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Arshima Arshima, SAHEE (Sociation for Action on Health, Education and Environment), Bihar, India 
 

Action on Social Determinants through the Right to Health: The Critical Role of Trustworthiness in 

State and Community‐based Organisations in Rural India 
 

Background: The Mitanin programme trains 74,000 women in villages and slums on health and social 

rights across the state of Chhattisgarh, India. The programme was launched through a state‐civil society 

partnership in 2002, and its development emerges from a history of small‐scale community‐based 

initiatives where health work was used as an entry point for action on social determinants of health. 

Mitanin community health workers also tackle a range of intersectoral issues including nutrition, 

sanitation, education, employment, pensions, land acquisition, forest rights, alcoholism, gender‐based 

violence and caste discrimination. 
 

Methods: Grounded theory ethnography was used to explore the processes underlying 38 individual and 

collective activities in the Mitanin programme, tracing the enabling and constraining factors shaping 

health and social action from village, block, district to state‐level. A year of fieldwork involved participant 

observation, in‐depth interviews and group discussions with village, civil society and state actors, 

totalling over a thousand respondents. Constant comparative analysis was used to identify 

process‐related factors, combining these into an integrated framework for analysis and action. A review 

of the literature on India's small‐scale community health initiatives (in Jamkhed, Gadchiroli, Mandwa  

etc.) was used to advance the framework as a theory of change for health and social action applicable to 

small‐scale organisations as well as initiatives at scale. 
 

Results: The study finds that multiple factors affecting health action are connected with those underlying 

action on social determinants. Altogether, these factors centre upon the concept of                   

trustworthy leadership. Trustworthiness is co‐produced by community, civil society and state leaders 

through a number of individual, collective and institutional processes including: 1) An intellectual 

approach to knowledge‐seeking and problem‐solving that relies upon an open, questioning, substantive 

trust as opposed to blind trust in analytical categories; 2) Two‐way learning between leaders and 

collective gatherings from the lowest to highest organisational level, maintaining responsiveness to 

rapidly changing and diverse rural contexts; 3) Styles of transformational rather than transactional 

leadership at each level, enhancing intrinsic motivation among juniors and building a culture of 

interpersonal trust; and 4) The willingness of leaders to enter into accountability relations that are based 

on trustworthiness, thereby directing institutional accountability to marginalised communities. 
 

Conclusion: The study proposes a framework for the analysis and development of leadership in small and 

large‐scale organisations, suggesting concrete steps that can be taken by academics, civil society, state 

actors and donors to foreground values and co‐produce responsive health systems that are worthy of 

public trust. 
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Benilda Batzin, Centro de Estudios para la Equidad y Gobernanza en los Sistemas de Salud 
 

Promoviendo la democratización del sistema de salud desde abajo: experiencia de la red de 

defensores comunitarios del derecho a la salud en Guatemala 
 

Co‐authors: Walter Flores, Benilda Batzin, Osmundo Oxlaj, Rosaura Medina, Eric Cu, Ismael Gomez, 

Centro de Estudios para la Equidad y Gobernanza en los Sistemas de Salud 
 

Guatemala se encuentra entre los tres países más inequitativos de América Latina. Esta desigualdad se  

ve reflejada también en el acceso a los servicios públicos de salud y las condiciones de vida.  Las 

poblaciones indígenas, que representan aproximadamente el 40% de la población, sufre las mayores 

desigualdades en el acceso a los servicios, condiciones de salud y oportunidades de desarrollo. En este 

contexto, el  país ha acordado un marco legal progresista que reconoce el derecho a  la salud y el  

derecho  a la participación ciudadana. En adición, existen otras políticas que identifican la necesidad de 

cerrar las brechas históricas que afectan a los pueblos indígenas.  A pesar de este marco legal, el 

financiamiento  de servicios  públicos  para las comunidades indígenas, particularmente las que residen 

en áreas rurales, es escaso y existe poca voluntad política de parte de las autoridades. Este desinterés de 

autoridades y escases de recursos representan problemas estructurales con la gobernanza del sistema de 

salud y  déficits democráticos en el país. 
 

Basado en los derechos que reconoce el marco legal vigente,  el CEGSS‐una asociación civil y 

organizaciones comunitarias indígenas de base, han venido  implementado procesos de incidencia 

política ciudadana basados en el ejercicio de vigilancia ciudadana de las políticas públicas de salud y los 

servicios públicos.  La vigilancia ciudadana se implementa a través de 4 estrategias principales: a) la 

educación masiva sobre derechos y responsabilidades a la población indígena rural b) el monitoreo de 

los servicios públicos de salud (existencia de medicamentos, cobros ilegales, maltrato a usuarios, etc) c) 

recopilación de denuncias de los usuarios a través de un sitio web que recoge mensajes de texto y d) 

referencia de casos graves de violaciones del derecho a la salud  a organizaciones públicas de derechos 

humanos. Estas cuatro  estrategias son implementadas por una red de defensores comunitarios del 

derecho a la salud, quienes buscan abrir espacios para la negociación con autoridades de salud con el 

propósito de mejor la asignación de recursos y la resolución de los problemas en los servicios locales de 

salud. 
 

Luego de 5 años de trabajo, existe evidencia que el trabajo voluntario de los defensores comunitarios 

ha mejorado la participación ciudadana y la capacidad de respuesta de los servicios públicos. Existe 

también evidencia que se ha fortalecido la gobernanza democrática del sistema de salud.  Esta 

experiencia, incluyendo la evidencia de logros,  será presentada por los propios  actores indígenas que 

han liderado éste trabajo. 
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Isabel Bedoya, UNIVERSIDAD DE LA SALLE 
 

Los puntos por el derecho a la salud en Bogotá (2012 – 2016) Una estrategia de involucramiento de la 

sociedad civil. 
 

Co‐authors: Isabel Cristina Bedoya Calvo, Universidad de la Salle 
 

En la ciudad de Bogotá, durante el periodo de gobierno local del 2012 al 2016, se implementó una 

estrategia denominada PUNTOS POR EL DERECHO A LA SALUD que tuvo como objetivo promover la 

participación ciudadana mediante la educación en el derecho a la salud y la organización comunitaria. 
 

Esta estrategia se implementó a través de una relación interinstitucional entre la Secretaría de Salud y el 

Programa de Trabajo Social de la Universidad de la Salle, que establecieron una alianza para desarrollar 

acciones de cooperación técnica que logró compartir conocimiento y metodologías para contribuir a la 

implementación de la política pública. 
 

La estrategia se en marcó en los lineamiento del plan de desarrollo “Bogotá Humana 2012‐ 2016”, en el 

eje 3: Una Bogotá Que Defiende Y Promueve Lo Público, que tuvo como objetivos, impulsar la capacidad 

de los ciudadanos en los asuntos de la ciudad, promover el diálogo con la ciudadanía para dar respuestas 

a los problemas, estimular la confianza entre los ciudadanos y las instituciones de gobierno                 

local, contribuir a la corresponsabilidad de los ciudadanos con el desarrollo y mejorar la garantía del 

derecho a la salud. 
 

Se implementó un programa de educación con ciudadanos de las localidades de Suba, Kennedy, Puente 

Aranda, Tunjuelito, Rafael Uribe Uribe, Usme y Candelaria, en los cuales se ha involucraron mujeres, 

jóvenes, adultos mayores y personas en situación de discapacidad. Este programa desarrolló las 

temáticas con relación a la política sanitaria de Colombia, la cual conlleva a la segmentación y 

fragmentación en el modelo de atención en salud, lo que representa exclusión y desigualdad social en el 

acceso y calidad de los servicos de saludn. Las temáticas fuero: democracia, derechos humanos, modelo 

de salud, derecho a la salud, comunicación de grupo, participación ciudadana, organización comunitaria 

y mecanismos de exigibilidad del derecho a la salud. 
 

Los resultados del programa de educación permitieron afianzar conocimientos en los ciudadanos sobre la 

importancia del derecho a la salud, ampliar la capacidad de participar y organizarse en las localidades, 

por lo que conformaron redes de trabajo en defensa del derecho a la salud y estas redes, actualmente, 

se han articulado a la mesa nacional por el derecho a la salud. 
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Christina Hackett, McMaster University/Nunatsiavut Government 
 

Going Off, Growing Strong: A Promising Inter‐Sectoral Collaboration for Indigenous Youth 
 

Co‐authors:  Christina  Hackett, Carla Pamak, Mandy Arnold, Joey Angnatok, McMaster University; 

Nunatsiavut Government 
 

Background:  Aullak, Sangilivallianginnatuk (Going off, growing strong or GOGS) program is an inter‐ 

sectoral collaboration, which aims to: 1) enhance the mental and physical health of a group of ‘at‐risk’ 

youth; 2) build social connections between the youth and other community members; and 3) transmit 

environmental knowledge, skills and values from experienced harvesters to youth. We will share how 

collaboration, when extended to an at‐risk population, spans agencies and sectors to improve not only 

individual health and mental health but community outcomes. 
 

Methods:  Inuit youth program participants are at high‐risk for suicide due to multiple risk factors, which 

include chronic and ongoing sexual and physical abuse, violence in the home, and food and housing 

insecurity. The program and evaluation use a participatory action research framework (PAR) to underpin 

the intervention and its evaluation design, which incorporate both individualistic and community 

collective health sector goals and outcome measures.  This unique program creates partnerships 

between the Labrador Grenfell Health Authority, the Nunatsiavut Government’s department of Health 

and Social Development, the Nunatsiavut Department of the Environment, community social services, 

and local level experts (e.g., education and traditional Inuit harvesting practices). This approach 

facilitates the creation of relationships with program staff, including mental health professionals 

affiliated with the program, such that youth with clinical needs receive appropriate care, utilizing a range 

of health sector services which, through linking with GOGS, reinforce Inuit heritage and culture. 
 

Results: We find that this intervention, grounded in Inuit cultural knowledge and understanding of 

health and wellbeing in the community, improved youth participants' perceived connection with Inuit 

traditions and skills, and with peers and adults in the community, as well as led to improved self‐ 

reported mental and physical wellbeing and self‐esteem, and improved external reports of behaviour in 

school (where applicable). 
 

Conclusions: It has long been acknowledged that silo‐ed care is ineffective – finding and analyzing 

promising practice models such as GOGS provides insight into how to address health inequities in young 

indigenous populations. Policymakers and healthcare practitioners can recognize the potential for 

facilitating inter‐sectoral collaboration when addressing high‐risk youth populations, with the 

understanding that while health sector care is important, full engagement in health services requires a 

culturally and developmentally appropriate intermediary. 
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Renu Khanna, SAHAJ 

 
Promoting Social Accountability for 'Safe Delivery' through Report Card ‐ Experiences from two blocks of Dahod 

district, Gujarat, India 

 

Co‐authors: Renu Khanna, Sunanda Ganju, Neeta Hardikar, SAHAJ; ANANDI 
 

Background: This paper describes a collaborative project initiated in 2012 in four Primary Health Centres of two 

backward and inaccessible blocks in Dahod and Panchmahals districts, covering 25 villages each. One objective of 
the project was: to enable local women to monitor quality of maternal healthcare through the use of ‘safe 

delivery’ indicators.    Methods 
 

Women’s perceptions of ‘safe delivery’ were captured through participatory exercises. A monitoring tool 

combining both women’s concepts and the  technical standards of ante natal and post natal care  stated by the 

Government of India, was developed. Inputs from members of the local women’s organization (Sangathan), were 

incorporated. The tool was filled twice for each pregnant woman by trained local volunteers, once in the eighth 

month of pregnancy and then within 20 days post delivery. Quality checks were done on 10 per cent of the filled 

forms. 

 

Report Cards were compiled from the data gathered through the monitoring tool. Findings were shared with 

respondents and the Sangathan women to corroborate the information. Capacities of local women leaders were 

built  to dialogue  with the health care providers and block health officers. Report cards were the basis for 

dialogues with the health system representatives and local elected representatives and other leaders. 

 

Results:  Six report cards were produced till december 2015.  The key achievements over the project period were: 

Increases in awareness of maternal health entitlements  Increases in utilisation of antenatal and delivery care  The 
location of institutional  delivery changed significantly towards government services, particularly for vulnerable 

populations Improved accountability of services, even if tensions with frontline providers remain 
 

Other outcomes were: Improved responsiveness of the health system,  improvement in the quality of rnaternal 

healthcare, increased community recognition for maternal health. 

 

Important lessons learnt about contextual factors were:   Alternative community platforms, like women's 

collectives, need to be supported, particularly when existing government accountability mechanisms are weak or 

do not reflect community perspectives  Despite being based in communities and with mandates to address the 

most marginalized, NGOs were only able to track a proportion of pregnant and postpartum women in their 

intervention areas. 

 

Conclusion: The project demonstrates that it is possible to activate local women to monitor maternal health care 

using pictorial tools. Awareness of entitlements and concerted and systematic action to claim them, bears results. 
Report cards are an effective instrument to engage health systems in dialogues for improvements in maternal 

health care delivery. 
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Shinjini Mondal, Public Health Foundation of India 
 

Enhancing health system responsiveness? Village Health Committees (VHCs) in Northern India 
 

Co‐authors:  Shinjini Mondal, Joe Varghese, Prasanna Subramanyam Saligram, Jith Jagajeevan Ramadevi, 

Public Health Foundation of India 
 

Introduction: Working together across sectors to improve health and influence health determinants 

addresses community needs holistically and orients health systems to be more responsive. In India, VHC 

are crucial community participatory bodies with an inter‐sectoral mandate. They are constituted to lead 

collective action, raise awareness on health related determinants and strengthen the link with local 

elected members to work on governance of public services. Investing in VHCs will not only lead to more 

engaged, involved priority setting and execution of local health needs but will also establish them as 

‘change‐agents’ for village development. In this context we share the findings from a unique effort that 

involved implementing institutional support to improve functioning of existing VHCs. 
 

Methods: We share results from implementation research on institutional support in 50 villages in a 

northern state of India. Research methods were primarily qualitative and draw on actor centered 

implementation analysis. We conducted in‐depth interviews (n=70), focus group discussions (n=18), 

observation and documentation of organizational processes exploring the context and processes that 

facilitated and/or hindered action. Thematic content analysis was done to identify and trace 

relationships among themes. 
 

Results: VHCs as community institutions initiated local collective action, and monitored public 

institutions delivering health, nutrition and education services at the village level. They raised issues 

beyond healthcare, and at times requiring more urgent attention like potable water, quality of roads 

and water drainage channels. Though functionality varied across villages, through continued support 

and training VHCs were able to create a space to discuss issues on village development. They also 

engaged with higher bureaucratic machinery through formal complaint letters and interactions to 

negotiate necessary action. The responsiveness to address issues was minimal from other social sectors 

beyond health, as locus and ownership of VHCs lies with the health department. Strengthening of these 

institutions called for developing role clarity and line of responsibility of health and related department 

officials towards VHCs with provision for review meeting with sector wide government officials to 

increase feedback and follow up. Reinforcing the link with locally elected members to raise issue to 

higher levels of government was also suggested to be essential. 
 

Conclusion: Strengthening VHCs as community institutions to function with inter‐sectoral mandate 

requires investment in continued support mechanism and training. System responsiveness also needs to 

be enhanced through policy coherence across sectors in form of mandate, structures and process to 

develop chain of roles and responsibilities to enhance VHC action. 
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Kristen Devlin, JSI Research & Training Institute, Inc. 

 
Creating a Vision for Success: Using Human Centered Design to Inform Implementation of a Community Health 

Worker Program in Tanzania 

 

Co‐authors:  Kristen Devlin, David Wendt, Cal Bruns, Jason Coetzee, Tanvi Pandit‐Rajani, JSI Research & Training 

Institute, Inc.; FHI 360; Matchboxology 

 

In recent years, countries are recognizing that fragmented community health programs are limiting their ability to 

deliver and expand health services and are taking steps to design policies and strategies to ensure better alignment. 

In just the past year, at least five countries in sub‐Saharan Africa have shifted toward singular,                   

harmonized community health systems strategies. Ensuring these new harmonized programs are well‐designed and 

effectively operationalized will require understanding the varied perspectives, needs, motivations, institutional 

realities, and ideas of a wide‐range of actors. 

 

The Government of Tanzania is currently developing a new Community‐Based Health Program aimed at 

harmonizing programs and creating a new professional cadre of community health workers (CHWs). To support 

these efforts, the Advancing Partners & Communities (APC) project partnered with the Community Health and 

Social Welfare Systems Strengthening Program (CHSSP) to introduce and apply human‐centered design (HCD), a 

participatory methodology that emphasizes mutual understanding, systems thinking, and collaborative problem‐ 

solving,  to engage with local health system actors to better understand the issues and potential solutions around 

district‐level implementation of the new CHW program. 

 

First, the team met with 61 stakeholders who will play critical roles in program implementation to understand their 

motivations, experiences, visions for success, and constraints. They included national and local health 

administrators, implementing partners, health facility staff, community and religious leaders, current community 

volunteers, and CHW trainees. The conversations culminated in a collaborative two‐day workshop with these 

stakeholders to dive deeper into operational issues around the CHW program, creatively brainstorm solutions, and 

elicit awareness or ‘empathy’ about others’ perspectives. 

 

Workshop participants clarified a vast array of issues and potential solutions related to CHW program 

implementation, such as planning processes around CHW deployment, reporting and supervision structures, and 

community acceptance of CHWs. The team packaged these recommendations for national‐level planners to use in 

the national CHW program design. 

 

The experience in Tanzania has shown that applying an HCD approach to the policy process offers promise for 

creatively engaging a wide array of stakeholders to provide local solutions to policy design and implementation. 

First, it provided national policymakers with an evidence base to better tailor the program to local needs and 

realities. Second, the approach brought together people from diverse backgrounds to share perspectives, generate 

ideas, and build consensus to reach a common vision for the CHW program. Finally, the HCD approach, heavily 

centered around mutual learning and collaboration, built group cohesion, excitement, and ownership of joint 

solutions. 
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Fely Marilyn Lorenzo, University of the Philippines Manila 

 
Developing a scorecard for assessing primary health care in the context of universal health coverage in 

developing countries: Example from the Philippines 

 

Co‐authors: Fely Marilyn Lorenzo, Ramon Lorenzo Luis Rosa Guinto, Myra Silva, Ramon Paterno, TJ Robinson 

Moncatar, Marlene Bermejo, Erlinda Palaganas, Jusie Lydia Siega Sur, University of the Philippines Manila; 

University of the Philippines Baguio; University of the Philippines Manila ‐ School of Health Sciences 

 

Background:  While debates around primary health care (PHC) remain to linger until today, its principles, first 

articulated in the 1978 Alma Ata Declaration, have become more relevant now more than ever, especially in the 

era of universal health coverage (UHC). Numerous tools and methods have been developed for assessing the 

robustness, performance, and/or achievement of PHC, but they all differ in terms of emphasis, usefulness, and 

even ideology. Noting the importance of reviving PHC values and principles in the context of UHC, the Universal 

Health Care Study Group of the University of the Philippines Manila was commissioned by the Philippine 

Department of Health to develop a scorecard for assessing the existence of primary health care at the level of the 

local health system in a developing country setting. 

 

Methods:  A conceptual framework was first developed to determine the boundaries of PHC especially in the 

context of UHC at the local health system. A comprehensive literature review was then conducted to further 

sharpen the conceptual framework and also identify candidate indices that will comprise the PHC scorecard. Nine 

indices were selected, and in‐depth literature review as well as continuous research team discussions were done  

to develop specific descriptions of the indices, avoid potential overlaps among indices, and create a scoring system 

that will reflect each index’s dimensions. Once consensus has been reached within the research team, the 

scorecard was tested on a large sample of municipalities from across the Philippines which were purposively 

selected to represent local health systems with good and poor health outcomes. Information used for the scoring 

were based on document reviews, key informant interviews, and focused group discussions conducted in all 

municipalities in the sample. 

 

Results and discussion / conclusions:  The scorecard is comprised of nine indices: existence of first contact and 

persistent care; comprehensiveness of the range of services; longitudinality/continuity of care through the life 

course; coordination of care, including referral system; community participation; universal coverage and access; 

intersectoral action; cost‐effectiveness and appropriate technology; and quality. When tested on the 

municipalities, it has been shown to generally reflect the health outcomes – municipalities with high PHC index 

according to the scorecard are also the localities with favorable health outcomes. While this scorecard may have 

predictive value, it also can help local health managers and communities assess their local PHC systems and guide 

health system strengthening efforts towards universal coverage and overall health equity. 
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Corrina Moucheraud, University of California Fielding School of Public Health 
 

Estimating the cost of a package of essential medicines for low‐ and middle‐income countries 
 

Co‐authors: Corrina Moucheraud, Veronika Wirtz, Amey Shroff, Pete Stephens, Andy Gray, Prashant 

Yadav, Arash Rashidian; University of California Fielding School of Public Health; Boston University 

School of Public Health; University of Michigan School of Pharmacy; IMS Health; University of KwaZulu‐ 

Natal; University of Michigan William Davidson Institute; Tehran University of Med 
 

Background: Provision of essential medicines is crucial for achieving universal health coverage, but the 

requisite resource investments are unknown. We estimate the annual cost of a package of essential 

medicines for the population of low‐ and middle‐income countries (LMICs). This analysis focused on 

medicines that can be administered in relatively low‐resource health systems, primarily in primary care 

settings. 
 

Methods: A model was developed to estimate the cost of a basket of medicines, based on disease 

prevalence, current and/or projected consumption of medicines, and unit prices. Inputs included data 

from the Institute for Health Metrics and Evaluation, demand forecasts by UN and NGO groups, drug 

consumption databases from Denmark and KwaZulu‐Natal, and the International Drug Price Indicator 

Guide. A number of robustness and sensitivity analyses were also conducted. Results: The final list for the 

model included 201 molecules in 378 unique dosage forms and strengths. We estimate that the total cost 

of providing this package of essential medicines to all LMICs is between US$ 77‐152 billion (or US$ 13‐25 

per capita), under different sets of assumptions about consumption. Sensitivity tests showed that         

unit price was the most influential input variable; the overall cost estimate decreased by approximately 

one‐third when this was switched from median to lowest‐available price. 
 

Discussion/Conclusions: This analysis offers guidance on the overall envelope of financing needed to 

achieve universal access to a basic package of essential medicines in LMICs. The modeled estimates 

capture the total (non‐marginal) global cost, and are not intended to replace detailed national‐level 

budgeting. Among the many important underlying assumptions are: reflecting only the current burden of 

disease, only including costs for purchasing and distributing drugs, and assumptions made to      

overcome data gaps. Despite these limitations, to our knowledge, this research endeavor was the first of 

its kind, both in scope (not limited to certain diseases or conditions), and in approach – i.e., as a 

normative exercise. When estimates are based entirely on current consumption from resource‐limited 

settings, these implicitly reflect existing treatment constraints, such as low access to care, low availability 

and/or affordability of medicines. By including additional data sources, this model partly circumvents 

such limitations that might exist across the treatment cascade in LMICs – and can inform                          

the development of requisite financing strategies and the setting of preliminary targets for resource 

mobilization. The significant impact of, and variability in, unit price also underscores the need for cross‐ 

country learning about procurement best practices. 



 
 

Oral Abstracts 

 

 

Sabrina Rasheed, icddr,b 

 
Learning from implementation: understanding the impact of breast milk supportive technology on breast milk 

feeding among working mothers in Bangladesh 

 

Co‐authors:  Sabrina Rasheed, Syeda Kamrun Nahar, Micaela Collins , Tamanna Sharmin, icddr,b ; Jefferson Medical 

school 

 

Background: Exclusive breastfeeding for 6 months followed by continued breastfeeding along with adequate 

complementary feeding for 2 years is recommended as the feeding pattern providing the best child survival and 

nutritional status. Community‐based interventions peer counseling have shown to improve breast feeding   

practices in many countries. However, successful models of improving breastfeeding patterns of low income 

working mothers are not available. Few studies in nutrition have comprehensively examined the steps of 

implementation and utilization in pilot interventions, thus limiting the interpretation of impacts of interventions. In 

this analysis we have mapped pathways of how a novel intervention to promote breast milk feeding was 

implemented and utilized to enable contextually grounded interpretation of results, differentiate poor design from 

poor implementation, and identify factors that might influence the utilization of interventions. 

 

Objective: We used program impact pathway (PIP) analysis to understand study an intervention that installed 

breast milk supportive technology such as breast pumps and breast milk pastaurization device in a garment factory 

setting to promote expressed breast milk feeding among low income working women in Bangladesh. 

 

Methods: The study was conducted among 70 mothers working in a readymade garment factory with &lt;1 year old 

infants in Gazipur, Bangladesh from August 2015‐March 2016. The PIP was developed through an iterative process 

with the program implementation team; the PIP then guided the choice of methods and tools. Using mixed 

methods, we reviewed the content of training materials for implementation staff, measured their IYCF knowledge 

(n = 2), observed their communication with mothers (n = 10), and examined factors influencing promotion of IYCF 

practices and their trial and adoption by mothers (n = 62). 

 

Results: Implementation staff demonstrated good knowledge and maintained fidelity to the intervention to a large 

extent. Mothers identified them as their primary sources of information, and a majority of mothers tried 

recommended breastfeeding practices. Key facilitators included family support, positive attitude towards breast 

milk feeding and perception of cost reduction whereas lack of time, lack of care givers and perceived negative 

health outcome of the infant were salient barriers to adopting recommended practices. 

 

Conclusion: Using a PIP analysis identified critical issues pertaining to implementation (e.g., the role of work breaks 

and supervisor support) and utilization such as supportive care givers at home, supplementary food for lactating 

women that need  further research and programmatic attention. These conclusions will help address the needs of 

women in the workforce of Bangladesh. 
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Neha Singh, Maternal, Adolescent, Reproductive and Child Health (MARCH) Centre, London School of Hygiene and 

Tropical Medicine, London, United Kingdom 

 

Countdown to 2015 country case studies: Systematic tools and measurement approaches to address the “black 

box” of health policy and systems assessment 

 

Co‐authors:  Neha S. Singh, Luis Huicho, Hoviyeh Afnan‐Holmes, Theopista John, Allisyn C Moran, Tim Colbourn, 

Chris Grundy, Zoe Matthews, Blerta Maliqi, Bernadette Daelmans, Jennifer Requejo, Joy E Lawn, Matthews Mathai, 

Maternal, Adolescent, Reproductive and Child Health (MARCH) Centre, London School of Hygiene and Tropical 

Medicine, London, United Kingdom ; Centro de Investigación para el Desarrollo Integral y Sostenible and School of 

Medicine, Universidad Peruana Cayeta 

 

Background: Evaluating health policy and systems (HPS) change is critical in understanding reproductive, maternal, 

newborn and child health (RMNCH) progress within and across countries. Whilst data for health outcomes, 

coverage and equity have advanced in the last decade, comparable analyses of HPS changes are lacking. We 

present a set of novel tools developed by Countdown to 2015 (Countdown) to systematically analyse HPS change 

for RMNCH indicators, enabling multi‐country comparisons. 

 

Methods: HPS tools were developed via mixed methods with international experts and eight country teams to 

assess RMNCH change over time, and include: (i) Policy and Programme Timeline Tool (depicting change by HPS 

levels, including examining governance, financing, priority setting and strategies); (ii) Health Policy Tracer 

Indicators Dashboard (showing 11 RMNCH policies over time); (iii) Health Systems Tracer Indicators Dashboard 

(showing 4 systems indicators over time); and (iv) Programme implementation assessment. To illustrate these 

tools, we present results from Tanzania and Peru. 

 

Results: The Policy and Programme Timeline tool shows Tanzania’s RMNCH environment from 1990 onwards is 

complex, with key variations in HPS changes across RMNCH, including a proliferation of vertical policies around 

2005 when global attention for RMNCH increased. In contrast, Peru moved from standalone programmes to 

integrated RMNCH programme implementation, combined with multi‐sectoral, anti‐poverty strategies. 

 

The HPS Tracer Indicators Dashboards show Peru has adopted nine of 11 policy tracer indicators and Tanzania 

adopted seven.  Peru costed national RMNCH plans before 2000, whereas Tanzania developed them in 2006 but 

only costed the RH component. Both countries included RMNCH commodities on their essential medicines lists. 

Peru has twice the health‐worker density of Tanzania (15.4 vs. 7.1/10,000 population respectively), although both 

are below the 22.8 WHO minimum threshold. 

 

The implementation readiness barometer is a novel way of visualising subnational variations in RMNCH outcomes 

with health service readiness and availability using WHO health system building blocks and GIS mapping. The 

barometers show mixed implementation readiness in Tanzania for health‐financing, workforce, commodities, and 

infrastructure. No region meets all benchmarks for health systems building blocks, and north‐western regions and 

Dar es Salaam have the weakest implementation readiness. 

 

Conclusions: These are the first HPS tools using innovative research approaches to systematically analyse RMNCH 

changes within and across countries, important for: (i) accelerated progress for ending preventable maternal, 

newborn and child mortality in the post‐2015 era; and (ii) informing strategies for strengthening learning and 

development at local and national levels, to build health system resilience and responsiveness. 
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Background:  The use of audio and video diaries to collect data on daily routines of study participants is extensive in 

sociology and anthropology but relatively new to health systems research. These are thought to have significant 

advantages: a) participant‐led and therefore authentic in reflecting unique individual experiences; b) capturing 

experiences in real time, thereby minimising recall bias; and c) reflexive, stimulating the maturation of 

respondents’ ideas over time, and d) motivating for respondents—in particular video, which is seen as more 

interactive. 

 

Methods:  We report on the usefulness of a modified Videovoice method to understand the role of community 

health volunteers as mediators of accessible and responsive primary health care in Ethiopia. Footage is obtained 

over 3‐4 months, from 30 Health Development Army cell leaders (a cell of five families) in 3 woredas (districts) with 

diverse health system performance and population contexts. Following community engagement and training, 

participants receive an encrypted phone with recording capability. They are supported by experienced researchers 

through regular communication and visits, to establish trust and monitor preferences (e.g. for audio), ensure data 

validity and reduce social desirability of responses and other biases. Participants view their diaries, and are 

interviewed about their experience of participating in the study. The videos and qualitative data are analysed and 

compared using MAXQDA 12. A co‐production workshop with participants and researchers aims to support 

interpretation. 

 

Results:  Findings demonstrated the potential added value of the methodology: ability to capture individual 

perspectives, better recall, emergence of new ideas or follow‐up of previously discussed issues, respondent 

motivation, and complementarity with other methods (unique angles and synergies). The contribution of the co‐ 

production workshop to interpret and prioritise reoccurring themes, identify ‘blind spots’, and as an advocacy tool, 

is discussed. 

 

Discussion:  Our proposition is that the Videovoice (in format adapted to context) can be a useful tool in enabling 

health service volunteers to describe their daily work and can provide multiple benefits over other methods. The 

approach can strengthen the immediacy of the research, capturing perceptions within their spacial and temporal 

context. It may enable participants to understand better their own needs, and those of their community. However, 

social desirability is likely to persist, especially where there are concerns about anonymity and data confidentiality 

and clashing social norms and expectations. Importantly, data obtained through diaries, and reflexivity over time, 

may itself act as an intervention, changing respondent’s perceptions of their reality. 
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Contexte: Au Sénégal la diarrhée et la malnutrition constituent, entre autres, les principales affections 

qui contribuent à maintenir le taux de mortalité infanto‐juvénile à un niveau élevé. Face à ces fléaux, le 

Ministère de la Santé a adopté de nouvelles  recommandations de l’OMS relatives, d’une part,  à la prise 

en charge de la diarrhée avec le zinc et le Sel de réhydratation Orale (SRO)  et d’autre part, à la 

surveillance nutritionnelle sentinelle (SNN) avec un dispositif d’alerte et de riposte en cas de crise 

alimentaire. Notre présente communication est une analyse des projets pilotes  et la mise à l’échelle des 

interventions. Cette analyse rend compte surtout des opportunités et contraintes qui ont influé sur les 

performances de ces deux programmes. 
 

Méthode: Pour ce travail nous avons procédé à une évaluation des phases pilotes des deux programmes 

et procédé à une documentation du processus de passage à l’échelle. Partant du cadre logique et des 

performances attendues nous avons procédé à une analyse critique des résultats obtenus. 
 

Résultats: La prise en charge de la diarrhée avec le SRO  et le Zinc a été portée à l’échelle avec succès 

dans les 76 districts de santé de 2012 à 2015 avec des réalisations importantes dont, entre autres, une 

prise en charge adéquate de la diarrhée dans au moins 80% des structures de santé et des sites 

communautaires. Ces résultats sont à mettre sur le compte d’un comité de pilotage multisectoriel qui 

mis en avant un partenariat public‐privé, la mise en œuvre des interventions dans des cadres 

d’intégration de programmes de survie comme la stratégie de Prise en Charge des Maladies de l’Enfant 

(PCIME) et un plan de communication élaboré après une étude formative... Quant au programme de 

SNN il est encore à sa phase pilote après deux ans de planification (2013‐2014) et une année de mise en 

œuvre (2015). Les principales contraintes étant liées à la planification au niveau des instances de 

décision, à la coordination entre les niveaux central et opérationnel, à la non implication effective des 

partenaires dans la mise en œuvre du programme et à l’absence d’un plan de communication. 
 

Conclusion: A la lumière de notre étude nous pouvons avancer qu’un partenariat fort multisectoriel, une 

bonne coordination des interventions et la mise en œuvre d’un plan de communication approprié sont 

des leviers sur lesquels les décideurs peuvent s’appuyer pour mettre à l’échelle avec succès des 

programmes de santé. 
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Background: The Indian healthcare system has several barriers in delivering good quality, affordable and 

accessible services. The large underserved population is not just families living below the defined poverty 

line of $1‐$2/day, but also the layers above it – which are pushed back into poverty with as little              

as one health shock. While strengthening the public system is imperative, the country needs to leverage 

the multitude of innovations in the private sector. This study focuses on enterprises that help expand 

access to healthcare and create livelihood opportunities for those at the base of the pyramid in 

commercially viable, scalable ways. 
 

Methods: The study uses mixed methods. First a detailed secondary research was undertaken to identify 

165 inclusive businesses in healthcare (IBH) in India. A comprehensive matrix with criteria for evaluating 

each of these IBHs was used to select 24 models. The 165 IBHs were analyzed to determine the Indian 

landscape in terms of intervention models, diseases‐focus, geographical spread, year of inception, target 

consumer base, and financing. Primary research through in‐depth interviews was undertaken and case 

studies written for the 24 selected IBHs to understand the opportunities and challenges for these 

businesses. 
 

Results: 65% of the IBHs were healthcare delivery models (hospitals and outreach) and 35% were 

process and product innovations in healthcare technologies. Majority of IBHs focused on multiple 

disease conditions for higher patient volumes. The inclusive business space in India is fairly young, with 

70% of the IBHs less than 10 years old, and majority of IBHs are concentrated in the southern states. 

Most IBHs focus on groups earning $5‐$8/day. IBHs face unique challenges in serving low‐income 

consumers, while maintaining a financially sustainable business. Challenges to address healthcare issues 

at scale are classified into 4 levels – firm, value‐chain, public goods and policy. The most prominent 

determinant to success of an IBH was achieving scale and working in congruence with the public health 

system – allowing them to achieve the goals of serving the underserved and financial viability. 
 

Discussion: India needs to harness the potential of IBHs in furthering its objectives of making quality 

healthcare accessible to all. The ecosystem in which enterprises operate need to be developed. Key 

stakeholders like investors, donors, incubators/accelerators, and the government need to play 

facilitative roles in helping these IBHs achieve growth and scale, as well as catalyze the emergence of 

more such innovations in the country. 
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Background:  Despite the success of Ghana’s National Health Insurance Scheme (NHIS) in improving access to 

healthcare moving the scheme towards universal coverage seem to be a mirage. Less than half (34%) of residents  

in Ghana were active members and retaining members has been a challenge. Anecdotal reports revealed that the 

National Health Insurance Authority and the District Health Insurance Schemes) plan and execute intervention 

activities alone. This suggests that lack of success in moving the NHIS towards universal coverage might be because 

they treat stakeholders as objects of their intervention programmes and do not involve them in the planning and 

execution of activities. This study, the anthropological component of a cluster‐randomised trial, examined how 

stakeholders can be engaged to improve enrolment in the NHIS and retain members. 

 

Methods:  We designed a multi‐stakeholder problem‐solving programme (MSPSP) which experimented with 

problem‐solving groups (PSGs) in 30 districts (15 intervention and 15 control) in Central and Eastern Regions of 

Ghana.  A structured questionnaire was administed to 3301 randomly selected heads of households at a baseline 

in March 2009 and follow‐up in March 2011. Crosstabs was used to determine changes in the NHIS status of 

individuals covered by the survey and probit logistic regression to establish the level of change.  Participant 

observation, 40 key informant interviews and focused group discussions were conducted to examine process and 

contextual factors that influenced the intervention outcomes. 

 

Results: A total of 13,857 individuals (7234 in intervention communities and 6623 in control communities) were 

covered in a baseline survey. Analysis of the NHIS status of 13,066 individuals covered in the follow‐up in March 

2011 show that current enrolment increased by 10.6% (from 29.7% to 40.3%). Dropout rate instead of reducing 

rather increased 6.9% (from 15.5% to 22.4%). Logistic regression analysis showed that residents in intervention 

communities were 17% more likely to enrol [(0.17 (0.12‐021), p=0.000]. Though previous enrolment did not  

decline, residents in intervention communities were 5% less likely to drop‐out of the NHIS compared to the control 

group [‐0.05 (‐0.01‐0.00), 0.047]. Regular delivery of intervention activities, stakeholders’ engagement, supervision 

and intrinsically motivated facilitators accounted for the significant increase in enrolment. Ccontextual factors 

limited PSG efforts at retaining members. 
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Background:  Only about half of Indian women with breast cancer survive the first 5 years post‐diagnosis, as 

opposed to 90% of women in the United States. This relatively low survival rate is largely attributed to delayed 

diagnosis and treatment. Despite this alarming situation, little research has been conducted in India to understand 

the factors that facilitate or impede timely diagnosis and treatment of breast cancer. 

 

Methods:  Guided by a social‐ecological approach, we conducted a mixed‐methods study to understand women’s 

cancer care experiences at a private non‐profit and a public tertiary care hospital in Bengaluru. Semi‐structured in‐ 

depth interviews with 27 patients, 22 caregivers and 10 health care providers were followed by a structured 

interview with 120 patients to assess care‐seeking pathways and quality of care. Data analyses focused on 

quantifying and qualitaitvely understanding the timing of diagnosis and treatment and how timing was influenced 

by multilevel factors at the individual, family, community and healthcare system. 

 

Results:  The survey indicated that lack of knowledge about breast cancer and not being worried about symptoms 

were the primary factors associated with timing of care‐seeking. In qualitaitve interviews, women emphasized lack 

of awareness about the significance of a breast lump and competing household priorities as contributing to the 

delay from the time of noticing a symptom to initial healthcare seeking. in addition, family and community level 

factors like financial constraints, and fear and stigma related to cancer and health system factors like fragmented 

health care services, lack of access to comprehensive cancer treatment facilities, delayed referrals were also key 

barriers to timely diagnosis and treatment. Active involvement of family members, knowledge of cancer among 

community members and appropriate linkages within the healthcare system for cancer care, timely referrals and 

encouraging healthcare providers facilitated care‐seeking, treatment initiation and adherence, and survivorship. 

 

Conclusions: Despite the small sample, this study provides a foundation to investigate the associations between 

potential facilitators and barriers to breast cancer care and outcomes in India, and can lead to the identification of 

promising strategies to promote timely diagnosis and treatment. Multilevel interventions that promote breast 

cancer knowledge among women and their families, enhance financial access to cancer care, reduce fear and 

stigma related to cancer in the community and improve access and delivery of screening, diagnosis and treatment 

services may be warranted. 
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Background:  Despite of the availability of country‐level information and national programs on mental health, 

Vietnam has poor infrastructure and inadequate human resources for mental health care. While public mental 

healthcare services currently cover only 30% of communes and treatment is available only for schizophrenia and 

epilepsy, there is very limited or no access to services for depression. At the world scale, Supported Self‐ 

Management (SSM) approach for depressive patients has been widely used and found to be well suited to primary 

care settings. However, coaching during SSM interventions is only provided at health facilities and by healthcare 

providers. The purpose of this study was to examine a possibility and effectiveness of a multi‐sector partnership 

SSM model for depression people; as well as its integration into primary care level of Vietnam. 

 

Methods:  A multi‐sector partnership model was designed that include steering groups for recruitment and  

referral, Self‐Reporting Questionnaire‐20 items (SRQ‐20) for screening, Antidepressant Skills Workbook (ASW) 

developed by the Centre for Applied Research in Mental Health and Addiction for depression self‐care, and the 

WHO Disability Assessment Schedule 2.0 (WHODAS 2.0) for functional assessment. One‐year trial was   

implemented in 8 communes of 4 districts from Thanh Hoa and Ben Tre provinces of Vietnam. Steering groups 

combining health workers (HWs), social workers (SWs), and volunteers at commune level were created. HWs 

screened patients visiting commune health centers (CHCs) while SWs and volunteers screened high risk people in 

the community. Severe cases were referred to higher levels for the treatment while mild and moderate cases were 

recruited into the study. Recruited patients were provided ASW and received regular coach for 2 months of follow‐ 

up care from HWs at CHCs and from SWs and volunteers at patients’ home. Difficulty assessments and depression 

screening were regularly used to assess changes of patients during the intervention. 

 

Results:  During 7 months, a total of 4,104 people were screened, nearly half of those screenings were contributed 

by SWs and volunteers (1,956/4,104). Among 103 people found to have depression, 56% were identified by SWs 

and volunteers. At the completion of the study, 60 in 67 recruited patients (90%) fully recovered from depression. 

Conclusions 

 

The multi‐actor partnership SSM model is feasible and efficient to promote access and provide care for depression 

people in Vietnam. The study proposes a low‐cost and practical solution to strengthen health system 

responsiveness for depression in Vietnam. 
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Background:  In many low‐and‐middle‐income countries health care is delivered through a mixed health 

system – defined by insufficient government funding, a weak regulatory environment facilitating private 

sector growth, and high out‐of‐pocket payments – serving to undermine quality, equity and efficiency of 

the health system. In these contexts, the private sector plays a large role in the provision of health 

services, particularly to the poor. Public‐private engagement (PPE) for healthcare financing and delivery is 

thought to be a potentially valuable mechanism for harnessing non‐state resources to meet the health 

needs of the population. Innovative mechanisms for structuring partnerships can ensure that   

partnership goals, including increased access, quality and efficiency, are achieved. 
 

Methods:  Through a scoping review of the available literature, and an analysis of existing PPE projects, 

this study develops a typology of PPE organisational models and explores the relationship between the 

choice of organisational model and the capacity of a project to improve efficiency, quality, access and 

equity. A typology of PPE organisational models, developed through a global scoping review and regional 

systematic review, is used for an analysis of existing PPE initiatives in Southern Africa. The paper 

interrogates the distinctions between PPE types with regards to organisational characteristics and 

discusses the theoretical benefits these particularities are intended to give rise to. 
 

Results and discussion:  Despite the rising popularity of PPPs for health, in depth empirical investigations 

and conceptualizations of sufficient quality and quantity to support ‘best practice’ guidelines for PEE 

remain rare. The review revealed a wide range of organisational models of PPE, each suited to 

overcoming particular barriers in particular health system contexts. Eight distinct organisational models 

were identified. The literature suggests that the realisation potential gains of a PPE initiative is a   

function of the organisational specificities of the model. However, the review identified a significant lack 

of conceptual clarity in which PPE is considered to be synonymous with privatisation, and terms for 

particular PPE models are used interchangeably. 
 

Conclusion:  Further conceptual clarity regarding PPE types is necessary not only in order to facilitate 

evaluative research of the various models, but also because the potential benefits of each model are 

realised as a result of organisational particularities. Key organisational particularities include 

accountability mechanisms, mechanisms and conditions of funding, the locus of decision‐making power, 

and the burden of risk. The typology will facilitate strong partnerships with innovative organisational 

models that will contribute to health system strengthening. 
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Introduction: Poor health worker performance in developing countries like Ghana is a systemic issue consisting of 

factors such as inadequate resources, capacity, monitoring and supervision, standardised performance guidelines 

and continuous capacity support. The behaviours and practices of health workers are complex, shaped by dynamic, 

tangible and intangible factors. In the Institutional Care Division of the Ghana Health Service (GHS), anecdotal 

evidence and staff performance surveys shows the critical factor constraining improvement of quality clinical care  

in hospitals and clinics is ineffective supervision among others. This study shares the experiences and reflections   

on the development of supportive supervision policy, as a quality performance intervention and capacity 

development for clinical care workers. 

 

Methodology: For the policy development process, a documentary review of internal supervisory policies, 

procedures, practices and performance reviews informed the evaluation in two regional sites to enable understand 

current practices and critical points for reform. A scoping review of literature on supported supervision in LMIC    

and their implication to health worker performance, quality service delivery and sustainable capacity development 

helped to conceptualise and adapt the policy to the context of the Ghana Health Service’s Clinical Care Unit. To 

understand and provide insights into the bureaucratic process involved in developing such policies, an iterative 

process was used to enable the core team to reflect on their process. This study shares practitioners’ and 

policymakers’ perspective on factors influencing policy process in the health sector. 

 

Findings: Findings from the initial evaluation revealed lack of coordinated implementation of supervisory policies 

across facilities at all levels. Health workers and their managers also interpreted the policies based on their 

knowledge, capacities to apply, situational factors and leadership qualities. The lack of standardised performance 

reviews affected clinical supervisory interventions. Overall, stakeholders agreed that supportive supervision 

guidelines were required to standardise and coordinate the varied range of interventions in practice, while 

effectively monitoring, providing resources and capacities to enable those charged to implement it to do that 

effectively. 

 

Reflections from the core team revealed the complexity and constrains associated with policy development such as 

these and conditions to enable effective intervention and implementation. Different provisions were required at 

different levels and contexts, stakeholders’ buy‐in, clearly defined goals that were easily accessibility and   

applicable by health workers and their managers. The study concluded that further stakeholder engagements must 

be continued for the policy to be effective and adequate continuous monitoring must support the process. 
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Background: Use of targeted admission policies to enroll students with a rural background in medical 

education has shown strong evidence in increasing the likelihood of medical graduates to practice in 

rural areas. Since 2010, along with the overall health system reform, China has implemented a national 

programme to train health professionals for township health centers. The interventions include: 

targeted admission of medical students with rural background, waiver of tuition fee, living allowance, 

and 6 years’ compulsory rural service after graduation. 
 

This study set up a cohort of medical graduates to evaluate the effects of the targeted admission policy 

in medical education to increase the attraction and retention of health professionals in rural China. 
 

Methods: the study chose 4 medical universities in central and western China. A cohort of 308 medical 

graduates from this targeted admission programme were recruited in June 2015. Another cohort of 315 

normal medical graduates of clinical medicine were also recruited as a control group. A baseline survey 

was conducted right before their graduation. The first follow‐up online survey was done 6 months after 

their graduation. 
 

Results: The top three reasons of choosing this programme were: a guaranteed job after graduation, low 

performance in the college entrance examination, and wavier of tuition fee. 28% medical students singed 

contract with a county other than their hometown. Majority students in the targeted admission 

programme reported limited motivation to study compared to the normal medical students. 84.7% 

medical graduates from this targeted admission programme and 3.2% normal medical graduates of 

clinical medicine chose to work at township health centers after graduation. 
 

Conclusions: The targeted admission programme is rather successful in attracting medical graduates for 

rural health services. However, extra efforts are needed to improve the implementation of the policy 

and to retain the medical graduates in rural area. 
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Background: Safe, quality patient care delivery is a global concern. Health services researchers have shown how 

care delivery depends on the organization of nurses’ work. There are many variables to consider, such as nursing 

skill mix (e.g., registered nurses, practical nurses); the mode of delivery (e.g., team nursing); staffing levels or 

nurse‐patient ratios; and the environmental context. Collaborative, team‐based decision‐making approaches are 

most effective for determining the best staffing complement to meet patient population needs in specific 

healthcare settings. 

 

Methods:  Design: A team of health services researchers partnered with a healthcare team of nurse managers, 

educators and direct care staff from one Ontario acute care hospital to conduct a participatory action research 

project. The researcher‐practice team collaboratively developed, implemented and evaluated a set of new staffing 

guidelines based on the Synergy Model© Patient Characteristics Assessment Tool (synergy tool), a real‐time 

staffing tool. The project team met over a 3‐day period in November 2015 to develop patient indicators or 

benchmarks to use with the assessment tool; a Train‐the –Trainer approach was used to roll‐out the tool with staff 

over three months; and staffing guidelines were adopted for making real‐time staffing assignments on a shift‐by‐ 

shift basis. Analysis: Mixed methods include a time series design to evaluate nurse and patient outcomes from 12 

months before tool implementation to 12 months post‐implementation. Nurse outcomes include overtime, sick 

time and turnover. Patient outcomes are nurse‐sensitive indicators, such as falls with injuries and hospital‐ 

acquired infections. A pre‐post intervention nurse survey with validated tools is being used to assess nurse 

perceptions of teamwork and the quality and safety of care delivery.  A qualitative component includes 

management/staff focus groups. 

 

Discussion: We will discuss the successes and challenges associated with real‐time staffing decisions in complex 

healthcare settings. We will share preliminary findings from our quantitative/qualitative data. We will demonstrate 

how an action research approach with the synergy tool was an innovative, grass roots strategy for improving patient 

care delivery on one unit. Based on this pilot’s success, ‘spread’ through the rest of the organization is being 

planned by executive leadership. 

 

Conclusions: Real‐time staffing tools are effective ways to ensure a fit between priority patient needs and a unit’s 

staffing complement. The synergy tool is easy to use and adapt to organizational documents, including the 

electronic health record. It can be used to compare ideal staffing with actual staffing and ‘smooth’ gaps in nursing 

resources over time. 
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Background: With the bed capacity of 140, Lodwar county and referral hospital has been in deplorable state since 

time immemorial due to shaky management both in quality service delivery, health systems, equipment, 

infrastructure and sanitation before devolution took place in Kenya. In 2013, the incoming hospital director 

employed a different but sophisticated approach in leadership in order to obviate the situation. He strategized by 

constituting a top management team ‘Power Team’ from key departments within the hospital to spearhead the 

rescue process, create opportunities, release potential, remove obstacles, encourage growth, make unanimous 

stern but focused decisions and provide guidance to the institution. The director knew that leadership includes 

delegating duties and it emerges from the capacity that lies within each and every person. 

 

Methodology: Ten power team members were conveniently selected from key departments in the hospital. Each 

and every power team member was attached to other departments which were not represented in the power 

team committee. The first three months involved rigorous daily meetings, working within the mandate of vision 

and mission, in‐depth hospital rounds to check for sanitation levels, daily supportive supervision in every 

department, awarding the best performing department and staff motivation, writing proposals to the county 

Government for major renovations and equipping the hospital and instituting different committees that were non‐ 

existent. 

 

Results: Two years later, through the initiative of the power team, the following was achieved: hospital escalated 

from level 4 to level 5, major renovations in the entire hospital, Laboratory enrollment on accreditation process 

(Strengthening Laboratory Toward Accreditation‐SMLTA), CT scan, Dental modern equipment, Physiotherapy 

equipment, Modern Theatre Equipment, Laundry machines, CSSD, Mortuary (welfare home) of 60 body capacity, 

oxygen plant, Lab equipment, trainings and workshops, senior management courses, invitation of external doctors, 

consultants and surgeons from Duke university, AMREF, Spain and Canada. Formation of Medical therapeutic 

committee, Welfare committee, Infection prevention and control committee, research committee, more staff 

employment, Hospital Management Information System and Customer satisfaction above 80%. 

 

Conclusion: Delegation of duties is crucial in leadership since it provides work to employees based on trust in their 

abilities. The director managed to achieve all these since he knew releasing control is an intangible display of 

strength, rather than clutching to paranoia. Power team with vision and mission in the hospital arena can drive the 

institution into greater heights and improved quality health care service delivery. 
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Background:  Capacity building in evidence‐informed decision‐making (EIDM) is one of the interventions proposed 

for enabling increased use of research in decision‐making at different levels of the health system. Since training is 

often a key component of capacity building, this paper discusses results of an innovative EIDM training programme 

tested in Ministries of Health (MoH) in Kenya and Malawi over the last three years. The objective of the training 

programme was to build knowledge and skills in accessing, appraising, synthesizing and applying evidence in 

decision‐making. 

 

Methods:  A comprehensive EIDM curriculum was developed, informed by a needs‐assessment that identified skills 

gaps among a representative sample of MoH technical staff. 58 MoH staff in Kenya and Malawi were competitively 

selected for training and provided with pre‐training reading materials. The training adopted adult‐learning  

principles and comprised a 4.5‐day foundation‐building workshop, followed by bi‐monthly survey/engagement and 

three follow‐up workshops to monitor and support skills application. A pretest‐posttest design was used to assess 

effectiveness. 

 

Results:  Kenya learners rated extent to which training objectives were met from 3.85 and above, whereas Malawi 

learners rated this from 4.11 and above, on a Likert‐scale with 1 being lowest, 5 highest. Pretest‐posttest results 

revealed immediate positive effect on learners’ knowledge and skills. There was a 1‐or‐more‐point increase in 

Kenya learners’ average ratings of their perceived skills in accessing, appraising, synthesizing and applying 

evidence. Malawi learners’ ratings also increased though not to the extent seen in Kenya. Both Kenya and Malawi 

learners’ ratings of technical barriers to effective research use improved. 

 

During the initial 4.5‐day workshops, learners started developing policy‐briefs on urgent issues needing evidence in 

their units/divisions. Thus, the follow‐up process partly involved review and provision of feedback on draft briefs 

developed by learners (in groups/individually). The first two follow‐up workshops focused on delivering refresher‐ 

training on appraising evidence and developing policy briefs, which had emerged from first follow‐up survey as 

areas where learners needed more training. 13 policy‐briefs were developed by Kenya learners and 15 by Malawi 

learners. The briefs are an indicator of success of training programme. 

 

Discussion/Conclusion:  Results show that innovatively designed EIDM training programmes can be effective in 

building capacity for research use. Such programmes need strong M&E components to enable continuous learning. 

These programmes are resource‐intensive in terms of finance and time inputs. For sustainability, such proven 

training courses on research use should be incorporated in curricula of graduate schools and government‐run 

schools of administration/governance. 
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Roger Strasser, Northern Ontario School of Medicine 

 
The Contribution of Socially Accountable Health Workforce Education to Health Systems Improvement in 

Northern Ontario 

 

Co‐authors:  Roger Strasser, Northern Ontario School of Medicine 
 

Background: Regardless of a country’s level of economic development, an important goal for the health care 

system is to address the health needs of the population it serves. These needs include the ability of people to 

access and receive quality health care services across the continuum of care delivered by skilled practitioners in a 

timely and cost‐effective manner. These needs are exacerbated for vulnerable and disadvantaged populations, in 

particular for individuals living in rural and remote areas. A critical component of ensuring access to quality health 

services is the production of a fit‐for‐purpose health workforce which has the skills and the commitment to 

provide care where it is most needed in remote rural underserved settings. 

 

Northern Ontario in Canada is geographically vast and has a chronic shortage of health professionals. Recognizing 

that medical graduates who have grown up in a rural area are more likely to practice in rural settings, the 

Government of Ontario decided in 2001 to establish the Northern Ontario School of Medicine (NOSM) with a social 

accountability mandate to contribute to improving the health of the people and communities of Northern Ontario. 

 

Methods: NOSM and the Centre for Rural and Northern Health Research (CRaNHR) used mixed methods studies 

that include administrative data from various sources, as well as surveys and interviews of students, graduates and 

other informants to track NOSM learners and graduates, and to assess the socio‐economic impact of NOSM. 

 

Results: 92% of all medical students come from Northern Ontario with the remaining 8% from remote rural parts of 

the rest of Canada. 62% of NOSM graduates have chosen family medicine (predominantly rural) training with 

almost all the others (33%) training in other general specialties. 94% of the doctors who completed undergraduate 

and postgraduate education with NOSM are practising in Northern Ontario. The socio‐economic impact of NOSM 

included: new economic activity, more than double the School's budget; enhanced retention and recruitment for 

the universities and hospitals/health services; and a sense of empowerment among community participants 

attributable in large part to NOSM. 

 

Conclusions: After ten years of recruiting applicants from an underserved health workforce region, there are signs 

that NOSM is successful in graduating doctors who are choosing to practice in remote rural underserved 

communities. Overall, there is evidence that NOSM’s socially accountable health workforce education is 

contributing to health systems improvement. This successful model is transferrable to remote rural underserved 

areas around the world. 
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Samir Garg, State Health Resource Center, Chhattisgarh 
 

Not just counting the dead – Community based system of Verbal Autopsies to understand systemic 

gaps contributing to under‐5 child‐mortality 
 

Co‐authors:  SAMIR GARG, Prem  Prakash Anand, State Health Resource Center, Chhattisgarh 
 

Background:  The experience of recording deaths and likely causes by Village Health Sanitation and 

Nutrition Committees (VHSNC) in Chhattisgarh state was presented in the 3rd Global HSR Symposium‐ 

2014. The community death audit process has moved further now to identifying systemic gaps 

contributing to child mortality covering all blocks of the state. 
 

Methods:  A form of verbal‐autopsy was designed to find out systemic gaps along with medical causes. 

450 volunteers belonging to local communities have been trained to conduct verbal‐autopsy. A team of 

trained Technical Reviewers discusses each case with them and prepares a summary with analysis of the 

key events and gaps. The summary is taken back by the facilitator to community in VHSNC where the 

audit process completed along with discussion on how to prevent such gaps in future. Gaps in  

healthcare services are raised in by community in front of officials and elected representatives through 

annual Public Hearings. Quantitative Analysis is done and presented to state government. 
 

Findings/Results: Community Death Audit process included verbal autopsies of 2800 under‐5 deaths in 

rural Chhattisgarh in 2014. 30% of neonatal deaths were due to birth asphyxia though 73% of them had 

delivered in institutions. 66% of neonatal‐sepsis deaths and 55% of post‐neonate deaths happened in a 

formal health facility. Multiple inter‐facility referrals and high out of pocket expenditure were common. 

Poor availability of trained human‐resources was an important gap. Free referral‐transport was available 

but mainly for neonates. The availability of inter‐facility transportation was poor (20%). 60% of the 

families were enrolled under Health‐Insurance scheme (RSBY) but less than one‐fifth of them were able 

to use it in health facilities. 
 

Conclusion:  Community Death Audit process has added to the capacity of local communities to assess 

their health and to demand accountability from officials and elected representatives. It has emerged as   

a state‐wide mortality surveillance system that reflects community perspective.  The systemic gaps 

identified can be useful evidence for action to strengthen health‐system. It can be adapted to cover adult 

deaths due to causes like malaria, TB and Sickle‐cell‐disease. The significant autonomy accepted by 

Government for alternative facilitation structures is crucial to functioning of such community‐based 

systems. 
 

The government has recently introduced another process called Child‐Death‐Review also but it is 

carried‐out by Medical‐Officers without active participation of community. The Community Audit system 

set‐up by the state therefore is significant because it allows understanding the systemic gaps from 

perspective of communities. 
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Alison Hernandez, Center for the Study of Equity and Governance in Health Systems 
 

Assessing the ecosystem of citizen‐led accountability action in rural Guatemala: Municipal‐level case 

studies to guide strategic expansion of efforts to advance the right to health 
 

Co‐authors:  Alison Hernandez, Ana Lorena Ruano, Isabel Goicolea, Anna‐Karin Hurtig, Paola  Mosquera, 

Miguel San Sebastian, Walter Flores, Center for the Study of Equity and Governance in Health Systems; 

Umea University, Department of Public Health and Clinical Medicine, Epidemiology and Global Health 
 

Background:  Initiatives to make health systems more accountable and responsive to marginalized 

populations function through an ecosystem of diverse pathways of engaging power embedded in local 

socio‐political contexts. Despite advances in the conceptual understanding of the complexity of 

accountability initiatives, practical methods to assess and guide strategic adaptation of citizen‐led action 

are lacking. This study examines the diverse actions employed by indigenous community leaders to 

promote their right to health in 25 municipalities in the rural highlands of Guatemala, and the role that 

local conditions play in shaping their results. 
 

Methods:  Comparative case studies were conducted, drawing on qualitative and quantitative data that 

captured actions implemented in monitoring of health services, mobilization of collective action, 

advocacy with authorities, and participation in local decision‐making spaces, and their results in each 

municipality. Influential local conditions, including the social resources of community leaders and the 

openness of authorities, were identified and interviews with key stakeholders were conducted to 

understand how these conditions shaped the results. Cross‐case analysis focused on identifying patterns 

in configurations of actions, outcomes and conditions. 
 

Results:  Indigenous community leaders in the 25 municipalities employed diverse strategies to generate 

evidence of health system deficiencies and created alliances with local organizations to mobilize 

collective engagement in advocacy activities. The contribution of these actions to results in strengthened 

practice of citizen participation was shaped by the political position and leadership                         

capacities of the leaders involved. The extent and quality of leaders’ interactions with authorities in 

advocacy actions and the influence they gained in local decision‐making spaces was also related to their 

political position and facilitated by municipal authorities with interest in community development. In 

cases where authorities were not receptive to work together for change, leaders in some municipalities 

employed alternative strategies to increase public awareness of health system deficiencies and sought 

alliances with other organizations and at higher levels to promote responsive action. 
 

Conclusions:  This study demonstrates a complexity‐sensitive approach to assessing diverse pathways of 

citizen‐led action for accountability for marginalized communities’ right to health. Insights gained into 

the role of local conditions in shaping the implementation and adaptation of actions can guide strategic 

efforts to empower indigenous citizens and promote an enabling environment for collective efforts to 

engage authorities and enhance health system responsiveness. 
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George Jobe, Malawi Health Equity Network (MHEN) 

 
Empowering Local Volunteers to Be the First Link in Engaging Power and Politics in Order to Reach the Fifth Child 

 
Co‐authors:  Lloyd Kondwani Mtalimanja, Malawi Health Equity Network (MHEN) 

 
CONTEXT: Resource constrained countries like Malawi put in place elaborate and ambitious strategies in order to 

address critical health sector challenges. These include inadequate human resource capacity to deliver the   

essential health package (EHP); inadequate access and coverage of EHP; and inadequate budgetary allocations. The 

result is that cost‐effective and life‐saving interventions such as immunization programs are inadequately funded 

and inequitably distributed. 

 

With support from GAVI and the Catholic Relief Services, Malawi Health Equity Network (MHEN) coordinated the 

formation of a Civil Society Platform (CSO Platform) on Immunization and Health Systems Strengthening. The aim 

was to promote equitable access to immunization and complimentary child health services, thereby contributing 

to achievement of Millennium Development Goal (MDG) 4. 

 

METHODOLOGY:  To identify key advocacy issues and best strategies, key informant interviews, focus group 

discussions and brainstorming meetings were held with EPI staff, CSO representatives, district health management 

teams, community based development structures, village heads, councilors, and community representatives. A 

learning visit to Ghana and literature reviews were conducted, including World Health Organization’s (WHO) 

Reaching Every Child strategy, and health budget analysis exercise. Two main points of intervention were thus 

identified: 

 

Lobbying and advocating for increased resourcing of EPI. Mobilizing communities in underserved, hard‐to‐reach 

areas towards ownership of, sustained demand for and equity in immunization services, as well as linking 

communities to services. 

 

At national level, the CSO Platform engaged the senior management of Ministry of Health (MOH), Members of 

Parliament (MPs), and Ministry of Finance, Economic Planning and Development (MoFEPD) through interface 

meetings and presentation of analysis of challenges affecting EPI and proposed solutions. At community level, 

community health workers and devolved development structures were linked with community volunteers who 

were organized into voluntary “care groups.” The care groups conducted community level sensitization meetings, 

door‐to‐door registration of under‐five children and immunization defaulter tracing. 

 

MAIN RESULTS: CSO engagement has made contributions to the following achievements:   MDG 4 target reached 

ahead of time $630k released to EPI in 2015‐2016 fiscal year $110 million increase in health sector budget in the 

2014‐2015 fiscal year ; $1.4 million allocated to EPI budget Cancellation of outreach clinics decreased and 

immunization clinic attendance improved in targeted hard‐to‐reach areas 

 

CONCLUSION:  An organized effort by civil society can enhance functionality of a health system; and community 

based “care groups” are a necessary catalyst and ingredient in implementing cost‐effective and sustained, life‐ 

saving interventions. 
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Denis Muhangi, Developing Sustainable Community Health Resources in Resource poor Settings in 

Uganda (CoHeRe) Project 
 

Power and politics in health promotion at the community level: Experiences and lessons from a rural 

community in Luwero, Uganda. 
 

Co‐authors: Denis Muhangi, Developing Sustainable Community Health Resources in Resource poor 

Settings in Uganda (CoHeRe) Project 
 

Background: Health promotion is often regarded as a technical health matter, sometimes as a socially 

and culturally determined process, but rarely as a political matter. Yet power and politics are at play at 

every level of a health system. At the community level, the power dynamics may very subtle yet very 

influential. Under the CoHeRe project, we conducted pilot action research in Luwero, Central Uganda, 

focusing on how community social and other resources could be leveraged to promote better health. 
 

Methods: Pilot interventions were implemented which included working with the community to 

construct a public latrine, working with community groups to improve sanitation and hygiene in homes, 

and working through existing social structures and spaces to disseminate health information. 

Ethnographic methods including focus group discussions, individual interviews and observation were 

used to collect data about these processes and outcomes. 
 

Results: At different stages of the interventions, the research team discovered different manifestations of 

power contestations and asymmetries.  While the research team worked through different community 

structures (local leaders, community health workers, savings groups, etc), it was soon realized               

that power was actually concentrated in a few hands who acted as ‘gate keepers’ to all activities              

in the community. The same few people played multiple roles. This overlap in roles and the  

concentration of power had both advantages and limitations. During the interventions, old power 

struggles resurfaced and threatened to affect the participation of different political factions. Additionally 

we found that powerful elites used their positions to take advantage of other community members, 

divert resources, defraud others, and tilt the operations of the savings groups to their favour. In the 

subsequent activities, the research team sought to move away from reliance on local leaders, but also 

engage more directly with other social groups and resourceful individuals such as motorcycle taxi 

operators (boda boda) and women’s bead‐making groups to disseminate health messages without 

putting the local leaders in the lead. 
 

Conclusions: Health promotion at the community level is not a politically neutral process. Instead, it 

often involves varied political interests and may necessitate engaging with rival interest groups, 

resolving conflicts and managing expectations. Power struggles are part and parcel of any community 

action, and should be anticipated and managed. Working with diverse groups of ordinary people 

broadens the space more inclusive engagement for health promotion. 
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Anne Sebert Kuhlmann, Saint Louis University 
 

CARE’s Community Score Card© engages local community members and health workers to improve 

governance, accountability, and health‐related outcomes 
 

Co‐authors:  Anne K Sebert Kuhlmann, Saint Louis University 
 

Background:  CARE’s Community Score Card© (CSC) is a social accountability approach designed to bring 

community members and local healthcare providers together to build mutual responsibility for maternal 

and newborn health services and outcomes in their communities. This type of micro‐level engagement by 

local community members and frontline health workers is intended to confront historical power 

structures that result in power and decision‐making authority being retained by those outside the 

community.  Further, these structures often exclude the most vulnerable and marginalized members of 

society, like women and adolescents, from participation in decision‐making. We evaluated the CSC’s 

influence on local engagement, decision‐making, and mutual accountability among women in Ntcheu 

district, Malawi via a set of innovative governance measures. 
 

Methods: Using a cluster‐randomized design with ten pairs of matched health facilities randomly 

assigned to intervention and control arms, we conducted independent cross‐sectional surveys of women 

who had given birth in the last 12 months at baseline and two years post‐baseline (n=1300). We used 

local average treatment effects (LATE) at endline to estimate the CSC’s effect on the creation of effective 

spaces for communities to influence health outcomes and service delivery. We also assessed the 

relationship between participation in the CSC and both governance and health‐related outcomes. 

Results: Analyses confirmed the reliability of our 13 new measures of governance‐related constructs. 

Those exposed to the CSC were more likely than those who did not participate to report participation in 

negotiated spaces (p&lt;.01), greater perceived equity and quality of these negotiated spaces within the 

community (p&lt;.01), the existence of joint monitoring of health services via issue identification and 

discussion and improvement plan creation (p=.03), direct actions – such as resource mobilization – 

occurring from working together (p&lt;.01), improved perceptions of service quality (p&lt;.01), existence 

of a local committee (p&lt;.01), and receipt of help from the community (p=.02). Further, improved 

governance was significantly associated with community health worker home visits, use of modern family 

planning, and satisfaction with services. 
 

Discussion/conclusion: Our results suggest that women’s participation in the CSC can improve power 

dynamics at the local level by providing a mechanism for women’s involvement in negotiation and 

monitoring to create more transparent and higher quality health services. And, this engagement appears 

associated with better access to, utilization of, and satisfaction with maternal health services. 
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Brynne Gilmore, Centre for Global Health, Trinity College Dublin 

 
How do community health committees build capacity for maternal and child health?: A realist evaluation in 

Uganda and Tanzania 

 

Co‐authors:  Brynne Gilmore, Nazarius Mbona  Tumwesigye, Henry Mollel, Magnus Conteh, Nicola Dunne, Eilish 

McAuliffe, Fiona Larkan, Frédérique Vallières, Centre for Global Health, Trinity College Dublin; Department of 

Epidemiology and Biostatistics, School of Public Health, Makerere University College of Health Sciences, Uganda; 

Health Systems Management, Ifakara Health Institute, Tanzania; World Vision Irela 

 

Background:  The Ottawa Charter for Health Promotion states that strengthening community actions by 

empowering communities to improve ownership over their own health actions is an essential component of health 

promotion and systems strengthening. To this end, community health committees (CHCs) are frequently utilised in 

low‐income contexts to achieve specific objectives, and build community capacity for health – a frequent goal or 

outcome of these groups. The groups discussed within are a partnership between community members,  

community health workers and health staff. Though some evidence is available on CHCs’ contribution to health 

outcomes in sub‐Saharan Africa, there are research gaps on how to implement such committees and on what 

specific features are most effective to build community capacity. 

 

Methods:  This study used the innovative research approach of a realist evaluation, which works to understand 

“what works, for whom, and why” by developing and subsequently refining programme theories. Using a mix‐ 

method intra‐programme case study design, three CHCs in North Rukiga, Uganda and three CHCs in Mundemu, 

Tanzania were studied. The data collection employed a systems‐thinking approach and consisted of: observations 

and document reviews, focus groups, in‐depth interviews, Coalition Self Assessment Survey and a capacity survey 

based on Laverack’s 9 Domains of Capacity, all of which were informed by the initial programme theory (IPT). The 

aim of this was to refine the IPT and uncover context‐mechanism‐outcome‐configurations (CMOCs) for how CHCs 

work. 

 

Results:  Over 220 individuals participated in this study. This study had three main results: 1) refined programme 

theory and CMOC for CHCs in Uganda and 2) in Tanzania and 3) an overall middle‐range theory and CMOCs for   

how CHCs work to build community capacity for maternal and child health. It found that overall critical aspects of a 

CHC programme include: strong internal structures and skill, external support (training, supervision, incentives for 

motivation) and stakeholder responsiveness. A secondary result of this study is a better understanding of how 

realist evaluations can be used in health systems research in low‐income contexts, a relatively new domain. 

 

Discussion/Conclusion:  Using a realist evaluation and systems‐thinking approach enabled this research to highlight 

contextually relevant findings that were person‐centred. The resulting middle‐range theory can be used to inform 

other CHC programmes by providing transferable CMOCs. This study also has significance for the field‐building 

dimension of innovative research methodologies, as it can provide important recommendations and insight into its 

use in such contexts, which will be discussed. 
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David Hernández, Universidad de Antioquia ‐ Facultad de Medicina y Salud Pública 
 

Proceso de construcción de Plan Comunal de Salud en la Comuna Uno populares de la Ciudad de 

Medellín ‐ Colombia 2014‐2016. 
 

