identifying factors related to the health system (capacity, 
coverage, etc.) and beyond it (education, governance arrangements, 
status of women, and other economic and political factors).  

Design/methods: Historical case studies including qualitative and 
quantitative analysis, with triangulation of data from multiple sources 
(review of literature, key informant interviews, etc.), exploring the 
contribution of health systems and non-health system factors over time.  

Results: Quantitative analysis showed that Thailand achieved 
remarkable reductions in MMR, IMR and under 5 mortality over the 
study period, though some disparity persisted across provinces. Life 
expectancy among women increased from 60 to 69 years between 1975 
and 2007; Thailand also outperformed other low- and middle-income 
countries with regard to under 5 mortality and at much lower per capita 
health spending.  

Much of the observed improvement in maternal and child health 
outcomes may be attributed to a number of factors: the expansion of 
maternal and child health interventions (ante-natal care, delivery, family 
planning and immunization) mainly provided through public sector 
primary health care; expansion of district health systems; and rural 
deployment of health personnel through the implementation of 
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mandatory public service of graduates. Extension of financial risk 
protection in the push to achieve universal coverage, which was reached 
in 2001, was also an important factor. Other contributory factors were 
high female literacy rate, poverty reduction and improved income 
equity. 

Successful implementation of pro-poor and pro-rural health policies 
were enhanced through strong financial commitment and support from 
technocrats and politicians. Royal health projects endorsed by His 
Majesty the King also contributed to comprehensive rural development.  

Conclusions/policy implications: After experiencing massive gains in 
health outcomes due to a series of progressive policies in the health and 
other social sectors, the risk of escalating health expenditures has 
jeopardized Thailand's reputation of achieving 'good health at low cost' 
posing considerable challenges for the future. 

  

 



203. 

Human resources for health in low and middle income countries: 
Research evidence for policymaking 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Appenzell) 

Session organizer Pierre Ongolo-Zogo, Head, Centre For Development of Best Practices in 
Health, Yaoundé Central Hospital-University of Yaoundé, Cameroon 

Overview The severe shortage of health workers in most low- and middle-income 
countries threatens the achievement of universal coverage. Policy-
makers in these countries must choose between a range of possible 
strategies to address this issue. These choices should be informed by 
evidence not only of the impacts of these choices on people's health and 
the health system, but also regarding the acceptability, feasibility and 
sustainability of these strategies.  

Alongside this, awareness is growing within the research environment of 
the need to produce research that is both of high quality and relevant to 
policy-makers, and that is presented in a format that can be accessed 
easily by other stakeholders. Policy-makers and civil society are also 
increasingly demanding this type of information. Collaboration between 
research and policy-maker environments in order to reach this goal is 
growing.  

This session aims to discuss emerging evidence on high priority human 
resources for health (HRH) questions and to present initiatives that aim 
to bridge the research-policy gap. The symposium brings together 
researchers from different settings and representing different 
disciplines. Presentations will include the following topics: 

- Using evidence to inform policy-making on HRH: the roles of 
systematic reviews and evidence summaries  

- Measuring the effect of pay-for-performance among health workers 
in low- and middle-income countries 

- Can community or lay health worker programmes work and under 
what circumstances? 

- Strategies for retaining health workers in underserved areas: 
development of a WHO evidence-based guideline 

  

Title Using evidence to inform policy-making on human resources for 
health (HRH): The roles of systematic reviews and evidence 
summaries 

Presenter Simon Lewin 

Overview Objectives: The improved use of available HRH is more likely to be 
realized through well-informed health policies. However, these policies 
are often not well-informed by research evidence. Reasons for this 
include:  

- limited awareness of the value of research evidence, including 
systematic reviews, and of the questions that systematic reviews can 
address 

- the perception that there is little good evidence from low- and 
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middle-income countries (LMICs) to inform health systems decision 
making 

- difficulties in achieving timely access to high-quality evidence 

- the degree to which systematic reviews, and other forms of evidence, 
are easily understood and interpreted  

- concerns among policy-makers regarding the applicability of available 
evidence to their setting.  

This presentation examines the roles of systematic reviews, evidence 
summaries and other tools in informing HRH policy-making. 

Methods: We discuss the increasing availability of systematic reviews 
and user-friendly summaries of reviews; the development of review 
databases; and the emergence of tools to help assess the applicability of 
review findings to specific settings. 

Results: A number of initiatives, including the Cochrane Effective 
Practice and Organisation of Care review group (epocoslo.cochrane.org), 
are increasing the availability of systematic reviews on high priority HRH 
questions. New databases, such as Health Systems Evidence 
(www.healthsystemsevidence.org), have improved the retrievability of 
reviews by policymakers. To increase the ease with which reviews can 
be understood, there are growing efforts globally to produce user-
friendly review summaries (for example, see: www.support-
collaboration.org). Finally, an easy-to-use tool has been developed to 
guide assessments of applicability by review users. The tool has been 
applied in review summaries and workshops for policy-makers. 

Conclusions: Systematic reviews of global evidence provide vital 
information to policymakers to inform judgements about the impacts of 
policies on HRH. Many of the constraints to accessing and using such 
reviews in LMICs are now being addressed. 

  

Title Paying providers for performance in health care in low and 
middle income countries: A systematic review 

Presenter Sophie Witter 

Overview Objectives: Pay for performance (P4P) is receiving increased attention 
as a strategy for improving the performance of healthcare providers, 
organizations and governments, for improving the effectiveness of 
development aid, and as an important tool for achieving the health 
Millennium Development Goals. This Cochrane review aimed to establish 
the evidence base for the effectiveness of this strategy, focussing on 
health care providers in low and middle income countries. 

Methods: Screening of more than 15 databases yielded 1374 references, 
which were examined by two researchers independently. 146 complete 
articles from databases and websites were retrieved and read by two 
authors independently. Nine studies were included in the review. Data 
was extracted from these nine studies using standardized forms. Studies 
were assessed for quality and risk of bias. 
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Findings: The majority of studies found some improvement in targeted 
indicators in P4P areas. However, the studies suffer from a number of 
methodological weaknesses. Most studies rely on routine data to assess 
performance (but as P4P is linked to these indicators, there is an in-built 
problem of measurement bias). In addition, it is in the nature of P4P 
that it is hard to randomize areas or facilities for inclusion, and there is 
likely to be selection bias, with more entrepreneurial areas participating 
first. Only two of the studies involved randomization of participants or 
clusters. Finally, researchers tend to measure only the targeted 
indicators (such as attended deliveries or antenatal care visits), without 
looking at wider intended or unintended health system impacts.  

Conclusions: The evidence base for this strategy is too thin to permit 
robust conclusions. Moreover, it is likely that outcomes will be highly 
dependent on the design, context and implementation of the policy. The 
concept of paying for performance is itself soft-edged, merging into 
other approaches to modifying provider behaviour, including contracting 
and reform of provider payment methods. 

  

Title Can community health worker programmes work and under 
what circumstances? 

Presenter Claire Glenton 

Overview Objectives: Lay or community health worker (LHW) programmes are 
one strategy to address health worker shortages. Decision makers need 
information about the potential effects of LHW programmes, their cost-
effectiveness, and factors that could influence their success. The LayVac 
project aims to help answer these questions using methods and 
perspectives from different disciplines. 

Methods carried out: 

- a Cochrane review to evaluate the effects of LHWs for maternal/child 
health and infectious diseases 

- a systematic review to evaluate the cost-effectiveness of LHW 
programmes for childhood immunization 

- case studies of LHW programmes to explore factors that could 
influence programme sustainability. 

Results: Based on 82 trials from high-, middle- and low-income 
countries, the Cochrane review showed moderate quality evidence of 
higher immunization rates, increased breastfeeding rates, and improved 
TB outcomes with LHWs. There was also low quality evidence of 
reductions in child morbidity and mortality.  

The review on cost-effectiveness identified three studies. These offered 
insufficient data to allow conclusions to be drawn regarding the cost-
effectiveness of LHW interventions to promote immunization uptake.  

A case study of the Female Community Health Volunteer Programme in 
Nepal allowed us to explore a nationwide volunteer programme that has 
existed for twenty years. In the LHW literature and in international 
guidelines, volunteerism is generally associated with high attrition rates 
and payment is recommended. However, the Nepalese programme loses 
only 5% of its volunteers annually. Here, a number of contextual factors 
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appear to influence willingness to volunteer, including a tradition of 
volunteering as moral behaviour, lack of respect for paid government 
workers, and the Programme's community embeddedness.  

Conclusions: Global evidence suggests that LHW programmes can 
influence important health outcomes, although evidence of their cost-
effectiveness is lacking. However, generic guidelines for best practise 
may not always be helpful, and local evidence is also necessary to 
ensure success. 

  

Title Strategies for retaining health workers in underserved areas: 
Key messages from a WHO evidence-based guideline and plans 
for dissemination 

Presenter Carmen Dolea 

Overview Attracting and retaining health workers in rural or remote areas is an 
issue of critical importance for both high-and low-income countries. In 
the latter, having access to competent and motivated health workers in 
these areas is even more important as the shortage of health workers in 
these countries has been consistently shown as a key constraint to 
achieve the United Nations' Millennium Development Goals (MDGs). 

Against this background, WHO has started a programme of work to 
"Increase access to health workers in underserved areas through 
improved retention", aiming at developing and implementing evidence-
based policy recommendations to support policy-makers to address this 
issue. The recommendations were developed following the WHO 
guidelines for guidelines, and using the GRADE system to assess the 
quality of the evidence and to formulate recommendations. This 
presentation reports on the main findings of this process, including the 
challenges in assessing the evidence in this field. In addition, it also 
presents the main messages of the rural retention guidelines and the 
plans for its dissemination and implementation. 
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Would you work here?  Tools for measuring the work environment 
 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Basel) 

Session organizer Eilish McAuliffe, Director, Centre for Global Health, Trinity College, 
University of Dublin, Ireland 

Objectives 1. To provide an in-depth understanding of the factors that influence 
motivation and job performance. 

2. To familiarise participants with a suite of measures that has been 
developed to measure the work environment and its impact on 
health workers' motivation, performance and retention. 

Description The health human resources crisis is more than a decade old. In 
responding to the crisis, every country affected has rushed to put in 
place initiatives to address the problem. These range from salary top-
ups, allowances and incentives for those who work in less desirable 
locations, improved access to training etc. These initiatives amount to a 
substantial financial investment by governments and their donor 
partners. Yet, only limited evaluation of their impact has taken place 
and usually utilizing crude indicators such as staffing levels and 
turnover. In an attempt to address this problem, we have conducted in-
depth studies with almost 3,000 health workers across four countries to 
assess the work environment and its impact on motivation, job 
satisfaction and performance. We have adapted instruments used in 
other healthcare settings as well as developing and validating new 
instruments. We have analysed the factor structures of these 
instruments and utilized data from sub-samples to confirm these 
structures. This work has resulted in a robust suite of instruments that 
measures all aspects of the work environment from management 
support, availability of resources, workplace relationships, degree of 
autonomy, burnout, commitment, intention to leave, organizational 
justice, job satisfaction and retention.  

A detailed analysis of the work environment and the factors within it 
that contribute to job satisfaction and retention, not only provides 
valuable information about gaps and problems in the health system, it 
also serves as a baseline against which to measure the impact of any 
improvement programmes that will be put in place in the future.  

Through this work we have also been able to categorize individual 
health facilities in terms of their attractiveness as an employer. Such 
information allows governments to not only target improvements at the 
less attractive facilities, but also to identify the distinguishing 
characteristics of facilities that attract staff, thus enabling them to scale-
up the good practices evident in these attractive facilities.  

This master class will discuss each of the instruments, the concepts they 
are designed to measure (e.g. management support, organizational 
justice, burnout), how these concepts link to motivation and retention 
and how the data informs our knowledge of the work environment. 
Presentation and discussion of data from studies in Malawi, Lesotho, 
Mozambique and Tanzania will be utilized to illustrate the value these 
instruments bring to policy and management action on the human 
resources for health crisis. 
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Beyond scaling up 
 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Bern) 

Session organizer Gerald Bloom, Fellow, Institute of Development Studies, United Kingdom 

Overview This session will present findings and conclusions of a stream of work 
jointly organized by the Future Health Systems Consortium and the 
STEPS Centre. It will explore lessons from implementing large scale 
changes to health systems aimed at increasing access to important 
health services, particularly by the poor. It will begin with brief 
presentations of literature reviews and conceptual frameworks for 
analysing rapid health system change. These presentations will be 
followed by papers that present evidence on the experiences with large 
scale health system change in Nigeria, Brazil and China. These will 
include a study of the experience of a large donor-funded project for 
strengthening primary health care services in Northern Nigeria, the 
experience of the Ministry of Health of Brazil in extending a 
decentralized, rights-based health system to meet the special needs of 
indigenous people and the Chinese experience with the management of 
health system reform in the context of rapid economic and social 
change. Each paper will present evidence on what worked and why. The 
aim is to contribute to a more nuanced understanding of the challenge 
of managing rapid increases in the delivery of health services and the 
strategies that have been shown to work in addressing this challenge. 

  

Title Beyond scaling up: Pathways to universal access to health 
services 

Presenters Gerald Bloom and Peroline Ainsworth 

Overview This paper reviews alternative understandings of the challenges of 
implementing large scale health system changes with the aim of 
increasing access to safe and effective health services drawing on the 
literature on "scaling up", innovation and "innovation systems" and 
disruptive technologies and major transitions in health systems. It 
argues that responses to the need to expand access to health-related 
goods and services have been based, necessarily, on partial 
understandings of the complex nature of the task. They have made it 
possible to increase the global response very quickly. However, they 
have tended to overlook the complexity, dynamism and diversity of 
contexts within which these initiatives are taking place. The paper 
presents a framework for understanding the challenge of reconciling the 
need to implement rapid and large scale change while making possible 
local adaptations to different contexts and encouraging local 
innovations. This paper provides a framework for discussing the country 
case studies. 
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Title Pathways to scaling up health services in complex adaptive 
systems 

Presenters Ligia Paina and David Peters 

Overview Stakeholders involved in recent efforts to scale up health services 
increasingly recognize the complex nature of health system change, 
particularly as reality has failed to follow the plans for achieving the 
Millennium Development Goals (MDGs). Global consensus is growing 
around the fact that local context and history matter a great deal in how 
interventions are implemented, and that underlying health systems 
need to be strengthened in order to deliver health services on a large 
scale. Based on these characteristics, we propose that health systems 
are complex adaptive systems (CAS) and that the process of scaling up 
health services needs to be understood in the context of the pathways 
operating in such a system. The purpose of this paper is to describe key 
phenomena of CAS that, alone or in combination, can enhance 
understanding about the pathways for scaling up health services. We 
describe five related CAS phenomena: Path Dependency, Self-
Reinforcing Feedback Loops, Scale-Free Networks, Emergent Behaviour, 
and Phase Transitions. These phenomena have been identified across a 
wide range of disciplines, but have rarely been applied to health 
services, particularly in developing countries. As models, they offer new 
insights and approaches to intervening in health systems and to scaling 
up health services. They also point to some similar requirements: to 
engage key actors in the health system with flexible approaches for the 
design and implementation of health programs, and to continuously use 
data for repeated efforts at problem-solving and experimentation. 

  

Title Beyond technical solutions: Critical pathway in the political 
economy of health development in northern Nigeria 

Presenter Emmanuel Sokpo and Jeffrey Mecaskey 

Overview Northern Nigeria has some of the world's worst public health indicators, 
particularly those related to Millennium Development Goals 4 and 5 and 
maternal, newborn and child health. Since independence in 1960, 
numerous efforts in Northern Nigeria have sought health development, 
but few have realized their anticipated impact in practice. A principle 
determinant of this shortfall relates a chronic underinvestment in the 
health system and development of its capacity along key critical 
pathways in the delivery of high quality interventions at scale. More 
fundamental, however, has been a failure to appreciate the political 
economy of health development in Northern Nigeria and apply the 
appreciation to affecting the political processes necessary for effective 
health reform. 

Currently work supported by the governments of the United Kingdom 
and Norway is under way to support the realization of the Millennium 
Development Goals in Northern Nigeria. Rather than simply applying a 
technical solution to a technical problem, this effort has taken a hard 
look at the political economy of health development in Northern Nigeria 
as a basis for creating a basis for the institutional alignment necessary 
to make a discernable impact on key public health indicators at scale.  
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This presentation will assess the theory of change behind the 
UK/Norway investment to map the critical pathway in the political 
economy of health development in Northern Nigeria. It will assess how 
political changes have contributed to institutional alignment with 
resulting changes in outcomes related to how implementation science 
has begun to inform health policy and planning, and how these change 
have showed early improvement in both the supply of and demand for 
essential services. Although it is too early to demonstrate population 
level health impact at scale, the programme is making discernable 
changes at the level of output and outcome, as captured through the 
first demographic surveillance system established in the part of world. 

  

Title Implementing rapid health system reform in China: The 
importance of a learning approach 

Presenter Zhang Zhenzhong and Xiao Yue 

Overview This paper presents the findings of a reflection on the process for the 
translation of broad policy objectives into specific county level reforms 
in China. It focuses on the recent introduction of a national rural health 
insurance system (NCMS) and the efforts to include measures to provide 
financial protection to the very poor. The authors are based in a policy 
think tank to the Ministry of Health, which has had direct responsibility 
for providing advice on this aspect of the government health reform 
programme. It is based on a review of documents and a series of 
interviews with key policy-makers. It describes an iterative process in 
which key actors began to identify a need for reforms in health finance 
to reduce financial barriers to access by the very poor, a number of local 
governments were encouraged to experiment with medical assistance 
schemes and eventually the central government announced a new 
national policy for the rapid introduction of a national rural health 
insurance scheme and a second medical assistance scheme for the very 
poor. The paper shows how the design of these schemes has been 
modified on the basis of the findings of evaluation studies and a wide 
variety of local experiments. The paper concludes that key factors in 
China's approach to health reform has been its encouragement of local 
innovation, the willingness of the government to implement rapid large 
scale reforms based on lessons from local experience and the continuing 
modification of reform strategies based on learning during 
implementation. 
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Title Making the right to health a reality to indigenous people in Brazil 

Presenter Vera Schattan Coelho and Alex Shankland 

Overview The study explores the applicability of a cycle of innovation identified by 
the authors in previous research into the Brazilian Public Health System 
(SUS) to the recent process of change in the Indigenous Health 
Subsystem of the SUS (established in 1999). The cycle consists of three 
phases: i) regional innovations, ii) definition of a national programme 
with a clear division of labour between the national and the regional 
authorities; and iii) decentralized implementation. The study draws on 
qualitative research interviews and workshops with public officials, 
indigenous representatives and health professionals and statistical 
secondary data.  

The results confirm the importance of the cycle, while identifying 
specific challenges for the case of the Indigenous Health Subsystem. 
The scaling up of regional innovations (first phase) enabled initial 
progress in improving key health indicators such as infant mortality and 
tuberculosis rates, allowing Brazil to make progress in reducing health 
inequalities between the population as a whole and indigenous groups. 
However, the establishment of a clear division of labour in order to 
stimulate decentralized implementation and effective partnerships for 
implementation (second and third phases of the cycle) have 
encountered difficulties relating to institutional structures and incentives 
of the subsystem.  

The partial implementation of the cycle shows the importance of specific 
institutional arrangements to ensure a balanced contribution of health 
system managers and other social actors from the local, the regional 
and the national levels, as well as a clear division of labour between 
national and sub-national health system managers. Recent action by the 
Brazilian Government (including the creation of a Special Secretary of 
Indigenous Health in the MoH) signals a desire to move beyond the 
current impasse in the Indigenous Health Subsystem and complete the 
innovation cycle, in order to address the health needs of this most 
vulnerable segment of the Brazilian population. 
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Generating evidence from evaluating large scale complex health 
interventions 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Fribourg) 

Session organizer Rifat Atun, Cluster Director, Global Fund to Fight AIDS, Tuberculosis and 
Malaria, Switzerland 

Overview As funding for global health has grown during the past years, and in the 
context of the challenging economic environment, so has the pressure 
for resources to be used effectively, efficiently and equitably to produce 
expected results linked to concrete health outcomes. However, 
investments in large-scale complex health interventions for targeted 
disease programs and health systems strengthening (HSS) have not 
been matched by efforts to embed rigorous evaluation into programs as 
they are being scaled up.1  

Global health leaders, health system policy-makers and programme 
managers are increasingly faced with complex questions about effective 
strategies for organizing the overall health system, designing and 
implementing large scale targeted disease programs to address priority 
health conditions, and improving health policy and programme 
interventions. Yet, policy-makers still rely largely on anecdotes, expert 
arguments and programme experiences and not on scientific evidence 
and properly evaluated case studies.  

There is growing recognition that the current drive to scale up targeted 
disease programs and the surge of initiatives on health systems 
strengthening must be accompanied, from the outset, by an effort to 
build up a body of knowledge on what works, what doesn’t, and for 
whom in different settings.2,3 This has also brought into sharp focus the 
need for systematic reviews and synthesis of scientific evidence (for 
policy and programs) across disciplines, methods and research designs 
on the system-wide effects of health care investments and interventions 
and their impact on improving effectiveness, efficiency, equity and 
outcomes.4 ,5 

Most studies evaluating large scale complex health interventions are 
quasi-experimental, case studies or natural / ecological studies. These 
therefore do not fit in established criteria and standards of systematic 
reviews, synthesis and grading of evidence based on Randomized 
Controlled Trials (RCT), Interrupted Time Series (ITS) and other 
experimental designs. There is a gap in guidance for researchers in how 
we analyse these types of studies to generate evidence – including how 
we conduct systematic reviews; grade quality of evidence; set inclusion 
/ exclusion criteria; and synthesize studies across methods and research 
designs. A number of initiatives, researchers and published studies have 
begun to explore these issues. However, this is a young and emerging 
field that brings together mixed methods of inquiry and multi-

                                                 
1 Murray, C & Frenk, J (2008) Health metrics and evaluation: strengthening the science 
2 Frenk J (2010) The Global Health System: Strengthening National Health Systems as the Next Step 

for Global Progress 
3 De Savigny, D & Adam, E. (2009) Systems Thinking for Health Systems Strengthening 
4 Reich MR & Takemi K (2009) G8 and strengthening of health systems: follow-up to the Toyako 

Summit 
5 Lavis JN (2009) How Can We Support the Use of Systematic Reviews in Policymaking? 
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disciplinary research. Many questions are still debated; theory and 
methodology continue to develop.6 ,7 , 8, 9  

Purpose of the Session: 

This session will bring together experts, researchers and programme 
managers to explore how we generate evidence from evaluating large 
scale complex health interventions. The session will reflect on lessons 
emerging from systematic reviews on specific themes including – 
PMTCT, TB/HIV, Malaria, and Health Systems Strengthening. The 
session will also draw from experiences of the Campbell and Cochrane 
collaboration in generating evidence from synthesis of findings across 
studies, and in developing methodologies for review and synthesis of 
evidence from health systems research and evaluations of complex 
interventions.  

Broad Objectives of the Session: 

Contribute to strengthening the scientific rigor of the field of health 
systems research including concepts, frameworks, measures and 
methods; 

Broaden understanding of key issues and challenges faced in generating 
evidence from evaluating large scale complex health interventions.  

The session will discuss how we:  

- conduct systematic reviews and analyse evidence from evaluations of 
large scale complex health interventions 

- grade quality of evidence 

- set inclusion and exclusion criteria 

- synthesize findings across studies that use case study methodology, 
mixed methods of inquiry and multi-disciplinary research 

- promote the use of systematic reviews and development of review 
derived products to expand research, evidence-base and inform 
policy-making in health systems research 

Expected Output from this Session: 

Rapporteurs will capture key issues and important lessons discussed in 
this session with a view to synthesizing outcomes into a paper for 
publication and wider sharing among the scientific community, policy-
makers and programme managers. 

 

  

                                                                                                                                                                  
6 Craig, P et al. (2008) Developing and evaluating complex interventions: the new Medical Research Council 

guidance 
7 Shepperd, S et al. (2009) Can we Systematically Review Studies That Evaluate Complex Interventions? 
8 Campbell, N & Colleagues (2007) Designing and evaluating complex interventions to improve health care 
9 Atun R, de Jongh T, Secci FV, Ohiri K, Adeyi O. Integration of Targeted Health Interventions into Health Systems: 

A Conceptual Framework for Analysis. Health Policy and Planning 2009; 1–8; doi:10.1093/heapol/czp055 
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Title Introduction and Framing the Discussion 

Chair Rifat Atun 

 Evaluating complex health interventions: overview of emerging issues 
and challenges in generating evidence; Questions for the Panel 

  

Title Panel Discussion: Case Studies 

 What do we learn from systematic reviews of targeted disease programs 
& HSS?  

- HIV/TB; PMTCT; Malaria 

- Health Systems Strengthening 

  

Title Cochrane Plus: Learning from the Campbell & Cochrane 
Collaboration 

Presenter Peter Tugwell 

 Key developments in building the evidence-base by synthesis of findings 
across studies: challenges and opportunities for the way forward 

  

Title Charting the Way Forward: Discussant 

Presenter John Lavis 

Overview What are the next steps? Analysis and reflection to inform debate and 
chart the way forward 

  

Title Open Discussion 
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Building up national HSR capacity for achieving UHC: Experiences from 
SouthEast Asian countries 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Jura) 

Session organizer Pongpisut Jongudomsuk, Health Systems Research Institute, Thailand 

Objectives 1. Participants can learn from experiences of 4 countries in Southeast 
Asia on what should be the effective investment to strengthen 
national HSR capacity in producing and translating evidence for UHC 
policy decision. This investment will not focus only on how to 
increase the number of competent health system researchers but 
also on how to ensure those researchers to effectively produce 
relevant and high quality researches esp. through good institutional 
arrangements. Some key research studies will be highlighted. 
Various models of institutional arrangements will be presented and 
discussed to identify their strengths and weaknesses, and end up 
with some recommendations. 

2. Participants can learn how to work with international 
partners/experts to ensure the benefit of their countries in long 
term. Various working models of national and international experts, 
based on experiences of 4 countries, will be presented while their 
outputs will focus mainly on the increase of national HSR capacity. 

3. The panel will provide some recommendations on how to strengthen 
national HSR capacity by establishing a regional network especially 
in South-East Asia. These recommendations will be based on past 
experiences and assessment of HSR capacity in the region. 

Description Achieving universal healthcare coverage (UHC) becomes a global and 
regional agenda. Except Singapore and Brunei, majorities of countries in 
Southeast Asia are low and middle-income countries with only few 
countries such as Thailand and Malaysia have achieved UHC. A few 
other countries like Indonesia and Viet Nam are moving seriously in to 
that direction. Based on past experience, it was found that national 
capacity to generate evidence to support the formulation and 
implementation of UHC is crucial for its success. This occurs as a result 
of long term investment in system strengthening and capacity building. 
Countries have different approaches to build up their capacity for 
evidence based health policy, with local support as well as the support 
from development partners. 

In this panel, representatives of 4 nations in Southeast Asia, namely 
Cambodia, Indonesia, Thailand and Vietnam, will provide an analysis on 
how evidences for the development of financial risk protection or UHC 
have been generated, key research studies will be highlighted. Analysis 
will focus on experience on institutionalizing capacities in producing and 
translating evidence to policy decisions. In addition, working with 
international development partners/experts would be assessed in order 
to identify effective approach to strengthen the national capacity. 
Finally, the role of regional network would be discussed and end up with 
some recommendations. An international moderator will moderate the 
session 
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Session time and 
venue 

Thursday, 11:00-12:30 (Lucerne) 

Title Introducing Medical Abortion services in Nepal 

Presenter Indira Basnett, Medical Officer, Ipas-Nepal, Nepal 

Rationale Maternal mortality rate in Nepal has gone down significantly after the 
approval of the safe Abortion Procedural Order and the related policies 
on legal abortion in 2002. Still a large number of women esp. in the 
rural settings are victim of unsafe abortion practices putting themselves 
at high risk. A baseline study conducted in six districts of the country 
revealed that there is a great potential of Medical Abortion (MA) to 
overcome some of the limitations. Within this background MA was 
piloted in six districts. 

Objectives To determine the appropriate process and activities needed for 
integrating MA into safe abortion services (SAS).   

To recommend a scaling up strategy for MA based on the pilot 
experiences. 