Co‐authors:  David Arnovis Hernández, Verónica Lopera, Universidad de Antioquia ‐ Facultad de 

Medicina y Salud Pública; Secretaría de Salud de Medellín ‐ Alcaldía de Medellín 
 

Entre 2014 y 2015 se construyó, en la Comuna Uno Popular de Medellín, un Plan Comunal de Salud que 

respondiera a las necesidades de las personas. El Plan Comunal de Salud fue una idea que emergió en la 

misma comunidad, y se realizó con dineros del programa de Presupuesto Participativo de la Alcaldía de 

Medellín. Se construyó con metodología participativa y constructivista, lo que implicó un proceso de 

sensibilización y apropiación de ideas y conceptos claves en la comunidad, antes de iniciar el proceso 

empírico de recolección de información. Hasta el momento se han realizado dos fases en la construcción 

del Plan Comunal de Salud. En la primera, que duro ocho meses, se realizó una capacitación de 96 horas 

teóricas; un inventario de actores y organizaciones presentes en el territorio que abordaran al menos una 

de las dimensiones prioritarias del Plan Decenal de Salud Pública de Colombia; 16 mesas de diálogo 

comunitarias y temáticas, en las cuales se abordaban los temas dinamizadores del diálogo; un foro‐taller 

de dos días y medio, en los cuales se dieron a conocer los resultados preliminares y se debatió sobre los 

temas más complejos, como la salud de la mujer, la salud ambiental, la seguridad alimentaria y 

nutricional y la salud en el entorno laboral. De este foro emergieron conclusiones y recomendaciones 

para el proceso de construcción del Plan Comunal de salud. Luego, se realizó una armonización de estos 

resultados, con los resultados del Plan Territorial de Medellín y con el Plan Decenal de Salud Pública de 

Colombia. De esta armonización emergieron, a grandes rasgos, las líneas estratégicas del Plan Comunal 

de Salud. En la segunda fase se construyó un sistema de gestión comunitaria del Plan Comunal de Salud, 

que se encargue de su gestión y puesta en funcionamiento en el mediano y largo plazo. Para ello se ha 

conformado una mesa intersectorial y comunitaria para la gestión del Plan Comunal de Salud, en la cual 

hay representantes de la sociedad civil, grupos organizados de la comunidad, ONGs, empresas privadas y 

públicas presentes en el territorio. Se espera que esta mesa lidere los procesos de cambio y ajustes que 

se requieren en el territorio, para impactar positivamente la salud de las personas que viven en este 

territorio. También se está creando el sistema de seguimiento, monitoreo y evaluación, que se   

encargará lanzar las alertas tempranas en el proceso implementación del Plan Comunal de Salud 
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Meghan Kumar, Liverpool School of Tropical Medicine 

 
Strengths, weaknesses, opportunities and threats: embedding a culture of quality improvement in community 

health provision in six countries 

 

Co‐authors:Meghan Bruce Kumar, Miriam Taegtmeyer, Vicki Doyle, Lilian Otiso, Ireen Namakhoma, Daniel 

Gemechu Datiko, Mohsin Sidat, Sabina Rashid, Rukhsana Ahmed, Maryse Kok, Liverpool School of Tropical 

Medicine; Capacity Development International; LVCT Health; REACH Trust; REACH Ethiopia; Eduardo Mondlane 

University; James P Grant School of Public Health; KIT Royal Tropical Institute 

 

The REACHOUT Consortium is an international research project that is working to measure and improve the quality 

of close‐to‐community (CTC) health services. In each of six countries (Bangladesh, Ethiopia, Kenya, Indonesia, 

Malawi, Mozambique), local research teams have conducted a context analysis and following that identified key 

priorities for quality improvement (QI), strategies to address those quality gaps, and then collected data with 

qualitative and quantitative tools developed to measure improvements. 

 

Mainstream debates and literature on the framing of policy priorities in health systems tend to focus at the 

international and national levels. Significant efforts are made to produce normative statements and lengthy 

guidelines to steer interventions on the ground. However, health system governance is by nature devolved and 

actors at the district, sub‐district and community levels play a significant role in deciding what to adopt and how to 

adapt such guidance. These ‘street‐level bureaucrats’ have significant sway over local priority setting and, by 

extension, the coverage of services, the quality of health interventions and the experience of the community of 

healthcare services. 

 

QI initiatives ultimately aim to improve health outcomes.  However, such initiatives often run parallel to 

government programmes and are externally driven and funded, limited in scale and time‐bound.  Few studies 

examine the medium to long term impact of externally‐initiated QI interventions on health systems.  A shift to 

greater local ownership with a focus on what is feasible within the local political and institutional context, provides 

a response to these challenges.  Therefore, REACHOUT is now focusing its work on moving from project–led to 

district‐led QI, also called embedding. 

 

Factors associated with embedding QI include community ownership and accountability; institutionalization of 

data collection, analysis and use at multiple levels; capacity strengthening and buy‐in from district and national 

stakeholders. However, failure is commonplace because individuals (and their social capital and institutional 

memory) are transferred, budget cycles fail to include QI and new stakeholders seek to realign systems. 

 

We will present findings from an iterative SWOT analysis conducted with policymakers, district‐level implementers, 

and country research teams on embedding QI.   Commonalities of the situation facing districts in the six    

REACHOUT countries are many.  This analysis will be used to guide district‐level implementers to ensure that 

frontline workers have the right capacity and skills to participate in an embedded, continuous process of measuring 

and improving quality, but not at the expense of innovation, creativity and flexibility. 
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James Muhumuza, World Vision International, Uganda 

 
Community Committees (COMMs) for Capacity Building: Lessons Learned from a Study in North Rukiga, Uganda. 

 
Co‐authors:  James Muhumuza, Brynne Gilmore, Eilish McAuliffe, Fiona Larkan, Magnus Conteh, Nicola Dunne, 

Nazarius Tumwesigye Mbona, Frédérique Vallières, World Vision International, Uganda; 1Centre for Global Health, 

Trinity College Dublin, 7‐9 Leinster St. South, Dublin 2, Ireland ; 2School of Nursing, Midwifery and Health Systems, 

University College Dublin, Belfield, Dublin 4, Ireland; World Vision Ireland, 

 

Background:  Many governmental and NGO initiatives take to implementing health committee programmes to 

improve a community’s capacity to respond to citizens’ health needs and to increase health promotion activities. 

Within World Vision’s Access ‐ Infant and Maternal Health Programme (AIM‐Health), community committees 

(COMMs) are composed of a partnership between community members, community health workers and health 

staff. Despite their utilization, little is known about the effectiveness of these groups to contribute to community 

capacity building. 

 

The objective of this study was to refine an initial theory on how COMMs work and to identify what components of 

the model build community capacity for maternal and child health. 

 

Methods:  This study used a mixed methods systems‐thinking approach of three COMM groups in North Rukiga to 

refine an initial programme theory on how they work. The COMM groups were located at different levels in the 

community with one being associated with a Level II Health Facility, one with a Level III, and one with a Level IV, 

which worked to provide contextual differences for study. It combined focus groups with community members and 

health workers, in‐depth interviews with COMM members, and key informant interviews with stakeholders and 

programme implementers. A capacity assessment was completed by all participants (n=118) based on Laverack’s 9 

Domains of capacity to ascertain COMM outcomes. 

 

Results:  This study showed that the innovative and participatory COMM model was successful in improving service 

delivery for maternal and child health. Findings indicate that the success of COMMs depends on several things: 

proximity to the community, motivation, reputation and make‐up of COMM members, integration with other 

groups and buy‐in from stakeholders. Challenges highlighted were: political interference, lack of member turn‐  

over, knowledge, experience and motivation of members, and communities’ knowledge of, or belief in, this model. 

COMM groups contributed well to 7 of 9 Capacity Domains (participation, organizational structures, resource 

mobilization, ‘asking why’, linkages, relationships, and control) with difficulties in the domains of increasing 

evaluation capabilities and promoting local leadership. 

 

Discussion/Conclusion The study showed that innovative approaches to capacity building can be successfully 

implemented at the community level. Specific issues have been identified between the COMM groups, which 

highlight important contextual implications for implementation. Overall, findings from this study can help to 

improve programme implementation and inform other health committee programmes. Additionally, findings will 

feed into the overall strategic design of the COMM model for National advocacy and engagement actions. 
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Shubha Nagesh, Latika Roy Foundation 
 

Community health workers in Early Intervention for children with special needs in the Uttarakhand 

Himalayas (India) 
 

Co‐authors:  Shubha Nagesh, Latika Roy Foundation 
 

Introduction: Community Health Workers (CHWs) are recognized as a crucial component of the health 

work force in India. They are now being oriented towards early childhood development, childhood 

disability and early intervention services for children with special needs (identification and referral to 

specialty centers for assessment).  The government of India has recently awakened to the vital necessity 

of addressing early childhood development and specifically to identifying children with developmental 

delays early and preventing delays. 
 

Methods: The study aimed to understand the challenges of initiating CHWs in early intervention for 

children with special needs. A qualitative study utilizing observations and in‐depth interviews was 

conducted over six months in Dehradun, Uttarakhand. Several significant themes emerged after coding 

the responses of twenty health workers who were interviewed about the experience and the challenges 

they faced during the implementation of the early childhood program. 
 

Results: The study revealed the multiple roles performed by the CHWs including identification of children, 

referral to facilities for assessment, follow‐up in homes and cascade training for junior health        

workers.  The role in the new program was in addition to the existing responsibilities; they took more 

time and patience, but were also more valuable and rewarding in terms of interactions with children and 

their parents. 
 

Discussion: The study reveals the complexities involved in the role of CHWs in childhood disability while 

reiterating the immense value of involving CHWs in new programs for children with special needs. Early 

intervention services (identification and therapy) have a positive influence on the developmental 

outcomes of children and families with disabilities and the effectiveness of community‐based programs 

using community‐based health workers is evident. 
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Henry Perry, Johns Hopkins Bloomberg School of Public Health 
 

The effectiveness of community‐based primary health care in improving child and maternal health: a 

comprehensive review of interventions, approaches and implementation strategies 
 

Co‐authors:  Henry Perry, Paul Freeman, Bahie Rassekh, Sundeep Gupta, Johns Hopkins Bloomberg 

School of Public Health; University of Washington; World Bank; Medical epidemiologist 
 

Background: Despite the rapidly growing awareness of (1) the importance of community‐based primary 

health care (CBPHC) for improving the health of children and their mothers and (2) the efficacy of specific 

community‐based interventions, there is no comprehensive review of the overall effectiveness of         

this approach and the strategies used in order for this approach to be effective. This presentation will 

summarize the findings of a comprehensive review of maternal and child health programs, projects and 

studies that implemented community‐based approaches and assessed their impact on health outcomes. 
 

Methods: The purpose of the review has been to identify CBPHC programs, projects and studies that 

have improved child and/or maternal health (as defined by changes in mortality, nutritional status, 

serious morbidity, or changes in population coverage of evidence‐based interventions in the geographic 

area served) and to elucidate the strategies used to achieve effectiveness. More than 10,000 reports 

were identified from a PubMed search and a search of the gray literature. A total of 694 documents 

qualified for inclusion in the review (541 reports for child health and 153 for maternal health). 
 

Two independent reviewers completed a data extraction form for each report, including information 

about the type of intervention(s) and how they were implemented. A third reviewer compared the two 

data extraction forms and resolved differences before entering in the data into an electronic database. 

Data were analyzed using the STATA statistical package. 
 

Results: Virtually all of the reports included in our review documented improved child or maternal health 

(using the criteria described above) in geographically defined populations. In addition, virtually all  

utilized community‐level health workers, and more than one‐third formed or supported community 

groups. More than half promoted partnerships between the community and the formal health system. 

Two‐thirds of the reports employed a strategy of community mobilization or community empowerment. 

The principal intervention implementation strategies were (1) home visitation, (2) community case 

management of serious childhood illness, (3) participatory women's groups, and (4) provision of services 

at outreach sites by mobile teams. 
 

Discussions/conclusions: The evidence concerning the effectiveness of CBPHC in improving the health of 

children and their mothers in geographically defined populations in now sufficiently robust that a priority 

of health system strengthening in countries with high child and maternal mortality should be 

strengthening community‐based service delivery systems to allow evidence‐based interventions to reach 

high levels of population coverage and quality. This review helps to identify strategies for strengthening 

CBPHC. 
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Pamela Chandiwana, Biomedical Research and Training Institute 
 

Effects of the crisis on health workers and how they coped in Zimbabwe. 
 

Co‐authors:  Pamela Tapiwa Chandiwana, Yotamu Chirwa, Wilson Mashange, Malvern Munjoma,  

Shungu Munyati, Sophie Witter, Biomedical Research and Training Institute; Queen Margaret University 
 

Background: Zimbabwe was hit by the worst economic downturn in its history from 1997 to 2008. The 

crisis reached its peak in 2008 before it began to stabilize after the establishment of an inclusive 

government in 2009. We carried out a study that examined the consequences that the economic crisis 

has had on health workers and how they managed to cope. 
 

Methods: Qualitative and quantitative methods were used and participants were drawn from three 

sectors ‐ government, municipal and mission. Literature review of HRH policies and changes in these 

policies before, during and after the crisis was done. Key informant interviews with purposively selected 

managers at district, provincial and national levels were conducted (n=28). In‐depth interviews using job 

history approach to understand the experiences of health workers were conducted with 35 long serving 

health workers in three districts. We also draw evidence from a survey that was done with selected 

health workers using a semi‐structured questionnaire (n=227). 
 

Results:  There was serious attrition of health workers due to low morale aggravated by low salaries, 

unsatisfactory working conditions, living conditions and shortage of resources e.g. drugs, equipment, 

stationery and other consumables. Vacancy rates increased, hence increased workloads for health 

workers who remained and this was further worsened by freezing of posts. The standards of nursing 

went down as new cadres coming out of training schools were not properly trained and supported due 

to shortages of supervisors or mentors since the experienced had left. In order to supplement their low 

salaries and incentives some health workers started small businesses e.g. buying and selling of goods 

and poultry projects. Some moved to better paying sectors while some sought posts where costs were 

lower, especially in rural areas or migrating to other countries. To cope with shortages of resources 

health workers had to improvise e.g. use of manual systems, using candles to do deliveries at night 

when there was no electricity, referring patients to facilities with resources, and working overtime. 
 

Conclusions: Adequate funding is needed to provide resources and infrastructure at health facilities, 

incentivising health workers to retain them, as well as recruitment of staff to cater for the increased 

workloads. The poorly resourced and overworked health workforce has badly affected health service 

delivery. To build a resilient health system, the government must prioritise the health sector and 

develop a long term health financing plan and vision to protect the health system against crises. 
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Yotamu Chirwa, Biomedical research &Training Institute 
 

Contributing to the development of adaptive deployment policies for rural areas: Lessons from post 

crisis Zimbabwe 
 

Co‐authors:  Yotamu Chirwa, Pamela Chandiwana, Mildred Pepukayi, Wilson Mashange, Shungu 

Munyati, Tim Martineua, Alvaro Alonso‐ Garbayo, Biomedical research &Training Institute; Liverpool 

School of Tropical Medicine 
 

Background:  The deployment system is one of the key factors for attaining health system goals. 

Deployment of health staff, with the appropriate skills mix in the areas they are needed, is critical for 

sustenance of health system core functions. Low and middle income countries emerging from crisis face 

shortages of health staff in rural areas. During crises, deployment systems get distorted, with such 

distortions persisting after the crisis. In this study we assess the impact of key changes in deployment 

policy, systems and practice in rural areas after the crisis in Zimbabwe. We examine the rationale for 

these changes and the effects on health system resilience. 
 

Methods: The research uses mixed methods. We reviewed 76 policy documents and academic literature. 

We conducted 17 key informant interviews at national level; 11 indepth interviews and 67 job histories 

with health workers at district level. We reviewed 51 personnel files and analysed district                 

routine staffing data in three health service organisations in three districts. 
 

Results: The deployment systems in the government and rural district councils failed to deploy sufficient 

numbers of health workers during the crisis. Rapid changes in staff turnover, more staff not taking up 

postings, and increases of staff seeking transfer to more attractive postings caused system wide 

problems in implementation of deployment policies. In Faith Based Organisations, deployment policies of 

core staff (nuns and sisters) sustained shocks wrought by the crisis. In government, turnover was high 

and outright disregard of deployment orders was common. Many facilities functioned with one or no 

professional health worker. Post crisis efforts to resuscitate the health system through the adoption of 

retention mechanisms and a system wide reprieve for health workers who had absconded during the 

crisis further strained deployment systems. In response all appointments, transfers and promotion were 

frozen. Rural areas were affected most during the crisis and continue to be affected now. 
 

Conclusion:   The Faith Based Organisation (FBO) deployment system for core staff was more effective 

than the government and rural district councils systems. In government and rural district councils 

posting staff to rural areas was and still is a problem. Their deployment systems failed to adapt to 

changes during and after the crisis. Currently government health facilities are unable to sustain core 

health system functions compared to the FBO, which has a resilient core workforce that can be 

deployed to and retained in hard to reach areas, during crises. 
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Everd Maniple, Uganda Martyrs University 
 

“I found myself staying”: A case study of job embeddedness and retention of qualified health workers 

in rural and remote areas of Uganda 
 

Co‐authors:  Everd Maniple, Regien Biesma, Niamh Humphries, Steve Thomas, Uganda Martyrs 

University; Royal College of Surgeons in Ireland (RCSI), Dublin, Ireland; Trinity College Dublin (TCD), 

Dublin, Ireland 
 

Background: Extrinsic interventions often recommended to address the rural‐urban imbalance in the 

distribution of health workers are costly and not sustainable for most developing countries. However, 

some health workers serve in rural areas without such interventions, suggesting existence of strong 

intrinsic motives for rural practice choice and retention, knowledge of which could be used to select 

retainable staff. 
 

Methods: A mixed‐methods case study of 50 purposively‐selected physicians and nurses retained in 12 

Ugandan rural hospitals for three or more years, sought to find the reasons some qualified health 

workers get retained in rural areas and the role of job embeddedness (a theoretical construct used to 

predict employee turnover in organisational studies, with three dimensions: fit, links or sacrifice on the 

job or in the community) in their retention. 
 

Results: Rural practice choices were made for personal or altruistic reasons, or in obedience to    

deploying authorities. Integration and job embeddedness in rural areas depended upon pre‐service social 

and technical preparation, leading to cultural competence, adaptability, self‐efficacy and               

resilience to shocks. Retention depended on feeling satisfied with rural achievements or successful self‐ 

adjustment to the difficult rural conditions. Despite a modest average degree of rural job embeddedness 

(3.1 on a scale of 1 (absent) to 5 (complete immersion)), rural retention duration averaged 19 years 

(range: 3 – 42) and most participants did not intend to leave soon. Job embeddedness predicted the 

duration of retention but not intention to leave. The strongest dimensions of job embeddedness were 

“fit‐organisation” (how well the job fits into the employee’s space, similarity of values etc) and “fit‐ 

community” (how well the community meets the expectations of the employee). 
 

Discussion and conclusion: Prosocial behaviour and self‐efficacy in rural practice influence rural practice 

choice and retention through increasing the likelihood of intrinsic attraction and job embeddedness. 

They offer an affordable yet under‐researched key to eliminating rural‐urban imbalance in the 

distribution of health workers in developing countries. 
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Mary Nyikuri, Strathmore Business School 
 

‘We are hanging, but … optimistic’: Operational challenges for devolution from sub county managers 

in Kilifi, Coastal Kenya. 
 

Co‐authors:  Mary M. Nyikuri, Benjamin  K. Tsofa, Philip Okoth, Edwine Wafula Barasa, Sassy  Molyneux, 

Strathmore Business School; KEMRI‐Wellcome  Trust; KEMRI‐Wellcome Trust 
 

In this study we investigated how devolution, a common feature of health sector reform globally, impacts 

on a key set of health system actors at the local level. Using a Kenyan example, we describe how           

sub county managers ‐ formerly referred to as district health managers ‐ experienced the  

implementation of rapid devolution. We captured the expectations and experiences of devolution by 

these managers as well as how they managed change using qualitative research methods. The authors 

conducted participant observation of a diverse range of meetings and activities over a period of more 

than one year soon after devolution (May 2013 and June 2015), including management meetings, 

support supervision and outreach activities. These informal observations and interviews were 

supplemented by fifteen tape recorded in depth interviews with purposively selected sub‐county 

managers from three sub‐counties.  We found that sub county managers as with many other health 

system actors were anxious about and ill‐prepared for the unexpectedly rapid devolution of health 

functions to the newly created county government.  They experienced loss of autonomy and resources in 

addition to confused lines of accountability within the health system. However, they harnessed 

individual, team and stakeholder resources to maintain their jobs, and continue to play a critical role in 

supporting peripheral facility managers to cope with change.  Our study illustrates the importance in 

accelerated devolution contexts for: 1) engagement of such ‘mid‐level managers’ in designing new 

policies; 2) clear communication of reforms to these actors; 3) anticipating and managing the effect of 

change on intangible software issues such as trust and motivation and 4) accompanying change with 

clear structures/guidelines. More broadly, greater more attention needs to be paid to sustained capacity 

building during times of rapid reforms to enable positive response to such health system shocks. 
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Emmanuel Omony, Agago District Local Government 
 

Enhancing health services utilization through strengthening health system management structures 

and practices: the case for Agago District in Northern Uganda 
 

Co‐authors:  Emmanuel Otto Omony, Betty Lanyero Ajok, Agago District Local Government 
 

Background:  Agago district in northern Uganda was established in July 2010. Over 20 years armed 

conflict resulted in marked disruption of the health system in this part of the country with challenges in 

attracting and retaining health workers and functionality of leadership and governance structures at 

community, health facility and district levels was markedly weakened. Following the return of peace and 

stability in the region, the district health office sought to improve a range of health system management 

practices partly through health systems’ management capacity building programme in which the district 

health officer participated. 
 

Methodology: Interventions carried out targeted human resources for health and health system 

management governance and management structures. The proportion of established health workers’ 

positions filled with trained health workers was improved from 44.3% to 81% over 3 years through 

recruitment supported by government and health partners. Community governance structures referred 

to as health unit management committees (HUMC) were formed for all health facilities and training of 

members carried out as per Ministry of Health guidelines.Quarterly mentoring and support supervision 

to health facilities was carried out to address issues of absenteeism, and quality improvement. 

Performance ranking of health facilities was carried out based on trend analysis of selected indicators 

covering management and service delivery especially maternal child health indicators, and open 

feedback mechanisms. 
 

Results: Support supervision visit was carried every three months; and 146 out of 176 HUMC were 

trained in the 3 year period. There was increased utilisation of health services over the fiscal years 

2012/13 to 2014/15: attendance of the fourth Antenatal Care visit improved from 31% to 59.5%, Health 

unit supervised deliveries from 40.2% to 79.1%, Diphtheria, Pertusis, Tetanus, Hemophilus influenza, 

Hepatitis B (pentavalent vaccine) third dose vaccination coverage from 92% to 100%, Outpatient 

Department utilization from 0.99 to 1.4 per capita. , Intermittent Presumptive Treatment of malaria 

second dose coverage from 40.8% 69.6%. 
 

Conclusion:  Trend analysis shows general improvement in service utilization over the 3 year period 

2012/13 to 2014/15. This can be attributed to a combination of increased workforce strength, improved 

support supervision and mentoring of the health workers, establishment and training of HUMCs and 

continuous tracking of indicators and giving timely feed back to all the stakeholders is a good practice as 

well as quarterly review meetings.  Reinvigorating leadership and governance structures at all levels of 

the health system is key to enhancing health workforce productivity. 
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Julie Balen, The University of Sheffield 
 

The use of Information and Communication Technologies for health in the relief and recovery phases 

of the 2015 earthquake in Nepal 
 

Co‐authors:  Julie Balen, Yoriko Masunaga, Momodou Jasseh, Umberto d'Alessandro, The University of 

Sheffield; The University of Sheffield / Institute of Tropical Medicine Belgium; Medical Research Council 

Unit The Gambia; MRC Gambia / ITM Belgium 
 

Background: The 2015 Nepal earthquake highlighted major weaknesses in preparedness and response 

policies, as well as gaps in co‐ordination capabilities of the government, other agencies and partners 

(Sharma, 2015). A disaster can disrupt all services, however it is not clear why some disasters lead to 

health crises while others do not, nor, relatedly, which factors (e.g. behavioural, organisational, 

technological, political etc.) make some public health systems ‘resilient’ while others less so. Information 

and Communication Technologies (ICT) play an increasing role in disaster preparedness, response and 

recovery. On an individual level, contacting family for information and aid is facilitated; after the 2008 

earthquake in Sichuan province, China, phone calls to the affected area from Guandong district, a popular 

area for work‐related migration, increased 1000‐fold (Xia, 2011). At organizational level, technologies 

enhance communication, co‐operation and co‐ordination and can help improve the delivery                      

of health and disaster management services to poor and remote locations. However, resource‐        

limited countries such as Nepal may not benefit from technological advances and the extent to which   

ICT was used to manage post‐earthquake healthcare needs in affected areas is currently unknown. 
 

Methods: This work explores the use of ICT by individuals, communities and organizations involved in 

addressing health needs in the wake of the earthquake and during the ensuing year of reconstruction. 

We conducted a qualitative study involving in‐depth interviews, focus group discussions and an elite 

stakeholder meeting, with data collected at village and district levels from Gorka District, the epicenter 

of the earthquake, and Kathmandu in March and April 2016. 
 

Results:  We presents lessons on the use of ICT in enhancing health systems resilience to unexpected 

shocks, including perspectives from affected communities and those of policy elites. Much initiative 

came from grassroots community activities and ICT may have enabled people to self‐organize based on 

trust and pre‐existing relationships, with little government support. 
 

Discussion/conclusions: ICT, as a relatively new tool for assistance, is attracting much attention for its 

potential in disaster management. Use of ICT by communities and organizations in the wake of the 2015 

Nepal earthquake may have helped absorb unexpected shocks to the health system. Moreover, this 

focus on ICT use could inform debates on the nature of, and strategies for, building resilience to 

unexpected shocks and as such may provide a basis for improving health‐related disaster outcomes in 

Nepal and other low‐ and middle‐income countries. The presenter will share additional late breaker 

findings during the symposium. 
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Ahmad Firas Khalid, PhD Student, McMaster University 
 

Strengthening health systems: Strengthening the use of research knowledge in policy and practice 

during the Syrian Refugee crisis 
 

Co‐authors:  Ahmad Firas  Khalid, John N. Lavis, Fadi  El‐Jardali , Caroline Abu‐Sade, McMaster 

University; McMaster Univeristy; American University of Beirut ; Médecins Sans Frontières (MSF) 
 

Background: Efforts to bridge the gaps between research, practice and policymaking – what some have 

called knowledge translation (KT) ‐‐ have become an essential contributor to health policy and system 

change (Lavis et al. 2006). While much still needs to be learned about effective KT in high‐income 

countries, there is a large and growing evidence base about how to support evidence‐informed practice 

and policy to strengthen health systems, particularly in overburdened and under resourced health 

systems. Over four million refugees have fled the conflict in Syria, with the majority now in Turkey, 

Lebanon, Jordan, Iraq and Egypt. Providing essential healthcare is becoming a huge undertaking requiring 

a multifaceted approach. The scarcity of available resources makes it imperative that                     

resources are used based on research evidence to maximize the health outcomes among vulnerable 

populations. The challenge is that there is still a gap on how to best utilize research evidence to inform 

decision making in the field in a crisis situation. The purpose of this research is to a) Identify approaches 

to supporting evidence informed decision‐making in health systems serving Syrian refugees, b) 

understand some of the barriers and facilitators to using these approaches in health systems serving the 

Syrian refugee crisis c) to identify ways to measure success in supporting evidence informed decision‐ 

making in a overburdened and under‐resourced health systems. Three months fieldwork will be 

conducted at Médecins Sans Frontières operational research unit in Geneva, Switzerland and London, 

United Kingdom. 
 

Methods: Document analysis of suggested approaches to supporting evidence informed decision‐ 

making in healthcare delivery for the Syrian refugees. Key informant interviews utilizing semi‐structured 

questions at Médecins Sans Frontières to identify some of the barriers and facilitators to using KT 

approaches in health systems serving the Syrian refugee crisis. 
 

Results: With an increasing demand on health systems to respond to the Syrian refugee migration crisis, 

there couldn’t be a better time to conduct rigorous research to examine approaches to evidence 

informed decision‐making in healthcare delivery for the Syrian refugees. Results will be available from 

three months of fieldwork in the Médecins Sans Frontières operational research unit. 
 

Discussion/Conclusions: Understanding the findings of the above research questions would enhance the 

quality, effectiveness and coverage of healthcare programme delivery for Syrian refugees and enable the 

health system to be more responsive to the healthcare needs of the Syrian refugees. 
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Malongo Lusambu, Division provinciale du Kongo Central/Zone de santé de Kwilu Ngongo 
 

Facteurs expliquant la sous utilisation de centrales de distribution régionale. Cas de structures de 

santé de Kinshasa, République Démocratique du Congo 
 

Co‐authors:  Fathy N. Malongo, Eric M. Mafuta, Fulbert N. Kwilu, Division provinciale du Kongo 

Central/Zone de santé de Kwilu Ngongo; Ecole de santé Publique de Kinshasa/Faculté de 

Médecine/Université de Kinshasa 
 

Introduction: La République Démocratique du Congo a connu depuis plusieurs années une 

déstructuration de son système de santé. Plusieurs reformes ont été mises en œuvre dont la politique 

pharmaceutique nationale et la stratégie de renforcement du système de santé. La politique 

pharmaceutique est basée sur la centralisation des achats et de la décentralisation de la distribution à 

travers les centrales de distribution régionale (CDR). Cette étude a pour objectif de déterminer les 

facteurs qui expliquent la sous‐utilisation de la CDR par les structures de santé de la ville de Kinshasa. 
 

Matériels et Méthode: Une étude des cas a été menée en Novembre et Décembre 2015 en combinant 

les approches qualitative et quantitative. Les structures de santé (Six Bureaux centraux de zone de 

santé, six hôpitaux généraux de référence et 12 centres de santé) ont été sélectionnées de manière 

raisonnée utilisant des cas contrastants. Les variables ont été élaborées en se basant sur la théorie de 

comportement planifié et la théorie de comportement des acheteurs institutionnels. Les données ont 

été collectées par interview semi‐structuré et par revue documentaire et ont été analysées en utilisant 

l’analyse inductive du contenu. 
 

Résultats: Les résultats obtenus ont montré que la plupart des structures de santé ne disposaient 

d’aucune procédure officielle à suivre pour les achats des médicaments. La majorité de structures 

enquêtées préférait s’approvisionner en médicaments auprès des fournisseurs privés au lieu de la CDR, à 

moins qu’il y ait une contrainte ou une exigence claire de partenaires d’appui. Bien que la raison  

affichée a toujours été le bas prix pratiqué par les fournisseurs privés et la diversité de l’offre de 

produits,  le choix de fournisseurs était plus guidé par les intérêts individuels de personnes en charge 

d’acquisition de médicaments (remise, ristourne et rabais), souvent ciblées par la politique commerciale 

de fournisseurs privés non pratiquée par la CDR. La CDR semble ne pas être en mesure de pratiquer une 

politique commerciale proche des fournisseurs privés. La plupart des structures ne reçoivent pas de 

supervision. L’analyse de prix d’un panier de médicaments essentiels pratiqué montre que les prix de 

CDR  sont meilleurs que ceux de fournisseurs privés, bien que ceux‐ci présentent des formes galéniques 

préférées. 
 

Conclusion: Les résultats de cette étude suggèrent qu’un effort soit mis dans la régulation et la 

supervision des structures de santé de manière à les encourager à utiliser la CDR sans pour autant 

imposer une politique monopolistique. 
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Francois Jeannot, Organisation Panaméricaine de la santé (OPS/OMS) ‐ Haïti 
 

La viabilité financière du programme national de vaccination (Haïti), une souveraineté à (ré) inventer 
 

Co‐authors:  Ludovic QUEUILLE, Jeannot FRANCOIS, Jean‐Patrick ALFRED, Alexis SATOULOU MALEYO, 

Papa Coumba FAYE, Valéry RIDDE, Organisation Panaméricaine de la santé (OPS/OMS) ‐ Haïti; Ministère 

de la Santé Publique et de la Population (MSPP) ‐ Haïti; Organisation mondiale de la santé (OMS) ‐ 

Afrique de l'Ouest; Ecole de santé publique de l’université de Montréal (ESPUM)/Institut de 
 

La pertinence et l’efficience des programmes de vaccination adaptés au contexte ne sont plus à 

démontrer. En 2014, le financement des vaccins du programme élargi de vaccination (PEV) d’Haïti a été 

interrompu et a entrainé des ruptures d’intrants et des baisses exceptionnelles de ses couvertures 

vaccinales. Nous présentons les résultats de l’analyse de la viabilité financière (VF) du PEV tenant 

compte de la « fragilité » de l’Etat haïtien. 
 

L’analyse multi‐niveaux ‐environnement économique et politique, secteur santé, financement de la 

santé (FS), PEV et financement du PEV‐ a été conduite à l’aide de méthodes mixtes ‐revue 

documentaire, entrevues individuelles (n=44), observation participante, costing, etc.‐ adaptées aux 

questions de chacun des niveaux étudiés. 
 

Le financement du PEV est malmené par la récurrence des crises et leurs effets. 
 

L’Etat,  disposant de peu de ressources, a progressivement diminué sa contribution au FS, assuré 

principalement par les ménages et « l’international ». En outre, le système de FS contourne l’État, 

affaiblit son leadership, est fragmenté, n’est pas aligné et manque de transparence et de prévisibilité. 
 

Le système de financement du PEV est aussi déterminé par certaines spécificités. Les services de 

vaccination étant « gratuits », les sources de fonds se limitent à l’Etat et ses partenaires. Le dialogue sur 

le financement du PEV est influencé par des enjeux régionaux et globaux de vaccination (éradication de 

certaines maladies, « obligation » de résultats, gestion préventive, etc.) ainsi que par les « malentendus 

» existants entre Haïti et l’international sur les conditions d’émergence et de gestion de certaines 

épidémies nationales et/ou régionales (VIH/SIDA, Choléra, diphtérie, rougeole, etc.). Les parties 

prenantes du PEV sont plus nombreuses et diversifiées que la plupart des autres programmes, avec une 

composante internationale très importante jusqu’au niveau opérationnel. Ce complique un peu plus 

encore son leadership national, sa gouvernance, sa stratégie et sa mise en œuvre notamment la 

planification et la gestion partagée de ces ressources. 
 

Le gouvernement ne peut s’exclure durablement du financement des vaccins. Ceci dit, le PEV devrait 

inclure la pérennisation du programme, dans toutes ses dimensions (mémoire, valeurs, règles et 

adaptation) et non seulement sa VF, dans ses objectifs 2016‐2020. Même les fonds provenant de 

sources externes peuvent être gérés de manière à favoriser la pérennité. Plus globalement, les 

programmes de santé fortement appuyés par l’international doivent aussi s’attaquer au cercle vicieux 

de l’affaiblissement des Etats considérés durablement « fragiles », quitte à prendre quelques risques. 
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Quantifying the Un‐quantifiable?  Evidence Review Panels on the Impacts of Health Systems 

Strengthening Strategies 
 

Co‐authors:  Minki Chatterji, Laurel E Hatt, Daniela Rodriguez, Carlos Carrera, William Winfrey, Rachel 

Sanders, Nadia Carvalho, Abt Associates Inc., Health Finance and Governance project; Abt Associates 

Inc., HFG project; Johns Hopkins University Bloomberg School of Public Health, HFG project; UNICEF; 

Avenir Health, HFG Project 
 

Background: Because the field of health systems strengthening (HSS) is relatively young – and because 

systems‐level interventions are inherently complex –  the quantitative evidence base around HSS 

activities and their impacts on systems bottlenecks and health outcomes is limited.  Worldwide, health 

planners are seeking such evidence to make the most compelling case for health system investments, 

and several global development partners have supported systematic reviews on the effects of HSS in 

recent years. The web‐based “EQUIST” tool, developed by UNICEF, provides a framework for modeling 

the effects of HSS strategies on health system bottlenecks in low and middle‐income countries– but 

standardized, evidence‐based effect sizes have not yet been incorporated into the tool. 
 

Methods:  To generate defensible effect sizes associated with various HSS investments, a team of 

researchers from the USAID‐funded Health Finance and Governance project and UNICEF initiated a 

series of expert review panels in January 2016. Academics and practitioners from a variety of HSS‐ 

relevant disciplines worldwide will be convened to review and come to consensus on effect sizes 

(whether point estimates or ranges, and reflecting contextual or “enabling environment” factors which 

influence effectiveness) that can be incorporated into EQUIST’s “impact matrix” as default values. 

Source materials for the reviews will be drawn from the McMaster University Health Systems Evidence 

database, PubMed, and recently‐completed global literature reviews.  Where evidence is weak or 

lacking, expert opinion will be sought using a structured method such as the Delphi method. A Steering 

Group consisting of representatives from the World Health Organization, World Bank, UNICEF, UNFPA, 

and USAID is playing an advisory role. 
 

Results: By September 2016, the expert panels will have come to consensus (as possible) on a core set of 

HSS effect measures to be incorporated into EQUIST. Results will be summarized in matrix form and 

disseminated widely in other fora, including peer‐reviewed literature, allowing health planners to 

generate more robust projections of the impacts associated with different health system investments. 
 

Discussion/conclusions: Given the known limitations of the existing HSS research base (including weak 

evidence, lack of evidence, variations in interventions and observed effects, context dependence, and 

unmeasured interaction effects, among others), an expert review process is essential for developing 

validated measures robust enough for inclusion in health sector planning tools such as EQUIST.  This 

presentation will summarize the key findings of the expert panels, lessons learned from the convening 

process, and priority areas for additional research. 
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Velia Manyonga, Parliament of Malawi 
 

PARLIAMENTARIANS COMMITMENT IN TRACKING 2013‐2016  FAMILY PLANNING BUDGET SPENDING: 

THE CASE STUDY OF MALAWI 
 

Co‐authors:  Velia Manyonga, Ethel Chavula, Parliament of Malawi; Jesus Cares Ministries 
 

Background:  During the London summit in July, 2012, Malawi committed to create a budget line for 

contraceptives in the 2012/2013 financial year. Malawi contraceptives were only funded by donors until 

2013.   Members of Malawi of Parliament committed to pass the national budget if it included an 

allocation of family planning despite donors funding it. The budget was indeed created for the first time 

in 2013.   To support Malawi Department of Reproductive Health, Members of Parliament committed to 

monitor Ministry of Health  100% spending of the allocated  resources for contraceptives  in 2013 to 

2016; and  also increased allocation of resources to family planning budget line despite donor funds. 
 

Methods:  A consortium of Civil Society Organisations worked with Members of Malawi Parliament to 

support government of Malawi achieve its commitments.  With technical support (provision of 

evidence) from the consortium, Members of Malawi Parliament conducted a number of round table 

meetings involving Ministry of Health (MoH) and Ministry of Finance (MoF) to monitor 100% 

expenditure of family planning budget line and possible increase to the budget line. 
 

Results:  Initial round meetings among the Members of Parliament, Ministry of Health and Ministry of 

Finance showed a number of procurement challenges in spending the allocation to family planning.  This 

was partly because the allocated resources were small compared to donor support. Consistent follow ups 

by members of Parliament helped to have the 100% expenditure of resources allocated to family 

planning for three years. In addition, Ministry of Finance increased the allocation to family planning by 

17% in the 2015/2016 financial year despite most other budgetlines being reduced. 
 

Discussion / conclusions:  Without monitoring by Members of Parliament who are entrusted with 

responsibility of financial allocation, government family planning expenditure would not be given a 

priority since there are equally competing priorities.  Use of political power and commitment by the 

Members of Parliament has seen the creation of family planning budge line and increase in the 

allocation. The increase is milestone considering that most of the budgetlines are cut. Members of 

Parliament have helped family planning budget to be ring‐fenced. The continuously round table 

meetings involving senior officials from MoH and MoF  have proved to be effective since it reduced 

blame shifting thereby encouraging delivery of expected results. 
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Anne Mills, London School of Hygiene & Tropical Medicine 

 
Pursuing Universal Health Coverage (UHC) through multiple concurrent reforms: sequencing, capacity and 

politics in Tanzania and South Africa 

 

Co‐authors:  Anne Mills, Ermin Erasmus, Jane Macha, Ayako Honda, Fahdi Dkhimi, Kafayat Oboirien, Michelle 

Remme, Diane McIntyre, London School of Hygiene & Tropical Medicine; University of Cape Town; Ifakara Health 

Institute; Institute of Tropical Medicine, Antwerp; University of the Witwatersrand 

 

Countries usually implement a wide array of reforms in pursuit of UHC. Tanzania and South Africa are no   

exception, with both countries pursuing UHC through multiple, concurrent reforms. This raises questions about 

reform sequencing and coordination, whether capacity exists to develop and implement reforms or can be built up 

over time, and whether political processes support continuing reform, and who might push/resist reforms. 

 

This paper focuses on these issues, which have received scant attention, by drawing on document reviews and key 

informant interviews conducted within UNITAS, an EU‐funded research project comparing the progress of UHC‐ 

related reforms in Tanzania and South Africa since 2011. Reforms in each country were listed and categorised 

according to the WHO building blocks framework, and then classified according to Lowi’s typology of distributive, 

redistributive, and regulatory policies. 

 

The countries have very different contexts, for example in their levels of health system resources and the role of 

international donors. In South Africa, international actors have had less impact on reform selection and direction, 

while in Tanzania they have been more influential, contributing (with other influential actors) to at times a 

disjointed policy environment and problematic reform sequencing. 

 

Despite these contextual differences, this paper also identifies similarities between the countries, including the 

following: 

 

 the multiple concurrent reforms are mostly of a distributive and regulatory nature, emphasising 

improving infrastructure, introducing new service delivery models and improving quality; 

 consistent with the equity focus of UHC, both countries have also included important redistributive 

reforms, which are usually sequenced after the distributive and regulatory reforms and have proved more 

difficult to progress. These policies often have clear win‐lose implications for vested interest groups, and 

demonstrate how difficult it is to create, and sustain over time, strong coalitions able to make 

redistributive reforms a reality. Capacity for strategic political action and stakeholder management to 

achieve UHC reforms is a clear need; 

 across all reform types, both countries have introduced tasks and models that depart significantly from 

conventional approaches, highlighting the importance of sequencing capacity‐building before launching 

these tasks/models and raising questions about how to institutionalise these innovations over time; and 

 ‐ long‐term political dynamics, e.g. government ideologies or support to sectors such as private  

health insurance, are critical in supporting or undermining current reforms, and periodic political windows 

of opportunity such as elections have the potential to put reforms on the agenda and catalyse movement 

towards UHC. 
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Chima Onoka, University of Nigeria 
 

Private sector in health financing: roles and purchasing relationship of health maintenance 

organisations and private providers in Nigeria and implications for universal coverage 
 

Co‐authors:  Chima A Onoka, Kara Hanson, University of Nigeria; London School of Hygiene and Tropical 

Medicine 
 

Introduction: Nigeria’s health financing strategy includes a substantial role for the private sector: it 

allows private health insurance to operate in parallel to the government’s national health insurance 

scheme (NHIS), private health maintenance organisations (HMOs) to serve as financial intermediary and 

purchasing organisations for the National Health Insurance Scheme (NHIS), and private providers to 

serve as care givers for beneficiaries of health insurance. By examining the growth and business 

behaviours of HMOs in Nigeria, as well as the power relations between the HMOs and private providers, 

this study provides evidence of the potential of the private sector to contribute to universal health 

coverage objectives in a low and middle income setting. 
 

Methods: An embedded case study design was used with multiple subunits of analysis (individual HMOs 

and the HMO industry) and mixed (qualitative and quantitative) methods. Policy makers, owners and 

staff of HMOs and private providers were interviewed, and the information was supplemented by 

documentary sources. 
 

Results: HMO expansion in Nigeria occurred because of their role as purchasers in the government’s 

national health insurance scheme that finances SHI programmes, and a weak accreditation system. 

HMOs’ characteristics distinguish the market they operate in as monopolistically competitive with 

considerable product differentiation and consequent risk selection, and HMOs as multiproduct firms 

operating inefficient and multiple risk pools through parallel administrative systems. Within the 

purchasing relationship, informational problems among the profit‐seeking HMOs and providers 

generated behaviours that impeded service delivery to beneficiaries. Reimbursement systems that 

encouraged inefficiencies were established and implemented with HMOs having a power advantage in 

the relationship, and in the process, quality of care was compromised through delays in service 

authorisation and provision to patients. The weak public regulatory system did little to control negative 

purchasing behaviours within the relationship, and providers’ responses were partly motivated by their 

lack of trust in the regulatory system.  Additionally, weak industry coalition amongst providers also 

made them vulnerable to HMO strategies that harmed their interests. 
 

Conclusions: The existing private plans of HMOs has a poor potential to extend healthcare coverage in 

Nigeria, warranting the adoption of a critical position towards private health insurance in efforts to 

promote UHC in such settings. Where HMOs and other private organisations play roles in health 

financing systems in LMICs, effective regulatory institutions and mandates must be established to guide 

their behaviours and to identify and control undesirable business practices, if they are to contribute to 

UHC objectives. 
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Gina Teddy, University of Cape Town 
 

The impact of power and politics on policy implementation and reforms in developing countries: The 

complexity of implementing Ghana’s Health Insurance. 
 

Co‐authors:  Gina Teddy, University of Cape Town 
 

Introduction: Politics and power structures are increasing and actively shaping policy implementation and 

reforms. In LMIC countries like Ghana, politics and power struggles directly impact on the outcome of 

national policies and reforms. Implementation of the National Health Insurance Scheme (NHIS) in Ghana 

was borne out of a political manifesto and global health agenda, rendering the policy itself ‘highly 

political’. The NHIS aimed at promoting equity and access to healthcare, poverty reduction through 

redistribution and community participation was highly prioritised by the government. This study   

explores how politics and power played out during implementation and the consequences thereof at the 

national, community and facility levels. 
 

Methods: Using a qualitative secondary analysis from a prior primary research, the data and findings from 

interviews, group discussions, conversation and observations of key actors and stakeholders at the 

national to the facility levels were re‐analyse to enable explore actors' shared experiences, engagements 

and roles in the implementation of the NHIS.  Engaging with key actors provided the framework for 

understanding and differentiating between national, institutional and actors’ power and politics and their 

impact on policy outcome. 
 

Findings and Conclusion: The study identified various ways in which power manifest itself in policy 

processes as ranging from intangible power to tangible political structures impacting various 

implementation levels to enhance or undermine policy outcomes. Whether power is manifested through 

national politics or actor relations, the delicate nature of negotiating political networks and relationship 

in order to create effective policy dialogue and implementation was critical. It also revealed the 

complexity of negotiating a policy reform in a highly political context and among multiple networks of 

stakeholders while managing support, conflict, power relations and coalition formation in the process. 

The study concludes by indicating that failure to acknowledge these political structures have detrimental 

consequences on policy outcome not only at the national level but also at the community and         

facility level. 
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Benjamin Tsofa, KEMRI‐Wellcome Trust Research Programme 
 

Examining the effects of political decentralisation in Kenya on health sector planning and budgeting: a 

case study of Kilifi County 
 

Co‐authors:  Benjamin Tsofa, Catherine Goodman, Sassy Molyneux, KEMRI‐Wellcome Trust Research 

Programme; London School of Hygiene and Tropical Medicine 
 

Introduction: Health sector decentralisation has been a recurring theme in health systems reforms, 

argued to promote community participation, accountability, and technical efficiency in the management 

of resources. However, most literature on health sector decentralisation has been descriptive, with 

minimal analysis of the role of decentralisation design, actors and context in observed outcomes. In 

2010, Kenya passed a new constitution, involving the introduction of 47 semi‐autonomous devolved 

county governments, and substantial transfer of responsibility for healthcare from the central 

government to these counties. This study used qualitative methods to analyze the effects of this major 

political decentralization on planning and budgeting in the health sector at county level, and to explore 

how the health sector responded to this substantial shock. 
 

Methods: We used a case study design, focusing on Kilifi County, guided by a conceptual framework 

which drew on decentralisation and policy analysis theories. We used three tracers to explore 

experiences: planning and budgeting for recurrent expenditures, Human Resources for Health (HRH) and 

Essential Medicines and Medical Supplies (EMMS) management. Qualitative data were collected through 

document reviews, key informant interviews, participant and non‐participant observations. 
 

Results: The Kenyan devolution was largely driven by political rather that technical challenges in public 

sector management. To this effect, county level functions were rapidly transferred without proper 

structures and capacity to undertake these functions, leading to major disruption of public services at 

county level. Within the health sector, the early days also witnessed perverse re‐centralisation of 

financial management from health facility to county level. On HRH, the early days witnessed major 

disruptions in staff salary payments, political interference with HRH management functions and 

confusion over HRH management roles. This led to strikes and mass resignations by health workers. On 

EMMS, there were significant delays in procurement leading to long stock outs of essential drugs in 

health facilities, though when the counties finally managed to procure drugs, health facilities reported a 

better order fill‐rate compared to the period prior to devolution. 
 

Conclusion: To enhance the resilience of decentralised health systems allocation of functions between 

central and decentralised units should be guided by considerations around decision space, 

organisational structure and capacity, and accountability arrangements and practices. However, the 

political push for decentralisation is often stronger than the technical intentions and implementation 

processes. Health sector policy actors thus need a broader understanding of the countries’ political 

context whenever designing technical strategies for implementing health sector decentralisation. 
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Christie Akwaowo, Institute of Health Research, University of Uyo Teaching Hospital 
 

The Nigerian Health System: How resilient? The Paradox of the Ebola Success Story 
 

Co‐authors:  Christie Divine Akwaowo, Funmilayo Idowu, Institute of Health Research, University of Uyo 

Teaching Hospital; Univeristy of Agriculture 
 

Purpose: The recent Ebola virus disease outbreak attracted global attention to the need for stronger, 

more efficient health systems that are able to protect lives in crises. Nigeria’s rapid response 

intervention brought a rapid halt to the disease outbreak. In the wake of Nigeria’s success in responding 

to and preventing the spread of Ebola Virus Disease, the Nigerian health system can be described as 

resilient. 
 

This paper examines the following questions: Was Nigeria’s response to the 2014 Ebola outbreak an 

example of resilience of the health system? What gaps exist in the Nigerian Health System? What factors 

contributed to the Nigerian Ebola success story? 
 

The paper uses two frameworks to demonstrate the complexity of the Nigerian Health Sytem and 

seeming paradox of  Ebola success. 
 

Focus/content: A critical analysis of the Nigerian Health System is carried out using 2 frameworks: the 

WHO pillars of the health system and a health system resilience scorecard developed from Kruk et al. 

Gaps identified include a weak governance and leadership structure, poor financing with huge gaps in 

expenditure and near absence of pooled resources, unevenly distributed manpower  and  thus by  the 

WHO standards, the Nigerian Health system is weak. However, the Ebola crisis was a successful fight in 

Nigeria, and thus demonstrated some resilience. Despite low awareness, self‐regulation and diversity, 

the system demonstrated   adaptiveness and integration. 
 

Conclusion: There are definite gaps in the Nigerian Health System functions, yet the system 

demonstrated significant features of resilience. There is a strong need to make context‐specific 

definitions of reslience and strengthen all existing features of resilience in the Nigerian Health System. 
 

Significance for the sub‐theme area: With ongoing emerging diseases, there is a huge demand for 

resilient health systems which are trusted during times of stability and capable of withstanding crises. 

the Nigerian success story is a paradox, with definite gaps in governace functions, health care financing, 

service delivery and human resource functions.So how do we explain the paradox of this success? What 

makes for a resilient health system in the Nigerian context?  Knowledge translation on lessons learnt 

must be shared with other West African and developing countries. 
 

Target audience: Policy makers in the Nigerian Health sector, and other developing countries 
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Gianna Gayle Amul, National University of Singapore 
 

Health System Resilience and Health Security in ASEAN: Monitoring progress in the implementation of 

the International Health Regulations 
 

Co‐authors:  Gianna Gayle  Herrera  Amul, National University of Singapore 
 

Members of the Association of Southeast Asian Nations (ASEAN) along with the rest of the developing 

world, is experiencing the triple burden of non‐communicable diseases, infectious diseases and, injuries 

and accidents. ASEAN is heavily burdened by non‐communicable diseases but infectious diseases are still 

a problem in some of its less developed members, such as Cambodia, Myanmar and Lao PDR, and even 

for developing members such as the Philippines and Indonesia. Infectious diseases range from about 25 

to 40 per cent of the burden of disease in these countries.  Consequently, Cambodia, Lao PDR, Myanmar 

were among the ASEAN member states that sought an extension till 2016 to fulfil their obligation to meet 

core capacity requirements under the International Health Regulations (IHR). 
 

This study utilises a qualitative approach to assess the progress of ASEAN member states in developing 

their capacities for the IHR. This study aims to complement the self‐reported data with a preliminary 

independent evaluation of the performance of ASEAN member states in developing their capacities for 

the IHR by examining grey literature (online news articles), official statements and reports of 

international organisations, as well as specific cases or outbreaks that refer to the implementation of 

the IHR in ASEAN member states. For comparative analysis, ASEAN member states are further grouped 

into two, according to their level of human development. 
 

Despite global, regional and national capacity building initiatives, which led to improvements in 

legislation and surveillance, country‐reported data shows that there are still wide gaps between the two 

sub‐groups in core capacities (human resources, preparedness and coordination) and in terms of health 

hazards, while there were improvements for zoonotic emergencies and food safety, there were wider 

gaps between the two‐subgroups, in terms of radionuclear and chemical hazards while there is a critical 

gap in terms of health emergency capacities at points of entry. There are points of contention and minor 

convergence in the grey literature however and it strengthens the argument that there is a need for 

independent evaluation of IHR progress. Health systems strengthening in ASEAN is critical for progress in 

the implementation of the IHR but has yet to be prioritized at the national level particularly in countries 

with low human development. A host of infectious diseases are endemic to Southeast Asia and with the 

increased and rapid movements of people across borders, health systems in ASEAN need to be taken into 

account in the process of regional integration. 
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Rene Loewenson, Training and Research Support Centre 
 

The learning goes both ways: learning across low, middle and high income countries to strengthen 

primary care responsiveness to current challenges. 
 

Co‐authors:  Rene Loewenson, Sarah Simpson, Training and Research Support Centre; EquiAct 
 

Background: High demands from multi‐morbidity, rising costs and a mismatch between health outcomes 

and spending have motivated high income countries (HICs) to explore learning from low and middle 

income countries (LMICs) on primary health care (PHC). Rapidly rising chronic disease and new public 

health challenges raise LMIC demands to learn from HIC experience on promising features of primary 

care(PC). All countries are experiencing growing social literacy. Research on PC in HMICs and on health 

equity analysis in east and southern Africa(ESA) points to key areas of two‐way learning on PC features 

needed to address these challenges. 
 

Methods: Evidence is triangulated from two sources: Firstly, on features of PC associated with improved 

health outcomes in HMICs obtained in 2014 through desk reviews, international datasets, HMIC case 

studies and policy dialogue. Secondly, a synthesis of evidence (2010‐2014) from equity analyses of 16 

ESA countries using national surveys, literature, six country case studies and policy dialogue.  We  

present their common and different findings on: challenges for PC; PC features associated with improved 

health outcomes in response to challenges; and implications for learning across these different    

settings. 
 

Results: Beyond chronic, multi‐morbidity and rising costs, the evidence points to common concerns: 

contested market reforms affecting PC, delinking it from public/population health; rising care 

expectations driven by a more individualistic, informed society and new health care technologies; health 

inequalities, late detection/uptake for chronic and preventable conditions, unmet needs in marginalised 

groups and emergency care practices that bypass PC. The evidence points to learning for HICs from 

promising LMIC practices, particularly in comprehensive, participatory PHC approaches, integrated with 

other services/activities that promote population health. For LMICs it indicates features of promising 

HMIC PC practice, including for continuity of care; enrolment/registration of catchment populations; for 

PC co‐ordination of referral; and incentives for inter‐professional/team practice. In both settings these 

PC features benefit from pooled funding and purchasing strategies that support comprehensive, co‐ 

ordinated care. 
 

Discussion: Despite the diversity in contexts, the evidence points across settings to common deficits in 

and demands for PC systems that are proactive, empowered and competent in promoting health for all 

population groups, as a key feature of ‘resilience’. This positions PC as a site of innovation, with high 

demands on information, communication and learning.  The paper summarises the capacities, 

information systems and meso‐level resources found in these analyses to support this, including through 

online communities of practice across PC practitioners, within and across countries. 
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Kate Mandeville, London School of Hygiene and Tropical Medicine 
 

Preparing for the silver tsunami: health system responses to rapid ageing in middle‐income countries 

in Asia, Europe and Latin America 
 

Co‐authors:  Kate L Mandeville., Emily Sinnott, Aparnaa Somanathan, Michele  Gragnolati, London 

School of Hygiene and Tropical Medicine; World Bank 
 

Purpose: An increasing number of middle‐income countries face ageing populations before their income 

levels have converged to high‐income country levels. Yet existing literature on the health system impact 

of population ageing focuses mainly on richer ageing countries. The purpose of this presentation is to 

summarise evidence, analysis and lessons learnt on the health policy implications of population ageing in 

middle‐income countries in three of the fastest ageing regions of the world: East and South‐East Asia, 

Europe and Latin America. This draws on the country‐specific and regional studies carried out as part of 

the World Bank 2010 – 2015 programme on ageing. 
 

Focus/content:  The impact of rapid population aging on healthcare financing, health expenditures and 

health service delivery will be examined, with the main policy lessons as follows: First, higher health 

spending in the last years of life shifts as healthy life expectancy increases, so it is important to look at 

future health/age profiles and not impose tomorrow’s demography on today’s expenditure patterns. 

Second, while middle‐income countries can look to richer countries for approaches to sustainable 

funding of health and long‐term care for ageing populations, more challenging starting points and 

regional differences in labour force participation among elderly nuance the possible lessons. Third, 

health systems have the potential to respond to the risks that ageing presents for cost containment. 

Reorientation of delivery systems to greater emphasis on preventive, primary and coordinated care has 

demonstrated potential to improve efficiency without compromising outcomes. At the same time, 

developing sustainable long‐term care systems with a workable balance of public and private financing 

and provision is needed. These reforms are not easy technically or politically. But there is a large 

potential to mitigate the impacts of ageing on health spending in ways that will improve health system 

performance not only for older people but for populations where non‐communicable diseases 

increasingly dominate the burden of disease. 
 

Significance for the sub‐theme area/field‐building dimension of relevance 
 

Rapid population ageing is a major threat to resilient and responsive health systems. This presentation 

will translate knowledge and disseminate lessons learnt to support health system resilience in middle‐ 

income countries faced with rapidly ageing populations. 
 

Target audience: The target audience is policy advisers and health system researchers from lower‐ and 

upper middle‐income countries. 
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Jin Xu, Peking University 
 

Institutions and long‐term health system changes: lessons from China's evolving balance between 

primary care providers and hospitals (1949‐2013) 
 

Co‐authors:  Jin Xu, Martin Gorsky, Anne Mills, Peking University; London School of Hygiene & Tropical 

Medicine 
 

Background: Once an international model for achieving good health at low cost through primary health 

care (PHC), China's health system has become increasingly hospital‐centric, despite decades of efforts to 

strengthen PHC. This study sought to explain the changing balance between primary care providers and 

hospitals in China since 1949, and to discuss its implications for the global effort to strengthen PHC as a 

central approach towards universal health coverage. 
 

Methods: Using a theoretical framework based on historical institutionalism modified for health systems 

research, we analysed the balance between primary care providers and hospitals, as a set of interrelated 

institutions constructed over time. The study drew on primary and secondary historical sources related to 

hospitals and primary care from 1949 to 2013, and relevant institutional factors both within and beyond 

the health system. 
 

Results: We found that the current imbalance between hospitals and primary care providers in China  

was rooted in the historical processes related to setting up the service delivery system. A strong interest 

coalition around urban‐based hospitals formed in the early 1950s preconditioned the delayed and slow 

development of PHC. By 1978, China had established nation‐wide low‐cost PHC based on barefoot 

doctors, cooperative medical schemes and three‐tier delivery networks, while leaving weak institutional 

underpinnings for resource accumulation for PHC. Through short‐term‐oriented reforms, the primary 

care level survived disruptive changes, including the collapse of the cooperative medical schemes and 

the disintegration of the barefoot doctors programme; however, these reforms left a weak primary care 

sector with chronic problems of financing, human resources, etc. When significantly increased funding 

arrived with the post‐2003 expansion of health insurance schemes to the whole population, the money 

disproportionately benefited the better‐capacitated hospital tier, contributing to path dependence 

towards hospital‐centrism. 
 

Discussion: This study provides a history‐informed explanation for the recent changing balance of care in 

China. A twin study tracks the origins of hospital centrism even further back, to the origins of modern 

primary and hospital care. The study identifies the importance of addressing deep institutional factors 

created over time in developing PHC strengthening strategies. It reveals the potential weakness of low‐ 

cost PHC relative to historically powerful hospital interests particularly during periods of rapid change, 

and the importance of sustained prioritization on developing PHC and reinforcing underlying institutions. 

This insight is likely to be relevant elsewhere. This study also illustrates the feasibility and potential          

of using historical institutionalism to help understand complex health systems changes. 
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Juliet Aweko, Karolinska Institute 
 

Self‐management of Type 2 diabetes: Contextualizing care  and management of pre‐diabetes and 

diabetes among immigrants of non‐European descent in Stockholm 
 

Co‐authors:  Juliet Aweko, Helle Mölsted Allvesson, Meena Daivadanam, Karolinska Institute; Uppsala 

University 
 

Background: Type 2‐diabetes (T2D) and pre‐diabetes are major public health challenges worldwide.In 

Sweden like in the rest of the world, the prevalence of T2D and pre‐diabetes is increasingmoreover 

immigrants of non‐European descent are disproportionally affected. The rise in T2D coupled with 

increasing population of immigrants imposes a challenge to both the individuals and the health system. 

Evidence based strategies such as expanding care networks through community linkages have been 

proven to be efficient in the management of some chronic diseases in low income countries. However 

these strategies have not been widely adapted in T2D management in high income countries. 
 

Purpose: To identify and analyze enabling and constraining factors for self‐management of pre‐diabetes 

and type 2‐diabetes among immigrant populations of non‐European descent in Stockholm. 
 

Focus/content: The research project will apply a mixed methods approach (qualitative and quantitative 

methods) including data collection methods such as in‐depth and key‐informant interviews, natural 

group discussions, participant observations, process mapping and validation of a community assessment 

tool. The project will answer seven research questions within four sub‐studies. Sub study 1&2 will 

partially explore patient and provider perceptions of diabetes and pre‐diabetes care to identify 

mismatches respectively. Sub‐study 3 will look at the overall intervention pathway through process 

mapping and participant journeys and will involve the participants, healthcare providers and community 

actors. Sub‐study 4 will specifically look at ability of the different parts of the intervention pathway to 

enhance two elements of the Self‐determination theory, i.e., competence and autonomy support, which 

are essential for self‐management.  The target population is immigrants from Middle East, Africa and 

Turkey aged 35 to 65 years and diagnosed with T2D and pre‐diabetes living in three municipalities in the 

Stockholm County. 
 

Significance: (1) To gain a clear understanding of the current primary health care practices for  

prevention and management of T2D in Sweden and how these practices are adapted to meet the needs 

of individuals of non‐European descent with diabetes and pre‐diabetes (2) enlightenment on  

mismatches between the healthcare practices and the actual needs of the target population (3) Process 

mapping of a controlled evaluation of both process and effect of adding a community component in the 

routine care for T2D to serve as a link between the patients and primary health care center. Findings will 

inform policies on strengthening health systems approach to T2D care and prevention in high income 

countries. 
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Duane Blaauw, University of the Witwatersrand 
 

Financial incentives and initiatives to improve the quality of primary care in South Africa 
 

Co‐authors:  Duane Blaauw, Mylene Lagarde, University of the Witwatersrand; London School of 

Hygiene & Tropical Medicine 
 

Contracting private health care providers as a means to improve access to essential services, and thereby 

contribute to enhanced health system responsiveness and resilience, is the subject of significant debate 

in the health systems literature. In its move towards Universal Health Coverage through the   

introduction of a National Health Insurance (NHI) system, the South African government has embarked 

on a series of reforms aimed at strengthening primary care. These include contracting private general 

practitioners (GPs) to provide primary care services in public sector clinics. GPs are mostly reimbursed 

through fee‐for‐service, while the proposed contracts are for fixed sessional payments. The uptake of 

these contracts by private GPs will mainly depend on the relative rates of remuneration in the private 

and public jobs, and the extent of their altruism in benefiting public patients. 
 

We used a discrete choice experiment (DCE) to quantify the relative importance of different contract 

elements on the uptake of sessional contracts by private GPs. We constructed a Bayesian‐efficient, 

unlabelled DCE design based on policymaker input about potential financial and non‐financial contract 

incentives. We administered an online survey to a random national sample of private GPs. The DCE 

results were analysed using mixed logit and latent class logit models. 
 

The DCE indicated low rates of uptake among private GPs for sessional work in public clinics under the 

contract conditions being proposed by government. GPs were mainly motivated by financial incentives 

and their own personal welfare rather than non‐financial incentives or potential benefit to public sector 

patients. Significantly higher rates of remuneration will be required to get more GPs to accept sessional 

work. The framing of different financial incentives made little difference to uptake but opposition to 

performance monitoring was lower than expected. The latent class analysis confirmed that private GPs 

are not a homogenous group. Some GPs will never agree to work in the public sector while others could 

be persuaded if higher payments were offered. However, there is also a small but significant group who 

are relatively enthusiastic about contributing to public sector work and could be targeted in this policy 

initiative. 
 

The study findings provide new and innovative evidence on the financial motivations of private doctors 

in South Africa, and contributes to debates about how best to expand universal health coverage in the 

country. 
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Vera Lucia Luiza, National School of Public Health Sergio Arouca; Oswaldo Cruz Foundation 

(ENSP/Fiocruz) 
 

Trends in affordability and government expenditures on hypertension and diabetes medicines 

covered under the Farmácia Popular Program 
 

Co‐authors:  Monica Rodrigues Campos, Vera Lucia Luiza, Isabel Cristina Martins Emmerick, Luisa Arueira 

Chaves, Andrea Dâmaso Bertoldi, Rondineli Mendes Silva, Dennis Ross‐Degnan, National School of Public 

Health Sergio Arouca; Oswaldo Cruz Foundation (ENSP/Fiocruz); National School of Public Health Sergio 

Arouca; Oswaldo Cruz Foundation; PM/HMS /Harvard University; Federal University of Rio de Janeiro; 

Federal University of Pelotas 
 

Background: Increasing medicines availability and affordability are key goals of Brazilian health policy. 

Farmacia Popular (FP) Program is one of the strategies in place to achieve this goal. Health care and 

medicines are the fourth most important group of household expenses in Brazil, after housing, food and 

transportation, with greater burden among the poorest. This aspect is even more relevant considering 

the context of non‐communicable diseases that require continuous access to health care and medicines. 

This paper aims to analyze the affordability and government expenditures of hypertension and diabetes 

treatment under FP. 
 

Methods: Longitudinal, retrospective study, analyzing, by interrupted time series (ITS) out of pocket 

payments and Ministry of Health (MoH) expenditures for hypertension and diabetes treatment. 

Analyzes were conducted in the dispensing database of the FP program for the period 2006 to 2012. ITS 

is a robust research method, still underused in low and middle‐income countries. 
 

Results: FP increased 4,442% for hypertension treatment, going from less than 100.000 patients per 

month (ppm) in October 2006 to more than three million ppm in 2012; government expenditures 

increased 3,393%, achieving more than R$65 million per month. For diabetes treatment, the growth was 

2901%, going from 40,952 ppm in October 2006 to more than 1,2 million ppm in December 2012, an 

increased of 2,235% in expenditures, being more than R$21 million per month. The overall cost per 

treatment to the MoH varied from R$25.0 to R$ 19.0 for HTN and from R$21.6 to R$ 16.8 to diabetes 

over the period analyzed representing a reduction in the cost per patient around 2,223%. This is an 

important decrease mainly because during the period other medicines were incorporated in FP. Amount 

paid by the patient to the antihypertensive and hypoglycemic covered medicines increased over time, 

especially after the intervention in April 2009 and fell with the entry of the implementation of free‐of‐ 

charge intervention change. Overall, considering all types of medicines, the average percentage paid by 

the patient was always greater than 10%. 
 

Discussion: The FP program increased the affordability of DM and HTN treatment, mainly in after 2011, 

when it became 100% subsidized. FP costs are higher than regular free‐of‐charge dispensing Unified 

Health System facilities, that coexists with FP. Then, the long‐term impacts of the FP on the government 

expenditures and the financial sustainability of the program need further studies. 
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Hyacinthe Kankeu Tchewonpi, Aix‐Marseille University 
 

PEER EFFECTS IN INFORMAL PAYMENTS FOR HEALTH CARE: THE CASE OF HIV PATIENTS IN CAMEROON 
 

Co‐authors:  Hyacinthe Kankeu Tchewonpi, Aix‐Marseille University 
 

Background: Corruption ‐ in all its forms – is an important issue in almost all countries. In the health 

sector, informal payments – e.g. bribes ‐ represent the most recurrent form of petty corruption. They   

are sometimes an important feature of the relationship between patients and health workers, especially 

in settings where health financing is primarily based on out‐of‐pocket expenditure and where corruption 

is widespread, tolerated or weakly repressed. Within a health facility, "network" type structures can 

emerge between patients through interaction and information exchanges in the waiting room or outside 

(in the neighborhood, village or geographical area covered by the health facility). One can expect that in 

such peer groups, information circulates about the use (voluntarily or following a request) of informal 

payments to access care, receive care of better quality or establish good relations with health workers. 

We empirically test for the existence of peer effects in the occurrence of informal payments for medical 

consultation among HIV patients in Cameroon. Spreading effects in corruption have been already 

demonstrated (theoretically) in general, but to our knowledge, this paper is the first attempt to identify 

how peers can influence the individual behavior of patients vis‐à‐vis informal payments in the health 

sector. 
 

Methods: With data from a nationally representative survey conducted in 2007 in Cameroon, we use 

two alternative definitions of peer groups. In the first definition, a peer group consists of patients who 

sought care in the same health facility whatever the day, while the second definition includes only 

patients who got consultation in the same health facility, the same day and we exclude those who are 

alone on their day of consultation.  To address the simultaneity bias, also known as “the reflection 

problem” (Manski, 2005), we use instrumental variables analysis with a two‐stage residual inclusion 

approach. We control for other individual characteristics and introduce health facility fixed effects. 
 

Results: We find that the individual propensity to make an informal payment is significantly influenced by 

the group average behavior: the higher the incidence of informal payments within the peer group the 

higher the risk for the patient to pay informally. The effect is substantially larger with the second 

definition of peer groups. 
 

Conclusions: These findings show that interventions to reduce the magnitude of informal payments for 

health care may benefit from a social multiplier effect by identifying and involving key individuals who 

have extended connections (e.g. leaders of patient associations). 



 
 

Oral Abstracts 

 

 

Hedva Vinarski‐peretz, The Max Stern Yezreel Valley College 
 

Aging and the Welfare States: Changes in Health Policy for the Elderly Population: Policy Analysis of 

the Israeli Case of Long Time Care 
 

Co‐authors:  Hedva Vinarski Vinarski‐peretz, Dafna Halperin, The Max Stern Yezreel Valley College 
 

In the last three decades the  social, economic, and political outcomes of aging and long time care in 

developed societies have risen to the top of the research focus of policy communities and economic and 

social and scientists in related fields. 
 

Since 1988, in Israel, care of older people is mainly a family responsibility under the law. Aging in place is 

a core component of the policy on aging,  but, while population aging is accelerating with additional 

characteristics, the social‐economic policies do not meets the needs of the elderly population and their 

family. 
 

This article explore the Israeli case whether there is an association between the long term care needs of 

older people and family caregivers and the availability of legislation and services and their development. 

Moreover it will discuss the government responsibility to allocate resources and to formulate social and 

economic policy while considering the intergenerational consequences of decisions taken in the planning 

and implementation of policies towards older people. 
 

Using the Incremental approach for public policy analysis, we review government ‐ institutional reports 

decision making and legislative processes that were made in the last three decades, to analyze public 

policies and procedures that were followed to deal with the issue of elderly caring. Moreover, we will 

see if the state and its institutions response to changes in care and needs issues arising from the area 

(field), on three levels: 1. Proactive legislation – review the update of the legislation toward elderly and 

family caregivers. 2. Budget and redistribution of resources‐ examine the allocation of resources to the 

new needs of the elderly population in addition to existing supervision and regulation and 3. Planning 

and development – examine the programs, services or care opportunities within the community. 
 

The analysis indicates that there is an attempt to understand the meaning of the economic and social 

implications of an aging population but, however, there is a lack of clear policy on key issues in the status 

and care of the elderly as well as slow and maladroit decision‐making that is inappropriate to the rapid 

changes. A paradox exceeds in both directions chosen. First, the strengthening of community care       

and the transfer of responsibility to the family, and second, setting the distribution of resources and 

responsibilities between citizens and government institutions. In the absence of au courant public policy 

the inequality between the elderly population and their family caregivers might multiply 
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Selina Amin, Save the Children Bangladesh 
 

Leveraging Results from a Nationwide Service Readiness Facility Assessment to Prioritize Investments 

to establish 24/7 delivery services at Peripheral Level Health Facilities in Bangladesh 
 

Co‐authors:  Selina Amin, Mamun‐ur Rashid, Farzana Islam, Muhibbul Abrar, Marufa Khan, Jebunnessa 

Rahman, Joby George, Ishtiaq Mannan, Save the Children Bangladesh; Jhpiego 
 

Purpose: The Government of Bangladesh has prioritized increasing skilled attendance at birth (SBA) as a 

key contribution to reduce maternal and neonatal morbidity and mortality.  National SBA coverage is 

42% and in rural areas, which comprises two‐thirds of the population, it is 35.6% illustrating an urgent 

need to provide accessible, quality, delivery care services.  Bangladesh has over 4,000 union level 

facilities across the country however, very few of these facilities are currently conducting deliveries, due 

to lack of infrastructure, availability of trained staff, essential equipment and supplies and staff 

residences.  In collaboration with MOH&FW, the USAID funded MaMoni HSS project conducted a 

nation‐wide assessment of all union health facilities to determine the service readiness of facilities to 

provide round‐the‐clock (24/7) normal delivery services. 
 

Focus/Content: A total of 4,259 (98%) of union‐level health facilities were assessed. Implemented over 

the course of 2015, the nation‐wide assessment followed on the heels of the 2014 Health Facility Survey 

(HFS) in which none of the sampled union facilities met the criteria for ‘readiness for delivery services’. 

The aim of the national assessment, therefore, was to ascertain baseline information on every union 

facility to determine their basic status in meeting 10 key service readiness indicators: Transport access, 

human resource availability, provider training received, facility infrastructure, availability of delivery 

units, waste disposal systems, and availability of staff quarters.  Facilities were categorized based on the 

cumulative score obtained: Category A facilities required minor/no inputs; category B required minor to 

moderate level inputs and category C required major inputs. Overall, 11% of facilities were included in 

category A; 64% in category B and 25% in category C. Only 46% of facilities provided normal delivery  

care and 18% provided care 24/7 services. 
 

Assessment findings were presented through stakeholder meetings using easily digestible maps and 

charts to identify target areas for improvement and stimulate government stakeholders to utilize results 

for planning and resource allocation.  Prioritization of facilities is still underway by the Government and 

is planned for incorporation in the next Health Sector Development Plan (2016‐2021). 
 

Significance: The national assessment generated important data on facility readiness enabling policy 

makers to make informed decisions about programming, resource allocation, and prioritization of 

facilities for conversion to 24/7 delivery services.  This nationwide assessment was an important 

complement to the HFS enabling the government to operationalize it’s national commitments by 

drawing on evidence‐based data on every union facility across the country, thus stimulating important 

investment in the right facilities. 
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Aarushi Bhatnagar, Oxford Policy Management Ltd. (India Office) 
 

How Can We Measure Leadership And Management Competencies in a Primary Healthcare Setting in 

Developing Countries? Findings from a 360‐Degree Assessment in Bihar, India. 
 

Co‐authors:  Aarushi Bhatnagar, Aashna Jamal, Tom Newton‐Lewis, Oxford Policy Management Ltd. 

(India Office) 
 

Purpose: The purpose of this study is to use innovative and inventive quantitative and qualitative 

research methods to measure leadership and management (L&M) competencies and practices in the 

context of a primary health system in Bihar, India. 
 

Focus/content: This study attempts to operationalize and contextualize a framework, originally designed 

by the Management Sciences for Health to develop leadership‐training programmes in low and middle‐ 

income countries, for measuring core L&M competencies at the district and sub‐district levels in Bihar. A 

combination of self‐reported, peer‐ and subordinate reported behaviors, using a structured Likert scale, 

will be used to create composite average scores for L&M competencies and practices carried out by 

individual managers and management teams. Reliability and validity of the scale will be tested and 

exploratory and confirmatory factor analyses will be used to create composite scores. These quantitative 

data would be complemented with a concurrent qualitative study, based on in‐depth and key     

informant interviews, to understand in greater depth how and when effective leadership and strategic 

management are displayed. Furthermore, direct observations, using a structured checklist, to assess 

individual and team initiation for decision‐making and problem solving at administrative meetings and  

on routine days at health facilities/during outreach activities will be carried out. 
 

Significance for the sub‐theme area/ field‐building dimension of relevance: Although leadership and 

management overlap and are often used interchangeably, the key difference between the two is that 

leadership is concerned with setting strategic vision and high‐end goals, while management’s role is to 

ensure effective organization and utilization of resources to achieve results and meet these goals. 

Moreover, in most primary healthcare settings there are multiple levels of leadership and management 

ranging from the community to the central government. At each level, the roles of leaders and  

managers differ and encompass, among other functions, supervision, capacity strengthening, team‐ 

building, planning, budgeting, identifying a need for change using relevant data, motivating and aligning 

stakeholders. In order to understand changes in organizational culture which could further improve 

system performance, it is essential to develop innovative and robust measures of leadership and 

management competencies at each level of a health system, as well as of how they interact with one 

another and the institutions in place. 
 

Target audience: Researchers interested in measurement of latent constructs such as leadership and 

complex systems functions including management roles, processes. 
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Ghazal Fazli, Institute of Health Policy Management and Evaluation, University of Toronto 
 

Effective Leadership and Health System Performance:Critical Analysis of the Evidence on the Impacts 

of Effective Leadership on Strengthening Health Systems of Low and Middle‐Income Countries 
 

Co‐authors:  Ghazal Fazli, Nhan  Tran, Abdul  Ghaffar, Institute of Health Policy Management and 

Evaluation, University of Toronto; Alliance for Health Policy and Systems Research 
 

Purpose: The purpose of this critical synthesis was to map the evidence‐base on the role of effective 

leadership on health systems performance in LMICs by defining relevant leadership styles and qualities 

to strengthen health systems; identifying leadership competency frameworks and health system 

attributes focused on producing effective health leaders; and presenting relevant case studies to 

illustrate how leadership has been described and applied in LMICs. 
 

Focus/Content: Leadership is a multifaceted construct and to understand the interactions of effective 

leaders and health systems performance is a complex task. Effective leaders are described as “agents of 

change” for operationalizing their visions into the regular organizational practices and for mobilizing 

initiatives to achieve success and growth of health systems. However, in certain settings such as the 

LMICs, only a handful of health system organizations have the capability, resources, or opportunities to 

invest in producing effective health leaders. While the literature has defined and conceptualized what 

types of leadership qualities, competencies and attributes are necessary to support building stronger 

health systems, there still remains a gap in the literature on how do leaders effectively tackle health 

system challenges (especially with resource constraints, lack of political support and competing 

priorities), and how do health systems operationalize the production of effective leaders in LMICs. There 

is also limited evidence on the nature of leadership required to re‐engineer and improve health systems 

performance in LMICs. The achievement of national and global goals on improving health system 

performance requires a closer analysis on the processes involved in producing and sustaining effective, 

efficient, and competent leaders. 
 

Significance: This evidence synthesis will highlight on: i) leadership styles that can improve health system 

performance, ii) potential leadership competency frameworks that can facilitate mechanisms for 

operationalizing how effective leaders can build stronger health systems, iii) attributes and qualities of 

health systems necessary to produce effective health leaders. Examples of health systems attributes 

include organizational culture, trust, workload and job burnout, independence and accountability, 

incentives, compensation, and performance measurement and further training and professional 

development. A framework for defining, conceptualizing and connecting key competencies and attributes 

of effective health leaders and health systems in LMICs will be presented. Case studies from South  

African countries, Jamaica and Pakistan will serve as contextual examples to demonstrate how leadership 

has shaped health system performance and how can leadership be further prioritized to                   

address future health system challenges of LMICs. 
 

Audience: Researchers, policymakers, and knowledge users. 
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Sarah Mckee, The Leadership, Management, & Governance Project 
 

Strengthening Leadership, Management, and Governance Skills for Midwives to Improve Service 

Delivery and MNCH Outcomes 
 

Co‐authors:  Sarah Mckee, Maeve Conlin, Micah Matiangi, Priscilla Ngunju, The Leadership, 

Management, & Governance Project; Amref Health Africa 
 

The 2014 United Nations Population Fund’s State of the World’s Midwifery report asserts that midwives 

could deliver up to 87% of the world’s necessary Reproductive, Maternal,  Newborn, and Child Health 

(RMNH) services if properly trained and deployed. The Leadership, Management & Governance (LMG) 

Project, jointly with consortium partners’ Amref Health Africa, created the LMG for Midwifery Managers 

Course to provide midwives additional Leadership, Management, and Governance (L+M+G) skills beyond 

their clinical education. Midwives are underutilized resources who can improve and strengthen service 

delivery systems for hard‐to‐reach, vulnerable populations. 
 

The LMG for Midwifery Managers Course consists of a five‐day workshop focusing on teamwork and 

communication, advocacy, coaching and mentoring, data use for decision‐making, change management, 

and strategic problem‐solving. The course is delivered to participants by local facilitators trained by LMG 

staff. Following the workshop, midwives return to their clinics to address an identified challenge by 

implementing a 6‐month action plan to improve RMNCH outcomes in their communities. 
 

Two cohorts have been trained, with 99 participants from ten sub‐Saharan African countries. The pilot 

was launched in 2014 in Ethiopia, Kenya, Malawi, Tanzania, and Uganda. The second cohort was 

delivered in 2015 in Lesotho, Rwanda, South Sudan, Zambia, and Zimbabwe. The 99 participants from 

both cohorts ‐‐working individually or in teams of two‐‐ developed 88 action plans to overcoming 

challenges in RMNCH. Preliminary results of the second cohort are presented here. 
 

Six months into the second cohort, 48 action plans have been developed by participants; 28 teams (58%) 

have achieved their desired results and an additional 12 teams (25%) on track to achieve their target. 

Improvements reported by midwives at their facilities include increases in: the number of women 

attending ANC during the first trimester (6 teams), rates of skilled deliveries ( 5 teams), and the 

proportion of pregnant women tested for HIV during pregnancy (4 teams). Other desired results that 

have been achieved have focused on neonatal health, c‐section infection rates, commodities, and 

immunization. 
 

Midwives are a key component of the healthcare workforce who often work in low‐resource settings in 

hard‐to‐reach corners of the world where health systems can be fragmented. Preliminary findings from 

analysis of the service delivery indicators reported by midwives in the second cohort has shown that 

investments in L+M+G through the LMG for Midwifery Managers Course have resulted in improvements 

in MNCH service delivery and  indicate  strengthened organizational systems that can sustain such 

service delivery improvements. 
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Gustavo Nigenda, State of Morelos Autonomous University. Mexico 

 
Calidad de la atención de servicios de salud sexual y reproductiva en poblaciones indígenas de América Latina: El 

caso de México 

 

Co‐authors:  Gustavo Nigenda, Clara Juarez, State of Morelos Autonomous University. Mexico; National Institute of 

Public Health. Mexico 

 

Las comunidades indígenas de la mayoría de los países de América Latina se encuentran entre los grupos que más 

exclusión, discriminación y alta vulnerabilidad social experimentan. Estos grupos sufren de manera especial las 

enfermedades del rezago epidemiológico, incluidas altas tasas de mortalidad materna e infantil. A pesar de los 

esfuerzos de los ministerios de salud de dotarlos de servicios de salud adecuados, numerosas barreras geográficas 

y financieras, además de las culturales se interponen a una utilización adecuada de servicios públicos. 

 

Una consorcio de instituciones académicas de tres países de la región (Argentina, México y Perú) se ha planteado 

entender la forma en la que mujeres indígenas acceden a servicios de salud sexual y reproductiva con un enfoque 

específico en calidad de la atención. Se reportan los avances del estudio en el estado de Oaxaca, México. 

 

Con una aproximación metodológica cuanti‐cualitativa llevamos a cabo inicialmente: a) un mapeo sistemático de 

bibliografía para identificar las experiencias en países de América Latina en relación al acceso de servicios de salud 

sexual y reproductiva a poblaciones indígenas, b) una revisión de información estadística sobre las condiciones de 

salud y de atención a poblaciones indígenas y c) visita de campo para entrevistar funcionarios responsables de los 

programas de salud sexual y reproductiva y calidad de la atención. 

 

El trabajo presenta los avances del estudio en relación al mapeo de evidencia bibliográfica el cual denota una 

producción muy baja de estudios con enfoque de calidad en poblaciones indígenas y una gran brecha en México 

entre la cobertura de servicios y la calidad de la atención. El análisis primario de información estadística destaca una 

diferencia importante de disponibilidad de recursos entre la atención a poblaciones indígenas y no indígenas. La 

exploración primaria de campo muestra que las autoridades estatales han desarrollado programas especiales de 

atención materna‐infantil con énfasis en poblaciones indígenas pero que sus resultados no han sido evaluados   

para conocer sus efectos. 

 

La atención a la salud sexual y reproductiva de las poblaciones indígenas no pasa desapercibida por los tomadores 

de decisiones de nivel federal y estatal. Se han dedicado una cantidad importante de recursos para adecuar los 

programas a las poblaciones indígenas, sin embargo, los programas no parecen haber derribado la barrera cultural 

ya que imponen valores y prácticas a la concepción de las poblaciones indígenas, incluidos las formas en las que la 

calidad de la atención es entendida. 
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Timothy Powell‐Jackson, London School of Hygiene and Tropical Medicine 
 

District health management and the delivery of health services in India 
 

Co‐authors:  Timothy Powell‐Jackson, Sarah Tougher, Varun Dutt, Shreya Pereira, Kaveri Haldar, Vasudha 

Shukla, Paresh Kumar, Kultar Singh, London School of Hygiene and Tropical Medicine; Sambodhi Research 

and Communications 
 

Background: There is a strong body of evidence showing what interventions are most effective in 

improving health in low‐ and middle‐income countries but little is known about how to ensure 

widespread coverage. Weak public service delivery has long been regarded as a key obstacle and 

nowhere is the issue more salient than India. One reason for the status quo is possibly poor 

management practices in the civil service, yet there is scant evidence linking practices in civil service 

organisations to effective service delivery and outcomes. We examined whether management practices 

in district health offices correlate with better implementation of India’s flagship National Rural Health 

Mission and higher population coverage of essential maternal and child health interventions. 
 

Methods: Drawing on leading research in economics and in‐depth interviews with government officials, 

we developed a novel survey instrument to measure management practices in district health offices of 

Maharashtra, an Indian state of over 110 million people. We implemented the survey instrument in 

every district of the state, capturing information on 16 management practices across the following 

dimensions: operations, performance monitoring, targets, people management, and autonomy. Using 

these data, the analysis proceeded in two stages. First, we described the data to understand variation in 

the quality of management across districts and individual management practices. Second, we matched 

the data on management practices to household and health facility data from the District Level Health 

Survey IV to investigate the association between our measure of management and public health service 

delivery. Specifically, we examined outcomes concerning implementation of key components of the 

National Rural Health Mission (using facility data) and coverage of maternal and child health intervention 

(using household data). 
 

Results: The results will show whether district health management matters by quantifying the 

association between our measure of management and indicators of public service delivery. Findings will 

also shed light on what areas of management districts perform poorly on, providing insights for 

policymakers to act upon. 
 

Conclusion: The research will demonstrate the feasibility of developing and implementing a survey 

instrument to measure management practices within government organisations. It will provide 

compelling evidence on whether management at the district level matters for the delivery of public 

health services. 
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Lucy Gilson, University of Cape Town 
 

Sustaining health system development over time: experience from the Western Cape province, South 

Africa 
 

Co‐authors:  Leanne  Brady , Lucy  Gilson , Tony Hawkridge, Tracey Naledi, David Pienaar, Helen 

Schneider, Krish Vallabjhee, University of Cape Town; University of Cape Town and London School of 

Hygiene and Tropical Medicine; Western Cape Department of Health; University of the Western Cape 
 

Background: Health systems are complex, adaptive systems rooted in national historical and political 

contexts. In 1994, the South African government inherited a deeply inequitable health system as well as 

large racial and socio‐economic health disparities.  Although the African National Congress’s 1994 

National Health Plan outlined a strategy for a single, integrated and equitable National Health System 

(NHS), 22 years later this is not implemented. Yet there has been significant health system development 

across the country’s nine provinces, and the goal of Universal Health Coverage continues to guide the 

health system. 
 

We have established an HPSR policy‐research partnership to 1) better understand the experience of 

health system transformation since apartheid in the Western Cape (WC) province of South Africa and 2) 

identify new approaches to monitoring and evaluation that can inform planning and health system 

development in the province. This partnership draws together senior managers and policy makers from 

the WC Provincial Department of Health and researchers from two academic institutions in Cape Town. 

Our work adds to the still small knowledge base about health system development that adopts a 

system‐wide and longitudinal focus, and seeks to explain what influences such development. 
 

Methods: Our work is continuing. We have so far conducted detailed document and literature reviews, 

analysed a range of routine data to consider how service delivery has changed over time, engaged with 

over 30 senior provincial colleagues through a participatory workshop, conducted key informant 

interviews, and engaged in critical, reflective discussions as a research team. 
 

Results: We will present key themes emerging from the initial work including:  1) the timeline of health 

system and service delivery development; 2) the combination of hardware and software dimensions 

entailed in the organizational change that is being pursued; 3) the role of a strong, stable leadership 

team in maintaining a clear vision, buffering the system from disruption and learning from experience; 

4) key challenges faced, including critical contextual influences that have shaped, and been mediated in, 

this experience; and 5) key similarities with and differences from other provincial experiences. 
 

Discussion/Conclusion: Our work provides insights relevant in understanding how, at scale and over 

time, health system development can be nurtured and sustained. The Western Cape experience offers 

insights into the resilience and learning needed in and for health system development ‐ which cannot be 

fully pre‐planned, often generates unintended consequences and is inevitably subject to a range of 

contextual disruptions and shocks. 
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Chris Burman, University of Limpopo 
 

Learning communities: expanding translational research opportunities in complex situations 
 

Co‐authors:  Chris Burman, Marota Aphane, University of Limpopo 
 

Background:  Over the last three years the Rural Development and Innovation Hub, University of 

Limpopo, has been developing a mechanism for community‐university partnerships to reduce the 

impact of ‘Wicked Problems’, influenced by Complexity Theory and Futures Science in the context of 

working with Complex Adaptive Systems. The approach has recently been given the title ‘The 

Confronting Wicked Problems Framework’. The objective of the framework is to move from attempting 

to find immediate answers to complex problems towards identifying strategies to reduce the impact of 

the problems, whilst simultaneously maintaining the surveillance capacity to identify novel resilience 

pathways that could be developed into future solutions. The framework is transdisciplinary and places 

emphasis on working with Complex Adaptive Systems and the processes of both sensemaking and 

emergence, representing a form of praxis. 
 

Methods: During the presentation an explanation of why Complex Adaptive Systems differs from other 

systems will be provided. This will be followed by an overview of the ‘Confronting Wicked Problems 

Framework’ using a case study based on HIV/AIDS (the challenge that the community partner 

identified). The steps that are described include the initial partnership’s ‘end‐condition phase’, the 

‘destabilization phase’, the ‘sensemaking phase’, the identification of the ‘attractor phase’ — using a 

qualitative methodology called Causal Layered Analysis — and the final ‘reinforcement / dampening’ 

phase. 
 

Results:  The results that will be focused on are the emergent ‘attractors’ (an expression from 

complexity that many health‐care professionals are unfamiliar with) because it is plausible that they 

represent unique, innovative translational research opportunities. Some of the attractors that were 

identified in one part of the Limpopo province have synergies with attractors in another part of the 

province and also from Zimbabwe. This suggests that the sensemaking process may hardwire the 

framework to incorporate cultural nuances that are typically difficult to identify and work with. 
 

Discussion / conclusions: The discussion will focus on two themes. The first theme is a reflection that, 

although the conceptual basis of the Confronting Wicked Problems Framework is unfamiliar to most 

mainstream health‐care practitioners, the implementation process is straightforward. The second theme 

will be a reflection on the implications of the emergent attractors from the perspective of: a/. 

Translational research innovations; b/. Improving the accessibility of the language of the framework for 

health‐care professionals and c/. Showcasing one opportunity to broaden the reach / scale of the 

approach using software. 
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James Phillips, Columbia University 
 

The Astronomy of Health Systems Research in Africa:  Are the Determinants of Resilience Part of the 

Constellation of Knowledge? 
 

Co‐authors:  James Franklin Phillips, Mallory Sheff, Columbia University 
 

Commitment to improving health systems in Africa has catalyzed an expansion of the health systems 

literature.  This review applies a bibliometric procedure to the analysis of 17,655 articles published about 

health systems themes from sub‐Saharan African countries or sub‐regions.  Visualization of results of       

a co‐word textual analysis are displayed showing the incidence and associations of keywords and 

phrases, using a clustering algorithm that resembles methods that astronomers use to represent 

groupings of stars as galaxies of celestial entities. The association of keywords defines their relative 

position, with the size of images weighted by the relative frequency of terms. Sets of associated keywords 

are arrayed as stars that cluster as “galaxies” of concepts in the knowledge universe                  

represented by health systems research from sub‐Saharan Africa. 
 

Results show that health systems research is dominated by literature on diseases and categorical  

systems research topics, rather than on systems science that cuts across diseases or specific systemic 

themes such as the determinants of resilience or people centered programming.  When the density of 

literature is portrayed, themes consistent with resilience, systems strengthening or organizational 

development are uncommon.  Instead, the health systems literature is dominated by research on 

diseases, disease control, worker training, and other themes that are descriptive of programs or health 

problems rather than consistent with systems research.   “Black holes”  are identified by searching for 

terms in our keyword library related to terms in widely cited reviews of health systems. Results identify 

several themes that are unexpectedly uncommon in the country‐specific health systems literature. This 

includes research on the processes of achieving systems change, the health impact of systems 

strengthening, processes that explain the systems determinants of health outcomes, or systematic study 

of organizational dysfunction and ways to improve system performance. Research quantifying the 

relationship of governance indicators to health systems strengthening is nearly absent from the 

literature. Long‐term experimental studies and statistically rigorous research on cross‐cutting themes of 

health systems strengthening are rare. Studies of organizational malaise or corruption are virtually 

absent. Trend analysis shows the emergence of organizational research on specific priority diseases, such 

as on HIV/AIDS, malaria, and tuberculosis, but portrays a lack of focus on integrated systems         

research on  the general burden of disease. If health systems in Africa are to be strengthened. then 

organizational change research must be a more concerted focus in the future than has been the case in 

the past. 
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Holly Schuh, Johns Hopkins Bloomberg School of Public Health 
 

Exploring feedback and effects of immunization systems interventions on Afghanistan’s health system 

using system dynamics modeling 
 

Co‐authors:  Holly B Schuh, David H Peters, Takeru Igusa, Maria Merritt, Johns Hopkins Bloomberg 

School of Public Health; Johns Hopkins Whiting School of Engineering 
 

Purpose: To identify the main feedback loops in the Afghan health system and assess policy levers that 

shape immunization and non‐immunization service delivery domain performance 
 

Focus: The dynamic between ‘vertical’ to ‘horizontal’ paradigms of care has been revisited in the last 

decade with attempts to reconcile the inter‐play of global health initiatives (GHIs) and health systems. 

There are a limited number of examples of quantitative methods for measuring the relationship 

between intervention‐specific strategies and health system performance, particularly those that reflect 

the complexity of the health system and its network of relationships. Systems to support immunization 

are an integral component of the broader health system, and also include distinct strategies for service 

delivery. The focus of our models is to examine the measureable impact of immunization‐specific 

strategies in a specific country health system (Afghanistan), and their relationships to other aspects of 

health system performance. These include measures related to inputs (infrastructure, health workforce, 

supply chain, etc.) as well as outputs (access and health facility readiness, quality of care, etc.) and 

outcomes (health service coverage of both immunization and non‐immunization services). 
 

Significance: The modern ecological approach we use will allow us to incorporate complex behavior of 

health systems (e.g. feedback relationships) in our models, which are based on systems dynamics 

techniques that have recently gained more widespread use in health systems research.  The exploration 

of the interaction between a Global Health Initiative (GHI) and health system in a fragile state setting 

provides a unique opportunity to understand key health systems relationships in a highly constrained 

setting. The availability of data at the population level and from facility based surveys in a country like 

Afghanistan is not common and will allow important contextual issues such as security to tell part of the 

story of rapid health system development and the role of core health systems programs like 

immunization in the progress and distortion of other components of a health system. 
 

Target audience: 
Policymakers 
Health systems research and practice funders 
Health systems researchers 
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Majdi Ashour, Primary : UNRWA/ Secondary: University of Edinburgh 
 

Determinants of and Changes in Catastrophic Health Expenditure in the occupied Palestinian territory 

from 1996 to 2011: Paradox of Resilience in the Gaza Strip. 
 

Co‐authors:  Majdi M K Ashour, UNRWA 
 

Background: Measuring Catastrophic Health Expenditures (CHE) is commonly used to assess the 

financial protection from the risk of illnesses. The objective of this paper is to examine the changes in 

the occurrence of CHE among different populations’ groups in the occupied Palestinian territories (oPt) 

during a period of increasing political turmoil and the exacerbation of the population hardship, 

especially in the Gaza Strip. 
 

Methods:  The repeated cross‐sectional series of Palestinian Expenditure and Consumption Survey which 

was conducted for ten times from 1996 to 2011 is analyzed to estimate CHE at a threshold of 10%          

as proportion of households’ expenditure. The occurrence of CHE was traced from 1996 to 2011 and  

was compared across different populations’ groups in oPt and within both of the West Bank and the 

Gaza Strip. 
 

Findings:  The occurrence of CHE in the oPt has fluctuated from 6.4% in 1996 to 6.3% in 2011.This trend 

was encountered simultaneously in the West Bank and the Gaza Strip; however, the occurrence of CHE 

in the latter has been consistently lower than in former. The occurrence of CHE has been consistently 

higher among the worse‐off expenditure quantiles in the West Bank than among affluent households. In 

contrast, the occurrence of CHE among financially vulnerable groups of the households is less than 

among the affluent households in the Gaza Strip since 1998 onward. While the occurrence of CHE in the 

rural areas of the West Bank was higher than in urban settings and in refugee camps, no difference was 

found in the Gaza Strip across urban‐rural divide. 
 

Interpretation:  The findings are interpreted within the path dependence of health care system in the 

oPt and the unique Palestinian context. The higher occurrence of CHE in rural areas of the West Bank 

could be attributed to lower accessability to health services, which is hindered by the separation wall. 

The lower occurrence of health‐care related financial catastrophe in the Gaza Strip than in the West 

Bank and the trend toward leveling down inequalities among the more vulnerable households, 

especially after increasing the population exposure to socioeconomic adversity and political turmoil, 

may point to an emerging paradox of “resilience” in the Gaza Strip, which should be investigated 

carefully from the perspectives of both the health system and social lives. Furthermore, the paradoxical 

combination of resilience and disposability in the Gaza Strip could stimulate critical debates about the 

limits of the resilience doctrine to socioecological systems. 



 
 

Oral Abstracts 

 

 

Faraz Khalid, Prime Minister National Health Insurance Program, Pakistan/Tulane University, School of Public 

Health & Tropical Medicine 

 

Incidence, determinants, and inequities in financial protection in Pakistan: an empirical analysis of 2001‐14 

household integrated economic surveys 

 

Co‐authors:  Faraz Khalid, Abdus Sattar, David  Hotchkiss, Justine Hsu, Health Financing Consultant ‐ Prime Minister 

National Health Insurance Program Pakistan/Tulane University ‐ School of Public Health & Tropical Medicince; 

World Food Program, Pakistan; Tulane University ‐ School of Public Health & Tropical Medicine, USA; Worl 

 

Background: The goal of Universal Health Coverage is about ensuring everyone has access to needed health  

services and that, in doing so, they are financially protected from the costs of health services.  In Pakistan, 68% of  

its population is without any financial protection from spending on health.  This is unsurprising given government 

health spending is 5% of general government expenditure. The elections in 2013 resulted in the first democratic 

transition in the history of the country; political parties in federal and provincial governments have recently 

announced plans for introducing health financing schemes to improve financial protection, particularly for the poor. 

However, baseline evidence on financial protection is scarce. This research addresses this evidence gap by 

measuring the four recommended financial  protection indicators (incidence of financial catastrophe, catastrophic 

overshoot, incidence of impoverishment and difference in poverty gap due to health expenditures), their  

associated inequities from the year 2001 to 2014, and estimating determinants of catastrophic health expenditures 

(CHE) at a national level. This analysis spans over 14 years and is the first comprehensive assessment of financial 

protection in Pakistan. 

 

Methods: The analysis relied on data from seven nationally representative household integrated economic 

surveys.  The World Health Organization’s capacity‐to‐pay approach was followed to construct key indicators of 

financial protection. Household expenditures, place of residence, sex of household head, and household 

composition were the main socioeconomic stratifiers used for assessing inequities between sub‐groups. The Gini 

coefficient of OOP health expenditures as a part of household’s non‐subsistence expenditures, and the Gini 

coefficient of the difference in poverty gap were calculated to assess inequities due to payments on health 

services. Furthermore, determinants of catastrophic health expenditures using Probit models assessed the 

association with households’ predisposing conditions, healthcare enabling environment, health needs and health 

care utilization patterns. 

 

Results & Conclusion: Results show that households who are poor, residing in rural areas, accessing care from 

private providers, seeking inpatient care, and visiting hospitals are more prone to facing catastrophic health 

expenditures.  Although overall trends in the incidence of catastrophic and impoverishing health expenditures 

show a decline from 5.8 to 3.4 and from 1.15 to 0.78 respectively, inequities across wealth quintiles, rural/urban 

areas, and provinces have not improved. Moreover, the mean positive catastrophic overshoot and increase in 

depth of poverty have been consistently higher among poor and rural households.  These results emphasize the 

need to address inequities in health financing initiatives currently being planned in the country. 
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Alain Nsongo Mapaki, Programme Santé rurale Sanru FM 
 

Evaluation de l'éffet de mutuelles de santé sur l'accessibilité aux soins en République Démocratique 

du Congo. Cas de la Mutuelle de Kisantu 
 

Co‐authors:  Alain M.  Nsongo, Eric M.  Mafuta, Fulbert N.  Kwilu, Programme Santé rurale Sanru FM; 

Ecole de Santé Publique de Kinshasa/Université de Kinshasa 
 

Contexte: Les mutuelles de santé sont retenues comme une des stratégies pour améliorer l’accès 

financier aux soins de santé en République Démocratique du Congo mais il existe peu d’évidence sur ses 

effets. 
 

Objectif : évaluer l’apport des mutuelles de santé sur l’utilisation des services de santé et la qualité de 

soins. 
 

Méthodes: Une étude évaluative post‐test comparant les ménages mutualistes et les ménages non 

mutualistes et combinant les données quantitatives et qualitatives portant sur 260 ménages et 8 

formations sanitaires de la zone de santé de Kisantu a été réalisée. Les données en rapport avec les 

caractéristiques de ménages, l’utilisation de services de santé, la perception de difficulté financière pour 

accéder aux soins, la perception de la qualité de soins et la satisfaction par rapport aux soins ont été 

collectées. Les données collectées ont été analysées en utilisant le test de Khi‐carré pour comparer les 

proportions et le test t de student pour les moyennes. Les données de focus group ont été analysées par 

l’analyse du contenu. 
 

Résultats: L’étude a porté sur 130 ménages mutualistes et 130 ménages non mutualistes. La distribution 

des chefs de ménages par rapport à la profession (Employé 43,1% versus 30,0%) (p=0,026), au niveau 

d’études (Secondaire et plus : 82,3% vs 79,2%) (p=0,038) et au niveau de revenu mensuel (plus de 100$ : 

16,9% vs 8,5%) (p=0,02) était différente entre les mutualistes et les non‐mutualistes. La perception des 

difficultés financières pour accéder aux soins était plus moindre auprès de mutualistes (14,6%) qu’auprès 

de non mutualistes (83,1%) (p=0,000). L’utilisation de services était plus importante pour les mutualistes 

sans être significativement différente (324± 178 vs 246± 145) (p=0,354). La continuité de la                   

prise en charge financière des soins était plus importante auprès de mutualistes (79,2% vs 46,9%) 

(p=0,000). La qualité de services est différemment perçue par les mutualistes et les non‐mutualistes 

surtout liée à la disponibilité de médicaments (réception de tous les médicaments prescrits : 62,3% vs 

24,6%) (p=0,000). La majorité des bénéficiaires de la mutuelle de santé (97,7%) étaient plus satisfaits de 

la qualité des services reçus (97,7% vs 88,4%). Ces données corroborent avec celles obtenues par les 

focus groups. 
 

Conclusion:  Ces résultats suggèrent que la mutuelle de santé améliore l’accès financier aux soins et  le 

recours aux services de santé par la population couverte. Elle garantit la qualité de soins à ses 

bénéficiaires par le biais d’une certaine influence exercée sur les prestataires de soins. 
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Raffaele Palladino, Department of Primary Care and Public Health, Imperial College of London 
 

The Great Recession and Increased Cost Sharing in European Health Systems 
 

Co‐authors:  Raffaele Palladino, John Tayu Lee, Thomas Hone, Filippos Filippidis, Christopher Millett, 

Department of Primary Care and Public Health, Imperial College of London 
 

BACKGROUND:  European health systems are increasingly considering cost‐sharing models potentially 

increasing out‐of‐pocket‐expenditures (OOPE). This is not only in response to incremental growth in cost 

pressures due to ageing populations and new health technologies but also reflects more general 

constraints on public expenditure resulting from the 2008 Great Recession. We examined changes in 

OOPE among persons aged 50 years and older in eleven European countries between 2006/2007 and 

2013. 
 

METHODS:  We used data from wave two (2006‐07) and wave five (2013) of the Survey of Health, Ageing 

and Retirement in Europe. We generated three outcome measures for analyses: i) any OOPE in              

the last 12 months; ii) amount of OOPE (in Euros) in the last 12 months among those who incurred an 

OOPE; and iii) if respondents incurred a catastrophic health expenditure (defined as total OOPE 

exceeding 30% of household income in the last year). The following covariates were included in our 

analyses: age, gender, marital status, education attainment, employment status, household income, and 

number of chronic diseases. 
 

To allow comparison of amount of OOPE between two periods, we adjusted for each country inflation. 
 

RESULTS: Our results identify increases in both the proportion of older European citizens being subject 

to OOPE and increases in mean OOPE over this period. The percentage of respondents incurring any 

OOPE in the last 12 months increased from 63.6% in 2006/07 to 80.0% in 2013 in our pooled analysis. 

Spain and the Netherlands showed the most striking increases, with Spain increasing from 32.8% to 

75.7% and the Netherlands from 31.1% to 70.3% of respondents incurring any OOPE. 
 

The mean amount of OOPE of those who incurred any OOPE was 43.6% higher in 2013 compared to 

2006/07 after controlling for demographic and socio‐economic factors (CI: 37.2%‐50.3%). In Austria, the 

country with the highest increase, the mean OOPE was twice as high in 2013 (101.0%, (CI: 78.6%‐ 

126.3%)). Only the Netherlands and Spain showed no significant increase in mean OOPE.  The proportion 

of respondents for all countries incurring catastrophic health expenditure increased from                    

2.3% (CI: 2.0%‐2.7%) in 2006/07 to 3.9% (CI: 3.5%‐4.3%) in 2013 (p&lt;0.001). 
 

CONCLUSIONS: Our results show that older populations across Europe are subjected to greater burden 

of OOPE. These findings highlights the potential impact of cost‐sharing policies that have been 

introduced or strengthened during the study period in several European countries and indicate 

substantial weakening of financial protection in European health systems after the Great Recession. 
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Han Shi, Xi'an Jiaotong University 
 

Catastrophic healthcare expenditure and its inequality for households with hypertension: evidence 

from the rural areas of Shaanxi Province in China 
 

Co‐authors:  Han Shi, Zhongliang Zhou, Xi'an Jiaotong University 
 

Background: Hypertension is an important worldwide public‐health challenge because of its high 

frequency and concomitant risks of cardiovascular and kidney disease. Numerous studies examine 

catastrophic healthcare expenditures (CHE) worldwide on whole populations rather than specific 

vulnerable groups. As hypertension and other chronic conditions impose a growing share of the disease 

burden inChina, they will become an increasingly important component of CHE. This study aims to 

estimate households with hypertension incurring CHE and its income‐related inequality in the rural 

areas of Shaanxi Province. 
 

Methods: Data were obtained from the National Household Health Service Surveys of Shaanxi Province 

conducted in 2013 and 13104 households were identified for analysis. The households were classified 

into three types: households with non‐chronic diseases, households with hypertension only and 

households with hypertension and other chronic diseases. CHE was measured according to the 

proportion of out‐of‐pocket health payments to non‐food household expenditures. The concentration 

index was employed to measure the extent of income‐related inequality in CHE. A decomposition 

method, which was based on a probit model, was used to decompose the concentration index into its 

determining components. 
 

Results: The incurring of CHE of households with hypertension is at a disconcerting level compared to 

households with non‐chronic diseases. Households with hypertension only and households with 

hypertension and other chronic diseases incurred CHE 23.48% and 34.01% respectively whereas 

households with non‐chronic diseases incurred CHE 13.33%. The concentration index of households with 

non‐chronic diseases is ‐0.4871. However, the concentration index of households with hypertension only 

and households with hypertension and other chronic diseases is ‐0.4645 and ‐0.3410 respectively. The 

majority of observed inequalities in CHE were explained by household economic status and having     

elder members. 
 

Conclusions: The proportion of households incurring CHE in the rural areas of Shaanxi Province was 

considerably high in all three type households and more seriously households with hypertension were at 

a higher risk of incurring CHE. Furthermore, there existed a strong pro‐rich inequality of CHE in all three 

type households but the results implied more inequality in households with non‐chronic diseases 

compared with two other groups. Our study suggests that more concern needs to be directed toward 

households with hypertension and other chronic diseases and households having elder members. More 

importantly, policy makers should focus on improving financial protection and relieving the economic 

burden of households with hypertension and other chronic diseases, thereby reducing CHE and 

alleviating CHE inequality among households with hypertension in rural China. 
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Paul Somé, A.G.I.R / Groupe de travail en Santé et Développement (Burkina Faso) 
 

Financement basé sur la performance en santé et équité au Burkina Faso : sélection communautaire 

et à la prise en charge des indigents 
 

Co‐authors:  Paul André Sébastien Somé, Sylvie Zongo, Maurice  Yaogo, Valery Ridde, A.G.I.R / Groupe 

de travail en Santé et Développement (Burkina Faso); Institut National des Sciences des Sociétés / 

Centre National de Recherche Scientifique et Technologique, Burkina Faso; Université Catholique de 

Bobo Dioulasso (Burkina Faso); IRSPUM et Un 
 

Contexte: Le Burkina Faso, est un pays  qui se caractérise par sa grande pauvreté et la faiblesse de ces 

indicateurs de santé. Un peu moins de la moitié de la population (46%) vit en dessous du seuil de 

pauvreté avec moins de 0,6$ par jour et environ 10 % de cette population vit dans une situation 

d’extrême pauvreté. En 2010, la mortalité néonatale était estimée à 28 ‰ et celle post‐néonatale à 37 

‰. En 2013, le taux d’accouchements assistés était de 50%. Dans l’optique d’améliorer les indicateurs 

de santé et partant les performances du  système de santé, le pays met en œuvre depuis 2014 une 

politique de financement basé sur les résultats (FBR). Pour répondre à un souci d’équité, la mise en 

œuvre du FBR au Burkina Faso a prévu le ciblage communautaire de personnes indigentes pour leur 

permettre d’avoir un accès gratuit aux soins de santé. L’implantation du FBR a fait l’objet d’une 

recherche qualitative avec un axe sur les indigents 
 

Méthode: Le devis de recherche s’est construit autour d’études cas contrastés avec plusieurs niveaux 

imbriqués d’analyse. Les données ont été collectées dans 06 formations sanitaires par le biais de 

l’observation directe et des entrevues qualitatives auprès de 130 soignants et 200 acteurs 

communautaires. 
 

Résultats: Alors que dans les formations sanitaires mettant en œuvre le FBR sans sélection 

communautaire et prise en charge des indigents, les acteurs communautaires et les populations ont une 

faible connaissance du FBR, dans les autres FS, cette sélection favorise une meilleure connaissance de 

ces acteurs sur cette réforme. Une telle situation pourra à terme faire émerger une culture d’exigence de 

redevabilité vis‐à‐vis des agents de santé. L’étude montre également une faible connaissance des  

critères de sélection des indigents par les populations, toute chose qui ont provoqué des contestations  

et des réserves par rapport aux résultats des processus de sélections. Des processus organisationnels 

lourds à l’origine de grand retard dans la prise en charge effective des indigents sélectionnés et les 

services offerts restent encore très insuffisants 
 

Conclusion:  Aussi pertinente qu’elle puisse paraître, l’efficacité du FBR avec un volet équité est 

fortement compromise par la faible réceptivité d’un système de santé qui a longtemps résisté à toute 

forme de gratuité et par le fait que dans un contexte global de pauvreté de nombreuses personnes 

cherchent à se faire sélectionner ou à faire sélectionner des proches comme « indigent » afin de 

bénéficier de services gratuits. 
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Chiara Bodini, Centre for International and Intercultural Health, University of Bologna, and People's Health 

Movement 

 

Social movements and the people’s health: an innovative use of participatory action‐research 
 

Co‐authors:  Chiara Bodini, Martina Riccio, Marianna Parisotto, Elisa Cennamo, Centre for International and 

Intercultural Health, University of Bologna, and People's Health Movement; People's Health Movement 

 

Purpose:  Based on an experience carried out in Italy in the past two years, we argue that participatory action‐ 

research (PAR) by social movements has the potential to re‐publicise the discourse on health (care), increase the 

space for public participation on health matters and reclaim welfare as a place to affirm citizenship rights. 

 

Focus/content: In 2014, the People’s Health Movement started a PAR project in six countries, including Italy. After 

one year of meetings with numerous groups and movements across the country, three key challenges have been 

identified within civil society action for health: 1) how to defend and/or transform the public welfare system; 2) 

self‐organisation to protect the environment and promote health; 3) overcoming individualism and social exclusion 

through the commons. In this context, PAR has been used to: a) create an enabling setting to facilitate networking, 

while strengthening what people already do; b) engage health professionals, academics, patients, and activists 

overcoming the barriers linked to roles/identities; c) involve different areas of social action (health care, food 

production, environment, gender, etc.) building synergies across sectors; d) link experiences, perceptions, reflection 

and action, thus empowering participants. 

 

Significance for the sub‐theme area/field‐building dimension of relevance: The national health system is a field of 

political tensions between private interests (managers, professionals, and the market) and collective rights. Even 

though it was a pillar of the 1978 health care reform, citizens’ participation has never been fully enacted, and is 

constrained even more today by cuts in public expenditure (economic crisis, austerity measures), privatisation 

processes, and the transfer of national sovereignty to supranational (undemocratic) powers. This worsens the 

exclusion that people experience, already severely affected by the deteriorating socio‐economic environment, the 

rise of inequality and the fragmentation of services. In this scenario, the PAR experience we present is relevant for 

the following reasons: a) it creates a space where people can claim and exercise their rights, through both 

advocacy and self‐organisation; b) it broadens the political space around health from medical assistance to the 

promotion and protection of the social determinants of health; c) it acts at the edges of the changing relationships 

between institutions and self‐organised civil society; d) it promotes an innovative use of PAR within social 

movements, with the potential of increasing their impact in rebalancing the unequal distribution of power in 

society. 

 

Target audience: 
 

Civil society groups/organisations, health professionals, decision makers, students, academics, users of services. 



 
 

Oral Abstracts 

 

 

Walter Flores, Center for the Study of Equity and Governance in Health Systems 
 

Strategies to demand responsiveness from health authorities: A participatory‐action research project 

with rural indigenous communities in Guatemala 
 

Co‐authors:  Walter Flores, Benilda Batzin, Osmundo Oxlaj, Rosaura Medina, Eric Cu, Ismael Gomez, 

Centro de Estudios para la Equidad y Gobernanza en los Sistemas de Salud 
 

Background: Indigenous populations experience a higher burden of health inequities than non‐ 

indigenous in Guatemala. They also experience many access barriers, including frequent stock‐out at 

rural facilities, illegal charges for services and discriminatory treatment while seeking health care. 

Although communities submit written complaints to authorities,  the responsiveness from those 

authorities are usually slow‐if any response at all. CEGSS is a civil society organization that has been 

supporting indigenous community based organizations to address access barriers through social 

accountability and legal empowerment. With the intention to improve responsiveness from authorities, 

CEGSS and indigenous based organizations implemented a 18 month Participatory‐Action Research 

(PAR) with the aims:  a) to develop the skills of over 75 community leaders to collect audiovisual 

evidence (photo and video) of access to services barriers and b) to devise strategies to convey this 

audiovisual evidence to authorities and other key stakeholders (media, Parliamentarians, Ombudsman) 

and c) to document whether responsiveness  from authorities would be different to audiovisual 

evidence as compared to written reports. 
 

Methods: The PAR process was implemented in two stages: the first stage was around acquiring the 

knowledge and skills for use of audiovisuals and basic interview techniques.  The second stage was 

about disseminating the audiovisual evidence and implementing tactics to open‐up spaces of dialogue 

with authorities, agreeing on actions plans with authorities diversifying the actors that community 

engage with in their demands (Ombudsman, Judiciary system, Parliamentarians, news media). 

Throughout the 18 months process, researchers and key community leaders embarked on constant 

reflection and documentation using ethnographic tools (in‐depth interviews). 
 

Results:  All audiovisual evidence collected was exhibited at public spaces (parks, markets and town 

halls), which called the attention of the media and other stakeholders. This attention indirectly forced 

authorities to engage with indigenous leaders about the problems with services in rural areas and 

agreeing on plans to improve the situation.  In general, authorities were more responsive to audiovisual 

evidence and also felt the pressure of other stakeholders learning about the service problems in rural 

indigenous areas. 
 

Conclusions: Audiovisual evidence collected by user of services and disseminated through social 

mobilization tactics can be a powerful tool to aid the demand for responsiveness from authorities. 

Audiovisual evidence also attracts the interest of other key stakeholders that may not normally engage 

with the health systems through written reports and other technical information.  The PAR process 

implemented also empowered indigenous leaders to engage  in health system strengthening. 
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David Hipgrave, UNICEF New York 
 

The political economy of health services decision‐making in four nations of south and east Asia, with a 

focus on maternal, newborn and child health 
 

Co‐authors:  David Hipgrave, Ian Anderson, Midori Sato, UNICEF New York; Independent consultant; 

UNICEF Jordan 
 

Low‐ and middle‐income countries (LMICs) face many competing demands in the health sector.   

Reducing maternal and newborn mortality and improving young child health (MNCH) are major 

challenges many still face. LMIC governments spend around $20 for every dollar they receive in 

development assistance. They must therefore allocate scarce domestic financial and human resources to 

maximum effect, but also in ways that are politically, financially and institutionally feasible and 

acceptable. Understanding how LMICs prioritize and allocate their own resources in the health sector is 

important. Political economy analysis – the assessment of who gets what, when, and why? – can help 

explain related influences. 
 

Method: We undertook a rapid analysis of the political economy of health, with a focus on MNCH, in 

Indonesia, Nepal, Bangladesh and the Philippines, in mid‐late 2014. We used mixed research methods, 

including a literature review, field interviews at national and sub‐national level, and local policy, process 

and budget analysis in each country. In total, 175 officials, academics and development partners were 

interviewed and 230 documents reviewed. We investigated three political economy issues: (i) do the 

countries demonstrably prioritize MNCH at policy level?; (ii) if yes, is this reflected in allocation of 

financial and other resources?, and (iii) if resources are allocated to MNCH, is this reflected in actual 

program implementation? We paid particular attention to the political economy constraints and 

opportunities of decentralization and devolution of health sector management. 
 

Results: Unique qualities characterize each country’s situation, emphasizing the value of such analysis   

for governments and development partners alike. Despite each having experienced recent political 

turmoil, all demonstrate national political commitment to health and MNCH. However, national and/or 

sub‐national governments often do not follow through on plans, pronouncements and even budget 

allocations, and local capacity for prioritization/implementation of health or MNCH improvements varies 

widely. Decentralization and the engagement of private or non‐government providers are important 

considerations, as are democratization and increasing public awareness of rights and standards. Poor 

governance, lack of data for monitoring and evaluation of progress and weak public sector human 

resource capacity were problems in all locations surveyed. 
 

Discussion: We identified major opportunities to greatly improve equitable health, especially MNCH 

outcomes in these four nations using evidence‐based advocacy, social engagement and the media to 

influence decisions and promote action. However, political patronage, politicized use of funds, non‐ 

prioritization of health/MNCH and manipulation of voters remain threats to improving such outcomes in 

these nations. 
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Samuel Lassa, University of Jos 
 

Medical professional dominance in a changing health system: a case study of thepower dynamics 

among Nigerian health professionals in the Global Fund policy processes 
 

Co‐authors:  Samuel Lassa, Julie Balen, Jenny Owen, University of Jos; University of Sheffield 
 

Background: It has been stated that ‘the medical profession is reputed to control decision‐making in 

medical care to such an extent that one can speak of professional dominance’ (Immergut 1990). Indeed, 

a historical analysis suggests that medical professionals frequently dominated contested knowledge in 

order to secure professional advantage at local and international levels (Arnold 1996). Friedson (1975) 

examined the process of ‘professionalisation’, through which medical professionals in Western societies 

achieved professional dominance in the health sector and society. Anderson (2009) and others found the 

sociological analysis of professions helpful in explaining the inter‐professional behaviour of health 

professionals in Western contexts. In low‐ and middle‐income countries, however, there is a limited 

understanding of how health professionals, especially medical professionals, work in attaining, 

maintaining or negotiating power and dominance. Exploring behavioural and relational aspects of these 

actors is central to better understanding health policy processes. 
 

Methods: We identify and present dominant, challenging and repressed interests in the Nigerian health 

system, drawing on Alford’s theory of structural interests in health care (Alford 1975a). Results are  

based on an in‐depth qualitative study involving 34 semi‐structured key informant interviews, board‐ 

meeting observations, and documentary analysis conducted in 2014 and 2015. Participants held  

positions (e.g. Director, Programme Manager) within organisations involved with the Global Fund 

activities, particularly proposal development and implementation. Data was analysed iteratively in order 

to gain insight into the power dynamics of health professionals in policy processes and to analytically 

identify structural and agential factors within the health system that encourage or discourage 

professional dominance. 
 

Results: Medical professionals maintained dominance and professional monopoly, thereby controlling 

policy spaces. Global actors and the local government were challenging interest groups, with a 

preference for rapid biomedical models that focus on medications and test kits, and the supply of health 

services, while neglecting social science narratives and demand creation. This has lead to poor 

contextualisation of policies due to the relegation of repressed interest groups such as non‐clinical 

experts, patients and CBOs. 
 

Discussion/conclusions: Professional monopoly theories help explain why medical professionals occupy 

an elite position in the health system of Nigeria. Structural and agential factors specific to the context 

are key in maintaining this professional monopoly whilst limiting the opportunities for other health 

occupations’ rise up the social status ladder. This is of particular importance within the Nigerian setting 

where inter‐professional tensions, antagonism and supremacy battles within the health sector 

frequently result in industrial disputes. 
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Manifestations of power in partnerships: a case study of the Global Fund’s Country Coordinating 

Mechanism in Ethiopia 
 

Co‐authors:  Henock Belete Taddese, Amy Barnes, Paul Bissell, Graham Jones, Imperial College London; 

University of Sheffield 
 

Introduction: Cross‐sectoral partnerships represent increasingly common forms of governance in Global 

Health. However, the study of these governance mechanisms has largely neglected the concept of 

power, while the understanding of their conduct in low‐income settings has been relatively sparse. This 

study set out to explore manifestations of power relationships between policy actors participating in a 

partnership mechanism, in a low‐income country setting, namely, the Global Fund’s Country 

Coordinating mechanism (CCM) in Ethiopia. 
 

Methods:   This qualitative case‐study employed in‐depth interviews, observations and documents 

analysis. Data was collected between January and July 2013. In‐depth interviews were conducted with 

43 policy makers drawn from different sectors, including, the public sector, civil society organisations 

(CSOs), the private sector, and multilateral and bilateral donors. Data was analysed through thematic 

analysis, whereby themes were drawn both from the guiding theoretical framework and through 

analysis of emergent themes. The study was guided by Arts and Tatenhove’s (2004) multi‐layered 

conceptualisation of power: ‘relational power’ (actors’ immediate fields of interactions), ‘dispositional 

power’ (regulatory frameworks of policy networks), and ‘structural power’ (deep‐lying contextual 

factors). Across these levels, the framework specifies two forms of power: transitive (power of 

domination) and intransitive (power directed at ‘common action’). 
 

Findings: The analysis pointed to the public sector as the most influential actor in the partnership. The 

public sector directed transitive power at other actors, mainly the CSOs, to influence decisions. Public 

sector representatives actively used their authorities and stature to dominate direct interactions 

(relational power). The public sector is also able to passively project significant power, whereby its 

favourable position within the CCM (dispositional power) and its control over legal and political 

instruments in the country (structural power) are observed to influence decisions. Conversely, CSOs 

resist these influences through subtly implied threats of boycotting the CCM (dispositional power), and 

through mobilisation of their national constituencies and global networks (structural power). At the 

same time, these actors deployed intransitive power to safeguard the CCM from external inquiries, and 

to support each other’s interests. The latter was considered critical leverage for subsequent rounds of 

negotiations. 
 

Conclusion: Policy actors participating in cross‐sectoral partnerships are locked in complex power‐plays, 

whereby power resources are specified by the particular context of interaction. In the Ethiopian context, 

the public sector wields significant power, whereas other actors mobilise their power resources to resist 

the public sector’s influences and to engage with the sector in ‘common action’. 
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Expanding the DHIS2 web‐based health information platform to allow statistical analysis of multi‐ 

sectorial data for improved monitoring and evaluation of MNCH&N programs. 
 

Co‐authors:  Elizabeth Alice Hazel , Adebusoye  Anifalaje, Lorill  Crees, Rebecca  Heidkamp, Amos 

Misomali, Lars Helge Øverland, Lois  Park, Justin  Tilley, Emily Wilson, Johns Hopkins Bloomberg School 

of Public Health; BAO Systems ; 2paths; University of Oslo 
 

Purpose: Through a partnership of low and middle income country (LMIC) governments, health system 

evaluators and software programmers, we present app development and enhancements to the DHIS2, 

web‐based health information platform.  These enhancements allow users to integrate multiple data 

sources including household and facility surveys and conduct statistical analysis directly within the DHIS2 

platform to answer health and nutrition policy questions. 
 

Focus/content: The National Evaluation Platform (NEP), funded by the Government of Canada, aims to 

build public sector capacity in four African countries to use available data for evaluation of national 

maternal, newborn and child health and nutrition (MNCH&N) policies and programs.  NEP requires users 

to organize data from routine and survey data sources at district‐level for co‐analysis using NEP tools. To 

avoid duplication of country‐level systems, NEP developers identified DHIS2 as an existing platform that 

could support these functions.  DHIS2 is an open source, health information system software adopted as 

the national standard in 21 LMICs for monitoring large‐scale MNCH&N programs. [1] 
 

We have developed a novel data import app that allows for bulk import of microdata from national 

household and facility surveys. NEP‐supported changes to the core DHIS2 software allows users to apply 

sampling weights to produce valid coverage estimates for geographic, socioeconomic status and other 

subgroups.  We have also developed a linkage with the R statistical package that allows users to run R 

code on data in DHIS2 system and visualize outputs in DHIS2. We will demonstrate these new 

functionalities using examples from NEP in Malawi. All DHIS2 development for the NEP will be available 

open source. 
 

Significance for the sub‐theme area/field‐building dimension of relevance: This abstract highlights 

partnerships to develop technologies that increase data use and respond to the needs of policy makers 

in their quest to improve MNCH&N programs and health/nutrition outcomes.  By integrating many data 

sources into one platform and allowing simple, streamlined visualization and analysis, we hope to 

increase government and partner capacity for quality analysis and have an integrated “one stop data 

shop” for health and nutrition policy makers. 
 

Target audience: Ministries of Health/Nutrition and National Statistical Offices in LMIC countries, M&E 

officers, data analysts, software developers. 
 

[1] University of Oslo. DHIS 2 presentation, Feb 2016 
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Interoperability of CRVS and Health Systems: Foundation for data‐based decision‐making for resilience and 

responsive health systems 

 

Co‐authors:  Debra Jackson , Maria Muniz, Nadya Kassam, Marie Angeline Aquino, Milen Kidane, UNICEF & 

University of the Western Cape; UNICEF; UNICEF & Icahn School of Medicine at Mount Sinai 

 

Background: Population and health systems data are foundations for data‐based decision‐making to assure resilient, 

responsive health systems.  A core data element missing in LMIC is birth and death registration with                 

linkage of this data to HMIS. The births of approximately 230 million children under age 5 have not been registered 

(85 million in Africa, 135 million in Asia). When operating together, health and CRVS systems provide important 

benefits for both systems. Health sector programmes, services and interventions can be leveraged for notification  

of births and deaths, increased registration and certification, and improved recording of causes of death. For 

example, children delivered by a skilled health professional tend to have a higher birth registration, and birth 

registration tends to increase with the number of vaccines received. Birth Registration is included in the SDGs (16.9 

By 2030, provide legal identity for all, including birth registration) and the Global Financing Facility in Support of 

Every Woman Every Child notes that strengthening CRVS is an essential element “both for making evidence‐based 

policy decisions and for planning purposes”. 

 

Methods: Working with government and key partners, UNICEF is developing approaches to accelerate reforms of 

CRVS systems and increase birth registration rates. These programmes are exploring new partnerships between 

CRVS systems (generally housed in ministries outside health) and health systems (governed by health ministries). 

Innovations to improve these partnerships across several platforms to achieve data necessary for evidenced‐based 

policy decisions and programme planning are being tested using mixed‐methods methodologies and 

implementation research. 

 

Results: Several on‐going initiatives will be described: 
 

1) The BR4MNCH initiative seeks to enhance newborn and child health and protection through improved, 

interoperable HMIS and CRVS systems, with a particular focus on community health information systems in 

Ethiopia, Mali, Senegal, and South Sudan. 

 

2) The GAVI‐UNICEF initiative to explore interoperability of birth registration and immunization/child health 

services. The initiative aims to review evidence available to guide countries and partners to increase the 

identification of births and improve data on target number of children in need of immunization services. 

 

3) Results from a 2016 survey on the status of interoperability in LMIC. 

 
4) CRVS and Health Systems interoperability in East and Southern Africa and the APAI‐CRVS initiatives to link 

national health and CRVS ministries. 

 

Conclusion: Improved interoperability of CRVS and Health data Systems will be necessary to reach SDG 16.1 and 

these new partnerships should enhance data‐based decision‐making to assure resilient and responsive health 

systems. 
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National Evaluation Platform in Mali: a multi‐institutional approach to data‐driven decision‐making 
 

Co‐authors:  Youssouf Keita, Hamadoun Sangho, Tim Roberton, Emilia Vignola, Melinda Munos, Institute 

for International Programs ‐ Johns Hopkins University;  Centre de Recherche, d’Etudes et de 

Documentation pour la Survie de l’Enfant (CREDOS), Bamako, Mali ; Johns Hopkins University Bloomberg 

School of Public Health, Baltimore, MD USA 
 

This paper describes how the unique partnership under the National Evaluation Platform (NEP) in Mali 

has fostered data sharing, collaborative decision‐making, and rapid uptake of evaluation findings by the 

Malian Ministry of Health (MOH). 
 

The multi‐country NEP initiative aims to build capacity in the use of existing data to answer evaluation 

questions on maternal, newborn, and child health and nutrition (MNCH&N). In Mali, the NEP is 

implemented by five Home Institutions (HIs). A Steering Committee (SC) of senior officials from the HIs 

and other MNCH&N stakeholder institutions identifies priority questions, receives evaluation findings, 

and encourages their use by decision‐makers. A Technical Working Group (TWG) of staff from the HIs 

conducts analyses and communicates the results to the SC. 
 

Each of the HIs contributes crucial knowledge, skills, and leverage that encourage the use of the NEP by 

decision‐makers. The Centre for Research, Study and Documentation of Child Survival (CREDOS) brings 

strong research and management capacity to the NEP. The National Institute of Statistics (INSTAT), 

provides statistical expertise, facilitates access to key data, and is a respected source of inputs into 

national policies. The National Institute of Research on Public Health (INRSP) has a cross‐cutting focus on 

public health; their nutrition research and links to NGOs are particularly valuable to the NEP. The National 

Directorate of Health (DNS) manages the national health information system; their participation 

facilitates access to and understanding of data and contextual information on the health system.           

The Planning and Statistical Cell (CPS) pilots national plans and strategies, and is therefore a strategic 

partner for quickly translating findings into improved policies. 
 

HI Directors meet regularly to oversee NEP activities and to guide decisions of the broader SC. The 

partnership between these institutions is unprecedented in Mali, and has already impacted MOH plans 

and practices since NEP inception (2014). When the TWG showed that mortality targets would not be 

met under the current national health plans, the MOH requested that the plans be revised. The NEP has 

since participated in monthly meetings of the planning authorities. DNS is strengthening its ties to the 

platform in order to improve planning for the health system, and the Director of the National Agency for 

Hospital Evaluation asked to collaborate with the NEP to strengthen data‐driven planning. The process 

also led to a capacity building initiative to improve regional‐level planning. HI Directors are now planning 

for long‐term sustainability of the platform. 
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Fighting Counterfeit and Substandard Medicines through Screening Technology Knowledge 

Management – USP’s Technology Review? 
 

Co‐authors:  Lukas Roth, U.S. Pharmacopeial Convention 
 

Capacity development is about the acquisition of knowledge and consequently, is inextricably linked to 

the strengthening of health systems. Nowhere is this more evident than within the global medical 

product supply chain – the workshop of national medicines regulatory authorities (NMRAs), 

pharmaceutical manufacturers, donors, NGO’s and other stakeholders. The U.S. Pharmacopeia (USP), a 

science‐based, non‐profit standard‐setting organization, is one of these stakeholders and since 1820 has 

been working to improve global health through public standards and related programs that help ensure 

the quality, safety and benefit of medicines and foods. 
 

One of its newest programs – USP’s Technology Review – is seeking to address an issue faced primarily 

by low and middle income countries but also increasingly by high income countries. The fastidious and 

targeted surveillance and screening of medicines is one of the crucial tools in a sustainable response to 

assure the quality of medicines worldwide. However, limited financial and human resources at NMRAs 

and a lack of availability of a standardized approach for the surveillance and screening of medicines limit 

the effectiveness of this critical regulatory function. Consequently entities conducting surveillance often 

struggle to identify which surveillance and screening technologies (SSTs) are most appropriate for their 

particular applications. Confirmatory quality control testing is so effective because of the validated 

methods and standards that guide the testing and the well characterized qualified laboratory‐based 

instruments that underpin these methods. Conversely, many of the myriad SSTs are comparatively newer 

and less well understood than their laboratory‐based counterparts and little work has been done to 

critically but objectively review their capabilities as they pertain to effectively and accurately       

screening medicines. With the increasing availability of these technologies, this knowledge gap needs to 

be addressed. 
 

By prioritizing their utility and subsequently evaluating the analytical and operational parameters of 

available SST’s in the laboratory and in the field, USP’s Technology Review is seeking to address this gap 

through three objectives: 
 

Disseminate objective comparative information on emerging medicine quality SSTs Support surveillance 

and screening technology users to utilize this data to inform investment and implementation decisions in 

medicines quality assurance Stimulate targeted investment in medicines quality SSTs research and 

development 
 

This novel and knowledge driven response to a continually changing landscape will enhance the toolkit 

of key stakeholders in their efforts towards effective and sustainable states of medicines quality 

assurance and as a consequence, ensure healthy lives and promote well‐being for all at all ages. 
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Resilient and responsive Global Health partnerships of East African universities in a changing world 

 
Co‐authors:  Aaron Nicholas Yarmoshuk, Anastasia Gauntai, Mughwira Mwangu, Donald Cole, Christina Zarowsky, 

University of the Western Cape; University of Nairobi; Muhimbili University of Health and Allied Sciences; 

University of Toronto; University of the Western Cape & CR‐CHUM/ESPUM, Université de Montréal 

 

Background: Universities are critical building blocks for health systems.  Inter‐university partnerships are one 

means of increasing university capacity.  Longer‐term partnerships with universities from high‐income countries 

and, increasingly, consortia and South‐South‐North partnerships are favoured in the literature, although critical, 

contextualised assessments of such partnerships are few.  We examine how the international global health 

partnerships of four East African universities have adapted to remain resilient and responsive over time. 

 

Methods: Four universities in East Africa with medicine, nursing and public health programmes were purposefully 

selected: Moi University and UoN (Kenya) and KCMUCo and MUHAS (Tanzania).  In Phase 1, 42 KIIs were  

conducted with senior representatives of each university to identify international university partnerships they 

considered most significant for increasing the capacity of their health professional programmes in education, 

research and/or service.  A rating system was developed to classify each partnership as higher‐, medium‐ or lower‐ 

value to the universities. In Phase 2, 88 students and lecturers from the four universities participated in FGDs or 

interviews to gain additional insight into the nature and value of the partnerships. In Phase 3, 56 KIIs were 

conducted with representatives from 24 of the partner universities (3 African, 8 European, 13 North American) to 

understand their perspectives on the partnerships. The interviews were transcribed and analysed for emerging 

themes. 

 

Results: One‐hundred and twenty‐four distinct university‐to‐university partnerships were identified.    Twenty‐nine 

of the partnerships were classified as higher‐value for building the capacity of the focus universities.  These 29 

partnerships were 3 to 35 years old (15≥15yrs) and 26 were still active.  Many of the older higher‐value 

partnerships experienced distinct stages.  Tactics that allowed partnerships to remain resilient and responsive 

varied, including maintaining disciplinary focus, broadening the scope of partnerships to include additional 

disciplines or components of the tri‐partite mission of academic health science centres, involving trainees, 

welcoming new partners, embracing consortia, diversifying funding to include private, foundation or association 

support, and adjusting to new donor agency approaches. Implementing specific interventions within a consortium 

at a focus university or partnering with a regional consortium brought benefits that appeared to outweigh the 

transactional costs of such arrangements. 

 

Discussion/Conclusions: Many approaches have allowed Global Health university partnerships in East Africa to be 

resilient and responsive.  Consideration of the changing local, national and regional contexts was critical as was 

addressing the evolving needs of the focus universities and interests of international partners and donors.  Diverse 

partnership arrangements will likely continue to be warranted. 
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Wars and health systems in sub‐Saharan Africa: A quantitative analysis identifying key health system 

indicators associated with maternal mortality reduction. 
 

Co‐authors:  Chol S Chol, Joel Negin, Robert G Cumming, School of Public Health, The University of 

Sydney 
 

Background: Sub‐Saharan Africa (SSA) has the highest maternal mortality ratio (MMR) in the world, and a 

number of countries in SSA have experienced periods of major armed conflicts (wars) during 1990–  

2015. This study aims to identify health system indicators associated with maternal mortality in SSA, and 

to determine whether their significance differs between countries with recent wars (group 1) and 

countries without recent wars (group 2). 
 

Method:  After identifying all 49 SSA countries and following the Uppsala conflict database definition of 

war, we divided the 49 countries into two groups based on their history of war during 1990–2015. 

Through literature review guided by the World Health Organisation health system blocks as framework, 

we identified 18 most frequently used indicators to measure health system performances by the 

international community. Using multiple linear regression with MMR as the outcome variable, we 

conducted univariate and multivariate analysis for all the 49 countries, countries with recent wars, and 

for countries without wars—with the same variables. We assessed whether or not any particular health 

system indicators mediated the effect of war on MMR. 
 

Finding:  Descriptive analysis of MMR median was a significantly different between group 1 (n=13) by 

(693 [IQR (477–732)] and group 2 (n=36) by 380 [IQR (247–570)] (p&lt;0.01). After controlling for the 

other variables, the multivariate models were as follows: for the 49 countries, there was evidence of an 

association between MMR and the number of nurses and midwives (p= 0∙05) and corruption (p=0∙03); 

for group 1, there was evidence of an association between MMR and the number of nurses and 

midwives (p=0∙05) and hospital density (p=0∙02), and for group 2, only corruption was associated with 

MMR (p=0∙03). Two variables halved the effect of war on MMR; nurses and midwives and corruption 

reduced war coefficient from 240∙07 to 130∙28 and 36∙56 respectively. 
 

Conclusion: We have shown that nurses and midwives and corruption as proxies for human resources 

and governance are the significantly associated with maternal mortality in SSA. Scaling up the number of 

nurses and midwives and good governance appear to be core factors for reducing maternal mortality in 

SSA. Increasing the number of nurses and midwives in particular seems to be crucial in SSA countries 

recovering from the effect of wars. Nevertheless, this strategy could even be more effective when 

combined with improvement in quality of care—found by other studies to be one of the reasons some 

women prefer home delivery. 
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Learning from the Resilience of Nepal’s Health System following the 2015 Earthquakes 
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Nepal Health Systems Strengthening Programme, Options 
 

Purpose: In 2015, two earthquakes in Nepal claimed the lives of more than 9,000 people and left more 

than 21,000 injured. Fourteen districts were severely affected, nine of which had lower HDIs than the 

national average, and covered a population of more than 5.6 million. Over 900 health facilities were 

damaged or destroyed. This study presents the findings of reflective research undertaken in 2016 with 

sector leaders and development partners on the resilience of the health system to support the relief and 

recovery efforts, and the challenges to building back better services in the very poor and remote areas 

most affected. 
 

Focus/content: The establishment of a Health Emergency Operation Centre (HEOC) at the Ministry of 

Health (MoH) in 2012 was rapidly activated as the command and control centre for the health sector’s 

response to the 2015 disaster. MoH officials were quickly deployed to each of the 14 districts along with 

47 national medical teams mobilized from academic institutions, hospitals, and small groups of self‐ 

organized individuals and over 137 foreign national teams. An information management unit within 

HEOC was set up which initiated a hospital based syndromic surveillance of epidemic prone 

communicable diseases, and produced daily situation updates. 
 

A government policy to provide free services to earthquake survivors enabled access to treatment and 

many seriously injured persons were transported to referral hospitals. Social Service Units (SSUs), which 

are run by local NGOs were tasked with coordinating free treatment for earthquake survivors, organising 

blood donations with the local red cross society, and mobilising food and basic supplies from local 

businesses. Hospital and NGO staff worked 18 hour days to attend to survivors. In the most affected 

districts, CEONC and birthing centres were kept functional through donor funding to cover staffing gaps. 

The health infrastructure MIS developed some years earlier provided a crucial resource for planning relief 

and reconstruction. From this base, standardised guidance and detailed engineering assessments          

are ensuring that plans for reconstruction are strategic and evidence based. 
 

Significance: Nepal’s experience shows the resilience of health personnel and the Nepali people to 

respond and cope with natural disasters. Strengthening of the health system over the past 15 years has 

established management, information and service systems and partnerships that the government was 

able to draw on to rapidly respond to the disaster. This paper is aimed at governments, development 

partners, and technical assistance agencies engaged in strengthening health systems in low resource 

settings. 
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A Post Ebola Health System Strengthening (HSS) and Financing Framework for Guinea, Liberia and 

Sierra Leone. 
 

Co‐authors: Ramesh Govindaraj, Christopher  Hans Herbst, Oluwayemisi  Busola  Ajumobi , John  paul 

Clark, Netsanet Walelign, The World Bank Group 
 

The Ebola outbreak in parts of West Africa was the most severe in the history of the disease. The crisis 

has demonstrated ‐ at a very high human, social, and economic cost ‐ the imperative of investing in 

health systems and establishing public health/disease surveillance systems as a priority global public 

good. Furthermore, the provision of public sector, non‐Ebola maternal and child health services has 

been severely disrupted as regular health workers and supplies are more limited than ever, and are 

largely being absorbed by the Ebola response effort. 
 

To support Post‐Ebola Health Systems Strengthening efforts in Liberia, Guinea and Sierra Leone, the 

World Bank has carried out analytical work to 1) identify options for expanding the fiscal space for 

health in the three countries, 2) analyze the strategic choices that must be made to improve the 

availability of health workers in a post Ebola environment, and 3) identify options for the sustainable 

financing of a West Africa Disease Surveillance and Response System. 
 

The study drew on both primary and secondary data to analyze and provide up to date assessments and 

tangible options related to strengthening the financing, human resources for health and disease 

surveillance systems in the three countries. The insights provided by the study will be of use to all policy 

makers and planners engaged in health systems strengthening in post‐emergency situations as well as 

those more broadly engaged in supporting governments reach their goals on Universal Health Coverage. 
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Understanding therapeutic geographies in the context of the Boko Haram insurgency: a systems 

dynamics analysis using group model building 
 

Co‐authors:  Louise Kengne, Bertrand Feudjio, Pierre Ongolo, Vermonique Filippi, Research for 

Development International; Université de Ngaoundéré; Université de Douala; University of 

Northampton 
 

Background: Boko Haram, one of the world's deadliest terrorist groups, is linked to insurgency in Nigeria 

since 2009. The violence escalated dramatically in 2013 and spread to Cameroon, Chad, and Niger thus 

becoming a major regional conflict. A systems dynamics analysis was conducted to understand how the 

movements of populations under conditions of war have contributed to a remapping or a geographic 

reorganisation of health care in the region. 
 

Methods: Structured interviews were conducted with 40 stakeholders, selected to represent the 

diversity of the conflict experience across the four countries (Cameroon=11, Chad=9, Niger=7 and 

Nigeria=13). A group model building session was convened with 10 senior stakeholders from the same 

area, which used participatory scripts to review thematic analysis of interviews and develop a 

preliminary systems model linking identified variables. 
 

Results: Health‐care needs have become dispersed throughout the region. Increasingly, neighbouring 

cities in the four countries are absorbing the health needs of displaced populations fleeing violence. 

Frequent return visits, modifications of travel routes, and a process of trial and error to find good care 

contribute to increasing costs. Particularly for people with chronic diseases such as HIV/AIDS and 

diabetes, patients and families travel back and forth out of the region, visiting family and gathering 

money between successive sittings of treatment. This large‐scale movement of populations is reshaping 

health care in the region. The Cameroonian ministry of health (MoH) has increasingly resorted to   

funding delegations of patients from some affected zones (in the Logone‐Chari department) for complex 

treatments in N'Djamena, the city capital of Chad. In the Cameroonian border city of Kolofata, the Borno 

state MoH in Nigeria contracted an entire ward of the District Hospital. A full‐time staff member at the 

hospital handles the patients coming from neighbourhood villages of Nigeria, where the health system is 

entirely collapsed, and for whom traveling up to Maiduguri, the state capital, has become highly risky. A 

largely unplanned and dispersed reorganization of medical care across the region that blurs other – 

national – boundaries, appear to have been protective of the operation of the health system in affected 

regions across the four countries. 
 

Conclusion: A systems analysis using participatory group model building provided a mechanism to 

identify key pathways of threat and adaptation with regard to health service functioning. Generalizable 

systems characteristics supportive of resilience are suggested and linked to wider discussion of the role 

of factors such as self‐regulation, sub‐level cooperation and integration. 
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What happens to local health systems during disasters?  Understanding the case of typhoon Haiyan in 

the Philippines 
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University of the Philippines; Leyte Normal University 
 

Background. On 8 November 2013, typhoon Haiyan struck the central islands of the Philippines resulting 

in more than 6,000 deaths, 1,700 missing, and 27,000 injured.  The devastation has affected 14 million 

people, including some 5 million children and 3.9 million persons who were forced from their homes. 