Design / methods The pilot initiatives were implemented in 32 government approved SAS 
sites. Data collection period was from 1 January 2009 to 15 June 2009. 
All women who consented for MA service were considered eligible. The 
Client Personal Form and HMIS facility logbook were used to gather data 
and other information. In addition, Focus Group Discussion and client 
exit interviews were also undertaken. These data were then analysed. 

Results The pilot findings revealed that 96% of the total women (n=1718) who 
used MA were followed up at least once either physically or by 
telephone, were satisfied with the method. The total women followed up 
were 1657, out of this there was a 96% success rate and 4% who 
experienced incomplete abortion were managed by MVA. No major side 
effects were encountered. 

Conclusion(s) This pilot result encourages the practicability of integrating MA into SAS 
and the potential to increase choices. However, it is important to ensure 
that there is an accessible referral hospital for women undergoing MA. 
The activities that were implemented in the pilot districts were found to 
be adequate, nevertheless some modification is required. 

Co-author(s) Mukta Shah 
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Title Scaling up health sector response to partner violence: 
lessons learned from Malaysia 

Presenter Manuela Colombini, London School of Hygiene and Tropical Medicine, 
United Kingdom 

Objectives This study explored the challenges faced by the implementation and 
scaling up of the One Stop Crisis Centre (OSCC) model of 
comprehensive care to abused women at different levels of hospital care 
in two Northern States in Malaysia.  

Methodology: This research is based on data from in-depth interviews 
with health care providers, policy-makers and key informants, as well as 
from document analysis of hospital records and protocols, and site 
observations of the OSCC settings in 7 hospital facilities. 

Results The findings show that the implementation of the OSCC model varies 
substantially and is influenced by systems and organizational 
constraints. Often hospitals or health providers are willing to offer care 
to abused women, but they are not fully supported within their facility 
due to lack of training, time constraints, limited allocated budget, or 
lack of referral system to external support services. For instance, 
although the regional hospital in Penang had designated staff for 
OSCCs, a specific separate room for offering the services to abused 
women, not all providers were trained about OSCC procedures. Non-
specialized hospitals in both States were struggling with the scarcity of 
their human resources and a limited referral system. Despite the 
challenges throughout the implementation process, several examples of 
good practice and of committed individuals are also acknowledged. 

Conclusion(s) Overall, the findings illustrate more broadly that pilot interventions can 
be scaled up only when there is a sound health infrastructure in place. 
The replication of the model in other similar settings needs adaptation of 
the service model to different facilities and levels of care, and to 
available resources. However, given the challenges we identified, even 
in more resource-constrained settings there is always something one 
could do to provide OSCC services, such as referring women to local 
NGOs or community support groups, or train nurses to offer basic 
counselling. 

Co-author(s) Susannah Mayhew 
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Title Taking antenatal syphilis control to scale: Results of a 
decade of implementation science in central Mozambique  

Presenter Stephen Gloyd, Professor, Department of Global Health, University of 
Washington and Executive Director Health Alliance International, 
United States 

Objectives Despite efficacious, low-cost interventions, syphilis remains a principal 
causes of adverse pregnancy outcomes in sub-Saharan Africa. Though 
screening and treatment have been national policy in Mozambique since 
1979, the minority of women accessing antenatal care (ANC) are tested 
for syphilis, presenting an opportunity for significant impact through 
existing, highly-utilized primary health care services. This study 
presents a 10-year approach to use ongoing systems research to inform 
scale-up of syphilis screening in central Mozambique, as well as national 
policy and strategies. 

Methods An initial feasibility study in 10 clinics was conducted in 1994 to 
demonstrate the potential for rapid improvements in syphilis screening 
and treatment. Over the next 7 years, ongoing monitoring, testing of 
program innovations, and results dissemination informed scale-up in 
over 50 facilities. In 2002, an intervention study was carried out to 
evaluate point-of-care diagnostic tests in terms of reaching facilities 
without laboratories, operational costs, and provider satisfaction. These 
results were fed back into the national policy-making environment. 

Results The initial feasibility study showed dramatic increases in program 
outputs, and highlighted new systems challenges such as insufficient 
reagents, supplies, and medicines. Subsequent scale-up and ongoing 
systems improvements led to high screening among ANC attendees 
(>90%) and treatment rates for infected women (>90%) in the 40% of 
facilities with laboratory capability. The comprehensive evaluation of a 
point-of-care diagnostic tool led to a three-fold increase in facilities with 
syphilis screening, covering all facilities with ANC in the two provinces. 
Advocacy efforts led to a policy shift to use of point-of-care diagnostic 
tools nationwide. 

Conclusion(s) Ongoing research involving health system managers was essential for 
the 10-year effort to expand syphilis screening in central Mozambique, 
providing a constant evidence base for initiating the strategy, improving 
service delivery outputs, and advocating for national adaptations to 
policies and strategies. 

Co-author(s) Kenneth Sherr / Florencia Floriano / Mariana Chadreque / Pablo Montoya 
/ James Pfeiffer / Wendy Johnson / Stephen Gloyd  
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Title Intervention strategy of preventing mother-to-child 
transmission of HIV in rural areas, Yunnan, China 

Presenter Yan Li, Associate Dean, Kunming Medical University, China 

Objectives To probe into accessible, affordable and acceptable intervention services 
in preventing mother-to-child transmission of HIV (PMTCT) in rural 
China, and to set up effective operative mechanisms and service model 
for PMTCT, so as to decrease HIV transmission rate and improve the 
services sustainable development. 

Methods An Epidemiological quasi-experiment was applied to promote HIV 
voluntary counselling and testing (VCT) among pregnant women. A 
randomized clinical trial was set up to observe the effects of 
comprehensive intervention to PMTCT in 6 counties, Yunnan, China from 
2005-2007. 

Results After intervention, the rate of receiving HIV test of women during 
pregnancy and the rate of those women before 28 weeks' gestation 
increased from 21.13 % and 15.10 % to 85.17% and 83.10%, 
respectively, in the intervention group, whereas the corresponding 
figures in the control group rose from 21.13 % and 15.15 % to 59.17 % 
and 36.16 %, respectively. The total of 122 pregnant women with HIV 
were enrolled in the clinical trial study, 61 cases received Zidovudine 
(AZT) plus Nevirapine (NVP) regimen and others 61 cases received 
single-dose perinatal nevirapine regimen with infant formula feeding. 
107 cases were successful in prevention intervention that covered 
95.5%. Mother-to-child transmission rates lowed to 1.9% in AZT+NVP 
regimen and 7.0% in NVP regimen. 

Operative mechanism and service model which suit for PMTCT in rural 
areas had been set up: government lead the management and 
coordination of PMTCT. Multi-sectional cooperation, integrated 
management, consider women's individuality, optimized atmosphere 
and active participation played important roles. PMTCT was combined 
with routine maternal and child health care and disease prevention 
integrated services. 

Conclusion(s) PMTCT requires government's recognition, participation and cooperation 
from multiple sections, and health workers' efforts. It is high light that 
integrated intervention strategy not only provides good services and 
effective management, and uptakes the accessibility, affordability and 
acceptability of PMTCT intervention measure in rural China as well. 

Co-author(s) Guo Guangping / Shi Anping / Fan Aiping / Wang Yongzhong / Li Zhi 
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Session time and 
venue 

Thursday, 11:00-12:30 (Neuchâtel) 

Title Identifying and understanding determinants of high and 
low performing PHC clinics: Results and reflections from a 
study of 8 clinics in northern Nigeria  

Presenter David McCoy, Research Fellow / Director of Public Health, UCL / NHS, 
University of London, United Kingdom 

Background 

 

Although many low income countries have under-resourced and 
generally poorly performing health care systems, there is much 
variation in the performance of facilities and workers. We set out to 
study the factors and determinants responsible for the variation in 
performance of PHC facilities within the same socio-economic, 
governance and health systems context in northern Nigeria. 

Objectives - Collect data on the performance and context of clinics 

- Measure 'performance' to identify 'high' and 'low' performing PHC 
facilities 

- Analyse data to explain differences in the level of performance 

Design / methods  A conceptual framework was developed to define and describe the 
dimensions of clinic performance, and the various determinants of clinic 
performance. The determinants were divided into intrinsic factors within 
the setting of the clinic, and factors extrinsic to the clinic.  

Eight clinics from one district of Jigawa state were selected. Two field 
researchers collected primary and secondary data from each clinic, and 
each clinic was given a composite performance score based on three 
dimensions: 

- Activity  

- Productivity 

- Quality and effectiveness 

Two clinics with the highest scores and the two clinics with the lowest 
scores were examined for the reasons for their contrasting performance 
levels. 

Results The variation in performance between the clinics was found to be less 
than expected. However, it was possible to contrast the low and high 
performing clinics. We are still analysing the data, but a preliminary 
finding is that good performance is associated with clinic staff who come 
from the local catchment area. 

Conclusions The study provides two useful outputs. First, it describes a framework 
and methodology for measuring both clinic performance and the 
determinants of clinic performance. Second, it describes the practical 
challenges involved in conducting much-needed research into the 
natural variation in performance of clinics in the low-income setting. 

Co-author(s) Sudeep Chand / Melanie Ridge / Kabir Sabitu / Mohamed Ibrahim 
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Title The role of local health systems in service delivery and 
scale-up of health services 

Presenter Jemima A Frimpong, Associate Professor, Columbia University. 
United States 

Objectives Examine the contribution of local health system structures and system 
actor characteristics in explaining differences in time spent by 
community health works providing clinical care, overall efficiency, and 
scale-up of health service at the community level. 

Methods The study merges data from a survey of community health workers 
(CHWs), district and sub-district health management teams, and a 
direct observation of the daily work of CHWs. The observations recorded 
CHW activities at regular time-intervals, in order to estimate the 
percentage of time spent on various clinical and non-clinical activities. 
Surveys collected information on supervision, workload, management 
processes, and work conditions. Multilevel statistical procedures were 
used to estimate the relationship between district, sub-district, and 
community level predictors on time-use and overall efficiency of service 
delivery at the community level. Models include several categories of 
covariates at the individual and system levels. 

Results Management team characteristics, both at the sub-district and district 
levels, were positively associated with time spent by community health 
workers on clinical care. Local systems with greater levels of facilitative 
supervision and functioning management processes had greater levels 
of overall efficiency (measured by distribution of time spent on home 
visits, outreach, static clinic, and school health visits) in service delivery. 

Conclusion(s) Achieving universal health coverage requires a systematic approach to 
understanding the role of actors and structures at different levels of 
health systems. Observations of CHW work processes, coupled with 
surveys, offer an opportunity to investigate the implications of local 
health systems on the delivery and scale-up of health services, 
emphasizing the role of community health workers. This allows the 
identification of gaps at the various level of the system and the 
development of strategies that will optimize service delivery and scale-
up of health services. 

Co-author(s) James F Philips / Francis Yeji / Stephane Helleringer / 
Koku Awonoor-Williams 
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Title Assessment of human resources needs for scaling up 
services at primary health care level in Nigeria 

Presenter Ekechi Okereke, Health Economist, FHI Nigeria / Global HIV/AIDS 
Initiative Nigeria (GHAIN), Nigeria 

Objectives To determine human resources needs for scaling up services at primary 
health care level in Nigeria by applying utilization based workload 
analysis. 

Methods 

 

The study was undertaken in two local government areas (LGAs) in 
Nigeria. Data was collected using interviewer-administered 
questionnaires and crosschecking aggregated routine service statistics 
as well as personnel records. Target staffing requirements was 
estimated as a combination of staff needed for service utilization and 
opening hours according to policy. Service utilization and staffing levels 
were compared with Nigerian service standards using an adapted 
Workload Indicator of Staffing Needs (WISN) tool. 

Results 

 

The results are expressed in staff full-time equivalent (FTE). Both LGAs 
show an excess of community health extension workers [CHEWs] 
(28 FTE for Kachia LGA and 41 FTE for Yakurr LGA), and a shortage of 
nurse / midwives (-10 FTE for Kachia LGA and -35 FTE for Yakurr LGA), 
junior CHEWs (-55 FTE for Kachia LGA and -34 FTE for Yakurr LGA) and 
pharmacy technicians (-6 FTE for Kachia LGA and -8 FTE for Yakurr 
LGA). Yakurr LGA showed an excess of community health officers 
(11 FTE). Furthermore, service utilization was low (average of 10 
consultations per facility per day). 

Conclusion(s) Utilization-based workload analysis illustrates staffing pattern and 
service utilization. Shortages of some staff cadres suggest that more 
health workers of different staff categories still need to be employed. 
However, excesses in some staff categories within the assessed LGAs 
indicate significant underutilization of services. Modelling scenarios for 
increased service utilization suggest opportunities for the incorporation 
of more services and possibly the introduction of new services without 
severe implications on the quality of service. Furthermore, task-shifting 
for some services should also be considered. However the government 
and other stakeholders should address the underlying health systems 
issues that affect utilization such as adequate infrastructure and the 
availability of drugs.  

Co-author(s) Ogo Chukwujekwu / Nkata Chuku / Jerome Mafeni / Otto Chabikuli / 
Christoph Hamelmann 
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Title The evolution of primary heath care in Fiji: Past, present 
and future 

Presenter Joel Negin, Lecturer, University of Sydney, Australia 

Objectives Health policy development is under-analysed globally and in the Pacific 
region. Primary health care (PHC) has been a critical component of work 
towards universal coverage. This study examines the evolution of the 
concept of primary health care in Fiji from 1970 to 2009, focusing on 
priority-setting, funding, implementation, political economy, the cultural 
context, and interactions between government and donors.  

Methods A comprehensive document review of academic, government and 
development partner PHC literature was conducted. Key informant 
interviews were conducted with representatives of government agencies 
and multilateral and donor agencies. The analytical framework was 
based on the Walt and Gilson policy analysis approach and was adapted 
for the Pacific context. 

Results Over the past 40 years, the concept, terminology and implementation of 
primary health care has changed considerably in Fiji. Over this period, 
health policy has been highly contested with significant influence 
exerted by external partners amidst a domestic policy vacuum. One 
result has been short-term policy 'fads' - unsupported by national 
institutions. Policy declarations have not been followed by funding 
showing substantial disconnect between words and money. Primary 
health care, once very strong in Fiji, is now a low priority as funds and 
patients are driven towards hospital care. This is likely to impede 
achievement of MDG targets 

Policy implications 

 

Primary health care, a key component of achieving universal coverage, 
needs to be reconceived taking into account lessons of the past. In Fiji, 
more focus is needed on urban health, church collaborations, provision 
of care for chronic diseases through PHC, and domestic policy 
instruments. The history of development assistance for health reveals 
considerable power imbalances and the lack of strong domestic priority 
setting mechanisms. The study calls for greater awareness by 
development partners of the risks of imposing policy and a deeper 
analysis of political economy and culture in relation to health policies. 

Co-author(s) Graham Roberts 
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Using performance assessment to scale up health services in a 
decentralized system 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Ticino) 

Session organizer Eduardo Banzon, Senior Health Specialist, The World Bank, Philippines 

Overview The Philippines has the longest history of decentralization and the oldest 
social health insurance among low middle income countries in Asia. The 
Philippine experience in dealing with the fragmented health care delivery 
brought about by devolution and in implementing social health 
insurance to pursue universal health coverage can provide lessons to 
other countries in scaling up health services and improving financial risk 
protection. 

This session sheds light on how an innovative tool like the local 
government scorecard can be used both as an assessment tool to 
measure the performance of the provinces in delivering essential public 
health programs and as an advocacy instrument to enjoin governors to 
prioritize health programs. On the other hand, Data Envelopment 
Analysis can be a used as a tool to assess the efficiency of the 
municipalities and identify efficient ones that can be used as benchmark 
for delivering quality health care. Political cycles like election year can 
provide an opportunity to engage politicians in providing more health 
services, including enrolling the poor to the social health insurance. The 
most efficient way to scale up health services across the different levels 
of care is financing those services through social health insurance. 
However, the assessment of the social health insurance using the data 
from the National Demographic and Health Survey 2008 showed that it 
has yet to reduce the household's out-of-pocket spending for health, 
thus its pivotal role in providing universal health coverage remains 
unfulfilled. 

  

Title Using LGU scorecards to assess the implementation of essential 
public health programmes at the local level 

Presenter Lilibeth David 

Overview Objective: To demonstrate the effectiveness of Local Government Unit 
(LGU) Scorecard in assessing the LGU performance in implementing 
essential public health programs  

Method: The LGU Scorecard measures and tracks the LGU performance 
in implementing essential public health programs by assessing 29 
indicators such as TB Case Detection Rate and % Fully Immunized Child. 
Using three colour codes to rate the implementation of various health 
programs, the performance of 80 provinces were assessed vis-à-vis 2 
performance benchmarks: the 2006 national average for the health 
programme and its corresponding national target for 2010. A 
performance lower than the 2006 national average is rated RED (fair); a 
performance higher than 2006 baseline but lower than 2010 target is 
rated YELLOW (good); and, a performance equal to or higher than 2010 
target is rated GREEN (excellent). LGU Scorecards were presented to 
the governors annually. 
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Results: The LGU Scorecard results for 2006 to 2008 showed that while 
the national performance in implementing public health programs is 
good, there are performance disparities across the 80 provinces. Upon 
the presentation of the results to the Governors, they developed clear 
understanding of the overall performance of their provincial health 
system by the predominant colour in their LGU scorecards. The LGU 
Scorecard results provided the impetus for the provincial leaders and 
local health managers to prioritize the poorly delivered health programs 
thereby improving the coverage of these public health programs.  

Conclusion: The LGU Scorecard is an innovative tool to 1) identify 
disparities in implementing health programs across different LGUs; 
2) present the status of the local health system performance to 
generate support for health from the local government leaders; and 
3) guide the prioritization of poorly delivered health programs. 

  

Title The relationship between social health insurance coverage and 
efficiency in health service delivery in the Philippines 

Presenter Leizel Lagrada 

Overview Objectives: This paper examines the efficiency of -local health systems 
in delivering health services and determines the relationship between 
efficiency in the delivery of health services and social health insurance 
coverage.  

Method: Data Envelopment Analysis (DEA) is used to evaluate the 
efficiency of local health systems in the delivery of health services and 
its relationship with the social health insurance coverage. The study 
utilizes variables from the LGU Scorecard.  

Findings: After applying the model, preliminary results show that only 
23% of the provinces were efficient in the delivery of health services 
given their resources.  

Policy Implications: This study has not only shown the importance of 
DEA in analysing the efficiency of delivery of public health services but it 
has also pinpointed the efficient provinces which can be used in 
benchmarking. The results can also be used as tools by the health 
policy-makers and practitioners in improving the accountability of local 
health system in the utilization of their resources.  

The next step focuses on how social health insurance coverage relates 
with the total efficiency of local health system. It is hypothesized that 
universal health insurance coverage would lead to higher levels of 
efficiency in the delivery of health care services espousing the need to 
push for universal health insurance coverage. 
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Title Political cycles in health care provision and SHI enrolment: 
Evidence from the Philippines 

Presenter Gabriel Domingo 

Overview Objective: This paper explores the Philippine provincial government's 
responsiveness in providing health care changes before elections.  

Method: Using a unique panel of health spending, service provision, and 
health insurance coverage of the poor from 2001-2007, investigation of 
occurrence of election-year policy manipulation was done in Philippine 
provinces and cities.  

Findings: Preliminary results show that enrolment of the poor in health 
insurance increases during election years while there is no apparent link 
between health spending and election years.  

Policy Implications: The electoral cycles literature posits that politicians' 
incentive to provide services is strongest prior to elections. This is due 
to politicians' desire to signal their competence, or take advantage of 
voter myopia in judging their performance while in office. Post-
Decentralization, one way for a cycle to manifest is through an increase 
in spending on, and provision of, health care, and enrolment in SHI.  

The existence of an electoral cycle illustrates the role of elections as tool 
to incentivize local governments to spend financial resources and 
provide health care services to select interest groups. This has 
implications on the implementation of universal health care in the 
country. Particularly, the government may need to re-think its current 
policy of assigning the responsibility of identifying poor families for 
subsidized SHI enrolment to local governments. 

  

Title Are SHI members paying less OOP than the uninsured? Evidence 
from the Philippines 

Presenter Rouselle Lavado 

Overview Objective: Fifteen years after the passage of social health insurance law 
in the Philippines, universal coverage is still far from being achieved. 
The latest demographic survey in 2008 reports that only 42% of the 
population are covered by SHI (social health insurance). Income and 
expenditure surveys reveal that despite the introduction of SHI, this did 
not help abate an increasing OOP (out-of-pocket payments) over the 
years. This study aims to examine the effect of SHI membership on 
reducing the household OOP for health. 

Method: Using the latest demographic survey, the study will use 
propensity score matching techniques to control for illness types and 
other demographic characteristics of individuals. 

Findings: Preliminary results reveal that membership in SHI do not help 
lower OOP spent for inpatient care. On average, SHI members spend 
higher OOP compared to the uninsured. Initial tabulations reveal that 
OOP for insured is lower only for those in the poorest and richest 
quintiles.  



 
Using performance assessment to scale up health services in a 

decentralized system 
 

 

227. 

 

Policy Implications: This study is the first to link SHI membership and 
OOP using nationally representative data in the Philippines. Previous 
rounds of demographic surveys did not collect information on OOP while 
income and expenditure surveys do not contain information on illness 
and SHI membership. The study will help shed light to the on-going 
policy debate on whether the SHI in the Philippines is in fact helping its 
members in reducing the out of pocket spending for health. . The 
preliminary findings call for a comprehensive role of the local chief 
executives in pursuing mechanisms in reducing OOP spending for 
health. 
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The challenge of user fees exemption for the indigents in 
subSaharan Africa 

 
 
Session time and 
venue 

Thursday, 11:00-12:30 (Valais) 

Session organizer Valéry Ridde, Assistant Research Professor, Université de Montréal, 
CRCHUM Canada and IRSS/CNRST Burkina Faso, Burkina Faso 

Overview One of the major challenges encountered by African countries when 
they decide to extend universal coverage to health care involves the 
management of indigents. Because they are permanently incapable of 
contributing to the financing of the healthcare system, this group is 
often excluded from access to care. Governments have tried to set up 
administrative systems for user fees exemption, but the few evaluations 
that have been undertaken showed that these were not effective, since 
they most often benefited other people rather than the worst-off. 
Moreover, the issue of identifying these beneficiaries often presents 
significant operational difficulties. Yet no country can claim to have 
universal access if the worst-off are not covered. This session presents 
four experiences of selecting indigents to be exempted from user fees in 
two West African countries, i.e., Mauritania and Burkina Faso. We will 
present the processes used to implement these experiences, and from 
the results of their evaluations (of both processes and effectiveness), 
the authors will highlight the challenges of such practices. What were 
the lessons learned from the implementation? Did these processes 
actually result in the selection of the worst-off? 

  

Title Identifying the poor: from a standardization of criteria to a 
comprehensive individualized approach. The experience of the 
Dar Naïm health project in Mauritania 

Presenter Abdoulaye Samba Bâ and Bart Criel 

Overview At the request of the Ministry of Health, the NGO Caritas Mauritania 
initiated the Dar Naim Health Project (PSDN) in 1989. Immediately, the 
PSDN tackled the problem of accessibility to quality health care. The 
mutual fund pays the membership fees and contributions of the poor to 
avoid stigmatization. It also covers services not insured by the mutual. 

A workshop involving 25 participants from the community has identified 
a list of criteria for identifying the needy and the modalities of their 
support. Initially, the identification of beneficiaries has been entrusted 
to a local committee under the supervision of the departmental 
committee responsible for validating the list of the needy. 

The results of this first stage were disappointing. The selection criteria 
were rarely respected, and social pressure has forced the committee to 
include non-poor. Only three out of seven committees have fulfilled their 
mission and have proposed a list of at least 700 people each. The vast 
majority were known by the members of the departmental committee 
that has challenged their status as needy.  

Thus, the system not having worked, the project, inspired by the 
European experience of a more comprehensive approach to identifying 
and taking care of the poor, entrusted the identification of the needy to 
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an employee backed up by a commission to protect her for certain social 
pressures. For her selection, her knowledge of the community, 
relationships of trust she had with local leaders, and skills in the field of 
social assistance were taken into account. Gradually, the identification 
process deviated from the initial model to grant more importance to the 
opinion of a professional welfare worker.  

This experience differs from more standardized approaches on criteria 
for identifying eligible needy to be helped. It is based on local social 
assistance, punctuated by regular home visits, enabling a more 
comprehensive and personalized appreciation of the living conditions of 
the household, its economic activities, its social and medical problems. 
Such an approach is consistent with a comprehensive approach to 
empowerment. It has its limitations: it is costly in terms of human 
resources and is slow in terms of implementation. The number of poor 
covered under the Mauritanian experience is still very low even after 
several years of operation. 

  

Title Targeting the worst-off for free health care: A process 
evaluation in Burkina Faso 

Presenter Maurice Yaogo 

Overview Mechanisms to exempt the indigent from user fees are rare in Africa. 
Between 2004 and 2007, three different interventions were 
implemented in the Ouargaye health district in Burkina Faso to exempt 
the indigent from user fees. This communication presents the results of 
a qualitative evaluation of their processes. 

Individual (n=37), focus group (n= 6) and community forums (n=10) 
were organized with the key stakeholders to document the strengths 
and weaknesses of the three interventions. We presented the results to 
the interventions' stakeholders to verify from their point of view the 
appropriateness of our analyses. 

The results show that all three interventions can be improved, but they 
are all well accepted by the stakeholders. The strengths were: clearly 
defining the selection criteria, informing the beneficiaries, using a 
participative process and using endogenous funding. The weaknesses 
were related to the fact that sometimes potential beneficiaries were 
unaware of the existence of the exemption, and that the endogenous 
funding led to restrictive selection by the community. 

The present study confirms that administrative processes for selecting 
indigents in Africa do not really work. Community-based targeting 
scheme was considered much better than other because it used a 
participative and relatively transparent process. It should, however, be 
adjusted because the village health committee conflict of interest and 
their lack of knowledge about their own financial capacity resulted in a 
very small number of people being selected. The next step is to test the 
effectiveness of this scheme, in order to verify that these intervention 
were able to select those persons who really were most in need. 
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Other key 
persons 

Maurice Yaogo / Valéry Ridde / Yamba Kafando / Kadidiatou Kadio / 
Moctar Ouedraogo / Abel Bicaba / Slim Haddad 

  

Title Evaluation of the targeting effectiveness of community-based 
targeting approaches to exempt the indigent in Burkina Faso 

Presenter Abel Bicaba 

Overview Three community-based process for selecting indigents for user fees 
exemption was tested in three districts of Burkina Faso. In each of the 
175 villages in the catchment areas of 14 health centres, village 
committees proposed lists of indigents that were then validated by the 
health centres' management committees. The objective of this study is 
to evaluate the effectiveness of this community-based selection. 

An indigent-selection process is judged effective if it minimizes inclusion 
biases (selecting non-indigents) and exclusion biases (not selecting 
indigents). The study compares the levels of poverty and of vulnerability 
of indigents selected by the management committees with: 1) indigents 
selected in the villages but not retained by these committees; 
ii) indigents selected by the health centre nurses (n=82); and 
iii) a sample of the rural population of Burkina Faso. 

The households in which the three groups of indigents lived appeared to 
be more vulnerable and poorer than the reference rural households. 
Indigents selected by the management committees and the nurses were 
very comparable in terms of levels of vulnerability, but the former were 
more vulnerable socially. The majority of indigents proposed by the 
village committees who lived in extremely poor households were 
retained by the management committees. Between only 0,21%-0.36% 
of the population living below the poverty threshold and between 0.28% 
and less than 1% of the extremely poor population were selected. 

The community-based process minimized inclusion biases, as the people 
selected were poorer and more vulnerable than the rest of the 
population. However, there were significant exclusion biases; the 
selection was very restrictive because the exemption had to be 
endogenously funded. Policy Implications : i) New community-based 
targeting approaches should be tested to increase the eligibility of the 
indigent; ii) States should make available special funds that would 
permit a broader selection of beneficiaries of user fees exemptions. 