Reports show that the impact of the typhoon would have been minimized had there been better 

management of the risks prior, during and after the typhoon.  This study seeks to understand what 

happens to local health systems during disasters using the case of Typhoon Haiyan. 
 

Methods. This is part of an ongoing bigger study that seeks to identify the different factors that affect 

risk, recovery and resilience to disasters using a survey questionnaire, in‐depth interviews and review of 

documents and literature.  In this specific study, we looked at different aspects of the health systems 

within two highly‐affected areas—Tacloban and Tanauan.  An ethical clearance was given by the regional 

ethics board. 
 

Results.  There is an apparent breakdown of the different components of local health systems particularly 

health resources, health services, health information system and flow of medical supplies and   

medicines.  This is attributed to a number of factors including local health human resources and health 

facilities not prepared for a highly catastrophic disaster.  Major hospitals are located near the sea, which 

were the first one damaged by the massive water surge. Backup health service providers from the 

military and paramilitary were also paralyzed.  It took four days to start health services to be provided 

from the outside of the islands including picking up thousands of dead bodies.  Despite the presence of 

protocols and disaster management strategies, it took time for the outside health services to be properly 

working as coordination and management including the influx of international help were disorganized.  

Locals found it chaotic and aggravated their situation.  Despite the massive damages of hospitals,          

the population still flocked to these facilities causing an overwhelming demand for health services. 
 

Conclusions.  Management of highly disastrous calamities should be included in the disaster  

management principles and training of health service providers and local authorities, particularly when a 

massive breakdown of local health systems happen.  A scale of categorizing disaster and how it affects 

components of health systems should be researched, analyzed with the development of appropriate 

mitigating factors to result into more efficient delivery of health and immediate recovery of the different 

health system components. 
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RESILIENCE IN FRAGILITY – UNIVERSAL HEALTH COVERAGE IN CONFLICT AND POST CONFLICT 
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Tropical Medicine, Liverpool, UK 
 

Background: Conflict and its aftermath engender fragile health care systems, which are likely to 

undermine the provision of universal health coverage (UHC). During war and its aftermath several 

strategies are undertaken to ensure affected populations access health care. However, the common 

narratives of health care systems during war often highlight the destructive nature of war and rarely the 

initiatives health system managers undertake to ensure health care systems remain functional. This 

research documents the initiatives health care managers in northern Uganda undertook to provide 

health care services, and their successes and challenges from their own perspectives as well as those of 

target communities. 
 

Methods: Qualitative methods include: key informant interviews with health providers and managers 

(n=14) to establish the initiatives developed to enhance access to care during and post war; 47 (26 

women and 21 men) life history interviews with heads of the poorest households, aged 45 years and 

above, from  Gulu district to explore uptake and impact of initiatives through time. Data was analysed 

thematically using ATLAS TI and different perspective were triangulated against each other through 

different time periods. 
 

Results: A myriad of interventions occurred involving partnerships between multiple stakeholders. 

During the war, there was partnership between government and humanitarian agencies, sharing staff 

and resources, and using a network of volunteer health workers to administer health care in the camps. 

After the war, the strategies undertaken include: construction of health facilities; recruitment and 

training of health personnel; provision of subsidized and or free health care for certain sections of the 

population); and health outreach to reach people with basic health care. In both time periods livelihood 

support programmes included provision of small loans, income generation projects for farmers and 

women, and child sponsorship. 
 

Discussion/Conclusion: The lessons learnt from this research are: 1) approaches and innovations for 

health care in and post war that demonstrate resilience occur and need to be recognized and built on); 

2)  post war populations have unique health needs, and context informed interventions are required; 3) 

rebuilding health facilities (hardware) needs to be accompanied by strong sustained investments in HRH, 

and medicines  if equity in access to health care in post conflict situations is to be achieved and 4) 

consultative processes and partnerships between health care managers and other stakeholders 

(government or local community) is key. 
 

Key Words: Resilience, fragile states, fragility, health systems, post conflict, conflict, households, gender. 
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Health Financing Equity and Universal Coverage in Fiji – A systems‐wide Assessment 
 

Co‐authors:  Augustine  Asante, Virginia  Wiseman, Wayne Irava, University of New South Wales (UNSW 

Australia); Fiji National University (CHIPSR) 
 

Background: The goal of making health care more accessible through the universal health coverage 

concept continues to receive attention worldwide. Fiji is an upper middle income country in the Pacific 

islands with a gross national income per capita of $4,870 and a population of nearly 900,000. It is one of 

the largest and most developed economies in the Pacific islands. We report on a study assessing the 

distribution of health financing benefits and burden across socioeconomic groups in Fiji. The study aims 

to provide evidence on equity of the current health financing system to inform the debate about 

pathways to universal coverage. 
 

Methods: The study employs benefit and financing incidence analyses to evaluate the distribution of 

health financing benefits and burden. It uses primary data from a cross‐sectional household survey for 

the assessment of the distribution of health care benefits and secondary data from the 2008‐2009 Fiji 

Household Income and Expenditure Surveys to assess how the health financing burden is distributed. 

Data analysis was undertaken using STATA 13. 
 

Findings: More than 70% of public subsidy for health in Fiji is concentrated in hospital care. Government 

hospital outpatient departments accounted for nearly 47% of total health subsidy while inpatient care 

accounted for 30%. Across all government health facilities, the distribution of subsidy was pro‐poor with 

negative concentration index (CI). Around 61% of subsidy for nursing stations (CI = ‐0.563) and 26% for 

inpatient care (CI = ‐0.128) accrued to the poorest 20% of the population. Private facility subsidies were 

distributed in favour of richer Fijians. The burden of financing the health system was significantly 

progressive with wealthier groups contributing disproportionate shares of income across all financing 

sources. Indirect taxes (VAT and custom taxes) were regressive with negative Kakwani indices. 
 

Discussion/conclusion: Taken together, the results indicate Fiji is doing well in terms of poorer groups 

getting a fair share of benefits from public health spending and wealthier groups contributing a higher 

percentage of income towards funding the health system. However, challenges remain and there are 

important opportunities for advancement towards UHC. There is lack of information about quality of 

health services and the proportion of people not using the formal health system at all. Such information 

is necessary to accurately measure the distribution of health care benefits. Indirect taxes remain 

regressive despite the overall progressive health financing. There is the need for mechanisms that will 

cushion their effects on poorer households. 
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Ashley Fox, University at Albany 
 

What do we really mean by Universal Health Coverage? Equity and Redistribution in different UHC 

Models 
 

Co‐authors:  Ashley M. Fox, Roland Poirier, University at Albany 
 

BACKGROUND: The global health community is increasingly moving away from vertical approaches to 

health system strengthening and recommending that low and middle income countries adopt universal 

health coverage to improve the health and economic security of their citizens. In high income countries, 

three major models of universal coverage have evolved and crystalized over time with differences in 

their  number of payers, sources of financing and governance structures‐ the national health service 

model or Beveridge Model; the single‐payer or National Health Insurance model; and the Social Health 

Insurance or Bismark Model. What distinguishes each of these models from one another? What are the 

trade‐offs in equity, efficiency and satisfaction across these different models? What are the special 

considerations that low and middle income countries should make in deciding which model to pursue? 
 

METHODS: This article describes the three major models of universal coverage, including what makes 

them “universal” systems. The paper then classifies OECD countries according to each model and 

analyzes aggregate data on the relative costs (efficiency), solidarity of financing mechanisms (equity) 

and overall patient satisfaction (quality) of these different models from available data sources 

(Commonwealth Fund; OECD data). We further examine ILO and World Bank data on informal sector 

labor participation and the percent of GDP from remittances for eight low and middle‐income (LMICS) 

countries that have been identified as moving towards universal coverage. 
 

RESULTS: We find that in spite of the attention that has recently been paid to the National Health 

Insurance model, this model is relatively rare; most OECD countries rely on a regulated multi‐payer 

model. Within each of these models, countries vary in the extent to which they rely on general revenue 

versus payroll taxes to finance their health systems, and the degree to which private expenditure 

supplements the public system with potential implications for equity.  Most LMICs moving towards 

universal coverage have a high percent of GDP from remittances and large informal sectors, which has 

implications for health system financing. 
 

CONCLUSIONS: The paper concludes by discussing considerations for a set of LMICs moving towards 

universal coverage in terms of which model they might emulate and specific considerations given the 

nature of the tax base. In particular, given that most OECD countries rely heavily on payroll tax financing, 

finding ways to capture hidden and informal sources of financing will be crucial to financing a tax‐based, 

universal coverage system. 
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Régime d’assurance maladie universelle au Burkina Faso: Prise en compte des résultats de recherche 

pour un système de santé inclusif. 
 

Co‐authors:  Kadidiatou Kadio, Christian  Dagenais, Valéry Ridde, Centre National de la Recherche 

Scientifique et Technologique ( IRSS/CNRST); Departement de Psychologie, Université de Montréal, 

Canada; Ecole de Santé Publique , Université de Montréal, Canada 
 

Contexte: En 2008, le gouvernement du Burkina Faso avait mis en place une équipe de réflexion sous la 

forme d’un comité de pilotage(CP) afin d’étudier la faisabilité d’un système d’assurance maladie. En 

décembre 2013, à partir des conclusions du CP, un Secrétariat Technique de l’Assurance Maladie 

Universelle fut mis en place. En septembre 2015, la loi 060‐2015/CNT portant sur la création d’un Régime 

d’Assurance Maladie Universelle (RAMU) a été adoptée. L’objectif de cette proposition est de présenter 

les résultats préliminaires d’une étude visant à identifier les facteurs et les canaux par lesquels                  

la recherche a influencé les principales orientations du RAMU. 
 

Méthode : Le cadre d’analyse de Court and Young (2003) a orienté notre recherche. Les données 

proviennent d’entretiens approfondis avec des informateurs clés et des rapports d’activités. Une 

analyse de contenu thématique a guidé le traitement des données. 
 

Résultats : Le comité CP avait pour mission de mener des actions et des réflexions sur la faisabilité du 

RAMU. Ce mandant renvoie explicitement à la réalisation d’études spécifiques et à l’exploitation de tous 

types de connaissance pour alimenter la réflexion. Ceci a rendu l’environnement décisionnel favorable à 

l’utilisation de la recherche. Le CP a directement commandité de nouvelles études et examiné la 

recherche existante pour éclairer la prise de décision. Des membres du CP ont effectué des voyages 

d’échanges pour s’inspirer des expériences d’ailleurs, consulté des partenaires techniques et financiers  

et exploité les résultats issus de 16 ateliers délibératifs. Par ailleurs, des coalitions d’organisations non 

gouvernementales, et des chercheurs ont partagé les résultats des recherches évaluatives sur les projets 

pilotes menés au Burkina Faso en lien avec la protection sociale en santé. La pertinence opérationnelle 

des connaissances, l’alignement de la preuve avec les besoins le point de vue des décideurs ont été des 

facteurs importants d’utilisation. 
 

Conclusion: L’environnement de décision était très réceptif à l’utilisation de la recherche puisque cela 

faisait partie de son mandat. Différents types de connaissances ont alimenté la réflexion dans l’objectif de 

construire un régime d’assurance, équitable, solidaire et universel. Les canaux qui sont des personnes ou 

des institutions en charge de formuler la politique ou intéressés par les retombées de la politique 

agissent en fonction de leurs niveaux d’influence. En somme leurs interactions, les intérêts qu’ils portent 

à l’AMU et la réceptivité des décideurs ont influencé la prise en compte des connaissances. 
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Inclusion of Persons with Disabilities in the Health Financing System in   Tanzania 
 

Co‐authors: Mwifadhi  ‐ Mrisho, Fakih Bakar Shariff, Abdallah Bakari Mkopi, Ifakara Health Institute 
 

Background: This study assessed the potential barriers and obstacles that people with disabilities might 

face when accessing health care services. The overall objective of this study was to provide evidence on 

obstacles and financial barriers that people with disabilities might face when accessing health care 

services in Tanzania. 
 

Methodology: This was a cross‐sectional study that employed both quantitative and qualitative research 

methods. As for the quantitative household survey, 1,480 participants, who were divided into treatment 

group (households with people with disabilities) and control group (households without people          

with disabilities), were interviewed in two regions: Tanga and Lindi. The differentiation in these two 

groups allowed to statistically compare whether people with disabilities experience significantly higher 

barriers to access health care services compared to people without disabilities. Both areas were selected 

in order to obtain a broader picture in both, rural and urban areas.  Furthermore, ethnographic 

approaches such as in‐depth interviews and Focus Group Discussions (FGDs) were used in triangulation, 

incorporating the advantages of each research approach. The study was carried out between March ‐ 

April 2013. 
 

Results: The findings suggest that persons with disabilities experience worse socio‐economic outcomes 

and are more prone to poverty than persons without disabilities. Since people with disabilities have 

lower educational achievements they participate less in the economy. Furthermore, the findings of this 

study show that people with disabilities seldom access health care facilities for either routine or 

specialised health care services. Only 21 % of the respondents went for routine care within the past three 

months. The majority of those who went to seek medical assistance went to public health facilities          

at primary level. People with disabilities who accessed health services mainly paid the services out of 

their pocket or through their insurance scheme. 
 

Overall, 97.4% of the respondents reported to have incurred direct medical costs in both districts. There 

were more respondents who incurred medical costs for specialised health care in Nachingwea 63.1% as 

compared to Tanga municipality 47.3%. In terms of indirect costs, 67% of respondents reported to have 

paid for transportation and almost 40 % indicated their consumable costs. 
 

Conclusion:  Despite efforts made by the Ministry of Heath to deliver health care services to the people, 

most of health care services are still inaccessible to the majority of people with disability. Hence, this 

study provides a number of recommendations with regards to Policy and Legislation, Financing and 

Affordability, Accessibility and Community. 
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The universal coverage cube and its many permutations: how can it promote fair progress toward 

resilient health systems? 
 

Co‐authors:  Trygve Ottersen, Matt McCoy, Harald Schmidt, University of Oslo; University of 

Pennsylvania 
 

Bolstered by its inclusion among the recently adopted Sustainable Development Goals (SDGs), universal 

health coverage (UHC) is firmly topping the global health agenda. As policy makers around the world 

chart paths towards UHC in the next 15 years and beyond, they will likely reflect on what has become 

one of the most powerful memes in health policy: the so‐called coverage cube, popularized by the 

World Health Organization (WHO). The cube is frequently seen as helping policy makers balance key 

values and chart out the path toward UHC. However, since the cube figured prominently in the World 

Health Report 2010, more than a dozen versions have been set out, differing profoundly. 
 

This raises the question about which cube policy makers should use to make fair progress toward UHC 

and resilient health systems? And how should they use it? We conducted a systematic review of 

coverage cubes, identifying strengths and weaknesses in extant designs. We show how the various 

cubes highlight different services, different parts of the population, and different trade‐offs, and thus 

how the cubes vary in the way they invite policy makers to balance the key values involved in health 

systems strengthening. 
 

We also address the question of whether ever more variation and complex cubes facilitate policy 

makers’ understanding of UHC and their pursuit of UHC and resilient health systems. We propose a 

practical way forward where an essential cube is combined with a checklist of key considerations not 

captured by the cube. 
 

We believe this presentation will be highly relevant to sub‐theme in question, as the theme refers to 

“equity,” “ethics,” and “reflective practice, ethics and learning in policy.” We discuss how the coverage 

cube can help policy makers balance goals and values, and how different cubes invite different trade‐ 

offs between these. We pay particular attention to distributional concerns, and we discuss the 

relationship between the cube and the imperative of “leaving no one behind.” 
 

As for field‐building dimension, we believe the presentation goes well with “learning communities and 

knowledge translation,” since the coverage cube is used to translate a multifaceted concept and a very 

complex set of considerations into a simpler structure that can help policy makers better understand 

and make decisions. 
 

Given the prominent position the coverage cube now has in research, policy development, and debates 

on UHC, we believe this presentation would be relevant to everyone interested in UHC and health 

systems strengthening. 
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Gemma Williams, London School of Economics and Political Science 
 

Equitable access to health insurance for vulnerable children: the case of the National Health Insurance 

Scheme (NHIS) in Ghana 
 

Co‐authors:  Gemma Anne Williams, Divya Parmar, Fahdi Dkhimi, Felix Asante, Daniel Kojo Arhinful, 

Philipa Mladovsky, London School of Economics and Political Science; City University London; Institute of 

Tropical Medicine, Antwerp; Institute of Statistical, Social and Economic Research, University of Ghana; 

Noguchi Memorial Institute for Medical Research, University of Ghan 
 

Background: As part of significant efforts to reduce child mortality and reach universal health coverage, 

Ghana extended free membership of the National Health Insurance Scheme (NHIS) to children (under‐ 

18s) in 2008. However, despite the introduction of premium waivers and high awareness of NHIS in 

Ghana, a substantial proportion of children remain uninsured. Evidence on the causes of this 

persistently low enrolment is currently lacking as few studies have explored why enrolment of children 

in health insurance schemes may remain low, despite the absence of significant financial barriers to 

membership. In this paper we therefore move beyond economic explanations of access to health 

insurance to explore the wider determinants of enrolment in NHIS. In particular we investigate whether 

social exclusion, as measured through a sociocultural, political and economic lens, can explain poor 

enrolment rates of vulnerable children. 
 

Methods: Data were collected from a cross‐sectional survey of 4050 representative households 

conducted in Ghana in 2012. Household indices were created to measure sociocultural, political and 

economic exclusion, and logistic regressions were conducted to study determinants of enrolment at the 

individual and household level. 
 

Results: Our results indicate that odds of enrolment in NHIS were significantly lower for children from 

the poorest quartiles, children residing in rural areas and those who had a female headed household 

and/or a mother with no education. Furthermore, children vulnerable to sociocultural, economic and 

political exclusion were less likely to enrol in NHIS. Similarly, households at risk of exclusion in all three 

dimensions were more likely to be non‐insured or partially insured (i.e. not all children insured within 

the household) than fully insured. 
 

Conclusion: Our results suggest that equity in access for vulnerable children has not yet been achieved, 

despite the introduction of premium waivers for children under the age of 18. Efforts should be taken to 

improve coverage by establishing additional scheme administrative offices in remote areas, holding 

regular registration sessions in schools and conducting outreach sessions and providing registration 

support to female guardians of children. In addition, removing the remaining small but annually 

renewable registration fee will enhance enrolment among the poorest. Ensuring equitable access to NHIS 

will contribute substantially to improving child health and reducing child mortality in Ghana. 
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Analysing and strengthening health sector responsiveness to the social determinants of health in Tete 

Province, Mozambique 
 

Co‐authors:  Regina Nassiaca, Jorge Real, José Fidelis, Diederike Geelhoed, Sarah Simpson, Rene 

Loewenson, Tete Provincial Health Directorate, Mozambique; Danish Ministry of Foreign Affairs / Tete 

Provincial Health Directorate, Mozambique; EquiAct, France; Training and Research Support Centre 

(TARSC), Zimbabwe 
 

Background: A rapidly growing economy and population influx in Tete province, Mozambique, with new 

mining investments presented opportunities and challenges for health and for the Provincial Health 

Directorate (DPS). Within the framework of the 2014‐2919 national health strategic plan the DPS thus 

implemented with TARSC a provincial situation analysis on the social determinants of health equity 

(SDHE) to support multi‐sectoral dialogue on and strategies for improved SDHE in the province. 
 

Methods: The Rainbow model of SDHE and evidence from document review was discussed in a meeting 

of all DPS departments to identify key SDHE and a framework for the assessment. Data from published 

and grey literature, statistics and routine reports for 1994‐2014 were gathered and analysed for past and 

current trends and future projections. Fourteen key informant interviews were held with other sectors, 

corporates and civil society. The analysis was reviewed within DPS and the shared report used in                

a range of multi‐sectorial processes and dialogue within the province in 2015. 
 

Results: The situation analysis presents evidence for four main areas and proposals for action to improve 

SDHE: closing the gap in improved living conditions, especially water and sanitation in rapidly growing 

settlements,  promoting healthy working and community environments in production activities; 

improving local food production, processing and marketing to address poor nutrition; and closing 

coverage gaps due to inequitable distribution of priority health services, including by strengthening 

community and corporate involvement in health. The capacities, resources and coordination measures 

needed to deliver on these strategies were identified, including in relation to more equitable resource 

allocations to and within the province. The evidence was used to respond to a cholera epidemic through 

a provincial cholera and diarrheal diseases prevention plan that framed the issue as a concern for all 

sectors; in ongoing multi‐sectorial actions on nutrition; and in a provincial public health conference 

involving all sectors that produced a shared cross‐cutting plan for SDHE under leadership of the  

provincial Governor. 
 

Discussion: The process of producing the situation analysis and the dialogue on its evidence have 

galvanised collaboration across health and other sectors in the province on identified shared priorities to 

improve SDHE. The multi‐sectorial state collaboration and ongoing review under high level leadership 

also provides a firmer basis for further measures to strengthen community and corporate involvement in 

responding to SDHE in the province. This experience serves as a pilot for other provinces and national 

level in Mozambique. 
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Multi‐sectorial and cross‐jurisdictional capacity development activities as catalysts for health systems 

policy change: The use of Social Network Analysis to show impact in Mongolia 
 

Co‐authors:  Lesley Johnston, Colleen Davison, Kate Dilworth, Oyunaa Lkhagvasuren, Ame‐Lia 

Tamburrini, Craig Janes, University of Waterloo; Queen's University; Simon Fraser Univeristy; Simon 

Fraser University; Habitat Health Impact Consulting 
 

In April 2015 government, non‐profit and academic representatives from health, environment, industry, 

justice and community development jurisdictions gathered in Mongolia’s Southern Gobi to participate in 

ten days of facilitated capacity development for health impact assessment (HIA). Participatory and 

experiential activities were fundamental aspects of the training, including site visits, interviews with 

representatives from local communities and mining companies, working through case studies and 

determining real action projects. These activities were designed to build capacity in HIA, further 

strengthening Mongolia’s ability to respond to large‐scale development, particularly associated with 

mining. The program aimed to develop knowledge and ability to employ HIA as a policy instrument 

grounded in equity and participatory processes, while enhancing capacity to implement and manage 

public health policies and action plans. It was hoped knowledge would become action through leadership 

development, supported by relationships built across sectors. 
 

The impact of the program was evaluated over a six‐month period, beginning with a survey and social 

network assessment to capture baseline knowledge and the relationship status of participants, capturing 

shared work experience and changing collegial and friendship status. A focus group was led at   

mid‐point and interviews were conducted with a mix of participants throughout the training. A survey 

and social network assessment were given at the end of the training, and repeated six months later, 

along with key stakeholder interviews. 
 

Both the evaluation data and social network analysis revealed shifts in Mongolia’s policy landscape in  

the six months following the training. New relationships were formed and previous ones strengthened, 

including across sectors or jurisdictions. Leaders emerged, noting that their participation in the training 

had conferred on them the label of “expert”. Some participants became champions and were engaged in 

health systems change, re‐writing laws and creating guidelines to strengthen HIA policy and broaden its 

use, while others were developing academic curriculum on HIA. While the complexities of    

implementing HIA practice were recognized, a new awareness of the health‐related challenges posed by 

large‐scale development and the need to consider health in project planning was being increasingly 

addressed by ministries, practitioners and project proponents. 
 

While challenges remain, the training has been important to the further institutionalization of HIA policy 

and practice in Mongolia. Though further effort is needed to fully implement HIA, multisectorial, cross‐ 

jurisdiction capacity development in an intensive, participatory and experiential format proved to be an 

effective catalyst for health systems policy change. 
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Institutional collaboration is critical in building capacity for health systems research in low income countries: 

Experience from the Africa Hub program 

 

Co‐authors:  Chrispus Mayora, Nangami  Mabel, Richard Ayah, Simba Daudi, Eric  Mafuta, Beyene Wondafrash, 

Rugema Lawrence, Moses Tetui, Ligia Paina, Nasreen Jessani, Sara Bennett, Bazeyo William, Makerere University 

School of Public Health, Uganda; Moi University School of Public Health, Eldoret, Kenya; Uinversity of Nairobi, 

Kenya; Muhimbili University of Health and Allied Sciences, Tanzania; Kinshasa School of Public Health, DRC, Congo; 

Jimma Univers 

 

Purpose: The Africa Hub, funded by the DFID through the Future Health Systems Consortium, has utilized a 

network approach for health systems research (HSR) capacity building in partnership with seven schools of public 

health in six countries in East and Central Africa to support health policy and health systems decision‐making 

within the region. The novel approach was designed deliberately to permit cross‐organizational and multi‐country 

learning and capacity building while taking into consideration the complexities of individual academic contexts. A 

baseline institutional capacity assessment conducted at the inception of the project in 2011 guided capacity 

building priorities for the project period. In 2015, a similar assessment was conducted to evaluate changes in 

knowledge, understanding and capacity in HSR over the project period across all partners. The purpose of this 

session is to share the findings from this approach to HSR capacity building. 

 

Focus/content: The presentation will highlight the capacity building activities that were undertaken under the  

remit of the entire network, and other activities that were deemed to be priorities for individual SPHs but not the 

entire network. Furthermore, the presentation will provide an overview of the assessment design and approach as 

well as a summary of key capacity changes from 2011 to 2015. We will then reflect on the outcomes of these 

various activities, enabling as well as constraining factors to enhancing capacity within Africa Hub, coupled with  

the broader relevance the network approach to HSR capacity building. We will conclude by providing reflections 

and experiences from other related networks that have worked on HSR capacity building, on what and how 

capacity development changes have happened within those networks. 

 

Significance for the sub‐theme area/field‐building dimensions: A network approach to HSR capacity building has 

emerged in recent years as a novel approach to develop HSR capacity and resilience in low and middle income 

countries. Networks harness varied organizational strengths and help to establish more sustained country or multi‐ 

country capacity for HSR. In recognition of this, Africa Hub – a network of academic institutions – and other 

networks such as  CHEPSAA, ARCADE etc have explored this approach and have been experimenting how best to 

leverage networks to build HSR capacity. Each has had varied approaches with varying results that will be explored 

with lessons for future work in this novel area. 

 

Target audience: Researchers and institutions interested in HSR capacity development, the donor community, and 

other HSR capacity strengthening networks. 
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Large Scale Participatory Learning and Action with Women’s Self‐Help Groups, Delivered through 

Government and Civil Society Partnerships in Odisha State, India: Challenges and Lessons 
 

Co‐authors:  Devjit Mittra, Arti Ahuja, Jayakrishnan Bhaktavatsala, Vishal Dev, Rajendra Mahapatra, 

Satyanarayan Mohanty, Alison Dembo Rath, Deborah  Thomas, Options and IPE Global; Government of 

Odisha 
 

Background: Evidence from several trials have shown that participation of women’s groups in a 

facilitated Participatory Learning and Action (PLA) process in a low‐resource setting reduces maternal 

and newborn mortality. This paper presents the findings from a programme in Odisha, Shakti Varta, 

which uses PLA to empower women to adopt improved health, nutrition, water, sanitation and hygiene 

practices. PLA is taken to scale through horizontal and vertical coordination across government and 

partnership with civil society organisations. Shakti Varta has introduced a PLA process to over 150,000 

women’s self help groups (SHGs) in the 15 most disadvantaged districts of the state covering a 

population of 15 million (36% of the State population). 
 

Methods: Three waves of implementation research with 45 structured interviews and 18 focus group 

discussions in each wave with community people, facilitators, program staff and frontline health and 

nutrition workers, plus stories of significant change documentation. 
 

Results: The management and delivery structures of government departments and women’s SHGs in 

Odisha provided a platform for scaling up PLA but support from SHG Federations and local NGOs was 

essential to deliver training, supportive supervision, and quality management. The information, 

communication and training demands of large‐scale PLA require innovative solutions and partnership 

with civil society organisations to address areas that often stretch government practice. Implementing 

PLA in remote and conflict‐affected areas requires tailor made approaches that are difficult to introduce 

in a government norm based program. The strong equity focus of the program resulted in high 

participation of vulnerable Scheduled Caste and Scheduled Tribe communities as participants in Shakti 

Varta meetings and as facilitators. Delivering PLA through government systems is slow. Delays in the 

transfer of funds in government financial management systems hinder momentum. Financial incentives 

to facilitators were low and this affected retention and motivation but is unlikely to be raised given 

government norms. Partnership arrangements and the blending of government and non‐state human 

resources to implement PLA at scale are difficult to sustain without external donor support. 
 

Discussion: Partnership between government and non‐state actors is essential for delivering large‐scale 

PLA in low resource settings. Implementation requires integration into government systems at each 

administrative level to build ownership, capacity and sustainability and this complex process needs to be 

carefully stewarded. Step‐wise roll out has benefits. 
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Developing a framework for effective, ethical, and sustainable corporate engagement in water, 

sanitation, and hygiene initiatives 
 

Co‐authors:  Jacqueline Noga, Norman Neumann, Duncan Saunders, University of Alberta 
 

Background: This research is focused on a partnership between a non‐profit organization and for‐profit 

company. Students’ International Health Association (SIHA) is a student‐run non‐profit organization that 

has worked on health promotion projects in two rural villages in Eastern Tanzania since 2010. IDEXX 

Laboratories, Inc., a multinational corporation that makes user‐friendly water quality testing kits, has 

approached the University of Alberta’s School of Public Health looking for insight on how to improve 

water quality and positively impact public health in low and middle income countries (LMICs). IDEXX   

aims to enhance their vision of Corporate Social Responsibility (CSR). The research objective is to inform 

how IDEXX can engage in CSR using a case study of SIHA’s involvement in Water, Sanitation, and Hygiene 

(WASH). 
 

Methods: This research is being done in three phases, two of which are complete. The first phase 

(summer 2015) was in Tanzania with SIHA, conducting preliminary observations and contextual 

assessment. The next phase (November 2015) was at IDEXX’s headquarters, getting an inside 

perspective of the company and how current CSR initiatives are executed. The final phase (summer 

2016) will be back in Tanzania with SIHA conducting a qualitative description of the current WASH 

initiatives. Qualitative description is used to explain a complex situation using personal experience and 

the words of those involved; this will reveal the barriers to improving WASH that will need to be 

addressed in future initiatives. This final phase will indicate how IDEXX’s involvement could impact 

community health, and will inform future directions for the company. 
 

Results: Current literature suggests there is opportunity for private sector involvement in global health. 

Findings from phase one presented the water challenges in the community: poor access to WASH 

facilities and to acceptable treatment options. Phase two results indicated IDEXX is open to new ideas 

within CSR but also has limitations i.e. providing testing but not treatment. The final result of this 

research will be a framework that can be used by the private sector eager to pursue CSR as well as by 

the public sector seeking informed methods for connecting with the private sector, resulting in 

productive partnerships that could be a benefit to communities in LMICs. 
 

Discussion/Conclusion: The private sector is an untapped wealth of knowledge and resources. While 

non‐profit‐private partnerships have potential to contribute meaningfully to global health these need to 

be ethical, sustainable and serve the priorities of the communities they are intended to benefit. 
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Emmanuel Ochola, St. Mary's Hospital Lacor, Gulu, Uganda 

 
Learning how to implement integrated, community‐focused reproductive and child health partnerships in plural 

health systems across post‐conflict settings: MoCHeLaSS (Mother Child Health Lacor‐South Sudan) 

 

Co‐authors:  Emmanuel Ochola, Pontius Bayo, Christina Zarowsky, Loubna Belaid, Martin David Ogwang, Elijo Tahir 

Omoro, Donato Greco, Peter Waisswa, Alexnder Dimiti, Paul Awil Onek, St. Mary's Hospital Lacor, Gulu, Uganda; 

World Health Organisation, Torit State Hospital; University of Montreal, Canada; Eastern Equatorial State Ministry 

of Health, Torit, South Sudan; Istituto Superiore di Sanita, Roma, Italia; Makerere University School of 

 

Purpose: The overall aim of this oral communication is to share experiences of how to implement a complex health 

intervention in resource‐constrained post‐conflict settings through learning networks. We identify opportunities 

and barriers to collaborative learning and practice across levels and elements of plural post‐conflict health systems 

and discuss how to integrate context in intervention and learning‐network design by sharing the results of the 

formative research and to discuss bottlenecks (and how to address them) in the implementation process in this   

and similar learning‐based interventions. We link with other health system strengthening initiatives in the study 

settings. 

 

Content: South Sudan and Northern Uganda are recovering from over 20 years  of wars which inflicted massive 

human rights violations with long‐term impacts on individuals and communities, shaped the region’s high and 

complex disease burden and reinforced a hospital‐focused and fragmented health system response.  St Mary’s 

Lacor Hospital is a Catholic mission hospital with lower leval Primary Health Care (PHC) centres in Gulu, now 

integrated into the Ugandan health system. Torit Hospital is a public hospital in South Sudan facing major 

challenges even in basic functioning. Both hospitals increasingly play a supportive and supervisory role to 

community‐ and primary care facility‐based efforts. 

 

The MoCHeLaSS project aims to strengthen responsive and effective community‐facility linkages, contribute to 

direct health and health system improvements and learn how to share and adapt existing knowledge and local 

experience across post‐conflict settings. To inform practice at three levels ‐ hospital, health centre, community ‐ in 

district context, the research documents processes, relationships, outputs, utilization and health indicators, 

embedded in a learning network. We approach health systems as complex adaptive systems with both  

vulnerability and resilience. All project activities at all levels are anchored in the Mutual Mobilization 

Learning(MML) approach. 

 

The paper outlines the realities and practical experience of implementation, collaboration and learning from the 

Lacor/Gulu and Torit perspective, and reflects on how the team is managing the social, policy and implementation 

realities in post‐conflict settings facing severe constraints not only in research capacity, but in overall HR capacity. 

 

Theme significance: While referring to and drawing on cutting edge research, this communication emphasizes the 

how of partnership, collaboration, and learning in and across highly complex and changing health system and 

socio‐political contexts. 

 

The target audience includes managers and practitioners working on maternal and child health and PHC, 

researchers, students and policy makers and funders in MCH and health systems. 
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Elena Schmidt, Sightsavers 
 

Measuring equity of access to health care services for people with disabilities: disaggregating HMIS 

data using the Washington Group Short Set of Disability Questions 
 

Co‐authors:  Emma Jolley, Pauline Thivillier, Fred Smith, Elena Schmidt, Sightsavers 
 

People with disabilities (PWDs) are estimated to constitute around 15% of the global population. PWDs 

are disproportionately affected by poor health and less likely to access formal health services. Despite a 

clear need for health systems to be disability inclusive, there is a dearth of data on all aspects of health 

of PWDs including their needs and how they access services. 
 

With the introduction of the Washington Group Short Set of Questions into many national census and 

surveys, comparable, robust information is becoming available. We have more data than ever about the 

prevalence, types and severity of disability in many countries alongside information on people’s lives and 

needs. What we don’t know is how PWDs access health services and where they go or don’t go, and  

why. The first step to understanding who accesses services is to be able to capture disability within the 

HMIS to know who attends where, and how that compares to the general local population. 
 

We adapted HMIS to include data on disability in three settings: fixed hospital and primary care facilities 

in an urban setting in India; mobile outreach services in rural Tanzania; and community directed mass 

drug administration in Ghana. We used descriptive statistics and logistic regressions to analyse HMIS 

data and captured process data through in‐depth interviews, focus group discussions and diary 

maintenance. This multi‐method operational research allowed us to understand the disability‐related 

characteristics of patients attending different types of services; and to explore feasibility and usefulness 

of data collection to service providers. 
 

The three pilots ran at different scales over different time periods, and the number of analysed data 

entries varied from 2,000 in Tanzania to over 20,000 in India. 
 

Although there was some variation in data between the three settings there was a remarkable similarity 

in the overall picture, which highlights inequity of access by both gender and disability.  Reported 

disability prevalence varied by age, sex and the location where the data was collected. Older people and 

women were more likely to report disability in all settings. In India where data was collected in different 

types of services, people were much more likely to report disability at the primary centres than 

secondary facilities. It is possible to adapt HMIS data collection systems to capture information beyond 

age and sex and monitor progress towards achieving universal health coverage. 
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Olivia Kamgain, école nationale d'administration publique 
 

Accessibilité aux services de santé pour les personnes trans* sur le territoire de la Capitale‐Nationale 
 

Co‐authors:  Olivia Kamgain, Ecole nationale d'administration Publique 
 

Le terme transgenre ou trans* fait référence aux personnes dont l’identité de genre ne correspond pas 

au sexe défini et regroupe à la fois les identités transsexuelles et transgenres (Kaufman, 2008, p. 333). La 

littérature scientifique a établi que les personnes trans* constituent un groupe vulnérable en matière de 

santé et rencontrent des barrières à l’accès aux soins. Or, il y a peu de recherches explicatives sur 

l’accessibilité aux services de santé pour les personnes trans*. Un vide dans les connaissances demeure 

en ce qui a trait en particulier aux facteurs explicatifs liés à la dimension organisationnelle. 
 

La présente recherche vise à comprendre la manière dont les facteurs organisationnels influencent 

l’accessibilité aux services de santé pour les personnes trans*. Elle vise également à documenter les 

pratiques existantes au sein des établissements de santé qui sont favorables à l’accessibilité aux services 

de santé pour cette population. Les résultats de cette recherche sont basés sur les données narratives 

issues d’entrevues semi‐dirigées auprès de 7 personnes trans* résidant sur le territoire de la Capitale‐ 

Nationale et 9 personnes à l’emploi du Centre de santé et de services sociaux (CSSS) de la Vieille‐ 

Capitale ainsi que sur des données documentaires provenant de l’établissement. 
 

À la lumière d’une adaptation du modèle de Donabedian (2003), les résultats de cette recherche 

suggèrent que la vision organisationnelle a une influence sur les intentions d’utilisation. La disponibilité 

des ressources matérielles et humaines agit directement sur l’utilisation des services de santé par les 

personnes trans* tandis que l’adéquation de ces ressources détermine les dynamiques d’utilisation des 

services. Les pratiques positives sont celles traduisant une ouverture et une reconnaissance des besoins 

et des réalités des personnes trans*. Les résultats de cette recherche permettront d’orienter l’action 

publique. 
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Zubia Mumtaz, University of Alberta 
 

Caste in Muslim Pakistan: A Structural Determinant of Maternal Health Inequities? 
 

Co‐authors:  Zubia Mumtaz, Adrienne Levay, Afshan  Bhatti, Sarah Salway, University of Alberta; 

University of British Columbia; Real Medicine Foundation Pakistan; University of Sheffield 
 

Background: It is increasingly acknowledged that inequities in health are products of embedded societal 

structures and processes that systematically oppress and exclude particular subgroups. A first step 

towards rectifying these inequities is to identify the disadvantaged groups. Low caste is an important 

identifier of social marginalization in South Asia generally, but its existence is actively denied in Muslim 

Pakistan. Ethnographic evidence shows the caste system is a structural driver of poor women's limited 

access to maternal health services in Pakistan, but there has been no attempt to quantitatively measure 

the association of caste with poverty and use of maternal health services. This research aims to fill this 

gap.  Methods: A cross‐sectional, clustered and stratified survey was conducted in districts Jhelum and 

Layyah in 2011‐ 2012. The study population consisted of 1457 women who had given birth in the two 

years prior to the survey. Bivariate and multivariate regression analyses were done to explore the 

relationships between self‐reported caste, socioeconomic status, and maternal health care use, type of 

provider, and place of delivery. 
 

Results: Low‐caste women were significantly poorer compared to higher caste women (53% vs 17%), 

and less likely to report schooling (56% vs 32%). Home‐births were also more commonly reported 

among low‐caste women (54% vs 37%). They were less likely to report birth attendance by physicians 

(22% vs 41%), and more likely to report birth attendance by a dai, (44% vs 26%). Caste emerged as an 

independent, significant predictor of type of birth‐attendant, and place of childbirth in regression 

models. After controlling for women's education, socio‐economic status, and other potential 

confounders, low caste women had three times higher odds of reporting birth attendance by a dai 

compared to a physician, and were 54% more likely to deliver at home than high caste women. 
 

Discussion: Acknowledging the existence of the caste system, and its responsibility in creating an 

inequitable society is a vital first step. This research has highlighted and measured the effect of one more 

social determinant of access to maternal health services, which may potentially be responsible for 

Pakistan’s failure in meeting its MDG 5 target. It suggests that focusing on improving education and 

income levels, while necessary, may not be sufficient to improve maternal health in this context. Further 

research is required to map the processes that operationalise through caste, resulting in higher levels of 

maternal mortalities and morbidities. 
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Arash  Rashidian, and Yousef Chavehpour Director of Information, Evidence and Research Eastern 
Mediterranean Region, World Health Organization and Department of Health Economics and 
Management, School of Public Health, Tehran University of Medical Sciences 
 
“Seeking Affluent Neighborhoods?” A Time‐Trend Analysis of Geographical Distribution of Hospitals 
in the Megacity of Tehran 
 
Background: Access to hospitals in megacities in low and middle income countries might be hampered 
by travel barriers and distance. We assessed the “inverse care law” hypothesis: whether hospitals 
tended to be built in the relatively better‐off areas through the time. 
 
Methods:  A longitudinal time‐series study (1966 to 2011) in Tehran to measure inequality in the 
distribution of hospital beds. We assessed correlations between district socioeconomic status and 
availability of hospital beds via regression analyses, estimated correlation, Gini and concentration 
indices, and used GIS models to map hospital distributions through time. 
 
Results: We found a clear relationship between socioeconomic status and number of hospital beds per 
capita (p‐values &lt;0.05). Gini coefficients were about 0.6 and 0.8 for public and private beds, 
respectively. A third of the variations in hospital bed distribution was explained by welfare status of 
district. For every extra residential room per capita, 130 to 280 extra beds were observed per ten 
thousand population at the district level.  In 2011, out of 162 hospital, 110 were located in six districts 
around the center and northern part of the city. During the time period only two private hospitals 
were built in relatively disadvantaged districts. 
 
Conclusions: Over a period of about fifty years new hospitals had been established in the relatively 
affluent areas of the city and the relationship between socioeconomic status of district with total,   
private and public beds were direct and intensive. Results indicate the problem of inequality may 
remain over time and be resistant to policy initiatives and major political changes. 



 
 

Oral Abstracts 

 

 

Sarah Staveteig, Avenir Health and The DHS Program 
 

Successes and challenges in reaching HIV‐positive adults for testing and treatment: Evidence from 15 

African countries 
 

Co‐authors:  Sarah Staveteig, Sara Head, Trevor Croft, Avenir Health and The DHS Program; ICF 

International and The DHS Program 
 

BACKGROUND: HIV testing is an integral component of HIV prevention strategies and the gateway to 

reaching HIV‐positive persons with lifesaving antiretroviral therapy, support, and care. The majority of 

HIV‐positive adults in sub‐Saharan Africa have never been tested for HIV and are thus unable to access 

treatment. Particularly vulnerable are adolescents, the poor, and rural residents. This study assesses 

equity and coverage of HIV testing among HIV‐positive adults in 15 African countries and the health 

system factors associated with equitable broad coverage. 
 

METHODS: We analyze nationally‐representative data on adults of reproductive age from AIDS Indicator 

Surveys (AIS) and Demographic and Health Surveys (DHS) from 15 countries in sub‐Saharan Africa. 

DHS/AIS surveys conduct interviews with respondents about demographic and health issues, including 

whether they have ever been tested for HIV, along with HIV serotesting. Using multivariate statistical 

techniques, we model joint determinants of HIV testing among HIV‐positive adults based on individual, 

geographic, and socioeconomic characteristics in 15 African countries: Cameroon, Congo (Brazzaville), 

Ethiopia, Gabon, Kenya, Lesotho, Malawi, Mozambique, Namibia, Rwanda, Swaziland, Tanzania, Uganda, 

Zambia, and Zimbabwe. We consider characteristics and policy initiatives of national health systems 

associated with equitable coverage. 
 

RESULTS: HIV‐positive adults Kenya, Lesotho, Malawi, Rwanda, Swaziland, Uganda, and Zimbabwe have 

near parity in testing coverage between rural and urban areas, while health systems in Ethiopia and 

Tanzania primarily reach urban adults. Adults from the poorest wealth quintile in many parts of West 

Africa are half as likely to have been tested. Countries that have expanded routine testing during ANC 

have increased testing dramatically among women, particularly urban women, but adolescents have 

lower coverage in some countries. 
 

DISCUSSION: While underlying differences in medical infrastructure, level of funding for HIV programs, 

and accessibility of rural populations contribute to differences in coverage and disparities in the uptake 

of HIV testing, the experience of countries such as Rwanda, which have been particularly successful at 

scaling up testing across the population, may provide useful insights for other countries in the region. 

Expansion of HIV testing, outreach through mobile clinics, broad coverage through campaigns, and an 

integration of opportunities to be tested during regular medical care remain important policy priorities 

in sub‐Saharan Africa. Continued expansion of testing efforts‐‐particularly among vulnerable groups 

such as the poor and adolescents‐‐is a key determinant of overall success at reaching HIV‐positive 

persons with lifesaving treatment and remains an important frontier for achieving universal access in 

many countries. 
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Ketevan Chkhatarashvili, Curatio International Foundation 

 
Transition from The Global Fund Support and Programmatic Sustainability: evidence from 12 countries in 

Eastern European and Latin America 

 

Co‐authors:  George Gotsadze, Ivdity Chikovani, Ketevan Chkhatarashvili, Tamar Gotsadze, Curatio International 

Foundation 

 

Background: Sustainability of national HIV/AIDS, mostly dependent on external funding, gains importance in light of 

recent changes in the Global funding landscape when significant HIV funders are redirecting resources to poorer 

states while phasing out from middle‐income countries. Sustaining public health gains and expanding it further 

requires a nuanced understanding of a transition process and steps needed to graduate these countries from a 

donor support sustainably. The meaning and implications of transition and sustainability have yet to be developed 

by the Donors, particularly Global Fund (GF). 

 

Methods: A Transition Preparedness Assessment Framework (TRAF) developed and piloted in four Eastern 

European countries that will be transitioning in nearest future (Belarus, Bulgaria, Georgia, Ukraine) was also applied 

to eight countries in Eastern Europe and Latin America (Argentina, Brazil, Croatia, Ecuador, Estonia,                

Mexico, Romania, Uruguay) that already has transitioned. The framework looks at program components, spanning 

from economic and political support to financial and human resources, information systems, governance, 

accountability, service delivery, organizational capacity and the state of transition planning. Measurable indicators 

for the framework help to operationalize each component. 

 

Results: Study demonstrated that several challenges exist for a sustainable transition in both groups. Societal 

norms, beliefs and stigma prevented legal changes aimed at removing barriers criminalizing key populations’ 

activities. Prevention and care activities for the key population are mostly donor dependent, and lack of national 

funding for these services poses the biggest challenge to sustainable transition. NGO contracting mechanisms, 

necessary to deliver public financing, are not developed, and risks are high that NGO/Communities engagement in 

provision of preventive services may disappear or be reduced to sub‐optimal levels. Also, national strategic plans do 

not have sufficient legal power to drive national investments. Coordination function fades after the transition;     

this limits possibilities for Civil Society to be involved in decision‐making process. With problems related to 

inadequate surveillance and monitoring activities hindering evidence‐based planning and budgeting, this also limits 

advocacy potential that civil society and other groups could carry. The countries demonstrate increasing 

investments in HIV/AIDS programs, albeit only for curative and diagnostic interventions. However, donor 

dependence is still significant, especially for preventive services and for necessary commodities. Finally, the 

important area of transition is also commodity procurement, so that national procurement mechanisms function 

adequately. 

 

Conclusions: Transition planning process should be well‐planned, time bound and supported by an adequate legal 

framework, to ensure sustainability of public health gains achieved through GF funding. 
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Sarah Gimbel, University of Washington 
 

Creating resilient health systems through data quality improvement across 3 African countries using 

the consolidated framework for implementation research: Results from the African Health Initiative 
 

Co‐authors:  Sarah Gimbel, Roxanne Hoek, Joao Luis Manuel, Alusio Pio, Orvalho Augusto, Catherine 

Michel, Bradley Wagenaar, Kristjana Asbjornsdottir, Kenneth Sherr, University of Washington; Health 

Alliance International‐Mozambique; Beira Operations Research Center; Mozambique Ministry of Health; 

University of Eduardo Mondlane; Health Alliance International, Mozambique 
 

Purpose: High‐quality data are critical to inform, monitor and manage health programs. Over the seven‐ 

year Doris Duke Charitable Foundation’s African Health Initiative, three of the five country Partnerships 

introduced strategies to improve and evaluate routinely‐collected data quality at the primary health  

care level, and stimulate its use in evidence‐based decision‐making. 
 

Focus/content: Using the Consolidated Framework for Implementation Research (CFIR) as a guide, this 

presentation 1) describes and categorizes data quality assessment and improvement activities of the 

Partnerships in three sub‐Saharan African countries, and 2) identifies core intervention components and 

implementation strategy adaptations to improve data quality across these Partnerships. 
 

Significance for the sub‐theme: Across the three countries, data quality audits and 

mentorship/supportive supervision were identified as core intervention components. However, as the 

projects were introduced in different contexts with unique data quality challenges and priorities, 

implemented activities were classified along a continuum from core to peripheral, reflecting the degree 

of applicability across the three settings. Activities that both assessed and improved data quality 

(including data quality audits, mentorship and supportive supervision, and establishment and/or 

strengthening of electronic medical record systems), received higher ranking scores from respondents. 

Across Partnerships, these activities were also identified as effectively engaging MOH partners to 

varying degrees in the design, data collection and analysis. 
 

Field‐building dimension of relevance/target audience: The application of the CFIR was effective to 

extract cross‐intervention learnings which provides useful guidance to other implementers working to 

improve the data quality of health information systems in resource constrained environments as a 

critical step to increasing data utilization and ultimately the effectiveness of health care delivery and 

health system reslience. 
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Gilbert Asiimwe, PATH 
 

The Contribution of Donors to Increasing Resilience: A Comparative Analysis of Gavi and the Global 

Fund's Approach to Health Systems Strengthening 
 

Co‐authors:  Nicole Salisbury, Gilbert  Asiimwe, Jessica Shearer, Emily  Carnahan, Stephen Lim, PATH; 

Infectious Disease Research Collaboration Uganda; Institute for Health Metrics and Evaluation 
 

Background:  Stemming from a recognition that significant health gains are impossible without 

addressing systems bottlenecks, major donors such as Gavi, the Vaccine Alliance, and the Global Fund to 

Fight AIDS, Tuberculosis and Malaria (GFATM), began investing in health systems strengthening (HSS), as 

a complement to their more vertical, disease specific investments. Since inception, the approach of both 

donors has evolved, including broader, no‐strings‐attached approaches, to narrower approaches, for 

example, such as Gavi’s current focus on strengthening immunization systems to increase immunization 

coverage and equity. 
 

Both donors have enshrined principles related to resilience and sustainability, with direct links to their 

health systems strengthening investments.  Building resilient and sustainable health systems is a central 

tenet of GFATM’s 2012‐2016 investment strategy; and Gavi identifies sustainability as a key principle of 

its own approach to HSS. However, emerging findings from the Gavi Full Country Evaluations (FCE), a 

four year, prospective evaluation of Gavi support in Bangladesh, Mozambique, Uganda and Zambia, 

raised concerns about the extent to which Gavi HSS is actually increasing to greater health systems 

resilience. In 2016 the FCE set out to compare and contrast Gavi’s approach to that of GFATM, and by 

doing so highlight the ways in which the design of both donors’ HSS funding contributes to health 

systems resilience. 
 

Methods:  This study is a theoretically‐driven, mixed‐method, comparative case study of Gavi and GFATM 

HSS grant design, processes, and implementation. First, we performed theoretically‐driven             

content analysis of documents relevant to Gavi and GFATM HSS, including FCE country applications and 

work plans, global level policy documents and evaluations.  Second, in‐country FCE teams observed 

planning meetings and processes related to Gavi HSS. Third, we undertook key informant interviews at 

the global and national levels with a broad subset of stakeholders, including ministry of health, partners, 

and Gavi Secretariat and GFATM staff. Interviews and observation notes were analyzed in NVIVO using 

thematic content analysis. 
 

Results:  Perhaps the most persistent design barriers to Gavi and GFATM funds contributing to health 

systems resilience relates to the required link to immunization (Gavi) and three priority diseases 

(GFATM). Second, the design of these grants create power imbalances and incentivize external technical 

assistance, limiting country ownership and capacity building. Third, despite efforts around alignment and 

harmonization, challenges remain in relation to administrative burden on country governments, leading 

to slow implementation in FCE countries and limiting the potential to contribute to more resilient   

health systems. 
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Haribondhu Sarma, Nutrition and Clinical Services Division, icddr,b 
 

Challenges in Implementation of Gavi, the Vaccine Alliance Grants for Health System Strengthening in 

Bangladesh: A Process Evaluation 
 

Co‐authors:  Haribondhu  Sarma, Tahmina Sultana, Ashwin Budden, Sharmin Khan  Luies, Stephen  S.   

Lim, Jessica  Shearer, Laura  Craw, Abdallah  Bchir, Alba   Vilajeliu, Md. Jasim Uddin, Nutrition and Clinical 

Services Division, icddr,b; Health Systems and Population Studies, icddr,b; PATH; Institute of Health 

Metrics and Evaluation; Gavi, the Vaccine Alliance 
 

Background:  The Government of Bangladesh received a grant from Gavi, the Vaccine Alliance, for 

Health System Strengthening (HSS) in order to address critical gaps in its human resources, training, 

logistics, and infrastructure, which place constrains on the country’s ability to implement the annual 

work plan of the Ministry of Health and Family Welfare (MOHFW). The aim of the HSS grant was to 

strengthen the capacity of Community Clinics (CCs) to deliver primary health care, including safe and 

effective maternal and child health services such as immunizations. The aim of this evaluation was to 

assess the implementation process of the HSS grant at national and sub‐national levels in Bangladesh. 
 

Method: We conducted a process evaluation, by collecting data from both prospective and 

retrospective perspectives. The evaluation comprised of a number of interrelated activities, such as, 

development of theory of change, process tracking, root cause analysis, and in‐depth investigation and 

analysis. We collected relevant documents, conducted informal fact checking interviews, key informant 

interviews, focus group discussions, and observed different implementation events including trainings 

and meetings. We used thematic analysis to analyze data. 
 

Results: The transition from MOHFW’s second ‘5‐year plan’ to its third ‘5‐year plan’ was the major driver 

for timely implementation of the HSS grant. Longer time was required to reallocate the funds to the new 

plan, which ultimately led to a delay in beginning implementation of the grant. Recruitment of staff  

under the HSS grant also took additional time due to lengthy recruitment process with high staff 

turnover, as the recruitment circular was published seven times to fill the vacant post under HSS grant. 

Another implementation challenge was the lack of coordination among the key departments which 

delayed implementation of CCs’ infrastructures at the local level. Additionally, a number of contextual 

factors were responsible for the delay in implementation, such as, natural calamities, and scattered and 

hard‐to‐reach locations of CCs. 
 

Conclusion: Our analysis identified a range of factors which had created challenges in timely 

implementation of the HSS grant in Bangladesh. Gavi Secretariat, partners, and country stakeholders 

should begin dialogue prior to the application phase to ensure that submitted grant application is 

aligned with national health plans. Additionally, strong coordination and leadership are necessary for 

implementation of HSS grants, given the diverse parties involved in implementation. 
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Victor Ghoshe, State RMNCH+A Unit, Bihar, India 
 

‘Healthy Bihar, Prosperous Bihar’: How a health campaign achieved both health and policy impacts 
 

Co‐authors:  Victor Kalyan Ghoshe, Hemant Shah, State RMNCH+A Unit, Bihar, India; CARE India 
 

Purpose: Branding isn’t just for Nike and Apple; branding is important for any entity whose mission is to 

bring positive social changes, this includes development programs working to strengthen health 

systems. This presentation will share how a branded health campaign brought about changes in health 

outcomes and influenced the health system in Bihar, India by strategically considering the power and 

politics of a health system. 
 

Focus: With funding from the Bill and Melinda Gates Foundation, CARE established a Technical Support 

Unit to the Government of Bihar, with the goal of transforming the health system and achieving rapid and 

sustainable improvements in reproductive, maternal, new born and child health. Through the Technical 

Support Unit, we tested the power of a social brand campaign in: (1) generating demand for health 

services and changing health behaviours at the community level; and (2) influencing government 

agencies to improve the quality of public health services. This presentation will give an overview of how 

we applied an evolved design theory – observe, ideate, prototype, test, and implement – to develop a 

campaign that not only spoke to the health and well‐being aspirations of our end‐users in the  

community, but also aligned with the Government’s goals and global health commitments. The 

presentation will share several lessons and insights; including how the program fostered ownership and 

sustainability within the system by demonstrating the campaign’s added value to key Government 

decision‐makers, and how we leveraged political good will to develop several sub‐campaigns aimed at 

influencing health workers, thus expanding the reach and impact of the original campaign.  The 

presentation will also share qualitative evidence from a midline evaluation, conducted at the community 

and health system levels, of the campaign’s impact on service utilization and quality, health behaviours 

and government policies and processes; as well as other surprising findings, including the campaign’s  

role in the latest state elections. 
 

Significance: The presentation will demonstrate how other programs can support the achievement of a 

country’s health goals by employing a social campaign that strategically considers the socio‐political 

context within which it is operating.  Our experience from applying an evolved design theory to 

developing the campaign, as well as our lessons learned about how to effectively engage and build the 

support of government decision‐makers by leveraging their objectives and policy commitments, will 

offer insights to other programs looking to influence health systems through behaviour change 

communication and strategic campaign mechanisms. 
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Augustina Koduah, Ministry of Health 
 

POWER AND NETWORKS OF INFLUENCE IN HEALTH SECTOR GOVERNANCE: NATIONAL LEVEL DECISION 

MAKING FOR MATERNAL HEALTH IN GHANA 
 

Co‐authors:  Augustina Koduah, Han van Dijk, Irene Akua Agyepong, Ministry of Health ; Wageningen 

University and Research Centre, Sociology of Development and Change. The Netherlands; Ghana Health 

Service, Research and Development Division. Ghana 
 

Background: Public policy decision making processes are an important part of health sector governance. 

To understand these processes, it is essential to understand (1) the characteristics of policy actors, what 

roles they play and how they deal with and control each other and; (2) the interaction domains through 

which they are able to do so. This paper examines policy actors and interaction domains at national level 

in the Ghanaian health sector; and how actors are able to influence each other to effect public maternal 

health policy decisions. 
 

Method: Our data comes from a mix of historical and contemporary case studies of three public 

maternal health policies with focus on agenda setting and formulation. Data collection methods 

included review of archival materials, contemporary records, media content; in‐depth interviews, and 

observations. Data was analysed drawing on policy analysis and governance theories and concepts. 
 

Results and Discussion: We identified two main categories of actors: (1) those who took the final 

decisions – Presidents and Ministers with political power and authority; and (2) those who influenced the 

ones responsible for taking the final decisions – bureaucrats and donors with empirical evidence, control 

over and access to financial resources. We further identified four main interaction domains – technical, 

public, institutionalised and political – which presented these policy actors unique                  

opportunities to use their power sources and surrounding situations as negotiation tools to control each 

other and decisions. The power sources and ability to use it in a persuasive way to influence others 

varied among these policy actors creating a power relation among actors. Using these power relations, 

policy actors controlled each other and operated as a network of influence to effect maternal health 

policy agenda and formulation decisions. Some people had an upper hand in the power relationship 

because they controlled financial resources access while others simply maintained their access through 

those who had control. 
 

Conclusion: Understanding how policy actors controlled and maintained access to resources within the 

identified interaction domains helped to explain how they were able to influence maternal health 

agenda and formulation decisions; and how they functioned within the network of influence to steer 

decisions in specific direction. Control over financial resources and political responsiveness are 

important factors and empirical evidence is only of secondary importance in maternal health agenda 

and formulation decisions. Understanding policy actor’s power and networks during interactions is 

critical to explain as well as influence policy agenda setting. 
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Joy Mauti, University of Heidelberg 
 

HEALTH IN ALL POLICIES (HiAP) APPROACH IN ADDRESSING THE POST‐2015 SUSTAINABLE 

DEVELOPMENT GOALS ‐ PROSPECTS FOR KENYA. 
 

Co‐authors:  Joy Chuki N. Mauti, University of Heidelberg 
 

Purpose: The aim of this ongoing PhD Dissertation is to find out how best the HiAP approach can be 

adopted in the Kenya, so as to achieve the Post‐2015 Development Agenda goals. 
 

Content: Health in All Policies (HiAP) is an intergovernmental approach that facilitates decision making 

among policy makers to maximize positive health impacts of other public policies. It has been advocated 

by the World Health Organization as a more strategic framework to address the Sustainable 

Development Goals (SDGs). The civil society has also voiced out their support for HiAP. Beyond 2015 for 

example, a global civil society campaign comprising of over 900 civil society organizations, put forward 

their recommendation that HiAP is a “comprehensive approach” in addressing the SDGs (Beyond2015, 

2012). They advocate for it as it incorporates the determinants of health and has an implication that 

“Health is an outcome of the other development goals” (Beyond2015, 2012). 
 

Like many countries in Africa, Kenya was off‐track in realizing the Millennium Development Goals 

(MDGs), having adopted it to its national policy framework –Vision 2030. The Kenyan government was in 

the forefront of adopting the SDGs and has committed to adopting the HiAP approach in her health 

policy document for 2014‐2030 (MOHK 2014). However, little has been done on evaluating how best 

HiAP approach can be employed by the Kenyan governments to achieve the SDGs. Also, a comparison (or 

“probable projection” for the period 2016‐2030) between how the progress towards attaining the      

SDGs having adopted HiAP, and how the progress was towards MDGs attainment for the period 2000‐ 

2015 under Kenya’s national policy framework VISION 2030, is yet to be done. This project has   

employed the mixed‐methods ‐ Exploratory Sequential Design to investigate this. 
 

Significance for the sub‐theme/Field‐Building Dimension: Using the HiAP strategic framework, 

governments in partnership with the private sector and civil society, can develop policy making 

strategies set on common goals, better accountability and response throughout the various economic 

sectors, as such contributing significantly to health and sustainable development (Adelaide 2010; 

Kickbusch 2014).This innovative study will contribute to the knowledge on evaluation of HiAP initiatives 

in Africa and Health Policy Analysis in Low and Middle Income Countries where a lot more needs to be 

done (Baum et al, 2014; Gilson & Raphaeli, 2008; Tosun, 2015; Walt et al, 2008). 
 

Target Audience: Policy makers, Civil Society Participants and fellow researchers who appreciate the 

inextricable association between Health and Sustainable Development. 
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Aaron Mulaki, RTI International 
 

Political Will for Health System Devolution in Kenya: Insights from Three Counties 
 

Co‐authors:  Alyson Lipsky, Aaron Mulaki, Taylor Williamson, RTI International 
 

Background:  In 2010, Kenyans voted for a new constitution that ushered a new form of decentralization 

which devolved health, among other social services to 47 newly created counties. However, 

decentralization efforts are complex administrative reforms that require political will at multiple levels to 

be implemented as intended. The USAID‐ and PEPFAR‐funded Health Policy Project (HPP) supported      

an analysis of political will for devolution of Kenya’s health system to better formulate sustainable, long‐ 

term strategies to effectively implement devolution in the health sector. 
 

Methods:  To improve understanding of political will for the devolution of Kenya’s health sector, HPP 

conducted a series of semi‐structured interviews with key informants across three counties in January 

2015—involving the national government, county‐level governments, and consultants—to explore what 

incentives are driving political will for the devolution of Kenya’s health sector. The interviews were 

designed to address the seven factors of political will described in Brinkerhoff (2010). 
 

Findings:  The analysis revealed three factors of political will that are particularly relevant for 

understanding how Kenya’s health system devolution is being implemented: (1) policy and program 

selection process: all three counties are using different methods for selecting health sector priorities. 

However, communication around policy and program selection between county health management 

teams—the teams responsible for coordinating the delivery of health services—and citizens was limited. 

(2) The nature of stakeholder mobilization: the three counties did mobilize stakeholders, but only 

sporadically when needed for retaining or increasing funding, conducting advocacy for county strategic 

objectives, gaining insights on health priorities, or influencing spending decisions. This mobilization was 

not sustained. (3) Public commitment and allocation of resources: recent budget data showed that all 

three counties increased their per capita budget allocation for health from FY 2014/15 to FY 2015/16, 

which can be interpreted as a sign of general political will for the devolved health sector. 
 

Conclusions & recommendations:  Political will for health sector devolution in Kenya is not consistent 

throughout the three counties that were the subject of this analysis, and there are several opportunities 

to strengthen political will for health sector devolution. To incentivize county leadership to make 

decisions that will have the greatest positive impact on health, HPP recommends that national and 

county governments work collaboratively to provide support for evidence‐based strategic planning, 

improve dialog, build county‐level capacity for resource mobilization, and strengthen county‐level CSOs. 
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Veena Sriram, Johns Hopkins Bloomberg School of Public Health 
 

Power, policy and specialty development ‐ The case of emergency medicine specialization in India 
 

Co‐authors:  Veena Sriram, Sara  Bennett, Raman VR, Kabir Sheikh, Johns Hopkins Bloomberg School of 

Public Health ; Public Health Foundation of India 
 

Background: A key function of health sector regulatory institutions is overseeing the equitable delivery 

of health services, including specialized services. Service specialization is an integral feature of health 

systems, but in low‐ and middle‐income countries (LMICs), potentially reduces service accessibility for 

the poor. Specialization is also largely self‐regulated by the medical profession, mainly through councils. 

However, the role of councils in overseeing medical specialization, and the impact of specialization on 

equity, is poorly understood. 
 

Limited evidence from India suggests that the preferred policy route for specialization is through the 

Medical Council of India (MCI), beginning with formal recognition, followed by the approval and 

establishment of postgraduate courses. Little is known about these policy processes and specifically, the 

functioning of MCI. Furthermore, the motivations behind specialty advocacy by elite medical 

professionals have not been investigated. Power analyses can illuminate and unpack the development of 

medical specialties. We aim to explore these issues through a case study of Emergency Medicine (EM) in 

India. 
 

Methods: We used a single‐case, holistic design for this study. We conducted 81 in‐depth interviews, 

observed 6 meetings, and reviewed approximately 250 documents. We are using the Framework 

analytic approach, and are employing the Power Cube and its three dimensions – Space, Place and 

Power – for our power analysis. 
 

Results: MCI formally recognized EM in 2009, following ten years of advocacy. However, since then, only 

50 residency positions are available nationwide, a formal curriculum is unavailable, and nearly all EM 

courses were derecognized by MCI in 2015. Power analysis provides insight into why this might have 

occurred. MCI acquired enormous power, at the expense of its overseeing institution, the Ministry of 

Health and Family Welfare, and attained decision‐making control around specialization. Their approach 

was unsystematic and reactive, and EM stakeholders had to lobby at multiple levels of MCI, with 

networks and prestigious institutions ultimately facilitating recognition. Power dynamics also resulted in 

a highly fragmented, uncoordinated EM stakeholder network. Policy formulation processes within MCI 

were largely closed, and did not permit scrutiny of policies that would later become major roadblocks in 

the implementation phase. The implementation stage has therefore been beset with challenges, 

particularly around the de‐recognition of courses, with MCI, their inspectors and medical colleges 

interpreting policies differently. 
 

Conclusion: This study is the first to explore the intersection of power, policy and specialization in LMICs, 

and highlights the importance of power in understanding inequitable availability of specialty services. 
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Laksono Tristantoro, Broad Branch Associates 
 

Policy, Implementation or Both? Implementation Research to Strengthen Primary Health Care under 

Indonesia’s National Insurance Reform 
 

Co‐authors:  Laksono Tristantoro, Susan Gigli, Center for Health Policy and Management, University of 

Gadjah Mada; Broad Branch Associates 
 

Background: In January 2014, Indonesia began implementation of an ambitious national health 

insurance initiative aimed at moving the country toward Universal Health Coverage (UHC). The 

insurance program, known as Jaminan Kesehatan Nasional (JKN), aims to integrate numerous existing 

national and district‐level insurance schemes for formal sector workers and the poor, and to enroll 

informal sector workers by 2019. If Indonesia achieves these goals, it will have the largest single‐payer 

insurance system in the world and it will be well on its way to achieving UHC. Key to the success of 

Indonesia’s UHC reform is ensuring that strong comprehensive primary health care serves as a 

gatekeeper for JKN. Our implementation research aims to clarify the many different regulations on 

primary care and how they are being implemented at the local level in order to strengthen Indonesia’s 

progress toward UHC. 
 

Methods:  Our first of two cycles of implementation research is taking place from March through June 

2016 and involves three phases: 
 

1) desk research and expert consultations to map and analyze the multiple JKN and other regulations 

relating to primary health care; 
 

2) qualitative data collection through focus groups and key informant interviews with policy‐makers, 

implementers and providers to understand how regulations on primary health care are being 

implemented the local level in five districts in four provinces (Jember, East Java; Tapanuli Selatan, North 

Sumatera; Jakarta Timur City, DKI Jakarta; Jayapura City and Jayawijaya, Papua); and 
 

3) development of draft recommendations for where and how to improve the policies and regulations 

themselves, as well as to strengthen the conditions for their effective implementation. 
 

Results and Discussion:  We will present the results of the research, discuss the challenges of 

implementing complex national policies at the local level, share our recommendations for strengthening 

both JKN regulations on primary care and their implementation, and demonstrate the importance of 

implementer involvement in policy‐relevant research. This is an innovative implementation research 

initiative in that it is a highly collaborative effort (among the Ministry of Health, the Center for Health 

Policy and Management, and USAID’s Health Finance and Governance project); has been shaped by 

extensive consultations with national policy and subnational policy implementers; and is designed to 

feed into MOH sessions to strengthen JKN policy in July 2016. 
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Catherine Nichols, Milken Institute School of Public Health at the George Washington University 
 

Predictors of Health Care Providers Offering HIV Testing and Counseling (HTC) to Pregnant Women 

during Antenatal Care (ANC) visits in Kenya Using Nationally‐Representative Data 
 

Co‐authors:  Catherine Nichols, John Sandberg, Laura Guay, Amira Roess, Milken Institute School of 

Public Health at the George Washington University 
 

Background:  Detecting maternal HIV during pregnancy is a critical step in the prevention of mother‐to‐ 

child (PMTCT) chain of events.  International and national policies assert that providers should routinely 

offer this service to pregnant women in antenatal (ANC) settings, but rates of testing remain low and 

there is limited evidence on predictors of providers offering the tests in sub‐Saharan Africa.  We 

identified the facility‐, provider‐, and client‐level factors associated with routinely offering tests using a 

sample of health facility information in Kenya. 
 

Methods:  We used cross‐sectional data from facility inventories (N=695), self‐reports from providers 

(N=3,132), and observational data from client‐provider interactions in ANC settings (N=1,145) from the 

2010 Service Provision Assessments (SPA) in Kenya.  We quantified the extent to which facilities adhered 

to the recommended state of HTC readiness and HTC standard precautions as defined by the World 

Health Organization (WHO) and conducted a principal component analysis on the variables.  We 

aggregated the client and provider information to the facility level and examined the extent to which 

health care providers were routinely offering HTC to pregnant women during ANC visits and other 

descriptive statistics.  We applied a hierarchical, multivariate logistic regression model to determine the 

facility‐, provider‐, and client‐level factors associated with the providers offering an HIV test. 
 

Results:  Providers offered an HIV test to pregnant women during 19.38% (N=280) of the observed 

client‐provider interactions.  There was a reduced odds that HTC was offered in ANC settings at non‐ 

government and private facilities compared to government facilities (OR=0.594; p=0.013).  A one‐unit 

increase in the facility HTC service readiness score was associated with an increased odds of the 

provider offering the test (OR=1.24; p=0.003).  Provider‐level factors that predicted offering the test 

included having previously trained on HTC (OR=3.89; p=&lt;0.001).  Client‐level predictors included an 

increase in age (OR=1.05; p=0.36).  An increased number of ANC visits was associated with a reduced 

odds of offering a test (OR=0.14; p=&lt;0.001). 
 

Conclusion:  Our findings suggest that a higher HTC service readiness score at facilities and increased 

training for providers are associated with an increased odds of providers offering HTC to pregnant 

women in ANC settings.  Such information can be used to develop more targeted interventions for 

improving the offering of this key health service in Kenya and potentially, strengthening the larger 

health system. 
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Ranjith VG, The International Union Against TB and Lung Disease (The Union), South East Asia Office 
 

Challenges in Tuberculosis Prevention and Care:  Perceptions of health care providers from four states 

of India 
 

Co‐authors:  Ranjith Babu VG, The International Union Against TB and Lung Disease (The Union), South 

East Asia Office 
 

Background: India bears the highest burden of Tuberculosis globally. Government of India has been 

implementing Nationwide Tuberculosis Control program more than sixty years. Revised National TB 

control program (RNTCP) started in 1993 and adopted DOTS. After twenty plus years’ work, RNTCP is 

heading towards Universal Coverage. However, TB continues to be the prime public health hazard. This 

paper presents results from an exploratory study about the challenges in TB control, through the lens of 

Health care providers. 
 

Methods: Present study was conducted in Uttarakhand, Chhattisgarh, Delhi, and Maharashtra in India, 

from October 2014 to January 2015. Total 28 In‐depth‐interviews were conducted. Participants included 

Principal Secretaries of Health, National Health Mission Directors, Director Health Services, State and 

District TB Officers, Medical Officers, Community Volunteers and TB Consultants from International 

agencies.  Field Observations were made. Analytic induction method was used for data analysis. 
 

Results: Participants identified certain bottlenecks in the programme related to management and 

implementation. Especially, inadequate Human force, public private partnership, insufficient budget 

allocation, interrupted fund flow, ineffective Information Education and Communication. Apart from 

this, issues highlighted were poor supervision, drug supply and ill affected synchronization between 

general health system and RNTCP. 
 

Conclusion: This paper provides an insight about the challenges existing in RNTCP. These are the 

perceptions of the health care providers, based on their experience in field, therefore worth cognizance 

for next strategy revision. Further, in depth studies may be undertaken to investigate TB patients’ views 

on this issues. 
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Neeraja Bhavaraju, FSG 
 

Accelerating the Curve: Preparing Health Systems for the Introduction of Oral PrEP in South Africa, 

Kenya and Zimbabwe 
 

Co‐authors:  Neeraja Bhavaraju, Saiqa Mullick, Megan Dunbar, Wanjiru Mukoma, Melanie Pleaner, 

Imelda Mudekunye‐Mahaka, Definate Nhamo, Michael Kiragu, Annrita Ikahu, Patricia Jeckonia, Michael 

Silvestri, Daniela Uribe, Katie Schwatrz, Elizabeth Gardiner, Kyle Peterson, FSG; Wits RHI; Pangaea Global 

AIDS; LVCT Health; FHI 360; AVAC; USAID 
 

Background: Uptake of new health innovation has been historically slow in low‐ and middle‐income 

countries (LMICs). It has taken 30 years to reach 75% coverage of the hepatitis B vaccine and over 25 

years to reach 30% coverage of HIV with antiretroviral treatment. These scale‐up delays result in 

avoidable morbidity and mortality. With the introduction of oral PrEP, there is an opportunity to 

accelerate product introduction, scale‐up and access through system‐wide action. 
 

Methods: The objective of this analysis was to apply a systems approach to identify what is needed to 

accelerate the uptake of oral PrEP in South Africa, Kenya and Zimbabwe. In each country, a systems 

analysis was conducted across five components of the value chain for PrEP: planning and budgeting, 

supply chain management, delivery platforms, individual uptake, and effective use and monitoring. Over 

65 programmatic and policy documents were reviewed and 45 key stakeholder interviews conducted. 

Stakeholders included government officials, supply chain and procurement managers, health delivery 

experts, researchers and civil society organizations representing user groups. 
 

Results: Across all three countries, the analysis suggested that typical concerns of procurement, supply 

chain management, and stock‐outs are largely manageable, while the real challenges lie in local service 

delivery. First, the right mix of health care delivery channels is essential to reach target populations for 

oral PrEP, particularly for users who seek care outside of traditional public facilities. Second, health care 

worker attitudes and knowledge can be either enabling factors or significant barriers, and the need for 

female‐ and adolescent‐friendly health services is a critical driver of PrEP access. Third, community 

engagement and communications are of particular importance given the stigma and misinformation that 

surround HIV and PrEP and the need for users to understand effective use and ongoing testing protocols 

for PrEP. At the policy level, improved data collection and tools are needed to enable planning and 

innovation along these dimensions, including: data on target populations, implementation science on 

effective delivery, coordinating mechanisms to share best practices, and investments in monitoring and 

surveillance to mitigate drug resistance risk. 
 

Discussion: These findings highlight the importance of systems investments in end user research, health 

worker preparedness, demand generation, and new delivery channels to effectively spur PrEP uptake. 

The results will help prioritize systems strengthening efforts for PrEP programming and inform 

investment scenarios and decision‐making tools for use by national governments, with the goal of 

accelerating PrEP introduction, scale‐up and access. 
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Stephanie Nixon, University of Toronto 

 
Advancing an HIV and Rehabilitation Approach to Improve Maternal, Child and Newborn Health in Sub‐Saharan 

Africa: Introducing a Novel Evidence‐Informed Tool 

 

Co‐authors:  Stephanie A. Nixon, Cathy Cameron, Verusia Chetty, Saul Cobbing, Eliakim Konje Moses, Margaret 

Mweshi, Hellen Myezwa, Esther Munalula Nkandu, Carilus Okidi, Florence Omoroh, Joanne Potterton, Stephen 

Tattle, Tammy Yates, University of Toronto; International Centre for Disability and Rehabilitation (ICDR); University 

of KwaZulu‐Natal; Kenya Medical Training College; University of Zambia; University of the Witwatersrand; Kenyan 

Disability Service Program; Canadian Working Group on 

 

Purpose: To describe a novel rehabilitation tool to improve the “functioning, disability and health” (WHO, 2001) of 

women and children growing up and growing older with HIV in sub‐Saharan Africa (SSA). 

 

Focus/content: 25 million people are living with HIV in SSA, accounting for 90% of all women and children living 

with HIV worldwide. Improved access to lifesaving antiretroviral (ART) over the past decade means many are now 

growing up and growing older with HIV as a chronic illness. As such, many people are experiencing diverse HIV‐ 

related disabilities that compromise function, social participation and health. This is particularly true for women 

and children in SSA who are disproportionately affected by HIV and have inequitable access to the testing, 

treatment and care required to live long and productive lives. Rehabilitation is a field that addresses challenges in 

function, daily activities and social participation, and has been demonstrated to improve the wellbeing of people 

living with HIV. However, rehabilitation has been largely excluded from the HIV response in SSA resulting in 

significant care gaps. 

 

To address these care gaps, our team was funded by Grand Challenges Canada to develop a novel, open‐access, 

evidence‐informed resource on HIV and rehabilitation for SSA to increase the knowledge and skills of providers 

(available at ssa.hivandrehab.ca). This is the most comprehensive source of information on rehabilitation for 

women, children and youth living with HIV in SSA. Efforts are underway to facilitate uptake of the resource within 

rehabilitation training programs and continuing education initiatives in Kenya, Zambia and South Africa. Integrating 

rehabilitation is  a crucial next step for improving health and reducing disability for the women and children living 

with HIV. 

 

Significance for the sub‐theme area/field‐building dimension: Rehabilitation is largely excluded from the current 

HIV response in SSA, including most HIV training, policy development, and care. Incorporating rehabilitation into 

HIV care broadens the focus to the life and health‐related impacts of living day‐to‐day with HIV. HIV research, 

policy and programs for women and children need to evolve to include rehabilitation to address the significant 

health‐ and life‐related impacts of growing up and growing older with HIV. 

 
 
 

Target audience: “Rehabilitation” refers to any activity that addresses or prevents impairments, activity limitations 

or social participation restrictions. Therefore, this presentation targets multiple audiences including health care 

providers, educators and policy makers, researchers and people living with HIV and HIV advocates. 
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Nika Raphaely, South African Medical Research Council 
 

Actors’ experiences of implementing PMTCT Option B+ in Uganda: are managers so different from 

Street Level Bureaucrats? 
 

Co‐authors:  Nika Thandiwe Raphaely, Donela  Besada, Sarah Rohde, Nathan Tumwesigye, Tanya 

Doherty, South African Medical Research Council; UNICEF Uganda 
 

Background:  The extension of prevention of mother to child transmission (PMTCT) to Option B+, 

providing lifelong ART for women testing HIV positive whilst pregnant and breastfeeding, was adopted 

in Uganda in 2013. Few studies exist of Option B+ implementation, and most analyses of policy 

implementation in LMIC settings are descriptive, rather than applying and extending theoretical 

frameworks. Actors’ experiences of implementing Option B+ provide rich material for reassessing and 

updating Lipsky’s 1980 theory of Street‐Level Bureaucracy. 
 

Methods: Qualitative data from individual interviews and focus group discussions was collected in a 

rapid assessment of option B+ implementation in Uganda. Analysis using the theory of street‐level 

bureaucracy was undertaken of 60 interviews with national actors (10), district teams (10), managers, 

health workers and lay cadres at hospitals (5), level 4 health centres (10) and level 3 centres (10), 

implementing partners based in the districts (15) and 8 focus groups with lay cadres supporting option 

B+. 
 

Results  Actors at all levels described the challenging context of the under‐resourced decentralised health 

system in Uganda, illustrating Lipsky’s classic features of front line workers introducing coping 

mechanisms in the face of changing policy, with unintended consequences for implementation. From lay 

volunteer cadres up to national managers, actors deployed both judgement and ingenuity to improve 

their conditions of work in operationalising the additional tasks required for lifelong ARV treatment. The 

critical need to ensure retention in care led to innovations at the health system and community level. 

Some judgemental attitudes towards service users emerged, but not linked to rationing services. 

Tensions between accountability downwards to service users and upwards within the health system 

were exacerbated by the demands of reporting to donors. 
 

Discussion/conclusions:  The context for implementing Option B+ in Uganda included some features of, 

but much more complexity than, Lipsky’s late 1970s high‐income country public sector bureaucracy. 

Lipsky emphasised differences between street‐level bureaucrats and managers, but these contrasts   

were less evident in Uganda. Senior managers described comparable levels of disempowerment and 

initiative to front line health workers. Lipsky’s discussion of upwards accountability and performance 

management has been explored less in analyses of LMIC health policy implementation than other aspects 

of his theory. Actors at all levels in Uganda experienced more similar than opposing pressures. Despite,  

or possibly because of, these pressures, the majority of participants engaged creatively with the           

new policy and the external evaluation to advance their own agendas alongside testing innovations in 

care. 
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Guanyang Zou, Centre for Migrant Health Policy, Sun Yatsen University, Guangzhou, China 
 

Integrating Tuberculosis Care in Designated Hospitals of Zhejiang Province, China:  Implications for 

Service Delivery and Provider Responsiveness 
 

Co‐authors: Guanyang Zou, Karina kielmann, Xiaolin Wei, Barbara McPake, Centre for Migrant Health 

Policy, Sun Yatsen University, Guangzhou, China; Institute for Global Health and Development, Queen 

Margaret University, Edinburgh, UK; Dalla Lana School of Public Health, University of Toronto, Toronto, 

Canada ; Nossal Institute fo 
 

Background: There is on‐going debate regarding if and how integrated service delivery might affect 

quality of care for infectious diseases traditionally delivered through vertical programmes. In China, 

tuberculosis (TB) care has recently been integrated into ‘designated’ public hospitals at the county level. 

This initiative is built on the assumption that hospitals have stronger technical capacity, and can provide 

better quality of care. This study uses prescribing practices among hospital‐based TB clinicians as a lens 

to explore the implications of integrated service delivery for provider behavior and quality of care. 
 

Methods: This study was conducted in two separate TB clinics set up within designated hospitals, funded 

either through local government, or the hospital. We reviewed 340 medical records of uncomplicated TB 

patients and conducted 43 in‐depth interviews with health officials, TB/hospital managers,  clinicians, 

radiologists, laboratory staff and nurses. 
 

Results: Standardized care for uncomplicated TB, including outpatient‐based diagnostic services and TB 

drugs, is free. In both hospitals, however, non‐standardised prescription of drugs and interventions for 

uncomplicated TB was common, with no consistent patterns for the two hospitals. Overall, 77%, 53%, 

51% and 5% of the patients were prescribed with computerised tomography (CT) scan, liver protection 

drugs, immune improvement drugs and hospitalizations respectively.  The interviews revealed that non‐ 

standardised prescribing practices were tied to professional status of the TB clinicians who see 

themselves as distinct from public health doctors traditionally responsible for TB services.  As a result, 

hospital‐based integrated TB care is highly medicalised:  doctors  justified, for example, the use of liver 

drugs to prevent side effects of the TB drugs;  CT scans to improve diagnostic capacity; and 

hospitalizations to reduce transmission of TB in the community. 
 

Discussion/conclusion: Clinicians’ striving to maintain  professional status in the face of integrating a 

public health problem within a hospital setting has led to  over‐medicalised and to some extent, costly, 

prescriptions for TB patients.  This trend may also be seen as a self‐protective mechanism in the context 

of deteriorating doctor‐patient relationships in China, where there are concerns about potential medical 

disputes resulting from poor service, increased patient awareness and expectations of  quality of care as 

well as  changes in  health  insurance status.  Our study indicates that integrating TB care in Chinese 

hospitals may have an adverse effect on quality of TB care, unless public health values are better 

incorporated with medical doctors’ routine practices. 
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Can community engagement motivate volunteer community health workers to engage in community‐level 

surveillance? An experience from the slums of Freetown, Sierra Leone 

 

Co‐authors:  Emily Cummings, Megan Christensen, Henry B. Perry, Khadijatu Bakarr, Adele Fox, Renee Zandvliet, 

Concern Worldwide (Sierra Leone); Concern Worldwide (U.S.); Bloomberg School of Public Health, Johns Hopkins 

University 

 

BACKGROUND: The importance of Community Health Workers (CHWs) in responsive and resilient health systems is 

becoming increasingly evident. Community participation during the planning, implementation, and supervision of 

CHW programs is key, but documentation of this and its influence on CHW performance are scarce. 

 

Project Al Pikin fo Liv, implemented in ten slums of Freetown, Sierra Leone from October 2011 – September 2016, 

aims to reduce maternal, newborn and child morbidity and mortality. The project’s operations research study is 

testing a participatory community‐based health information system using the Ministry of Health and Sanitation’s 

(MOHS’s) recently‐developed system for CHW‐gathered surveillance data, and verbal autopsy (VA) outcomes, to 

determine if and how communities can use health data for decision making on community interventions, and 

whether this can improve health behaviors and outcomes. 

 

METHODS: 1,325 volunteer CHWs and Peer Supervisors (PSs) were trained using MOHS materials, and CHWs 

assigned 25 households for monthly visits. CHWs disseminate health messages, check for danger signs and collect 

vital event and morbidity data across the project’s communities. In the intervention area, bimonthly community 

health data review (CHDR) meetings are conducted where community stakeholders review CHW performance 

data, aggregated household health data, and VA outcomes. 

 

RESULTS: On average, only 37% of the project area’s CHWs submit monthly surveillance reports. Consequently, 

CHDR meetings have focused on CHW performance. Actions taken by stakeholders to strengthen CHW 

performance include follow‐up on inactive CHWs and assigning stakeholders to zones for oversight and support. 

Baseline‐period CHW reporting in intervention and comparison areas was 40% and 44%; PS reporting 77% and 83%. 

Since beginning CHDRs, CHWs reporting in the intervention area increased to 49% while the comparison area 

declined to 33%; PS reporting is 88% and 73%. All differences are statistically significant (p‐values &lt;0.01). 

 

DISCUSSION/CONCLUSIONS: Community engagement can improve volunteer CHWs’ performance of collecting   

data through regular home visits. This can lead to a more resilient community health system through increased 

household‐level surveillance coverage, timely care‐seeking through referrals, and improved health knowledge. 

Improved CHW performance has the potential to strengthen the community’s ability to understand levels and 

causes of mortality of children and to mobilize actions to address health issues. Our findings indicate that 

community stakeholders can interact with data and enact strategies impacting trends observed. Strengthening 

community‐level surveillance data and its integration into Sierra Leone’s national Health Management Information 

System are integral for strengthening the country’s health system and building resilience to shocks. 
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A systematic review of economic evaluations of CHW interventions aimed at improving child health 

outcomes 
 

Co‐authors:  Lungiswa  Leonora  Nkonki, Aviva  Tugendhaft , Karen  Hofman, Stellenbosch University ; 

University of the Witwatersrand 
 

Abstract:  Evidence of the cost effectiveness of community health worker interventions is pertinent for 

decision makers and programme planners who are turning to community services in order to strengthen 

health systems in the context of the momentum generated by strategies to support universal health care, 

the post 2015 sustainable Development Goals agenda. 
 

We conducted a systematic review of published economic evaluation studies of community health 

worker interventions aimed at improving child health outcomes. Four public health and economic 

evaluation databases were searched for studies that met the inclusion criteria; National Health Service 

Economic Evaluation Database (NHS EED), Cochrane, Paediatric Economic Evaluation Database (PEED), 

and PubMed. The search strategy was tailored to each database. 
 

The 19 studies that met the inclusion criteria were conducted in either LMICs and/or MICs The economic 

evaluations covered a wide range of interventions. Studies were grouped together by intended outcome 

or objective of each study. The data varied in quality. We found evidence of cost effectiveness of CHW 

interventions in reducing malaria and asthma, decreasing mortality of neonates and children, improving 

maternal health, increasing exclusive breastfeeding and improving malnutrition, and positively impacting 

physical health and psychomotor development amongst children. 
 

Studies measured varied outcomes, due to the heterogeneous nature of studies included; a meta‐ 

analysis was not conducted. Outcomes included disease or condition specific outcomes, morbidity, 

mortality and generic measures [e.g. Disability adjusted life years (DALY)]. Nonetheless, all 19 

interventions were found to be either cost effective or highly cost effective at a threshold specific to 

their respective countries. 
 

There is a growing body of economic evaluation literature on cost effectiveness of CHW interventions. 

However, this is largely for small scale and vertical programmes. There is a need for economic  

evaluations of larger and integrated CHW programmes. In order to achieve the post 2015 SDG agenda so 

that appropriate resources can be allocated to this subset of human resources for health. This is the first 

systematic review to assess the cost effectiveness of community health workers in delivering child health 

interventions. 
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Background: As Liberia and Sierra Leone (SL) embark on health systems strengthening efforts, policy 

makers consider the roles of community health workers (CHWs) for building resilient health systems. 

Research has noted that resilient health systems are "aware" – using updated information on the 

location and functionality of health systems assets. Little is known about general Community Health 

Volunteers (gCHVs) in Liberia and CHWs in SL in terms of numbers, background characteristics, and 

spatial distribution. We present results from the first national georeferenced censuses of gCHVs in 

Liberia and CHWs in SL. 
 

Methods: National georeferenced censuses of gCHVs and CHWs were conducted between 2015 and 

2016 in Liberia and SL. Descriptive analysis was conducted in IBM SPSS Version 22 and spatial buffer 

analysis in QGIS 2.12.2, using additional spatial data on population density and health facility locations. 
 

Results: 4110 gCHVs and 14553 CHWs gave informed consent, reported to be currently working and 

were interviewed. Most gCHVs and CHWs were male, except for CHWs near urban areas. The age 

distributions of gCHVs and CHWs were similar, mostly 25‐45 years. Most gCHVs and CHWs reported to 

have attended at least secondary school; more CHWs reported no education. A high level of gCHVs and 

CHWs reported receiving pre‐service training – mostly since 2010 in Liberia and 2013 in SL. Receipt of 

training was higher for CHWs than gCHVs for maternal/newborn, IYCF, and water/sanitation, but similar 

for CCM, community surveillance and social mobilization for Ebola, and firstaid. Notably more gCHVs 

than CHWs were trained on Ebola contact tracing. Less than half of gCHVs and CHWs (and more males 

than females) reported receiving monthly financial incentives. Roughly half of gCHVs and CHWs  

reported receiving non‐financial incentives. Community mechanisms for motivation were reportedly 

non‐existent. 33% of gCHVs and 92% of CHWs were within 5km of a health facility. Depending on the 

intervention gCHVs provided an additional 10%‐20% of the population geographic access to services 

(beyond the population covered within 5km of a health facility); CHWs provided 7%‐9%. Significant 

variation by sub‐national administrative units was observed for most variables of interest. 
 

Discussion: The first national georeferenced censuses of gCHVs in Liberia and CHWs in Sierra Leone 

provided valuable insights. Policy makers should consider results from these national georeferenced 

censuses – particularly the gender and spatial dynamics – as they formulate and implement policies. 

Moreover governments and partners should work together to further develop the geography of CHW 

programs globally. 
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Seeking resilience beyond health systems: exploring the role of social capital in overcoming barriers to 
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Population Health Research Institute 
 

Background: Social capital, defined as the features of social interaction that facilitate cooperation for 

mutual benefit, has been recongised as a positive contributor to health. Several mechanisms may 

account for this effect: more social interaction may facilitate access to health information, provide a 

source of informal care and support, or induce one to adopt healthier behaviours. Given these 

mechanisms, the protective health benefits of increased social capital have particular relevance for the 

management of non‐communicable diseases (NCDs), and have the potential to enhance health system 

resilience by supporting individuals and populations to achieve chronic disease control targets. This 

analysis examines the effect of social capital on the management of hypertension, a common NCD risk 

factor, and how this effect differs across countries at different levels of economic development. 
 

Methods: We analysed survey data gathered in 17 countries from 35,000+ hypertensive individuals, their 

households, and the 650+ communities in which they live. Observations were grouped into higher‐ 

income countries and lower‐income countries based on national per capita GDP. The two binary 

hypertension management outcomes include whether a hypertensive participant is aware of their 

condition, and whether those aware of their condition have their hypertension controlled. The effects of 

four dimensions of social capital, (i) membership of any social organisation, (ii) trust in social 

organisations, (iii) trust in other people, and (iv) perceived level of community social capital, were 

modelled separately in the higher‐ and lower‐income samples. For each dimension, ordinary least square 

models were run with individual‐level controls, individual‐ and community‐level controls, and community 

fixed effects to assess the robustness of estimates. 
 

Results: For participants in lower‐income countries, membership of any social organisation significantly 

increased both the likelihood of being aware of one’s hypertension and the likelihood of having it 

controlled. These associations were not observed among participants in higher‐income countries. There 

was also some evidence that trust in social organisations increased the likelihood of being aware of 

one’s hypertension in lower‐income countries only. 
 

Discussion: These findings indicate that social capital contributes positively to the management of 

hypertension in lower‐income country settings, possibly by complementing existing services or by 

compensating for health system weaknesses. For example, being a member of a social organisation may 

help individuals increase their knowledge of health issues, access health services or adhere to treatment. 

Therefore, interventions that increase social capital may contribute to the strengthening and building    

of resilient health systems for NCD control in these contexts. 
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Background: Strengthening primary health care (PHC) is key to enhancing the responsiveness and 

resilience of health systems. The MDG era has seen a global resurgence of CHW programmes as a core 

element of comprehensive PHC. However, the input and effort required to sustain national CHW 

programmes is considerable.  They require a combination of careful design, integration with and support 

from the formal health system, and community acceptance. To what extent is such a “systems 

perspective” present in the rapidly expanding body of research and literature on CHWs? Methods: A 

scoping review of publications over a ten‐year period (2005‐2014) on CHWs was conducted. Using an 

inclusive list of terms, we searched seven databases (including MEDLINE, CINAHL, Cochrane) for all 

English language publications on CHWs in LMIC.  Two authors independently screened titles/abstracts, 

downloading full text publications meeting inclusion criteria. These were coded in an excel spreadsheet 

by year, country, region, programmatic orientation and whether a systems issue was either the focus of, 

or foregrounded in the paper.  Systems issues included the health system “building blocks” (human 

resources, financing, governance etc.), as well as policy processes and community and social contexts. 

The data were further analysed in Stata14 and qualitatively for key systems themes addressed in the 

literature. Results: 678 publications on CHWs were inventoried over the ten‐year period. There was a 

seven‐fold increase in annual number of publications from 23 in 2005, to 155 in 2014.  Half the 

publications were reporting on initiatives in Africa, a third from Asia and 11% from the Americas (mostly 

Brazil).  The largest single focus and the driver of growth in publications was on CHW roles in meeting  

the MDG goals of maternal, child and neonatal survival (35% of total).  Only 17% approached CHW roles 

in an integrated and comprehensive fashion. Just under half the papers addressed a health system or 

community system issue. Key themes were: the motivation and retention of CHWs and the factors 

influencing this; support/supervision, including a growing focus on community support; the use of 

technology such as m‐health for M&E and other purposes; and processes of national policy development 

and financing.   Conclusions: In the context of a rapidly expanding field, there is a growing body               

of literature addressing the systems aspects of CHW programmes. However, the focus of research 

remains on programmatic and disease‐specific initiatives, with still insufficient attention to the design 

and implementation of integrated and sustainable national CHW programmes. 
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Knowledge translation skills in Red Cross volunteers: a vital commodity in fragile contexts. 
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Renewed global commitment to engage community health workers (CHWs) has extended the reach of 

service delivery, but also makes it challenging to adequately finance  the number of CHWs needed to 

meet demand, thus potentially limiting the impact of this strategy both in times of stability and crisis. 

Globally the Red Cross/Red Crescent (RC/RC) Movement volunteers commit themselves to help met that 

challenge, often as the first responders in a crisis and the de facto health care system until more help 

arrives. Embedded in their communities, their presence creates an organic level of resilience at   

individual and household levels. Thus, the competency of their skills and knowledge can deeply affect  

the outcome of a disaster or crisis and contribute to the success with which communities cope and 

recover from shocks and stress. 
 

Over 60% of the International Federation of the Red Cross’ 186 members use the Community Based 

Health and First Aid (CBHFA) approach to train volunteers in communities on health promotion, disease 

reduction and delivery of first aid services. The Federation’s strategy is premised on each volunteer being 

the key provider of knowledge to a group of households and ensuring that knowledge is translated into 

healthy behaviours. The Canadian Red Cross supported the implementation of CBHFA in five maternal 

child health partnerships, in five different countries (three of which were on the World Bank list               

of Fragile Situations), using the Federation's approach. 
 

The current research examines how knowledge was translated in practice across the cascading levels 

with a comparative analysis for select variables across the five countries (Haiti, Kenya, Liberia, Mali and 

Pakistan). Variables include: time spent on technical topics in initial train the trainer (ToT) session and 

subsequent trainings of volunteers, ratios of supervisors to volunteers, gender breakdowns among 

trainers and supervisors and volunteers.  Findings reveal a strong human resource at the branch (i.e. 

provincial) level vs. central, greatly reduced gender balance at trainer and supervisor levels compared to 

volunteers, inconsistent models of testing and training across countries, and variances in training times 

per topic, but with a striking similarity across countries revealing only a little more than a third of ToT 

time spent on technical content, jeopardizing the success of this cascade model. This presentation 

recommends practical suggestions for a ToT model design that encourages optimal knowledge 

translation in order to produce a cadre of RC/RC level volunteers who can competently influence their 

communities take decisions which will protect and preserve their health, especially within fragile and 

unpredictable contexts. 
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Introduction: Ensuring access to effective medicines and the rational use of medicines are considered 

main components towards improved health outcomes. However, the high cost of medicines, their 

irrational use, and manufacturing of counterfeit drugs are hindering equitable access to quality 

medicines. The need to improve access to medicine emerged as a priority issue by policymakers and 

stakeholders in low‐ and middle‐income countries. Using an “integrated” knowledge framework to link 

research to action, we describe the process of strengthening the pharmaceutical sector in Lebanon 

through the development of systematic reviews and the application of knowledge translation tools to 

achieve impact. 
 

Method: The process includes the following steps: 1) generation of potential review topics; 2) priority 

setting meeting with policymakers and stakeholders, 3) production of systematic reviews, 4) 

development of a policy brief, 5) semi‐structured interviews with key policymakers and key informants, 

6) convening of a national policy dialogue, 7) evaluation of the policy brief and dialogue, 8) a post‐ 

dialogue survey and 9) advocacy plan 
 

Results: Fifty‐two policymakers, stakeholders and researchers including representatives from the 

ministry of public health, the order of physicians and the order of pharmacists participated in a national 

priority setting exercise. Participants were engaged in prioritizing and refining systematic review 

questions on priority topics. We completed several systematic reviews related to drug counterfeiting 

and physicians’ interactions with the pharmaceutical industry. Subsequently, we prepared several 

knowledge translation products including a policy brief, which drew on the findings from the systematic 

reviews. The brief was revised based on semi‐structured interviews with ten targeted policymakers and 

stakeholders. We will disseminate the revised brief in a national policy dialogue which will be held on 

May 13 2016 with key policymakers and stakeholders to inform deliberations about the problem and 

options to address it. Evaluation of the policy dialogue will be conducted and will be followed by a post‐ 

dialogue survey and advocacy plan. We will discuss the results and lessons learned in details during the 

presentation. 
 

Conclusion: While the production of systematic reviews and other types of evidence syntheses is 

important, it is not sufficient to influence policy. Adopting an “integrated” knowledge framework that 

includes priority setting and uses different knowledge translation tools and mechanisms at different 

levels of the decision‐making process is critical to impact policy agendas and action. 
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Drug shops in integrated community case maangement of malaria, pneumonia and diarrhoea in 

Uganda: appropriateness of care and adherence to treatment guidelines 
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Drug shops are an important source of care for children in sub‐Saharan Africa, although the quality of 

care they provide is poor. A strategy recommended by WHO and UNICEF for integrated community 

based management of childhood illnesses through community health workers exists, within the public 

sector. This is the integrated community case management (iCCM) of malaria, pneumonia and diarrhoea 

intervention. However, this intervention is not available at the level of drug shops, which treat half of all 

sick children in Uganda. 
 

Aim: To determine the feasibility and effect on appropriateness of care after introducing the iCCM 

intervention (diagnostic tests; pre‐packaged paediatric dosage drugs for malaria, pneumonia and 

diarrhoea; training and community awareness) within private sector registered drug shops in eastern 

Uganda. 
 

Methods: Three studies (I‐III) were conducted using a quasi experimental design in one intervention and 

one comparison district between May 2011 and June 2012. Household surveys (n=3759), exit interviews 

(n=943), focus group discussions and in‐depth interviews were conducted before and after the 

intervention in both areas. Study I determined the role and appropriateness of care provided by drug 

shops; study II the effect of the iCCM intervention on appropriateness of care using generalized linear 

models and difference‐in‐difference analysis; and study III, determined adherence to treatment 

protocols (n=7,667 child visits). 
 

Results: The majority of children with a recent illness sought care in the private sector 496 (53%) 

compared to the public sector (154, 16.5%). However, at the level of drug shops, only 15 (10%) received 

appropriate treatment for malaria and almost none for pneumonia symptoms or diarrhoea. With the 

introduction of the iCCM intervention at drug shops in the intervention area, 88% (95% CI 79.0 – 96.4) of 

children with fever received parasite diagnosis of malaria. Further, children with pneumonia symptoms or 

diarrhoea in the intervention area were 3 (2.8; 95% CI 2.0 – 3.9) and 13 times (12.8; 95% CI 4.2 – 38.6) 

more likely to receive appropriate treatment with amoxicillin and oral rehydration salts + Zinc, 

respectively. Finally, from the review of registers, 90% of children categorized as having either malaria, 

pneumonia or diarrhoea or a mix of these classifications were treated according to the iCCM guidelines. 
 

Conclusion: Introduction of the iCCM intervention at drug shops in rural Uganda resulted in high levels 

of appropriateness of care for malaria, pneumonia and diarrhoea in children and high adherence to 

treatment protocols by drug shop attendants. 



 
 

Oral Abstracts 

 

 

Jie Chang, Department of Pharmacy Administration and Clinical Pharmacy, School of Pharmacy, Health 

Science Center; Center for Drug Safety and Policy Research, Xi'an Jiaotong University 
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Jiaotong University 
 

BACKGROUND:  To ensure rational use of antibiotics, multiple measurements have been conducted 

efficiently in public medical institutions in China since 2009. Unfortunately, so far non‐prescription use 

of antibiotics in the community has not attracted enough attention of the public and health authorities 

in China. Worldwide, one main source of antibiotics used for self‐medication is community pharmacies, 

and non‐prescription access to antibiotics from community pharmacies was reported to be common in 

many parts of the world. Thus, the present study was conducted to assess the current status and to 

track the changing trend of the percentage of non‐prescription sale of antibiotics and the quality of 

pharmacy practice in retail pharmacies in Shaanxi Province. 
 

METHODS:  A longitudinal data with survey waves in 2011, 2013 and 2015 were collected based on 

simulated client method. The sample for the initial survey wave in 2011 consisted of 213 pharmacies 

from three regions with different levels of economic and social development in Shaanxi Province, which 

was established using a stratified multi‐stage sampling. Two different clinical case scenarios were 

presented at pharmacies: pediatric diarrhea and adult acute upper respiratory infection by well‐trained 

simulated clients and according to predefined transcripts. Three levels of demand (statement) were 

used sequentially until an antibiotic was dispensed or refused. Generalized estimating equations were 

performed to assess the changing trend of antibiotics sale behaviours, and other pharmacy practice. 
 

RESULTS:  Antibiotics were obtained from 72.3%, 70.4%, 62.7% of pharmacies when a pediatric diarrhea 

was simulated, 95.8%, 92.0%, 78.3% of pharmacies when an adult respiratory infection was simulated in 

2011, 2013 and 2015, respectively. The decreasing trend of non‐prescription sale of antibiotics in both 

scenarios were statistically significant (P&lt;0.05). The performance of pharmacy staff regarding 

provision of information and advice has been found far from acceptable over the study period, although 

an increasing percentage of pharmacy staff asked about the symptoms (28.6% in 2011; 31.5% in 2013; 

52.4% in 2015, P&lt;0.01) and provided medication advices (14.1% in 2011; 30.0% in 2013; 44.3% in 

2015, P&lt;0.01). The availability of a licensed pharmacist during the visits in working hours continually 

kept at low level (14.1% in 2011; 21.6% in 2013; 19.8% in 2015). 
 

CONCLUSIONS: Although illegal, non‐prescription sale of antibiotics continues in Shaanxi Province. 

Additionally, the quality of pharmacy services was deficient. More efforts to educate pharmacy staff on 

their role in dispensing, along with enhanced enforcement of prescription‐only regulations, need to be 

undertaken. 
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Background:  In September 2012, the UN Commission on Life Saving Commodities (UNCoLSC) outlined a 

plan to expand availability and access to 13 essential commodities. This paper profiles global and 

country progress between 2012 and 2015. 
 

Methods:  A multi‐country assessment reviewed key documents and reference data and conducted 

interviews with ministry staff and partners to review the status of the UNCoLSC recommendations. 

Short‐term catalytic financing was provided to support country plans to advance the commodity‐ 

agenda, with activities coded by UNCoLSC recommendation. A network of technical resource teams 

identified, addressed and monitored progress against cross‐cutting commodity‐related challenges 

requiring coordinated global action. 
 

Results: Among twelve sub‐Saharan African countries, child and maternal health commodities 

experienced fewer bottlenecks than reproductive and newborn commodities. Across commodities, 

persistent bottlenecks included regulatory challenges (10 of 12 countries); poor quality assurance (11 of 

12 countries); insufficient staff training (more than half of facilities on average); and weak supply chains 

systems (11 of 12 countries), with stock‐outs of priority commodities in 40% of facilities on average. 
 

$200 million were committed to 18 countries to support strategies addressing critical gaps. 43% of funds 

supported systems‐strengthening interventions with the remainder split across the reproductive, 

maternal, newborn and child health spectrum. Health worker training (50%), supply chain (30%) and 

demand generation (12%) were the major focus areas. 
 

Globally, all priority commodities are now listed in the WHO Essential Medicines List; appropriate price 

reductions were secured; quality manufacturing was improved; a fast‐track registration mechanism for 

prequalified products was established; and tools were developed for advocacy, quantification, demand 

generation, supply chain and provider training. Slower progress was evident around regulatory 

harmonization and quality assurance. 
 

Conclusion: A substantial unfinished agenda remains to achieve full implementation of the UNCoLSC 

recommendations. Coordinated efforts to secure price reductions beyond the 13 commodities and 

improve regulatory efficiency, quality, and supply chains are still required alongside broader 

dissemination of work products. 
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PURPOSE: Evidence indicates that in low‐ and lower‐middle‐income countries, vaccines are not always available 

when needed; that weak cold chain systems are putting vaccines at risk and delaying new vaccine introduction; and 

that vaccines are wasted as a result of poor supply chain management. In 2010, the World Health Organisation 

(WHO) and the United Nations Children’s Fund (UNICEF) launched the effective vaccine management (EVM) 

initiative to help countries evaluate the performance of their immunization supply chains, and benchmark this 

performance against best‐practice standards. To this end, an EVM assessment tool was developed and set 

standards in nine areas of vaccine management based on well‐established principles and norms of quality 

management. By 2014, over 70 low‐ and lower‐middle‐income countries had assessed the strengths and 

weaknesses of their immunization supply chains, and technical assistance from WHO and UNICEF was provided to 

countries to develop improvement plans. Unfortunately, due to a lack of resources, limited improvement occurred. 

 

CONTENT: In 2015, the WHO and UNICEF Immunization Supply Chain and Logistics Hub developed a 

comprehensive EVM (cEVM) framework – a four‐step strategy for continuous immunization supply chain 

improvement, quality management, optimization and innovation that consist of: 

 

Step 1: Enabling country ownership and commitment to the cEVM framework 

Step 2: Assessing immunization supply chains 

Step 3: Developing a vision, strategy and roadmap for improvements and innovation 

Step 4: Managing implementation and change 

The cEVM framework builds on the success of the EVM initiative to help countries evaluate performance of their 

immunization supply chains, and benchmark their performance against best‐practice standards. Key to this new 

process is preparing improvement plans using a broader health systems strengthening (HSS) perspective. This 

angle will help find solutions that go beyond the procurement of equipment and infrastructure to address issues 

that influence systemic performance such as policies and human resources. 

 

FIELD‐BUILDING DIMENSION OF RELEVANCE: The global immunization community has developed calls to action, 

visions and international strategies for immunization supply chain improvements as a pillar for strengthening 

immunization and health systems. New funding opportunities to support the development of countries’ 

immunization supply chain systems are available. Yet, the success of this endeavor will rely on breaking the 

perception that immunization supply chain management works in isolation. Familiarity with the cEVM framework 

can provide practitioners with an additional tool to complement their quest for systemic solutions. 
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Background: Pharmaceutical products are indispensable for improving health outcomes. Efforts to build 

the resilience of health systems to address people’s emerging health needs will have to include 

strengthening pharmaceutical systems. However, there has been little attempt to conceptualize a 

pharmaceutical system as an entity and define its strengthening in a way that allows for measuring 

systems strengthening. We aim to address this shortcoming by articulating explicit definitions of the 

pharmaceutical system, pharmaceutical systems strengthening (PSS) and the system components to 

guide measurement of PSS. 
 

Methods: We conducted a comprehensive literature review that identified existing definitions (n=5), 

frameworks (n=8) and assessment tools (n=47) related to pharmaceutical systems. We used the 

resulting background paper, in which we proposed definitions of pharmaceutical system and PSS, as the 

basis for a meeting we convened with select experts. Experts representing 13 organizations working in 

low‐ and middle‐income countries critiqued the paper, agreed on the proposed definitions, and 

identified key components of a pharmaceutical system deemed necessary to measure PSS. After the 

meeting, we conducted a targeted literature review to finalize the definitions and key components of 

the pharmaceutical system. 
 

Results: Based on our review, we propose that a pharmaceutical system consists of all structures, people, 

resources, processes, and their interactions within the broader health system that aim to ensure 

equitable and timely access to safe, effective, quality pharmaceutical products and related services that 

promote their appropriate and cost‐effective use to improve health outcomes.  We further propose that 

pharmaceutical systems strengthening is the process of identifying and implementing strategies and 

actions that achieve coordinated and sustainable improvements in the critical components of a 

pharmaceutical system to make it more responsive and resilient and to enhance its performance for 

achieving better health outcomes.  Finally, we established that seven components of the pharmaceutical 

system are critical for measuring pharmaceutical systems strengthening: (i) pharmaceutical products and 

related services; (ii) policy, laws and governance; (iii) regulatory systems; (iv) human resources; (v) 

financing; (vi) information; and (vii) innovation, research and development, manufacturing, and trade. 
 

Discussion/Conclusions: These definitions incorporate the key elements of existing definitions and 

recognize system resilience as critical for sustainable progress. Our work provides conceptual clarity to 

the fragmented thinking about pharmaceutical systems. It also completes a necessary step towards our 

ultimate objective, which is developing and deploying measurement tools to assess progress towards 

stronger and more resilient pharmaceutical systems within people‐centered health systems. 
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Purpose: The routine health information system (RHIS) in Bangladesh is associated with high work 

burden among providers responsible for recordkeeping and reporting across multiple maternal and 

newborn health (MNH) registers.  The RHIS is affected by incomplete and unreliable data, which lacks 

real time estimates of health status at the population level. Managers rely on the four yearly 

Demographic Health Survey to understand key maternal health related indicators, which do not provide 

district or sub‐district (union) sampled data. To improve comprehensive cohort reporting at the 

population level, we sought to redesign and merge key MNH registers and enhance real‐time estimates 

of population‐level indicators. 
 

Focus/Content: In 2012, we reviewed and combined the antenatal care, labor and delivery, postnatal 

care and birth registers used at the union level health facilities to create an integrated MNH register to 

capture information about the mother‐baby dyad continuum. All pregnant women in the union, 

irrespective of time of first contact, were registered by service providers in the single register. The 

register was kept updated through follow‐up visits by community health workers and a cadre of 

community volunteers who actively sought updated data on every pregnancy, birth and death in the 

community, including the status of care‐seeking.  Service providers tracked individual mothers 

throughout their continuum of care, used cell phones to track missing cases and to record all relevant 

information in the register. A customized Excel template was used to generate monthly reports that 

aligned with the government reporting indicators. 
 

Result: Integration of the MNH registers resulted in increased on‐time reporting of antenatal, delivery 

and postnatal care, reduced work burden associated with report generation as reported by providers, 

and enhanced access to real‐time, reliable estimates on key health indicators both from service statistics 

as well as population‐level estimates. According to data generated over a period of 4 years (2012‐2015), 

several key indicators showed marked improvement.  The proportion of women who received four ANC 

visits increased from 17% in 2012 and 2013 to 28% in 2014 and 38% in 2015.  Skilled birth attendance 

increased from 45% in 2012 to 51% in 2013, 72% in 2014 and dipped slightly to 67% in 2015. 
 

Significance: Creating a single register improves quality and comprehensiveness of record‐keeping and 

reporting in a timely manner.  It successfully enabled the project to collect annual population‐level 

service statistics at a smaller geographical level, compared to large national surveys, thus enabling 

improved management and decision‐making. 
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Background: In Uganda Health Management Information Systems (HMIS) have been restructured to 

support decentralized decision making right from point of data collection. But donor reporting 

requirements often lead to fragmentation of HMIS with parallel disease‐specific reporting systems. For 

example, Tuberculosis (TB) Program reporting has been a preserve of the District TB and Leprosy focal 

persons (DTLS). We studied the process of integration and transitioning TB reporting into the overall 

District Health Management Information System version 2 (DHIS2), and the resultant trends in data 

quality and availability.   Methods/Interventions 
 

This study was done within the Ugandan Ministry of Health (MOH) and in all the twelve TB regions in the 

Country. We used a descriptive design and an action research (AR) methodology. There was no TB data  

in DHIS2, and the health facility based staff were required to complete their own Quarterly pre‐DHIS2‐ 

entry summary reports. The AR approach was therefore necessary as the DTLSs themselves needed to be 

the initiators of the change through on‐job training and mentorship of the facility staff. They also 

reviewed, reflected and refined the approaches through their routine Regional Quarterly‐Performance‐ 

Review meetings involving Regional and MOH staff. Trends in error rates (following availability) between 

the integrated DHIS2 and the DTLS’s District Quarterly Reports (DQR) were plotted and discussed in the 

review meetings. Data from the 4th quarter of the study was also analyzed to compare the quality 

(completeness and timeliness) of reporting in DHIS2 and the DQR. Results 
 

In the first two quarters of 2015, the error rate between DHIS2 and DQR were at 100% as there were no 

reports available in DHIS2. Following input of all the reports in DHIS2 from the 3rd Quarter, the number 

of DQR with Case Notification rates that deviated from DHIS2 decreased to 76 (68%) in the 3rd quarter 

and further to 46 (41%) in the 4th Quarter. Over the 4th quarter 11,600 (100%) cases were notified 

through the DHIS2, while DQRs only had 10,022 (86% completeness) cases for the same period. 
 

Conclusion: The transition to DHIS2 was aided by the AR approach which put DTLSs at the center of the 

planning, Implementation, reflection and activity refining spiral. The HMIS was strengthened in aspects 

of TB data quality and availability as evidenced by better availability and quality of data in DHIS2 

compared to the DTLS’s DQR. 



 
 

Oral Abstracts 

 

 

Md Humayun Kabir, MEASURE Evaluation, Carolina Population Center, University of North Carolina at 

Chapel Hill 
 

Implementing Population Registration System (PRS) in Bangladesh: Progress towards data revolution 

in health sector 
 

Co‐authors:  Md Humayun Kabir, Karar Zunaid Ahsan, Suman Kanti Chowdhury, Joby George, MEASURE 

Evaluation, Carolina Population Center, University of North Carolina at Chapel Hill; icddr,b; MaMoni HSS, 

Save the Children, Dhaka 
 

Purpose: Reliable, timely, and comprehensive population health data not only reveal the status of a 

population’s health but also serve as a cornerstone for improving accountability in the health sector. 

Bangladesh is currently piloting a Routine Health Information System (RHIS) initiative in two districts of 

Bangladesh, which lead to establishing an elaborate health information system starting from the rural 

areas. Population registration System (PRS) is a key component of the RHIS initiative. 
 

Content: PRS is an mHealth application developed on android operating system for use in Tablets with 

interface in native language. PRS collects individual‐ and household‐level information including GPS data 

and  socio‐economic status. The government rural health workers (RHWs) are trained and responsible 

for specific catchment areas to complete PRS. They visit house to house to register individuals and 

provide a health ID card to the registered individuals. PRS data is stored in a central database and 

periodic reports are generated for use. 
 

Experience of PRS implementation during March 2015 – February 2016 shows that the RHWs can quickly 

acquire the skills to handle the Tablets deftly. An RHW can register 50‐60 persons each day alongside 

their routine work, and a total of 1.5 million people have been registered in two districts during this 

period. Initial analysis shows that PRS data is consistent with census data. 
 

A complete PRS is the foundation of strengthening RHIS. All health service delivery modules (like family 

planning, maternal and child care, etc.) need to retrieve filtered data from the PRS database which is 

instrumental in creating service history and tracking individuals. PRS is updated with birth and death 

registration data, which can be utilized by civil registration and vital statistics (CRVS) authorities. 
 

Significance: New momentum for CRVS is building worldwide, primarily driven by the growing demands 

for accountability and results in health. PRS demonstrates how field realities are addressed to establish a 

robust system and how the individuals can be tracked for service. It would help to improve data integrity 

(provide population denominator), service efficiency (eliminate double counting and integrate      

essential services), and decision making about service provisions. The PRS in Bangladesh health sector is 

an example of country successes in strengthening CRVS system. This is evidence of data revolution in the 

health sector that can ensure that, once scaled up nationally, no one will actually be left behind. 
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Nelly Oelke, University of British Columbia, Okanagan 
 

Health systems integration: Tools and measurement approaches 
 

Co‐authors:  Nelly  Oelke, Esther  Suter, Maria Alice Lima, University of British Columbia, Okanagan; 

Alberta Health Services; Universidade Federal do Rio Grande do Sul 
 

Background: Health systems integration continues to be a relevant and important topic in the redesign of 

health systems and services. One of the significant gaps in integration is the ability to evaluate and 

measure integration. Based on the ten key principles for successful health systems integration (Suter et 

al. 2009), tools and measurement approaches were identified for indicator domains for each integration 

principle. 
 

Methods: Three jurisdictions (British Columbia and Alberta, Canada and Rio Grande do Sul, Brazil) were 

involved in a knowledge synthesis conducted across two phases. First, a modified Delphi process was 

conducted with integration experts, decision‐makers, policy‐makers, and providers to identify priority 

indicator domains aligned with each of the key principles. Following, a systematic review was conducted 

for each of the domains to locate tools and measurement approaches from the peer‐reviewed and grey 

literature. Abstracts were screened, quality ratings completed, and data extracted. 
 

Results and discussion: Sixteen domains were identified for nine of the ten key principles. Agreement for 

domains in principle 9 on governance was not achieved. Over 5500 abstracts were screened. Over 115 

tools and measurement approaches were identified across the domains. Tools/approaches measure such 

domains as care transitions, intersectoral collaboration, patient focus, team effectiveness, use of shared 

care pathways, performance measurement, use of electronic health records/patient portals, physician 

integration, use of data for planning, and alignment of goals and objectives. Tools measuring            

overall integration were also identified. 
 

Quality of the tools and measurement approaches varied. Tools and measurement approaches were 

more developed for some domains than others (e.g., process domains such as care transition, patient 

focus versus structural domains such as governance, performance measurement). Further work is 

required in measuring health systems integration; many tools require psychometric testing or further 

testing in different settings. Tools/approaches also need to be tested together to measure integration 

across the system. And for domains where no tools/approaches were identified, further research is 

required to develop the same. 
 

Conclusions: Our results provide a comprehensive toolkit to measure health systems integration. To our 

knowledge this is the first synthesis of its kind focusing on tools/approaches to measure health systems 

integration. These results will be of interest to policy‐makers, decision‐makers, providers, and health 

services researchers. Results can be applied at the program level as well as across health systems. 

Despite the limitations of the synthesis, the results provide a significant starting point in measuring 

health systems integration. 
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Sriyanjit Perera, CTS Global ‐ Assigned to CDC Tanzania 
 

Strengthening National Health M&E System by Responding to Evolving Disease Specific Needs and 

Opportunities in Tanzania 
 

Co‐authors:  Sriyanjit Perera, Joseph Nondi, Jim Todd, Samuel Msasi, Zaharani Kalungwa, Claud Kumalij, 

Niamh Darcy, Geoffrey Somi, CTS Global Assigned to U.S. Government Centers for Disease Control and 

Prevention Tanzania; National Aids Control Program, Ministry of Health, Community Development, 

Gender, Children and the Elderly Tanzania; Department of Population Health, London School o 
 

Purpose: Health System Strengthening (HSS) investments in Tanzania have strengthened the national 

M&E system rather than building vertical systems in silos. Health sector Monitoring and Evaluation 

(M&E) requirements change as health priorities evolve. By addressing new M&E systems needs within 

national systems we are better equipped to manage new requirements for all health priorities in the 

future. 
 

Content: When Tanzania’s national M&E systems couldn’t respond to emerging health priorities in the 

past, disease program investments established systems that provided disease specific M&E data but 

contributed to the weakening of the national health sector M&E system. Tanzania’s Health Sector 

Strategic Plan (HSSP) III (2010 – 2015) articulated a new vision “to develop a culture of monitoring and 

evaluation that ensures decision makers at all levels use quality data for planning and management of 

health sector activities.” Unprecedented HSS investment in national M&E systems from Global Fund HSS 

Grants, PEPFAR 2.0, the Netherlands and other donors aligned with this HSSP III goal.  Data 

completeness, timeliness, relevance and use demonstrate that Tanzania successfully leveraged those 

investments to re‐establish a national M&E system that is responsive to disease specific and health 

sector requirements. 
 

Evidence‐based decision making within Tanzania’s HSSP IV (2015 – 2020), evidence based shifts within 

PEPFAR 3.0 investments, in Tanzania and use of evidence within Global Fund grant strategies and 

prioritization all demonstrate the success of M&E system strengthening.  All of these are informed by 

evidence from national M&E systems, but these new strategies also introduce new monitoring 

requirements. As we make evidence‐based shifts in health sector strategies and investments we must 

build on successful investments in national health sector M&E systems to address our new M&E 

requirements. 
 

Conference Dimensions: In low and middle‐income countries, when funding partner inputs play a key 

role in building and sustaining resilient and responsive health systems, we have to leverage disease 

specific funding opportunities by addressing disease specific requirements within national systems. With 

strong coordination and strategic planning we can sustain and build national systems that address 

disease specific needs. 



 
 

Oral Abstracts 

 

 

Laura Rossouw, Stellenbosch University 
 

A comparable yardstick: Adjusting for vulnerability bias in self‐reported health system responsiveness 

scores 
 

Co‐authors:  Laura Rossouw, Stellenbosch University 
 

Health system responsiveness is the manner and environment in which a patient is treated during their 

interaction with the health system. It can be measured in surveys and used as a tool to evaluate the 

patient’s perspective of the non‐clinical aspects of the health system as a whole. This includes their 

evaluation of waiting times, manner in which they were treated and communicated with, their 

autonomy in decision making, their choice of provider, their privacy and cleanliness of the facility. 
 

The user’s perception of health system responsiveness often leads to differences in tangible outcomes. 

Satisfied patients are more likely to adhere to treatment and be compliant.  It also directly influences 

patient health outcomes, by impacting patient behaviour and choice. Poor system responsiveness may 

lead to lower utilization of a facility in the future. This makes measures of system responsiveness a 

valuable way of gaining insight into user perceptions. 
 

These measures are self‐reported and usually measured using the 5‐point Likert‐types scale. There is 

often a mismatch between the patient’s actual experience and their reported experience.  These 

reporting differences are driven by differences in expectations from the system, caused by various 

factors. This could include whether a person paid for the service they received, information asymmetry, 

or differences in previous experiences of the system. These factors contribute to differences in the 

reporting behaviour across sub‐groups. Once these differences become systematic, any sub‐group 

comparison are likely to be biased and unreliable. If vulnerable subgroups (such those who only have 

access to public health facilities) are underestimating the poor system responsiveness, this means that 

we are underestimating poor care received by these vulnerable sub‐groups. 
 

Using a relatively novel approach, I apply anchoring vignettes to the WHO study on global ageing and 

adult health in order to adjust for the reporting bias in health system responsiveness across six middle 

income countries (South Africa, Ghana, Mexico, India, China and Russia). I check for reporting bias across 

various sub‐groups, namely wealth status, gender, education, age, marital status, urban residence, race, 

users with medical insurance, health status, gender of provider, and travelling distance. There is 

significant evidence that vulnerable sub‐groups (the poor, the uneducated and previously disadvantaged 

race‐groups, to name a few) are underestimating their poor experience of the health system. Vignettes 

can be used as a tool to establish unbiased estimates of within and across country differences in the way 

the health system is evaluated. 
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EMMANUEL ANNIAH, School of Public Health, University of Ghana 
 

Assessment of the Community Health Officers training programme in three selected districts in the 

greater Accra region of Ghana 
 

Co‐authors:  EMMANUEL KOJO ANNIAH, Samuel  Badu Nyarko, Daniel Oduro Mensah, School of Public 

Health, University of Ghana; School of Continuous and Distance Education, University of Ghana 
 

The success of the Community‐Based Health Planning and Services (CHPS) initiative is largely dependent 

on the critical role of the Community Health Officers (CHOs) as the frontline officers. The study sought to 

assess the effectiveness of the CHOs training programme in relation to its impact on CHOs performance 

in three selected districts in the Greater Accra Region of Ghana. A cross‐sectional research                 

design employing both quantitative and qualitative approaches for purposively selecting 108 CHOs with 

eight key informants of CHPS officials in three districts. Semi‐structured questionnaire and interview 

guide were the tools employed to elicit information pertaining to training inputs for CHOs and key 

informants respectively. Also, checklists were used to gather data from non‐participant observation for 

on‐going training sessions and desk review of training documents. Quantitative data was analysed using 

SPSS and excel. Qualitative data was analysed by coding and analysing for main themes and ideas that 

were emerging. The analysis triangulates the data, with reflections on the responses from all the 

different data sources and across the three districts. The study found that the content (modules) of the 

training programme was relevant to orient trainees to become change agents for health development 

with mean scores ranging from 4.4 to 4.9 in preventive, promotive, and curative health. Furthermore, 

highly effective interactive, learner‐centred training methods were employed to deliver the training 

content with mean scores ranging from 4.5 to 4.8. Also, the application of adult learning practices during 

training sessions was found to be very relevant to enhance congenial learning environment for the 

realisation of the training outcomes. A majority (92.6%) of the CHOs indicated that the CHOs training 

programme equipped them with the necessary skills to perform their duties successfully.  Also, majority 

(97.2%) of the respondents thought allocation of training resources were adequate to meeting training 

requirements, although training budgetary allocation was a concern sometimes. In conclusion, the study 

found that the CHPS initiative has a comprehensive CHOs training programme in place which is well‐ 

designed to re‐orient CHNs to CHOs position. Thus, incorporating transfer of learning design into training 

porgrammes has a high propensity to ensuring effective mode of delivery to achieve training output    

and post‐training performance for community health workers. The study therefore recommends     

among others that the duration for the training should be revised and have it extended. Also, more 

training manuals should be reproduced and made available to participants during training sessions. 
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Salla Atkins, karolinska institutet; University of Tampere 
 

Capacity building in health research: Outcomes from the African/Asian Research Capacity 

Development (ARCADE) projects 
 

Co‐authors:  Salla Atkins, Vishal Diwan, Myroslava Protsiv, Sophie Marsden, Merrick Zwarenstein, 

karolinska institutet; RD GArdi Medical College; Institute for Development Studies; Western University; 

for the ARCADE collaboration 
 

Introduction: Effective health systems need timely, relevant research evidence to support policies. Low‐ 

and middle‐income settings continue to have inadequate research capacity to support policy makers. To 

address this gap, two large capacity building consortia of 16 partners, funded by the European Union 

ARCADE HSSR and ARCADE RSDH focused on building health research capacity in Africa and Asia, using 

innovative e‐learning methods. This presentation reflects on their outputs with particular reference to 

course development, delivery, and student mentoring. 
 

Methods: Both projects focused on 1) developing courses to build capacity in health research 2) 

delivering courses using innovative e‐learning methods 3) mentoring and writing grants to support 

young researchers. Evaluation data included in project reports and discussions were collated. Each 

activity work package was reviewed and key outcomes extracted for this presentation. Data are 

presented descriptively, using frequencies and qualitative data. 
 

Results: During the project period, the  ARCADE consortia developed 25 blended learning courses 

focusing on health systems and social determinants of health research and 30 modules that could be 

used as part of courses or as self‐standing learning material. Courses and modules were either open 

access or hosted within institutional curricula. During the project period, ARCADE HSSR delivered 10 

blended courses to students in Africa and Europe, while ARCADE RSDH delivered 16 courses. Some 

courses were deivered several times, following  the course evaluation and update of the course. Across 

the two projects, courses were offered to 924 students across the globe; to more women than men. 

During the project period, 60 joint proposals were developed between institutes. PhD level students 

were mentored in writing articles and proposals for funding, which resulted in 46 PhD or postdoc level 

proposal submissions. 
 

Discussion and conclusion: The ARCADE projects succeeded in developing a large number of courses and 

reached students across the globe through eLearning methods. The challenges to implementation were 

numerous, including conflicting institutional requirements; lack of recognition of external course credits; 

infrastructure and IT infrastructure. However, these large‐scale projects showed that capacity building 

across borders is possible, with relatively little resources. The innovative design of the project allowed  

for senior staff and experts to share their knowledge and experience with students elsewhere, without 

requiring travel.  As IT capacity in resource limited settings increased, virtual instruction and mentoring 

becomes easier – but even now, it can contribute towards student capacity globally. 



 
 

Oral Abstracts 

 

 

Nelcy Martínez Trujillo, Cuban National School of Public Health 
 

Developing Nursing Capacity for Health Services and Systems Research in Cuba, 2008–2015 
 

Co‐authors:  Nelcy Martínez Trujillo, Nereida Rojo Pérez, Cuban National School of Public Health 
 

Background:  Health systems and services research by nursing personnel could inform decision making 

and nursing care, providing evidence concerning quality of and patient satisfaction. Such studies are 

rather uncommon in Cuban research institutes, where clinical research predominates.OBJECTIVE Assess 

the results of a strategy implemented between 2008 and 2015 to develop individual, institutional and 

national nursing capacity for health systems and services research in 14 national research institutes 

based in Havana.METHODS The study comprised four stages: description of approaches to health 

systems and services research by nurses worldwide and in Cuba; analysis of current capacities for such 

research in Cuba; intervention design and implementation; and evaluation. Various techniques were 

used including: literature review, bibliometric analysis, questionnaire survey, consultation with experts, 

focus groups, and workshops for participant orientation and design and followup of research projects. 

Qualitative information reduction and quantitativeinformation summary methods were used. Initially, 

32 nursing managers participated; a further 105 nurses from the institutes were involved in research 

teams formed during intervention implementation.RESULTS Of all published nursing research articles 

retrieved, 8.9% (185 of 2081) concerned health systems and services research, of which 26.5% (49 of 

185) dealt with quality assessment. At baseline, 75% of Cuban nurses surveyed had poor knowledge of 

health systems and services research. Orientation, design and followup workshops for all institute teams 

developed individual and institutional capacity for health systems and services research. Post‐ 

intervention, 84.7% (27) of nurses reached good knowledge and 14.3% (5) fair; institutional research 

teams were formed and maintained in 9 institutes, and 13 projects designed and implemented (11 

institutional, 2 addressing ministerial‐level priorities) to research nursing issues at selected centers. 
 

DISCUSSION: Nurses’ dearth of knowledge about conducting HSSR has been analyzed by this author in 

other publications, which attributeit, among other things, to the fact that there is no clear understanding 

of its potential contribution to caregiving, the essenceof the profession. CONCLUSIONS A systematic 

strategy to build nursing capacity for health systems and services research can be effective in involving 

nurses in such research and in developing institutional support for it, fostering compliance with Cuban 

and international professional development priorities for nursing, as well as contributing to              

quality of patient services.For first time individuals, institutional and national nursing capacities were 

identified and developed for health services and system research. 
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Dintle Molosiwa, University of Cape Town 
 

Transformative education: Improving health outcomes through effective public/private partnerships 
 

Co‐authors:  Dintle Senanto Molosiwa, Tshiamo Keolopile, University of Cape Town; Boitekanelo College 
 

Background: It is a well‐entrenched understanding that there is severe shortage of health workforce – 

shortage most critical for sub‐Saharan Africa. The challenge of health workforce does not only comprise 

inadequate numbers of the required health personnel. The complexity of this challenge includes an 

imbalance in skill mix and inequitable distribution of the available workforce within country regions. It is 

for this reason that formal and close collaboration between training institutions and health systems 

(governments) should be forged. 
 

Description: This is an in‐depth longitudinal study that seeks to explore the notions of transformative 

education and the power of public/private partnership in health service delivery, particularly in hard‐to‐ 

reach areas, in Botswana. The study uses the Community Support Strategy (CSS) ‐ a pilot initiative of the 

Ministry of Health, supported by the European Union (EU), aimed at strengthening the implementation 

of high impact interventions through community engagement and empowerment – as a case study. The 

study uses the Lancet Commission series of reforms on education processes as a conceptual framework. 

This first phase of the study focuses on three key elements for reform: admissions, competencies, 

channels of instruction and initial project impact. Process review, on‐site participant observation and 

baseline surveys informed the study. 
 

Lessons learnt: The approach taken for this project, including recruiting health educators from their 

communities and dispatching them back to the same resolves the longstanding challenge surrounding 

cultural acceptability of health services and greatly enhance participation. It also tackles health 

personnel inequity – especially in hard‐to‐reach country regions. Effective and functional synergy 

between government and private training institutions provides an enabling environment to respond 

timeously to emerging and urgent public health concerns/outbreaks. This approach to health human 

resource development requires curriculum development that aligns with evolving community 

needs/focused training and promotes competencies and capability based training able to elicit clear 

health outcomes and clear career pathways. 
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Stephen Hodgins, Save the Children 
 

Empty Scale‐Up or Impact at Scale? 
 

Co‐authors:  Stephen Hodgins, Save the Children 
 

Problem: Global health program efforts often develop momentum and continue, drawing considerable 

resources, despite not having the impact they were intended to. Lacking are vigilance, responsiveness, 

and openness to make needed adjustments to strategy. In too many instances, the result is Empty Scale‐ 

Up. Paradigmatic cases include: the global program initiative, Integrated Management of Childhood 

Illness; the U.S. DARE anti‐drugs program; and the Indian Integrated Child Development Scheme—but  

we would argue that most program efforts are affected by this dynamic to at least some degree. 
 

Purpose: This presentation will report on findings emerging from an ongoing consultative process that 

aims to characterize remediable drivers of this dysfunctional pattern, identifying points for action by key 

players including: donors, international technical agencies and other technical assistance partners, 

ministries of health, and evaluators (which corresponds to the intended audience for this work). 
 

Methods: In‐depth individual interviews; convenings for group discussion; iterative rounds of question, 

response and synthesis. Informants/ participants drawn from target groups listed above, selected for 

breadth and depth of global health program experience. 
 

Drivers and Remedies: This process is continuing and is expected to yield additional specific action 

points by key players. Early findings include the following: 
 

Drivers:  Rigidly implemented, simplistic, context‐blind plans (lack of a learning/ adaptive stance) 

Measurement:  Not taken seriously as a means for directing adjustment/ improvement Not looking at 

the right things Inherent challenges in discerning how we’re doing with regard to ultimate goals Self‐ 

justification and lack of objectivity with regard to one’s own work Momentum, having a heavy 

investment in the current effort, maintaining appearance of success 
 

Remedies:   In the first instance, acknowledging this is an issue worth attention—including within global 

health governance and accountability mechanisms New culture, norms, procedures, expectations— 

notably among donors and global technical bodies 
 

Significance for the sub‐theme area/field‐building dimension: Insufficient attention to context, systems, 

and complexity associated with relatively rigidly implemented “blueprint” strategies results in programs 

and services that are insufficiently responsive to population needs and actual conditions on the ground. 

At the end of the day, though we may have programs or services that look good on paper, they don’t 

achieve their intended population health goals. There is a need for a shift in institutional norms and 

culture towards a learning/ adaptive stance that is open to revisit initial assumptions and design choices 

in the face of evidence that a program isn’t delivering. 
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Stephen Maluka, University of Dar es Salaam 
 

Engaging non‐state providers towards Universal Health Coverage: How do Contracting out Health Care 

Services work in Tanzania? 
 

Co‐authors:  Stephen Oswald Maluka, Dereck Chitama, Esther William Dungumaro, Crecensia Masawe, 

University of Dar es Salaam; Muhimbili Universities of Health and Allied Sciences, Tanzania; Dar es 

Salaam University College of Education, Tanzania 
 

Background: The realisation of the right to health for millions of people in poor countries depends upon 

an increased equitable access to health services. In order to fulfil this goal, there has been an increased 

expansion of non‐state providers in health service provision in low and middle‐ income countries. One of 

the most common approaches to engage non‐state providers has been to contract‐out non‐state 

providers to deliver health services to a specified population. While impact of contracting‐out on 

increased access to health services has been reported, little is known about the implementation of 

contractual arrangements in developing countries. Most of the literature is in the form of donor‐ 

sponsored papers and reports, and, generally, these rarely describe specific design and implementation 

features in detail. The context in which contracting‐out is implemented and the design features of the 

interventions are likely to greatly influence the chances for success. 
 

Methods:  This presentation highlights why and how the contractual arrangements for primary health 

care services in Tanzania are developed and implemented by reflecting on the roles of actors, their 

context, and how they influenced the process. Four district councils which have signed contractual 

arrangements with non‐state providers to provide primary health care services were selected for in‐ 

depth assessment – two high performing and two low performing districts. Both qualitative and 

quantitative approaches were used. Qualitative research tools used included: document review and in‐ 

depth interviews with key informants. Quantitative research tools included analysis of patient data. 
 

Results: The contracting‐out increased access to and utilization of maternal health services in contracted 

out non‐state providers. Commitment of the government to implement a policy on free maternal health 

care services and increased demand for health professional in private sector were the main factors for 

the implementation of the contractual arrangement. A number of factors affected the implementation of 

the contractual arrangements including capacity of the local government authorities, availability of   

funds to pay the providers, changes in the payment mechanisms, and inadequate performance 

monitoring mechanisms. 
 

Conclusion:  The presentation adds a new knowledge base on the development and implementation of 

contracting‐out in Tanzania. It provides a better understanding of circumstances in which, and processes 

through which, engaging non‐state providers improve access to health services towards Universal Health 

Coverage in the context of resource‐starved environments. 
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Robert McPherson, Save the Children 
 

Best Compromise of Rigor vs. Practicality in the Assessment of Postnatal Home Visitation Program 

Efforts Implemented at Scale 
 

Co‐authors:  Robert McPherson, Stephen Hodgins, Save the Children 
 

Purpose: WHO and UNICEF issued a Joint Statement in 2009 recommending that ministries of health 

implement programs using community health workers to conduct postnatal home visits (PNHVs) in 

order to reduce newborn mortality. Countries that subsequently introduced such programming at scale 

have struggled to implement PNHVs effectively. How, with limited resources, can we draw lessons from 

such program experiences and generate valid, robust findings to guide other countries to design and 

deliver services more effectively? There is a paucity of modest approaches to evaluate and characterize 

the implementation of large‐scale efforts to provide interventions such as PNHVs. 
 

Focus/content: Large‐scale, multi‐year evaluation approaches such as that used for IMCI have been 

characterized as a gold standard. Useful though such assessments may be, they present problems as a 

model due to intensive funding requirements, and often lack implementer ownership and timeliness. 

What viable alternatives are there for evaluating important interventions implemented at scale? We 

need research techniques that are practical, have modest resource requirements, provide insights in real 

time, and generate findings and conclusions that we can have confidence in. Methodologically,           

what discipline can we impose on ourselves to achieve this without unacceptable sacrifices in validity? A 

team from Save the Children, WHO, UNICEF, USAID, and the Maternal Child Survival Program is 

conducting a global review of country‐level experience with the implementation of PNHVs at scale using 

interviews with stakeholders and review of available quantitative secondary data to learn from the 

limited number of country program case studies that are available. We are drawing together findings   

and conclusions on factors that positively or negatively affect performance by synthesizing country‐level 

stakeholders’ statements regarding their own experiences with implementation. This approach has been 

used by others including Yamey (2012) and holds significant potential to inform implementation. 
 

Significance for the sub‐theme area/field‐building dimension and target audience 
 

Our approach to reviewing experience with implementation maximizes validity by focusing on 

stakeholders’ assessments of facilitators and barriers that affect implementation and triangulating both 

quantitative and qualitative findings. We enhance the usefulness of findings by involving both global and 

country‐level stakeholders in the analysis and use of results. Limitations include the small number of 

country case studies and problems inherent with the use of secondary data. Our methods represent a 

straightforward, doable approach to documenting program learning across a small number of cases and 

using the results to inform the critical field of implementation. 
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Yamini Atmavilas, Oxford Policy Management Ltd 
 

Methodological innovations from an integrated Monitoring, Learning and Evaluation approach to a 

comprehensive health systems strengthening intervention, the Bihar Technical Support Programme 
 

Co‐authors:  Tom Newton‐Lewis, Yamini Atmavilas, Indrajit Chaudhuri, Subrato Mondal, Sam Franzen, 

Oxford Policy Management Ltd; Bill and Melinda Gates Foundation; CARE 
 

The Bihar Technical Support Programme (BTSP) is a comprehensive multi‐year initiative (2014 onwards), 

supporting the State Government of Bihar, India to improve reproductive, maternal, newborn and child 

health and nutrition outcomes. BTSP, funded by the Bill and Melinda Gates Foundation (BMGF) and 

implemented by CARE, provides techno‐managerial, operational and measurement related support to 

strengthen the capability, accountability and policy environment of the public health and nutrition 

systems and facilitate improved coverage and quality of services at facility and outreach level. 
 

Improving the responsiveness of the public health and nutrition systems is a key aim of BTSP, including 

through interventions related to supporting the flow and use of data in decision making at all levels, 

improving leadership skills related to horizon scanning and planning, and encouraging top‐down and 

bottom‐up accountability within and outside the system. 
 

An integrated approach to monitoring, learning and evaluation (MLE) is being undertaken, coordinated 

between internal and external partners (Oxford Policy Management, Johns Hopkins University, and 

Liverpool School of Tropical Medicine). This includes:  A process assessment of the activities of BTSP and 

whether they have contributed to intended changes in actions and behaviours of government 

counterparts A capacity development assessment of whether the BTSP activities have improved the 

ability and disposition of government counterparts to fulfil their mandates A strategic assessment of 

whether BTSP have been able to ensure the requisite policy, structural, budgetary, and institutional 

changes to be sustainable and have maximum effect A health and nutrition systems performance 

assessment, using a comprehensive set of indexes to measure systems strength An output level 

assessment of whether BTSP has contributed to improved service availability, readiness and quality A 

rigorous quasi‐experimental evaluation of the impacts of nurse mentoring on the quality of BEmONC, 

CEmONC and family planning care, which includes observations of clinical practice An assessment on 

whether BTSP ultimately contributes to improved outcomes through continual population level data 

collected through a state‐wide Lot Quality Assurance Sampling framework 
 

The presentation will cover the integrated methodology and the first round of results, expected autumn 

2016. The contribution to the theme will include:  Methodological reflection on an integrated MLE 

approach to a major systems strengthening intervention that covers and analyses across the entire 

results chain using mixed methods, including modelling and econometric techniques Innovative 

evaluative techniques related to leadership, management, governance, accountability, organisational 

culture and work climate, and their link to service delivery quality and coverage and population 

outcomes 
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Deepthi Wickremasinghe, London School of Hygiene & Tropical Medicine 
 

Aid effectiveness principles for scale‐up of innovations to improve maternal and newborn survival in 

Northeast Nigeria, Ethiopia and Uttar Pradesh State, in India 
 

Co‐authors:  Deepthi Wickremasinghe, Neil Spicer, Joanna Schellenberg, London School of Hygiene & 

Tropical Medicine 
 

Background: Aid effectiveness is a key concern for donors, recipient country governments and other 

stakeholders. Many have signed up to a series of international agreements designed to promote 

changes in how funding is managed, used and monitored for implementing programmes. Yet in funding 

health programmes, including scaling‐up innovations, mismatches in stakeholder working practices 

continue to create challenges, weakening recipient governments’ ability to implement and scale‐up 

innovations and develop long‐term, equitable health services. 
 