Other key 
persons 

Valéry Ridde / Slim Haddad / Béatrice Nikiema / Moctar Ouedraogo / 
Yamba Kafando / Lassané Simpore / Abel Bicaba 
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Title Using community wealth ranking to identify the poor for 
subsidies: A case study of community-based health insurance in 
Nouna, Burkina Faso 

Presenter Aurélia Souares 

Overview Objectives: Access to health-care is low in developing countries. Poor 
people are less likely to seek care than those who are better off. 
Community-based health insurance (CBI) aims to improve healthcare 
utilization by removing financial barriers, unfortunately CBI has been 
less effective in securing equity than expected. Poor people, who 
probably require greater protection from catastrophic health expenses, 
are less likely to enrol in such schemes.  

 Design/methods: Therefore, it is important to implement targeted 
interventions so that the most in need are not left out. CBI has been 
offered to a district in Burkina Faso, comprising 7762 households in 41 
villages and the district capital of Nouna since 2004. Community wealth 
ranking (CWR) was used in 2007 to identify the poorest quintile of 
households who were subsequently offered insurance at half the usual 
premium rate.  

Results: The CWR is easy to implement and requires minimal resources 
such as interviews with local informants. As used in this study, the 
agreement between the key informants was more (37.5%) in the 
villages than in Nouna town (27.3%). CBI management unit only 
received nine complaints from villagers who considered that some 
households had been wrongly identified. Among the poorest, the annual 
enrolment increased from 18 households (1.1%) in 2006 to 186 
(11.1%) in 2007 after subsidies.  

Conclusions/policy implications: CWR is an alternative methodology to 
identify poor households and was found to be more cost and time 
efficient compared to other methods. It could be successfully replicated 
in low-income countries with similar contexts. Moreover, targeted 
subsidies had a positive impact on enrolment. 
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Developing the research agenda for health policy analysis in LMICs 
 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Geneva - Stravinsky) 

Session organizer Lucy Gilson, Professor, University of Cape Town/London School of 
Hygiene and Tropical Medicine, South Africa 

Objectives The overall aim is to catalyse and strengthen health policy analysis work 
in low and middle income countries. The workshop will do this by 
a) reflecting on the overall terrain of, and work conducted, in the field; 
and b) considering the methodological issues and challenges in doing 
primary health policy analysis research and synthesis of such research. 
Finally, the workshop will delineate key questions and priorities for the 
development of the field. 

Description Health policy analysis (HPA) focuses on understanding the forces 
influencing why and how policies are initiated, developed or formulated, 
negotiated, communicated, implemented and evaluated. Considering 
influences emanating from individual, organizational, national and global 
levels, such analysis includes particular consideration of the roles of 
actors or stakeholders in policy change, the practice of power in such 
change, the influence of institutions (the rules, laws, norms and 
customs that shape human behaviour) over health system operations, 
and global political economy issues.  

Past HPA work has enabled understanding of: the ways in which policy 
ideas are transferred between national and international arenas over 
time; what influences international and policy agendas; the balance of 
power between politicians and technicians in policy formulation; the 
networks and forces influencing the translation of evidence, derived 
from research or practice, into policy; and the challenges and 
opportunities for policy implementation that moves towards agreed 
policy goals. This work has, in turn, been used to: inform the advocacy 
needed to place new ideas onto policy agendas, whether from inside or 
outside the public bureaucracy; the strategies researchers can adopt to 
seek influence for their ideas; and the strategic management 
approaches that can help bridge the gap between policy ideals and 
implementation realities.  

Yet despite its value, health policy analysis remains a Cinderella field in 
health systems research. A review of English language work conducted 
between 1994 and 2005 (Gilson and Raphaely 2008) found that:  

- there is a relatively small body of published work in the field; 

- there are few coherent bodies of work within the field, as it covers a 
diverse set of policy topics, issues and geographic settings;  

- the existing body of work suffers from clear methodological and 
analytical weaknesses; 

- judged on organizational affiliation, around two-thirds of the papers 
were first authored by those working in Northern organizations. 

This workshop seeks, therefore, to catalyse and strengthen HPA work in 
low and middle income countries. The workshop will be based on the 
work of a small group of health policy analysts, who have synthesized 
existing, published research in the areas of agenda setting, policy 
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formulation and policy implementation. Each synthesis provides an 
overview of the work already conducted in these areas of health policy 
analysis and so allows consideration of the gaps and weaknesses of 
current research. The workshop will involve brief presentations on the 
nature of health policy analysis and the syntheses that have been 
conducted - including lessons learned about HPA synthesis practice and 
research approaches, and their implications for the future HPA research 
agenda. Wider commentary on these inputs will be provided by invited 
researchers and policy-makers, and from the workshop participants. 
Finally, workshop participants will consider the key questions and 
priorities for the development of the field. 

Other key 
persons 

Irene Agyepong / Fadi El-Jardali / Ermin Erasmus / Marsha Orgill / 
Helen Schneider / Freddie Ssengooba 

 
 



 

234. 

Revitalizing Health for All – A global project of new research on 
comprehensive primary health care 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Zürich - Miles Davis) 

Session organizer Ron Labonte, Canada Research Chair Globalization/Health Equity, 
University of Ottawa, Canada 

Overview “Revitalizing Health for All” is an initiative to expand the evidence base 
on achievements, enablers and barriers to comprehensive PHC; and to 
build the research capacity within countries to address the evidence 
gap. Comprehensive PHC - the integration of rehabilitative, curative, 
preventive and promotive activities – aims to achieve: 

• equity in access to health care and other services/resources 
essential to health 

• minimized vulnerabilities through community empowerment 
(capacities)  

• reduced exposures to risk by improving social and environmental 
determinants of health 

• enhanced participatory mechanisms and political capabilities of 
marginalized population groups  

• increased intersectoral actions on the social determinants of 
health 

• equitable increase in population health outcomes 

We propose a panel presentation and discussion. A project overview will 
include: 

• global narrative literature synthesis 

• funding and support for 23 new research projects in Latin 
America, Africa, South Asia and amongst Indigenous 
communities in Canada, Australia and Aotearoa/New Zealand 

• research ‘triad’ (of researcher, research user, and research 
mentor) model developed to undertake research projects 

• research training workshops at various stages of the research 

Our panel presentation will focus on the research topics:  

• comparison of community-led, institution-led or partnership 
approaches to implementation of CPHC  

• comparison of ‘high-performing’ and ‘low-performing’ health 
districts to assess the extent to which CPHC accounts for the 
differences 

• the role of social capital development in sustainability of and 
equitable access to CPHC  

• implementation of CPHC reforms at national and sub-national 
scales  

• role of policy in enabling or constraining implementation of CPHC  

• comparative analysis of the success or failure of community 
health centres in implementing CPHC  
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• role of community health workers in CPHC implementation 

• historical struggles that shaped CPHC and its impacts  

• role of micro-credit risk-pooling on pregnant women’s access to 
care, gender empowerment, economic development and social 
determinants of health 

The presentation aims to capture the transferable lessons for CPHC 
reform, with capacity enhancement recommendations and the 
effectiveness and challenges of the research design and triad model 
chosen. Finally a reflection on what our multi-year study implies for 
ongoing ‘action’ research on health system reforms promoting the 
principles of comprehensive primary health care. 

 

Teasdale-Corti Researchers and Project Team Members Participating in 
Session are listed below. 

  

Title Rationale for and overview of design and process of project 

Presenter David Sanders 

  

Title Does implementation of Comprehensive Primary Health Care 
offer transferable lessons for reform of health systems? 

Presenter Ronald Labonté 

  

Title Insights from research on CPHC in Latin America 

Presenters Francoise Barten 

  

Title Insights from research on CPHC in Asia 

Presenters Thelma Narayan and Taufique Joarder 

  

Title The Gauteng Province Community Health Worker Programme: 
The extent to which it contributes to the provision of 
comprehensive primary health care 

Presenters Jane Goudge and Nonhlanhla Nxumalo 

  

Other project 
team members 

Corinne Packer / Nikki Schaay / Fran Baum / Rowena Gotty 
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Coping with complexity: Innovative designs for health systems analysis 
 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Vaud) 

Session organizer Dina Balabanova, Lecturer in Health Systems & Policy, London School of 
Hygiene and Tropical Medicine, The Department of Global Health and 
Development, United Kingdom 

Objectives Participants will be introduced to a range of innovative designs for 
health system analysis in low resource settings.  

At the end of the session they will be able to discuss the conceptual and 
pragmatic advantages and disadvantages of each research design, 
relating them to their own experience and settings. 

Description Evaluation of health systems is complicated by the functional complexity 
of systems, interdependence of system elements, and contextual 
specificity. It typically involves triangulation of data from multiple 
sources, use of diverse methods, and interpretation of complexity. The 
session will discuss innovative research designs applicable at global, 
national, sub national and local levels providing a means of: a) 
conducting health systems research, b) interpreting data; c) identifying 
patterns; d) synthesizing policy recommendations. It will explore the 
strengths and weaknesses of each approach based on practical 
examples including:  

 

Local/ Sub national/ National level 

a. Use of historical case studies/narratives. Example: the 'Good Health 
at Low Cost project' conducted in five low and lower middle income 
countries explored the multitude of health system- and non-health 
systems factors influencing health system development over time, 
and identified plausible causal pathways to improved outcomes. The 
challenge of identifying patterns in different contexts will be 
examined. 

b. Comparative case studies. Example: Exploring providers' and 
patients' perspectives on barriers to quality of care for heart failure 
in Georgia & Uzbekistan. Discussion will focus on mechanisms to 
enable meaningful comparisons across settings and reconciling 
differences in the ways in which research is conducted and 
interpreted.  

c. Rapid appraisal studies using tracer conditions. Examples include 
research on health system responses to diabetes in Georgia and 
Kyrgyzstan, discussing the potential and limitations of rapid 
appraisal methods when faced with short time scales and resource 
constraints.  

 

Sub national/ National level 

d. Toolkits for health systems assessment. Example: Assessing the 
impact of measles eradication activities on health systems in six 
countries using a toolkit; an approach to be contrasted with rapid 
appraisal methods.  
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e. Use of conceptual frameworks & theory-led research. Example: A 
study of strategies for integration of HIV services within health care 
and systems fostered by Global Health Initiatives. Two approaches 
to policy analysis will be compared (Atun et al's (2010) framework 
for integration of disease specific interventions with health systems, 
and an inductive approach).  

 

National/ Global level 

f. Monitoring and evaluation of large and complex multi-country 
initiatives. Example: Monitoring and evaluation of the International 
Health Partnership. This discusses the challenges of tracking 
impacts, choosing measurable and meaningful indicators, and 
reconciling data from different sources, as well as fitting around 
national and international political processes.  

The way forward - What type of research designs are needed for health 
systems analysis? What type of research designs are both feasible and 
provide rigorous evidence given resource and capacity constraints in low 
resource settings? What can be done to promote commissioning and use 
of high quality and policy relevant research? 

 

Methods of instruction: 

Participants will have short summaries of the case studies with a key 
discussion point identified for each.  

The session comprises short contributions on each theme followed by a 
facilitated interactive round table discussion among all the participants. 
It will conclude with recommendations on designs and methods for 
health systems research that are promising in terms of rigour, feasibility 
and policy relevance.  

The workshop will build on a mix between already published work (c), 
studies that are recently completed or in final stages (a, d, e), and 
ongoing work (b, f). 

  

Other key 
persons 

Martin McKee / Hailom Banteyerga / Ivdity Chikovani / Lucy Gilson / 
Judy Green / Joanna Hanefeld / Tracey Koehlmoos / 
Sandra Mounier-Jack / Valeria Oliveira-Cruz 
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Uses of health workforce information systems for research and policy: 
Approaches, constraints and lessons learnt 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Zug) 

Session organizer Mario Dal Poz, Coordinator, Health Workforce Information and 
Governance, Human Resources for Health, World Health Organization, 
Switzerland 

Overview The objectives of the session are to reflect on the current state of 
knowledge and situation of health workforce information systems, both 
globally and nationally; share experiences and lessons learnt by 
countries and stakeholders in addressing challenges in strengthening 
data collection and dissemination on human resources; and solicit and 
catalyse ideas that would inspire innovative solutions for strengthening 
health workforce information to address knowledge gaps for research, 
policy and health systems development. 

  

Title Supply and need of human resources for health-related 
rehabilitation services: A global portrait, a global challenge 

Presenter Neeru Gupta 

Overview Planning and assessing the health workforce represents an important 
challenge for improved health systems performance to equitably 
address population health needs. With an estimated 650 million people 
worldwide experiencing some form of disability and in need of health 
and rehabilitation services, human resources for rehabilitation are a 
critical - but often neglected - component of health systems 
strengthening. The evidence base in this area remains weak, partly 
related to lack of common definitions and classifications for workforce 
analysis, poor availability and use of available statistical sources, and 
low political will to place monitoring of rehabilitation personnel high on 
the health agenda. This study presents new findings from research on 
global supply of and demand for rehabilitation personnel, as a basis for 
strategy development of the workforce in physical and rehabilitation 
medicine. Data on supply of rehabilitation personnel are primarily drawn 
from a custom extract of statistical information on health occupations 
collated in the World Health Organization's Global Atlas of the Health 
Workforce. Estimates of demand for rehabilitation services come from 
the WHO Global Burden of Disease study, including data on cause-
specific diseases and injuries. To enhance comparability of findings, data 
are mapped to internationally standardized classifications for labour and 
health statistics. Analyses are conducted comparing and contrasting 
differences in supply and demand within and across regions. Findings 
indicate that 92% of the burden of disease in the world (measured in 
terms of attributable years of life lost, or YLL) is related to causes that 
require assistance of health professionals associated to rehabilitation 
(physiatrists, physical therapists, audiologists and others). A plot of 
supply of selected categories of health professionals against selected 
causes of YLL shows a strong negative relationship, meaning that 
countries with higher burden of disability-related health conditions are 
countries with lower supply of rehabilitation personnel. The lowest 
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supplies tend to be found in low- and middle-income countries, notably 
in sub-Saharan Africa, home to millions of people with disabilities. The 
results are intended to act as catalyst for improving the supply of and 
demand for quality evidence and research on human resources for 
rehabilitation, ultimately leading to improved understanding and 
strengthening of health systems capacity to meet health and 
rehabilitation services needs at national and global levels. 

Co-authors Michel Landry and Carla Castillo-Laborde 

  

Title Using action research to develop and implement a district-based 
human resource information system - a case study from South 
Africa 

Presenter Verona Mathews 

Overview Data and information are required to inform decisions on identifying and 
achieving an appropriate number, mix and equitable distribution of 
health personnel whilst being cost-effective. This research describes the 
existing human resource information system (HRIS) in South Africa, 
assesses the strengths and limitations of the existing information 
system to support human resource management decisions, and 
develops and reflects on the practices and tools in information 
management for human resource management. Qualitative techniques 
using focus group discussions were used to collect data and the model 
utilized was five phase cyclical approach by Susman and Evered (1978) 
which required firstly the establishment of a client-system infrastructure 
or research environment and then five identifiable phases: diagnosing, 
action planning, action taking, evaluating, and specifying learning. 
Through this research, the paper reflects on the experiences and 
challenges faced within the process of developing a district-based HRIS 
in two districts in the public health sector. The approach adopted a 
framework consisting of a small set of indicators with a monitoring 
system for workforce production, provisioning and management to 
strengthen the planning capacity of human resource planners and 
managers. The presentation will reflect the processes undertaken in the 
two districts through describing how their structure and other factors 
influenced the feasibility and successful implementation of a district-
based HRIS. A challenge encountered was the fact that information 
production is not part of their daily functioning and introduced new 
concepts and skills. An important lesson learnt is once the information 
collectors developed ownership of the information, this significantly 
increased the accuracy and reliability of the information. The paper 
concludes with results from experiences of using a bottom-up approach 
to developing and implementing a district-based HRIS and the 
implications of not using top-down approach. 
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Title Implementing an electronic human resource database in Kenya: 
Achievements and challenges 

Presenter Chris Rakuom 

Overview Kenya established an electronic database for nursing human resources 
in 2002. Before then the information system was paper-based so it was 
difficult to analyse and use the data for human resource for health 
(HRH) planning, management and monitoring. More recently the 
electronic system has expanded to other cadres. Although the need for 
electronic databases had been recognized much earlier, necessary funds 
for implementation could not be raised until interested international 
partners (Emory University and Centers for Disease Control and 
Prevention, USA) came on board in 2001. This objective of this 
presentation is to present findings and lessons learnt on how electronic 
databases have been used to provide data on health workforce to guide 
decision making and policy development; facilitate appropriate 
deployment and the maximum use of scarce HRH; build the capacity of 
Kenya's healthcare managers to utilize HRH data; provide demographic 
answers to questions on different HRH cadres. The electronic database 
system has been implemented in three phases: Phase 1 was 
implemented from 2002 to 2005 at the Nursing Council of Kenya to 
provide data on nursing workforce for regulatory purposes; Phase 2 
commenced in 2006 at the Department of Nursing in the Ministry of 
Health; Phase 3 started in 2009 and is ongoing involving data on 
doctors, clinical officers and laboratory staff. Key results from the 
database system include highlighting regional maldistribution, showing 
Nairobi with the highest nurse/population ratio (80.3/100,000) while 
North Eastern the lowest (29.6/100,000); retirement projections 
showing an average of 500 nurses exit each year; and unemployment 
demonstrated among nurse graduates. At the same time, evidence 
shows declines in migration, especially when the government recruits 
new health workers. Results also show migration peak within the first 
five years of graduation. Overall, research using the new database 
demonstrates the dynamism of the national health workforce. It has 
helped shaped some important policy issues such as change in 
retirement age in the civil service and the current recruitment of 4,200 
nurses by the government under economic stimulus. Critical challenges 
for its ongoing use and strengthening include sustainability and capacity 
development. 

  



 
Uses of health workforce information systems for research and policy: 

Approaches, constraints and lessons learnt 
 

 

241. 

Title Using population censuses for health workforce monitoring and 
evaluation: An example from Thailand 

Presenter Piya Hanvoravongchai 

Overview In many countries, health service planners, managers and policy-
makers are constrained by the lack of reliable information on current 
health workforce situation. Oftentimes the routine personnel reporting 
system is not up to date and unable to capture health workers outside 
the ministry of health, particularly the private workforce. At the same 
time, potential sources of comprehensive information often remain 
underused. National population census is a source of information that 
could help health system administrators and decision makers in 
monitoring and evaluating the stock and composition of health 
workforce in their country, and with little additional resource 
requirement. Data from a census with questions on labour activity can 
be analysed to shed light on several important policy questions including 
identification of health workforce shortage areas, evaluating degree of 
geographical and gender inequality in workforce distribution, or 
assessing the skill mix of the workforce in relation to local demographic 
and health patterns. Using Thailand as an example, this paper 
demonstrates findings from research on the use of census analyses to 
answer health workforce policy questions. It shows basic results on 
health workforce stock, distribution, skill mix, as well as other general 
characteristics needed for policy use. Further complex analyses show 
the economic status of the workforce, workforce distribution and 
inequity in economic development, and the assessment of long term 
trends in attrition rates by professional and gender subgroups. The 
census analysis in Thailand is an example of how censuses can be used 
in any country as an effective tool to monitor and evaluate its health 
workforce for further workforce development and health system 
strengthening. 

  

Title Measuring and monitoring international migration of health 
personnel: A review of data sources 

Presenter Pascal Zurn 

Overview International health worker migration has been high on the global health 
agenda over the past years, especially with increasing political attention 
to migration flows from low- and middle-income countries to higher 
income countries. However measuring and monitoring trends in 
international migration of health personnel is complex, involving 
different definitions (e.g. foreign-born, foreign-trained, foreign 
national), different types of indicators (e.g. stocks versus flows, 
economically active versus inactive) and different data sources. As a 
result, international comparability of findings is often very problematic. 
The objective of this paper is to review and analyse the various potential 
data sources to monitor more effectively trends of international health 
worker migrants. In the context of this research, a comprehensive 
review of different data sources within and across countries has been 
undertaken. They include health professional registries, recognition of 
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professional qualification mechanisms, population censuses, labour force 
surveys, work permits and sample surveys of health personnel. However 
none of these sources has been specifically developed for monitoring 
health worker migration. For each data source, the advantages for 
measuring migration, limitations in terms of data availability and 
comparability, as well as resource implications for their use in this 
domain, have been reviewed and assessed. On this basis, a minimum 
data set for monitoring more effectively the international migration of 
health workers has been derived. In terms of policy translation, this 
research is helping health policy-makers and stakeholders in gaining 
consensus on key indicators to measure and methods to improve 
comparability of data on international health worker migration. Results 
from ongoing data collection and analysis are expected to be used, for 
one, to monitor ethical international recruitment practices of health 
workers at global, regional and national levels. 

Co-authors Jean-Christophe Dumont / Neeru Gupta / Gaetan Lafortune / 
Laura Stormont 
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Learning by doing and applying our learning: what are the strategies and 
institutional options? 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Appenzell) 

Session organizer Sara Bennett, Associate Professor, Johns Hopkins School of Public 
Health, United States 

Objectives This session will provide participants with: 

- an understanding of the range of possible approaches to promoting 
the use of evidence and learning in policy development and 
implementation; 

- a review of the type of learning and evidence-to-policy strategies 
typically employed by different types of organizations such as 
observatories, health technology assessment units, think tanks and 
knowledge translation platforms. 

Description Background: 

Interest in strategies to promote the use of evidence in policy and 
practice has expanded rapidly during the past 5 years. Reflecting the 
newness of and interest in this field, there has been a proliferation of 
organizations aimed at bridging gaps between evidence and practice, 
and promoting applied research and learning. These organizational 
forms encompass:- think tanks or health policy analysis institutes, 
knowledge translation platforms, technology assessment units, health 
system observatories, rapid response mechanisms and learning 
platforms. Such organizations vary in their structural forms and 
objectives. Some, such as think tanks and health policy analysis 
institutes seek to undertake policy relevant research, package this and 
feed it into the policy process. Others, such as knowledge translation 
platforms seek primarily to package existing evidence in formats that 
are accessible to policy-makers, and to promote exchange between 
researchers and policy-makers. Rapid response mechanisms, such as 
the Service Delivery Organization in the UK are directly responsive to 
policy-maker questions. Other approaches, such as learning platforms, 
with which the Future Health Systems consortium has experimented, 
seek to capture both tacit knowledge and formal research evidence 
through real time monitoring and joint learning. At the regional level, 
the focus has been primarily on observatories that combine some of the 
features of knowledge translation platforms, with broader health 
systems tracking efforts.  

Session objectives and format: 

This session will look at experiences with alternative organizational 
forms and approaches to learning from practice, and the application of 
evidence to policy and practice. The panel participants include 
individuals who are involved in multiple different forms of learning 
platforms and organizations involved in generating evidence for policy 
and practice. The session will address both initiatives that target 
government policy-makers, but also those that seek to shape health-
related entrepreneurial initiatives in the private sector.  
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The panel participants will initially be asked to address the following 
three questions: 

- What are the objectives/mission of your organization?  

- Which strategies has your organization employed to implement these 
objectives? 

- What have been the key successes and what are key constraints? 

Each panel participant will make a brief (5 minute) presentation on 
these questions, this will then be followed by a facilitated discussion that 
will seek to explore the differences in mission and function between 
these different types of organizations, what they can learn from each 
other, and any general conclusions about effective strategies to promote 
learning by doing, and application of evidence to policy and decision 
making. 

  

Other key 
persons 

Becky Dodd / Joseph Kasonde / Yot Teerawattanon / Kalipso Chalkidou / 
Zhang Zhengong / Gerry Bloom 
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Improving and expanding the provision of emergency obstetric care 
 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Basel) 

Session organizer Helen de Pinho, Assistant Professor, Associate Director, Columbia 
University, Mailman School of Public Health, Averting Maternal Death 
and Disability Program, United States 

Overview This panel discusses the results of a four-year, multi-country research 
project in Malawi, Tanzania and Mozambique - Health Systems 
Strengthening for Equity: The Power and Potential of Mid-Level 
Providers (HSSE). HSSE aims to expand the evidence base in support of 
the effective use of mid-level providers (MLPs) in maternal and newborn 
health and promote greater political leadership and critical policy action 
on their use. The focus on the delivery of the Emergency Obstetric Care 
signal functions provides a strategic entry point to assessing the use 
and effectiveness of MLPs more broadly. 

The research addresses an evidence gap on the potential of task shifting 
to MLPs to enhance universal coverage of maternal health services. Mid-
level cadres expand access to cost-effective quality services, yet remain 
virtually invisible in policy discussions. Little is known about their 
current use or the factors that will impact on their retention, motivation 
and performance. 

This panel will present findings that show MLPs are the major providers 
performing emergency obstetric care in the 3 target countries, yet 
retaining these staff is a challenge. Data from approximately 2000 
health care workers show that between a quarter and one third are 
thinking of leaving their employment. HSSE demonstrates the 
importance of career progression and supervision as predictors of job 
satisfaction and intention to stay in post. The final paper identifies the 
incentives that have salience for specific categories of worker, allowing a 
more targeted and cost effective approach to incentivising health worker 
performance. 

  

Title Expectations, training, authorization and actual performance of 
the EmOC signal functions: Who does what in Malawi and 
Tanzania? 

Presenter Honorati Masanja 

Overview Objective: to determine which cadres are providing Emergency Obstetric 
care in Malawi and Tanzania. Data were aligned against official 
expectations, authorizations and training for specific functions to identify 
unskilled performance and potential un-utilized capacity.  

Design/methods: Data were collected from interviews with key 
informants in national ministries of health (MOH), regulatory bodies, 
training institutions and district health management teams (DHMT). 
Self-administered questionnaires were completed by 1,442 health 
providers, to determine who is providing EMOC signal functions, and 
their training and competency in performing specific tasks.  
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Results: Across both countries there was lack of clarity about who was 
meant to provide EmOC. In 2006 the scopes of practice of some cadres 
was expanded in Malawi. At the time of the survey (late 2008), some 
training institutions had not incorporated this expansion into pre-service 
training curricula. Many cadres who were meant to provide EmOC in 
Malawi were not performing the full range of services. In Tanzania, for 
all cadres, there was no consensus between the national MOH and the 
DHMTs as to who was meant to provide each of the EmOC services. A 
substantial number of the nursing cadres in Tanzania are providing 
EmOC services despite not having authorization, pre-service training or 
support at the national and district levels.  

Conclusions / policy implications: Effective provision of life-saving EmOC 
by health workers requires clear, agreed national policies regarding 
scope of practice; communication of these policies down to the district 
level; and incorporation of these policies into regulatory and training 
programmes. Failure to do so results in missed opportunities for 
expanding access to care and potentially compromises the quality of 
EmOC services provided as providers practice without adequate training, 
support or regulation. As a foundation, there must be agreement across 
all levels of the health system of different cadres' scope of practice. 

  

Title What predicts job satisfaction and retention? 

Presenter Mohsin Sidat 

Overview Introduction: Retaining staff and maintaining a high level of job 
satisfaction are two intrinsically linked challenges faced within health 
facilities in Malawi, Tanzania and Mozambique. The impact of work 
condition and practices on job satisfaction has been linked to important 
outcomes such as worker productivity and retention. Thus, 
understanding the main factors that contribute to job satisfaction levels 
is a key goal for retaining healthcare workers and improving their 
performance.  

Design/Methods: Interviews were conducted with a total of 1,977 staff 
delivering Emergency obstetric care across the three countries. Both 
personal and workplace-related contributors to job-satisfaction and the 
intention to leave one's current position were measured using a suite of 
validated instruments. 

Results: Those who felt their current level of supervision was adequate 
were most likely to have a high level of job satisfaction and to intend to 
stay in their current employment. Similarly, management support was 
linked to high levels of job satisfaction and an intention to stay in one's 
current position. A striking result from our analysis was that 
management and supervisory support appeared to outweigh concerns 
relating to pay threefold in their contribution to job satisfaction levels. 
This pattern of results was amplified in Malawi. In Tanzania workers in 
healthcare facilities which are far from referral hospitals demonstrated 
low levels of job satisfaction relative to peers working in close proximity 
to such facilities. Finally, we observed that older workers were more 
likely to be satisfied with their jobs and to intend to stay in their current 
employment.  
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Conclusions/Policy Implications: In terms of importance for policy 
decision-making, our study showed that the healthcare workers 
interviewed felt that adequate supervision was the chief concern, 
followed by management support, pay, and career opportunities. 
Together these factors explained a substantial portion of job satisfaction 
levels and stated intention to leave current employment. 