Methods: We explored enabling and inhibiting factors to scaling up innovations designed to improve to 

maternal and newborn health services; how barriers were overcome; and external factors conducive to 

scale‐up. From mid‐2012 to early 2013, we conducted 150 qualitative, semi‐structured interviews with 

purposively selected stakeholders experienced in scaling up innovations to improve mother and newborn 

survival in Ethiopia, NE Nigeria and Uttar Pradesh, in India. Interviewees represented organisations 

working in this area, or having a detailed understanding of scaling‐up innovations in donor‐funded 

programmes. Our analysis showed that issues affecting the scale‐up of health innovations closely 

mirrored those relating to aid effectiveness. Through desk research into the international         

agreements monitored by the Global Partnership for Effective Development Co‐operation, and referring 

to our data, we developed a framework based on six aid effectiveness principles. This informed a second 

round of data analysis. We systematically analysed our qualitative data making cross‐country 

comparisons. 
 

Results: Most interviewees considered country ownership important, and alignment with country 

priorities, policy frameworks and targets essential, for enabling scale‐up of innovations. Harmonisation 

and partnership working, though currently weak, was growing and further coordination was expected to 

lead to better integration when implementing innovations for scale‐up. There was some movement 

towards greater transparency and accountability about scalable innovations, but more information 

sharing is needed. Predictability of funding was seen as key to scaling up innovations, yet remained a 

major challenge. Civil society engagement and participation in planning how to take innovations to   

scale, as well as implementing them, was important, although currently often missing. 
 

Discussion: Due to the complexity of scaling‐up innovations, realising commitments to aid effectiveness 

and developing resilient and responsive health services and systems is a challenge that will take time, 

requiring both donors and governments to change how they work. Yet if they embraced aid 

effectiveness more strongly the prospects of scale up would be enhanced, helping to implement 

improvements and innovations in health services and systems. 
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Monita Baba Djara, Management Sciences for Health 

 
BRIDGING THE RESEARCH IMPLEMENTATION GAP: PARTNERING RESEARCH AND PRACTICE TO IMPROVE POST‐ 

PARTUM FAMILY PLANNING CARE 

 

Co‐authors:  Monita Baba Djara, Gwendolyn Morgan, Scott McKeown, Lea Monda, Pascal Doha, Maeve Conlin, 

Fabio Castano, Management Sciences for Health; Evidence to Action; MEASURE Evaluation 

 

PURPOSE: Bridging the research‐implementation gap in postpartum family planning (PPFP) care requires 

innovative partnerships to generate evidence, especially in developing countries where socio‐cultural factors 

influence both provider and client perceptions of family planning services.  Research/implementing partnerships, 

despite their challenges, provide fruitful opportunities to promote real‐time evidence‐based practices to improve 

accessibility and responsiveness of PPFP services. 

 

FOCUS: Two USAID funded projects, the Leadership, Management & Governance (LMG) Project and the Evidence to 

Action (E2A) project, collaborated on an implementation research study to assess the impact of leadership, 

management, and governance (L+M+G) trainings on an existing service delivery project. The primary aim of this 

study was to evaluate the added‐value of the Leadership Development Program Plus (LDP+) on a PPFP service 

delivery improvement project focused on improving clinical and counseling skills of MNCH staff in tertiary hospitals 

in Yaoundé, Cameroon. 

 

Joint partnership on a research project requires consistent effort on the part of all parties to align expectations and 

procedures so that the objectives of each project can be achieved. Managing opposing needs—the rigor of research 

and flexibility of project implementation‐‐ can be particularly challenging. Bi‐weekly meetings with research,  

clinical, and LDP+ staff were important to facilitate communication about activities, challenges, and                 

changes in the intended programs. Precise documentation of these changes was essential for informing study 

analysis at endline. 

 

Close collaboration also required harmonization of implementation schedules, indicators, data collection 

protocols, and data collection. Frequent sharing of intervention and research information to check quality of data 

collected in both Projects had to be balanced with the need to avoid potential bias between arms of the study. 

Quickly resolving problems together, though requiring additional effort and resources, helped the two projects 

negotiate challenges and keep the interventions on track and coordinated. 

 

SIGNIFICANCE: In the current donor environment there is an increasing demand for rigorous evaluation and 

research. A collaborative approach to implementation research is critical to produce meaningful research with 

actionable findings while maximizing scarce resources. To build the evidence base in health systems research, such 

as the value of L+M+G investments, researchers investigating  “upstream” outcomes can partner with projects 

focusing on service delivery‐oriented objectives. The collaboration between LMG and E2A was a flagship example 

of such a partnership that helped reach the objectives of two different USAID‐funded projects. 

 

TARGET AUDIENCE:  The implementation, methods, and lessons learned from this collaboration will be useful for 

program implementers interested in implementation research. 
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Lauren Gerlach, AcademyHealth 
 

How Can Research Be More Useful and Used? Lessons from a Long‐Running Grantmaking Program 
 

Co‐authors:  Lauren Gerlach, Megan Collado, AcademyHealth 
 

Purpose: To highlight effective strategies for enhancing the uptake and use of research findings by 

policymakers, health systems, and communities, drawing on lessons from a long‐running, U.S.‐based 

grantmaking program. 
 

Focus/content: For nearly 30 years, the Changes in Health Care Financing and Organization (HCFO) 

initiative, a grantmaking program of the Robert Wood Johnson Foundation managed by AcademyHealth, 

supported investigator‐initiated research studies on pressing issues in health policy and health care 

delivery. Central to the program was a commitment to the generation of policy‐relevant research   

studies and the timely dissemination of findings to research end‐users, particularly policymakers and 

analysts in the U.S. federal government. Drawing on the HCFO program’s extensive experience with 

knowledge translation, this presentation will explore several strategies for promoting the uptake and use 

of research findings by policymakers and other audiences. These strategies include: 1) involving    

research end‐users in the development of a research study; 2) facilitating knowledge exchange and trust 

through in‐person and virtual meetings of researchers and end‐users; 3) tailoring written products to   

the needs and interests of the intended audience; and 4) strengthening researchers’ confidence in their 

own translation skills through training and other guidance. Each of these strategies will be accompanied 

by specific examples from the HCFO program that demonstrate how research findings reached policy 

audiences and with what impact, and how these strategies might be applied in health systems outside 

the U.S., particularly those in low‐ or middle‐income countries. The presentation will conclude with a 

discussion of the practical challenges of assessing the effectiveness of knowledge translation strategies, 

including the opportunities and challenges the HCFO program faced in documenting its impact. 

Particular attention will be paid to recommendations for researchers, health systems, and others 

seeking to more effectively capture the impact of their work on health policy and practice. 
 

Significance for the sub‐theme area/field‐building dimension of relevance: In order for research 

evidence to help improve health and the performance of health systems, findings must be 

communicated to key decision makers at the right time, in the right format, and on topics that are 

relevant to current decisions and debates. As this presentation will discuss, fostering greater exchange 

and even collaboration between researchers and the expected users of their work is one important 

strategy for producing research that is useful and used. 
 

Target audience: Researchers, research funders, research translators or intermediaries, health systems 

decision makers, health policymakers, and other research end‐users. 
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Elise Smith, Université de Montréal 
 

A Bibliometric Analysis of Open Access and Hybrid Journal Publications in Global Health Research 
 

Co‐authors:  Elise  Smith, Stefanie Haustein, Philippe Mongeon, Fei Shu, Valery Ridde, Vincent  Larivière, 

Université de Montréal; McGill University 
 

Background: In 1982, the Annals of Virology published a paper showing how Liberia has a highly   

endemic potential of Ebola warning health authorities of the high risk for potential outbreaks. Still, most 

public health actors were surprised by and unprepared for the 2014 epidemic. The myriad of actors 

involved in global health research (GHR) makes knowledge sharing both challenging and complex. As 

suggested in the Report on Health Coverage written by the World Health Organisation, access to 

scholarly research through open access (OA) publication can facilitate this process in GHR. There is no 

empirical research that analyzes OA in the specific field of GHR. Our study aims to fill this gap by 

assessing the use of and cost for OA publication in GHR. 
 

Methods: Using the PubMed search engine, 3,366 documents published between 2010 and 2014 were 

identified using the Medical Subject Heading (MeSH) “Global Health”. Their access status was 

determined using data from PubMed, the Directory of Open Access Journals, Ulrich’s Periodicals 

Directory, as well as through manual verification of policies on journal or publisher websites. Papers 

were classified by categories of accessibility as published in gold OA journals with and without article 

processing charges (APCs), delayed OA, hybrid OA (i.e., OA paper published in a subscription journal), or 

toll access (i.e., only accessible via subscription or pay‐per‐view). Costs of published works were 

calculated in US$ based on APCs listed on journal and/or publisher websites, thus excluding possible 

reductions or lifted fees. 
 

Results and Discussion: Our study finds that 72% of GHR papers were not freely accessible, which is 

negligibly lower then rates in other medical fields. As few as 18% of papers were published in gold OA 

journals. Most subscription journals in GHR do offer a hybrid option, however, only 7% of authors paid 

an APC to make their paper OA in a subscription journal (hybrid OA). From 2010 to 2014, the total fees 

paid for APCs in GHR was more the $1,700,000 for a total of 627 papers; on average, authors paid 

$2,732 per publication. 94% of APCs were paid to journals that are owned by 10 most prominent 

publishing companies. 
 

Conclusion: Although accessible knowledge is essential to build worldwide research capacity in GHR, less 

then a quarter of research is OA. While some journals make OA publishing free of cost to authors, others 

have overbearing profit margins that also create an important barrier to researchers. 
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Issiaka Sombie, Organisation Ouest Africaine de la Sante 
 

Planification d’une intervention pour renforcer le transfert–application des données probantes en 

santé maternelle, néonatale et infantile (SMNI) en Afrique de l’Ouest 
 

Co‐authors:  Issiaka SOMBIE, Pierre Ongolo‐Zogo, Ermel Johnson, Virgil Lokossou, Namoudou Keita, Yves 

Mongbo, Aissa Bouwaye, Organisation Ouest Africaine de la Sante; Université Yaoundé1 
 

Contexte : L’Organisation Ouest Africaine de la Santé (OOAS) est adjudicataire d’une subvention de 

recherche en tant qu’organisme de politique et de recherche en santé dans le cadre de l’initiative 

canadienne Innovation pour la santé des mères et des enfants d’Afrique avec pour but de faciliter le 

transfert‐application des données probantes dans les pays de la CEDEAO. 
 

Approche méthodologique : Trois équipes de consultants ont été sélectionnées pour mener une 

évaluation formative de la situation de la SMNI en termes de transfert‐application des données 

probantes, équité et genre et, facteurs liés au système de santé. L’atelier méthodologique des 

consultants s’est achevé par un dialogue avec les responsables ministériels de la SMNI. La synthèse des 

données probantes issues de la revue documentaire sur le transfert‐application des données probantes 

en SMNI et de l’analyse préalable des parties prenantes dans chacun des six pays Bénin, Burkina Faso, 

Ghana, Mali, Nigeria et Sénégal a informé un dialogue national des parties prenantes. Les participants 

ont délibéré sur les forces, faiblesses, opportunités et menaces d’une part et les besoins prioritaires 

pour le renforcement de la décision éclairée par les données probantes d’autre part. Un dialogue 

régional regroupant une soixantaine d’acteurs a délibéré sur les principaux gaps et besoins en matière 

de prise en compte du genre et de l’équité d’une part et sur les composantes prioritaires d’une 

intervention régionale de promotion de la décision éclairée par les données probantes d’autre part. 
 

Résultats : Au moment où les pays sont en phase de planification stratégique pour atteindre les objectifs 

de développement durable en particulier ceux relatifs à la santé, l’approche multisectorielle, des 

stratégies et des objectifs explicites pour une prise en compte effective du genre et de l’équité sont 

prioritaires. Une division appropriée du travail est impérative entre les acteurs supra nationaux et 

nationaux au sein de la pyramide sanitaire. Les plateformes nationales de transfert‐application des 

données probantes devraient collaborer avec une plateforme régionale domiciliée à l’OOAS pour faciliter 

le renforcement des compétences individuelles pour un meilleur recours aux données probantes             

et soutenir les changements organisationnels et institutionnels dans les pays. L’OOAS est dotée               

de la légitimité pour servir en tant qu’agence de courtage des données probantes pour améliorer la 

SMNI. 
 

Conclusion : Les dialogues des parties prenantes informés par la circulation préalable d’une synthèse des 

données probantes ont favorisé des délibérations conviviales et riches d’enseignements et surtout  

permis d’intégrer transfert‐application des données probantes, équité, genre et déterminants 

systémiques de la SMNI. 
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Chigozie Uneke, Ebonyi State University Abakaliki Nigeria 
 

Implementation of a health policy advisory committee as a knowledge translation platform: the 

Nigeria experience 
 

Co‐authors:  Chigozie Jesse Uneke, Chinwendu Daniel Ndukwe, Abel Ebeh Ezeoha, Henry Chukwuemeka 

Uro‐Chukwu, Chinonyelum Thecla Ezeonu, Ebonyi State University Abakaliki Nigeria ; National Agency 

for the Control of AIDS, Abuja, Nigeria; National Obstetrics Fistula Centre, Abakaliki, Nigeria 
 

Background: There is a need to strengthen institutions and mechanisms that can promote interactions 

among researchers and policy‐makers to facilitate the uptake of research findings. Health Policy 

Advisory Committee (HPAC) is one mechanism that can serve as an excellent forum for interaction of 

policy‐makers and researchers. The need to have a long term mechanism that allows for periodic 

interactions between researchers and policy‐makers within the existing government system 

necessitated our implementation of a newly established HPAC in Ebonyi State Nigeria, as a Knowledge 

Translation (KT) platform. Members of the Ebonyi State HPAC included senior directors from Ministry of 

Health (MoH), senior academics from the university and a director of non‐governmental organization. 

The objective was to enhance capacity of the HPAC to effectively promote evidence informed policy‐ 

making and function as a KT platform. 
 

Methods: A series of capacity building programmes and KT activities were undertaken including: i) 

Capacity building of the HPAC using Evidence‐to‐Policy Network (EVIPNet) SUPPORT tools; ii) Capacity 

enhancement mentorship programme of the HPAC through a three‐month executive training 

programme on health policy/health systems and KT in Ebonyi State University; iii) Production of a policy 

brief on strategies to improve performance of  Government’s Free Maternal and Child Health Care 

Programme in Ebonyi State; and iv) Hosting of a multi‐stakeholders policy dialogue based on the 

produced policy brief on the Government’s Free Maternal and Child Health Care Programme. 
 

Results: The study findings indicated a noteworthy improvement in knowledge of evidence‐to‐policy link 

among the HPAC members; the elimination of mutual mistrust between policy‐makers and researchers; 

and an increase in the awareness of importance of HPAC in the MoH. The HPAC members became more 

proactive and promoted use of research evidence in policymaking at the MoH. 
 

Discussion/Conclusion:  This study highlights the importance of capacity building of policy actors on KT; 

the unexplored role of HPAC; the appropriateness of employed training approaches i.e. workshops and 

short course; the usefulness of a mainstream structure; the systematic engagement and structured 

dialogue between researches and policy‐makers. Findings suggest that a HPAC can function as a KT 

platform in a low‐income setting, and can introduce a new dimension towards facilitating evidence‐to‐ 

policy link into the operation of the MoH, and can serve as an excellent platform to bridge the gap 

between research and policy. Lessons learned can aid in the design of a more complex study strategy 

that will fully elicit the unexplored KT potential of HPAC. 
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Tani Kassimu, Ifakara Health Institute 
 

A Time‐Use Study Of Community Health Worker Service Activities In Three Rural Districts Of Tanzania 
 

Co‐authors:  Kassimu Tani, Ifakara Health Institute 
 

Objectives: Despite expanding international commitment to community health worker (CHW) 

deployment, little is known about how such workers actually use their time. This paper investigates this 

issue for paid CHWs named “Community Health Agents,” which in Swahili is “Wawezeshaji wa Afya ya 

Jamii” (“WAJA”), trained for nine months in primary health care service delivery and deployed to villages 

as subjects of a randomized trial of their impact on childhood survival in three rural districts of Tanzania. 
 

Methods: To capture information about time allocation, 30 WAJA were observed during conventional 

working hours by research assistants for five days each over a period of four weeks.  Results were 

presented in term of percentage time allocation for direct client treatment, documentation activities, 

health education, health promotion non‐work‐related activities and personal activities. 
 

Results: During routine 8‐hour workdays, 59.5% of WAJA time was spent on the provision of health 

services and other work‐related activities and 40.5% was spent on personal activities. Overall, WAJA 

spent 27.8% of their work on traveling from home to home, 33.1% on health education, 9.9% of health 

promotion and only 12.3% on direct patient care. Other activities were related to documentation and 

office work (7.8%) and supervision (2.5%). 
 

Conclusions:  Results reflect the pressing obligations of community workers to engage in activities other 

than direct work responsibilities during routine work hours.  Time spent on work activities is primarily 

used for health education, promotion, moving between households, and direct patient care. However, 

greater effort should be directed to strengthening supervisory systems and follow‐up of challenges 

WAJAs facing in order to increase the proportion of working hours spent on providing services to clients 

each day. 
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Maeve Conlin, Management Sciences for Health 

 
A GENDERED APPROACH TO SUPPORTIVE SUPERVISION: A FRAMEWORK FOR INQUIRY 

 
Co‐authors:  Monita Baba Djara, Maeve Conlin, Anupa Deshpande, Management Sciences for Health; USAID 

Expanding Monitoring and Evaluation Capacities (MECap) Project 

 

Background: A strong, prepared health workforce is integral to providing resilient and responsive health services.   

In 2008, WHO reported that women comprised over 75% of the health workforce in many countries but tend to be 

concentrated in positions that required less training and with lower status.  Consequently, men are more likely to 

be managers and supervisors in the health workforce than women. The USAID‐funded Leadership, Management & 

Governance Project (LMG) developed a framework positing that gender‐transformative manager‐supervisee 

interactions and supportive supervision may improve service quality by advancing gender equity. 

 

Methods: To study HRH performance, productivity and retention, and improve human resource management 

(HRM) interventions in the developing country context, LMG conducted preliminary, formative research into 

gender disparities in the health workforce by asking: 

 

‐How do gender norms and attitudes influence manager‐supervisee interactions that can affect provider decision‐ 

making agency, thereby impacting client interactions, client care, and client satisfaction? 
 

‐To what extent do HRM interventions in FP reference gender issues and gender‐transformative policies or 

actions? 

 

The team conducted a targeted literature review followed by key informant interviews with 14 global experts in 

gender, family planning, and HRM to draft a theoretical framework for Gender Transformative HRM interventions 

that could influence workforce retention, productivity, and gender equity to bolster service delivery outcomes. We 

then tested the framework through semi‐structured interviews with 17 field‐based respondents from two East 

African countries working in family planning settings.  Responses were analyzed thematically and used to revise the 

framework. 

 

Results: Field insights revealed gendered perceptions of ambition, management style, accountability, and 

adherence to HR policies. Most acknowledged the difficulty of separating gender from other sources of bias and 

discrimination in the workplace (e.g., age, seniority, ethnicity, religion). All respondents noted that gender was 

important to consider in the interpersonal implications of HR policy implementation; and that there was a need to 

address gender in the workplace to improve supportive supervision, performance, and retention. The framework 

was revised based on these field results. 

 

Discussion: This framework illustrates the potential of manager‐supervisee interactions, specifically supportive 

supervision interventions, to improve gender equity as a means to support and retain a productive, well‐trained 

workforce, and sustain high‐quality services. The framework is intended to inspire further investigation and 

encourage continued discussion on how gender –transformative program and policy formulation can influence 

gender norms and attitudes that, in turn, affect provider‐client interactions as well as quality of care and client 

satisfaction. 
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Jane Cover, PATH 
 

The ultimate task shifting strategy: Findings from Uganda on self‐administration of injectable 

contraception 
 

Co‐authors:  Jane Cover, Allen Namagembe, Justine Tumusiime, Jeanette Lim, Anthony Mbonye, PATH; 

PATH/Uganda; Ministry of Health, Uganda 
 

Background: Subcutaneously administered depot medroxyprogesterone acetate (DMPA‐SC) packaged in 

the Uniject™ device, (Sayana® Press), is now registered in at least 25 countries, including six countries in 

Africa.  Due to its subcutaneous, prefilled, single‐dose presentation, Sayana Press can readily be given by 

family planning clients themselves through self‐injection.  Self‐injection of Sayana Press can overcome 

access barriers and increase women’s ability to manage their fertility. The obligation to visit a provider 

every three months for reinjection is challenging, especially for African women who often must travel 

some distance, and for whom discretion and confidentiality are key concerns. While self‐injection studies 

have been promising, studies to date involving unsupervised self‐injection outside of clinics have 

exclusively focused on high resource settings; more information is needed to determine what support 

women in low‐income settings need to self‐inject competently and independently. PATH and the Uganda 

Ministry of Health recently completed an operational feasibility study of self‐injection – the first study    

of self‐injection to take place in Africa. 
 

Methods: Study nurses recruited participants through family planning clinics, and trained participants 

one‐on‐one in how to self‐administer injectable contraception. Women were given the opportunity to 

practice injecting a model, and then self‐injected under study nurse supervision. Their injection 

technique was evaluated objectively using an observation checklist. Structured interviews with each 

woman were conducted to understand their injection experience. Three months later, after the 

reinjection date had passed, women were followed up to assess whether and when they gave the 

injection, observe their level of injection competence (demonstrated on a model), and understand their 

experience. 
 

Results: 381 women were trained in self‐injection by study nurses. Upon completion of training, 98% of 

participants were able to self‐administer the injection competently, consistent with an observation 

checklist. Ninety‐four percent of participants reported that self‐injection was easy and 97% were 

confident that they could administer the injection independently, without the provider present. At the 

follow‐up home visit three months later, 90% of participants demonstrated a satisfactory level of 

injection competence (evaluated on a model using an observation checklist). Nearly all (98%) expressed 

a desire to continue self‐injection. 
 

Conclusions: Most Ugandan women, despite relatively low literacy and education levels, readily attain 

proficiency at self‐injection after a single one‐on‐one training session. The vast majority retain 

proficiency three months later at reinjection. These findings bode well for expanding injectable delivery 

options in the future in Uganda and other low resource settings. 
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Marianne Darwinkel, Community Health Promotion Kenya 
 

Implementing task‐sharing: Facilitators and bottlenecks in introducing the clinical officer reproductive 

health program to improve access to comprehensive emergency obstetric care in Kenya 
 

Co‐authors:  Marianne Corine Darwinkel, Reuben Waswa Nabie, Julius Maina Nduru, Helen  de Pinho, 

Shanon McNab, Community Health Promotion Kenya; Mailman School of Public Health ‐ Columbia 

University 
 

Background: While task‐sharing is used to make healthcare more accessible and efficient in most parts 

of the world, there is limited research into task‐sharing implementation. Instead, the focus remains on 

training, with little consideration of how to integrate cadres with new skills into the health system in a 

sustainable manner that achieves fidelity to stated goals – bringing care closer to the community. 
 

In Kenya, task‐sharing of clinical skills to Clinical Officers (COs) occurred nine decades ago, and they have 

gone on to specialize in a number of fields, most recently in reproductive health. This newest cadre, 

Clinical Officer Reproductive Health (CORH), introduced in 2002, aimed at increasing access to 

reproductive health including comprehensive emergency obstetric care (CEmOC). Despite their presence 

for over a decade, they remain relatively unknown in the health system, and few are performing 

caesarean‐sections. We present the results of an implementation research study of this task‐sharing 

initiative, focusing on facilitators and bottlenecks experienced in the introduction of this new program. 
 

Methods: Qualitative research methods were used to interview 38 key informants from level 3 and 4 

health facilities; in three regions in Kenya. Semi‐structured key informant interview guides were used, 

focusing on domains indicated in the 2012 WHO guidelines on task‐shifting. Analysis was conducted in 

NVivo 10.0. 
 

Results: The study revealed key factors that influenced implementation of the CORH program, and 

specifically those that limited their capacity to perform caesarean‐sections. These include a lack of 

communication about the new cadre with core stakeholders, a non‐supportive policy and regulatory 

environment with absent / vague legal protection, obvious inter‐professional politics, underutilization of 

skills and unclear human resource structures with no career advancement or improved remuneration 

against high costs of training. Notwithstanding, the CORHs were motivated and confident in their ability 

to improve access to reproductive care. 
 

Discussion / Conclusion: CORHs are generally committed to serve the population they work with. Where 

their supervisors were supportive they were able to reduce excess referrals and expand access to  

CEmOC and other reproductive healthcare. However, the role of the CORHs is not well understood by 

policy makers resulting in a range of decisions which have systematically undermined the cadre in several 

ways. This might threaten the long term sustainability of this cadre. Policy at national and county        

level is required to clarify roles and responsibilities of CORH and enable integration of the CORH cadre in 

the human resource systems. 
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Shanon McNab, Averting Maternal Death and Disability (AMDD) Program, Columbia University 
 

Task‐sharing for emergency surgery: flexibility and adaptation within Zambia’s Medical Licentiate 

Practitioner cadre 
 

Co‐authors:  Shanon McNab, David  Lusale, Helen de Pinho, Averting Maternal Death and Disability 

(AMDD) Program, Columbia University; Registrar, Chainama College of Health Sciences, Lusaka, Zambia 
 

Background:  Research indicates that resilient health systems are characterized by policies adaptable to 

fit national and local level contexts. In sub‐Saharan Africa (SSA), there is a desperate lack of quality life‐ 

saving surgical capacity. Recognizing that access to these surgical skills represent a fundamental 

component of a 'functional, responsive and resilient health system’ (Meara et al., 2015) , several 

countries have challenged professional boundaries, addressing these surgical needs with innovative and 

context‐specific task‐sharing programs. To date, research has focused on making the case for task‐ 

sharing. Moving beyond this focus, our research examined how countries have adapted this innovation 

to their particular HRH realities, identifying implementation mechanisms that promote sustainability of 

task‐sharing, and broader health system resilience. We present findings from implementation research 

on a recent task‐sharing program ‐ Zambia’s medical licentiate practitioner (MLP) cadre. 
 

Methods:  A mixed methods approach was employed. 61 KIIs were conducted in 3 provinces and Lusaka, 

and a self‐administered provider survey was sent to all practicing MLPs to measure burnout, job 

satisfaction, and motivation and assess the clinical work conducted. 
 

Results: In the context of task‐sharing advanced surgical skills, MLPs performed over 50% of C‐sections 

and had reduced the number of referrals when on duty. They had high levels of job satisfaction and 

motivation, were well respected by district and provincial level administrators and clinical colleagues, 

and had low levels of attrition. 
 

Implementation strategies that worked to support the cadre and it’s continued adaptation were the 

flexibility to make decisions at the local level, the contracting of medical school lecturers despite limited 

funding and faculty at the training institutions and recognizing the changing ambitions of the MLPs, 

transforming the advanced diploma to a BSc degree. 
 

However, several health systems challenges led to high levels of burnout and threats to sustainability: 

lack of legal protection, limited career advancement opportunities, unjust remuneration and a general 

lack of understanding of their place in the health system at the national level. 
 

Discussion/conclusion: In light of the glaring lack of surgical capacity in SSA, the implementation lessons 

of creating a new cadre capable of providing emergency surgical care should be considered. Paying 

particular attention to the support/training systems and career progression opportunities for the newly 

established cadres, and the flexibility of the local level administrators to post MLs where most needed, a 

task‐sharing program for emergency surgery could be a step towards creating more resilient and 

responsive health systems in the region. 
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The Fred Hollows Foundation Pakistan piloted the Health System Strengthening for Diabetes Mellitus & 

Diabetic Retinopathy project in collaboration with LUMHS in the Hyderabad district. It was the first time 

that at basic health units’ (BHU) capacity was built to detect & manage diabetic patients & examine and 

refer patients with diabetic retinopathy (DR) to secondary level for management. We also trained Lady 

Health Workers (LHWs), an existing cadre of primary health workers, to conduct risk assessments for 

unknown cases of Diabetes Mellitus (DM) at the community level. This innovative practice has not been 

trialled in Pakistan before this project. The paper reports the results of the project evaluation. 
 

Using program monitoring data, we explored the effectiveness of LHWs at community level and overall 

health system strengthening by analyzing trends in case detection of DM and DR, and referral of 

patients requiring diabetes and/or eye care to an appropriate next level of health facility.  A total of 

19080 potential cases of DM were reported at primary health facilities during two years (Jan 2014‐ 

Dec.2015), with 12331 (65%) cases referred by LHWs. The remaining 14% cases were self‐referred as a 

result of project awareness campaign & 21% were referred by other trained staff. Sixty five percent 

(12331) of total patients were further investigated for DM & 13% (1625) were found to have impaired 

glucose tolerance according WHO criteria. DM patients were examined by BHU staff trained in DR 

detection and 17% (287) of positive glucose tolerance patients had already developed DR & were 

referred to tertiary level facility for treatment. The compliance rate of the referred patients to tertiary 

hospitals for DR treatment was 58%. Further analysis shows that 83% of DM cases were managed at 

BHU level which never happened before this project. 
 

The evaluation highlighted how tasks can be shifted across service delivery levels, resulting in saved 

money and time, earlier detection and reducing the flow of patients to secondary & tertiary levels. This 

innovative approach to bring DM and DR services at basic health system reduces stress on formerly 

overburdened tertiary health sector which should only focus on complex disease management. The 

evaluation also highlights that the challenge of emerging non‐communicable diseases such as DM & DR 

can be tackled by introducing cost effective approaches at the primary level through frontline cadre of 

community workers to which the health system has been responsive, presenting this innovative practice 

for scale‐up. 
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You get what you pay for with Results Based Financing and it is not enough: A Ugandan Impact 

Evaluation 
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Liverpool School of Tropical Medicine; Harvard School of Public Health 
 

Background: After 20 years of civil conflict in Northern Uganda, reconstruction efforts of health services 

are underway.  In 2012, DFID financed a 3.5‐year programme to improve the health of disadvantaged 

post‐conflict communities through a novel results based financing (RBF) programme to support private‐ 

not‐for‐profit providers (PNFP). The project supported 21 PNFP health facilities in Acholi sub‐region 

through an RBF initiative where financing was based on achieving pre‐agreed quantitative targets of 

service provision. Our impact evaluation (IE) used an input‐based financing (IBF) initiative in 10 PNFP 

facilities as a counterfactual. The Theory of Change stated: through an RBF approach, the quality of care 

(QoC), use of services and affordability of services will increase more than in the IBF intervention and 

that these increases will lead to a decrease in disease burden among targeted users. 
 

Methods:We measured QoC by observing service provision using a rapid health facility assessment (R‐ 

HFA) tool to determine PNFP compliance with national protocols, and by measuring outcomes of 

healthcare provision and affordability using a probability sample survey. The R‐HFA was applied in a 

100% sample of facilities whilst the survey was a random sample of households (n=2784).  We collected 

data at 3 time points at 1.5 year intervals. 
 

Results: RBF and IBF displayed several initial differences controlled for in the assessment. The RBF area 

displayed marked increases in access to key maternal, newborn and child health interventions. These 

increases were greatest in smaller facilities. Staff availability increased in both sub‐regions but the 

smaller health facilities in the RBF area lost staff.  Availability of infrastructure and supplies improved in 

the RBF area.  Smaller facilities displayed greatest improvements in the availability of medicines.   RBF 

areas displayed a 90% increase in the average number of sick children attended. The IBF area increased 

by 8%. User fees decreased more in the RBF area. Both areas show lower disease burden at the endline. 

The RBF intervention did not include quality of clinical care in the RBF formula; our direct observation 

documented that national protocols were not embraced for diagnosis of sick children and counselling of 

caretakers. Caregivers left facilities without knowing how to administer the medication prescribed for 

their children. 
 

Discussion and Conclusion: QoC was poor in both sub‐regions, especially in the RBF area, calling into 

question any longterm RBF benefits. While components of the test hypotheses were supported, the 

poor QoC in the RBF area is a high priority for improvement. 
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Is performance‐based financing a health systems intervention? Results from a qualitative analysis in 

Mozambique 
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Pediatric AIDS Foundation 
 

Background: Performance‐based financing (PBF) is a mechanism by which health providers are paid on 

the basis of outputs or results delivered. Aligning financial incentives with improving health systems 

offers a potentially powerful tool to enhance system responsiveness, however fundamental questions 

about “how” PBF effects the health system remain unanswered. 
 

Methods: In‐depth interviews (60) and focus group discussions (8) were conducted with participants 

from PBF facilities including health providers (nurses, technicians and physicians), community health 

providers, and managers (facility managers and district‐level managers) to explore the effects of PBF on 

health system’s components including service delivery, governance, human resources, access to 

medicines, and information systems. A multi‐stage sampling approach was used to select 24 health 

facilities in the two pilot provinces in Mozambique. A Grounded Theory analysis was used to code 

transcribed interviews. 
 

Results: PBF had both positive and perverse effects on the health system.  Increased accessibility through 

investment in infrastructure and equipment, particularly for hygiene and sanitation, improved service 

delivery. Coordination of care was enhanced through communication between providers and with 

patients through counseling and community outreach. Although, increased coordination was only 

reported for services included in the PBF scheme (Adult HIV, MNCH, PMTCT). Major improvements in 

data quality and completeness for facility registers was recorded, due to the link to payment and 

accountability through quarterly verification visits. However, the focus on information systems diverted 

time and resources away from clinical care. Additionally, human health resources were not increased at 

the facility level, and providers reported an increased workload. Providers also reported feeling more 

motivated as a result of PBF due to a more organized work environment, clearer scope of work with 

'goals' to achieve, and bonuses, which significantly improve their income. Governance was influenced by 

the facility’s financial autonomy and requirement to submit business plans quarterly about planned use 

of funds. There were no reported changes in access to medicines. 
 

Discussion: PBF is a health systems intervention with previously unmeasured impact across all six 

building blocks. The majority of the impacts are interconnected across the six blocks, building off one 

another and creating a ‘cascading’ effect. PBF can serve as a shock to the system to propagate shifts in 

organizational culture and introduce new incentive and accountability structures, but the durability and 

cost of these changes requires further assessment. 
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L’amélioration de l’utilisation des services de la santé  de la mère et de l’enfant par le Financement 

Basé sur les Résultats en RDC 
 

Co‐authors:  Delmond Kyanza, Mayindo Jean Kagubare, Freddy Tshamala, Celestion  Bukanga, Charlie 

Tshomba, Damas Makaya, Didas  Demba, Management Sciences for Health; Ministry of health, DRC; 
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CONTEXTE:  Le Financement Basé sur les Résultats (FBR) est une stratégie qui améliore les services de 

santé en liant le financement aux résultats produits. L’accès, la disponibilité et la qualité des services de 

santé est un défi majeur en République Démocratique du Congo (RDC). Depuis novembre 2013, USAID 

par son Projet de Santé Intégré (PROSANI) a mis en œuvre le FBR dans 7 Zones de Santé (ZS) couvrant 

951 000 habitants pour contribuer plus particulièrement a l’amélioration de l’accès, l’utilisation et la 

qualité de  la Sante de la Mère, du Nouveau‐né et de l’Enfant (SMNE). 
 

METHODOLOGIE: Une approche prospective a été conduite pour suivre l’évolution des performances de 

ces 7 ZS. Avant le FBR, une évaluation de base a été faite dans les 118 Centres de Santé (CS) de ces 7 ZS 

en collectant pour chaque indicateur les données suivant la méthode de triangulation utilisée dans la 

vérification, par des équipes mixtes Ministère de la Santé (MSP) et PROSANI. Pendant la mise en œuvre 

du FBR, par la même méthode, chaque trimestre les données déclarées sont vérifiées de manière 

exhaustive pour le paiement des performances. Cette vérification dans les structures sanitaires est suivie 

de la vérification communautaire couplée de l’enquête de satisfaction des clients. 
 

Pendant 18 mois, les indicateurs de la SMNE ont été suivis et le progrès a été mesuré en comparant les 

données de base et les données de la période de la mise en œuvre. 
 

RESULTATS: En comparant les données de base et les données de la mise en œuvre, on constate que les 

indicateurs de la santé de la SMNE montrent que la première consultation prénatale (CPN1) est passé de 

79% à 94%, la quatrième consultation prénatale (CPN4) a progressé de 21% à 79%, la référence des 

grossesses à haut risque est passée de 58% à 100%, les accouchements assistées de 63 à 79%, la 

deuxième consultation post natale et plus (CPoN2+) de 49 à 85% et la couverture en DTC 3HepHib de 76 

à 98%. En outre, l’utilisation des services curatifs est passée de 21% à 43%. 
 

CONCLUSION: Ces résultats révèlent que le FBR apporte des grandes améliorations dans l’accès, la 

disponibilité, l’utilisation et la qualité des services de santé de la mère et de l’enfant dans les 7 ZS.  Elle 

offre la perspective d’étendre du FBR dans les autres ZS pour accélérer l’atteinte de leurs objectifs. 
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From inception to scale‐up: Stakeholders' acceptability and adoption of Results Based Financing in Malawi 
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Community Health, University of Malawi, College of Medicine 

 

BACKGROUND: Results Based Financing (RBF) research has primarily focused on whether RBF programs work or not, 

but often provides little insight into how the intervention’s design and implementation contributes to success or 

failure. The RBF4MNH Initiative in Malawi is an ongoing RBF intervention implemented by the Ministry of Health 

(MoH) with the objective of improving maternal and neonatal health (MNH) through performance based incentives 

and conditional cash transfers. We assessed the acceptability and adoption of RBF implementation                    

among key stakeholders involved in the implementation process. We further explored how factors affecting 

acceptability and adoption, including stakeholder perceptions, changed throughout program implementation and 

scale‐up. 

 

METHODS: Our study employed an exploratory longitudinal qualitative design. We used purposeful sampling  to 

identify respondents, which included national and district level MoH representatives as well as international and 

national consultants. We conducted in‐depth interviews one and two years after implementation start in order to 

explore changes that occurred during the implementation process. We analyzed transcribed material using a 

deductive open coding approach. The final interpretation of findings emerged through active discussion among all 

co‐authors. 

 

RESULTS: All key stakeholders described their early involvement in the intervention's design and implementation 

contributed to greater acceptance of RBF.  Local stakeholders appreciated that the implementation team accepted 

and incorporated their input, which factored into adjustment of performance indicators. Stakeholders also 

recognized the importance of the intervention’s flexibility, which allowed for adaption to challenges during scale‐ 

up. Challenges intensified by scale‐up, such as delays in equipment procurement, were partly overcome when 

district management used facility performance rewards to acquire needed supplies. Stakeholders found this newly 

acquired autonomy increased throughout program implementation. Still, some program challenges remained 

difficult to resolve and new challenges emerged, such as finding a suitable agent to make verifications more 

transparent and long‐term sustainability of the intervention. Despite challenges, ownership of the intervention 

continued to increase throughout implementation due to perceived successes to include improved quality of care. 

 

DISCUSSION/CONCLUSIONS: The inclusion of stakeholders early in the implementation process was recognized as a 

key component contributing to the intervention’s acceptability and support for scale‐up. The flexibility of the 

intervention allowed for inputs from all stakeholders, which led to critical changes to overcome challenges 

throughout the implementation process. Based on these results, we recommend the inclusion of local    

stakeholders at the earliest stages of the implementation process and institution of continuous feedback 

mechanisms to tackle challenges encountered during scale‐up. 
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Analyse réflexive et leçons apprises de la mise en œuvre du FBR au Burkina Faso 
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Valéry  Ridde, Ministère de la Santé, Burkina Faso; Université de Montreal 

 

Afin d’améliorer la performance du système de santé, le Burkina Faso a opté pour la mise en œuvre du 

financement basé sur les résultats (FBR) à travers un projet qui couvre une population de 4,5 millions d’habitants ; 

615 formations sanitaires, 13 centres médicaux avec antenne chirurgical, 4 centres hospitaliers régionaux et les 

structures d’encadrement. Ce projet financé par la Banque mondiale a commencé en Janvier 2014. Après deux ans 

de mise en œuvre, il s’est agi de faire une analyse réflexive et de présenter les  leçons tirées. 

 

L’analyse s’appuie sur une démarche réflexive des personnes au cœur de la mise en œuvre et à travers le cadre 

d’analyse du FBR de Soeters et al. qui contient 19 critères. Les résultants montrent que la  mise en œuvre du FBR 

au Burkina Faso répond à 62% de ces 19 critères. Ce qui est inférieur à la  norme d’un  FBR pur qui est de   80%. 

 

L’analyse réflexive a montré  les insuffisances suivantes : 

 

 Faible qualité du  leadership/management/ bonne gouvernance 

 Faible appropriation de la stratégie 

 Absence d’un ancrage institutionnel solide 

 L’absence d’unité d’investissement pour améliorer la qualité des soins 

 La faible autonomie des formations sanitaires 

 Le retard dans le payement des subsides. 

 L’insuffisance en  ressources humaines, infrastructure/ équipement, logistique,  rupture en 

médicaments/réactifs. 

 L’attitude de complaisance de certains  évaluateurs  entrainant un gaspillage des ressources financières 

 Des tentatives de fraude de la part de certains acteurs pour gagner plus d’argent 

 La faible participation communautaire dans la mise en œuvre. 

 L’insuffisance dans la prise en charge des indigents 
 

Les résultats positifs sont une amélioration de la quantité et de la qualité de certaines indicateurs tels que la 

consultation post natale, prise en charge des enfants de moins de 5 ans selon l’approche PCIME, les 

accouchements à l’aide du partogramme, le dépistage du VIH. 

 

Des leçons tirées de cette mise en œuvre, on peut retenir l’importance d’une analyse préalable des parties 

prenantes, l’identification et la formation des champions du FBR, un ancrage institutionnel au plus haut niveau de 

la sphère de décision, le payement à temps, des reformes nécessaires pour plus d’autonomie des formations 

sanitaires et l’application de sanctions. 

 

Néanmoins, il reste des défis importants comme la pérennité, la stabilité politique, l’implication des autres 

partenaires techniques et financiers, la mise en œuvre de l’assurance maladie universelle et  de la gratuité des 

soins. 
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Is Janani Suraksha Yojana (JSY) a real economic shock absorber for Indian households? Role of a safe 

motherhood scheme in reducing catastrophic maternal expenditure. 
 

Co‐authors:  Saradiya Mukherjee, Jawaharlal Nehru University 
 

Background: India, the largest democracy in the world bears the brunt of the highest maternal deaths in 

the world. Literature argued that death of mothers could be avoided by ensuring facility based care 

during maternity. One major constraint of utilization of maternal health care in India is the out of pocket 

expenditure (OOPE). To increase the utilization of maternal healthcare and to reduce the OOPE on 

maternal health, India launched Janani Suraksha Yojana (JSY), a safe motherhood scheme which  

provides monetary incentive ($21) to the mothers giving birth in public facility. This paper attempts to 

estimate maternal expenditure, i.e, all direct/ medical and indirect / non‐medical expenditure incurred 

by households due to maternity and also examine the extent to which JSY payment reduces the 

catastrophic OOPE burden of the households. 
 

Methods: The study used data from a household survey (2013‐14) in Varanasi district of Uttar Pradesh. 

The study collected direct and indirect expenditure incurred on various components of maternity. The 

degree and variation in the catastrophic impact of households’ maternity spending was computed as 

share of maternity payment in total income, and its overshoot in relation to a specific expenditure 

threshold, across socio‐economic categories. Applying binomial logistic regression this research 

attempts to find out the determinants of catastrophic expenditure and whether JSY has any role in 

influencing the expenditure pattern. 
 

Results: The maternal expenditure in private facility was found to be 15 times higher than the public 

facility. The poor and marginalised had to pay a lot of informal payments to obtain services from public 

hospitals. The study found that the incentive amount of JSY was not enough to reduce a substantial 

amount of OOPE. The JSY only reduced 2.1 percent of OOPE share of household income which was also 

found to be regressive as the poor had to pay more than the rich. Further, the monetary incentive of JSY 

helped only 8.1 percent households to escape from suffering catastrophic burden. Thus, the JSY scheme 

was found to have achieved limited success in reducing economic burden of OOPE on maternal care. 
 

Conclusion: The study suggests periodically revision of the JSY amount, ensuring availability of drugs and 

medicines and accountability in the public health sector should be needed to reduce the OOPE of 

maternity. 
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University of Oxford; KEMRI Wellcome Trust Research Programme, Kenya 
 

Background: Globally, substantial progress has been made in reducing child mortality. However, less 

advancement has been made in reducing mortality among newborns, which now accounts for 45% of all 

child deaths. The frequently unanticipated nature of neonatal illness, its severity, and the high 

dependency of newborns on skilled care that results make the provision of inpatient hospital services 

one key component of strategies to improve newborn survival. In Kenya, there is political will to make 

sustained improvements to health services for newborns. However, in order to ensure a resilient health 

system for this vulnerable population, it is important to understand the current weaknesses. 
 

Methods: This study assesses the current availability and quality of inpatient newborn care in hospitals 

in Nairobi County across all sectors. This is contrasted to the estimated need for services and desired 

standards of care, therefore describing two gaps: between capacity and demand; and in quality of care 

provided. The expected need for services was estimated using morbidity incidence estimates from 

literature review. All health facilities in Nairobi providing 24/7 inpatient newborn care were eligible for 

the study. Among participating facilities, the following was conducted: [1] a structural assessment to 

gain insight into capacity; [2] a review of admission registers to estimate the utilisation of facilities and 

case‐mix of patients; [3] a knowledge‐based questionnaire administered to nurses focusing on the 

process of delivering key obstetric and neonatal interventions; [4] a retrospective case audit to assess 

adherence to guidelines by clinicians. 
 

Results: Thirty‐four health facilities were eligible and 32 agreed to partake in the study. Data were 

collected on 15,076 patient admissions, 116 nursing questionnaires, and 1,400 medical records. Results 

presented will include: the gap in provision of inpatient newborn services; the structural capacity of 

staffing, infrastructure, and equipment across the facilities currently providing care; nurses’ knowledge 

scores; adherence to guidelines by clinicians; and quality of documentation. The numbers of lives that 

could be saved by implementing a basic level of universal access to care will be calculated. We will make 

available the tools used in this study to others who may wish to carry out a similar assessment in their 

own context. 
 

Conclusion: In order to build a strong resilient systems, it is important that we know where we begin and 

where the key gaps are that require attention. This study provides valuable information to Kenyan 

policy‐makers considering how to make sustained gains for this vulnerable population. 



 
 

Oral Abstracts 

 

 

Anne Musuva, Population Services Kenya 
 

Sustaining universal bed net coverage: Is continuous community net distribution feasible? 
 

Co‐authors:  Anne Muendi Musuva, Dennis Oroo Mwambi, Joyce Wanderi Maina, Population Services 

Kenya 
 

Background Long lasting insecticide treated nets (LLIN) have been associated with sharp decreases in 

malaria in countries that have achieved high LLIN coverage. WHO recommends "universal coverage" one 

net for every 2 persons at risk of malaria. To rapidly increase universal coverage, mass net distribution is 

done every 3‐4 years.  However, mass net distribution is expensive and the potential for follow up 

unlikely. Moreover, studies have shown that in between mass campaigns, net coverage and use declines 

sharply.  An alternative continous community based distribution approach was  piloted in Samia sub‐ 

county, Kenya. The objective was to test the feasibility of sustaining universal coverage continuously 

through community based distribution. 
 

Methodology Samia sub‐county was randomly divided into intervention and control sublocations.  A 

community cluster randomized controlled design was employed. A cross sectional household survey was 

carried out with two stage cluster sampling. The first sampling stage listed all sub‐locations in Samia 

using PPS. The sample size was estimated at 875 households for each arm, with an expected effect of 

10‐20% and CI of 95%. Data was collected at the start of the intervention in 2013 and at the end in 2015. 
 

Results In the intervention area, 93% of the households achieved universal coverage compared to 68% in 

the control area. Similarly, 93% of household members slept under a net compared to 74% in the control 

area. 96% of households were visited by a CHW compared to 17% in the control. Those that             

agreed that they would sleep under a net every night of the year was 88% in the intervention area 

compared to 79% in the control area. In both groups, over 20% strongly agreed that insecticide nets can 

be dangerous. In the intervention area, 44.7% of households reported to have had a household member 

with malaria within the past 3 months as compared to 66% in the control. The information most given 

during collection of the nets was how to use a bed net 68%. In the intervention area, 98% of the 

respondents agreed that the CHW did a good job. 
 

Conclusion/RecommendationContinous distribution of nets through a community channel is feasible  

and effective in increasing net coverage and use. CHWs are an effective communication channel and if 

well trained, do their job well and are appreciated by the community.  Some myths still need to be 

addressed through behavior change communication This channel needs to be scaled up to  county level. 
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Background: Rates of exclusive breastfeeding are slowly increasing, but remain suboptimal globally 

despite the health and economic benefits. This study estimates the costs of not breastfeeding across 

seven countries in Southeast Asia and presents a cost‐benefit analysis of a modeled comprehensive 

breastfeeding strategy in Viet Nam, based on a large program. There have been very few such studies 

previously for low‐ and middle‐income countries. 
 

Methods: The costing analysis used published data on disease prevalence and breastfeeding patterns for 

the seven countries, supplemented by information on healthcare costs from representative institutions. 

Modeling of costs of not breastfeeding used estimated effects obtained from systematic reviews and 

meta‐analyses. Modelling of cost‐benefit for Viet Nam used program data on costs combined with  

effects from a large scale cluster randomized breastfeeding promotion intervention with controls. 
 

Results: The present study found that over 12,400 preventable child and maternal deaths per year in the 

seven countries could be attributed to inadequate breastfeeding. The economic benefits associated with 

potential improvements in cognition alone, through higher IQ and earnings, total $1.6 billion annually. 

The loss exceeds 0.5% of Gross National Income in the country with the lowest exclusive breastfeeding 

rate (Thailand). The potential savings in health care treatment costs ($0.3 billion annually) from reducing 

the incidence of diarrhea and pneumonia could help offset the cost of breastfeeding promotion. Based 

on the data available and authors’ assumptions, investing in a national breastfeeding promotion strategy 

in Viet Nam could result in preventing 200 child deaths per year and generate monetary benefits             

of US$2.39 for every US$1, or a 139% return on investment. 
 

Conclusion: These encouraging results suggest that there are feasible and affordable opportunities to 

accelerate progress towards achieving the Global Nutrition Target for exclusive breastfeeding by 2025. 
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Background: Understanding the effects of patient mobility and migration – ranging from high‐end 

medical tourism to refugees and cross‐border migrants accessing services – on health systems and 

health outcomes is still in its infancy, particularly within low and middle income settings. While 

motivations for movement are diverse, health systems in many settings are dealing with increased 

patient mobility and migration. This paper aims to present impact of patient mobility on the health 

system and health outcomes in South Africa, a country associated with high levels of both historical and 

contemporary population movement. 
 

Methods: The research sought to analyse how patient mobility affects health systems and maternal and 

child health outcomes in South Africa. Undertaken in 2015, data was collected from six primary 

healthcare clinics and drew on both quantitative and qualitative methods. Clinics were purposely 

selected to capture different types of mobility and health system contexts: urban, peri‐urban, rural and 

cross‐border. Researchers reviewed all publicly available health outcome and health systems indicators, 

and administered a questionnaire and checklist assessing health system quality administered at each 

site. A survey of 231 patients and in‐depth interviews with 77 health care providers were conducted 

across the six sites. Qualitative and quantitative data analysis was subsequently undertaken. 
 

Findings Diverse patterns of patient mobility and migration were identified each with specific effect on 

health systems and in some cases health outcomes. Most movement was attributed to reasons other 

than healthcare seeking. There was some evidence for the movement of women across borders in order 

to access the closest antenatal care and delivery services. These types of mobile patients present 

challenges relating to maternal and child health, and the management of chronic diseases, including: late 

presentation for delivery, incomplete immunisations, difficulties in monitoring patients with chronic 

conditions over time ‐ for example viral load monitoring and detection of treatment failure in HIV 

positive patients. Mapping different types of mobility and their impacts on health systems and health 

outcomes allows for a more nuanced understanding of the complexity and differing effects of different 

types of patient mobility and migration. 
 

Conclusion: The research clearly indicates the need to systematically map and understand how different 

types of patient mobility and migration affect health systems and health outcomes in different settings. 

Our analysis identifies key entry points for interventions to improve health system responsiveness and 

resilience to migration and patient mobility. It also provides a new framework for doing so. 
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Background: Over the past 10 years, several efforts have been made by the Government of India to 

address maternal health. The result has been a definite but unequal increase in the proportion of 

institutional deliveries. In Tribal communities, domiciliary deliveries are still common. One of the 

reasons for the failure of maternal health schemes in reaching tribal populations is that, although 

ambitious, they have been influenced by international agencies; they do not emerge from a local 

contextual understanding and are not responsive to the needs of communities. 
 

Methods: We undertook a study in Rayagada district of Odisha (with 38% domiciliary deliveries) to 

understand the experiences of women from the Kondh tribe, with formal maternity services, or with 

domiciliary deliveries. The study used a qualitative methodology (in‐depth interviews with recently 

delivered and pregnant women, non‐participant observations at health facilities, key informant 

interviews with traditional healers and formal health providers). 
 

Results: The exploration of traditional practices of women during pregnancy and delivery shows that in 

this community, pregnancy and childbirth is treated as part of a natural process, not requiring much 

external intervention. Women go through childbirth in the familiar surroundings of their own home, 

continuing to work until the time of delivery, which is an important economic consideration for them. 

There is a well established traditional practice of birthing in the community which also recognizes the 

need for health system interventions in case of high‐risk births or complications. However, there has 

been no effort to build on this traditional understanding by the health system. For instance, traditional 

health providers who are important stakeholders have not been integrated into the health system. No 

effort is made by the health system to build on the traditional understanding of safety of woman and 

child, in order to encourage uptake of ANC and PNC services. Instead, the system continues to rely on 

incentives and disincentives to motivate women. Despite the immense difficulties that women face, 

however, they do access health facilities. However, the barriers of distance, language, alienating 

environment in the hospital, out of pocket expenses and experiences of gross violations have further 

compounded the distrust that women have in the health system. 
 

Conclusions: The study calls for a reorienting of maternal health services, to be responsive to the needs 

of tribal women, cater to their cultural needs, provide support to domiciliary deliveries, invest in 

building trust with the community, and preserve beneficial traditional practices. 
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A study on the impact of government regulation on equity of maternal health service 
 

Co‐authors:  li lin gui, Yang Xu Dong, Yang Zhe, Ningxia Medical University 
 

Background: In China, the gaps in utilization of MHS and maternal health between migrants and local 

residents in urban area has also became a big challenge of MHS system． 
 

Objective: To analyze how government regulations plays its role in improving health equity on 

Emergency Obstetric Care(EmOC) as a case in western China，and the equity of MHS utilization 

between local and migrant pregnant women and to explore recommendations for MHS. 

Methods: Ration Different(RD), Ratio Rate(RR)and Concentration Index(CI)were calculated to evaluate 

the equity of maternal health. 
 

Results: 1. The national maternal mortality rate (MMR) kept on decreasing from 2000 to 2014, and the 

most obvious trend of decline is MMR in the western China．the RD between eastern and central 

regions was 10.20/1 00000，in contrast，the RD between eastern and western regions decreased 

obviously from 65.43/1 00000 to 27.80/1 00000. 2.The value of CI for the utilization of prenatal check up, 

in‐patient delivery, postpartum interview and systematic management were positive，which means 

inequity existed in different regions .Within  the four types of services，the absolute value of CI for 

systematic management was the highest, Which means utilization of this service was the most 

inequitable．The absolute value of CI for prenatal check‐up was the lowest．However．the CI of in‐ 

patient delivery utilization decreased rapidly from 0.0593 to 0.0177，which means a great   

improvement of equity in the utilization of In‐patient delivery，this is also a reflection of the 

effectiveness of regulations targeted on improving utilization of this service in western region with the 

government program of “decrease MMR and eliminate tetanus of newborn ”．3.The enabling factors of 

the regulation effect are as follows：the international and national context for safe motherhood；the 

evidence‐based process of regulation design and the interpretation of regulation at district and hospital 

levels．The application of different regulation mechanisms especially Accountability mechanism， 

which play the key role in supervising related actors. 
 

Recommendation: 1.To further improve the equity of e prenatal care, 2. To give full utilization of China 

public health reform for improving equity of maternal health and MHS, 3. other measures including 

finance, civil society, different incentives sanction and performance assessment should be taken for 

MHS. 

Key words: Maternal Health，Regulation，Equity of Health，Equity of Service Utilization，Emergency 

Obstetric Care (EmOC) 
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Pitchaya Indravudh, Malawi‐Liverpool‐Wellcome Trust Clinical Research Programme 
 

Improving gender equity in HIV testing and care through gender‐responsive HIV self‐testing models 
 

Co‐authors:  Pitchaya Indravudh, Miriam Taegtmeyer, Fern Terris‐Prestholt, Liz Corbett, Malawi‐ 

Liverpool‐Wellcome Trust Clinical Research Programme; Liverpool School of Tropical Medicine; London 

School of Hygiene and Tropical Medicine 
 

There is a gender gap in coverage of HIV testing and care across sub‐Saharan Africa. This gap stems from 

shortcomings in standard‐of‐care HIV testing and linkage to care models to meet the gender‐ 

differentiated needs of women and men along the HIV treatment cascade. Men generally have lower 

rates of access to HIV testing and care services, with locally constructed concepts of masculinity 

discouraging men’s health‐seeking behaviors. Women also face gender‐specific constraints and 

opportunities when accessing services. For example, in comparison to men, women tend to experience 

disproportionate levels of intimate partner violence (IPV) and discrimination after seeking HIV testing 

and care. 
 

HIV self‐testing (HIVST) products have the opportunity to address these gender‐specific needs and close 

the gender gap in HIV testing and care in order to meet 90‐90‐90 targets. However, more research is 

needed on how HIVST can be delivered to maximize uptake and linkage to care by both women and 

men. The HIV Self‐Testing Africa (HIV STAR) project is conducting a series of impact evaluations on 

community‐based distribution of HIVST kits across Malawi, Zambia and Zimbabwe. The project is being 

implemented from September 2015 to August 2017 by the London School of Hygiene and Tropical 

Medicine, Population Services International, and the World Health Organization. Results from this study 

will be used to inform global normative guidance on HIVST. 
 

As part of HIV STAR, we will be conducting an intercountry gender analysis of HIVST delivery and linkage 

to care models using mixed method approaches. Formative qualitative research will be used to 

understand gender dynamics around HIV testing and care and how this informs gender‐specific 

preferences for HIVST. Discrete Choice Experiments will quantify the magnitude of gender‐specific 

preferences for HIVST delivery and linkage to care attributes and examine predictors of these 

preferences. The impact evaluations will explore sex‐disaggregated patterns around uptake of HIVST and 

linkage to care and their relationship to gender‐related issues such as IPV and intrahousehold decision‐ 

making. 
 

Recommendations from this study will be used to inform the ways in which public health policy makers 

and practitioners can design gender‐responsive HIVST delivery and linkage to care models. The ultimate 

aim is to improve gender equity in HIV testing and care, both in terms of access to these services as well 

as subsequent social, economic, and health impacts experienced by women and men. 
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Gender differentials in use of mobile phone based health services in rural Bangladesh 
 

Co‐authors:  Fatema Khatun, Anita  E Heywood, SMA  Hanifi, Shafiq Rahman, Pradeep K. Ray, Siaw‐Teng 

Liaw, Abbas Bhuiya, ICDDR,B; UNSW Australia 
 

Introduction: A recent report on the access and use of mobile phone and mobile phone‐based healthcare 

services in African and Asian countries revealed that women are in a disadvantageous position                 

in terms of access and use of mobile phones and experience technology illiteracy barriers.             

Although there is rapid penetration of mobile phone use and available mobile phone based health 

(mHealth) services in Bangladesh, a systematic investigation of gender differences in the ownership, 

access and use of mobile phones in general and mHealth in particular has been limited. This study aimed 

to understand the nature and extent of gender differentials in the ownership of mobile phones and 

knowledge and use of available mHealth services in a rural area of Bangladesh. 
 

Materials and methods: This study conducted in Chakaria sub‐district of Bangladesh. A total of 4915 

randomly selected adults were interviewed. Knowledge of available mHealth services, use of existing 

mHealth services and intentions to use mHealth services in the future were dependent variables. 

Associations between gender and these dependent variables were examined by univariate and 

multivariate logistic regression analysis controlling the effect of categorised socioeconomic variables 

such as age, education socioeconomic status. 
 

Results: Of the 4915 respondents to the survey, 61.8% of men (1213/1964) and 34.4% of women 

(1015/2951) owned their own mobile phone. For men, mobile phone ownership was highest among 

those aged 18–29 years (n=663, 76.3%), and for women among those aged 30–39 years (n=825, 44.7%). 

A higher proportion of men owned phones compared to women, irrespective of socioeconomic status 

(SES) as indicated by asset index (p&lt;0.001). Although mobile phone ownership on average was lower 

among women, they were more likely to share their mobile phone with their family members (19.7%) 

compared to men (11.6%, p&lt;0.001). Men were more likely to be aware of the use of mobile phones 

for healthcare than women (38.5% vs 26.5%, p&lt;0.001). Knowledge about available mHealth services 

was lower among women than men; however, intention to use mHealth services in the future was high 

for both genders, irrespective of age, education and SES. 
 

Conclusions: Compared to men, women are less likely to own a mobile phone and less aware of 

available mHealth services, despite high intention to use mHealth among both genders. To optimise the 

use of mHealth services and to achieve equity of use, uptake strategies should target women, with a 

focus on the poorer and less educated groups. 
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Addressing access barriers to maternal health services in Odisha, India: a community perspective 

about Maternity Waiting Homes 
 

Co‐authors:  Lipika Nanda, Srinivas Nallala, Subhashisa Swain, Sanghamitra Pati, Public Health 

Foundation of India 
 

Background: Maternal health services delivery in tribal and remote areas pose a major challenge in 

Odisha, an Indian state having high maternal mortality. Evidence suggests poor transportation is a prime 

barrier in availing timely obstetric care in hard‐to‐reach areas. To increase institutional delivery in 

inaccessible tribal areas, maternity waiting homes (MWH) were introduced by the National Health 

Mission, Odisha.  MWH, a residential facility for pregnant women within close proximity to the health 

facility, provides perinatal care by skilled health workers. Pregnant women stay in the MWH before 1‐2 

weeks of expected date of delivery and transferred to the facility for delivery. The present study 

describes the beneficiaries’ and stakeholders’ perspectives regarding the MWH and services provided. 
 

Methods: We conducted in‐depth interviews with twenty‐four beneficiaries and sixteen key informants 

residing in catchment areas of eight MWHs. We collected data on availed services in the last 6 months, 

their care givers and key informants ‐ village leaders and district level health managers. Interviews were 

digitally recorded and analysed using thematic framework approach. 
 

Results: Beneficiaries and families highly valued the MWH services and opined that this facility addressed 

transportation, one of the key barriers,. They suggested improvements in facility                     

infrastructure and quality of food provided. Some eligible women and general community members in 

target communities were unaware of the MWH services. Key informants reinforced the need for the 

MWH services; however, they highlighted the need for increasing awareness on MWH services within  

the community. The district health managers informed that  a steady rise in number of pregnant women 

availing MWH services resulting in increased institutional deliveries at the attached facilities. All 

suggested to extend the MWH services into similar geographically inaccessible areas. 
 

Discussion/Conclusion: We found MWHs to contribute to overcome access barriers and increase the 

likelihood of institutional deliveries in remote areas. Provision of food during stay is one of most 

important services that attract beneficiaries to avail MWH services; this while addressing the nutritional 

component, also ensures that the pregnant women are not burdened with work at their homes. MWH 

services may be expanded by adding outreach services and improving the quality of accommodation 

including provision of adequate and clean toilets and clean bedding facilities. We conclude that these 

innovative projects address the maternal health needs of highly vulnerable populations, which in turn 

leads to building community trust on the public health services and strengthening health system in the 

long term. 
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How equitable is social franchising? A case study of three maternal healthcare franchises in Uganda 

and India 
 

Co‐authors:  Andreia Costa Santos, Loveday Penn‐Kekana, Manon Haemmerli, Isabelle Lange, Fred 

Matovu, Catherine Goodman, London School of Hygiene and Tropical Medicine; Makerere University, 

Uganda 
 

Background: In many developing countries, the private sector plays a major role in healthcare provision, 

leading international agencies to support interventions to strengthen the care they provide. Substantial 

investments have been made in clinical social franchising as a way to improve quality of care and 

increase utilisation of these services. However, concerns have emerged that the benefits are captured by 

the better off and fail to reach poorer groups. We evaluated three social franchising models in Uganda 

and India (Uttar Pradesh and Rajasthan) to assess how utilisation of maternal healthcare was distributed 

by wealth index. 
 

Methods: In each setting we surveyed 760 randomly selected women who had used social franchise 

antenatal or delivery services. Women were identified through facility records and then followed up and 

interviewed at home. Socio‐economic status (SES) was measured using the Demographic and Health 

Survey (DHS) methodology where household's ownership of selected assets and infrastructure are 

combined using principal component analysis. Women were allocated to national wealth quintiles 

(ranging from 1 to 5 – poorest to richest) using quintile cut‐offs from the DHS. 
 

Results: MUM‐PROFAM clients in Uganda were very concentrated in the higher SES quintiles, with 88% in 

the richest quintile, 7% from the second and middle quintile combined, and only 5% in the poorest group. 

For those in the highest quintile, 62% had a least four ANC visits, compared with 45% in the other four 

quintiles combined. Regarding receiving an essential package of care, including checks of blood pressure, 

urine, key vaccinations and drugs, 75% of the richest quintile received all elements of the package     

while 67% of the four lower quintiles received all elements. About 92% and 94% of clients in the      

richest and other four quintiles combined would recommend the services to a friend, respectively. 

Similar results will be presented for the Indian franchises. 
 

Discussion: The vast majority of clients attending the Ugandan social franchise come from the top socio‐ 

economic quintile, with few from middle quintiles and hardly any from the bottom quintile. These 

findings pose questions about the ability of these models to deliver care to middle income and poorer 

groups in the absence of additional interventions such as vouchers or other subsidies. Further analysis 

will assess variation by wealth index in user fees, delivery, and the provider mix used during pregnancy 

and childbirth. We will compare results across the three social franchise networks and discuss reasons 

for variation. 
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Does theory matter?  Researching the utilization of research to strengthening health systems 

functioning in three rural regions of Ghana 
 

Co‐authors:  Koku Awoonor‐Williams, James F. Phillips, Ghana Health Service ; Columbia University 

Mailman School of Public Health 
 

Strategies for developing resilient health systems are often undertaken without guidance from 

organizational theory or rigorous trial. Ghana is an exception to this generalization.  In 2010, the Ghana 

Health Service (GHS) launched a program designed to develop and test means of improving district 

management, leadership, and governance systems that is known as the Ghana Essential Health 

Interventions Programme (GEHIP). Launched in the Upper East Region (UER) GEHIP has demonstrated 

effective means for enabling the GHS to achieve its coverage goals for Universal Health Coverage  

through an initiative known as “Community‐based Health Planning and Services” (CHPS). Reforming CHPS 

is critical to Ghana’s health systems development goals. Representing Ghana’s flagship approach to 

achieving “Universal Health Coverage” This paper presents results of qualitative, monitoring, and    

impact research showing that GEHIP has achieved its objectives in four impoverished districts of the  

UER.  A new program is proposed that has been named CHPS+ by the Ghana Health Service, to connote 

an enhanced approach to CHPS implementation that draws upon the lessons from GEHIP. CHPS+ will test 

the transferability of GEHIP to two other regions, the Northern Region and the Volta Region for the 

purpose of clarifying practical steps, costs, and milestones in the scaling up process as well as testing the 

impact of replicating GEHIP at scale. A rigorous system of monitoring and evaluation scheme is put in 

place to generate evidence for measuring the impact of interventions implemented. 
 

This paper describes the overall strategy of CHPS+, its theory of change, and its implications for national 

policy in Ghana. The paradigm represented by CHPS+ is potentially relevant to a wide range of health 

systems development programs in Africa that aim to improve system resilience and effectiveness in the 

context of severe resource constraints. The paper describes the legacy of implementation research 

leading up to GEHIP, the process of research utilization that will follow, and mixed methods of 

plausibility investigation that underpin national programming.  Guided by an underlying theory of 

change, this approach to systems development represents a promising paradigm for evidence‐driven 

achievement of Universal Health Coverage in Africa. 
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Evidence‐Informed Policy Network (EVIPNet) Chile: lessons learnt from 2 years of coordinated efforts 

in evidence informed policymaking in Chile 
 

Co‐authors: Cristián Mansilla, Cristian Herrera, Andrea Basagoitia, Tomás Pantoja, Ministry of Health; 

Department of Family Medicine, Pontificia Universidad Católica de Chile 
 

Informing health policymaking with the best available scientific evidence has become a relevant issue 

for health systems globally. Knowledge Translation Platforms (KTP), such as the WHO’s Evidence 

Informed Policy Network (EVIPNet), are a recognized strategy to address this issue. 
 

Purpose: This presentation will describe the development and evolution of EVIPNet in the Ministry of 

Health (MoH) of Chile, and extract some lessons learnt after two years of experience. 
 

Focus/content: We will describe the process of developing the initiative, including its objectives, 

organizational structure, strategy, activities and main outputs. Some of the activities and outputs of the 

initiative are:  Rapid response service: A service that aims to address urgent evidence needs within the 

MoH, making a balance between opportunity (urgency) and depth of the output prepared (rapid 

evidence synthesis). Website (one‐stop shop): A resource intended to provide quick access to several 

tools related to evidence‐informed health policymaking (EIHPM). Capacity building workshops: Training 

sessions for professionals at the MoH aimed to improve current capacities in EIHPM. Evidence briefs for 

policy: A research synthesis product where evidence about a policy issue and the factors related to it, 

about the options available for addressing it, and about key considerations in the implementation of 

these options is collected and packaged in a format usable for policymakers. Policy dialogues: Activities 

that facilitate interactions between researchers, policymakers and the civil society. They provide an 

opportunity to consider the best available research evidence alongside the tacit knowledge of the key 

health system stakeholders who are involved in the issue being considered, or likely to be affected by a 

decision related to it. 
 

Among these activities, the rapid response service has been considerably demanded, becoming a good 

starting point for engaging policymakers. Likewise, EVIPNet‐Chile has developed a model to connect 

academic institutions with policymaking processes, by creating a network of institutions initially focused 

on the preparation of evidence briefs for policy. Finally, a number of challenges – such as the evolving 

methods for producing rapid evidence synthesis – has been identified. 
 

Significance: We will present a model for the implementation of a KTP within a MoH, describing the 

intertwined activities and outputs, and the challenges identified in the process. This experience may 

contribute to the design of similar initiatives in other health systems. 
 

Target audience: Health system stakeholders from low, middle and high‐income countries, including 

policymakers, researchers, international evidence‐to‐policy organizations and NGOs. 
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Structures and practices for navigating the policy‐research interface with systematic reviews that 

inform health systems decision‐making 
 

Co‐authors: Sandy Oliver, Mukdarut Bangpan, Kelly Dickson, UCL Institute of Education 
 

Background: Systematic reviews provide accessible, reliable syntheses of research findings from multiple 

studies for decisions about health system innovation and improvement. To be useful such reviews and 

their production need to meet policy demands for clarity, relevance and timeliness. 
 

Methods: A two part study investigated institutional mechanisms and working practices to support the 

production of policy relevant systematic reviews. 
 

In part one, key informants were sought from research and policy networks producing or using 

systematic reviews from across the six WHO regions. Interviews and documents were analysed within an 

evolving framework spanning the two worlds of policy and research. 
 

Part two sought on‐going or recently completed systematic reviews aligned with the four models 

identified from part one (see below). Most reviews had a central focus on health systems and were 

being conducted in middle income countries; some had a peripheral focus, being framed as either 

international development or environmental science. Narrative interviews with review authors were 

analysed with the framework developed in part one. Interviews were complemented by supporting 

documentation. We also reflected on our own practice with similar reviews. 
 

Results: From interviewing policy makers and systematic reviewers (in part one) we identified 

institutional mechanisms which bring systematic reviews and policy priorities closer by harnessing 

organisational and individual motivations, emphasising engagement between policy and research, 

embedding efforts in conducive structures and supporting them with formalised procedures. From this 

we drew four models for policy relevant systematic reviews which combined mechanisms appropriately 

to suit the initial degree of clarity and consensus of key issues underpinning the policy problem or 

research question, and whether the review was for a specific decision or widespread use. 
 

The diversity of reviews identified as policy relevant (in part two) confirmed that no research 

methodology was uniquely appropriate for policy‐relevant systematic reviews. It was the mutual 

engagement across the research‐policy interface that made the reviews policy relevant. This involved 

thinking about the issues and seeing them from multiple viewpoints to identify and shape questions; this 

prompted implicit or explicit value driven debates. 
 

Conclusion: The intellectual work to shape a policy‐relevant systematic review is an iterative collective 

endeavour that requires partners from either side of the policy‐research interface to engage with the 

unfamiliar, listen, challenge each other, co‐construct questions and frameworks, and navigate tensions 

between technical and political issues. 
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Implementing Important and Innovation in Health Services and System through Social Service Unit 
 

Co‐authors: Rekha Rana, Nepal Health Sector Support Program (NHSSP), Ministry of Health and 

Population 
 

Background: The Ministry of Health and Population (MoHP) has, since 2009/10, gives grants to central, 

regional, sub‐regional and zonal hospitals to cover the cost of fully and partially free of charge health 

care services to target group patient ‐ poor, helpless patients, patients with disabilities, senior citizens, 

survivors of gender‐based violence, and female community health volunteers. 
 

Beginning in 2012/13, Social Service Units (SSUs) were established in five referral hospitals as a pilot 

initiative to facilitate the free and partially free services to targeted patients. NHSSP has supported this 

important initiative with technical assistance inputs to MoHP. 
 

Methods: Each SSU appoints a local social service NGO to facilitate and support service delivery to 

targeted patients, to support the carrying out of recording and reporting and to promote awareness 

about them. Each SSU has up to seven NGO facilitators who deal with targeted patients, fill in client 

identification forms, guide patients to wards, facilitate the collection of drugs and keep patient records. 

The intention is that these NGOs and the facilitators work in a spirit of volunteerism to help their 

communities and needy people. 
 

Results: Up to July 2015 the eight SSUs have served a total of 103,289 clients who have received free or 

partially free services, with an almost equal number of male and female cases. Most of the cases have 

been either poor people or senior citizens. Hospital and SSU records collected for 2013/14 and 2014/15 

showed a significant improvement in the capacity of their SSUs and the SSUs’ compliance with correct 

procedures after two years of functioning. Furthermore, a 2015 client survey showed improvements in 

the accurate targeting of beneficiaries, and clients’ access to information on free services. The SSUs have 

evolved into a single service window for the patients of other targeted programmes (HIV/AIDS, nutrition 

rehabilitation, geriatric care and mental health services). 
 

Conclusion: The SSUs are clearly improving the access of poor and disadvantaged people to health 

services — a core aim of the Nepal Health Sector Strategy (2015–2020). The partnership arrangements 

with local NGOs, the dedication of the NGO facilitators, and the leadership of the SSU team have played 

a key role in the good progress made during such a short time. The SSUs played an important 

unforeseen role in coordinating free round‐the‐clock service to the victims of the April and May 2015 

earthquakes. MoHP committed to scale‐up the SSU model to other hospitals in the country. 
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Interrogating Health as a Foreign Policy Goal: Realist, Constructivist or Liberalist? 
 

Co‐authors: Ronald Labonte, Arne Ruckert, Vivien  Runnels, Raphael Lencucha, Michelle Gagnon, 

University of Ottawa; Mc Gill University; University of Calgary 
 

Since the 1990s health has become more prominent in the foreign policy discourse and goals of many 

governments and, with it, international financing for health systems in least, low‐ and lower‐middle 

income countries. Although there is burgeoning literature on the concept of ‘global health diplomacy’ 

(GHD), there is little theoretical exploration as to why certain health issues first enter into individual 

countries’ foreign policy agendas, or assume multilateral or global importance in the two‐level interplay 

of international and domestic politics. With the goal of uncovering some of the driving forces behind and 

theoretical explanations for GHD, we searched three English language databases, which yielded 606 

articles of which 135 were retained for analysis. We found a lack of rigorous theorizing in most of the 

writings, but through analysis were able to link explicit or implicit assumptions in the articles to three 

dominant International Relations theories: realist (the ‘high politics’ of national and economic security), 

constructivist (the ‘low politics’ of ideas and norms shaping state behaviour) and liberalist (efforts to 

balance between competing interests). We further appraised these theories at three operational levels 

(individual, domestic/national and global/international). While we found justifications for all three IR 

theories, the constructivist theory afforded the richest explanation for why health has achieved a   

foreign policy stature it still enjoys. This finding was supplemented by a second study that examined why 

Canada chose to focus on maternal/child health (the ‘Muskoka Initiative’) in its engagement around 

setting the UN Sustainable Development Goals. 
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Economic Growth and Health Results in Latin‐America, 1995‐2012. Closing the Equity Gap? 
 

Co‐authors: Daniel Maceira, Center for the Study of State and Society (CEDES) 
 

Background: During the last fifteen years, Latin American countries have shown unusually high and long‐ 

lasting growth rates, with strong trends towards increasing their Domestic Product per Capita, which 

positively affected poverty reduction. Even the poorest and unequal countries in the region were able to 

improve social indicators. Looking at health care results, such as infant mortality rates and adolescent 

pregnancy rates, improvements can also be observed.  Objective: The goal of the paper is to identify if 

such growth rates in America Latina and the Caribbean region have been responsive to health inequality, 

in terms of reducing the existent equity gap, and if so, whether that move toward convergence     

affected equally at the sub‐national level. Methods: Using administrative data at national and 

sub‐national levels for eleven Latin American countries (Argentina, Belize, Bolivia, Brazil, Colombia, 

Dominican Republic, El Salvador, Mexico, Nicaragua, Peru and Uruguay) and applying basic statistical 

tools, the paper compares the evolution of a set of social determinants (population under the poverty 

line, population density and rural groups, indigenous population, alphabetization at 

department/state/provincial levels) with health care outcomes (infant mortality, adolescent pregnancy 

rates) and indicators of epidemiological profiles during the period 1995‐2012. The document proposes a 

set of indicators and ratios to analyze relative evolution of results, convergence to equity, and correlation 

rates across the region.  Results: The document shows a regional correspondence between         

economic growth, reduction of poverty and improvement of health care indicators; although still persist 

national differences in terms of rates of evolution in those indicators, as well as particularities at the 

sub‐national level, which seems to reduce the responsiveness of the health sector to macroeconomic 

changes. Health care reforms’ characteristics also show common patterns in terms of instruments and 

measures of effectiveness, but specific impact evaluations need to be performed in order to measure the 

effectiveness of such initiatives. Conclusion: reducing the equity gap in Latin America requires not only 

strong improvements in social determinants but also the definition and implementation of sound 

institutional and regulatory frameworks (institutional determinants) in order to translate more   

resources in better practices. 
 

Keywords: health care outputs – social determinants – equity gaps – Latin America 
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The Alternative Health Systems Operating in Conflict Affected Syria, and the Question of Equity 
 

Co‐authors: Khuloud Alsaba, University of Edinburgh 
 

The ongoing conflict in Syria has created an unprecedented humanitarian crisis in this century, with 

significant political, economic and social implications at a global scale. The impact on the population 

health is devastating, and the war has costed the country health system to collapse. Over half of the 

country’s public health services, which once were the widest in horizontal coverage, are now either non‐ 

functional, or partially providing some forms of care according to the WHO, 2015. As a result, several 

alternatives services that developed into “systems”, attempted to provide care in the created “vacuum”. 

This paper explore the main trends of impact on population health in Syria, which the conflict has caused 

or encouraged through the past five years, focusing on the alternative health systems created in            

the past five years. These alternative, or parallel, systems have never been examined before, and the 

understanding of their dynamic, especially within a rights‐based approach, is still very limited. I take 

advantage of my positionality as a researcher, humanitarian worker, and rights advocate through the 

past five years, to explore the dynamics of creation and operation of these different health systems in the 

conflict affected Syria. For this purpose I use both qualitative and quantitative data of the Population 

Survey, 2014, a national survey conducted by the Central Bureau of Statistics and the Syrian Center for 

Policy Research. In addition I use NGOs and rights groups’ reports and grey material, to explore the 

power dynamic proposed in these alternative systems of health care providers, and possible pathways of 

these dynamics impacting health and health services provision. The results of the Population Survey, 

2014 suggest a complex network of actors in the different geographical areas, depending on the military 

control of each area, which reflects on the ownership, performance, and resources of the operating 

health systems in these areas. These include, the Syrian state, the opposition forces, civil society, and 

INGOs operating services. I argue that, field hospitals, created quite early in the conflict, even prior to the 

militarization, was in response of discrimination of the state; however, questions of equity and rights    

are central to these alternative systems political performance. Does political ownership determine 

capacity, and population access to services? The data show discrimination patterns exist across the 

population driven by political, economic, and social barriers: these include military sieges, ideologies of 

actors running services, and cross‐boarders movement. 
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Fiona Campbell, London School of Hygiene and Tropical Medicine 
 

Progressing health equity in political transition: an analysis of the key determinants of health equity 

policy space, and its use, in Myanmar 2005‐2015 
 

Co‐authors: Dr Natasha Howard, LSHTM; Dr Thant Sin Htoo, MoHS; Ms Wai Yee (Krystal) Kline, 3MDG 

Fund; Dr Than Tun Sein, MoHS (retired); Dr Dina Balabanova, LSHTM, 
 

Background:  Limited evidence is available on successful policy processes to advance health equity, 

particularly in contexts undergoing political transition. Periods of transition provide an opportunity to 

take forward important (and often neglected) policy agendas. An awareness of the policy space for 

health equity in transition can contribute to a better understanding of the policy process and how 

different actors engage with, and contribute to, pro‐equity policy‐making in many low and middle 

income countries (LMICs). 
 

Methods:  A case study approach is used to explore the policy space for health equity in Myanmar, a 

country undergoing political transition, over the 2006‐2016 period. The research is underpinned by a 

conceptual framework which utilises key concepts and theories of policy space to examine the concept 

in political transition. Semi‐structured interviews are conducted with 25‐30 key actors (national and 

international) with a role in health policy, including those associated with key fora and mechanisms for 

health policy and programming, to provide insights into the policy space for health equity. This is 

complemented by an exploratory review and analysis of documentation related to different fora, policy 

mechanisms and wider governance processes. Data are analysed thematically combining data from 

different sources. 
 

Results:  Preliminary results provide initial insights into factors influencing policy space for health equity, 

including contextual factors, factors associated with health equity as a policy issue, as well as the types of 

space available to address health equity.  The research is expected to demonstrate how different     

actors have supported the establishment of health equity policy space and responded to it, over the 10 

year period, and the impact of this on the current pro‐equity policy‐making process. 
 

Discussion/conclusions:  Strengthening the equity focus is a key learning from implementation of the 

Millennium Development Goals, and further identified as central to the success of the newly agreed 

Sustainable Development Goals. Research exploring the role of policy space for health equity in 

transition contexts is limited. This study is expected to contribute to a better understanding of how 

national and international actors engage with, and positively contribute to, policy making on the critical 

issue of health equity, in Myanmar, and similar transition contexts. In particular how different stages of 

transition can provide opportunities to advance health equity policy space, including foundation work in 

pre‐transition periods. The research has relevance to a range of actors working to ensure a central role 

of health equity in policies and programmes in such contexts. 
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Raquel Drovetta, CONICET‐Universidad Nacional de Villa Maria 
 

Program Primary Health Care oriented care maternal and reproductive health of indigenous women in 

the Atacama Puna, Argentina 
 

Co‐authors:  Raquel Irene Drovetta, CONICET‐Universidad Nacional de Villa Maria 
 

El objetivo central de este trabajo es analizar los cambios acontecidos en la atención del embarazo, 

parto y posparto de mujeres indígenas de la etnia Atacama, desde que se comenzó a implementar el 

Programa de Atención Primaria en Salud (APS) a inicios de la década del ´90, en la localidad de Susques, 

provincia de Jujuy, en el norte de Argentina. 
 

La metodología de trabajo basada en entrevistas en profundidad realizadas a mujeres indígenas usuarias 

del sistema de salud, a prestadores de salud (específicamente médicos, enfermeras, ayudantes 

obstétricas y agentes sanitarios) y a curadores y curadoras tradicionales indígenas. Se realizó  

observación participante, etnografía y se analizan registros hospitalarios, para describir variaciones en la 

situación de salud local. 
 

La población de Susques tiene alrededor de 3000 personas, con altos indices de pobreza y vulnerabilidad, 

que requiere del apoyo de políticas sociales para el sostenimiento de las familias. Las mujeres     

indígenas  se dedican al pastoreo de ganado, son seminómadas, y en general encabezan hogares          

con varios hijos a cargo. En este trabajo se detallan los cambios acontecidos en las prácticas que las 

mujeres utilizan para atender el embarazo, el parto y el puerperio, que suponen el abandono de    

algunas prácticas tradicionales y la adopción de la atención alopática. 
 

La importancia del estudio es aprender de las estrategias del personal del Programa de APS local para 

eliminar las resistencias y desconfianzas, y lograr la adhesión de las mujeres a los controles prenatales y 

al parto dentro del hospital, promoviendo el abandono del parto en el hogar. Se analiza las presiones 

para el retiro de la oferta de atención tradicional sobre la etapa reproductiva, que históricamente 

ofrecieron los curanderos locales. 
 

Entre las conclusiones se destacan los logros obtenidos por el Programa de APS en la eliminación de la 

mortalidad materna; la reducción de la mortalidad infantil posneonatal; el logro de la 

institucionalización de los partos, y la reducción de la fecundidad adulta y adolescente. 
 

Como contraparte, se describen las problemáticas que emergen de la relación entre medicina alopática y 

medicina tradicional, los inconvenientes ocasionados por la ausencia de una perspectiva intercultural más 

sólida en la implementación de Programa de salud pública, y la dificultad para adaptarse a las pautas 

culturales de la población indígena. Finalmente, se muestra la relevancia de la figura del agente   

sanitario dentro del Programa de APS, como articulador de saberes y cosmovisiones, entre la comunidad 

y la institución de salud. 
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Lina Hurtado Quiñones, Pontificia Universidad Javeriana Cali 
 

Acceso a los servicios de salud de la población infantil en situación de discapacidad en el pacífico 

colombiano 
 

Co‐authors:  Lina Rocio Hurtado Quiñones, Marcela Arrivillaga Quintero, Pontificia Universidad Javeriana 

Cali 
 

Antecedentes: El presente estudio tuvo como objetivo describir los determinantes sociales del acceso a 

servicios de salud en la población infantil en situación de discapacidad física de la región pacífica 

colombiana, teniendo en cuenta las condiciones de vida particulares que los mismos atraviesan, influida 

por las limitaciones geográficas, de movilidad y por los altos índices de pobreza, discriminación y 

exclusión social. 
 

Método: Estudio de tipo cualitativo, descriptivo‐interpretativo. Consistió en una revisión documental de 

la normatividad que ampara a la población infantil en situación de discapacidad física en Colombia; una 

caracterización de la disponibilidad de los servicios de salud ofertados para esta población;  y la 

descripción de las condiciones de acceso a los servicios de salud por la que atraviesan los menores con 

discapacidad del municipio. Para ello, se realizó entrevistas semiestructuradas a cuidadoras de los 

menores e informantes clave de la región, los cuales accedieron a participar por medio de la firma del 

consentimiento informado. Se realizó análisis de contenido con apoyo del software Atlas ti. Versión 

1.1.29 (110).  El proyecto fue avalado por el comité de ética en investigación en salud de la Facultad de 

Ciencias de la Salud de la Pontificia Universidad Javeriana, Cali‐ Colombia. 
 

Resultados: La normatividad en discapacidad ha avanzado en términos de derechos e inclusión social, sin 

embargo, ha obviado las particularidades que presentan cada una de ellas, en tanto no existe una 

normativa diferenciada para los menores en condición de discapacidad física. Se evidenciaron dinámicas 

sociales relacionadas con la poca visibilidad que tiene la discapacidad, haciendo que se vea como un 

fenómeno aislado bajo la responsabilidad del  cuidador y/o de sus familiares.  Se encontraron barreras 

administrativas que comprendió el no recibir apoyo por parte del personal competente para la atención 

oportuna en los servicios de urgencias y la negación de servicios de salud. Varios testimonios giraron en 

torno las barreras geográficas que dependían del tiempo, las malas condiciones viales y el tráfico que 

existe para llegar al centro de salud, causando retrasos y/o negación de la atención médica.  Sobresale la 

percepción de falta de conocimiento y de experiencia médica en la atención de estos niños, generando 

desconfianza en el servicio y percepción de mala calidad. 
 

Conclusión: Es necesario la realización de estudios que evidencien las dinámicas particulares presentes 

en el sector en términos de discapacidad y puedan ubicar en contexto a los entes gubernamentales para 

la toma de decisiones en pro de esta población. 
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Anns Issac, Public Health Foundation of India 
 

Inclusive development of internal migrants: Mapping the response of state and civil society 

organisations in India 
 

Co‐authors: Anns Issac, Public Health Foundation of India 
 

Background: Internal migration for labour in the informal sector represents an important livelihood 

strategy for many in the less developed regions of India. The volume of migration increased in the recent 

decade owing to the destabilisation of the rural economy. The migrants face challenges regarding    

access to healthcare, education, subsidised food grains, healthy living environment, and working 

conditions. Their marginalisation is the product of a complex interplay of factors; apart from the socio‐ 

economic divide, it is shaped by the regulatory and administrative barriers. Thus, necessitates a review of 

government policies and programs, as well as initiatives by other interest groups for the welfare of 

inter‐state migrants. 
 

Objective: To understand the response of state and civil society organisations towards an inclusive 

development of inter‐state migrants in India. 
 

Methods: The paper relies on the review of specific policies, programs and schemes for inter‐state 

migrants in India. The official documents were identified from the government website. Prepared a list 

of organisations working with migrants in different parts of the country through an online search and 

cross‐referencing of scholarly literature. The information available online on their migrant‐specific 

initiatives was included for review. The documents were analysed for context and content. 
 

Findings: Other than a few labour laws that have provisions for migrant workers, there exist limited 

policy response to the particular issues of migrants. States like Kerala introduced state‐specific programs 

for inter‐state migrants. Portability of benefits across source and destination states is still in its infancy. 

Trade unions and political parties seldom included the challenges of migrant workers in their agenda. 

There is emphasize on migrant’s welfare by some non‐governmental organisations. However, their 

donor‐driven initiatives adopt compartmentalised approach and focus mostly on the sexual health of the 

migrants. Further, many efforts concentrate only on the migrant‐receiving regions with practically nil 

coordination with the source regions. 
 

Conclusion: The responses of the state and civil society organisations are weak as the migrants are 

largely invisible in their data set. The proof of identity is a primary criterion for availing benefits, which 

the migrants often do not possess. There needs to be an integration of policies and programs at both 

the source and destination regions for facilitating the equitable and inclusive development of migrants. 
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MATIAS STIVAL, UNIVERSIDAD NACIONAL DE ROSARIO 

 
Pueblos originarios, sistema público de salud y contextos urbanos: problemáticas y desafíos del pueblo indígena 

qom (toba) en los procesos de atención 

 

Co‐authors:  MATIAS STIVAL, UNIVERSIDAD NACIONAL DE ROSARIO 
 

ANTECEDENTES: En la utilización de los servicios de salud, los grupos qom (toba) instalan relaciones distintivas y 

problemáticas que hace que se los diferencie de otros conjuntos sociales. Con la intención de aportar a los debates 

sobre las condiciones de acceso a una atención oportuna y eficaz de los pueblos originarios en contextos urbanos, 

presentamos una investigación antropológica cuyo objetivo es describir y analizar los procesos de atención de la 

población qom en Rosario y su relación con los servicios públicos de salud de esa ciudad. 

 

METODOLOGÍA: Investigación cualitativa. Desde un enfoque etnográfico se aborda por un lado, las trayectorias de 

atención de las familias/grupos domésticos  qom de un asentamiento indígena ‐incluyendo la utilización de 

distintos recursos terapéuticos‐, y por otro, de las relaciones, las prácticas y los sentidos puestos en juego por los 

profesionales del centro de salud en la atención de dicha población. 

 

RESULTADOS: No existen datos epidemiológicos específicos de las poblaciones indígenas debido a que no se 

registra la identidad étnica en los servicios de salud. 

 

Los grupos domésticos qom utilizan, en forma simultánea o sucesiva, distintos recursos terapéuticos: curador 

“tradicional” qom (piogonaq); recursos terapéuticos religiosos;  prácticas de autoatención (incluimos la 

farmacopea qom); servicios biomédicos. 

 

Se evidencia en la mayoría de los profesionales un notorio desconocimiento del universo de significados otorgados 

por estas poblaciones al proceso salud‐enfermedad, y de los distintos recursos terapéuticos a los que apelan ante 

sus padecimientos. 

 

Las caracterizaciones realizadas por los profesionales sobre los qom expresan una visión homogeneizadora, sin 

distinguir matices ni heterogeneidades al interior de los mismos. Esto genera procesos de estereotipación cuyos 

efectos se expresan en la esencialización y al mismo tiempo reducción de la complejidad de las experiencias 

sociales. 

 

DISCUSIÓN: La premisa de la homogeneidad cultural obstaculiza un abordaje de lo cambiante y dinámico de los 

procesos salud‐enfermedad‐atención de las poblaciones qom y de las contradicciones entre esta población 

indígena y las instituciones sanitarias. Consideramos de vital importancia desandar estas construcciones 

estereotipadas, para ello destacamos la necesidad de: 

 

 incluir una perspectiva que tenga en cuenta las diferencias intergeneracionales de estas poblaciones 

en torno a los procesos de salud‐enfermedad‐atención. 

 introducir la perspectiva de género, así como también, sus dinámicas migratorias. 
 

CONCLUSIONES: Toda propuesta sanitaria dirigida a pueblos originarios, debe partir y contener a sus 

representaciones y prácticas sociales, las definiciones locales, su modo de problematizar, definir y establecer 

cursos de acción, considerándolos desde una perspectiva histórica y política. 
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Angela Chang, Harvard T.H. Chan School of Public Health 
 

The Ascendance of Universal Health Coverage on the Global Health Agenda – a Political Economy 

Analysis 
 

Co‐authors:  Angela Y. Chang, Jesse B. Bump, Harvard T.H. Chan School of Public Health 
 

Background: Universal Health Coverage (UHC) has risen to the forefront of the global health agenda   

over the past few years.  We examine the political economy of the campaign behind the UHC movement 

and analyze underlying factors that facilitated its ascendance. The objective of this paper is to analyze 

the political economy of UHC’s rise to prominence on the global health agenda. 
 

Methods: We structure our analysis using Kingdon’s model, which explains political priority as a product 

of three streams—problem, policy, and politics. We examine each stream and how they combined to 

propel UHC to the policy agenda. Three sources of information were used to construct a narrative: 

research papers in academic journals, reports and documents from international organizations 

prominent in global health, and semi‐structured interviews with informants familiar with the UHC 

movement. We also analyzed grant‐making data released by the Rockefeller Foundation to help 

reconstruct the movement’s political economy. 
 

Results: Factors in the problem stream included the increased attention to household impoverishment 

caused by catastrophic health care costs, the unanticipated consequences of disease‐specific programs 

in distorting national health policies, and the global financial crisis, which undercut aid budgets and led 

donor countries to emphasize resource generation by recipient countries. In the policy stream, the fast‐ 

growing health systems research community and champions from developing countries that have 

introduced UHC have been crucial in developing and spreading this alternative. In the political stream, 

the Rockefeller Foundation strategically shaped and invested grants to promote UHC, and the World 

Health Organization saw UHC as a means to enhance their own position and entered into the game at a 

later stage by mobilizing resources and supporting research. These three streams merged together and 

created a window of opportunity for UHC. 
 

Conclusion: Analyzing how UHC ascended the global health agenda can inform the organization of future 

movements and afford the opportunity to examine how priorities are set in global health and to question 

whether this process is optimal. 
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Lara Gautier, School of Public Health, University of Montreal; Institute of Public Health Research, University of 

Montreal 

 

The global, continental, and national legitimation processes of performance‐based financing: exploring 

policymaking in Mali 

 

Co‐authors: Lara Gautier, Valéry Ridde, School of Public Health, University of Montreal; Institute of Public Health 

Research, University of Montreal; Institute of Public Health Research, University of Montreal 

 

Background: Over the past decade, several donors have promoted performance‐based financing (PBF) in Africa, in 

an attempt to increase the quantity and quality of health services. PBF is based on the transfer of financial 

resources conditional to health providers’ performance. In Mali, after co‐organising a pilot PBF program, the 

Ministry of Health included PBF in the national policy, and undertook a regional rollout in 2015 with World Bank 

funding. We investigate PBF expansion in Mali through an analysis of the multifaceted legitimation processes 

occurring at the global, continental, and national levels. Our hypothesis is that the production of PBF knowledge 

and evidence‐based resources, their ensuing dissemination through country visits and trainings, and the 

construction of a nationally‐relevant narrative of PBF are instrumental in shaping policymaking. 

 

Methods: We analyse, at multiple levels, the ways in which PBF emerged as a legitimate policy in Mali. We adopt a 

mixed methods approach with a sequential explanatory design followed by a triangulation design. PBF legitimation 

at global and continental levels is investigated quantitatively through a discourse analysis of online resources from 

major PBF platforms, and qualitatively with interviews of key PBF promoters. PBF legitimation at national level is 

examined through another round of interviews with stakeholders involved in PBF discussions in Mali: donors’ 

representatives, national PBF experts, and government officials. The power of these stakeholders is investigated 

through a network analysis: both its results and the qualitative findings explain the outcome of the policymaking 

negotiations in favour of PBF. 

 

Preliminary findings: Following a preliminary discourse analysis, and an exploratory study in Bamako, three main 

findings emerge: i) there is a very active PBF “policy community” at the global and continental levels: it gravitates 

around a more restricted PBF “policy elite” made up of consultants and donors’ staff producing and disseminating 

PBF knowledge; ii) in Mali, a few former government officials and technical officers showed strong commitment to 

PBF after visiting Rwanda and training in Benin; iii) these “national promoters” frame PBF as the logical 

continuation of pre‐existing decentralization policies. 

 

Discussion: These preliminary findings prompt further investigations, which will inform policymaking processes 

through an original approach. This is the first research focusing on the multifaceted and multi‐level legitimating 

forces of both stakeholders and knowledge resources (e.g., evidence‐based toolkits) towards the diffusion of an 

innovation (PBF) in Africa, and in a particular setting (Mali). This research is relevant to policymakers and policy 

analysis researchers. 
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Carmen Ho, University of Toronto 
 

The politics of ‘scaling up nutrition’ in Southeast Asia: Using tools of global governance to build 

national health systems 
 

Co‐authors: Carmen Jacqueline Ho, University of Toronto 
 

Background: Adequate nutrition is a key element of primary health care, a health approach which is 

essential for resilient and responsive health systems. Yet, undernutrition persists on a large scale, 

affecting 17.9 million children in Southeast Asia and resulting in substantial economic losses. While 

simple, cost‐effective interventions are available, maternal and child nutrition remains a low priority on 

many national policy agendas. This paper examines the UN‐led “Scaling up Nutrition (SUN)” initiative, an 

important global agreement with 56 country signatories. Specifically, two research questions are 

investigated: Has SUN contributed to national policy changes? If so, under what conditions did changes 

occur? 
 

Methods: I carried out two paired case comparisons: (1) Indonesia and the Philippines (2) Laos and 

Cambodia. Countries in each pair have comparable economic, demographic, and nutrition profiles, but 

diverge in their commitment to SUN. During 2011‐2014, Indonesia was a SUN signatory while the 

Philippines was not; Laos was a SUN signatory while Cambodia was not. I investigated whether SUN 

influenced signatories’ national policies and compared this to non‐signatories’ policies. I carried out 

process tracing within each case study, operationalizing the method through three data collection 

techniques. First, over 50 in‐country interviews were conducted with key stakeholders. Second, 

participant observations were carried out in three regional maternal and child nutrition workshops. 

Lastly, government documents and the scholarly and grey literature were analyzed. 
 

Results: Preliminary findings show that under certain conditions, SUN contributed to national policy 

change. SUN created a powerful international norm which, in turn, created a window of opportunity for 

change to occur. In Indonesia, national government bureaucrats used SUN as a tool for reconfiguring 

domestic alliances. This allowed them to overcome entrenched interests and institutional biases and 

push through policy change. In contrast, SUN had lesser success in Laos. I specify factors which hindered 

national policy change following fieldwork in Laos and Cambodia (April/May 2016). 
 

Discussion: Research findings have at least three policy implications. First, findings will assist 

policymakers in creating international agreements which have a higher likelihood of eliciting national 

policy change. Second, health inequities are increasingly recognized as a product of failed policy. 

However, nutrition research has largely overlooked how social structures influence policy development. 

My research takes a social science perspective to explain how certain health issues become prioritized. 

Third, findings will equip nutrition and health advocates with better tools to navigate the politics of 

policy change and build resilient and responsive heath systems. 
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Ruth Iguiniz, Universidad Peruana Cayetano Heredia 
 

Unpredictable shifts in maternal mortality prevention policy agendas, 1990 – 2010. 

Health policy and politics within the Peruvian Ministry of Health 

Co‐authors: Ruth Iguiniz, Universidad Peruana Cayetano Heredia 
 

Maternal mortality prevention policy in Peru has shifted the focus of its interventions from family 

planning services, to emergency obstetric care to family planning and to prenatal control several times 

from 1990 to 2010.  The study of these shifts in maternal mortality prevention policy in Peru, allows us 

to identify the power and resources of different state, civil society and international actors within the 

health system and their influence on maternal health policy agenda setting in different political regimes 

and contexts.  It further suggests that those political interactions have also changed the relationships 

between CSOs and the state, and the governance institutional structures for decision making, 

encouraging the creation of new participatory institutional structures to incorporate CSOs into health 

policy decision making. 
 

This is a qualitative study of organizational arrangements within the health system where state and CS 

actors meet to discuss maternal mortality prevention policies in Peru during a twenty year period (1990‐ 

2010), and the politics that permeates the health system. Data was collected from national policy 

guidelines, national legislation and internal institutional documents; the review of academic publications; 

and interviews with a total of 32 decision‐makers from the Peruvian Ministry of Health, CSOs                

and international cooperation agencies involved in maternal and reproductive health policy       

processes. Interviews consisted of open‐ended, semi structured questions.  Interviews lasted an average 

of 1 hour and took place in Lima in three different moments: in 2006, from December 2011 to March 

2012, and December 2012. In some cases follow up interviews were also conducted. Most interviews 

were recorded and transcribed, and the responses organized thematically and chronologically. 
 

The analysis demonstrates that policy shifts were the result of the power dynamic and political 

interactions between the state, CS actors and international actors within the health systems over the 

two decades covered by the study.  The study shows that the health system needs new institutional 

spaces and processes to allow national and international actors to participate in the politics of agenda 

setting with transparency and accountable to the population. Furthermore, as the Peruvian experience 

demonstrates, the creation of new institutional structures like the ESSR operating within traditional 

state institutions such as the Ministry of Health show that changes in the political discourse, and policy 

regulation welcoming civil society participation, are not necessarily followed by changes in the 

organizational procedures and state institutional structures for decision making. 
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Stephanie Topp, James Cook University 
 

The impact of targeted HIV service scale‐up on workplace and interpersonal trust in Zambian primary 

health centres: a case study analysis 
 

Co‐authors: Stephanie M Topp, Julien Chipukuma, James Cook University; University of Lusaka 
 

Background: In countries with generalized HIV epidemics, significant funding continues to be directed 

towards HIV‐specific care and treatment (C&T) often with claims of ‘health system strengthening’ effect. 

Such claims rarely take into account the effect on human relationships and decisions which lie at the core 

of functional and productive health systems.  Addressing this gap, this study examined how the 

introduction of externally funded HIV services influenced workplace and interpersonal trust and service 

responsiveness in Zambian primary health centres. 
 

Methods: This in‐depth multi‐case study included four health centres selected for urban, peri‐urban and 

rural characteristics. Case data included health care worker (HCW) interviews (60); patient interviews 

(180); direct observation of facility operations (2 wks/centre) and key informant interviews (14) which 

were recorded and transcribed verbatim.  Thematic analysis incorporated inductive and deductive 

coding guided by Gilson et al’s (2005) trust in health services framework. 
 

Results: Targeted investment in HIV services initially improved trust amongst those HCW delivering HIV‐ 

specific services.  More generally, however, targeted investment in HIV services had a range of negative 

impacts.  Investment in HIV but not other health centre services exacerbated HCWs' perceptions of 

systemic inequity and nepotism within the Zambian health sector.  Limited opportunities to train in 

antiretroviral care, or work in the (better compensated) HIV department, weakened trust and caused 

antagonism between HCW in HIV and non‐HIV departments, undermining work flows and continuity of 

care and reinforcing work norms designed to prioritise HCW versus patient interests. Over time, as HIV 

service support transitioned from NGO to government institutions, removal or breakdown of some of 

these mechanisms further exacerbated many HCWs’ distrust in the government ‐ and their supervisors' ‐ 

capability or competence. 
 

Conclusion: This analysis provides insights into the dynamic interactions driving whole‐of‐health centre 

performance.  It illustrates a generally negative impact of the vertical approach to HIV service scale‐up 

which both failed to recognise and even exacerbated HCW (dis)trust of colleagues, of the government 

(as employer) and of health centre managers (as supervisors).  Weak workplace trust was found to 

damage both HCWs’ client orientation and overall health centre responsiveness.  These findings signal 

the importance of recognising the way social institutions, including particular types of trusting 

relationships, play a critical role in generating  virtuous or perverse cycles of actor interactions. Far 

greater recognition of these issues is needed during the planning stages of disease‐specific service 

implementation. 
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Joby George, Save the Children Bangladesh 
 

Strengthening peripheral health facilities to increase skilled attendance at birth in rural Bangladesh 
 

Co‐authors: Joby George, Nazmul Kabir, Imteaz Mannan, Jatan Bhowmick, Save the Children Bangladesh 
 

Purpose: The coverage of skilled birth attendants at delivery (SBA) has consistently remained low 

Bangladesh (42%). There are significant geographic inequities, with even lower coverage in rural areas 

(36%) and in Sylhet Division (27%). The Ministry of Health and Family Welfare has established over 4,000 

union health and family welfare centers across the country, which presents a unique opportunity to 

rapidly increase the coverage of SBAs. Very few of these facilities are currently conducting deliveries, due 

to gaps in infrastructure, trained staff and essential equipment and supplies. 
 

Focus: The USAID funded MaMoni Health Systems Strengthening project prioritized the strengthening of 

the government owned Union Health & Family Welfare Centers (UH&FWCs) in four under‐served unions 

of Habiganj in Sylhet Division to provide normal delivery care services 24 hours a day, seven days a week. 

Since 2012, the project supported physical renovation of the facility, including residences for staff; 

deployed midwifery‐trained paramedics on temporary basis; expanded the outreach of antenatal        

care services through well planned satellite clinics; established community‐managed referral networks; 

applied clinical standards‐based quality improvement initiatives; mobilized the support and oversight of 

local government institutions; and mobilized community groups and volunteers to generate awareness 

and increase demand for the services provided at the UH&FWCs. Using the health facility records, we 

reviewed the pattern of utilization of antenatal care and delivery care services at these four upgraded 

UH&FWCs over a one year period in 2014. We observed rapid increase in the utilization of SBA services in 

the catchment areas of these facilities. SBAs attended 67% of all deliveries in these unions (range 46‐ 

82%), including 40% at the UH&FWCs.  The rapid increase in utilization of SBA services at the peripheral 

level is significant when compared with the very slow progress reported in the division (27%) and in the 

district (30%). 
 

Significance for the sub‐theme area and target audience: By strengthening all UH&FWCs in the country, 

Bangladesh can rapidly increase the coverage of SBAs in rural areas and contribute to faster reduction in 

maternal mortality. The experience from a remote rural district of Bangladesh is relevant for low‐income 

countries that are aiming at increasing SBA coverage through public health service delivery systems. The 

model also serves as a good example of improving public health services by prioritizing otherwise 

neglected facilities and levels of care. 
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Archna Gupta, Western University 
 

Promoting Development and Uptake of Effective Health Innovations 
 

Co‐authors: Archna Gupta, Cathy Thorpe, Onil Bhattacharya, Merrick Zwarenstein, Western University; 

Women's College Hospital 
 

Background: Why do good healthcare innovations fail to scale up? Or, why do we scale up innovations 

incompatible with the healthcare system?  How can we reduce resources wasted on ineffective 

innovations early in development and instead invest in those more likely to be effective, acceptable, 

affordable and feasible? Implementation science lacks a tool to help us manage the scale up of 

innovations. Here we present the Nose to Tail Tool (NTT) which aims to fill this gap. 
 

Methods: We conducted a scoping review to identify peer reviewed publications that describe the scale 

up process conceptually or that describe an instance in which a healthcare innovation was scaled up, 

and analysed these to assemble a composite portrait of the scale up process. We define scale up as the 

expansion and extension of delivery or access to an innovation for all end users in a jurisdiction who will 

benefit from it. 
 

Results: Sixty‐eight articles were eligible for review. Frequently described stages in the innovation 

process and contextual issues that influence progress of an innovation towards scale up were mapped. 

16 separate stages were identified: 12 deliberation and 4 action stages. Included papers suggest that 

innovations progress through stages of maturity and the uptake of innovation depends on the 

innovation aligning with the interests of 3 critical stakeholder groups (innovators, end users and the 

decision makers); and is also influenced by 3 broader contexts (social and physical environment, the 

health system, and the regulatory, political and economic environment). The 16 stages form the rows of 

our NTT Grid and the 6 themes form columns. The resulting stage‐by‐issue grid consists of 72 cells, each 

populated with cell‐specific questions, prompts and considerations from the reviewed literature. 
 

Conclusion: The NTT is an interactive web based tool that helps stakeholders identify the stage of 

maturity of their innovation, and at each stage helps facilitate deliberative discussions among major 

stakeholder groups on their key considerations and the major contextual hurdles that an innovation  

faces on route to scale up and sustainment. The NTT helps identify potential barriers to scale up and 

facilitates early modification to address these, before large investments are made in a potentially flawed 

solution. 
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Nicholas Pearson, Jacaranda Health 
 

Learning from Quality Improvement to Improve Maternal and Newborn Health Care in a Low‐ 

Resource Setting: The Jacaranda Health Approach 
 

Co‐authors:  Nicholas Pearson, Faith Muigai, Eric Wachira, Claire Watt Rothschild, Cathy Green, Rohit 

Ramaswamy, Jacaranda Health; Independent Consultant; UNC Gillings School of Global Public Health 
 

Background: Although access to institutional delivery care is increasing rapidly, Kenya continues to have 

one of the highest burdens of maternal mortality in the world (Wang et al 2011). A major contributor to 

poor health outcomes is low quality of facility‐based care (Souza et al 2013; Austin et al 2014). Jacaranda 

Health has built internal capacity to use quality improvement (QI) systems in its own private facilities and 

is now developing a model for quality improvement in partnership with Kenya’s public health sector. 
 

Methods: Founded in 2011, Jacaranda Health is a Kenya‐based social enterprise that aims to provide 

high‐quality maternal and newborn health care at low cost through a chain of peri‐urban health facilities. 

While clinical interventions to achieve successful maternal and neonatal outcomes are well             

known, the challenge is to understand how to adapt them for the Kenyan setting, and to build health 

system capacity for successful service delivery in these settings. Quality Improvement (QI) methods, such 

as Lean and Six Sigma, are approaches to design and improve delivery processes that are customized    

for particular contexts. Jacaranda Health invested in internal quality improvement resources to           

map and improve its own internal clinical and operational processes. This exercise has allowed   

Jacaranda health to learn what works well in the Kenyan setting. Jacaranda is now transferring 

application of these methods in Kenya’s public sector. 
 

Results: Jacaranda Health successfully implemented Lean and Six Sigma systems to improve efficiencies 

in infrastructure, patient flow, and other clinical processes in its own private health facilities. Led by 

Jacaranda’s internal QI manager, Value Stream Mapping was found to be a useful tool for identifying 

inefficiencies and engaging staff across the organization to redesign processes within Jacaranda’s 

facilities. Jacaranda Health has begun to transfer this learning and to build similar capacity and systems 

with frontline staff in public Kenyan health facilities to reduce newborn and maternal infections and 

improve hand hygiene and sanitation. Preliminary data is promising. In the first facility, reported 

symptoms of newborn infection (collected via mother interview at 3 days after delivery) decreased from 

17% (8/46) to 0% (0/17) at endline (p=0.004) and reported symptoms of maternal infection also 

decreased by 69% (p=0.025). 
 

Conclusion: Public‐private partnerships that use private facilities as a learning lab to identify successful 

health care practices and processes may be a promising approach to improving quality of health care in 

low‐resource settings. 
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Lalit Yadav, George Institute for Global Health 
 

Management of older adults with hip fractures in India: A mixed methods study of current practices, 

barriers, facilitators and recommendations to improve care pathways 
 

Co‐authors: Lalit Yadav, Abha ` Tewari, Tracey Chantler, Santosh Rath, Robyn Norton, George Institute 

for Global Health ; London School of Hygiene and Tropical Medicine 
 

Background: Hip fracture in older adults is a significant public health issue requiring health systems 

strengthening in India. Evidence suggests that adopting best practice guidelines can reduce mortality, 

improve quality of life and decrease the cost of care. The current study sought to document current 

practices, identify barriers and facilitators for adopting best practice guidelines and recommended 

improvements in the management of hip fractures in Delhi, India. 
 

Methods: This mixed methods observational study collected quantitative and qualitative data 

concurrently from healthcare providers (HCPs), patients’, carers and medical records from three major 

public tertiary care hospitals in Delhi, India. All patients aged ≥50 years who had an X‐ray confirmed hip 

fracture and were admitted to the orthopaedic ward at the selected hospitals were recruited and 30‐day 

post injury follow‐up was conducted. 11 key informant interviews and 4 focus group discussions with 

HCPs were conducted. Descriptive statistics for key quantitative variables were determined. The 

qualitative data were analysed and interpreted using behaviour change wheel framework. 
 

Results: A total of 136 patients, 74 (54%) men and 62 (46%) women, with hip fracture were identified in 

the three participating hospitals. Of these, 85 patients (63% of the total), were admitted into the 

hospital. Only 28% received surgery within 48 hours of hospital admission. According to the HCPs, 

inadequate staff, insufficient beds, dedicated operation theatre time and overcrowding affects caring to 

the needs of the patients. All the participants unanimously felt the need to develop guideline for hip 

fracture management and establish standardized care protocols in India. 
 

Discussion: The study revealed delays in admission to hospital and further delays in receiving surgery. 

Overcrowding, inadequate staff and limited surgical facility at the district‐level referring hospitals were 

identified as barriers to best practices. Lack of community awareness on health in general including 

common age related comorbidities and knowledge of healthcare services often contributes to delays in 

receiving care.  Analysing the HCPs perspective on ways to improve practices in the management of 

older adults with hip fractures, the study identified six intervention functions and five policy categories 

to enable development of contextually appropriate areas for implementing best practices. 
 

Conclusion: To date there is limited published information on the care pathways for the management of 

older people with hip fractures in India.   Our study identified important evidence practice gap in the 

management of older people with hip fractures in three major tertiary care hospitals in Delhi. 
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Mirwais Rahimzai, University Research Co. LLC Uganda 
 

Reducing perinatal mortality by over 15% in Northern Uganda using improvement methods to scale 

up simple, high‐impact, lifesaving interventions 
 

Co‐authors: Mirwais Rahimzai, Paul Isabirye, Esther  Karamagi, Victor Boguslavsky, University Research 

Co. LLC Uganda; University Research Co.LLC Uganda ; University Research Co.LLC United States 
 

Objectives: About 8500 pregnant women develop complications each year in six northern districts of 

Uganda, where approximately 4800 pregnant women live with HIV. Based on the country’s mortality 

rate, more than 200 women may be expected to lose their lives due to pregnancy‐related conditions in 

these districts. In an effort to reduce the number of maternal and newborn deaths in Uganda and 

Zambia, the Saving Mothers, Giving Life (SMGL) initiative was launched in 2012 and designed to address 

three major gaps in health service delivery: a) delays in seeking appropriate care, b) inability to access 

the most appropriate care in a timely manner, and c) inconsistencies in the quality of care provided at 

health facilities. 
 

Four districts of western Uganda (Kyenjojo, Kabarole, Kamwenge and Kibale) were covered during the 

first phase of the SMGL initiative which resulted in a 30% reduction in maternal mortality. In February 

2015, the initiative was expanded to 6 northern districts of Uganda (Apac, Lira, Dokolo, Pader, Nwoya 

and Gulu). Twenty high‐volume sites were targeted for the scale‐up, covering about 64% of deliveries in 

the six supported districts in 2014. 
 

Methods: The major causes of neonatal deaths in these facilities included: birth asphyxia, prematurity 

and neonatal sepsis. These formed the focus of USAID Applying Science to Strengthen and Improve 

Systems (ASSIST) Project’s interventions which included establishment of MNCH work improvement 

teams who were trained in Helping Babies Breathe plus (HBB+) and improvement methods and 

supported through monthly onsite building of skills and coaching to improve the processes of care. This 

was coupled with the introduction of maternal interventions like active monitoring of the labor process 

using a partograph and review of every death of a mother or baby to understand the causes and factors 

associated with each death and draw recommendations to prevent similar deaths in the future. 
 

Results: Analysis of routine data showed a significant reduction in perinatal mortality from 6.4% (January 

2015) to 2.8% in December 2015. To validate these results, a second study carried out by external 

assessors in five of the 20 high‐volume facilities. The external assessment found a reduction of more than 

15% in perinatal mortality over the nine‐month period January‐September 2015 (out of 14,120 

deliveries). 
 

Conclusion: Improvement methods can rapidly scale up simple, high‐impact, lifesaving interventions for 

newborns in limited‐resource settings. 
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David Hotchkiss, Tulane University School of Public Health and Tropical Medicine 
 

Addressing Complexity in the Evaluation of Health Systems Strengthening Interventions: An Example 

of a Process Evaluation from the Democratic Republic of Congo 
 

Co‐authors: David Hotchkiss, Paul‐Sampson Lusamba‐Dikassa, Lauren Blum, Janna Wisniewski, Ann‐ 

Marie Yongho, and Jane Bertrand, Tulane University; Tulane International LLC; Independent Consultant; 

Tulane University; Peace Corps; Tulane University 
 

Background:  Evaluation of health systems strengthening can be especially challenging due to multiple 

health systems components, lengthy causal chains, lack of standardized intervention delivery, and 

political factors that are common to complex interventions.   Although health systems strengthening is 

widely recognized as a complex process, there are very few evaluations available that are based on 

research methods that account for complexity.  For example, a recent literature review of 106 

evaluation health systems strengthening evaluations conducted in 2009‐10 found that none 

incorporated research designs that took into account the characteristics of complex adaptive systems 

such as non‐linearity of effects or interactions between health systems building blocks. 
 

Purpose: The purpose of this process evaluation is to assess the strategy to introduce a package of health 

systems strengthening interventions in the Democratic Republic of Congo, as part of the United   

Kingdom government‐funded ASSP Project (2012‐2017).  The evaluation focuses on interventions under 

three health systems building blocks: health information systems (electronic facility‐based information 

systems), financing (community‐based insurance, provider payment reform, and user fee guidelines),  

and governance (community scorecards, village health committees). The evaluation addresses the 

complexity of the strategies by investigating 1) whether and how the strategies have changed over time, 

based on political and contextual factors, as well as 2) effects on more than one health systems building 

block. 
 

Methods: The process evaluation (data forthcoming) employs a mixed methods research approach, 

using both quantitative and qualitative data collected from the central, provincial, health zone and 

health facility levels.  The quantitative component will use data generated through ASSP’s routine 

programme reporting system. In addition, a structured survey will be conducted at the provincial 

medicine distribution centres (CDR), selected health zones offices (BCZ), selected general reference 

hospitals (HGR) and selected health centres receiving ASSP support. The qualitative component will 

include key informant interviews and focus group discussions at the central, provincial, and health zone 

levels. Quantitative and qualitative data will be collected concurrently. 
 

Conclusions: Because health systems strengthening is a complex and political process, there is a need for 

more process evaluations that explore how the goals and strategies of HSS interventions evolve over  

time and the barriers and facilitators to implementing complex interventions.  The experience in 

conducting the process evaluation can inform more effective evaluations of complex health 

strengthening programs. 
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Elizabeth Koechlein, AcademyHealth 
 

Developing an International Perspective on Health System Challenges through Shared Evidence and 

Methods: Expanding NLM’s HSRProj internationally. 
 

Co‐authors: Elizabeth Koechlein, Erin  Holve, Nisha Kanani, AcademyHealth 
 

Background: The National Library of Medicine’s (NLM) HSRProj is the most comprehensive database of 

HSR in the United States, including more than 30,000 health services research (HSR) projects. Before his 

retirement as Director of the NLM, Dr. Donald Lindberg recommended that HSRProj encourage 

international submissions to reflect the scope of HSR globally; particularly to enhance understanding of 

similarities and differences between projects funded by and conducted in countries outside of the U.S. 

Given AcademyHealth’s leadership within the U.S. and growing base of global projects and members, 

AcademyHealth has a unique vantage point to facilitate global collaboration for HSRProj to reflect the 

scope and content of global HSR. 
 

This project  assesses the content and scope of international and U.S. records in HSRProj, and will inform 

the expansion of HSRProj internationally by addressing three primary issues: 1) assessing the current 

status of international HSR in HSRProj; 2) Understanding the perspectives on, terminology, and funding of 

HSR internationally; and 3) Considering ways to apply the methodology AcademyHealth uses to     

identify and curate HSR records in HSRProj, and the implications for efforts to expand HSRProj 

internationally. 
 

Methods: Staff will use four‐part mixed‐methods design, including:  Conducting queries of HSRProj to 

assess current number of international records (international funders and performing organizations). 

Conducting a literature scan to understand HSR in international context. Reviewing AcademyHealth 

institutional documents on managing solicitation and outreach to develop a model to increase the 

number of international records. Conducting interviews (&lt;9) with HSR thought leaders and funders. 
 

Results and discussion: Currently, HSRProj includes 1,300+ records from funders in Australia, Belgium, 

Canada, Denmark, France, Germany, India, Spain, Japan, Norway, Rwanda, and the U.K. However, this is 

only 4% of all HSRProj records and does not reflect a systematic approach. A more comprehensive 

approach would ensure HSRProj is most useful and reflective of HSR internationally. 
 

For more than 20 years, AcademyHealth and University of North Carolina, Chapel Hill have jointly 

managed HSRProj on behalf of NLM. Extending this expertise to “internationalize” HSRProj has 

tremendous potential to expand our understanding of trends in the field on a global scale. This 

presentation will address the  many considerations to ensure successful inclusion of more international 

records, such as how best to  identify and code relevant HSR and understand  differences in HSR 

terminology and the structure of funding  portfolios, often referred to internationally  as health systems, 

services, and policy research. 
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Tracey‐Lea Laba, The George Institute for Global Health 

 
Embracing new methods to promote investment in the development and evaluation of innovative health 

systems interventions. 

 

Co‐authors: Tracey‐Lea Laba, Anushka Patel, Stephen Jan, The George Institute for Global Health 
 

Purpose: Early‐stage development of innovative health systems interventions is an essential area of policy‐relevant 

research that can create economic “value” but is presently discouraged by funding trends towards “safer” bets. 

Present methodological approaches such as co‐design make innovative projects more “implementable” but they  

do not overcome the high upfront capital investment needed for intervention development and evaluation. This 

paper argues that to attract potential investors, new rigorous approaches to developing and evaluating early‐stage 

health system interventions that minimise upfront risks and costs are needed. 

 

Focus: Co‐creation or co‐design methodologies intend to close recognised gaps between what research evidence 

tells us works and what can actually work within complex adaptive health systems. By bringing stakeholders 

together earlier in the research‐setting agenda, creating designs that map real‐world environments (e.g. pragmatic 

trials) and committing to implementing research within broader health services, co‐creation essentially promotes 

the development of less‐risky and more “implementable” health services and interventions. In a competitive and 

constrained funding environment that is retreating to investments in “safer bets”, co‐creation is a viable option to 

attract research funding and demonstrate “value”. 

 

While the benefits of co‐creation are being adjudicated, how to attract funding to develop early‐stage and 

perceivably riskier health system interventions is challenging. Unlike funding that is made available for medicine, 

procedure and device development, no similar facility for health system interventions exists. We explore the highly 

successful lean start‐up approach to innovative product development, which seeks to minimise investment risk 

through limiting wasteful practices during product development and maximise value through iterative product 

testing, and discuss how it could be adapted to health systems research. We highlight successful applications of this 

approach and discuss the potential implications for health system intervention development. Drawing on the drug 

development enterprise, we consider appropriate evaluative research designs. 

 

Significance: Investment in innovation can create economic “value” within and beyond the health sector. There is 

an implicit assumption that issues of development and testing innovative health systems interventions are funded 

from elsewhere and their impact on implementation are most appropriately considered only after investments are 

made. While quarantined funding pools to support this vital area of research are needed, health systems 

researchers could also embrace new systematic and adaptive approaches to intervention development that 

minimise upfront capital investments and risks. This is especially relevant in resource‐constrained settings where 

the capital to invest in health system innovation is limited. 

 

Target audience: Researchers, funders, policy‐makers. 
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Tolib Mirzoev, University of Leeds 

 
Key lessons for evaluating complex interventions: using mixed‐methods realist evaluation for health systems 

development in Nigeria 

 

Co‐authors:  Tolib Mirzoev, Enyi  Etiaba, Bassey Ebenso, Benjamin Uzochukwu, Ana Manzano, Obinna Onwujekwe, 

Reinhard Huss, Nkoli Ezumah, Joseph Hicks, James Newell, Tim Ensor, University of Leeds; University of Nigeria 

Enugu Campus 

 

Theory‐driven evaluations of complex systems interventions are increasingly recognised as being important for 

health systems development. One form of theory‐driven evaluation, realist evaluation (RE), is becoming 

increasingly used in low‐ and middle‐income countries (LMICs). While literature on the use of REs in LMICs is 

growing, it is still limited. 

 

In this presentation, we will share our approach to evaluating a national programme in Nigeria using realist 

evaluation from an on‐going research programme, and reflect on key lessons for evaluating complex interventions 

using theory‐driven evaluation approaches. 

 

Between 2012 and 2015, the Government of Nigeria implemented the Subsidy Reinvestment and Empowerment 

Programme (SURE‐P) to invest revenue from fuel subsidy reduction into a social security programme. One 

component focused on maternal and child health (MCH). It included deployment of midwives and community 

health workers (CHWs), improving infrastructure, supplies, and strengthening governance. Conditional cash 

transfers (CCTs) were given to pregnant mothers for uptake of MCH services, and to CHWs for accompanying 

women to health facilities. Since June 2015, we have used RE to assess sustainability of changes achieved in 

Anambra State. 

 

A realist approach identifies what works, in which setting, for whom, under what circumstances and why. In RE 

researchers develop and subsequently validate theories of how the context influences programme mechanisms to 

produce intended (and unintended) outcomes. In the presentation, we will share our working theories, show how 

these inform on‐going data collection and analysis, and reflect on the processes of developing these theories from 

programme documentation, literature, and engagements with key stakeholders. 

 

REs are methods‐neutral, meaning that combinations of methods from different disciplines are possible. We draw 

upon the complementary methods from the following disciplines of health policy and systems research: health 

economics, social sciences, and statistics. We will demonstrate, using the project’s conceptual framework, how 

methods from these disciplines can complement each other, and what feasibility and capacity issues researchers 

need to be aware of in designing similar mixed‐methods evaluations. 

 

We will conclude with key challenges and considerations for researchers interested in using mixed‐methods 

theory‐driven evaluations for health systems development, such as: considering the appropriate scale to ensure in‐ 

depth analysis; assessing feasibility of methods and relevant capacity building; and continuously engaging with 

decision‐makers to ensure policy‐relevance of research. 

 

This presentation should be of interest to: researchers interested in designing realist evaluations; policymakers 

interested in learning from comprehensive evaluations; and sponsors interested in funding innovative research 

and evaluation approaches. 
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Kabir Sheikh, Public Health Foundation of India 
 

The PRIMASYS approach for national assessment of primary care systems: a rubric for context‐ 

sensitive enquiry and engagement for change 
 

Co‐authors: Kabir Sheikh, Etienne Langlois, Public Health Foundation of India; Alliance for Health Policy 

and Systems Research 
 

Most research attempting to assess or evaluate primary care in low and middle‐income countries (LMIC) 

has focused on measurement of service performance and health outcomes. New approaches are needed 

to understand and address the systemic causes and processes that underpin these surface      

phenomena. PRIMASYS is a framework for assessment of national primary care systems that emphasizes 

the dynamically interconnected and interdependent nature of their different functional elements. The 

framework was developed by the first author for a joint WHO and Bill and Melinda Gates Foundation 

initiative in 20 LMICs, drawing on extensive review of existing frameworks, and an expert consultation. 
 

Primary care systems may be understood to encompass the organizations, resources, procedures, norms 

and the efforts and time of people that collectively function towards delivering services at the first point 

of care, and serving the aims of better health and equity in a society. Six functional areas corresponding 

broadly to structures, processes of primary care systems were identified as being: system governance, 

financing, human resources, service organization, regulatory process, monitoring and information. A 

further three assessment areas were identified as desired health system outcomes, namely equitable 

access of primary care services at scale, appropriate and responsive care, and quality and safety. 
 

The performance and resilience of country primary care systems is critically dependent on how the 

relevant structures and processes operate individually and in coordination with each other to produce 

desired outcomes. There is no one‐size‐fits‐all model of a country primary care system, and countries 

have implemented diverse models, adapted to and conditioned by their respective social, economic and 

political contexts. In keeping with advances in Health Policy and Systems Research (HPSR), PRIMASYS 

proposed a methodology for country case studies that blends fixed and flexible (contextually 

determined) types of enquiry, and proposes roles for country research teams that go beyond data 

collection and analysis, and extend to engaging varied stakeholders with a view to contextualizing the 

research, and promoting learning and reflection for change. 
 

The introduction of systems thinking and current HPSR frameworks represent advances in the current 

thinking on primary care. The PRIMASYS approach is currently being piloted in five countries. We hope 

to attract an audience of global and country‐level primary care and health system practitioners and 

researchers, and use this presentation of the approach to engage them in a debate on the most useful 

approaches for the assessment of national primary care systems. 
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Thubelihle Mathole, School of Public Health. University of Western Cape 
 

The role of leadership in building resilience in rural under‐resourced health facilities: Assessment of 

emergency obstetric care in two rural district hospitals in South Africa 
 

Co‐authors: Thubelihle Mathole, Martina Lembani, Debra Jackson, Christina Zarowsky, David Sanders, 

School of Public Health. University of Western Cape; Université de Montréal, Canada 
 

Background: Maternal mortality remains high in Eastern Cape, South Africa despite over 90% of 

pregnant women utilizing maternal health services. A recent survey showed wide variation in 

performance among districts in the province. Heterogeneity was also found at the district level, where 

maternal health outcomes varied considerably among district hospitals. This paper focuses on 

leadership as a factor to explain these disparities in two rural hospitals. 
 

Methods:  This paper arises from a mixed‐methods study on mainstreaming a health systems approach 

to delivery of maternal health services in a rural district in Eastern Cape, South Africa. The study was 

done in two rural district hospitals, one good performer (Facility A) and the other with poorer 

performance (Facility B). The hospitals were purposively selected based on their maternal health 

outcomes. Comparative data were collected through a survey, unstructured observation of 

management and perinatal meetings; record review and interviews with hospital leadership, staff and 

patients in the two selected facilities. Thematic data analysis was undertaken. 
 

Findings: The two hospitals had broadly similar hospital infrastructure and equipment but maternal 

health outcomes were good in Facility A compared to Facility B. Our data describes how the leadership 

in facility A used  their innovative and entrepreneurial skills to build resilience in a previously 

dysfunctional health system Management in Facility A was described as supportive, friendly, 

approachable but ‘firm’ and undertook more frequent and supportive supervisory visits. Each unit in 

hospital A developed action plans and used data to monitor their actions. Good performers were 

acknowledged in group meetings. Staff in facility A were motivated and patients were happy about the 

quality of services. The situation was different in Facility B. Participants described their senior 

management as using an authoritarian leadership style, with fear as the primary motivator.  Managers 

were rarely available in the office, or to hold regular meetings, leading to perceived poor 

communication across teams and units and subsequent poor coordination to address resource 

constraints.  This demotivated the staff.  Underlying factors included differences in leadership style that 

affected teamwork, managerial supervision and support. 
 

Conclusion: Our study demonstrates that strong and supportive leadership is an important component of 

health system resilience in resource limited settings. This manifested through focused efforts 

demonstrated through building teamwork, entrepreneurship and good management structures/systems 

that contributed to improved maternal care in a rural district hospital.  Action research is on‐going to 

assist Hospital B to address challenges, including management styles. 
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Hannah Leslie, Harvard T. H. Chan School of Public Health 
 

The quality penalty: effects of delivery in low quality facilities on newborn mortality in Malawi 
 

Co‐authors: Hannah H Leslie, Günther Fink, Humphreys Nsona, Margaret E Kruk, Harvard T. H. Chan 

School of Public Health; Malawi Ministry of Health 
 

Background: Ending preventable newborn deaths is a global health priority. This effort has proven 

challenging even in countries that have improved coverage of maternal and child care. Malawi is one of 

the few low‐income countries with almost universal coverage of facility delivery. Yet, neonatal mortality 

remains elevated; is the highest single contributor to under‐five mortality rates. One reason may be poor 

quality of intrapartum care. We linked a national sample of women with recent deliveries to their 

delivery facility and assessed the relationship between quality of the facility and probability of neonatal 

death. 
 

Methods: We obtained a census of health facilities from the 2013 Malawi service provision assessment 

and assessed the overall quality of delivery facilities. The quality index comprised 25 items covering 

infrastructure, delivery supplies, and routine and emergency maternal and neonatal care. We then 

matched child survival data from the 2013‐2014 Millennium Development Goals Endline Survey to 

facility quality based on facility location. We assessed the relationship between facility quality and 28‐ 

day mortality with instrumental variable (IV) analysis, which adjusts for unmeasured selection into 

higher quality facilities by women at higher risk of newborn mortality. 
 

Results: We linked 6,535 women (6,716 neonates including twins) with recent birth to their likely delivery 

facility. Quality of the 467 facilities used by these women averaged 0.64 out of 1 (standard deviation   

[SD] 0.14). Women with riskier pregnancies or higher socioeconomic status delivered at better facilities 

on average, confirming selection bias. Neonatal mortality was 1.8% (122 deaths). One SD             

difference in quality was associated with a difference of ‐0.029 (95% confidence interval [CI] ‐0.057, &lt;‐ 

0.001) in probability of neonatal mortality in the fully adjusted IV model. 
 

Conclusions: Despite remarkable progress in expanding utilization of maternal and child health care, 

preventable neonatal mortality persists in many settings like Malawi. The results of this study suggest 

that delivering in a low quality facility contributes to newborn deaths. A difference of 20% in facility 

quality was associated with 29 fewer deaths per 1000 births among women who would deliver in better 

facilities were one available. The results suggest that policy makers should shift the focus from access to 

quality of care to reduce newborn mortality in line with global and national targets. 
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Tieba MILLOGO, Institut Africain de Santé Publique & Institut de Recherche en Sciences de la Santé 
 

Admitted alive and born dead: Factors associated with fresh stillbirths; An hospital‐based matched 

case‐control study in Burkina Faso 
 

Co‐authors: Tieba MILLOGO, Gautier  Henri OUEDRAOGO, Adama BAGUIYA, Bertrand  I MEDA, Seni 

KOUANDA, Blaise  SONDO, Institut Africain de Santé Publique & Institut de Recherche en Sciences de la 

Santé; Institut de Recherche en Sciences de la Santé ; Institut de Recherche en Sciences de la Santé & 

Institut Africain de Santé Publique ; Institut Africain de Santé Publique & U 
 

Introduction:  Despite the heavy burden of stillbirths, little attention has been granted to them in the 

global agenda for child and maternal survival. The focus is mainly on survival after live birth and averting 

maternal deaths. Most of LMIC have failed to achieve the MDG4 part because of high and stagnating 

rates of stillbirths and intra‐partum related early neonatal deaths. Improving child survival in the starting 

SDG era will heavily rely on the capacity to avert the most preventable intrapartum and early neonatal 

deaths. The aim of the present study was to assess the factors associated with fresh stillbirths, here 

defined as those admitted alive for labour and born dead. 
 

Methods:  We conducted an hospital‐based matched (1:1) case control study. Data was collected from 

July 07, 2014 to August 20, 2014 in 50 hospitals across the country. In each hospital, all the deliveries 

that occurred between June 1, 2013 and May 31, 2014 (over a period of 12 months) were reviewed in 

the birth registers. A case was defined as a fetus whose mother was admitted in labour with at least one 

vital sign (fetal heart rate, active fetal movements) present at the time of the admission and who was 

born dead. All the cases that occurred in the study period were included in the study and an appropriate 

control was selected in the same health facility. A control was a baby born alive. Cases and controls   

were matched on gestational age. We used conditional logistic regression with robust standard errors to 

compute both unadjusted and adjusted conditional odds ratios and their 95% confidence intervals. 
 

Results:  Cases were 67% less likely to have been delivered by a midwife compared to a non‐midwife 

attendant (adjusted conditional OR=0.33, 95% CI: 0.12‐0.84, p=0.02). The use of a partograph to monitor 

the labour lowers the odds of fresh stillbirth by 82% (adjusted conditional OR=0.18, 95% CI: 0.05‐0.61, 

p=0.006). Mothers who had been transferred from another health facility were five times more likely 

(adjusted conditional OR=5.36, 95% CI: 2.02‐14.23, p&lt;0.001) to experience a fresh stillbirth. 
 

Conclusion:  The quality and the timing of intrapartum obstetric care are key in preventing fresh 

stillbirths. Easy to implement and available interventions such as the use of a partograph for all 

labouring women and improving the referral system have the potential to save the lives of many 

fetuses. 
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Gertrude Namazzi, Makerere University School of Public Health 
 

Strengthening Health Systems for High Risk Newborn Care to Foster Early Child Brain Development in 

Rural Uganda 
 

Co‐authors: Gertrude Namazzi, Darious  Kajjo, Angelina  Kakooza, Elizabeth  Nambiwemba, Christine 

Nalwadda, Peter  Waiswa, Makerere University School of Public Health; Makerere University College of 

health Sciences 
 

Background: High risk newborn babies (HRB) (Preterms, low birth weight, neonatal infections, 

pathological jaundice) are the most vulnerable to mortality and brain impairment. Demand and supply 

side challenges hinder access to quality newborn care services. We tested the feasibility and effect of an 

integrated model for early identification, quality care and follow up of HRB in fostering early childhood 

brain development in Uganda. 
 

Methods: A quasi‐experimental study is implemented in Eastern Uganda since April 2015. We trained 

150 community health workers to utilize a Foot Length Card to identify low birth weight babies/preterms 

in the first week after delivery and a Danger Sign Card to screen and refer sick newborns                            

to health facilities for quality management. We improved the competencies of health                    

providers to care for HRBs at one district hospital through training and mentorship in kangaroo mother 

care, feeding, resuscitation, care of asphyxiated babies and severely jaundiced babies, and prevention 

and management of neonatal infections. GIS system with geocoded locations of homes facilitates follow 

up of HRB. Physical and neural assessments are conducted on a quarterly basis. 
 

Preliminary Results: The Pre/Post training mean scores of Health workers improved from 49% to 88%, 

while those of CHWs improved from 57%to 76%. From August to December 2015, 280 HRBs were 

admitted in the neonatal unit (39% preterms/low birth weight), of which 91.2% were discharged alive 

and followed up in neonatal clinic. The HRBs from the intervention area were 120, of which nine died, 

and 20 shifted; 91 were mapped and followed up at community level; 44 identified at health facility and 

47 from community level. Consequently, even very low birth weight babies of 800gm are now surviving 

and thriving.  A total of 38 HRBs had neural assessments at 3 months using the MDAT tool.  Z‐scores for 

brain development revealed no neural development delays in any of the domains while the percentage 

delays of the comparison group in Gross motor, fine motor, language and social domains were 7.6%, 

11.8%, 7.6% and 9.4% respectively. 
 

Conclusion: HRBs can survive and thrive even in resource constrained settings using low cost strategies. 

Training and mentorship of health providers in early identification and care, coupled with follow up for 

growth monitoring, counseling on feeding, infection prevention, and psycho social support for families 

are critical in ensuring full developmental potential of HRBs. However, continuous supply of essential 

commodities for quality service provision should be assured. 
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Theopista John, Neha Singh, Centre for Maternal, Adolescent, Reproductive and Child Health (MARCH), London 

School of Hygiene and Tropical Medicine, London, United Kingdom 

 

Subnational variation for care at birth in Tanzania: is this explained by place, people, money or drugs? 
 

Co‐authors: Neha  S Singh, Corinne E Armstrong, Melisa Martínez‐Álvarez, Hoviyeh Afnan‐Holmes, Chris Grundy, 

Corrine W Ruktanochai, Josephine Borghi, Moke Magoma, Georgina Msemo, Zoe Matthews, Gemini Mtei, Joy E 

Lawn, Theopista John, Centre for Maternal, Adolescent, Reproductive and Child Health (MARCH), London School of 

Hygiene and Tropical Medicine, London, United Kingdom; Evidence for Action, Dar es Salaam, Tanzania;   

Consultant, London, United Kingdom; Department of Infectious Disease 

 

Background: Tanzania achieved the Millennium Development Goal for child survival, yet made insufficient progress 

for maternal and neonatal survival and stillbirths, due to low coverage and quality of services for care at birth, with 

rural women left behind. Our study aimed to evaluate Tanzania’s subnational (regional‐level) variations for rural 

care at birth outcomes, i.e. rural women giving birth in a facility and by Caesarean section (C‐section), and 

associations with health systems inputs (financing, health workforce, facilities, and commodities) outputs (readiness 

and quality of care) and context (education and GDP). 

 

Methods: We undertook correlation analyses of subnational‐level associations between health system inputs, 

outputs, context, and rural care at birth outcomes; and constructed novel implementation readiness barometers 

using benchmarks for each health system input indicator. We used GIS mapping to visualise subnational variations 

in care at birth for rural women, with a focus on service availability and readiness, and collected qualitative data to 

investigate financial flows from national to council level to understand variation in financing inputs. 

 

Results: We found wide subnational variation for rural care at birth outcomes, health systems inputs, and 

contextual indicators. There was a positive association between rural women giving birth in a facility and by C‐ 

section and maternal education, workforce and facility density, and quality of care.  There was a negative 

association between these outcomes and proportion of all births to rural women, total fertility rate, and   

availability of essential commodities at facilities. Per capita recurrent expenditure was positively associated with 

facility births (correlation coefficient=0.43; p=0.05) but not C‐section. Qualitative results showed that the health 

financing system is complex and insufficient for providing care at birth services. Bottlenecks for care at birth 

included low density of health workers, poor availability of essential commodities, and low health financing in Lake 

and Western Zones. 

 

Conclusions: Cutting‐edge subnational level research in this study shows that no region in Tanzania meets the 

benchmarks for the four health systems building blocks including health finance, health workforce, health facilities, 

and commodities. Strategies for addressing health system inequities, including overall increases in health 

expenditure, as well as for harnessing resources for quality improvement including enhanced resilience and 

responsiveness, are needed in rural populations and areas of highest unmet need for family planning to improve 

coverage of care at birth for rural women in Tanzania. 
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Bregje de Kok, University of Amsterdam 

 
People‐centred health systems: Responding to the moral landscape of childbearing in Malawi 

 
Co‐authors:  Bregje de Kok, Priscilla Matinga, Blessings Kaunda, University of Amsterdam; Independent consultant, 

Malawi; College of Medicine, Malawi 

 

Background: High maternal and perinatal mortality rates in low income countries like Malawi reflect poor health 

system functioning, to be improved in part through accountability mechanisms and responsive health services. 

However, to understand how such accountability mechanisms play out in local contexts requires examination of 

the existing, organic accountability mechanisms and power relationships between providers, users and other 

community members. 

 

Methods:  Our objectives were to examine 

 
a) Providers’ and community members’ interpretations of responsibility and blame for pregnancy 

complications and loss (maternal mortality; perinatal deaths; miscarriage) 

 

b) The mechanisms which providers, families and community members use to hold each other accountable for 

loss. 

 

c) Implications for the use, provision and experience of maternity care, and ultimately, health system 

functioning. 

 

We conducted ethnographic observations of maternity care in southern Malawi and 58 semi‐structured interviews 

and 15 focus groups with: women who experienced loss; husbands and relatives of women who experienced loss 

and/or who died during pregnancy or birth; community members; providers. 

 

Data were analysed using thematic analysis and discourse analysis (DA). DA allowed us to examine how 

descriptions (of loss, of encounters) construct realities and perform interpersonal functions, such as justifying 

actions or discarding blame. 

 

Findings:  Gendered power relations mediate accountability mechanisms. Women are held accountable for loss  

and ‘risky’ behaviours by providers, husbands and relatives through financial (fines for home birth), verbal  

(scolding) and behavioural (divorce) mechanisms. Providers of maternity care may use existing power dynamics and 

accountability relationships (e.g. bring in guardians to get woman to push harder). More powerful actors (men    

and providers) may also be deemed responsible for loss, but seem rarely explicitly held accountable. Clients’ ability 

to hold providers accountable is limited in part because providers rarely explain to them what happened. 

 

Conclusions:  Loss, or the risk thereof, evokes issues of accountability and blame for a range of health system 

actors. Accountability mechanisms may well affect women’s well‐being, satisfaction with and trust in health care 

encounters.  Upward accountability for meeting numeric targets (e.g. deaths averted) may divert providers’ 

attention for compassionate care and external accountability towards community members. Building people 

centred, responsive health systems must recognize the local, gendered moral landscapes, to avoid unintended 

consequences which affect most those with least power. 
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Aïssa Diarra, LASDEL (Laboratoire d'études et recherches sur les dynamiques sociales et le 

développement local) 
 

Droits et contraception en Afrique subsaharienne 
 

La position des acteurs nationaux et son impact sur la délivrance des services 
 

Co‐authors: Aïssa DIARRA, LASDEL (Laboratoire d'études et recherches sur les dynamiques sociales et le 

développement local) 
 

Contexte: En Afrique subsaharienne, en 2015 la proportion de femmes entre 15 et 49 ans, utilisant une 

contraception, n’atteint que 28%.  Cette situation est liée entre autres à  la faible adhésion des acteurs 

nationaux aux droits reproductifs et sexuels des femmes. Ceux‐ci mettent en œuvre les politiques 

publiques de santé sexuelle et reproductive en référence à des normes sociales et culturelles le plus 

souvent en décalage avec les dispositions nationales et leur déontologie professionnelle. Nos analyses 

font référence au Niger, mais sont valables pour la plupart des pays d’Afrique subsaharienne. 
 