  

Title Development of staff - supervision and career progression 

Presenter Francis Kamwendo 

Overview Objectives: to better understand the factors necessary to optimize and 
support mid-level provider performance. 

Design/methods: District level surveys were carried out with 
approximately 2000 mid-level providers of emergency obstetric care in 
312 health centres and district hospitals in Malawi, Tanzania and 
Mozambique. These data were triangulated with District Health 
Management Team (DHMT) interviews (n=129) and Critical Incident 
Analysis (CIA) interviews (n=165) with MLPs.  

Results: Nearly 50% of MLPs sampled in Malawi and 30% in Tanzania 
reported either no supervision or supervision that provides only negative 
feedback. CIA interviews identified the critical impact of not being 
appreciated by management and staff's stated need for supportive 
supervision to improve skills, performance and motivation. Lack of 
supervision was seen as particularly crucial in maternity and in the 
context of chronic staff shortages. DHMT interviewees confirmed the 
challenges of implementing supervision policies and their lack of 
capacity for this role. 

Career progression was a key factor for many MLPs. Staff reported 
working for considerable periods without any promotion. There were 
widespread concerns about the lack of transparency or a clear process 
for deciding how staff are chosen for promotion, unfairness in selection 
processes, a lack of recognition of upgraded qualifications and lack of 
adequate opportunity to upgrade. In Malawi, the lack of a clear career 
path for Clinical Officers and Medical Assistants is particularly 
demotivating. In Mozambique, over 50% of basic and mid level nurses 
did not think they had adequate opportunities for career advancement.  

Conclusions/policy implications: All 3 countries depend upon overworked 
and frequently unsupervised mid-level cadres to deliver maternity 
services. There is a critical need to improve supervision systems to 
enhance health worker motivation and productivity. Career progression 
is an important incentive in all knowledge-based professions, 
contributing to job satisfaction, good performance and retention of 
employees. 
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Title Retaining health workers 

Presenter Eilish McAuliffe 

Overview Objectives: This study utilized discrete choice experiments (DCE) to 
identify the salient factors in the work environment that influence the 
motivation of health workers providing emergency obstetric care. The 
aim of the study was to identify the factors that are critical to retaining 
and motivating these cadres.  

Design/Methods: A DCE, a form of conjoint analysis, was used to 
evaluate the relative importance of different job attributes in a sample 
of 2000 health workers. In DCEs respondents are asked to choose 
between alternatives made up of different combinations of job 
attributes. Findings from previous research on motivation of health 
workers conducted by the author formed the basis for the selection of 
attributes and levels.  

Results: Factor analysis of responses on the discrete choice instrument 
revealed that there are particular attributes in the work environment 
that have salience for the majority of health workers. Geographic 
location, salary levels, resource availability, housing allowances, 
continuing professional development and functioning HR management 
systems can all influence individual health worker's choice of 
employment option. The salience of particular factors is strongly 
correlated with particular demographic variables, i.e. age and length of 
service. The incentivisation of performance is complex and it cannot be 
assumed that the same incentives will work equally well with all cadres. 
However, the large sample size in this study allows us to draw clear 
conclusions about which incentives work with which category of worker, 
allowing a more targeted and cost effective approach to incentivising 
health worker performance.  

Conclusions/Policy Implications: Strategies to address the human 
resources crisis in health often lack a solid evidence base on what works 
or what works best with whom. This study provides clear evidence for 
more targeted strategies and paves the way for the implementation and 
the evaluation of evidence-based interventions that directly address 
health worker performance and retention. 
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"Doing things right and doing the right things": Putting equity back into 
public health programmes 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Bern) 

Session organizer Rüdiger Krech, Director, Department of Ethics, Equity, Trade and Human 
Rights, World Health Organization, Switzerland 

Overview Universal health coverage implies more than just access to health 
services, but also equitable uptake and performance. Yet health systems 
all too often increase health inequities rather than reduce them. This is 
as a result of differential performance across the continuum of care in 
terms of coverage and quality, and also as a result of a failure of public 
health programmes to address common risk factors and social 
determinants. This session highlight recent research and experiences 
which follow up on the Commission on Social Determinants of Health, 
analysing how public health programmes can address these inequities, 
detailing recent country experiences in implementing such an approach, 
and considering how action on equity in public health programmes can 
link to local intersectoral work on the social determinants. 

  

Title Social determinants of health and tuberculosis control 

Presenter Dennis Falzon 

Overview Objectives:  

1. To consider the prospects of controlling and eliminating tuberculosis 
(TB) without addressing social determinants of health. 

2. To investigate the possible causal pathways through which social 
and economic determinants increase the risk of TB 

Design/methods: Systematic reviews, analysis of global surveillance 
data, country case studies and further literature review, to estimate 
population attributable fraction of main proximate risk factors in 22 
countries with the highest TB burden. Possible causal pathways linking 
upstream social determinants with risk of TB explored qualitatively. 

Results: Although peaking in 2004, TB incidence is not falling as rapidly 
as expected, and current improvement will be inadequate to meet the 
2015 international targets of halving prevalence and mortality compared 
to 1990 in every region. Even if the Stop TB Strategy results in the 
expected reduction in incidence, global incidence in 2050 will be 100 
times greater than the elimination target. Analysis of population 
attributable fractions shows that HIV infection, malnutrition, smoking, 
diabetes, alcohol abuse and indoor air pollution contribute substantially 
to population TB risk. All of these factors exhibit a social gradient, with 
higher frequency in poorer populations, which partly explains their 
higher TB incidence, along with other determinants, not yet studied in 
full, such as poor quality housing or mental illnesses. 

Conclusions/policy implications: TB vulnerability is influenced directly by 
proximate risk factors that are in turn determined by up-stream social 
and economic factors. Improved coverage, equity and effectiveness of 
TB control may be achieved through: 
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1) better prevention and care for TB patients within stronger primary 
facilities 

2) management of proximate risk factors with a mind to early 
detection and prevention of TB 

3) advocacy for action on the social determinants of TB, by providing 
data on their impact, and assisting other sectors at local level in the 
implementation of actions to reduce vulnerability. 

Other key 
persons 

M Raviglione / K Lönnroth / E Jaramillo 

  

Title Lessons from Chile: Addressing equity in public health 
programmes 

Presenter Jeanette Vega 

Overview Since 2008, Chile has implemented a process in the Ministry of Health, 
working with other sectors, to address social determinants in public 
health programmes to reduce inequities. Chile has taken forward the 
work of the Priority Public Health Conditions Knowledge Network of the 
Commission on Social Determinants of Health. This presentation will 
synthesize Chile's experience in using a social determinants approach to 
move towards true universal coverage. This has involved choosing 
indicators to measure social determinants, providing this information by 
district on the web for public comparison, measuring the pattern of 
inequity for uptake of health services using the Tanahashi model for 
different conditions (including oral health and hypertension) and 
implementing measures to address these inequities, including working 
with other sectors. Initial evaluation of this process shows improvement 
in inequities, and the large potential for other countries to adapt this 
process to improve coverage of health services. 

Other key 
persons 

O Solar 

  

Title Tackling the elephant: integrated action to reduce health 
inequities in Sri Lanka 

Presenter Sarath Samarage 

Overview Sri Lanka has long been cited as a success story in terms of a 
developing country that has attempted to implement universal 
coverage, with impressive results in terms of health outcomes. 
However, partly as a result, Sri Lanka has undergone the 
epidemiological transition and now faces a large non-communicable 
disease burden, with increasing inequities by gender and by district. The 
challenges of addressing this epidemic have also seen the publicly 
funded health system undergo strain, with a growing private sector. To 
address inequities in coverage of services, Sri Lanka has begun to 
implement a project addressing social determinants in public health 
programmes. This presentation will present an initial description of this 
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project, which involves integration of programmes aimed at controlling 
tuberculosis and non-communicable disease with intersectoral measures 
at local level. 

Other key 
persons 

P Abeykoon 

  

Title Linking improved health system performance to intersectoral 
action to improve coverage and reduce health inequities 

Presenter Kumanan Rasanathan 

Overview The Commission on Social Determinants of Health and the WHO 2008 
World Health Report on primary health care demonstrated the 
importance of intersectoral action to improve inequities in health system 
coverage and performance. This presentation will draw together the 
three studies presented earlier to consider how different programmes 
within the health sector can work together and with other sectors at 
local level to reduce inequities by addressing social determinants. The 
analysis of TB presented earlier, and the experiences of Chile and Sri 
Lanka, show key entry points for action around measurement of 
inequities and dissemination of this data, integration of care between 
different public health programmes, and health sector stewardship of 
interventions by other sectors that improve health outcomes and 
coverage of health care services. These entry points also suggest 
directions for how to take advantage of the fertile ground at district and 
local level to implement an intersectoral approach to reduce health 
inequities, with the health sector taking an important, but not exclusive, 
role. 

Other key 
persons 

K Rasanathan / A Sivasankara Kurup / E Villar / R Krech 
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Getting to universal coverage in Africa: Experiences with risk pooling, fee 
exemptions and purchasing strategies 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Fribourg) 

Session organizer Nancy Pielemeier, Vice President, Abt Associates Inc., International 
Health Division, United States 

Overview Governments in most African countries are constrained in their capacity 
to finance health, because of low per capita incomes, a small taxable 
formal sector, and myriad macroeconomic and political challenges. 
However, many African countries are implementing historic health 
financing policy reforms that could substantially change the health 
financing landscape and broadly improve financial protection as well as 
specific health outcomes. These approaches include scaling up national 
health insurance schemes, implementing targeted fee exemptions, and 
providing an essential package of services free of charge, among others. 
In this panel session, we present an overview of the health financing 
landscape in Africa and the particular challenges there to achieving 
universal coverage. We share results from policy and evaluation 
research studies in Ghana, Mali, and Liberia - three countries 
experimenting with different approaches to expanding health care 
access and financial protection - and review experiences with pay-for-
performance approaches in several countries. We discuss positive 
impacts in each context, political and financial constraints, unintended 
consequences, and likely challenges going forward. 

  

Title Health financing in Africa: projections and policy options 

Presenter Laurel Hatt 

Overview Objectives: To review the current health financing situation in sub-
Saharan Africa, analyse projected future financing gaps, and offer policy 
recommendations for improved financing that emerged from recent 
expert consultations. 

Design/methods: We summarize current data on health financing gaps 
in sub-Saharan Africa. Using regression modelling, we estimate a 
possible trajectory for Africa's health financing into the future and 
identify where the greatest challenges remain. We present policy 
options recommended during a roundtable discussion on innovations in 
health care financing in Africa. 

Results: Health spending in sub-Saharan Africa, at $27 per capita, is 
lower than in any other region of the world. Governments contribute a 
smaller portion (46%) than in any other region except South Asia. Most 
private spending (82%) is out-of-pocket. Few countries have met the 
Abuja target (devoting 15% of government resources to health) or 
spend more than $34 per capita on health (the Commission on 
Macroeconomics and Health's estimate of the cost of a package of 
essential health interventions.)  
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Projection analysis indicates that governments in 22 countries - 20 of 
which have GDPs per capita less than $500 - will still be spending less 
than $34 per capita in 2020. Meeting the Abuja target alone will not fill 
these gaps, particularly for the poorest countries.  

Key recommended policy options include leveraging the private sector to 
mobilize greater resources for health; exploring new global taxes to 
finance global health priorities; strengthening health insurance systems; 
improving the efficiency of donor spending; and implementing pay-for-
performance approaches. 

Conclusions/policy implications: Achieving universal coverage in Africa is 
hampered by critical financing gaps. Even with concerted efforts the 
poorest countries will not be able to pay for a minimum package by 
2020 and will continue to need substantial external assistance. Expert-
recommended approaches hold promise for helping sub-Saharan African 
countries attain more equitable, efficient, and sustainable health 
financing. 

  

Title Ghana's National Health Insurance Scheme: An evaluation of 
coverage, targeting, utilization and financial protection 

Presenter Slavea Chankova 

Overview Objectives: Evaluation of the first two years of Ghana's National Health 
Insurance Scheme (NHIS) implementation was conducted to assess 
equity and targeting of enrolment, and to measure the effect of the 
scheme on utilization and out-of-pocket (OOP) expenditures for care. 

Design/Methods: A pre-post evaluation was designed in anticipation of 
NHIS launch. Household survey data from two districts were used to 
evaluate targeting and equity of NHIS enrolment, and changes in 
utilization and OOP expenditures for health care. Baseline data were 
collected in 2004, shortly before NHIS was implemented in the study 
sites; end line data were collected in 2007. In-depth interviews with 
NHIS managers in six districts collected information on scheme 
operations and challenges.  

Results: Age-based exemptions from NHIS premiums (for children and 
the elderly) have worked as intended, but exemptions did not benefit 
primarily the poorest. NHIS enrolment increases steadily with household 
wealth. There was strong evidence of adverse selection in NHIS 
enrolment: 55% of those with chronic illness were enrolled, compared 
to 34% of those without. Care seeking from formal health providers for 
recent illness/injury nearly doubled with NHIS implementation, from 
37% to 70%, while average OOP expenditures for treatment decreased 
by 41%. Similarly, OOP expenditures per hospitalization episode 
decreased by 44%, and for delivery decreased by 33%. There was no 
change in the proportion of women who delivered in a health facility, 
even though a third of women were insured at time of delivery. 

 

 

Conclusion/Policy Recommendations: NHIS introduction was associated 
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with substantial improvements in curative care seeking and reduction in 
OOP expenditures. However, exemptions for the poorest groups need to 
be strengthened to ensure equitable enrolment in NHIS. The non-
financial barriers to delivery in a health facility need to be explored, to 
ensure that the success of NHIS coverage translates into improvements 
in maternal health. 

  

Title The impacts of user fee exemptions for C-sections in Mali 

Presenter Timothee Gandaho 

Overview Objectives: In many developing countries, financial barriers play an 
important part in keeping women from delivering in health facilities and 
accessing emergency obstetric care. Recognizing this problem, the 
government of Mali eliminated user fees for caesareans in June 2005. 
However, other potential barriers remain that could prevent women? 
especially poor women? from delivering at health facilities and from 
reaching referral facilities where caesarean services are available. The 
objectives of this study are to (a) identify the implications of eliminating 
caesarean user fees on access and use, especially by poor women, 
(b) identify key remaining barriers to accessing caesareans for low 
socioeconomic status women, (c) define appropriate future interventions 
or programmatic changes to reduce maternal mortality in Mali. 

Design/methods: The evaluation included analysis of: (i) 'pre' and 
'post'-policy routine HMIS data from public sector facilities (2005-2009), 
(ii) 'post'-policy public sector facility data on policy implementation and 
environmental conditions, (iii) community-level qualitative data on 
barriers to institutional deliveries, and (iv) facility-based prospective 
proxy socioeconomic data for women receiving caesareans or delivering 
at public sector facilities. 

Results: Access to caesarean has greatly improved. Caesarean rates in 
Mali increased from 0.94% in 2005 to 2.17% in 2009 and doubled in 
each region. The government has honoured its financial commitment to 
the free caesarean policy. Most health personnel approve of the policy 
(97%) but question its sustainability. The community strongly approves 
of the policy but would like to have a system in place for transport 
between the village and health facilities.  

Conclusions/policy implications: The Malian experience with subsidies for 
caesareans shows that subsidies for direct user charges can increase 
use of caesareans. Possible policies implied by this research include 
transportation vouchers for poor women to reimburse ambulance costs, 
subsidies for ambulance fuel, and communication strategies to raise 
awareness about the caesarean fee exemption policy. 
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Title Inequity in healthcare financing and utilization under Liberia's 
"free care" policy 

Presenter Hong Wang 

Overview Objectives: Liberia has implemented a "free care" policy since 2006, 
aiming to improve population health on an equitable basis through 
increased access to basic health care. The objective of this study is to 
explore whether out-of-pocket (OOP) expenditures on health care 
services have been eliminated under the "free care" model, and to 
assess the policy's impact on equity in health financing and health 
service utilization.  

Design/methods: We use data from the 2008 Community Survey for 
Health Seeking Behavior and Health Financing in Liberia, a cross-
sectional nationally-representative household survey of 2,528 
households. We employ a two-part model to model health care 
utilization and OOP expenditures, and use a fractional logit model to 
examine the financial burden of service utilization.  

Results: Preliminary results show that about 34% of households have 
utilized health services in the past month. There is a significant 
difference in service utilization across income quintiles. In urban areas, 
about 28% of households in the lowest income quintile and 36% in the 
highest quintile utilized health services, compared to 27% in the lowest 
and 41% in the highest quintile in rural areas. Households still report 
spending about USD $8.40 per capita annually on purportedly free 
health care services. Moreover, OOP spending still constitutes a 
substantial proportion of total health financing from all sources, and this 
burden is distributed regressively - accounting for 16% (lowest quintile) 
and 8% (highest quintile) of total health expenditures in urban areas, 
and 16% (lowest) and 7% (highest) in rural areas. 

Conclusions/policy implications: With technical and financial donor 
support, many developing West African nations are establishing "free 
care" policies. However, the goal of equitably improving population 
access to services and reducing inequalities in health care spending may 
not be achieved unless more targeted financing and service delivery 
policies are developed and implemented. 
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Title Catalysing MCH results by paying for performance: Evidence 
from innovative African programmes 

Presenter Rena Eichler 

Overview Objectives: Identify, analyse and share innovative African supply and/or 
demand-side pay for performance (P4P) approaches to increasing 
utilization, advancing equity, enhancing quality and improving maternal 
and child health outcomes.  

Design/methods: In 2009 the USAID-supported Health Systems 20/20 
project implemented an online survey with the goal of systematically 
documenting "who is doing what" in P4P for child and maternal health in 
developing country settings. As a follow-on step to the online survey, 
interviews were held with implementers of many P4P schemes to learn 
more about the details of key questions such as how schemes are being 
planned, introduced, and scaled-up, how they are being designed and 
implemented, who is involved in their design, management and 
monitoring, what indicators and targets are being used and what 
elements are viewed as having been critical to success. Findings from 
the survey and subsequent interviews guided development of a series of 
country- and topic-specific P4P case studies of innovative P4P programs 
in developing countries. 

Results: Findings from the survey and subsequent interviews reveal that 
developing countries from all geographic regions are implementing 
forms of P4P to increase service utilization and improve health 
outcomes. Some specific African examples include: Benin, Burundi, 
Egypt, the DRC, Kenya, Tanzania, Uganda and Zambia. P4P schemes 
are both supply and/or demand-side schemes, are usually led by 
Ministries of Health (MoH) or nongovernmental organizations (NGOs) 
and tend to use financial incentives targeting health care facilities, 
community health workers and individual users. Many approaches show 
promising results. 

Conclusions/policy implications: Interest in using P4P to scale-up access 
to services, improve the quality of services delivered, motivate providers 
and improve maternal and child health outcomes is increasing 
throughout the developing world, including Africa. Common challenges 
in design and implementation exist. Hence there is a clear benefit from 
increased documentation and widespread sharing of experience. 

  

 



 

257. 

A dozen in a decade: Mixed methods pragmatic trials of knowledge 
translation and health care scaleup are feasible, informative and reliable 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Jura) 

Session organizer Merrick Zwarenstein, Sunnybrook Research Institute, University of 
Toronto, Canada 

Objectives 1. Understand the challenges and promise of reliable evaluation of 
implementation 

2. Realize the feasibility of conducting mixed methods randomized 
research alongside scale up and knowledge translation interventions 
in LMIC health services. 

3. Use the PRECIS instrument and the pragmatic trials extension of 
the CONSORT statement in evaluating the design and write-up of a 
typical knowledge translation trial in an LMIC 

Description Working with the Medical Research Council in Cape Town, the University 
of Cape Town Lung Institute, the Cape Peninsula University of 
Technology and the Universities of Stellenbosch and Western Cape over 
the last decade, the authors have successfully completed over a dozen 
policy oriented randomized trials, often alongside early implementations 
of new health service policies and programmes. Some of these trials 
have been path breaking. For example, the worlds first randomized trial 
of accreditation, the worlds first data collection in a randomized health 
services trial using PDA's and cell phone network data transmission, the 
first cluster randomized trial of a knowledge translation initiative aimed 
at family practitioners in an LMIC. Some have contributed to dramatic 
changes in national health policy and programming. A few have failed or 
been ignored. In this session we offer a narrative review and case study 
analysis of these experiences, identifying distinguishing characteristics 
predicting successful completion and implementation of findings into 
policy.  

In this master class, the faculty will describe the structure of a 
randomized trial, and distinguish between pragmatic and the more 
classical explanatory approach to trials, describe alternative approaches 
to use of qualitative data in both formative and summative evaluation 
alongside the randomized trial, and present an exercise in which 
participants make use of two recent instruments from our research 
group to classify existing trials and understand the design choices made 
and write-up quality : the PRECIS taxonomic instrument (Pragmatic 
explanatory continuum indicator summary), and the CONSORT 
statement pragmatic trial extension ).  

The teaching method will consist of four brief presentations, each 
followed by question and answer sessions led by a moderator, and two 
class exercises in which the participants review one or more randomized 
trials using the PRECIS and CONSORT pragmatic trial extension, and 
discuss in a plenary format.  

If the meeting structure and timing allows, small group formats with 
tutors will be used to increase possibilities for audience participation. 
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Innovative means of facilitating knowledge translation 
 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Lucerne) 

Title Innovations in studying policy influence: experiences of 
the Future Health Systems Research Consortium 

Presenter Prasanthi Puvanachandra, Assistant Scientist, Johns Hopkins University 
School of Public Health, United States 

Objectives Research consortia provide a unique opportunity for increasing the use 
of evidence in policy-making, especially in low and middle-income 
countries (LMIC). The Future Health Systems Consortium (FHS) is a 
research consortium whose goal is to generate knowledge that shapes 
health systems to benefit the world's poor.  

Existing literature does not provide a consensus on empirical methods 
used for documenting strategies and outputs for policy influence. The 
goal of this study is to analyse how FHS has engaged in policy 
influencing processes and to document the strategies through an 
innovative approach using an "inventory". 

The FHS-inventory tool (FHS-i) gathers information from each 
collaborating institution to identify products for the purpose of policy 
influence. The tool covers eight domains, focusing on differing 
mechanisms of influencing policy.  

Initial data collection was done through document review of FHS reports 
and publications. This was then sent to each country team for 
completion and checking. Analysis across several variables was 
executed, to include the date and geographic of FHS products.  

FHS-i was well received by consortium members, serving to focus 
documentation and collect standardized sets of information for each 
strategy and output.  

In total 426 distinct outputs were produced by the consortium since 
2005. The majority categorized as "Organizational publications" (30%; 
n=127) followed by "Scientific publications" (19%; n=82). 16% (n=70) 
involved collaboration between one or more country teams and 
institutions.  

This study highlights an innovative approach to measuring the policy 
influence of a large research consortium. The results indicate research 
consortia can be a powerful tool in studying how to influence policy by 
sharing scarce resources, expertise, and increasing innovation. 
Understanding the mechanisms for such influence can make FHS and 
other consortia more effective in LMIC. 

Co-author(s) Adnan Ali Hyder / Fatima Sharif 
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Title District Evaluation Study on Health (DESH): A randomized 
controlled trial to promote evidence-based policy in India 

Presenter Onil Bhattacharyya, Assistant Professor, University of Toronto, Canada 

Objective  Test the impact of sending information on comparative performance 
along with actionable messages to Indian policy-makers on uptake of 
disease control priority recommendations. 

Methods All Indian districts in existence in 2001 (n=594) were randomized to 
receive either the mailed information package or no intervention. The 
intervention package includes a report on disease control priorities, and 
district-specific health "report cards" with actionable messages on how 
to improve performance. The intervention targets district politicians, 
bureaucrats, and the Chief Medical Officer (CMOs). Outcome data will be 
collected using sequential surveys on prioritization of health 
interventions by CMOs and review of administrative databases and 
national health surveys for budgetary and health service implementation 
measures. 

Preliminary 
results 

The baseline survey response rate was 52.5% (312 / 594). Though 48% 
of respondents said chronic disease was the leading cause of death in 
their district, more CMOs prioritized maternal and child disease control 
interventions (87%) than tobacco control (37%) and cardiovascular 
disease (35%). Implementation of maternal and child disease control 
priorities was greater than those for infectious and chronic disease. 
Although 85-97% of CMOs reported stocking blood pressure drugs and 
aspirins in district health centres, only 44% reported stocking statins. 
Most CMOs (64%) agreed that reducing maternal and child mortality in 
their districts was largely dependent on them, but few (36%) felt that it 
would benefit their career. The intervention has been sent to 2702 
district politicians, district collectors, chief medical officers and local 
officials in the 297 intervention districts. 

Policy implications This is one of the first studies to assess a knowledge translation 
intervention targeting policy-makers using an inexpensive, replicable 
strategy on a large scale. Preliminary results suggest both attitudinal 
and organizational barriers to implementation of disease control 
priorities. This intervention may be applicable to other countries with 
increasing investment in health care performance. 

Co-author(s) Saba Khan / Prabha Sati / Vijayalakshmi Hebbare / Prem Mony / 
Shreelata Rao-Seshadri / Prabhat Jha 
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Title BRIDGE: Scoping study of approaches to brokering 
knowledge and research information to support the 
development and governance of health systems in Europe 

Presenter Cristina Catallo, Associate Professor, Ryerson University, Canada 

Objectives Good health systems depend on well-informed policy-making by 
governments and decision making by a range of stakeholders. However, 
health policy-makers and stakeholders often propose reforms and 
strategies without drawing on the best available health systems 
information. Moreover, policy decisions are too rarely informed by the 
best available information. This presentation will discuss knowledge-
brokering organizations operating within the European Community and 
the European Free Trade Association member states. Specifically, we 
will discuss the knowledge-brokering mechanisms (information 
packaging and interactive knowledge-sharing mechanisms) and 
organizational models used. 

Design / Methods 

 

We identified country correspondents in each of 31 countries and 
supported both their use of eligibility criteria to identify knowledge-
brokering organizations and to extract data from organizations' websites 
about the mechanisms and models used. We examined the nature of 
these mechanisms and models using descriptive statistics, and identified 
examples of innovative mechanisms from which other organization could 
learn. 

Results  

 

Data have been obtained from 123 eligible knowledge-brokering 
organizations. A small number of organizations at the global, European 
and national levels employ innovative information packaging 
mechanisms, however, the majority employed traditional mechanisms, 
such as research and annual reports, presentations, books, and 
newsletters. Fewer organizations reported using interactive knowledge-
sharing mechanisms, and those that did tended to use passive and 
'unidirectional' mechanisms such as presentations at conferences. 
Websites contained little information about the organizational models 
being used. 

Conclusions / 
policy 
implications 

There are significant opportunities for employing and evaluating 
innovative knowledge-brokering mechanisms in Europe and more that 
can be learned about those mechanisms and organizational models 
currently in use. Working with country correspondents and extracting 
data from websites proved to be a highly efficient way to 'map the 
current landscape' of knowledge-brokering. Complementary approaches 
to data collection are needed to better understand the organizational 
models being used and how the mechanisms and models relate to and 
support policy-making processes. 

Co-author(s) John N. Lavis / G. Pastorino / Josep Figueras / Mark Leys / 
David McDaid / Govin Permanand / John-Arne Rottingen / Suszy Lessof 
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Title The influence of policy network structure on knowledge 
translation: A conceptual framework 

Presenter Jessica Shearer, Doctoral Student, McMaster University, Canada 

Objectives  Research on factors that facilitate knowledge translation (KT) has 
consistently identified the influence of interpersonal relationships 
between researchers and decision-makers, as well as the importance of 
formal and informal institutions (including policy networks) in filtering 
ideas. These findings have encouraged the development and support of 
mechanisms to support sustained exchange. However, there has been 
limited discussion of how the specific characteristics of exchange 
relationships and their broader structure may influence knowledge 
translation. Social network analysis can be applied to help understand 
whether, how, and in what circumstances policy network structure 
affects knowledge translation.  

Design / Methods We reviewed the literature from political science (governance and policy 
networks), social network analysis, diffusion of innovations and 
knowledge translation fields in order to describe types of networks, 
actors involved, structural variables, and possible outcome measures 
related to KT.  

Results Based on a preliminary literature review, we classified networks first 
according to their level of permanence, institutional location, and goals. 
We identified four structural characteristics of networks: density (i.e. the 
amount of interconnectedness), centrality (i.e. the degree to which the 
network revolves around a single actor), heterogeneity (i.e. the diversity 
of organizations represented by actors in the network) and tie strength 
(i.e. frequency of contact). We found literature describing the effect of 
these on three KT outcomes: the introduction of new ideas (associated 
with low density and heterogeneity), the within-network diffusion of new 
ideas (associated with density, centrality, weaker tie strength) and 
propensity to use new ideas (associated with stronger tie strength).  

Conclusion / 
implications 

Network structures are differentially suited to different stages (or goals) 
of policy-making and different KT outcomes. The resulting conceptual 
framework describes actor-related and structural characteristics of 
networks according to policy stage and KT outcomes. This framework 
can be used analytically or prescriptively and suggests areas for further 
linkages between KT and social network analysis.  

Co-author(s) John Lavis 
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Tuberculosis (TB): Supporting quality treatment & global control 
 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Neuchâtel) 

Title Enhancing TB control through realignment of health 
system incentives: a social experiment and its scaling up 
in rural China 

Presenter Winnie Yip, Reader in Health Policy and Economics, Oxford University, 
United Kingdom 

Objectives China has 15% of the world's TB cases resulting in 200,000 TB deaths 
annually. Most strikingly, China makes up 25% of the world's MDR-TB 
cases. Despite the existence of medical technology to control TB, 
barriers in the current Chinese health care system inhibit the 
technologies from realizing their full potentials. The primary objectives 
of this project are to demonstrate how to enhance the effectiveness and 
efficiency of TB control by strengthening the health care system and 
integrating the TB control program into its primary care system. This 
experiment in health system reform creates new incentives to 
reorganize the delivery of primary care in a poor rural region of China. 
The new model in financing, incentive and organization intend to 
demonstrate a new long-term equitable and sustainable approach for TB 
control that can be scaled up to rural region of China.  

Design / methods A quasi-experimental study design where interventions were randomly 
introduced in the first year based on a pair-wise randomization strategy 
and phased in over three years. The primary interventions include 
defining the respective role of community health workers / centres, 
hospitals and TB dispensaries in TB control and using capitation cum 
pay-for-performance to incentivize providers to perform their roles and 
to integrate with other levels of providers. Impact evaluations are 
conducted annually with data from the TB registry, longitudinal 
household surveys; facility surveys and insurance claims records. 

Preliminary 
results  

In the intervention sites, patients with coughs over 2 weeks are more 
likely to seek professional care; TB patients experience shorter delay in 
referral for diagnosis; and community health workers are more likely to 
follow DOTS management. 

Policy implications  A strengthened primary care system is essential for scaling up TB 
control to the population in need. The findings are generalizable to other 
developing countries with similar socioeconomic conditions to China's 
rural areas. 

Co-author(s) William Hsiao / Qingyue Meng / Wen Chen 
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Title Evaluation of the collaboration and integration between 
hospitals and the tuberculosis control system in China: a 
multi-method study in four provinces 

Presenter Xiaolin Wei, Assistant Professor, The Chinese University of Hong Kong, 
China 

Background Hospitals play a major role in TB control but usually present the 
weakest point. China has three approaches of hospital TB collaboration: 
1) The TB dispensary approach (TDA): where the TB dispensary is the 
sole provider of clinical and public health TB care, and general hospitals 
are responsible to refer TB cases to TB dispensaries; 2) the special TB 
hospital approach (THA), where a TB special hospital co-exists in TDA; 
and 3) the designated hospital approach (DHA), where a general 
hospital, called TB designated hospital, provides clinical care and the TB 
dispensary provides public health care. 

Objectives To assess hospital TB dispensary collaboration and patient experience 
regarding TB care, financial burden and delays of the three approaches.  

Methods Two sites from each approach were selected. Patient survey was 
conducted with 293 new TB cases registered in 2007 and finished 
treatment by July 2008. All patients were drug susceptible and without 
any complications. 338 patient charts were collected from hospitals and 
TB dispensaries. 57 in-depths interviews were conducted with hospital 
and TB staff.  

Results Patients experienced a high financial burden in research sites. TB 
related medical costs accounted for 44% of annual household income 
and 44% patients was hospitalized. DHA performed the best in terms of 
good communication, low patient hospitalization rates, less use of 
second-line anti-TB drugs, and relatively low patient cost and delays. 
THA had the worst on above indicators, because TB special hospital 
revenue heavily relied on treating TB patients. TDA was mixed as one 
site had relatively low patient costs and another high. In THA and the 
high costs TDA site, over 80% of hospitalization and 50% of health 
costs happened in the period after their TB diagnosis in the hospital and 
before being referred for DOTS treatment. 

Conclusion(s) The study indicated that DHA as the most promising approach in 
hospital TB collaboration. Supporting systems such as appropriate 
financing and control system should be in place for reforms on 
integrating TB service with general hospitals. 

Co-author(s) Qiang Sun / Guanyang Zou / John Walley / Qingyue Meng / 
Knut Lonnroth / James Newell 
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Title Regulating TB medicines in Brazil, India, Tanzania and 
Zambia: A policy analysis 

Presenter Kabir Sheikh, Assistant Professor, Public Health Foundation of India 

Objectives Uncontrolled availability of tuberculosis (TB) medicines and 
inappropriate dispensing by healthcare providers are major reasons for 
the spread of multi-drug resistant (MDR) and extremely drug resistant 
(XDR) tuberculosis in Low and Middle Income Countries (LMIC). To 
regulate the availability of these and other essential medicines and 
control their inappropriate use, governments typically devise checks and 
controls at the level of production, distribution and dispensation. 
However little is understood about the actual process of implementation 
of these regulatory controls, or why they are variably successful in 
different settings. 

We undertook appraisals in four LMIC with significant burdens of TB - 
Tanzania, Zambia, India and Brazil - with the objectives of documenting 
policy processes, and identifying factors influencing the effectiveness 
and viability of regulatory policies. A policy analysis framework and 
qualitative research methodology was adopted, involving in-depth 
interviews with actors engaged in formulating and implementing 
regulations, interviews with stakeholders, and document review. 
Tanzania's success in restricting inappropriate TB medication is 
explained by factors such as historical norms of government provision of 
TB services, and sustained supply of free drugs in the government 
sector, limiting demand in private markets. 

The Zambian experience is similarly successful at a smaller scale, since 
private establishments are fewer. In the absence of formal legislation, 
and in spite of a significant private health market, Brazil too has 
restricted availability of TB medicines to free dispensing in government 
facilities. In India with its massive private health sector, factors such as 
limited capacities of public regulatory institutions and the strong 
articulation of private commercial interests in the policy sphere emerge 
as key challenges to the success of regulations. As several LMIC witness 
burgeoning private health markets, our findings support strategies to 
augment the capacities of public regulatory institutions - vital for better 
access to quality treatment, and for global control of tuberculosis.  

Co-author(s) Mukund Uplekar / Knut Lonnoth / Jose Figueroa-Munoz 



 
Tuberculosis (TB): Supporting quality treatment & global control 

 
 

266. 

Title Scaling up the Revised National Tuberculosis Control 
Program (RNTCP) in Chhattisgarh*, India: A case study 
from a tribal state 

Presenter Garima Pathak, Senior Public Health Specialist, Public Health Foundation 
of India 

Background Chhattisgarh Context - (For reference only): Newly created state in 
November 2000; 22 million population (32% are scheduled tribes living 
in interior, difficult to reach forest areas); Spread over an area larger 
than Nepal or Hungary; 44% land under forest cover; A third of the 
state affected by left wing guerrilla violence (even worse now) with little 
administrative capacity in public health 

Objectives To implement the Revised National Tuberculosis Control Program in 
Chhattisgarh, India 

Design / methods  Scaling up was done in three phases - 1. Planning involved seeking 
political / administrative commitment, tailor-made district-wise action 
plans for infrastructure development, health work force designation, 
recruitment and training; procurement / distribution of logistics, 
establishment of information systems, financial planning and fund 
release, involvement of other sectors. 2. Implementation included 
detailed district-wise 'appraisals' to assess preparedness and service 
delivery in a phased manner once most of the identified gaps / barriers 
were overcome. 3. Monitoring and evaluation included continuing 
assessment of the program and timely remedial actions for delivering 
quality care. 

Results  

 

From zero coverage, expansion of the program to 22 million people in 
the state was achieved within a span of 3 years (2001-2004). 106,522 
total patients were registered for anti-tubercular treatment from 2005-
2008. In this period, the success rate for treatment for new smear 
positive cases ranged from 84% - 87% (program target 85%) and case 
detection rate ranged from 51% to 65% (program target 70%).  

Conclusions / 
policy implications  

Locally relevant robust operational strategies are critical for the success 
of the medical interventions in Infectious Disease Control Programs. 
Chhattisgarh, a newly carved out state with difficult terrain, tribal 
population and widespread law and order situation, needed special 
measures to deliver quality tuberculosis control services. These 
included: strong political / administrative commitment; standardized 
national guidelines with operational flexibility; customized plans for the 
tribal population; overcoming workforce shortage by involving doctors 
from Indian systems of medicine and informal practitioners; spreading 
the services network through private sector / non government agencies 
and industrial hospitals' involvement; identifying the local strengths and 
weaknesses upfront and overcoming the different barriers at the 
primary, secondary and tertiary level prior to scaling up; Lessons learnt 
from this endeavour will provide valuable insights for areas and 
programs with similar context. 

Co-author(s) None 
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Conducting routine waiting time surveys in health facilities in 
developing countries 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Ticino) 

Session organizer Gavin Reagon, Senior Lecturer, School of Public Health, University of the 
Western Cape, South Africa 

Objectives At the end of this training workshop, participants will: 

1. Understand the importance of Waiting Time Surveys in Health 
Systems Research in developing countries 

2. Understand the principles of conducting routine Waiting Time 
Surveys in health facilities in developing countries 

3. Be able to design and conduct a Waiting Time Survey 

4. Be able to use a customized free and open database application for 
entering, cleaning, analysing and reporting on Waiting Time 
Surveys  

5. Be able to interpret findings of Waiting Time Surveys and develop 
implementable solutions to reduce waiting times and improve 
service efficiency 

Description The strengthening of health systems in low- and middle-income 
countries (LMICs) is reliant not only on improved funding of health care 
services, but also on addressing pervasive organizational and efficiency 
challenges1. There is therefore need to increase the capacity of 
institutions in LMICs to conduct high-quality health systems research 
and especially those which provide insight into the performance of 
health care services.  

Routine large-scale surveys exemplify an under-utilised source of such 
information which enables Health Departments in LMICs to gain insights 
into the performance of health services, from both the stand-point of 
providers and users. Amongst these, Waiting Time Surveys directly 
responds to the commonest complaint of users of health care services. 
The Waiting Time Surveys provides an evidence base for the operational 
running of health care facilities by measuring patient waiting and service 
times, workload of the staff and the efficiency of service provision in 
terms of the percentage of time staff spend attending to patients. 
Importantly, in addition to identifying long waiting times, the survey 
identifies the reasons why these arose and suggests ways to reduce 
them. The Waiting Time Surveys also partially measure the quality of 
services provided and promotes transparency, accountability and equity 
in health service provision.  

There are a number of methods of undertaking Waiting Time Surveys 
each presenting different resource demands and resulting in varying 
levels of direct benefits to the health delivery system. This workshop will 
review methods of conducting Waiting Time Surveys that are adaptable 
to the context of LMICs. Hallmarks of such methods will be that they are 
inexpensive, simple and easy for routine implementation and yet 
produce valid results.  
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Following experience of successfully undertaking Waiting Time Surveys 
in several health facilities in Eastern and Southern Africa over the last 5 
years, this workshop advances a robust and standardized method of 
routinely conducting such surveys which is well-suited for LMICs.  

Workshop content layout and scope: In order for the workshop to 
comprehensively meet its objectives, it will cover: 

(i) the value of Waiting Time Surveys in Health Systems Research in 
developing countries; 

(ii) principles and methods of conducting Waiting Time Surveys in 
health facilities in developing countries; 

(iii) using the customized free and open source database application; 

(iv) designing and conducting a waiting time survey appropriate for 
your setting; 

(v) entering, cleaning and analysing survey data; 

(vi) reporting and interpreting Waiting Time Survey;s and 

(vii) developing action plans based on the results produced from your 
Waiting Time Survey. 

Pedagogical approach: The theoretical basis of this training workshop 
will be the cognitive flexibility theory (CFT) of Spiro et al2. The theory 
describes the nature of learning in complex and ill-structured domains. 
A hallmark of this theory is its focus on participant's 'ability to 
spontaneously re-structure their knowledge in different ways, in 
adaptive response to radically changing situational demands'. This 
workshop will emphasize the presentation of information from multiple 
perspectives and use case studies involving context-dependent and 
realistic situations. In small discussion groups, participants will be given 
opportunity to identify problems in case studies and analyse them with 
facilitators drawn from a team of researchers and faculty of the 
University of the Western Cape, South Africa. 

References 1. The Task Force on Innovative International Financing of Health 
Systems. More money for health and more health for money. Task 
Force Report. 2009. (online) http://www.internationalhealthpartnership.net/ 
(last accessed 28/04/2010) 

2. Spiro RJ, Coulson RL, Feltovich PJ, Anderson D. Cognitive flexibility 
theory: advanced knowledge acquisition in ill-structured domains. 
In: Patel V ed. Proceedings of the 10th Annual Conference of the 
Cognitive Science Society. Hillsdale, NJ: Erlbaum, 1988 (online). 
http://www.ilt.columbia.edu/ilt/papers/Spiro.html (last accessed 
13/04/2010). 
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Establishing the impact of mHealth on the health system and health 
outcomes  defining the needs and addressing the gaps 

 
 
Session time and 
venue 

Thursday, 14:00-15:30 (Valais) 

Session organizer Garrett Mehl, Scientist, Technical Cooperation with Countries for Sexual 
and Reproductive Health, World Health Organization, Switzerland 

Overview This session is designed to highlight, and begin to address, the research 
gaps identified during a comprehensive review of the literature on 
mHealth, conducted by the Centre for Global Health and Economic 
Development at The Earth Institute, Columbia University and sponsored 
by the mHealth Alliance in April 2010.  

A key recommendation from the published "White Paper on mHealth 
Policy Barriers and Research Gaps" specified a crucial need to map out a 
holistic mHealth research agenda to enable the following: 

- better guide researchers, NGOs and funders in their work; and 

- create an evidence base strong enough to drive adoption of mHealth 
by national ministries of health and private sector organizations. 

This organized session will provide a platform for key mHealth 
practitioners to: 1) profile research needs and constraints identified in 
two systematic reviews; 2) highlight three country examples of projects 
where monitoring and evaluation are being used to establish the benefit 
of mHealth on the health system; and 3) discuss needs and 
requirements for more emphasis among mHealth projects on 
determining impact on health systems and health outcomes.  

In Part 1, representing the first 45 minutes of the organized session, 
individual presentations will a) highlight evidence gaps, and b) showcase 
early efforts to generate evidence. 

In Part 2, presenters will participate in a moderated fishbowl discussion. 
This will focus on mapping out a list of research needs and requirements 
for determining impact on health systems and health outcomes, and 
accelerating additional research in mHealth. Presenters and the 
audience will discuss this small set of topics, and aim to establish some 
consensus on needs and requirements for the mHealth field. 

  

Title Acting on the mHealth White Paper findings and 
recommendations to develop guidance on impact evaluation 

Presenter Patricia Mechael 

Overview The Centre for Global Health and Economic Development at the Earth 
Institute, Columbia University, in collaboration with the mHealth Alliance 
at the United Nations Foundation in April of 2010 published a white 
paper on the gaps and barriers facing mHealth in the context of low and 
middle income countries. The authors developed a current state of 
mHealth in order to inform the work of mHealth researchers and 
implementers, national ministries, policy-makers, academic and 
research institutions and the private sector.  

This presentation will provide an overview of specific results of the 



 
Establishing the impact of mHealth on the health system and health 

outcomes  defining the needs and addressing the gaps 
 

 

270. 

White Paper. The systematic literature review of 2994 articles - 
including 172 peer-reviewed publications - drew from 6 literature 
databases, and shows that the evidence base is, as of yet, too limited to 
adequately inform policy development and programming. Followed up 
with a roundtable and virtual critique by key informants from the 
mHealth field, the White Paper includes explicit recommendations to 
address the evidence gaps. Particular gaps relate to mHealth impact on 
health outcomes and costing. Recommendations emphasized that 
outstanding questions to understand mHealth intervention effects on 
health systems should be addressed through targeted research and 
through the incorporation of standardized metrics and evaluation 
practices into routine mHealth intervention deployment. This 
presentation will highlight the outstanding knowledge gaps and research 
questions, and provide an overview of the actionable recommendations 
that emerged from the literature review and feedback. Among these, we 
will emphasize the need for the development of guidance on how to 
conduct rigorous evaluation and research on mHealth projects that is 
presented in a consolidated and accessible manner, which emphasizes 
"agile" research approaches, and is targeted at the technical 
professionals in the mHealth community. These efforts ultimately need 
to ensure that mHealth impact is quantified and at scale. 

  

Title Reported use of monitoring and evaluation strategies to 
strengthen implementation and evaluate the impact of mHealth 
interventions among a sample of current projects 

Presenter Garrett Mehl 

Overview There is considerable demand for mHealth-specific evidence, and 
metrics to guide resource allocation, enhance accountability, monitor 
progress and evaluate impact. The Reproductive Health and Research 
Department at the World Health Organization and partners at Columbia 
University are implementing a survey to identify the nature and extent 
of monitoring and evaluation in the design and delivery of ongoing 
mHealth projects. The survey was electronically self-administered to 
over 90 mHealth projects from over 30 countries.  

This presentation will report on specific findings from the survey that 
relate to monitoring and evaluation, and areas that point to the need for 
guidance. In particular, the presentation will discuss the levels and 
rigour of reported monitoring and evaluation efforts among current 
projects. Based on the preliminary findings, we conclude that greater 
attention must be paid to ensuring that evaluation is a part of every 
mHealth project. Respondents report the need for greater support and 
guidance on how to appropriately evaluate their projects, and specify 
the need for standardized evaluation frameworks and metrics. A greater 
emphasis on monitoring and evaluation is critical to strengthening 
mHealth implementation and determining effects on the health system 
and health outcomes. This presentation concludes with specific steps 
that should be taken to address deficiencies in mHealth monitoring and 
evaluation, and details a framework that can be utilized for explicitly 
organizing mHealth-specific questions, research prioritization efforts, 
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and linkages with measurement systems and indicators. 

Title Illustrating monitoring and evaluation (M&E) capacities and 
needs in AMREF's Virtual Nursing School: Employing mHealth as 
a means for capacity building for enrolled nurses in the 
periphery of Kenya's health system 

Presenter Ravi Ram 

Overview Continuing professional education (CPE) is recognized both as a means 
to improve service delivery and as a non-financial incentive to retain 
skilled human resources for health, particularly in under-resourced areas 
of the health system. Enrolled nurses in rural and other remote parts of 
Kenya utilize a mobile phone-based training package to acquire 
knowledge and skills on HIV/AIDS and other essential health 
information. This mHealth project, part of the larger AMREF Virtual 
Nursing School, contributes to several aspects of health system 
strengthening, by improving mid-level health workers' clinical practice 
and by better distributing skills across underserved areas. The Kenyan 
Ministry of Health and the Nursing Council of Kenya have expressed 
interest in building and disseminating evidence of the impact of this 
mHealth training intervention, thereby demonstrating strong demand for 
mHealth M&E. Opportunities for M&E in this mHealth project include 
mapping of download locations throughout the country, tracking the 
frequency of access to mHealth resources in relation to nurses' and 
other health workers' professional development, determining the cost-
effectiveness of mHealth as a distance education tool, and assessing the 
effectiveness of mHealth-based training in improving health services 
delivery and clinical outcomes in the periphery of the health system. 

  

Title Evaluating the impact of ICTs to improve the health system of 
remote communities in Jordan 

Presenter Edward Jaser 

Overview In Jordan, quality health services are offered in big cities. This is mainly 
because big cities offer more opportunities to medical staff to forward 
their careers in addition to the ease of life and many other advantages. 
This leaves rural areas and remote villages deprived of specialized and 
experienced medical staff. With the advancement of ICTs and the 
Internet, communication and web-based technologies can be exploited 
to address the challenge of virtually allowing medical expertise and 
knowledge to become available to remote communities. One effort with 
this regard is the SOHITCOM project, which aims to enable interaction 
between medical practitioners and the public regardless of their 
geographical proximity, and would facilitate the discussion of sensitive 
health issues and problems. This is realized through a medical social 
networking website which is complemented by other access means, 
such as mobile phones and community radio, to maximize the outreach 
of information and the utility of the system. The system serves as: 
(1) a tool for medical experts to disseminate awareness information; 
(2) a source of medical knowledge to residents of rural communities and 
remote clinics; and (3) a tool for remote and mobile clinics to manage 
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immunization of children. 

The system is currently operational in selected areas in Jordan to 
evaluate its impact on rural communities and to clarify and answer the 
key research question on how ICTs can be effectively exploited to 
improve the general health of rural and remote communities. Evaluation 
is expected to be finalized in July 2010 and will be reporting on gains in 
the outreach of medical knowledge and changes in behaviours of main 
identified stakeholders after introducing the system. 

  

Title Mobile phone-based health service delivery surveillance offers 
more reliable, timely and cost-effective data gathering for health 
system reporting in Karachi, Pakistan 

Presenter Aamir Khan 

Overview Reliable and timely reporting of routine disease surveillance data is an 
essential function of a well developed health system. Similarly, 
monitoring health service utilization at immunization and antenatal 
clinics and programmatic performance of TB and HIV treatment centres 
are essential responsibilities of public health managers. IRD is piloting 
the use of low-cost cell phones used by health providers at a mix of 
government and private centres in urban Karachi. Data from several 
unlinked surveillance studies and health service delivery programs, 
which would otherwise be collected in vertical reporting systems, are 
entered on phones, transmitted to a central server and visualized in 
real-time as tables and graphs on GIS layers of the health 
infrastructure. We argue that the costs of operating these phone-based 
data collection systems are similar to or lower than existing paper-based 
systems, and offer several advantages. mHealth implementations can 
provide an affordable and singular means of integrating research 
studies, disease surveillance, and health service delivery in a region. 
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Challenges in moving towards universal coverage in Ghana, South Africa 
and Tanzania: Findings from the SHIELD project 

 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Zürich - Miles Davis) 

Session organizer Diane McIntyre, Professor, Health Economics Unit, University of Cape 
Town, South Africa 

Overview This session presents an overview of the key findings of the SHIELD 
(Strategies for Health Insurance for Equity in Less Developed countries) 
study. SHIELD has critically analysed the major health system equity 
challenges in three African countries (Ghana, Tanzania and South 
Africa), including through conducting financing incidence and benefit 
incidence studies. This information, supported by findings from 
stakeholder analyses, formed the basis for considering alternative 
approaches to reforming the health care financing system within these 
countries, with the goal of addressing health system equity challenges 
and moving towards universal coverage. The chair of the session will 
describe the health systems in the three countries and introduce the 
SHIELD project. The first paper will present the key findings of the 
financing and benefit incidence analyses and highlight how much 
progress each country has made towards universal coverage. This will 
be followed by an overview of the views of key health system actors and 
the general public on the current health systems and the extent to 
which there is support for key principles that underpin universal health 
systems. The third paper explores alternative health care financing 
reforms that could expand financial protection and access to needed 
health services in terms of their affordability and likely impact on health 
system equity. The final paper will draw together the key findings from 
the SHIELD study, exploring possible lessons for other countries seeking 
to pursue universal coverage. It particularly highlights the influence of 
social, economic and political contexts on pathways to universal 
coverage. 

  

Title How equitable are the health systems of Ghana, South Africa and 
Tanzania? 

Presenter Bertha Garshong 

Overview This paper provides an overview of health system equity in the three 
countries. It analyses financing incidence and benefit incidence, with the 
distribution of the burden of paying for health care and the benefits of 
using health services across socio-economic groups respectively being 
assessed in relation to the goals of financing health care according to 
ability to pay and benefiting from services according to need. The most 
recent national household survey capturing data on household 
expenditure and income was used to estimate for each household 
payments in various taxes, contributions to health insurance schemes 
and direct payments for health care. We compared the percentage of 
household expenditure devoted to health care funding across quintiles 
and calculated the Kakwani Index for each financing mechanism and for 
the financing system overall. We also assessed catastrophic out-of-
pocket spending. Household surveys that were specially designed to 
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capture all health service utilization were undertaken in each country. 
Benefits were calculated by combining utilization rates for different 
types of health services with their respective unit costs. The distribution 
of benefits across quintiles was compared with the distribution of health 
care need. In all three countries, overall health care financing was 
progressive, driven largely by the progressivity of personal income tax 
and insurance contributions by formal sector workers. However, the 
distribution of the benefits from using health services is pro-rich, despite 
the poor bearing the greatest burden of ill-health. A key finding is that 
the existing funding mechanisms in the three countries are not providing 
financial protection for the poorest groups; the poor are either not able 
to use services when they fall ill or face possible impoverishment if they 
seek care. All three countries still have some way to go before achieving 
universal coverage. 

  

Title How supportive are key actors of pursuing universal coverage in 
Ghana, South Africa and Tanzania? 

Presenter Lucy Gilson 

Overview As part of the SHIELD study, we attempted to assess the views of key 
actors and the general public about the existing health system and 
possible health care financing reform. This paper draws from two sets of 
analyses. The first used stakeholder analysis based on interviews with 
policy-makers, and key actors in the public and private health sectors to 
assess the political acceptability of alternative reforms. The second 
draws on household survey data which gauged views of the general 
public about their willingness to pre-pay for health care and to support 
health system cross-subsidies, both income cross-subsidies (from the 
rich to the poor) and risk cross-subsidies (from the healthy to the ill). In 
terms of views of the general public, there was considerable support for 
pre-payment health care financing mechanisms in all countries (around 
80% of respondents), with higher levels of support among those who 
are currently covered by some form of health insurance. The majority of 
respondents support income cross-subsidies and feel that progressive 
health care financing mechanisms should be pursued. However, there 
was less understanding of or support for risk cross-subsidies. Interviews 
with key actors highlighted concerns about existing health system 
inequities. While there was general support for the goal of achieving 
universal coverage, there were concerns about the health care financing 
burden universal coverage could impose on middle- and high-income 
groups and the role of private sector providers and health insurance 
schemes in a universal system. These interviews also provided insights 
into the types of health care financing reform that may be regarded as 
most acceptable by key actors, and provided a basis for exploring the 
implications of alternative reforms. 
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Title What are the resource requirements for universal health systems 
in Ghana, South Africa and Tanzania? 

Presenter Jo Borghi 

Overview There is a range of different pathways of expanding coverage in terms 
of providing financial protection and access to needed health services. 
The existing health system context within each country informs the 
range of health care financing reform options that may be feasible. 
Various scenarios for health care financing reform were identified 
through interviews with national actors in each country. We undertook 
detailed spreadsheet modelling of these scenarios and compared them 
with the health system status quo in each of the three countries. The 
primary focus of the spreadsheet modelling was to quantify the financial 
resource requirements for each scenario. These were estimated as a 
function of demographics, utilization rates and unit costs for different 
services. The key assumptions involved in the modelling related to how 
utilization rates may change as financial barriers to access are reduced, 
and how unit costs may change to ensure adequate resourcing if 
services of appropriate quality are to be purchased. The revenue 
generating potential of different funding sources was also explored to 
assess the affordability and sustainability of each scenario. This was 
complemented by an analysis of the likely impact of each scenario on 
the distribution of the burden of funding health services and the benefits 
from using health services across socio-economic groups. Extensive 
sensitivity analyses were undertaken to assess the impact of changes in 
key assumptions on these findings. The models provide information, 
before a final policy decision is made, on which health care financing 
reforms may be financially feasible to pursue. They are also helpful in 
allowing policy-makers to explore and understand the likely impact of 
key reform design features on the feasibility, sustainability and equity of 
alternative health care financing reforms. 
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Title Is the social and political context of Ghana, South Africa and 
Tanzania conducive to achieving universal coverage? 

Presenter Di McIntyre 

Overview Many countries are exploring ways of moving towards universal 
coverage. International experience highlights the importance of the 
social and political context in creating an environment within which 
universal coverage can be achieved. We explore the influence of the 
social, economic and political contexts on different paths to universal 
coverage embarked upon by three African countries. In Ghana, the 
proposal to introduce a national health insurance was raised as an 
election promise and taken forward shortly after the elections. Coverage 
has expanded rapidly, partly due to Ghana's history of widespread 
community-health insurance schemes and the population's familiarity 
with social solidarity concepts, but the poorest citizens remain without 
cover. South Africa has a history of great divisions in society, previously 
on the basis of race and now on the basis of class. A change in political 
leadership has led to proposals to introduce a national health insurance, 
largely funded from general tax revenue and possibly supplemented by 
mandatory contributions. The success of this proposed policy is 
dependent on the ability to address the concerns of the richest South 
Africans who fear the loss of their privileged health service benefits and 
to overcome the resistance of private corporate interests. Tanzania has 
adopted a more gradual approach to extending cover, through a 
combination of mandatory insurance for formal sector workers and 
community-based insurance for others. While there has been a recent 
decision to move towards some form of integration of these schemes, 
political, economic and social conditions in Tanzania at present prevent 
more rapid movement to universal coverage in Tanzania. This paper will 
compare and contrast the contextual factors either supporting or 
hindering movement towards universal coverage, drawing lessons for 
other low and middle income countries. 
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Evidence on improving health service delivery in developing countries 
 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Vaud) 

Session organizer David Peters, Associate Professor, Director, Johns Hopkins University 
Bloomberg School of Public Health, United States 

Objectives - Understand the evidence of different strategies to improve the 
delivery of health services in developing countries based on different 
research methods including systematic reviews, longitudinal health 
services data analysis, and country case studies 

- Recognize the strengths and limitations of the methods used for 
"evidence-based public health" and its implications for future research 
and for decisions about strategies to improve health services in 
developing countries 

- Identify how institutions and incentives influence the selection, 
implementation, and results of strategies to improve health services, 
and methods to better understand and assess their effectives 

Description Knowing the "evidence" is not sufficient for making good decisions about 
health systems, especially when methods for "evidence-based medicine 
and policy" fall short of addressing questions about how to effectively 
implement strategies to improve health services. This session is built 
around the book: Peters, DH, El-Saharty, S, Siadat, B, Janovsky, K, 
Vujicic, M Improving Health Services in Developing Countries: From 
Evidence to Action. Washington, DC: The World Bank, 2009. The 
purpose of this work was to bring together a wide range of evidence to 
provide a better understanding about strategies to improve the delivery 
of health services in developing countries, using a variety of current 
methods to assess the effectiveness of strategies, including systematic 
reviews, longitudinal health services data analysis, and country case 
studies. Although no "magic bullets" emerged, the study identified many 
strategies that have been successfully implemented in many settings, 
and some of the key factors that influence success. Some of the success 
factors, such as strong leadership, good management systems, clear 
accountabilities, and incentives to support performance, are easily 
recognizable. Yet they are easier to describe than to actually implement, 
replicate, or evaluate. One cross-cutting conclusion of this book is that 
decision makers need better approaches on how they can make more 
informed decisions based on knowledge gained from both 
implementation experience and research evidence. Researchers can help 
by not only focusing on robust methods to provide traditional evidence 
on what can work in research settings, but by using methods that can 
contribute information and knowledge on implementation as part of a 
process of institutional development and learning. 

The session will focus on the methods used in the study, and related to 
the results and their implications for researchers, health managers and 
policy-makers. 
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Title Introduction 

Presenter David Peters 

Overview - Presentation on Session Objectives; Purpose of Book; Types and Uses 
of Evidence 

- Discussion on meaning of evidence for improving health services 

  

Title Methods and Findings 

Presenter Alexander Rowe, Toru Matsubayashi, Sameh El-Seharty, Katja Janovsky 
and Gerry Bloom 

Overview Presentation and discussion on methods, findings, and implications for 
future research on health systems research based on: 

1. Review of strategies to improve health care provider performance 
(Systematic Review – Alexander Rowe presenter) 

2. Analysis of longitudinal data on health services and mortality 
(Synthesis of longitudinal data sets and multi-level modelling of 
quantitative data – Toru Matsubayashi presenter)  

3. Analysis of country case study on reforms to health service 
improvement (Country case study mixed methods - Ethiopia, 
Zambia – Sameh El-Seharty & Katja Janovsky presenters) 

4. Methods for understanding institutions and incentives to assess 
implementation of reforms to improve health services – Gerry 
Bloom presenter 

  

Title The way forward 

Presenter David Peters 

Overview - Presentation on "Learning & Doing" methods that emerged from 
study 

- Discussion on implications for health managers, policy-makers, 
researchers 

- Participants are invited to briefly present their plans for improving 
health services (< 2 minutes), with discussion focused on methods 
for relevant evaluation. 
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Lessons learnt from a decade of capacity building for health systems 
research and evidence based policymaking in Central Eastern Europe and 

the former USSR 
 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Zug) 

Session organizer Melitta Jakab, Senior Health Financing Analyst, WHO Barcelona Office 
for Health Systems Strengthening, Spain 

Objectives By the end of the session, participants will have explored the following 
themes: 

1. strengths and weaknesses of the main approaches of capacity 
building for health system research in CEE and former USSR and 
explored the contextual factors that led different countries to 
choose different approaches,  

2. advantages and disadvantaged of different forms of 
institutionalization including (i) public tightly controlled and 
managed by the MOH, (ii) public autonomous, (iii) private with 
institutionalized links to policy-making, and (iv) private fully 
independent.  

3. the impact of alternative approaches for encouraging evidence-
based policy-making and policy impact 

4. positive and negative experiences with the international 
development community in fostering evidence-based policy-making 
and capacity building for health systems research based on the 
examples of these countries 

5. lessons learnt from a decade of experience in the transition 
economies for other low and middle income countries. 

Description This session will review different approaches to capacity building for 
policy analysis in CEE and former USSR and the impact of these 
alternative approaches on fostering a culture of evidence-based policy-
making. The session will make extensive use of three country examples: 
Georgia, Kyrgyzstan, and Tajikistan and contrast the three vastly 
different models that have developed to this date. The Tajik policy 
analysis unit is public and its work is tightly controlled by the MOH. The 
Kyrgyz policy analysis unit is private and it has institutionalized linkages 
to the MOH to ensure that health system research is relevant and used 
for policy. In Georgia, policy analysis is fully private and linkages to the 
MOH take place in the form of independent commissioning.  

The panel will include 5-7 panellists with direct experience in capacity 
building, managing, or using results of policy analysis units in the 
region. The session will start with a 15 minute presentation on 
introducing and contrasting these three modalities by Melitta Jakab, will 
be followed by 3 times 5 minute presentations from each of the three 
countries (Akkazieva, Matthivet, Zoidze), continue with comparing and 
contrasting these experiences with experiences in Asia and Africa 
(Bennett), and end on reflections from the perspective of a policy-maker 
(Ibraimova) and development agency (Yazbeck). The session will be 
opened up for a debate among all panellists as well as session 
participants. Panellists will address the following questions: 
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1. What do you see as the strengths and weaknesses of the main 
approaches of capacity building for health system research in CEE 
and former USSR? What are the contextual factors that make 
different options more or less preferable in different countries?  

2. Focusing on the institutional dimension of policy analysis units, 
what are the advantages and disadvantages of different forms of 
institutionalization including (i) public tightly controlled and 
managed by the MOH, (ii) public autonomous, (iii) private with 
institutionalized links to policy-making, and (iv) private 
independent. Are there other forms that have been used elsewhere 
with success/failure?  

3. What is the impact of alternative approaches for encouraging 
evidence-based policy-making and policy impact? 

4. How can the international development community foster evidence-
based policy-making and capacity building for health systems 
research? 

5. How to move forward in CEE and former USSR with capacity 
building?  

6. What are the lessons learnt from a decade of experience in the 
transition economies for other low and middle income countries? 

  

Title Opportunities and challenges in fostering an evidence based 
policy culture in the post-Soviet era: Lessons for the next decade 

Presenter Ainura Ibraimova 

  

Title Phases of institutionalizing policy analysis in Kyrgyzstan: 
Changing public and private roles 

Presenter Baktygul Akkazieva 

  

Title Evolution of the commissioning function and its impact on policy 
analysis: A case from Georgia 

Presenter Akaki Zoidze 

  

Title Early experiences in establishing policy analysis in Tajikistan: 
The implications of lacking transparency 

Presenter Benoit Matthivet 
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Title What can CEE and FSU countries learn from the rest of the world 
to foster evidence based policy-making? 

Presenter Sara Bennett 

  

Title How can the international development community foster 
evidence-based policy-making and capacity building for health 
systems research in the coming decade in CEE and FSU? 

Presenter Abdo Yazbeck 
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Building health system research capacity in subSaharan Africa: 
Comparing experiences of contrasting approaches 

 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Appenzell) 

Session organizer Caroline Jones, Senior Social Scientist, KEMR-Wellcome Trust Research 
Programme, Centre for Geographic Medicine Research, Kenya 

Objectives The objectives of this round table are: 

1. To share experiences, opportunities and challenges of different 
approaches to HSRC strengthening within broader HSRC 
programmes in Kenya & Malawi 

2. To review the intended outcomes and M&E strategies embedded 
within these approaches and deliberate on their likely contribution 
to HSRC strengthening 

3. To explore the strengths and weaknesses of the different 
approaches for building HSRC to inform policy and practice 

4. To build links between the programmes and synthesize lessons 
learnt to inform the on-going development of approaches to HSRC 
strengthening in sub-Saharan Africa 

Description To provide some background and an introduction to the subsequent 
round table discussion the session will start with four members of the 
panel sharing their recent experiences of building capacity for health 
system research in Kenya and Malawi. 

Developing research leadership and encouraging the establishment of 
centres of excellence for research is an approach to research capacity 
building that has evolved in many resource poor settings over many 
years. However, recently several different models for research capacity 
strengthening have emerged and currently the Wellcome Trust is 
involved in supporting a number of different approaches. In each of 
these approaches HSRC strengthening forms only one component of a 
broader health research capacity strengthening (HRCS) agenda. The aim 
of this round table is to promote discussion about the strengths and 
challenges of three of these approaches, and to share lessons that can 
contribute to advancing HSRC strengthening in sub-Saharan Africa.  

The first model presented for discussion is that being implemented by 
the KEMRI-Wellcome Trust Collaborative Research Programme which, 
over the past 17 years has built up a critical mass of researchers based 
in Kenya, supported by an international network of collaborators but 
with the aim of research and capacity building firmly in East Africa. Over 
recent years the KEMRI-Wellcome Trust Collaborative Research 
programme has expanded to include an innovative and rapidly 
expanding programme of health systems and social science research 
(HSSR). In 2008 the Wellcome Trust awarded the KEMRI-Wellcome 
Trust Programme an ambitious five year strategic award with the goal of 
developing a cadre of researchers from Kenya and the East African 
region who would be internationally competitive with the ability to lead 
sustainable research programmes.  
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The other two approaches are being supported by a partnership that 
was established by the Wellcome Trust, DFID and IDRC to strengthen 
the capacity for the generation of health research knowledge in Kenya & 
Malawi (HRCS initiative). The aim of the HRCS initiative is to strengthen 
the capacity for the generation of new scientific knowledge within Kenya 
and Malawi, and improve its use in evidence-based decision making, 
policy formulation and implementation. This will be achieved by 
strengthening key academic research and health policy-making 
institutions, and facilitating the collaborative engagement of national 
representatives. Two nationally led Task Forces have been established 
to develop and support the implementation of five year work 
programmes to address these objectives. 

Presentations will be followed by a round table discussion on 
approaches, challenges and opportunities for health system research 
capacity strengthening in sub-Saharan Africa moderated by the Chair. 

  

Title Building health system and social science research leadership in 
Kenya: Challenges and opportunities 

Presenter Jane Chuma 

  

Title Towards addressing national priorities for HSR in Kenya: Some 
novel approaches, challenges and lessons learnt 

Presenter JPR Ochieng’-Odero 

  

Title Strengthening capacity for the generation and translation of new 
health research knowledge in Malawi: Approaches, challenges 
and opportunities 

Presenter Tchaka Ndhlou 

  

Title Insights from HRCS learning activities 

Presenter Sue Godt 
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State‐of‐the‐art approaches for supporting the use of health systems research 
 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Basel) 

Session organizer John Lavis, Professor and Canada Research Chair in Knowledge Transfer 
and Exchange, McMaster University, Canada 

Overview Supporting the use of health systems research requires multi-faceted 
and synergistic initiatives in any given country. The Evidence-Informed 
Policy Networks operating in Africa, Asia and the Americas (and soon to 
begin in the Eastern Mediterranean region) provide an example of a 
nascent effort to support such initiatives. However, there is much to be 
learned as well from state-of-the-art-approaches operating in different 
countries that have not yet been knit together into a coherent approach 
in any single one of those countries. We describe five such state-of-the-
art approaches. 

A top government official from a Canadian province (Adalsteinn Brown) 
has overseen the development of a number of efforts to promote a 
climate that supports research use by health system policymakers and 
stakeholders. A health policy researcher from Lebanon (Fadi El-Jardali) 
has led one of three innovative priority-setting exercises for health 
systems research, which build up from national exercises and engage 
health system policymakers and stakeholders (not just researchers). A 
health services researcher from Chile (Tomas Pantoja) has overseen a 
review of efforts to package systematic reviews to support their use by 
health system policymakers and stakeholders. A doctoral student from 
Canada (Kaelan Moat) has participated in the development of a 
continuously updated repository of syntheses of health systems 
research. Finally, a health services researcher from Norway and South 
Africa (Simon Lewin) has co-developed a set of tools to support health 
system policymakers to find and use research evidence to support 
health system strengthening.  

There is no 'magic bullet' for supporting the use of health systems 
research. The state-of-the-art approaches that would be described by 
members of this panel could become part of a multi-faceted and 
synergistic approach operating in all countries. 

  

Title Promoting a climate that supports research use 

Presenter Adalsteinn Brown 

Overview Objectives: Policymakers have a key role to play in establishing and 
sustaining a climate that supports the use of health systems research in 
decision making by governments and key stakeholders. We describe a 
series of initiatives undertaken at the Ontario Ministry of Health and 
Long-Term Care to establish and sustain a climate to help ensure that 
health policies are informed by the best available research evidence. 

Design/methods: The structures and processes were informed by 
reviews of existing structures and processes at the Ministry, innovative 
structures and processes introduced in other sectors and settings, and 
the available research literature. The structures and processes were 
introduced and iteratively modified over a two-year period based on 
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feedback from policymakers.  

Results: The structures and processes that have been introduced 
include: 1) adapting promotion criteria to include skill development in 
finding and using research evidence; 2) introducing a Research Evidence 
Tool that mandates an explicit description of how research evidence was 
found and used in producing reports submitted to the Ministry 
Management Committee and to cabinet; and 3) making available a 
range of supports, including a Planning Unit that responds to requests 
for Rapid Literature Reviews on high-priority policy challenges and a 
series of workshops about how to find and use research evidence 
efficiently. Positive 'spill-over effects' include that the Ministry's 'raising 
of the bar' has led key health system stakeholders to seek out similar 
training. 

Conclusions/policy implications: In the fast-paced and high-stakes world 
of policymaking, it is critical that policymakers establish a climate that 
supports the use of health systems evidence in strengthening health 
systems. More effort needs to be placed on documenting and evaluating 
initiatives to create a supportive climate for research use if governments 
and stakeholders are to deliver on a commitment to evidence-informed 
policymaking about health systems. 

  

Title Setting priorities for research that addresses pressing health 
challenges 

Presenter Fadi El-Jardali 

Overview Objectives: The lack of relevance of much of the available health 
systems research is a frequently cited barrier to using research evidence 
to support health system strengthening. Many priority-setting exercises 
take a global orientation and are informed primarily by the views and 
experiences of researchers. We describe one of three linked studies 
designed to derive health systems research priorities in three domains 
(financing, health human resources, and the role of the non-state 
sector) based on the aggregation of inputs from national priority-setting 
exercises and the inputs of health system policymakers and 
stakeholders. 

Design/methods: Three teams, each focused on a different region, 
supported a set of national consultations about health system priorities 
with key health system policymakers and stakeholders. Our team 
focused on the Eastern Mediterranean Region and on the topic of health 
human resources. Frequently cited priorities were identified for each of 
the domain, and country specific commonalities and differences were 
noted. A consensus process, with broad representation from a range of 
countries and perspectives, produced a final set of identified priorities. 

Results: Examples of the top priorities for health human resources 
include: extent to which financial and non-financial incentives work in 
retaining human resources; gaps in education and training programs; 
and reasons for health workforce migration. Scoping reviews, systematic 
reviews and primary research is being commissioned and undertaken on 
these prioritized topics. 

Conclusions/policy implications: Priorities for health systems research 
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can be identified by health system policymakers and stakeholders and 
these priorities can be identified in a way that builds up from national 
priority-setting exercises. More effort needs to be placed on engaging 
health system policymakers and stakeholders in identifying priorities for 
health systems research in their respective countries and in identifying 
commonalities and differences across countries. 

  

Title Packaging systematic reviews to support their use 

Presenter Tomas Pantoja 

Overview Objectives: Systematic reviews of health systems research evidence are 
typically not packaged in ways that make it easy for policymakers and 
stakeholders to use them to support health system strengthening. We 
describe efforts under way to package systematic reviews in ways that 
facilitate rapid scanning for relevance and that highlight decision-
relevant information.  

Design/methods: Research literature and websites were reviewed to 
identify efforts to package systematic reviews to support their use. The 
primary target audiences of these packaged products, and the types of 
information highlighted in them, were identified for each effort. 

Results: Seven groups currently package systematic reviews of health 
systems research evidence. The efforts differ in two ways: 1) the extent 
to which the packaged products are written primarily for non-research-
trained policymakers and stakeholders; and 2) the types of information 
that they highlight. One notable effort to package systematic reviews 
involves grading the quality of the available research evidence and 
highlighting local applicability, equity and scaling up considerations. 
Additional groups are involved in preparing policy briefs that draw on 
many available systematic reviews to inform the definition of a health 
system problem, options to address it, and key implementation 
considerations. 

Conclusions/policy implications: Health system policymakers and 
stakeholders can increasingly find and use systematic reviews that have 
been packaged in ways that facilitate rapid scanning for relevance and 
rapid identification of decision-relevant information. More effort needs to 
be placed on using language that is understandable by policymakers and 
stakeholders and on highlighting decision-relevant information, 
particularly the local applicability considerations that are critical for 
those striving to strengthen health systems in low- and middle-income 
countries. 
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Title Facilitating research use through an online repository of 
systematic reviews 

Presenter Kaelan Moat 

Overview Objective: A "one stop shop" for synthesized research evidence about 
health systems makes it easier for health system policymakers and 
stakeholders to find and use research evidence when they need it. 
Health Systems Evidence (www.healthsystemsevidence.org) is a 
continuously updated repository of syntheses of research evidence 
about governance, financial and delivery arrangements within health 
systems, and about implementation strategies that can help inform 
policy decisions. By syntheses we mean systematic reviews, overview of 
reviews, and policy briefs that draw on systematic reviews. We describe 
the distribution of available health systems research syntheses by topic 
and by their link to low- and middle-income (LMI) countries and regions. 

Design/methods: Each research synthesis contained in Health Systems 
Evidence was coded according to the health system arrangement or 
implementation strategy being examined. Each research synthesis was 
also coded according to where included studies were conducted, 
whether the authors were based in a LMI country or region, and 
whether the title, abstract or research question indicated a focus on an 
LMI country or region. 

Results: Of the 1186 research syntheses contained in Health Systems 
Evidence, 977 addressed delivery arrangements, whereas only 63 
address governance arrangements, 83 address financial arrangements, 
and 210 address implementation strategies. Of the 874 research 
syntheses that have been coded by their link to LMI countries and 
regions, 14% include at least one study conducted in a LMI country, 6% 
had at least one co-author based in a LMI country, and 4% had a focus 
on a LMI country or region in the title, abstract, or research question. 

Conclusions/policy implications: There is a large and growing stock of 
research syntheses available to support health system strengthening, 
however, there is a need for more primary research conducted in LMI 
countries, more synthesis authors based in LMI countries, and more 
focus on questions specific to LMI countries. 
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Title Facilitating research use through tools that support capacity 
development 

Presenter Simon Lewin 

Overview Objective: Knowing how to find and use research evidence can help 
policymakers and those who support them to do their jobs better and 
more efficiently. More systematic processes and tools are needed to 
support such evidence-informed policymaking. We describe a series of 
tools developed by the SUPporting POlicy relevant Reviews and Trials 
(SUPPORT) project to help ensure that health policies are informed by 
the best available research evidence. 

Design/methods: The tools are based on experience from workshops for 
policymakers on evidence-informed health policy. The materials were 
adapted from these workshops as well as from other evidence-based 
healthcare resources and resources identified through searches of 
relevant databases (primarily PubMed), websites and through personal 
contacts. The tools were revised based on feedback from policymakers 
and researchers. 

Results: The SUPPORT tools address four areas: (1) Supporting 
evidence-informed policymaking; (2) Identifying needs for research 
evidence; (3) Finding and assessing research evidence, and; (4) Going 
from research evidence to decisions. Each tool is structured using a set 
of questions that guide readers through the tools and indicate how to 
undertake activities to support evidence-informed policymaking 
effectively and efficiently. These activities include, for example, using 
research evidence to clarify problems; assessing the applicability of the 
findings of a systematic review about the effects of options to address 
problems; and organizing and using policy dialogues to support 
evidence informed policymaking. The SUPPORT tools include examples 
and resources from disparate settings and are relevant to low-, middle- 
and high-income countries.  

Conclusions/policy implications: The SUPPORT tools can aid the use of 
the best research evidence available to inform health policy decisions. 
They are available as a series of open access articles (www.health-
policy-systems.com/supplements/7/S1), and have been translated into 
Chinese, French, Portuguese and Spanish (http://www.support-
collaboration.org/supporttool.htm). 
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Improving women's and children's health using community health 
workers: Evidence for integration and scaling up through national 

health systems 
 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Bern) 

Session organizer Mubashar Sheikh, Executive Director, Global Health Workforce Alliance, 
World Health Organization, Switzerland 

Overview Recognizing the need to support countries in the decision to integrate 
and implement Community Health Worker (CHW) activities on a national 
scale and selecting appropriate strategies for the use of CHWs as an 
integral component of their HRH and national health systems, the Global 
Health Workforce Alliance (GHWA) commissioned a study to gather the 
current evidence on wide-scale use of CHWs. The results of the global 
systematic review and country case studies were discussed in a global 
consultation of programme managers, policy-makers and experts 
convened on 29–30 April 2010 at Montreux (Switzerland), to review the 
recommendations of the report, share experiences, and to develop a 
broad agreement on key messages for countries to integrate CHWs into 
their national health workforce. 

Objectives The purpose of this session will be to share with participants the key 
messages that came out of the Montreux process and developments 
that have occurred thereafter, in order to build support for the 
integration of CHWs in national health workforce plans and management 
structures, where appropriate. Experiences with integrating CHWs into 
national health systems will be shared. Discussions will include 
strategies for CHW integration and implementation as part of national 
health systems and HRH planning, and their relevance to increasing 
coverage and attainment of health MDGs. 

Moderator / 
speakers / 
panellists 

Moderator: Mubashar Sheikh (Executive Director, The Global Health 
Workforce Alliance)  

Panellists: Implementing CHW as part of the national health system. 

a) A synthesis of the global evidence and country case studies Prof 
Luis Huicho Professor of Pediatrics Universidad Peruana Cayetano 
Heredia University, Lima, Peru  

b) Country experience with scaling up CHWs (Jere Mwila, Director, 
Human Resources for Health, Ministry of Health, Zambia)  

c) Country experience with scaling up CHWs Francisco Eduardo de 
Campos, Ministry of Health, Brazil 

d) Policy implications for scaling up CHWs as part of the national 
health system, Montreux key messages on CHWs (George W. 
Pariyo, Global Health Workforce Alliance) 
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Format and 
structure 

This session will be a moderated interview style session: 

- Lead speaker gives introductory power point presentation 

- Panellists make brief presentations 

Free discussion follows with audience asking questions or making 
comments (or panellists asking each other questions) and the respective 
speaker (or audience) providing answers or views on issues raised. The 
moderator will help keep the discussions focused on issues of scaling up 
and integration in national systems. 

Expected 
outcomes 

- Identification of practical strategies for integrating and scaling up 
CHWs as part of national health systems  

- Establish linkages between health workforce agenda and health MDGs 
agenda, with a special emphasis on UN SG Global Strategy for 
Women's and Children's health. 
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EU contribution to International Public Health and Health Systems 
Research: Principles, ongoing work, and future priorities 

 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Bern) 

Session organizer Kevin McCarthy, European Commission, Belgium 

Overview EU supported international health research has evolved since the 1980s 
through a series of targeted research funding schemes. In the 7th 
framework programme (2006 -2013) supports to-date some 35 projects 
with a budget of €97 million in this domain. The recent EU 
communication on Global health emphases the crucial role of research in 
the context of achieving the MDGs and universal access to health care. 
Given this momentum, as well as the changing global health research 
landscape, this workshop aims to engage the audience in a debate and 
will have the following objectives:  

1. To provide an overview on EU-funded projects and related trends 
with respect to topics, participants and funding instruments 

2. To present and discuss the coherence of EU research policy with 
other EU policies (e.g. MDGs, sustainability agenda, Africa strategy, 
EU agenda 2020) 

3. To reflect on future research needs together with representatives 
from the international scientific community, civil society and policy-
makers 

Panellists Kevin McCarthy / Göran Tomson / Qingyue Meng / Bocar Kouyate 
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Multidimensional monitoring and evaluation in a fragile state: 
Progress and challenges in Afghanistan 

 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Jura) 

Session organizer Kayhan Natiq, Country Director, Johns Hopkins University Afghanistan 
Office, Afghanistan 

Overview This session discusses examples of how innovative and multi-
dimensional monitoring and evaluation techniques have been used to 
assess and improve the quality of primary care services in the 
challenging context of Afghanistan. The collaborative development of a 
dynamic tool to monitor and manage the quality of primary care 
services in Afghanistan is explored in a presentation on the Balanced 
Scorecard. This monitoring and evaluation tool has succeeded in 
documenting and contributing to impressive improvements in the quality 
of service provision nationally. The following session discusses the use 
of new behavioural and biological surveillance methods to assess 
prevalence of HIV, which has the potential to spread rapidly among 
high-risk populations and possibly into the general population in this 
fragile setting. 

Other presentations use multi-dimensional monitoring and evaluation 
approaches to explore the stewardship and perspectives of key health 
system stakeholders. The application of institutional analysis techniques 
to the Ministry of Public Health (MOPH) helped systematically identify 
weak areas, including lack of capacity and poor linkages at more 
peripheral levels of the health system, as well as strategies for 
improving overall stewardship of the MOPH. The last presentation 
examines the important perspectives of stakeholders often overlooked 
in the health sector, discussing the priorities and perspectives of Afghan 
parliamentarians related to health and health care, which have become 
increasingly politicized in this context. 

  

Title Afghanistan Health Sector Balanced Scorecard 2004 - 2008: 
A tool for monitoring health system performance 

Presenter Lakhwinder Paul Singh Sindhu 

Overview The Balanced Score Card (BSC) was developed as an actionable tool for 
monitoring and evaluating progress in the Afghanistan health sector. It 
was designed through a collaborative process to translate the vision and 
mission of the MOPH into 29 core indicators representing 6 domains 
(Patient & Community Perspectives; Staff Perspectives; Capacity for 
Service Provision; Service Provision; Financial Systems; and Vision), 
together with two composite measures of performance. The benchmarks 
set in 2004 were intended to be attainable goals relevant to the 
Afghanistan context. The BSC is derived from an annual national health 
facility survey conducted by independent evaluators. Each year, over 
600 health facilities are randomly sampled within strata of health facility 
types across all the provinces of Afghanistan; approximately 6,000 
direct observations of patient-provider interactions and patient exit 
interviews, and interviews of more than 1,500 health workers are 
conducted. The indicators are computed as percentages for ease of 
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interpretation. . Remarkable progress has been achieved across all 
domains and provinces in the five years of the BSC. The Capacity for 
Service Provision domain has shown the largest average increase since 
2004, with a gain of 27.9 percentage points, from 48.5% to 76.4%. The 
national median score for the average performance across 26 indicators 
has increased from 50.4% in 2004 to 71.7% in 2008, and all provinces 
except Kabul, achieved a score of more than 60%. Between 2004 and 
2008, the percentage of provinces attaining the upper benchmark of the 
mean score increased from 17.6% to 100%. The innovative adaptation 
of the BSC in the Afghanistan health sector has provided a useful tool to 
summarize the multi-dimensional nature of health services performance, 
increase accountability, and enable decision-makers to strengthen the 
health system by solving problems and learning from successes, a 
process which could be replicated in other countries. 

  

Title HIV behavioural and biological surveillance in post-conflict 
Afghanistan 

Presenter Sibghatullah 

Overview Objective: This is the first study to measure-using integrated 
behavioural and biological surveillance (IBBS), the prevalence of HIV, 
Hepatitis B, Hepatitis C, Syphilis and Herpes among high risk 
populations in Afghanistan.  

Methods: Recruitment of IDUs and FSWs was carried out using 
respondent driven sampling, in which study participants are identified 
through a controlled peer chain referral system. Road transport workers 
and prisoners were recruited using a systematic sampling framework. 
The study included 368 FSWs from Kabul, 365 RTWs working on the 
Kabul-Peshawar highway border crossing; 381 prisoners from Hirat, 350 
prisoners from Kabul, and IDUs from three major cities: Kabul (286), 
Marzar (102), and Hirat (160). With the exception of the FSWs, all other 
respondents were male.  

Results: All participants responded to a standardized questionnaire and 
were anonymously tested for antibodies of HIV and four other 
infections. The results reveal a high prevalence of HIV risk behaviours 
including injecting drug use, solicitation of sex from commercial sex 
workers, and sex with other men were common among these groups. 
No HIV cases were detected among RTWs and FSWs. Among prisoners, 
the HIV positivity rate ranged from 0.6-1.6%; among IDUs, the 
positivity rates ranged from 1-18.2%.  

Conclusion: The presence of HIV among high risk populations suggests 
that this is an emerging epidemic in Afghanistan and evidence of the 
need for on-going surveillance. The further spread of HIV can be 
prevented through a multi-sectoral response that includes primary 
prevention as well as harm reduction services. 
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Title Institutional analysis of Afghanistan's health sector 

Presenter Kayhan Natiq 

Overview Background: Afghanistan has rapidly expanded health services through 
contracting out since 2002, making impressive gains in coverage and 
health outcomes. Given an expanding health system and the importance 
of strong Ministry of Public Health (MOPH) stewardship for continued 
health gains, a critical assessment of the current capacity and 
performance of the MOPH is warranted to examine several challenges 
that threaten its continued strong performance.  

Methods: An institutional analysis of the Afghan MOPH was carried out 
through: review of key policies, strategies, and technical guidelines of 
the MOPH; semi-structured interviews with officials from the central 
MOPH and provincial health offices; and visits to provincial health offices 
in four provinces. The institutional analysis covered the major 
stewardship responsibilities, including: setting the strategic direction of 
the health sector; donor coordination; mobilizing resources; 
accreditation and regulation of the private sector; promoting 
behavioural change of public health importance; and monitoring and 
evaluation. 

Findings: Central and provincial MOPH officials reported involvement in 
nearly all key stewardship functions, but only central MOPH staff 
reported involvement in developing policies, strategies, and technical 
guidelines. A major theme that emerged across functional areas was the 
uneven capacity across provincial health offices. Lack of training and 
effective communication and information sharing mechanisms between 
central and provincial levels appear to be complicating this problem. 
Officials noted that the biggest constraints to carrying out their jobs 
effectively included: lack of operating budget, lack of financial authority, 
over-centralization, lengthy administrative and procurement procedures, 
staff shortages, lack of motivation, and insecurity in some of the 
provinces. 

Conclusions and Implications: Current contracting arrangements with 
NGOs and dependence on them for service provision to communities 
increase the importance of strong coordination with provincial levels of 
the health system. Strategies to accomplish this and address other 
shortcomings identified by the institutional analysis are discussed. 
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Title Parliamentarians’ perception of the public health sector in 
Afghanistan 

Presenter Kayhan Natiq 

Overview Although the public health policy development has been vastly 
consultative within the health sector, there has been limited 
involvement of political institutions in the process. The objectives of this 
study were to: 1) assess the parliamentarians’ perception of the public 
health sector; and 2) measure and document political support for 
continuity of funding for the health sector. 

A representative sample of the parliamentarians was drawn randomly, 
taking into account 10% no-response rate. Almost one-third of the 
parliamentarians (68) filled in the self-administered structured 
questionnaires. The response rate was more than 95%. 

The poll yielded important insights about the perspectives of the 
parliamentarians regarding the public health sector. For example, the 
majority of the parliamentarians agreed that the quantity and quality of 
public health services have improved in their respective provinces. 
However, 54.2% of them did not agree with what the Ministry of Public 
Health (MOPH) has been doing. The bulk of disagreement came from 
perceived lack of information sharing by the MOPH and MOPH inaction 
regarding the control and regulation of private pharmacies, clinics, and 
hospitals. 72.1% of parliamentarians thought the health sector must be 
one of the first three priorities of the government. When asked what 
proportion of the government budget is spent on the health sector and 
what proportion should be spent, the medians of their responses were 
10% and 19% respectively. 

The survey showed that there are some differences between what has 
been done in the health sector and the aspirations of the 
parliamentarians who seemed to be very well aware of the major public 
health issues in the country. It also demonstrated that there is a 
potential untapped opportunity for the MOPH for advocacy and 
attracting more funds for the health sector through the parliament, 
whose members deemed the health sector as one of the most important 
ones in the country. 
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Shaping policy towards universal health coverage 
 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Lucerne) 

Title: Politics of health care reform in East Asia 

Presenter: Soonman Kwon, Professor, Seoul National University, Republic of Korea 

Objectives This paper examines the politics of health care reform towards universal 
coverage in East Asia. Focusing on three health care systems of East 
Asia, namely China, Korea, and Taiwan, it derives key factors in the 
politics of universal health coverage in East Asian countries. 

Methods / 
approaches: 

 

Based on the literature of political economy, the paper builds a 
conceptual framework to explain health care reforms in East Asia. Then 
it tests the validity of the conceptual framework by examining the health 
care financing reforms towards universal coverage in the three health 
care systems. 

Results and 
Discussions: 

Reforms of the three health care systems were initiated by the 
authoritarian political regime for political legitimization and the 
maximization of political support, often through policy elite-led top-
down policy process. Policy learning was also important. In addition to 
lessons from developed countries, what reforms one health care system 
is doing often become a pressure and legitimization for change to other 
health care systems in the same region. As a result, the three health 
care systems have evolved as a mixture of social health insurance and 
tax financing rather than a pure one. Government subsidy to the 
informal sector was essential in universal coverage in East Asia. Profit-
seeking behaviour of entrepreneurial providers will be a big challenge in 
the performance of health care system and health care reforms in the 
future. 

Conclusion(s) China, Korea and Taiwan were successful in health care reforms towards 
a rapid extension of health care coverage. Political will and 
legitimization, policy learning, and financial commitment by the 
government, such as tax subsidy, are key factors to successful health 
reforms in East Asia. 

Co-author(s) Shenglan Tang / Tung-liang Chiang 
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Title Do politics kill? The role of political institutions in health 
inequities in Lebanon 

Presenter Yen-Ting (Bradley) Chen, Doctoral Candidate, Harvard University, 
United States 

Objectives Despite the importance of political institutions in shaping the social 
environment, the causal impact of politics on health outcomes and 
health inequities has been severely understudied. Even when 
considered, the political system is generally not seen as having a direct 
and critical impact on health outcomes or even an indirect impact 
working via its effects on economic conditions.  

This study uses a mixed-methods approach, combining findings from a 
household survey and qualitative interviews, to examine the dynamics 
between political institutions and access to care. In Lebanon, there 
exists a form of "universal coverage," whereby any citizen is eligible for 
coverage of all expenses for cancer treatment, renal dialysis, open-heart 
surgery and organ transplantation, as well as 85 percent of 
hospitalization fees and 60 percent of high-tech ambulatory services 
such as a CT and MRI. However, in practice, we find that due to limited 
enforcement, access to health services is used by political parties as a 
deliberate strategy to gain and reward political support. Individuals with 
higher political activism have significantly better access to health 
services than those who are less politically active.  

We argue that political institutions can have a critical impact on the 
individual level: Competition among political factions and support-
buying strategies in elections have direct and detrimental effects on the 
health of the population and serve as drivers of health disparities in 
Lebanon. A truly universal health care system that provides access 
based on medical needs rather than political affiliation or personal 
connections is needed to alleviate the growing disparities of health in 
the Lebanese population. 

Co-author(s) Melani Cammett 
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Title Institutions and the political economy of universal health 
insurance: lessons from the Australian case 

Presenter James Andrew Gillespie, Deputy Director, University of Sydney, 
Australia 

Objectives Societies introducing universal health insurance (UHI) face daunting 
obstacles from established institutions and interests. In 1984, Australia 
implemented Medicare, a national UHI system, despite well established 
private insurance schemes and entrenched, well-organized opposition 
from private providers of medical care. In An earlier attempt had failed 
because of interest group opposition and unfavourable economic and 
budgetary conditions. This paper draws on recent OECD evidence about 
health system reform. It makes a contribution to emerging theories of 
successful policy innovation and learning and provides useful lessons for 
other nations attempting these reforms.  

Design / methods  

 

This qualitative study uses a process tracing case study to assess 
potential causes of reform and develop an analysis of comparative and 
policy transfer studies. Data sources included: interviews with key 
policy-makers; archival material, and; secondary sources such as 
journals, books and newspapers. 

Results 

 

Implementing Medicare in Australia required effective leadership, a well 
understood diagnosis of the policy problems, and substantial financial 
incentives to disarm opponents - characteristics common to many policy 
innovations. Other causes of success were peculiar to this case: the 
Australian government benefitted from the failed earlier reform attempt 
because the necessary institutional and administrative arrangements for 
Medicare were already in place, and over time, opponents' resistance to 
the scheme softened and public support strengthened. 

However the most critical factor to the government's eventual success 
was its ability to integrate its health programs into broader social and 
economic policy reform agendas after the economy moved into crisis in 
the early 1980s. The strategies used - reshaping UHI as an intervention 
in macro-economic management and industrial relations - offer useful 
lessons in other contexts. 

Conclusions / 
policy 
implications 

Crises create opportunities. This Australian case study shows that it is 
possible to overcome obstacles to reform by shaping UHI policies to 
satisfy policy agendas dominated by failing economic growth and social 
strain.  

Co-author(s) Anne-Marie Boxall 
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Title Tensions between the right to health protection and the 
financial sustainability of health systems 

Presenter Ana Cristina González Vélez, Consultant, CEDES, Colombia 

Background The proposed session will discuss how legal decisions are determining the 
dynamics of health systems: universal coverage, finance, basic packages, 
monitoring and evaluation. National courts take these decisions as a result 
of individual or collective claims, and its impact on health systems remain 
unclear. Therefore, a dialogue between public health and legal fields is 
necessary. Roundtable's organizer and presenter 1 have academic and 
practical experience in both disciplines. They are currently developing a 
joint research (described below -under presenter 1, abstract text-), which 
has a twofold objective: first, to outline a hypothesis for future research 
where information is needed by health policy-makers, and second, to offer 
some input for decision-making related to accelerating universal access. 
Some of the questions that we intend to answer are: Is the judicial sector 
becoming a "tool" in defining basic packages and setting priorities? Is 
jurisprudence affecting the guarantee of universal access? The general 
purpose is to build a dialogue between the abovementioned fields, where a 
public health expert shows the tensions of judiciary decisions for health 
systems, and a law expert challenges the underlying logic of this. This topic 
could be developed in a face to face dialogue, or become part of a broader 
discussion (if it is possible we would like the abstract to be grouped with 
others into a round table). 

Objectives This paper will propose hypotheses on how legal decisions are determining 
the "package" of health services. Using both public health and legal 
analysis, it will address how courts have systematically affected the capacity 
of governments to establish a "basic package" of services in the context of 
universal access and to ensure the sustainability of both the package and 
universal coverage. We will review selected cases (legal suites) that make 
visible this "new" area of concern in healthcare financing and put forth 
questions and hypotheses for future research where data are needed by 
health policy-makers to inform decisions related to accelerating universal 
access (theses cases are focused on HIV). 

This review will focus in Colombia where the Constitutional Court has been 
very active in this domain and where citizens are using the courts to 
demand their rights individually or collectively. The Colombian context is 
typical of national experiences elsewhere in Latin America and in other 
regions.  

The court decisions examined not only oblige governments to provide 
particular services to a person or a group of people, but have established 
those services as a right to which the entire population is entitled, even 
when the original individual claim was dissociated from the universal access 
question. These decisions have two consequences: the "basic package" 
becomes larger while financial repercussions threaten universal access. Is 
the judicial sector becoming a "tool" for defining basic packages, to set 
priorities? Is jurisprudence affecting the guarantee of universal access? 
While there is no standard methodology being used by governments to 
define basic services, the judicial system is pushing for such a definition, 
impacting the financial well-being of the entire healthcare system and, as a 
consequence, the universal access. 

Co-author(s) Juanita Duran Velez 
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Quality assurance performance: Establishing robust systems 
 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Neuchâtel) 

Title Systemic quality improvement in Sud Kivu 

Presenter Anselm Schneider, Programme Director, GTZ, Democratic Republic of 
Congo 

Objectives In the eastern part of the Democratic Republic of Congo, gender based 
violence is being used as arm of war to destabilize families and 
communities.  

The GTZ health program (D2VS) supports the Congolese health 
department through the implementation of a systemic and continuous 
quality improvement approach in caring for sexual violence victims in 
the province of Sud Kivu.  

Systemic Quality Improvement (SQI) is used as a vehicle in transporting 
gender based violence issues in order to improve quality of health 
services.  

The SQI concept was adapted to the political and societal context of Sud 
Kivu. Its main characteristics are: 

- The approach is applied to the entire province of Sud Kivu: 34 
health district teams, 34 regional hospitals and 562 health centres; 

- Domains included are related to Health system strengthening and 
gender based violence; 

- SQI is organized as positive competition based on the mastering of 
processes; 

- A simplified scoring system was developed;  
- All aspects involved in the self assessment will be audited; 
- Participants are health districts as entity; 
- Key stakeholders are Ministries of Health (MoH), Ministries of 

Gender (MGEF) and Planning, Communities, Confessionals, NGOs 
and Associations. 

The Quality of care is assessed through quality dimensions applicable to 
health centres, health district teams and hospitals such as Accessibility 
of services, Continuous improvement, Technical competencies, 
Leadership / Governance, Community participation, Rationalization and 
Satisfaction.  

Approximately fifty aspects per type of health facilities were developed 
and are used as evaluation criteria within the concerned quality 
dimensions. 

The flexibility of the SQI approach makes it possible to take into account 
national priorities and as well as specific priorities of the Province of Sud 
Kivu. The strengthening of norms and standards, and the improvement 
of quality services contribute to a better state of health of the Congolese 
people, specifically victims of gender-based violence. First results will be 
available on the conference. 

Co-author(s) Yaya Souaré / David Yondo / Dieudonné Motemankele / Sabine Ablefoni 
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Title Quality of maternal health systems in Eritrea and Malawi: 
Implications for scaling up skilled delivery care 

Presenter Mona Sharan, MCH Specialist Consultant, World Bank, United States 

Objectives The role of health systems in reducing maternal mortality is becoming 
prominent but the evidence base to support health system 
strengthening strategies is inadequate. We examine the quality of 
maternal health services in Eritrea and Malawi to understand system 
deficiencies and the implications for scaling up skilled delivery care 
within the context of MDG 5. The study focuses on five dimensions of 
health system quality (availability, accessibility, management, 
infrastructure, and process) and the causes of hospital admissions and 
maternal deaths. 

Methods Nationally representative samples of health facilities were surveyed (118 
in Eritrea and 86 in Malawi). Medical records of all patients admitted for 
obstetric complications in 2007 were reviewed. In Malawi, an additional 
qualitative study was carried out with 25 key informants.  

Results There are only 11 CEmOC facilities in Eritrea, and the facilities are 
grossly understaffed. As a result, there is significant pressure on the 
infrastructure and providers. Compliance with clinical care standards 
was optimal and the case fatality rate (CFR) was low (0.58%). In 
Malawi, the quality of patient care and management was an important 
determinant of patient survival. The CFR was 2.4% (range 1.0-6.9%), 
much higher than the maximum rate of 1% established by UN Process 
Indicators for EmoC services. Postpartum sepsis accounted for one-third 
of maternal deaths at hospitals suggesting poor management of 
infection. Negligence by health providers and shortages of blood supply 
led to acute failures in emergency obstetric care provision. 

Conclusion(s) Even under resource constraints, the quality of care in Eritrea is 
satisfactory. Scaling up skilled delivery care under current human 
resource shortages, however, runs the risk of deteriorating quality of 
care. Malawi, in contrast, has scaled up delivery care but there are 
critical gaps in patient care and management of obstetric services. We 
conclude that improving the quality of health systems, particularly, 
human resources, infrastructure and patient care should be prioritized 
when scaling up skilled delivery care to reach MDG 5.  

Co-author(s) Saifuddin Ahmed / Mismay Ghebrehiwet / Khama Rogo 
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Title Improving health systems: Analysis of the results from 27 
improvement collaboratives in 12 countries 

Presenter Lynne Miller Franco, Director of Research and Evaluation, HCI Project, 
University Research Co., United States 

Objective Health systems are struggling to ensure evidence-based interventions 
are delivered effectively to achieve expected outcomes. Yet, little 
evidence is available on how health interventions can most effectively 
be implemented. Quality improvement provides a framework for 
learning how to overcome health system bottlenecks by using the 
intimate knowledge and creativity of front-line workers to develop and 
test solutions to common implementation problems. This study 
examined the effectiveness of the improvement collaborative - a quality 
improvement approach that engages multiple teams to test, share and 
spread effective innovations in a single topic area, be it clinical or 
management-related. 

Methods To assess the collaborative method's ability to achieve significant and 
sustainable improvements, we analysed data on provider compliance 
with standards (standard method of measuring improvement 
interventions' effectiveness) and selected outcomes from 27 
collaboratives in 12 countries. The dataset included 135 time series 
charts that pooled results from over 1,300 teams, averaged 28 months 
of data per chart, and covered 81 indicators related to maternal, 
newborn and child health, HIV/AIDS, family planning, malaria, and 
tuberculosis.  

Results Results show that 88% of these charts achieved performance levels of 
80% or higher, and 76% reached at least 90% performance, even 
though two-thirds had baseline performance below 50%. Across the 
collaboratives, regardless of baseline and topic, teams achieved average 
increases of 51.9 percentage points (SD = 28.0, range 0-100%) per 
chart. This performance was maintained for an average of 13 months 
(69% of time of subsequent observation). 

Conclusion(s) This research shows the power of improvement methods to raise health 
systems performance and argues both for investing health systems 
research on how to do quality improvement more cost-effectively on a 
large scale, and for integrating quality improvement approaches 
(multiple sites developing and testing of local innovations to systems 
bottlenecks) into health systems research design.  

Co-author(s) Lani Marquez 
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Title Low cost quality improvement approach in public health 
systems in India 

Presenter Amit Paliwal, Senior Technical Expert, German Technical Cooperation 
(GTZ), India 

Objective To develop a standards-based assessment of hospitals for internal 
quality improvement and for external performance management as a 
precursor to a formal accreditation programme 

Methods In 2004, the Department of Health sought technical assistance to 
establish a state-wide quality management programme. An initial review 
in June 2004 showed there were many opportunities for improvement 
but hospital directors had limited capacity or authority to manage 
changes. A programme was agreed to develop a tool to assess baseline 
of a sample of hospitals 

 

- 12 hospitals were identified by Health Department 

- hospital directors were given an introduction to design and use of 
organizational standards and then formed three working groups to 
adapt (with permission) UK HAP standards to Himachal,  

- following training in self-assessment, draft standards were used to 
establish a baseline profile of each hospital (April 2005) 

- results were aggregated to test standards and procedures, to show 
variations within and between hospitals, and to develop action plans 
for improvement and for external facilitation  

- the self-assessments were repeated in November 2005 in preparation 
for external peer review by other pilot hospitals 

- A 2nd self assessment was conducted after 18 months, and 
compliance went up to 51% 

Results Initial baseline compliance with draft standards was 40% (range 21- 
70). Many innovative models of local good practice were found, but 
most hospitals lacked internal systems, Eighteen months later, 
compliance had increased overall but variations indicate further 
priorities for management action.  

In India, same model has been used in 3 other states, covering almost 
50 secondary hospitals and 200 primary Healthcare institutions. 

Conclusion(s) This low-cost approach has begun to identify and resolve many of 
challenges faced by pilot sites and could be a model for other countries. 
In particular it has shown importance of long-term planning and funding 
for such programmes and for collaboration and reciprocal response by 
Health Department to the findings in pilot sites. 

Co-author(s) Bruno Dujardin 
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Harmonizing health resource tracking and policy planning for 
increased efficiency, impact 

 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Ticino) 

Session organizer Douglas Glandon, Senior Analyst, Health Systems and Financing, Abt 
Associates Inc., United States 

Objectives After the session, participants should be able to: 

1) List key benefits and barriers associated with linking resource 
tracking and health policy planning; 

2) Describe several country-level strategies for increasing the 
efficiency and policy impact of resource tracking efforts in the 
HIV/AIDS sector 

Description This workshop will begin with an overview of the concept and methods 
of several internationally recognized in-country health resource tracking 
activities, including National Health Accounts (NHA) and the National 
AIDS Spending Assessment (NASA), and how the results of these 
activities can be applied to a country's health and HIV policies. In small 
groups, participants will identify technical, logistical, and political 
barriers limiting the use of health expenditure information in country-
level policy planning processes and then brainstorm potential solutions 
for each. 

After each small group presents its barriers and proposed solutions, 
workshop facilitators will use a current country case study from Vietnam 
to present practical, replicable 'lessons learned' for addressing these 
challenges. Through the Vietnam case study, participants will learn 
about: methods for integrating resource tracking activities, such as NHA 
and NASA, with HIV sector strategic planning, monitoring, and 
evaluation; identifying and exploiting overlaps in disparate in-country 
health financing activities and combining data collection to increase 
efficiency (reducing time, cost, and respondent burden); and 
coordinating large stakeholder groups (including multiple government 
structures and international partners) to build consensus and maximize 
policy impact. 

Related 
publications 

- Carlson, Ken and Douglas Glandon. June 2009. Tracking household 
health expenditures in developing countries through major 
population-based surveys. Bethesda, MD: Health Systems 20/20 
Project, Abt Associates Inc. 

- Young, Darwin and Douglas Glandon. March 2009. Policy Brief. 
National Health Accounts (NHA) Subaccounts: Tracking health 
expenditures to meet the Millennium Development Goals. Bethesda, 
MD: Health Systems 20/20 Project, Abt Associates Inc. 

  

Other key 
persons 

Ha Nguyen / Yogesh Rajkotia 

 
 



 

305. 

Scaling up Integrated Community Case Management Programmes in Africa: 
Learning from health systems research 

 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Valais) 

Session organizer Stefan Peterson, Professor of Global Health, Division of Global Health 
(IHCAR), Department of Public Health Sciences, Karolinska Institutet, 
Sweden 

Overview Countries and the international community have identified integrated 
community case management (iCCM) delivered by community-based 
health workers (CBHWs) as an important strategy to expand coverage 
of treatment for common child illnesses and ultimately to reduce under-
five mortality. Scaling-up the iCCM strategy and strengthening 
community health systems face challenges similar in all health systems, 
such as ensuring: 1) links to other levels of the health system; 2) high 
quality service delivery; and 2) on-going monitoring, supervision and 
supply chains.  

Operational research about iCCM can illuminate the strengths and 
weaknesses of the iCCM strategy and provide evidence of how to 
improve programme implementation. In this panel, we bring together 
research which explores the effects of introduction of iCCM on broader 
health systems in countries, the performance of CBHWs in providing 
services, and the necessity of health systems supports for iCCM. 

We examine a new definition for effective access to treatment for child 
illnesses in Malawi and Zambia and how the iCCM strategy could expand 
effective access. In Burkina Faso, the implementation of the home-
based management of malaria shows a reduction on the workload of 
peripheral health facilities. We report on the performance of CBHWs in 
providing integrated management of malaria and pneumonia with Rapid 
Diagnostic Tests in Zambia and Uganda, and how drug supply, training 
and supervision contributed to high performance in Zambia. In Malawi, 
we use qualitative methods to explore the challenges in providing 
systems supports in the first year of scaling up the iCCM strategy. 

  

Title Access to case management for childhood illness: Worse than we 
thought 

Presenter Tiyese Chimuna 

Co-authors Tanya Guenther / Salim Sadruddin / Jeanne Koepsell / Charles Ocan / 
Tiyese Chimuna / David Marsh 

Overview Objectives: Curative interventions for childhood infection in low-income 
countries ideally should be accessible round-the-clock because children 
fall ill unpredictably and can die quickly. Health planners commonly 
define access to health services as the proportion of a population within 
five kilometres of a health facility. We aim to measure "effective 
access," i.e., the proportion within this perimeter, corrected for seasonal 
geographic or other barriers, staffing patterns and treatment 
availability. 
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Methods: We will use two access indicators: (1) access to preventive 
interventions (the current definition) and (2) access to curative 
interventions (% population within 5 [or 10] kilometres of continuously 
accessible, available services). We will apply these definitions in districts 
in Malawi and Zambia. 

Results: The results are likely to show that the proportion of the 
population lacking access to case management is far greater than 
originally estimated. We will assess the contribution of seasonality, 
staffing and stock-outs to the increments. 

Conclusions: The findings will inform strategies to deliver curative 
interventions in low income countries in which most child death occurs 
in predominantly rural areas where access is a challenge. The normative 
definition of access suits preventive interventions because under-
staffed, under-equipped, and under-supplied facilities can serve as 
staging points for outreach teams which bring their own personnel and 
interventions. However, unstaffed or un-supplied facilities can not save 
the lives of sick children. Health planners should not rely on falsely 
reassuring access measures, especially since non-facility strategies can 
deliver the interventions. 

  

Title Home Management of Malaria: A potential strategy to reduce 
workload for health facilities in malaria endemic countries 

Presenter Alfred Tiono 

Overview Objectives: The Home Management of Malaria (HMM) is one of the key 
strategies to reduce the burden of malaria for vulnerable population in 
endemic countries. It is based on the evidence that well-trained 
communities health workers can provide prompt and adequate care to 
patients close to their homes. The strategy has been shown to reduce 
malaria mortality and severe morbidity and has been adopted by the 
WHO as a cornerstone of malaria control in Africa. However, the 
potential fall-out of this community-based strategy on the work burden 
at peripheral health facilities has never been investigated. 

Methods: We have conducted a two-arm interventional study in a rural 
health district of Burkina Faso. The HMM strategy has been implemented 
in seven community clinics catchment's area (intervention arm). For the 
other seven community clinics in the control arm, no HMM intervention 
was implemented. In each of the study arms, presumptive treatment 
was provided for episodes of fevers/malaria (defined operationally as 
malaria). The study drug was artemether-lumefantrine, which was sold 
at a subsidized price by community health workers/Key opinion leaders 
at the community level and by the pharmacists at the health facility 
level. The outcome measured was the proportion of malaria cases 
among all health facility attendance (all causes diseases) in both arms 
throughout the high transmission season. 
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Results: A total of 7,621 children were enrolled in the intervention arm 
and 7,605 in the control arm. The proportions of malaria cases among 
all health facility attendance (all causes diseases) were 21.0%, 
(445/2,111, 95% CI [19.3%-22.7%]) and 70.7% (2,595/3,671, 95% CI 
68.5%-71.5%), respectively in the intervention and control arms 
(p < 0.0001). 

Conclusions: The findings of the study suggest that implementation of 
HMM, by reducing the workload in health facilities, might contributes to 
an overall increase of the performance in peripheral health facilities 

  

Title Can lay community health workers be trained to use diagnostic 
aides to distinguish and treat malaria and pneumonia in 
children? Lessons from rural Uganda 

Presenter David Mukanga 

Overview Background: Malaria and pneumonia are the leading causes of morbidity 
and mortality in under-5 children in Uganda, contributing to 26% and 
17-19% of child mortality, respectively. For febrile children with cough 
and rapid breathing WHO/UNICEF recommends integrating malaria and 
pneumonia care in the community. Previous studies show community 
health workers (CHWs) can be successfully trained to manage 
pneumonia and malaria separately. We assessed CHWs performance in 
managing both malaria and pneumonia. 

Methods: The study was conducted in Iganga district, East Uganda. 
Fourteen CHWs from 7 villages were evaluated in correct assessment, 
classification and treatment of febrile illness immediately after an 8-day 
training. Each CHW was observed managing 13 children who did not 
require referral. The validity of CHWs use of RDTs to detect malaria and 
respiratory timers to diagnose pneumonia was estimated using a 
laboratory scientist's RDT cassette repeat readings and a paediatrician 
repeat count of the respiratory rate, respectively. The paediatrician and 
laboratory scientists were trained in the use of these diagnostic tools, 
and observed one CHW at a time using a pretested checklist.  

Preliminary Results: The children's mean age was 20.2 months (SD 
13.1). CHWs' mean temperature readings were 37.30 against 37.36 for 
the paediatrician (t=-1.45, p=0.15). No CHW performed a respiratory-
rate repeat count as per training, however their readings were 80.8% 
(147/182) in agreement with the paediatrician (Kappa 0.646, p=0.000). 
CHW RDT readings were all (182/182; 100%) in agreement with the 
laboratory scientist. 

CHWs diagnosis was 78% (142/182) in agreement with the 
paediatrician. Only 83.3% (55/66) of children with fast breathing were 
prescribed an antibiotic, while 6.0% (7/116) without fast breathing were 
prescribed an antibiotic. Coartem was prescribed for all 134 RDT 
positive children, and 4.2% (2/48) of the RDT negatives.  

Conclusion: CHWs can be trained to effectively manage febrile children 
with both malaria and pneumonia. 
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Title Capacity of community health workers to provide integrated 
management of malaria and pneumonia in rural Zambia 

Presenter Davidson Hamer 

Overview Objectives: To evaluate the capacity of community case workers (CHW) 
in rural Zambia to use rapid diagnostic tests (RDT) and provide 
integrated management of malaria and pneumonia. 

Design/methods: Data were collected during a cluster-randomized 
controlled trial that compared two models for community-based 
management of malaria and/or non-severe pneumonia in children in 
rural Zambia. CHWs in the intervention arm were trained to use RDTs 
and follow a simple algorithm for classifying children under five years 
old with fever and/or fast breathing, and to treat malaria with 
artemether-lumefantrine and pneumonia with amoxicillin. The CHWs 
provided monthly reports to the rural health centres and underwent a 
performance assessment quarterly. CHW records were reviewed to 
assess the ability of the intervention CHWs to appropriately classify 
malaria and pneumonia, treat children correctly, and account for 
supplies. 

Results: The intervention CHWs (n = 18) were mostly men (83%) with 
some education (72% secondary; 28% primary school), and had 
practiced a mean of 7.0 years. During the 12-month study, CHWs 
evaluated 1,017 children with fever and/or fast/difficult breathing and 
appropriately classified them as having malaria and/or pneumonia 
94-100% of the time. The lowest appropriateness of classification of 
illness occurred in children (n = 214) who were RDT-negative with rapid 
breathing (94%). Correct treatment for malaria or pneumonia was 
provided to 94-99% of children, based on initial disease classification. 
Supply management by CHWs was excellent with full accounting for 
98.9-99.6% of RDT, amoxicillin, and artemether-lumefantrine.  

Conclusions: Volunteer CHWs in rural Zambia are capable of 
appropriately classifying malaria with the use of RDTs, pneumonia, and 
overlapping presentations of these two diseases. They also are able to 
appropriately prescribe treatments and manage drug and commodity 
supplies. Good initial training and monthly supervision at rural health 
facilities were key contributors to the success of this integrated 
community case management programme. 
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Title Health systems supports for community case management in 
Malawi: Lessons from the first year of implementation 

Presenter Jennifer Callaghan 

Overview Objectives. Community case management (CCM) is a growing strategy 
that aims to increase coverage of child illness treatment to achieve 
MDG4. As CCM programs scale up, they often encounter challenges in 
delivering health systems supports, including supervision, drug supplies 
and materials and equipment, to community-based health workers 
(CBHWs). In Malawi, CCM of childhood illness is provided by of a cadre 
of CBHWs known as Health Surveillance Assistants (HSAs). This study 
1) describes the types and levels of health systems support for CCM in 
Malawi; 2) explores perceptions of supports needs for CCM of HSAs and 
district managers; and 3) identifies constraints and facilitating factors 
for provision of supports. 

Design/Methods. A qualitative case study of health systems support for 
CCM was conducted in six districts as a follow-up to a quantitative 
assessment of quality of care provided by HSAs. Data was collected 
through semi-structured in-depth interviews with managers at the 
district and health centre level and through focus groups with HSAs. A 
total of 29 individual interviews and 4 focus groups are included in the 
analysis. 

Results. Implementation of health systems supports was delayed up to 
6 months following training. HSAs collect drug supplies at the nearest 
health centre in most cases, and inadequate supply of drugs at the 
health centre was a key constraint. Supervision was primarily delivered 
by district level managers, while two districts trained lower-level staff to 
perform routine supervision of CCM. The job aid with the assessment, 
classification and treatment algorithms was considered a key to the 
program's success by all informants. 

Conclusions. The experience from the first year of implementation in 
Malawi demonstrates that programs should carefully develop integrated 
supports at the start of the programme. Qualitative studies can enrich 
the interpretation of quantitative studies and provide important, 
actionable results for community-based health systems. 
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Health System Financing and the Path to Universal Coverage: 
Voices of Experience 

 
 
Session time and 
venue 

Tuesday, 16:00-17:30 (Geneva - Stravinsky) 

Session organizer David Evans, Director, Health Systems Financing, World Health 
Organization, Switzerland 

Overview The World Health Report of 2010, entitled "Health Systems Financing: 
the Path to Universal Coverage", will be launched on 22 November 
2010. It draws on wide country experience of what works and what does 
not work as countries seek to move closer to universal coverage and 
seek to maintain the gains they have made. The session will begin with 
a brief overview of some of the key messages of the Report but will then 
turn to questions more relevant to research. There have been many 
academic studies on the types of financing strategies and reforms that 
might encourage a more rapid move towards universal coverage and 
many case studies of individual experiments. There has also been 
increasing research on how to translate research findings into policy. 
However, little attention has been paid to what policy-makers actually 
do and what they have learned from their experience and whether the 
questions that researchers have asked are relevant to policy-makers 
needs. One of the themes of this session could be considered to be 
"Policy into Research", something that is necessary to complement the 
"Research into Policy" focus of much of the research community over 
the last decade. After the introduction of the World Health Report, 
speakers from Thailand, Mexico, and South Africa will report on their 
experiences, what is known about what works and does not work in 
their settings, what research remains to be done, and whether it is 
possible to interest researchers and research funders in the most 
important remaining questions. 

  

Title The World Health Report 2010 - Health Systems Financing: the 
Path to Universal Coverage 

Presenter David Evans 

  

Title Thailand: The challenges of moving towards universal coverage 
and maintaining current gains - implications for research 

Presenter Viroj Tangcharoensathien 

Overview Thailand made significant progress within a rather short period of time 
moving towards universal coverage through a mixed system of tax-
based financing and social health insurance. Dr. Viroj will present how 
Thailand managed to do it under its political environment, what are the 
challenges it is currently facing, and the issues for research. 

  



 
Health System Financing and the Path to Universal Coverage: 

Voices of Experience 
 

 

312. 

Title Mexico 

Presenter Julio Frenk 

Overview Mexico is a lower middle income country with a large population. 
Formerly Minister of Health in Mexico, Dr. Julio Frenk instigated and 
managed reforms designed to bring health insurance coverage to the 
poor. He will reflect on his experiences and what has happened since his 
mandate ended, again focusing on the research implications. 

  

Title South Africa 

Presenter Anbon Pillay and/or Motlakapele Aquina Thulare 

Overview South Africa has recently made a commitment to develop a National 
Health Insurance System. The first attempt was delayed, and there is 
now a renewed effort to implement it. Drs Pillay or Thulare will speak of 
the lessons learned in their progress to date - do they have the 
necessary information to develop policy, and what are the implications 
for research. 
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Driving Smart Policies for UHC: Creating incentives for good research to 
inform policy 

 
 
Session time and 
venue 

Wednesday, 16:00-17:30 (Geneva - Stravinsky) 

Session organizer Robert Hecht, Managing Director, Results for Development Institute, 
United States 

  

 Panel Speakers 

 Irene Agyepong 

 Muhammad Ali Paté 

 Lyn Squire 

 Ximena Aguilera 

 Julio Frenk, Dean 

Presentation Promoting Evidence-Based Policy: It's the Incentives, Stupid. 

 Lyn Squire 

Overview Why does the vast majority of health systems research never make it 
into the hands of policy makers, or end up being used to formulate 
smart policies? What can we do to fix the situation?  

This session will address the above questions, exploring the challenges 
and opportunities in forging closer linkages between the production of 
policy research and demand for evidence-informed analysis from senior 
policy makers in ministries of health, national health financing agencies, 
and other key institutions. New ideas will be proposed for the use of 
incentives to drive stronger connections between research, policy 
design, and implementation, to achieve Universal Coverage and other 
broad health sector goals.  

Moderated by Results for Development Institute’s Managing Director 
Robert Hecht, the session will be a lively exchange of ideas among 
thought leaders and senior policy makers including Lyn Squire, the 
former president of the Global Development Network; Julio Frenk, Dean 
of the Harvard School of Public Health and former Minister of Health of 
Mexico; Ximena Aguilera, Specialist in Public Health at the Center of 
Epidemiology and Public Health Policy, University of Chile; Muhammad 
Paté, Executive Director/CEO, National Primary Health Care 
Development Agency (NPHCDA), Nigeria; and Irene Agyepong, Regional 
Director, Ghana Health Service .  

The panellists will focus on how more low and middle income countries 
can be successful in building “virtuous circles” between senior health 
officials and the health policy and systems research community. 
Potential questions for discussion include:  

What kinds of incentives could be designed to encourage policy 
researchers to produce high quality, relevant findings?  
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- How can government officials be encouraged to use these findings in 
shaping UHC reforms?  

- What other instruments have been tried recently?  

- What methods should be piloted in the coming years? 

The moderator will call on selected representatives of development 
assistance organizations to comment on the panellists’ observations and 
recommendations, before opening the session to questions from the 
audience.  
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Large scale effectiveness evaluation 
 
 
Session time and 
venue 

Thursday, 16:00-17:30 (Geneva - Stravinsky) 

Session organizer Ties Boerma, Director, Health Statistics and Informatics, World Health 
Organization, Switzerland 

Overview The aim of the panel is to share and discuss the design and reporting of 
large-scale public health effectiveness evaluations. This includes lessons 
learned from evaluations of country-specific initiatives to strengthen 
health systems and improve population health; new methodological 
challenges involved in evaluating the scale-up of programs in low- and 
middle-income countries to achieve the Millennium Development Goals, 
and the limitations of traditional evaluations designs in this context; 
proposals for the way forward on designing and reporting on large-scale 
public health effectiveness evaluations that reflect current best practice.  

  

Title Evaluating health systems strength in Afghanistan: Results and 
lessons learned 

Presenter Anbrasi Edward 

Overview In the past decade the balanced scorecard has gained momentum as a 
popular strategic management performance tool, both in industry and 
health care. The comprehensive framework integrates multiple 
performance domains through strategy maps, distinguishing it from 
traditional metrics of health organization performance and facilitates 
performance benchmarking fostering a culture of accountability. In 
2004, Afghanistan pioneered the adaption of the scorecard to manage 
the performance of the basic package of health services. 

The framework comprises six performance domains with 29 key 
performance indicators. Independent performance assessments were 
conducted nationally every year between 2004 and 2008, through 5500 
patient observations and exit interviews and 1500 provider interviews in 
>600 facilities selected by stratified random sampling in each province. 
By 2008, all provinces achieved the national upper benchmark set in 
2004, and there was a progressive significant improvement in all 
domains; Patient and Community Satisfaction of Services (65.3 to 84.5, 
p<0.0001), Provider Satisfaction (65.4 to 79.2, p<0.05), Capacity for 
Service Provision (47.4 to 76.4, p<0.0001), Quality of Services (40.5 to 
67.4, p<0.0001), and Overall Vision for Pro-poor and Pro-female Health 
Services (52.0 to 52.6, p<0.01). Improvements in the financial domain 
were also significantly higher in 2007, (84.4 to 95.7, p<0.05), after 
which user fees were eliminated. 

Although, appropriate scorecard reconfigurations are mandatory to 
accommodate changes in a shifting health system landscape, the 
evidence of policy change and resource allocation, and benchmarking 
based on scorecard performance, illustrates the plausibility of the 
framework as a strategic measurement tool for managing health system 
performance in LMIC. Deficient performance was primarily addressed at 
the policy and NGO level following dissemination. However, additional 
efforts are warranted to cascade the scorecard results to the managers 
and frontline providers to institute appropriate performance 
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improvement measures at the sub-national level, to enhance the utility 
of the scorecard as a communication tool. 

Other key 
persons 

David Peters / Gilbert Burnham 

Title Evaluating child survival programs in sub-Saharan Africa 

Presenter Jennifer Bryce 

Overview ....on behalf of the Independent Evaluation Team for the Catalytic 
Initiative to Save One Million Lives 

 

Programs to reduce child mortality are the target of new resources and 
redoubled commitment as the 2015 target for achieving the Millennium 
Development Goals approaches. This paper reports on methodological 
lessons learned in recent evaluations of large-scale programs to reduce 
child mortality, including the Multi-Country Evaluation of the Integrated 
Management of Childhood Illness, the Accelerated Child Survival and 
Development project and the Catalytic Initiative to Save One Million 
Child Lives. We address the advantages and disadvantages of 
prospective versus retrospective evaluations; the challenges of 
documenting program implementation and contextual factors; the 
challenges associated with evaluating programs that are adapted to 
meet the needs of specific country contexts and that change over time 
in response to local needs and events; and strategies for promoting the 
uptake and use of evaluation findings to strengthen programs. We close 
with recommendations for how future evaluation designs can respond to 
the realities of evaluating complex programs in a changing development 
landscape. 

Title Evaluating the Avahan project for HIV prevention in Karnataka 
State, India 

Presenter Catherine Lowndes 

Overview Avahan, the Bill & Melinda Gates Foundation-funded India AIDS 
Initiative, is a large HIV prevention programme, aiming to reduce HIV 
incidence in the general population of the six states most affected by 
the epidemic in India, through implementation of intensive, high 
coverage peer-led HIV preventive interventions targeted towards core 
and bridging groups. Here we present an interim assessment of Avahan 
in Karnataka state, where the intervention has been implemented in 18 
districts covering an estimated 60,000 female sex workers (FSWs). The 
evaluation is based on a conceptual framework that breaks down the 
evaluation process into an assessment of a logical sequence of 
programme implementation, intermediate outcomes and impact. 
Methods include tracking of standardized process indicators and detailed 
costing data, cross-sectional bio-behavioural surveys of FSWs, sentinel 
ANC prevalence data and mathematical modelling within a Bayesean 
framework. Results provide strong evidence for successful 
implementation and scale-up of the Avahan programme in Karnataka, 
with average costs falling with increased scale. There is also plausible 
evidence that increases in condom use by FSWs have occurred and that 
these are associated with exposure to the programme. Data and 
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mathematical modelling provide plausible evidence for a significant 
impact of the programme on HIV rates among FSWs and their clients, as 
a result of increases in condom use in commercial sex encounters. 
These interim analyses provide plausible (if early) indications that 
Avahan is having a positive impact on rates of condom use in 
commercial sex encounters, and that this is beginning to translate into 
reductions in HIV prevalence and incidence among FSWs and their 
clients. The methodological challenges of designing and implementing 
the evaluation reflect those associated with “real-world” evaluations of 
large-scale programs. 

Title National Evaluation Platforms: A solution that serves 
governments and their partners 

Presenter Robert Black 

Overview The evaluation of large-scale programmes and initiatives aimed at 
improving health in low and middle income countries requires a new 
approach. Traditional evaluation designs comparing areas with and 
without a given programme are no longer relevant at a time when 
multiple programmes are being scaled up in virtually every district in the 
world. We propose an evolution in evaluation design – a national 
platform approach that uses the district as the unit of design and 
analysis; is based on continuous monitoring of different levels of 
indicators; collects additional data before, during and after the period to 
be evaluated through various methods; uses various analytical 
techniques to deal with various data gaps and biases; and includes 
interim and summative evaluation analyses. This new approach will 
promote country ownership, transparency and donor coordination while 
providing a rigorous comparison of the cost-effectiveness of different 
scale-up approaches. 

Other key 
persons 

Jennifer Bryce / Ties Boerma / Cesar Victora 
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Launch of implementation research platform: purpose and scope 
 
 
Session time and 
venue 

Tuesday, 12:45-13:45 (Zürich - Miles Davis) 

Session organizer Abdul Ghaffar, Executive Director, Alliance for Health Policy and 
Systems Research, World Health Organization, Switzerland 

  

Title Opening remarks 

Presenter Tore Godal 

  

Title How this platform is considered to be useful for strengthening 
National Health Systems and also achieving the MDGs 

Presenters Irene Akua Agyepong / Fatimata Moussa / Srinath Reddy / Tariq Bajwa 
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Launch of REBUILD: A new DFIDfunded Research Programme Consortium 
on Health Systems (financing and human resources) in Fragile States 

 
 
Session time and 
venue 

Tuesday, 12:45-13:45 (Vaud) 

Session organizer Tim Martineau, Senior Lecturer in HR Management, Liverpool School of 
Tropical Medicine and Barbara McPake, Director and Professor, Queen 
Margaret University, Edinburgh, United Kingdom 

Overview REBUILD’ Research for Building Pro-Poor Health Systems During the 
Recovery from Conflict is a new research programme supported by the 
UK Department for International Development and led by Tim 
Martineau, Liverpool School of Tropical Medicine and Barbara McPake, 
Queen Margaret University.  

Decisions made in the early post-conflict period can set the long-term 
direction of development for the health system. Effective and well-
targeted public services and well-informed regulatory measures support 
a complementary role for the non-state sector. This research 
programme with its core partnerships in Cambodia (the Cambodian 
Development Research Institute), Sierra Leone (the School of Nursing, 
University of Sierra Leone), Uganda (School of Public Health and 
Department of Women’s Studies, Makerere University) and Zimbabwe 
(Biomedical Training and Research Institute, Harare) will focus on the 
particular opportunities that arise during the recovery from conflict. 

The session will consist of 4 short presentations outlining the scope of 
the new programme and the opportunity for an informal discussion over 
refreshments. 

Rapporteur: Sally Theobold, Liverpool School of Tropical Medicine 

  

Title Overview of the programme and finance issues and research 
questions relating to health systems strengthening in fragile 
states 

Presenter Barbara McPake 

  

Title Human Resources for Health issues and research questions 
relating to health systems strengthening in fragile states 

Presenter Tim Martineau 

  

Title Free health care for women and children in Sierra Leone and its 
implications for health system financing and human resources 

Presenter Joseph Edem Hotah 

  

Title Zimbabwe’s health system recovery under the Government of 
National Unity 

Presenter Shungu Munyati 
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Symposium Background Papers 1 
 
 
Session time and 
venue 

Tuesday, 12:45-13:45 (Zug) 

Session organizer Henk Bekedem 

Overview  

  

Title Managing incentives for health providers and patients in the 
move towards universal coverage 

Presenter Mylene Lagarde 

  

Title Health workforce: the critical pathway to universal health 
coverage 

Presenter Mubashar Sheikh 

Overview  
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Session time and 
venue 

Tuesday, 12:45-13:45 (Appenzell) 

Session organizer Bob Fryatt 

  

Title Delivering interventions for newborn and child survival at scale: 
A review of research evidence 

Presenter Nigel Rollins 

  

Title Universal health coverage with equity: what we know, don't 
know and need to know 

Presenter Patricia Frenz 
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Health Policy and Planning Annual Lecture 2010: Rifat Atun on "Global 
Health and Health Systems at a Crossroads" 

 
 
Session time and 
venue 

Wednesday, 12:45-13:45 (Zürich - Miles Davis) 

Session organizer Anne Mills, Head of Faculty, London School of Hygiene and Tropical 
Medicine, United Kingdom 

Speaker Professor Rifat Atun 

Overview This year's Health Policy and Planning Annual Lecture will be given by 
Professor Rifat Atun, Director of the Strategy, Performance & Evaluation 
Cluster at The Global Fund to Fight AIDS, Tuberculosis and Malaria, and 
Professor of International Health Management at Imperial College 
London. 

Lecture co-sponsored by The Global Fund. 
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Launching the report on Implementation Research for Access and Delivery 
of New and improved Tools, Strategies and Interventions for the Control of 

Diseases of Poverty 
 
 
Session time and 
venue 

Wednesday, 12:45-13:45 (Vaud) 

Session organizer Jane Kengeya-Kayondo, Coordinator, TDR Strategic Alliances, World 
Health Organization, Switzerland 

Overview The uptake of new and improved tools, strategies and interventions for 
the control of diseases of poverty into health care systems is very often 
slow because of lack of early engagement of implementation research 
(IR). 

This report is a result of a broad consultation and engagement with 
many global, regional and national partners and stakeholders. It is part 
of universal coverage methodological approaches that will inform the 
Global Symposium on Health Systems Research.  

The report presents a broad systemic and interdisciplinary view and 
approach on IR for access and delivery, while taking into account the 
local context of health systems. It provides a coherent and evidence-
based practical approach for how new and improved tools, strategies 
and interventions can be speedily and safely introduced into health 
systems and services and the role of IR in these efforts. 

The report suggests how the global community can best work with low 
and middle income countries to support IR in an effective service 
delivery system. The report also proposes how IR can improve access 
and delivery through improved coordination, stronger partnerships, 
better oversight, precision of definitions, methodological 
standardization, shared targets and indicators as well as increased 
opportunities for cross learning and transparency.  

The report will focus global attention to the value, needs, opportunities 
and challenges that are peculiar to implementation research for access 
and delivery of new and improved tools, strategies and interventions. It 
reflects the perspectives, needs, priorities, commitments and buy-in of 
important players. It identifies a core set of concepts and methods to 
support this type of research, package available ones into a tool-kit and 
recommend ways of generating lacking research approaches and 
programmes. The report includes a constituency-wide roadmap and plan 
of action.  

Other key 
persons 

Marcel Tanner / Laura Frost / David Zakus / Marcel Tanner / Laura Frost 
/ David Zakus / Miguel Ángel González Block 
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Symposium Background Papers 3 
 
 
Session time and 
venue 

Wednesday, 12:45-13:45 (Zug) 

Session organizer Jeanette Vega, Director, Universidad del Desarrollo, Chile 

Overview  

  

Title The international political economy of global universal health 
coverage 

Presenter Gorik Ooms 

  

Title The Political Economy of Universal Healthcare 

Presenter Martin McKee 

Overview  
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Challenges in developing global and national guidance for Health 
Systems Strengthening 

 
 
Session time and 
venue 

Thursday, 12:45-13:45 (Zürich - Miles Davis) 

Session organizer Andy Haines, Professor, London School of Hygiene and Tropical Medicine 
and Chair, Task Force on Health Systems Guidance, United Kingdom 

Objectives By the end of the session participants should: 

1. be familiar with existing conceptual frameworks about health 
systems, research synthesis and knowledge translation; 

2. be able to recognize the different types of health policy questions 
being asked about health systems and the types of research 
evidence that can answer them; 

3. understand the rationale for and ways to apply tools to assess the 
quality of evidence and the strength of recommendations; 

4. be aware of the knowledge synthesis and translations processes 
needed to make evidence suitable for health policy decision making. 

Description Policy-makers frequently have to make decisions about which health 
system arrangements can better deliver services to those who need 
them, and about how to implement these arrangements. These 
decisions are typically made against a background of limited financial 
and human resources. Evidence to support such decisions is growing but 
is still limited for many questions and often difficult to access in a timely 
way because it has not been synthesized systematically. In addition, it 
is often difficult for policy makers to know how much confidence to place 
in the available evidence because quality may be variable. Also, the 
applicability of the results to a particular setting may be unclear. In 
response to these challenges, WHO is producing a handbook to support 
the development of guidance for policy makers about health systems-
level interventions.  

A Task Force on Developing Health Systems Guidance has been set up 
to advise on the development of the handbook and is undertaking a 
programme of work which encompasses an analysis of how research can 
contribute to health systems policy formulation and implementation. 

The session will include discussion of the following: 

1. The framework and process for WHO and other stakeholders to 
produce guidance for policy makers on health systems-level 
interventions. 

2. Types of evidence needed to address different health systems policy 
questions, ranging from the framing of the problem to the 
delineation of policy options and barriers to implementing policies. 

3. Adaptation and development of tools to assess the degree of 
confidence that guidance developers should place in different types 
of evidence on health systems questions as well as to assess the 
strength of recommendations that can be made based on this 
evidence.  
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4. Knowledge translation: how evidence on health systems-level 
interventions can be used to guide policy at global and country 
levels. 

5. Application of the process and tools to a number of case studies of 
high priority health system-level interventions relevant to policy 
makers. 

 

For each of the topics above, a presentation will be followed by 
structured, facilitated discussion. The output of the session will feed into 
further development of the tools and the handbook for producing 
guidance on health systems-level interventions and policies. The session 
will provide an opportunity for a wide range of stakeholders to provide 
input into the work of the Task Force. 
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Emerging voices have their say 
 
 
Session time and 
venue 

Thursday, 12:45-13:45 (Vaud) 

Session organizer Wim Van Damme, Professor, Institute of Tropical Medicine, Belgium 

Overview In this session, emerging researchers from low income countries will 
present their ideas on how health research could help their 
countries/region make progress towards universal coverage. The 5 most 
provocative presentations among the 50 winners of the emerging voices 
essay writing competition (http://bit.ly/ITMEV10) will be given the 
opportunity to set the tone in ‘lightning talks’. This should prompt a 
vivid debate with all emerging voices and winners of the young 
researchers essay competition of the First Global Symposium on Health 
Systems Research (organized by WHO and collaborating partners), The 
Global Forum for Health Research and The Lancet voices.  

This session will put these emerging experts from the South for the first 
time on the global stage. Before they arrive in Montreux, they will get 
two weeks of intensive coaching to hone their skills and see how they 
cope when their views are being challenged, if need be. The training 
includes presenting their views at the Antwerp colloquium. You bet 
they’ll be up for their baptism of fire by the time they arrive in 
Montreux! 

Chair Gorik Ooms 
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Symposium Background Papers 4 
 
 
Session time and 
venue 

Thursday, 12:45-13:45 (Zug) 

Session organizer Barry Bloom, Harvard University Distinguished Service Professor, 
Harvard School of Public Health, United States 

  

Title How to scale up delivery of malaria control interventions: A 
systematic review 

Presenter Barbara Willey 

  

Title Integrating tuberculosis and HIV services in low and middle-
income countries: a systematic review 

Presenters Helena Legido-Quigley and Alison Grant 
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Symposium Background Papers 5 
 
 
Session time and 
venue 

Thursday, 12:45-13:45 (Appenzell) 

Session organizer Jeffrey Lazarus, Senior Specialist, Knowledge Translation, Strategy, 
Performance and Evaluation, The Global Fund to Fight AIDS, 
Tuberculosis and Malaria, Switzerland 

  

Title What must be done to enhance capacity for health systems 
research? 

Presenter Sara Bennett 

  

Title Connecting the streams: Using health systems research 
knowledge in low- and middle-income countries 

Presenters Pongpisut Jongudomsuk, Walter Flores and Rene Loewenson 

  
  
 
 

 