Méthodes: Il s’agit d’enquêtes qualitatives menées au Niger entre octobre 2012 et juin 2015. Des 

observations et des entretiens semi‐directifs ont été menés dans les services sanitaires publics urbains 

et ruraux avec des professionnels de la santé, ainsi qu’avec des usagers. Au total 230 entretiens ont été 

réalisés ainsi qu’une revue documentaire. Les matériaux recueillis ont fait l’objet d’une analyse 

thématique transversale. 
 

Résultats: Au Niger l’engagement politique en faveur de la planification familiale fait échos à une 

position ambivalente des acteurs nationaux. Ils adhèrent publiquement à la PF mais expriment en privé 

leur désaccord avec le but supposé visé par les institutions internationales : « Ils viennent montrer aux 

Nigériens qu’ils ont beaucoup  d’enfants et que voilà, ils sont en train de faire des choses pour diminuer 

» (responsable sanitaire). Dans ces discours privés, la souveraineté nationale est mise en avant au‐delà 

des considérations religieuses. Les pratiques de soins reflètent ces réticences et s’érigent comme des 

obstacles dans l’accès des femmes à la contraception et cela sur trois plans. Premièrement, le service de 

planification familiale a un statut de seconde zone selon une hiérarchisation des activités : il n’est donc 

pas disponible en permanence indépendamment des ruptures d’intrants. Deuxièmement, les agents de 

santé, particulièrement en milieu rural, ne délivrent les contraceptifs aux femmes qu’avec l’accord de 

leurs maris sur présentation de la carte d’identité de celui‐ci. Troisièmement, il existe une catégorie de 

femmes auxquelles les contraceptifs sont interdits : les femmes dont les maris sont en exode, les  

femmes abandonnées, ou divorcées et les jeunes filles. Tous ces obstacles dans l’accès aux contraceptifs 

relèvent de normes sociales et culturelles intériorisées par les agents de santé. 
 

Conclusion: La mise en œuvre des programmes de santé relatifs à la contraception ne peut réussir sans 

tenir compte des discours privés des acteurs et des normes sociales et culturelles auxquelles ils se 

réfèrent. 
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Aditi Iyer, Ramalingaswami Centre on Equity & Social Determinants of Health, Public Health Foundation 

of India 
 

Violating dignity and not acting in a woman's best interest: 

Disrespectful and abusive institutional obstetric care 

Co‐authors: Aditi Iyer, Gita Sen, Bhavya Reddy, Ramalingaswami Centre on Equity & Social Determinants 

of Health, Public Health Foundation of India 
 

Purpose:  Converging evidence from diverse social contexts about disrespect and abuse (D&A) in 

obstetric care points to a systemic problem in need of conceptual and policy attention. We define D&A 

in institutional obstetric care, and highlight the factors that appear to drive these phenomena. 
 

Focus/content:  We reviewed literature on D&A, assessing definitions and conceptual frameworks. Our 

understanding of D&A is informed by multiple sources of evidence gathered over 14 years by the 

Gender and Health Equity Project in Koppal district, Karnataka, India. These include detailed verbal 

autopsies of maternal deaths and near‐misses, qualitative research on the organisational culture of 

public health services, and observations of pregnancy‐related services. 
 

We propose that D&A usually go together ‐ they are expressions of power by healthcare providers over 

the women who seek their care. But they are distinctly different concepts. Disrespect points to the 

violation of a woman’s dignity on some basis (gender, caste, poverty). It is revealed in the biased moral 

judgements that health workers make about women. Abuse refers to actions that increase the risk of 

harm to the woman and are not in her best interests (as judged by objective standards). Abuse usually 

originates from the health system. 
 

Four factors appear to drive D&A in institutional obstetric care: low expectations by disempowered 

women; the values that medical students informally imbibe as part of their basic training; the clinical 

and bureaucratic procedures within institutions that serve to preserve power relations deriving from 

medical authority; the everyday practice in crowded, resource‐starved institutions in which overworked 

and ill‐supported health personnel prioritise their convenience over the needs, convenience or comfort 

of the woman. 
 

Significance for the sub‐theme area/field‐building dimension of relevance: The discourse on ‘obstetric 

violence’ and 'humanisation of childbirth' in Latin America since the 1990s responds to the problem of 

over‐medicalised institutional obstetric care. D&A, under a newly defined research agenda, are viewed 

instrumentally, as health system barriers to improving the utilisation of institutional obstetric services in 

resource poor settings. Neither fully address the phenomena of D&A in transitional health systems 

where high rates of institutional deliveries do not translate into maternal safety. We propose definitions 

and an analytical framework for D&A that are intrinsically concerned about a woman’s maternal safety 

and rights. Greater conceptual clarity would make empirical assessments more rigorous and align 

policies in the right direction. 
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Sheona Mitchell, University of British Columbia 
 

Trauma, Racism and Pregnancy in Disparate Geographies: Examining Health Systems Challenges in 

Caring for Women Struggling with Problematic Substance‐use in Northern Canada 
 

Co‐authors: Sheona M Mitchell, Maria Brouwer, Megan Enos, Carolyn Emon, Lucille Duncan, Margaret 

Coyle, University of British Columbia; Central Interior Native Health Society; University of Northern 

British Columbia 
 

Background:  In Northern Canada, rural and remote geographies bring unique challenges in providing 

high quality and interdisciplinary antenatal and post‐natal care to women.  Problematic substance‐use in 

pregnancy is a growing concern across BC, which increases complexity of care needs during pregnancy 

and beyond. Generations of colonialism, abuse, racism and systemic trauma have contributed to 

indigenous women in Canada being disproportionately impacted by these issues.  Profound stigma 

associated with substance‐use in pregnancy results in underreporting, bringing deep limitations to 

accurately describing the magnitude of this problem and delaying women’s access to care, impacting the 

health of mothers, children, families and communities. 
 

Methods: Mixed methods were used to investigate both patient and provider perspectives through 

gathering clinical, narrative and experiential knowledge. Quantitative data from a retrospective clinical 

chart review addressing reported prevalence of substance‐use from births between October 2014 and 

March 2015 (n=491) was completed at the University Hospital of Northern British Columbia. Patient 

journey mapping with women who had struggled with substance‐use in pregnancy was done to describe 

their interface with the health system (n=3), and three health provider focus groups (n=20) examined 

attitudes of care providers. All of which contribute to this integrated data set. 
 

Results: Women described overall emotions of hurt, loss, judgment and anger at their interface with the 

health care system during pregnancy. Care providers attitudes differed significantly based on their 

primary area of work (maternity, neonatal intensive care, community health clinic) and themes formed 

around bridges and barriers to care focusing on provider education and continuum of care. Substance‐ 

use prevalence in pregnancy from chart review was 9.2% (n=40) with Ministry of Children and Family 

Development involvement in 42.2% (n=19) of these cases. 
 

Discussion/Conclusions: Incorporating cultural competency and safety training for all care providers and 

an increased focus on wrap‐around care between community and tertiary care facilities is central to 

improving care for women with problematic perinatal substance‐use.  Integration of holistic services into 

a primary care home model may have benefit in increasing the availability of multidisciplinary support  

for these complex patients. New approaches to providing high quality care to at‐risk women                 

over rural and remote geographies with a focus on health equity must be further developed to meet this 

significant gap in care beginning with a better understanding of the magnitude of this critical public 

health issue. 
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Emily Peca, University Research Co., LLC 
 

Mistreatment of the marginalized: investigating disrespectful and abusive maternity care in the 

western highlands of Guatemala 
 

Co‐authors:Emily Peca, M'ek Brito Cobo, University Research Co., LLC 
 

Background.  Indigenous populations living in the rural western highlands of Guatemala have a 

disproportionately higher maternal mortality ratio compared to their non‐indigenous counterparts and 

are less likely to utilize facility‐based childbirth services.  Geographic and economic barriers hinder 

access to care along with perceptions facility‐based services are unacceptable and of poor quality.  A 

further examination of patient experiences and perceptions of care can inform how to improve the 

responsiveness of health systems to address the needs of this historically marginalized population. 
 

Methods. All women with children under five from 15 rural communities (n=754) in Ixil, Quiché 

completed a household survey on childbirth experiences.  Additionally, 30 in‐depth interviews and 15 

focus group discussions were conducted (separately) with women who gave birth at home, women who 

had a facility‐based birth, community leaders, health team leaders and traditional birth attendants. 

Survey questions and qualitative data collection instruments captured experienced or perceived 

disrespect and abuse (D&A) informed by the Bowser and Hill typology (2010).  Multivariate logistic 

regression models were used to determine factors associated with reports of D&A.  A separate set of 

models were estimated to consider the relationship between satisfaction and D&A on future intention 

to deliver in a health facility.  Thematic analysis of the qualitative data was used to complement the 

quantitative results. 
 

Results.   Respondents described (to some degree) all seven types of D&A. Societal, facility‐level and 

individual‐level factors contribute to D&A.  The qualitative data indicated non‐dignified care, 

abandonment and non‐confidential care/lack of privacy are the most salient categories in this context. 

Eighteen percent of ‘facility birth women’ reported experiencing at least one of three examples of D&A 

(non‐dignified care, abandonment or a global measure of D&A).  Indigenous, uneducated, relatively 

poorer women with high parity have an increased probability of reporting D&A, but are less likely to 

perceive it.  Women who gave birth in a health facility and reported D&A have a lower probability of 

intending to seek facility‐based maternity care again in the future. 
 

Conclusion. Experienced and perceived disrespect and abuse (D&A) of women who give birth in health 

facilities marginalizes the most vulnerable in this setting.  Mistreatment of clients erodes trust in a 

health system and contributes to delays or decisions not to seek already hard‐to‐reach care.  This work 

has important implications for saving the lives of mothers and babies, improving health system 

responsiveness, upholding human rights and addressing disparities critical to the achievement of 

universal health coverage and other Sustainable Development Goals. 
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Marta Schaaf, Averting Maternal Death and Disability, Columbia University 
 

A critical interpretive synthesis of informal payments in maternal health care 
 

Co‐authors: Marta Lee Schaaf, Lynn Freedman, Averting Maternal Death and Disability, Columbia 

University 
 

Background:  Despite policies in many LMICs declaring maternal health care free at the point of service, 

activists and NGOs regularly assert that provider demands for informal payments persist.  Yet, there is 

little in‐depth discussion about drivers and possible remedies in peer‐reviewed literature and health 

strategies. 
 

Methods:  We undertook a critical interpretive synthesis (CIS) that summarizes the evidence on the 

prevalence, drivers, and impact of informal payments in maternal health care; critically interrogates the 

paradigms that are used to describe informal payments; and synthesizes the relevant policy and funding 

debates.  CIS is an innovative approach to synthesizing research that goes beyond aggregating data to 

present new analytic questions.  We assessed 101 peer‐reviewed articles and grey literature documents 

in an iterative process   This CIS has not yet been presented or published. 
 

Results and Discussion:  Though there are measurement challenges related to normalization, fear, and 

patient inability to ascertain whether payments are formal or informal, studies have found informal 

payments for maternity care to be prevalent in many countries.  Norms of gift giving, inadequate 

resources within the health system, the marketization of the health system, and patient desire to pay for 

better care have all been identified as drivers of informal payments.  Informal payments can have 

immediate and distal effects on households, communities, and the health system, including catastrophic 

out‐of‐pocket expenses and weakening trust, satisfaction, and utilization.  Many patients, particularly 

poor women, experience demands for informal payments as yet another moment of government 

exploitation.  Several disciplinary lenses are applied in the research and programming related to informal 

payments; each lens has advantages and disadvantages in revealing individual and structural 

determinants, and in pointing to possible solutions.  Despite their relevance to people’s experiences in 

the health system, informal payments are rarely addressed in global health strategies. 
 

Conclusions:   The harm in informal payments lies in subjective patient experience of coercion or 

economic damage as well as provider intent to take advantage of patients.  Empirical evidence indicates 

that informal payments can result in great harm – to patients, providers, and the health system.  A 

multi‐disciplinary health systems approach that leverages and integrates positivist, interpretivist, and 

constructivist tools of social science research can lead to better insight and policy critiques.  With this,  

we can challenge inadequate “master narratives” and meet the universalistic, equity‐oriented objectives 

enshrined in the SDGs. 
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Dorcas Kamuya, KEMRI‐Wellcome Trust Research Programme, Kenya 
 

Gendered negotiations for research participation in community based studies: Implications for ethics 

and health research 
 

Co‐authors: Dorcas M. Kamuya, Sassy Molyneux, Sally J. Theobald, KEMRI‐Wellcome Trust Research 

Programme, Kenya; KEMRI‐Wellcome Truat Research Programe, Kenya; Department of International 

Public Health, Liverpool School of Tropical Medicine, UK 
 

There is a growing literature documenting the complex realities of consent processes in the field, and the 

negotiations and ethical dilemmas involved. Much has also been written about how gender and power 

shape household decision making processes. However, these bodies of literature have rarely been 

brought together to inform research practice in low‐income settings. In this paper, we used qualitative 

research (observation, focus group discussions and interviews) alongside large clinical                 

community based studies conducted on the Kenyan Coast to explore how gender and power relations 

within households and communities and between field workers and communities shape consent 

processes and interactions, embed this in relevant literature and consider the implications for 

community based health systems research. Across diverse forms of household, significant consultation 

was observed on whether or not to participate in research. Although men are typically described as 

household decision makers, in practice decision‐making processes are often far more nuanced, with 

many women using their agency to control, albeit subtly, the decisions made. Where decisions are made 

without adequately consulting women, many find strategies to exercise their choice, in ways that 

safeguard important relationships within households in the longer term. The gender of field staff who 

typically conduct research activities in the field, including consent processes, can influence household 

dynamics and decision‐making processes with important implications for both the science and ethics of 

research. It is essential that frontline field staff and their supervisors – who they report to and represent 

‐ are aware of the realities and implications of  complex processes at household level, and that they 

develop appropriate approaches that support ethical practice. 
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Sassy Molyneux, KEMRI‐Wellcome Trust and University of Oxford 
 

Gender and Ethics in practice:  experiences of researchers conducting qualitative health policy and 

systems research studies 
 

Co‐authors: Sassy Molyneux, Astrid Treffley Goatley, Edwine W Barasa, Sarah Saali, Benjamin Tsofa, 

KEMRI‐Wellcome Trust and University of Oxford; University of Kwazulu‐Natal ; KEMRI‐Wellcome Trust ; 

Makerere University 
 

Health policy and systems research (HPSR) is a broad and trans‐disciplinary field, focusing on the 

performance of health systems and their subcomponents, with an orientation towards changing policy 

and practice. Gender analysis should form a core component of HPSR to inform more strategic, effective 

and equitable health systems interventions, programs, and policies.  Inter‐related concerns regarding 

HPSR include: 1) Research often fails to sufficiently consider gender as a social relation; and 2) The 

governance of the field ‐ including ethical guidelines, recommendations and associated accountability 

processes ‐ remains underdeveloped and contested with limited attention to the role of power and how 

this is experienced within different contexts. Inappropriate governance risks the impediment of good 

quality HPSR, inadequate protections of the public, and the undermining of HPSRs’ potential contribution 

to public health. 
 

In this presentation, we respond to calls for more conceptual and empirical work on HPSR ethics.  We 

will share the gender and ethics issues that have arisen over the course of different HPSR case studies 

conducted in sub‐Saharan Africa, including diverse health systems research topics (care‐seeking, 

governance and human resources) and qualitative research approaches (visual participatory methods, 

embedded research, and mixed methods).  The presentation will include a short video illustrating the 

range of issues raised across the case studies.  We will show that many ethical dilemmas emerged over 

the course of the fieldwork, or on completion, and were related to interactions and relationships 

between individuals operating at different levels or positions in health or research systems.  The nature 

of ethical dilemmas faced, and potential responses, are strongly influenced by the embeddedness of 

researchers in communities and health systems.  The relational elements of ethical practice discussed, 

and of producing quality data, are typically given stronger emphasis in social science/feminist research 

ethics than epidemiological, clinical or biomedical research ethics.  We will discuss how to incorporate 

social science/feminist ethics frameworks into HPSR content, process, and outcomes. 
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Katrina Plamondon, Interior Health/University of British Columbia 

 
Equity‐informed choices: Using the CCGHR Principles for Global Health Research to promote equity‐centred 

choices for using, doing, and supporting global health research 

 

Co‐authors: Katrina Marie Plamondon, Stephanie Nixon, Jennifer  Hatfield, Lydia Kapiriri, Lisa Forman, Ben Brisbois, 

Julia Pemberton, Beverley  Essue, Sandy  Campbell, Interior Health/University of British Columbia; University of 

Toronto; University of Calgary; McMaster University; Independent Consultant 

 

Purpose: The purpose of this presentation is to introduce the 2015 CCGHR Principles for Global Health Research as 

a vehicle for stimulating dialogue about promoting equity through our research practices. The Canadian Coalition 

for Global Health Research (CCGHR) is a network of people promoting and pursuing equity in and through global 

health research (GHR). Each of the six principles—authentic partnering, inclusion, shared benefits, commitment to 

the future, responsiveness to causes of inequities, and humility—is intended to inform and shape practice, spark 

dialogue, and inspire reflection about why and how we engage in GHR. 

 

Focus/Content: Despite widespread acknowledgement of their avoidable nature, vast health disparities largely 

follow long‐established patterns of social injustice, both North‐South and within‐region. Following the 2008 

economic recession, rapid changes in the funding landscape and context of GHR prompted the CCGHR to launch 

the 2013 Gathering Perspectives Study. This study used dialogue‐based methods to move toward a shared vision 

for the future. Preliminary work highlighted the close relationship between why we think GHR is necessary, what 

our vision is for its future, and how we attempt to remedy health inequities. 

 

Responding to calls for action from study participants and our membership, we pursued a second phase of 

research that continued the use of dialogue‐based methods. In this second phase, participants collectively 

reflected on normative values, ideals, and what participants believed should guide engagement in GHR. 

Participants affirmed equity as the primary reason for engaging in GHR, placing it at the core of six principles for 

GHR. 

 

Among the materials developed as a result of this study are a one‐page overview; a companion document 

describing the principles and how they might be operationalized; and a learning guide featuring an open‐access 

video and seminar guide (currently piloted, finalization in May, 2016). 

 

Significance for sub‐theme area: The CCGHR Principles for GHR promote reflective, learning‐centred practices. We 

believe that, as actors involved in GHR, our choices have major equity consequences. Prioritizing equity‐informed 

choices enhances the potential of GHR to strengthen health systems by increasing relevance, responsiveness, and 

reciprocity. These principles can provide a scaffold against which different players involved in research, from 

participants to students, funders, researchers, and administrators, can shape conversations and build capacity for 

equity‐informed  decision‐making. 

 

This presentation targets people involved in: 
 

Teaching, learning about, doing, or funding GHR Negotiating and maintaining GHR partnerships Using or doing 

research in contexts that reflect differences in culture, power, or norms 
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Bridget Pratt, Nossal Institute of Global Health, University of Melbourne 
 

Governance of transnational health systems research consortia and health equity 
 

Co‐authors: Bridget Pratt, Adnan A Hyder, Nossal Institute of Global Health, University of Melbourne; 

Johns Hopkins Bloomberg School of Public Health 
 

Background: Global health research partnerships are increasingly taking the form of consortia that 

conduct programs of research in low and middle‐income countries (LMICs). These consortia often aim to 

reduce health disparities between and within countries. Governance has been identified as a key 

mechanism for establishing and attaining health equity objectives, but there has been no conceptual 

exploration of how consortia governance should be structured to advance such goals. This paper derives 

initial ethical guidance on what is necessary for health systems research consortia governance to 

promote health equity. Methods: An account from political philosophy called shared health governance, 

which links principles of global health justice to health governance, was applied to derive the proposed 

ethical guidance. The main components of shared health governance are advancing the goals of health 

justice, shared sovereignty, shared resources, shared responsibility, and mutual collective   

accountability. The proposed guidance describes how health systems research consortia might uphold 

each component of shared health governance. Results: Advancing the ideals of health justice means that 

three elements of global health research consortia are essential—priority‐setting, research capacity 

development, and research uptake—because they can connect consortia activities to the ends of global 

health justice. Good consortia governance demands structuring these elements to promote the health of 

the worst‐off globally. Achieving shared sovereignty demands that consortia undertake priority‐      

setting in an inclusive and deliberative manner led by LMIC partners. Sharing resources requires that 

consortia partners receive their fair share of consortia resources and allocate them to equity‐oriented 

research, research capacity‐building, and research translation activities. Accountability mechanisms 

within research consortia should exemplify the features of mutual collective accountability. This type of 

accountability framework involves agreement by consortia members on both the goals of joint work and 

how it is to be judged. Conclusions: Connecting consortia governance to the reduction of health 

disparities involves a number of proposed ethical requirements regarding the activities undertaken by 

consortia, the processes by which their priorities are set and resources are allocated, and the nature of 

monitoring and evaluation. This guidance can be employed by consortia to identify areas in which their 

governance practices are strong and where they can be improved upon to promote health equity. 
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Fadi El‐Jardali, American University of Beirut 
 

An innovative knowledge framework to promote evidence‐informed health policies and practices: 

Engaging policymakers and stakeholders from priority‐setting to knowledge translation and impact 

assessment 
 

Co‐authors:  Fadi El‐Jardali, Racha Fadlallah, Elie Akl, American University of Beirut 
 

Background: Evidence‐informed heath policies and practices can strengthen national health systems and 

improve health outcomes. Engaging policymakers and stakeholders in evidence synthesis activities is an 

essential step to promote the use of evidence in policy making and practice. This creates a need for a 

well‐developed and structured framework that spans from priority setting and evidence synthesis 

including systematic reviews, to knowledge translation and uptake in policy decisions.  This study 

describes an impact‐oriented knowledge framework to engage policy makers and stakeholders across the 

continuum from evidence synthesis to knowledge translation and impact assessment. 
 

Method: The development of the framework followed a multifaceted and iterative process that included 

a comprehensive literature review, inputs from international experts, and real life experience 

(implementation). The framework is characterized by its impact‐oriented approach and uses several 

knowledge translation products as well as an advocacy tool to impact policy and practice. It also 

incorporates a priority setting tool to for prioritizing review questions for systematic reviews of health 

policy and systems research. 
 

Results: The framework was applied in several case studies, including promoting access to basic 

healthcare services for Syrian refugees, improving food safety systems, strengthening the pharmaceutical 

sector, promoting universal health coverage, addressing medical errors in healthcare, and           

informing the salt fluoridation law. The framework allowed us to link knowledge production to 

knowledge translation, and to engage policymakers and stakeholders at six levels: (1) generating review 

questions; (2) prioritizing review questions; (3) preparing evidence syntheses; (4) knowledge translation; 

(5) advocacy; and (6) policy tracing. It also helped align evidence synthesis production with policy 

priorities. Importantly, it helped segregate review questions into those in need of new systematic 

reviews and rapid reviews, and those in need of knowledge translation products (e.g. policy briefs). 

Some of the demonstrated impacts so far have resulted in strengthening the national information 

systems on refugee health and appointing a national coordinator at the ministry of health, revising the 

accreditation system and contractual agreements with healthcare organizations, and stopping the salt 

fluoridation law. We will present the framework during the session and discuss the lessons learned, 

challenges and implications for other centers trying to achieve impact. 
 

Conclusion: Adopting an impact‐oriented approach is critical to ensure that the entire process is driven 

by the desired end results. Also, ensuring effective interaction between researchers and policymakers, 

including appropriate methods of knowledge translation is essential to promote the uptake of evidence 

in decision‐making and achieve impact. 
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Catherine Jones, Institut de recherche en santé publique de l'Université de Montréal, Chaire approches 

communautaires et inégalités de santé, École de santé publique 

 

Beyond the interview transcript: Developing visual methods in health policy research 
 

Co‐authors: Catherine Marie Jones, Carole Clavier, Louise Potvin, Institut de recherche en santé publique de 

l'Université de Montréal, Chaire approches communautaires et inégalités de santé, École de santé publique; 

Département de science politique de l'Université du Québec à Montréal 

 

Purpose: Key informant interviews are an important data collection method for qualitative research on health 

policy. Literature on visual methods in qualitative health research generally focuses on photo or video elicitation 

techniques for participant knowledge about lived experiences (i.e. health, disease, vulnerability). Graphic 

elicitation techniques aim to stimulate conversation and engage informants in developing a visual representation 

of a concept. Producing diagrams in interviews introduces an image of a concept to which informants can react, 

reflecting on their experiences and commenting, comparing, or contradicting that representation. Specifically, 

diagrams help to model participants’ understandings of policy, to describe complex objects and relationships 

between them. In a comparative study on the development of national policy on global health, diagraming was 

used during interviews with senior level administrators and policy‐makers in health, development and foreign 

policy sectors in Switzerland and Norway. This presentation aims to demonstrate how graphic methods can be 

useful in research on complex intersectoral policy processes. 

 

Content: Graphic elicitation supported data collection in 25 face‐to‐face interviews about policy development 

activities in which informants participated. The method was introduced in the recruitment process and in a 

preparatory email prior to scheduled appointment. Each interview began by placing a sketchpad and pencils on the 

table, explaining how it may be helpful for mapping out activities and actors to visualise the processes and 

connections between them. Visual data were analysed to identify significant events and actors involved in policy 

development to construct a preliminary model of each country’s policy arena and guide the empirical coding of 

informant transcripts. 

 

This project integrated graphic methods as a: 
 

 technique to help informants materialise abstract ideas and reflect about their participation in the policy 

process, 

 tool to collect schematic representations of informants’ participation in the policy processes and situate 

that in the relevant contexts, and 

 strategy for visualising data gaps for subsequent rounds of interviews, orienting coding approaches, and 

developing models. 

 

Significance for field‐building dimension of relevance:  There are knowledge gaps on using visual methods in public 

policy research, researchers producing visual data with informants during interviews, and how deductive 

approaches inform graphic elicitation techniques. 

 

Target audience:  This presentation is intended for health policy researchers. While this experience with graphic 

methods is based on research in Europe, reflections on using visual methods for data collection and analysis have 

relevance for health policy and systems research designs involving decision‐makers in low and middle‐income 

countries. 
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Justin Parkhurst, London School of Hygiene and Tropical Medicine 
 

Appeals to evidence for the resolution of wicked problems: the origins and mechanisms of evidentiary 

bias 
 

Co‐authors:  Justin Parkhurst, London School of Hygiene and Tropical Medicine 
 

The ‘Evidence Based Policy’ (EBP) movement often presents research evidence as something that can 

resolve the political challenges of decision making, making policies more effective and efficient. Yet the 

ability of evidence to rationalise decision making is particularly problematic for so‐called ‘wicked’ policy 

debates where there may be uncertainty that undermines expert consensus, or where political 

contestation seems intractable. 
 

In such political debates, champions of evidence often lament the manipulation of pieces of evidence 

for strategic political ends – a phenomenon that can be termed ‘technical bias’. Yet critics of the EBP 

movement have argued that the blind embrace of technical evidence risks depoliticisation of social 

policy decisions – what can alternatively be termed ‘issue bias’. Both of these perspectives embody 

important normative principles to do with evidence utilisation – one to do with fidelity to science, while 

the other to do with democratic representation. Yet to date, little work has explicitly attempted to 

understand the political origins of both forms of bias so as to reflect on ways to mitigate them in the 

pursuit of improved evidence utilisation. 
 

This paper explores how features of policy debates such as their contestation, their polarisation, and 

their uncertainty, can drive one or both forms of bias. In particular, it draws on the fields of policy 

studies and cognitive psychology to explore the ways in which competing interests and values play out 

in each of these scenarios to manifest in bias. The paper thus builds a ‘cognitive‐political’ framework to 

reflect on how understanding the ‘wicked’ features of policy problems can help to identify which forms 

of evidentiary bias are more or less likely to occur in different situations. The discussion reflects on 

whether being better informed about the origins of bias can allow us to consider strategies to mitigate 

the intractability of some wicked problems, and improve the way evidence is used to inform policy 

making in the future. 
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Remco van de Pas, Institute of Tropical Medicine, Antwerp 

 
A policy tracing analysis of the implementation of commitments made at the third global forum on HRH: Agency, 

political contexts and policy mechanisms 

 

Co‐authors:  Remco van de Pas, Daniel  Gulati , Anika Veenstra, Wim Van Damme, Giorgio Cometto, Institute of 

Tropical Medicine, Antwerp ; Independent consultant; Global Health Workforce Alliance/ World Health 

Organization 

 

Political leadership is an important determinant of health system performance but relatively little is known on what 

actions can strengthen policy makers’ commitment and create windows of opportunity for policy reform and 

action. The objective of this paper is to examine the policy pathways and factors that enabled or hindered 

countries to accelerate health workforce development, as committed to by countries and other institutions during 

the 3rd global Forum on Human Resources for Health in 2013. 

 

A comparative policy tracing analysis has been conducted to assess implementation of these HRH commitments. 

This analysis has deepened the understanding of the policy triangle, political momentum, power and inter‐sectoral 

governance mechanisms that can enhance commitment and enable actions towards more resilient health systems. 

 

A semi‐structured survey and interview guideline were developed to extract the data. The tool was conceived with 

a view on assessing the HRH activities in a categorical way. This allowed comparison between the different 

countries as well as between other entities. Given the different national contexts in terms of epidemiological and 

demographic transitions, but also workforce categories for example, the survey was open‐ended and flexible to 

allow optimal responses by a national focal person identified by WHO. 

 

The options and recommendations resulting from this cross‐country analysis provide insights on how to strengthen 

national leadership and capacity in the health workforce domain, a cornerstone of WHO’s Global strategy on Human 

Resources for Health: Workforce 2030. 

 

The paper targets researchers, policy‐makers, civil society and health policy practitioners that are interested in the 

mechanisms and processes required to advance the HRH agenda. Health workforce governance evidence shows 

that a contextualized approach to HRH policy development is needed, tailor‐made to the specific national setting or 

other level of implementation. Health workers are the crucial factor enabling a resilient and responsive health 

system. The political context, as well as dynamic policy and governance mechanisms required to optimize the policy 

environment for health workforce development are poorly understood and documented: by examining what 

actions can enhance political commitment, what factors underpin success in implementation of policy changes, and 

how to engage several individuals and agencies in the process, this paper can be of interest to a wide range of 

actors. While its findings are specific to the health workforce domain, its relevance is broader and lessons learned 

can be considered also in the context of other health policy areas and health sector governance at large. 
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Ioana Vlad, London School of Hygiene and Tropical Medicine 
 

The political factors influencing the establishment of health technology assessment bodies in two 

middle‐income countries 
 

Co‐authors:  Ioana Vlad, London School of Hygiene and Tropical Medicine 
 

Background: Among initiatives for evidence‐informed policy‐making (EIP), health technology assessment 

(HTA) agencies are among the more clearly institutionalised forms of evidence advisory bodies in health, 

as often they are or aim to be government mandated bodies. Initially set up in high‐‐income countries 

(HIC), HTA agencies are increasingly being established in low and middle‐‐income countries (LMIC), as a 

response to the double pressure on health systems to adopt new, highly expensive technologies, while 

expanding health coverage, ensuring financial health protection and delivering high‐‐quality health 

services. 
 

Purpose: This research aims to explore how political factors influence the establishment and functioning 

of agencies supporting evidence‐‐informed policy‐making through HTA. It is likely that political factors 

will influence the creation of HTA bodies, including the choices made for their design, as well as their 

functioning. The political factors this research is concerned with refer to the state and its government 

structures, on the one hand, and the role of power and struggles for power between different actors and 

pressure groups, on the other. We develop a conceptual framework applying theoretical insights       

from political science to the development of HTA infrastructure. It conceptualises the institutional 

structure of HTA bodies as a combination of rules, practices and norms that constrain the agency of 

stakeholders within these institutional frames. 
 

Focus: This research consists of comparative research in two countries, Thailand and the Philippines, 

which differ in their trajectories for HTA institutionalisation, but have a long history of engagement with 

HTA. It employs qualitative case study methodology, specifically a multiple‐‐case study design, in order 

to identify how political factors play out differently or similarly between the two cases of HTA 

development. The analysis draws links between the objectives, scope and processes for the two bodies 

of concern and the existing local institutional environments. It thus sheds light on the often‐unexplored 

issue of how the wider institutional context and power struggles can shape the sustainability of 

emerging EIP bodies and processes. 
 

Relevance: As a counter‐balance to the fact that HTA and other evidence‐informed policy‐making 

initiatives are often promoted in a de‐contextualised manner, applying insights from political science is 

helpful in exploring both the context‐specificity of HTA and other EIP initiatives and their international, 

policy transfer components. 
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Kelvin Koffa Kun, New Kru Town/International Rescue Committee 
 

Restoring Trust: Participatory action research approaches to building a community‐centered maternal 

health system in New Kru Town Monrovia in the wake of Ebola 
 

Co‐authors:  Kelvin Koffa Kun, Theresa Jones, Rene Loewenson, Lara Ho, New Kru Town/International 

Rescue Committee; International Rescue Committee; Training and Research Support Centre 
 

Background: Liberia’s Ebola epidemic in 2014/5 led to the closure July‐December 2014 of facility‐based 

obstetric care, with community‐based midwives and traditional birth attendants (TBAs) filling the gap. 

After reopening, delivery service uptake declined at Redemption Hospital, New Kru Town, Monrovia, an 

area of high Ebola transmission. In early 2015 IRC, New Kru council, Redemption Hospital and TARSC 

initiated participatory action research (PAR) to review the experience, build communication between 

the stakeholder groups involved in maternal health and identify impacts of the epidemic and actions to 

improve the system. 
 

Methods: The PAR involved pregnant women, community traditional midwives (TTMs), TBAs, local 

leadership and health workers from antenatal care and maternity services. Local PAR facilitators from 

each group trained by TARSC implemented the research, with IRC support. Stage 1 PAR meetings were 

held for the different groups separately on current maternal health needs and services, the impact of 

the Ebola epidemic and the priority issues for service improvement. A Stage 2 PAR meeting brought all 

groups together to identify common priorities, a shared action plan and a co‐ordinating mechanism to 

review actions against progress markers set. 
 

Results: The findings highlighted that social determinants of maternal health were less well recognized by 

hospital personnel than community members. Many factors identified that weakened maternal health     

‐ including weak primary care services, poor communication between health workers and communities 

or TTMs/TBAs ‐ existed before the Ebola epidemic, and were intensified by it. There was, however,           

a positive shift reported during the epidemic in male support during deliveries.  Participants identified 

shared priorities for actions to: improve collaboration and training between the hospital and TTMs/TBAs; 

strengthen primary care facilities, and use community drama to strengthen communication                  

with services. A review by stakeholders after four months against progress markers found high 

agreement that the communication and interaction between communities and health services improved, 

as did the quality of hospital services. However, the primary care services remained weak and 

under‐utilized and hospital beds inadequate. The actions are thus continuing in 2016. 
 

Conclusion: The findings indicate that the Ebola epidemic worsened existing weaknesses in maternal 

health services, but also provided an opportunity to address them. While the work continues, the initial 

results suggest that using PAR generated the shared evidence, social change and more meaningful forms 

of community and health worker interaction that support change towards a more responsive health 

system, needed during and after times of crisis. 



 
 

Oral Abstracts 

 

 

Abi Merriel, University of Birmingham 
 

Appreciative Inquiry: A positive way to improve maternity care? 
 

Co‐authors: Abi Merriel, Zione Dembo, Allan Mchenga, Bejoy Nambiar, Mark Lough, Charles Makwenda, 

Michael Larkin, Julia Hussein, Address Malata, Arri Coomarasamy, University of Birmingham; Parent and 

Child Health Initative; Parent and Child Health Initiative; Mark Lough Consulting; University of Aberdeen; 

Kamuzu College of Nursing 
 

Purpose: Improving the quality of maternity care in Malawi is one important way to address the burden 

of maternal mortality and morbidity faced by Malawian women. Appreciative Inquiry(AI) is a positive‐ 

focussed, motivational organisational change method to bring about improvements in clinical care and 

working lives of healthcare providers. It harnesses the energy and ideas of staff, through a four‐stage 

cycle: Discover (how it is now), Dream (of what it could be), Design (concrete plans) and Destiny 

(implement plans). 
 

Focus/content: To assess the feasibility of implementing AI at district level facilities in Malawi by 

adapting and implementing AI at three district level health facilities using a participatory approach.  We 

modified the AI approach to implement participatory action cycles in short 1‐2 hour sessions with 

contributions from the entire ward team including the patient attendants, nurses, clinical officers and 

clerks. Each team chose a different focus for their activities including ‘team spirit’, ‘infection prevention’ 

and ‘infection prevention for good patient outcomes’. All three facilities have implemented some steps 

towards change, driven largely by key team members. In one hospital the staff have lobbied the 

management to have guards to support their ‘traffic control’ policies in addition to successfully 

implementing the removal of shoes before entering the nursery and kangaroo wards. Another team has 

had success in reducing the number of incidences of overfull sharps bins and waste in the incorrect bins 

on the ward. The third team has increased the frequency with which they take observations of patients. 

The main challenges faced were from constantly changing teams and the lack of time and resources to 

dedicate to the change process. 
 

Theme significance: This feasibility study has shown that AI, a novel approach in Malawian maternity 

settings, can be successfully implemented. It can be used to empower maternity staff to make changes 

in their work environment, building their capacity to improve care. 
 

Target Audience: the intervention is aimed at healthcare workers, however the findings are intended to 

spark further investigation of the potential of AI to improve the care provided to patients in all low‐ 

resource settings. 
 

Conclusions: It is feasible to implement AI in maternity settings in Malawi; however, the presence of 

committed champions seems to be important. The challenges faced within the health system 

necessitate realistic goal setting; however, when the care providers concentrate on things they can 

achieve and stay positive, changes can happen. 
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Alison Morgan, Nossal Institute for Global Health, University of Melbourne 
 

Adapting the 2015 Mother Baby Friendly Birth Facility Guidelines in rural Kenya: making childbirth 

facilities pastoralist friendly 
 

Co‐authors: Alison Morgan, Florence  Nderitu, John Lerantilei, Michelle Kermode, Nossal Institute for 

Global Health, University of Melbourne; Mothers' Union of the Anglican Church, Kenya 
 

Background: An estimated 45 million women deliver without skilled assistance each year. Many choose 

not to give birth at a health facility due to negative experiences of, and beliefs about, health facilities and 

staff. In 2015, FIGO, ICM, WHO and IPA published the Mother Baby Friendly Birth Facility Guidelines.    

We adapted these Guidelines to meet the expressed needs of semi‐nomadic pastoralist communities in 

Laikipia and Samburu Counties of Kenya, where less than 30% of women deliver in a health facility. 
 

Methods: Drawing on previous research undertaken in these pastoralist communities, the Guidelines 

were adapted to create a checklist that was divided into: characteristics of care; characteristics of the 

environment; care during labour and the immediate postnatal period; and relationships between health 

facility staff and the community. A draft of the checklist was shared during extensive community 

consultations including: a stakeholder workshop; interviews with 10 health planners and skilled birth 

attendants (SBAs); 5 FGDs with health committee members and community health workers; 5 FGDs with 

women and traditional birth attednants (TBAs). Additionally, a facility audit of dispensaries across five 

group ranches was conducted to assess supply and infrastructure gaps. 
 

Results and Discussion: The checklist was endorsed by Ministry of Health in the relevant counties, and 

by women, SBAs and TBAs and community health workers. Women emphasized the importance of 

privacy, having a companion and being kept warm. They wanted facilities where they could stay for 24 

hours to enable postnatal care and observation, including accommodation and cooking facilities for 

family members.  SBAs emphasized the need for more adequate delivery room infrastructure and 

supplies, including drugs. No facility currently satisfied all the Guidelines or met all the needs of 

pastoralist women as indicated on the checklist, but many critical elements were achievable without 

significant additional investment. Issues about accrediting facilities and who would be responsible 

(community or health ministry or external accreditor) remain unresolved. 
 

Conclusion: We believe this is the first adaptation of the international Mother Baby Friendly Birth 

Facility guidelines to a particular context, and provides lessons for other settings where health facilities 

do not meet the needs of women and their families. This locally adapted checklist can be used to assist 

health facilities to provide services that better meet the needs of pastoralist women, and by 

communities to ensure local accountability for the services provided. 



 
 

Oral Abstracts 

 

 

Robert Pool, University of Amsterdam 
 

Using participatory ethnography to develop no‐cost community‐initiated health interventions in a 

resource‐poor rural setting in Uganda 
 

Co‐authors: Robert Pool, Danny de Vries, Laban Musinguzi , Emmanueil Turinawe, Jude Rwemisisi, 

Marije de Groot, Achilles Katamba, Nadine Pakker, Denis Muhangi, David Kaawa‐Mafigiri, University of 

Amsterdam; University of Amsterdam/ Makerere Univerity; Makerere University; Amsterdam Institute 

of Global Health Development; Makerere Univerity 
 

Background. The solutions to many priority health problems are as much social as they are medical. 

Effective interventions and relevant knowledge that could potentially address many of these problems 

are often locally available, but interventions do not always reach the relevant populations and local 

practical knowledge and expertise are often not put into practice. Attempts to make more effective use 

of local resources, for example through community health worker programs, have proved ultimately 

unsuccessful due to the failure to develop sustainable local reward systems. The CoHeRe project 

explored the extent to which existing community networks, groups and social processes could serve as a 

sustainable basis for simple interventions addressing priority health problems and as a link between 

community members and existing local health facilities. 
 

Methods. Participatory ethnographic fieldwork was carried out in a rural community in Uganda in order 

to explore local social structure and dynamics, assess community health priorities, and map existing 

health challenges and resources. Results served as a basis for the development of a number of 

interventions. These were implemented and evaluated both through qualitative participatory evaluation 

and through pre‐ and post‐intervention surveys. 
 

Results. Hygiene and sexually transmitted infections (STIs) were high priority health issues for the 

community. Based on the ethnography two kinds of interventions were developed: (1) Community 

initiated interventions to improve basic sanitation through the construction of a communal latrine, the 

improvement of existing private latrines, the construction of hand‐washing facilities, the implementation 

of a hand‐washing campaign, and the improvement of cooking areas. (2) A joint intervention    

developed by the community and the local health center to improve knowledge of STIs and increase   

the uptake of counseling and testing through a voucher scheme and outreach. The interventions       

were implemented and funded entirely by the community. The post‐intervention survey showed              

a significant increase in knowledge about hygiene practices and STIs, a decrease in reported        

diarrheal disease, and an increase in treatment seeking for STIs at the clinic. 
 

Conclusion. This proof‐of‐concept project showed that it is possible to develop effective and potentially 

sustainable interventions based entirely on existing social structures, processes and resources, and 

without any external funding and only minimal external input. 
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Kate Ramsey, Management Sciences for Health (MSH) 
 

Getting to the heart of the problem: exploring disrespect and abuse in childbirth through the lens of 

organizational theory 
 

Co‐authors: Kate Ramsey, Irene  Mashasi, Selemani Mbuyita, Godfrey Mbaruku, Lynn Freedman, 

Management Sciences for Health (MSH); Ifakara Health Institute; Columbia University MSPH 
 

Background: Women delivering in healthcare institutions all over the world report experiencing 

humiliation, neglect, disrespect and abuse.  The reasons why disrespect and abuse is normalized in 

maternities across diverse settings are not well understood.  As with many complex systems challenges, 

it is difficult to trace its origins and factors enabling its persistence despite being contrary to explicit 

system goals. This knowledge gap thus stymies efforts to address the problem. Organization theory, 

particularly as relates to failure, provides promising constructs for examining the root causes of 

disrespect and abuse and thus insight into its resolution. 
 

Methods: Exploratory qualitative research embedded in a quasi‐experimental study in a district in 

Tanzania was conducted to examine perspectives on the nature and drivers of disrespect and abuse in 

childbirth.  Purposive sampling was used identifying respondents across different levels of the system 

and from different positions in society.  Full text transcripts from 24 key informant interviews and 14 

focus groups were analyzed through deductive framework analysis using an a priori framework of 

organization failure theory, which was adapted based on themes emerging from the data. 
 

Results: Respondents’ descriptions of the nature of disrespect and abuse aligned with the theory’s 

definitions of mistake and misconduct which can lead to organizational failures.  For example, health 

system actors engaged in sensemaking, describing that certain disrespectful behaviors were aimed at 

ensuring compliance to prevent maternal and newborn mortality, and thus health system goals.  Factors 

related to competition for scarce resources, pressures to meet ambitious goals, a weak regulatory 

environment with little social accountability and organizational culture and socialization processes 

reinforced each other to create an environment where disrespect and abuse is normalized by health 

system actors.  Health system actors also reported experiencing abuses in this environment. 
 

Discussion/conclusions: This is one of the first studies utilizing organizational theory to examine how a 

complex interplay of organizational and contextual factors may have led to normalization of disrespect 

and abuse in childbirth.  The findings reveal that efforts to transform these counterproductive behaviors 

require systemic organizational change at multiple levels.  Approaches that rely on changing individual 

provider behavior alone are thus not likely to produce sustainable change, as behaviors will ultimately 

drift back if their work environment remains the same. The theory and approach will require testing in 

other settings to further determine its relevance, but could have important implications for addressing 

not only disrespect and abuse, but also other counterproductive work behaviors. 
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Jenny Ruducha, Boston University School of Public Health 
 

Assessing Synergies Between Supply‐Side and Demand‐Side Interventions in Rural Northern India: 

Evidence from Household Surveys 
 

Co‐authors: Jenny Ruducha, James Potter, BM Ramesh, Arup Kumar Das, Yamini Atmavilas, Niranjan 

Saggurti, Boston University School of Public Health; India Health Action Trust; Bill and Melinda Gates 

Foundation 
 

Background: Uttar Pradesh, a state in northern India with a population above 250 million, is responsible 

for over 10% of maternal and newborn deaths worldwide, and is a priority area for maternal, child and 

newborn health (MNCH) interventions. Two large‐scale interventions are currently being implemented 

in the state with the goal of improving MNCH outcomes. The two interventions funded by the BMGF, 

have different but complementary strategies. The Uttar Pradesh Community Mobilization Project (UP 

CMP) is designed to disseminate key MNCH messages to lower caste women, as well as strengthen 

linkages between the community and the local health system, through local Womens’ Self Help Groups 

(SHGs). The Uttar Pradesh Technical Support Unit (UP TSU) is intended to strengthen the management 

and coordination of front‐line village health workers and improve quality of health center services. 

These two interventions, the demand‐side UP CMP and the supply‐side UP TSU, work to improve 

performance in the health care delivery system of Uttar Pradesh. The objective of this study is to 

investigate to what extent there may be synergy between supply‐side and demand‐side interventions to 

improve MNCH outcomes. 
 

Methods: This study makes use of a large scale monitoring survey conducted by the monitoring and 

evaluation arm of the UP TSU, with a baseline sample size of over 250,000 across women with children 

across different age groups, covering all TSU project areas and select UP CMP areas. Follow‐up surveys 

are being conducted for monitoring purposes in the same project areas. For analysis, the data was 

segmented by supply only and demand plus supply project areas. The UP TSU intervention takes place at 

the Block level as well as evenly across all villages. The UP CMP intervention takes place primarily at the 

village level, and these village SHGs are federated into organizations that advocate at the Block level. 

Multi‐level models across different intervention areas are constructed in order to identify the extent to 

which different health behaviors and outcomes are found across supply only vs. supply and demand 

intervention areas. Follow up data will be used to assess further changes in health behaviors and 

intervention outcomes over time. 
 

Results & Discussion: At baseline, we find that SHG areas show higher percentages of healthy MNCH 

behaviors. Follow up data (available Summer 2016) will reveal how, if at all, additional demand‐side 

interventions (UP CMP) increases the effectiveness of a supply‐side intervention (UP TSU) in comparison 

to supply‐side only interventions. 
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Hector Castro, T.H Chan Harvard School of Public Health‐ IADB Consultant for the Ministry of Health of 

Colombia 
 

Opportunities for Reciprocal North‐South Learning in the Design and Implementation of Health 

Technology Assessment Agencies Based on a Five‐Country Comparison 
 

Co‐authors: Hector E Castro, Jesse Bump, Nicole Salisbury, T.H Chan Harvard School of Public Health‐ 

IADB Consultant for the Ministry of Health of Colombia; T.H Chan Harvard School of Public Health; PATH‐ 

Health Systems Strengthening Unit 
 

Background: Setting priorities in health is among the most important functions of governments, however 

the conflict between unlimited demands for services and limited resources, leads to very difficult 

rationing problems that are often addressed covertly and without systematic consideration of                

the options. Over the past decades many rich countries have established specialized Health Technology 

Assessment (HTA) agencies to rationalize the allocation process by carefully evaluating potential 

additions to public benefit packages. As the cost of health care has risen, particularly in pharmaceuticals, 

many Low and Middle Income Countries (LMICs) have been trying to implement HTA as a way of 

increasing the efficiency of their health spending. One of the authors of this paper helped establish 

Colombia’s HTA agency in 2012; while doing so he sought analyses of the politics and consequences of 

different design choices but found no directly relevant literature. Our motivation is to address this need. 
 

Methods: We undertook a review of the literature and a historical policy analysis of the creation of HTA 

agencies starting with the now‐defunct Office of Technology Assessment (OTA) in the US and prominent 

countries in the field including Australia, Canada, Germany, Netherlands, and the UK. We developed a 

framework for analysis that identifies ten distinct influences on the process. We use this framework for 

analysis and to derive conclusions for LMICs and the development agencies that assist them. 
 

Findings: Our review finds that although HTA is becoming increasingly common, the exact process by 

which HTA is institutionalized, and the forces driving institutionalization, has not been examined 

previously. Our analysis of six high income country HTA agencies suggests that they are the result of at 

least three mechanisms for policy initiation: top‐down, bottom‐up and converging. Among the top 

enablers for the establishment of these institutions are: the availability of human resources and financial 

resources, some heritage of related practices, and a culture of rationality in setting priorities. 
 

Among barriers, we identified the lack of financial resources to perform HTA, resistance to change from 

existing bureaucracies, and a lack of interest in HTA as among the most important factors. Although 

country‐specific HTA organizations and processes vary by setting, procedural principles such as 

transparency, robust and appropriate methods for combining costs and benefits, explicit 

characterization of uncertainty and active engagement with stakeholders have been associated with 

robust HTA programmes and institutions. 
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Donald Shepard, Brandeis University 
 

Cost‐effectiveness of results‐based financing in Zimbabwe: preliminary results from a controlled trial 
 

Co‐authors: Donald S Shepard, Wu Zeng, Ronald Mutasa, Ashis Das, Chenjerai Sisimayi, Shepherd 

Shamu, Shingai Mutetwa, Jed Friedman, Brandeis University; World Bank 
 

Background: Facing economic challenges, Zimbabwe conducted its first‐phase results‐based financing 

(RBF) program from April 2012 through June 2014 to increase utilization and quality of maternal and 

child health services in rural areas across the country. This study evaluates the incremental cost‐ 

effectiveness ratios (ICERs) of first‐phase RBF compared to the status quo. 
 

Methods:  The impact evaluation compared the 16 rural districts in first‐phase RBF spread with pairwise 

matched control districts in the same province. Reflecting the health system perspective, incremental 

two‐year financial costs were assessed for program implementation and verification, consumables, and 

donor supervision.  Net effectiveness on coverage and quality were assessed through difference‐in‐ 

differences calculations between baseline and endline household surveys and administrative data.  The 

Lives Saved Tool and literature were used to convert statistically significant coverage changes to lives 

saved and quality‐adjusted life years (QALYs) gained and to impute missing data. Interviews examined 

RBF implementation. 
 

Results: Compared to the control group, the incremental annual per capita cost of RBF was US$5.71. RBF 

increased the share of deliveries in health facilities by 13.4% compared to the control group (p&lt;.01), 

with greater benefits in women below median wealth. The impact evaluation found favorable trends 

from RBF on the use of antenatal care, postnatal care, and family planning, but these changes were not 

statistically significant. The one statistically significant change in coverage (improvement in the rate of 

institutional deliveries) translated to 379 lives (16 pregnant women and 363 children under 5) saved or 

9,000 QALYs gained annually.  With a population of 2.56 million residents in RBF districts, the program 

added 350 QALYs per 100,000 population annually. The ICER of this phase of the RBF program in 

Zimbabwe was $1,640/QALY gained based on the coverage impacts alone.  Structural and process quality 

also improved (e.g., 7.5% net increase in tetanus vaccinations, p=.056).  RBF with coaching appeared 

especially effective. 
 

Conclusions: This preliminary assessment found Zimbabwe’s RBF program cost‐effective compared to 

the control group by standards of the World Health Organization.  Its ICER is below three times 

Zimbabwe’s per capita GDP of $980 in 2012.  Incorporating quality enhancements, longer run impacts, 

administrative data, and health systems improvements would make results even more favorable.  These 

preliminary results provide empirical evidence that RBF is among the cost‐effective interventions for 

strengthening maternal and child health services for the poor, enhancing both value for money and 

equity.  The findings are informing Zimbabwe’s rollout of RBF to the remaining 42 rural districts. 
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Lela Sulaberidze, Curatio International Foundation 
 

How experts and health care providers evaluate Health Systems Reforms in Georgia: An easy and 

cheap way to track progress 
 

Co‐authors: Lela Sulaberidze, Ivdity Chikovani, Curatio International Foundation 
 

Background: Several waves of health system reforms were implemented during the last two decades in 

Georgia to improve performance of the overall system and to address existing challenges in financial 

access to needed health services for the population. In 2007‐2009 the Government of Georgia  

introduced Medical Insurance for the Poor, which provided publicly financed comprehensive benefits 

package through the private insurance companies to the nation’s poor. In 2013, the newly elected 

government adopted a Universal Health Coverage (UHC) program and extended the publicly funded 

health benefits to the entire population and substituted the multiple private insurance companies with a 

single public purchaser. However, translating new statutory entitlements and an increased budget into 

effective coverage is complex and requires monitoring and tracking of progress towards the proposed 

goal. 
 

Methods: In the absence of good monitoring and evaluation tools for UHC program, Curatio International 

Foundation designed an Internet survey “Health System Barometer” to gauge the opinions of           

health experts and health providers on progress and challenges in implementing UHC reforms. Every six 

months up to 150 survey respondents, whose names are kept confidential, evaluate ongoing processes 

in the health sector using approximately 30 minutes semi‐structured questionnaire recieved by       

e‐mail, operated through the SurveyMonkey. The respondents are asked to name what they perceive as 

the most successful reform or challenging topic in todays heath system, to provide their opinion and 

future expectations on health services and medicine prices, budget allocations, out‐of‐pocket 

expenditures, changes in healthcare quality. 
 

Results: In January 2016 we received results from sixth wave of “Health System Barometer”. The 

uninterrupted implementation of the UHC program was evaluated as a major success of the health 

system despite the perceived difficulties in the program administration.  A steady increase in prices of 

health services and medicines were identified as the most alarming issue. Experts believe urgent actions 

are needed to mitigate a negative effect of the increased prices on sustainability of the UHC program 

and population’s financial protection. 
 

Conclusion: The survey findings usually induce a high interest from the policy makers and wider public. 

Key messages are widely shared to generate public discussions and catalyse adequate policy changes to 

address the challenges and build the resilience of UHC program.  The Georgia case shows that experts’ 

internet‐survey appeared to be feasible, simple, cost‐saving and effective method in a setting where 

more rigorous evaluations are not implemented, particularly in more resource constrained low‐ and 

middle‐income countries. 
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Rapeepong Suphanchaimat, International Health Policy Programme, Ministry of Public Health, Thailand 
 

The impact of the 'Health Insurance Card Scheme' policy for undocumented migrants in Thailand on 

utilisation volume and out‐of‐pocket payments of migrant patients 
 

Co‐authors: Rapeepong Suphanchaimat, Jenny Neuburger, Supon  Limwattananon, Anne Mills, 

International Health Policy Programme, Ministry of Public Health, Thailand; London School of Hygiene 

and Tropical Medicine, UK; Khon Kaen University, Thailand 
 

Background: Access to health care for undocumented migrants is a problem across the world. The Thai 

government introduced the 'Health Insurance Card Scheme' (HICS) policy for undocumented migrants in 

Thailand in 2004. Despite more than 10 years of implementation, there has been no systemic evaluation 

of the scheme, to explore its impact on utilisation volume and out‐of‐pocket payments (OOP). This was 

the objective of this study. 
 

Methods: Ranong province served as the study site since it has the largest migrant‐to‐Thai population 

ratio of all provinces. Facility‐based outpatient (OP) and inpatient (IP) records between 2011 and 2015 

from two hospitals and two health centres were retrieved. Approximately 110,000 IP and 1,200,000 OP 

records were analysed. The outcome variables were utilisation volume (visits/person/year) and OOP 

(Baht/visit). The predictor variable was insurance status by considering the HICS as the exposed group, 

while the uninsured and the Thais as controls. Important confounders, eg personal attributes and 

disease status, were included. Poisson regression and Two‐part model, were used for utilisation and 

OOP analyses respectively. 
 

Results: The crude utilisation rate of insured migrants was about 2‐fold lower than the Thai patients (for 

both OP and IP). The HICS beneficiaries had 3.5% more visits than the uninsured for IP, and 8.3% more  

for OP. OOP incurred by the insured migrants was 2,501 Baht and 174 Baht less than the uninsured 

migrants for each IP and OP visit respectively. Catastrophic illness was the strongest determinant leading 

to an increase in visit frequencies, and this was far larger than the insurance effect alone. 
 

Discussion/conclusion: The HICS helped increase access to care and reduce OOP significantly. Yet, the 

overall utilisation rate of the HICS beneficiaries was much smaller than the Thais. Disease status was a 

stronger influence than insurance status. Thus, the policy and social discourse that insuring 

undocumented migrants might overload the Thai health care system might not be justified. Besides, in 

Thailand, there are a number of migrants who are neither insured, nor able to return to their home 

country, and a policy to protect the health of this population has not been put in place. Poor access to 

health care for such groups is a potentially serious public health problem. Despite rigorous design, this 

study still faced key limitations. The most critical one was a lack of data on cases, failing to show up at 

facilities. Further study at household level on migrant health‐seeking behaviour is recommended. 
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Cyprian Thwala, University of Twente 
 

The effects of commodity price shocks to universal health coverage goal in developing countries 
 

Co‐authors: Cyprian Mcwayizeni Thwala, Precivel Carrera, University of Twente 
 

Background: This study seeks to understand the determinants and risks of expanding social health 

insurance (SHI) coverage amongst developing countries towards achieving universal health coverage 

(UHC) in the post great‐recession period. We elected to explore the empirical nature of macro‐financial 

factors associated with the strengthening of SHI coverage, together with the risks that needs to be 

carefully monitored for sustainable achievement of UHC goal. 
 

Methodology: We used a panel VAR model to study the long‐term relationships between changes in the 

annual spot price of the main commodities in developing countries, SHI coverage,institutional 

governance,GDP per capita and labour participation rate. 
 

Results: We discovered that high commodity price environment supported by improvement in labour 

market participation and economic development drive SHI coverage expansion. However, poor 

institutional governance derails the optimum coverage extension. The volatility of global commodity 

prices, has meanwhile had a significant negative impact on SHI coverage, labour market participation 

and economic development. These spiraling effects have a potential to reverse the positive gains of 

most health systems achieved during good economic times. 
 

Conclusion: Considering that these commodity shocks lead to a subsequent fall in health system 

performances; there is a case for adopting financial buffers and improving institutional governance in 

order to manage coverage from global macroeconomic shocks. Without such basic framework, the goal 

of UHC will be delayed as health systems battles to stabilise the current SHI coverage. 
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Wu Zeng, Brandeis University 
 

Cost‐effectiveness of results‐based financing in Zambia: results from a cluster randomized trial 
 

Co‐authors: Wu  Zeng, Donald S Shepard, Ha Nguyen, Jed Friedman, Collins  Chansa, Ashis K Das, Jumana 

Qamruddin, Brandeis University; The World Bank; Formerly the World Bank 
 

Introduction: Zambia conducted a results‐based financing (RBF) program from April 2012 through June 

2014 to increase utilization and quality of maternal and child health services in rural areas. This study 

evaluates the incremental cost‐effectiveness ratios (ICERs) of RBF compared to input‐based financing 

(controls 1) and the status quo (controls 2). 
 

Methods: A 3‐arm cluster randomized design allocated ten matched triplets of districts in 8 provinces. 

Reflecting the health system perspective, incremental two‐year financial costs were assessed for 

program implementation and verification, consumables, and donor supervision.  Net effectiveness on 

coverage and quality (on a 0‐100 percentage scale) were assessed through difference‐in‐differences 

calculations between baseline and endline facility and household surveys.  Using a Delphi panel, the 

Lives Saved tool and literature, we converted quality and statistically significant coverage changes to 

lives and quality‐adjusted life years (QALYs) gained averaged over 2 years. 
 

Results: Compared to the control groups 2 and 1, the incremental annual per capita costs of RBF were 

$4.83 and $3.24, respectively. Statistically significant coverage differences of RBF versus controls 2 (all 

favorable) were: institutional deliveries (12.2%), post‐natal care (PNC, 7.8%), four types of vaccinations 

(range 3.0%‐19.1%), and family planning of using injectables (19.5%).  Already at ceiling levels, antenatal 

care (ANC) showed a small, insignificant change (‐1.4%). The RBF group improved the quality of care on 

all indicators:  institutional deliveries (3.1%), PNC (2.3%), vaccinations (3.8%), family planning (9.7%), and 

ANC (2.3%). Combining significant changes on coverage and quality of services, RBF saved an     

estimated annual 325 lives against control group 2, resulting in an ICER of $837/QALY gained. 
 

Differences between the RBF group and the control group 1 were smaller.  The statistically significant 

differences (both favoring RBF) were Hib vaccination (15.0%) and use of family planning (21.8%). 

Compared to control group 1, the RBF program had quality of care changes ranging from ‐0.8% to +4.9%. 

Quality improved for institutional delivery, vaccination and family planning.  Altogether, RBF saved 148 

lives annually against control group 1, with an ICER of $1,238/QALY gained. 
 

Conclusions: Compared to both control groups, the RBF program proved highly cost‐effective relative to 

Zambia’s per capita GDP ($1,686 in 2012). To our knowledge, this is the first study that converts the 

change of quality of care to health outcomes.  This study provides empirical evidence that RBF is among 

the highly cost‐effective interventions for strengthening maternal and child health services for the poor, 

enhancing both value for money and equity. 
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Maria Jogova, University of Toronto Department of Medicine 
 

Mobile Health: Is Mobile Advice a Medical Device? 
 

Co‐authors: Maria Jogova, Trevor Jamieson, University of Toronto Department of Medicine 
 

Our aim is to: 1) introduce the field of mHealth; 2) discuss its potential impact on users and healthcare 

systems; 3) outline its regulation in the USA, EU, and Canada; 4) outline the problems with mHealth 

regulation in Canada; and 5) provide a potential framework for mHealth regulation that outlines issues 

as they pertain to various stakeholders in the field. 
 

Mobile health (mHealth) is the use of mobile devices to provide health or medical services that include 

diagnosis, treatment, and support for general health and well‐being. Services are typically provided 

through applications (“apps”). mHealth apps are expected to reach 1.7 billion people by 2018 and to 

generate revenues in excess of US $26 billion by 2017. mHealth can therefore have a large impact on 

population health and will play an increasing role in patient care in the near future. However, while 

mHealth has the potential to save up to €99 billion in healthcare costs in the EU, to reduce admission 

rates and duration of hospitalization for some illnesses, and to increase patient access to care, legitimate 

concerns about user privacy and safety have also arisen. Unfortunately, current regulatory structures 

have not been designed with the unique aspects of mHealth in mind. In 2015, the Food and Drug 

Administration updated their guidance for mobile medical apps to clarify which apps fall within the  

scope of its regulatory oversight. Similar guidelines are being developed in the EU, while in Canada, an 

FAQ page provides limited insight into which apps Health Canada intends to regulate. We intend to 

discuss the existing regulatory structures, with a focus on Canada, and to outline the regulatory gaps. 

Furthermore, we propose a regulatory framework that provides an overview of the issues that need to 

be considered in mHealth regulation. 
 

mHealth technology reaches millions of users and will have a significant impact on patients and 

healthcare delivery and systems. While mHealth does not fit into the sub‐theme areas listed, it has an 

important role to play in the future of healthcare. An understanding of mHealth and its regulation is 

important to ensuring app safety and efficacy; establishing how app data will be used by healthcare 

providers, integrated into health systems, and used in policy and other research; and encouraging 

innovation that addresses healthcare challenges and needs. 
 

The target audience for the presentation includes mHealth users and developers, healthcare providers 

and administrators, industry regulators, and policy makers. 
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Moubassira Kagoné, Centre de recherche en santé de Nouna 
 

Etude qualitative de l’acceptabilité de la santé mobile en milieu rural au Burkina Faso 
 

Co‐authors: Moubassira Kagoné, Maurice Yé, Hamidou Sanou, Justin Tiendrébeogo, Ali Sié, Centre de 

recherche en santé de Nouna 
 

Introduction / contexte: Le Centre de Recherche en Santé de Nouna (CRSN) a bénéficié d’un   

financement du CRDI pour mettre en œuvre le projet de recherche mobile santé dans le domaine de la 

santé maternelle et infantile. L’importance de cette recherche nous a conduits à considérer l’opinion des 

acteurs concernés par rapport à l’utilisation de la téléphonie mobile pour l’amélioration de la santé au 

sein de la population. 
 

Méthode: Les entretiens semi‐structurés auprès de 20 agents de santé et 10 focus group ont été réalisés 

auprès de 91 femmes dans dix villages. 44 femmes avaient l’âge compris entre 16‐25, 19 avaient l’âge 

compris entre 26‐30, 22 avaient l’âge compris entre 31‐36 et 6 avaient l’âge compris entre 37‐46 ans. 

Les entretiens ont été enregistrés puis transcrits. Le logiciel d’analyse qualitative ATLAS ti 4.2  a été 

utilisé pour codifier les données et effectuer l’analyse préliminaire. 
 

Résultats: Les résultats montrent que la téléphonie mobile joue un rôle important dans la prise en 

charge sanitaires des malades. Elle constitue un outil efficace permettant de suivre les patients. La 

réduction du nombre d’intervenant dans la diffusion de l’information, transfert rapide des informations 

sanitaires, assistance locale échange entre les infirmiers, elle permet de retrouver les perdus vue lors 

des séances de vaccination, la prise en charge des patients sous ARV par un suivi rigoureux. 
 

Discussion:  Les technologies de communication sont très utiles dans le domaine de la santé, elles 

peuvent contribuer à améliorer la santé de la population. Elles  sont également acceptées par la 

population et les professionnels de santé mais il ya des défis à relever tels que l’insuffisance l’énergie 

pour le fonctionnement de ces appareils. 
 

Conclusion:  Introduire les technologies de communication dans le système sanitaire constitue un outil 

efficace de monitoring des patients et peut contribuer à améliorer efficacement la santé de la 

population 



 
 

Oral Abstracts 

 

 

Kridaraan Komahan, Monash University Malaysia 
 

Engaging the health services and community in responding to population health priorities: a case 

study of the SEACO Dengue mobile application 
 

Co‐authors: Kridaraan Komahan, Norliza Binti Mat, Pascale Allotey, Daniel  D Reidpath, Monash 

University Malaysia 
 

Purpose: Responsive health systems need to provide mechanisms through which all stakeholders can 

participate and engage effectively. Community based research platforms can provide ideal mechanisms 

to facilitate this process and build both research capacity and a participatory culture between health 

services and the broader community. This presentation and discusses such a collaboration to develop a 

mobile application to monitor and respond to interventions for dengue control. 
 

Content: Working with a pro‐active District Health Office and local community, the South East Asia 

Community Observatory (SEACO) IT development team has created a mobile application that can be used 

to geo‐locate, tag and photograph potential breeding sites as well as the location of dengue cases. Using 

the app the District Health Office can monitor community reports, view the images and map location      

of sites, mark them for action, and record the action taken. The system can also be used in     

environment surveillance and case detection using dengue cases diagnosed in the health centres and 

Segamat district hospital. The mobile application runs on GPS enabled, Android devices. Time, date, GPS 

location, the photograph of the breeding site and field notes are gathered via the mobile application and 

relayed to a server. The District Health Officers can monitor reports in real time. Using the same 

application, Officers can photograph or note any corrective action and log that on the servers, giving the 

community volunteers quick feedback about their efforts. 
 

There is also a web interface that give District Health Officers a dynamic map of the district on which 

they can play a time series of captured images and potential dengue breeding sites. Navigation tools 

give them a range controls to monitor changes over time, specific locations, or even reports from 

individual community volunteers. 
 

The SEACO‐MOH dengue app is designed to help health officials better manage their resources, conduct 

targetted fogging in clustered areas where suspected dengue breeding sites are present, and in the 

future, assist in better planning efforts to reach out to community members on effective ways to reduce 

transmission. 
 

Significance: The increasing penetration of mobile technologies provides an ideal mechanism for 

communities to engage more actively in public health interventions. These relationships also reduce the 

monitoring costs to the health services while the design of applications enables inbuilt quality checks to 

enhance the quality and availability of data for monitoring and evaluation. 



 
 

Oral Abstracts 

 

 

Carl Leitner, IntraHealth International 
 

The mHero Innovation: Interoperability of Health Information Systems to Support Health Workers 

using Mobile Technology 
 

Co‐authors:  Carl Leitner, Leah McManus, Amanda Puckett BenDor, IntraHealth International 
 

Purpose: The Ebola Virus Disease (EVD) outbreak exposed weaknesses in West African health systems, 

including communications. Targeting investments to strengthen communications among health 

authorities and the health workforce can enable countries to respond more effectively to emerging 

health threats, as well as help sustain improvements in health systems’ resilience. Harnessing mobile 

technology and existing health information systems (HIS) to generate such communications can 

facilitate rapid support to health workers. 
 

IntraHealth International and UNICEF piloted mHero, an integrated digital health platform for health 

worker communication and coordination, in Liberia in November 2014 to support EVD‐related 

communication between the Ministry of Health and frontline health workers. mHero uses open health 

information exchange (OpenHIE) architecture to support interoperability among iHRIS (health workforce 

information system software), DHIS2 (district health information software), and RapidPro (text 

messaging platform), allowing ministries of health to utilize existing HIS infrastructure to send SMS to 

health workers’ own mobile phones – at no charge to them. 
 

Focus: Prioritizing the Principles for Digital Development, IntraHealth is collaborating with Ministry of 

Health stakeholders, USAID, UNICEF, and WHO on mHero implementations throughout West Africa. This 

presentation will frame how mHero responds to the emerging needs to strengthen health systems and 

improve reach to health workers as part of supporting routine health services as well as in response to 

crisis situations such as EVD. We will highlight specific mHero use cases and discuss the process for 

developing these messages; how local capacity has been built for HIS interoperability and system 

ownership; and how governance and leadership are playing a role in HIS strategy and implementation. 

We will describe challenges in deploying an interoperable system and the most salient lessons learned in 

implementing mHero to date. 
 

Significance: Robust, interoperable HIS are needed for nimble and resilient health systems.  However, 

digital health implementations such as mHero involve more than technology. mHero’s success is built on 

the strong sense of ownership of the platform, which has been achieved through participatory design 

processes, the installation of comprehensive governance structures, inclusion of mHero in national 

eHealth policies and strategies, and investments in Ministry human resources and ICT capacity. 

Examining how this has been achieved amidst and in response to the EVD outbreak underscores the 

importance of building strong HIS. 
 

Audience: Government officials, program managers, researchers, technologists and donors who are 

promoting, supporting, or implementing interoperable HIS frameworks. 
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Dolorosa Lyaruu, Pathfinder International 
 

A shining Light: How mHealth is transforming community‐based family planning services in Tanzania 
 

Co‐authors: Dolorosa  Duncan Lyaruu, Erica Layer Layer, Mustafa Kudrati, Hellen  Magige, Lucy 

Flugence, Pathfinder International; D Tree International 
 

Family planning (FP) uses algorithms which can be complicated to memorize and follow, especially for 

community health workers (CHWs). The potential for mHealth to improve decision making in FP 

programs is clear and designing and sustaining a successful program requires good decision support 

software as well as systems which motivate users, support data monitoring and feedback, and run with 

minimal support. 
 

Pathfinder and D‐tree have developed successful systems which leverage technology to support a 

community‐based FP program in Tanzania. Decision support software guides CHWs to counsel clients to 

select contraceptive methods, provide refills and make referrals, follow‐up, and schedule visits. 
 

In addition to the decision support application, this program has used several innovations which have 

increased CHW performance and ensure scalable and high quality services. These include:  pay for 

performance system follow‐up model which trains Champions to use a simple application to facilitate 

post‐training follow‐up phone insurance scheme to prevent phone loss comprehensive interactive 

dashboard to monitor program quality and performance systems to provide regular feedback to CHWs 
 

The program supports 230 CHWs and 40 supervisors in Tanzania. As of February 2016, after one year of 

program implementation, over 22,000 clients have been registered, among which 95% continuously  

used their FP method. Program indicators, including rates of discontinuation, method stock‐out, method 

failure and client satisfaction are routinely monitored through an easy to use dashboard. 
 

CHW performance increased since the introduction of the mobile system compared to the previous 

paper‐based system; client registrations and follow‐up visits increased by 500% and 1500%, respectively. 

On average, 80% of CHWs have met performance targets monthly. 
 

This abstract describe the FP program and share lessons learned in creating a sustainable, scalable and 

effective mHealth program. 
 

Learning objectives: To demonstrate successful strategies to make pay for performance, health worker 

supervision and prevention of phone theft in community‐based mobile health family planning program. 
 

To explore ways in which technology can be leveraged to improve the functioning of health systems and 

health worker performance at scale. 
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Willem Odendaal, South African Medical Research Council 
 

Using mHealth to strengthen continuity of care in primary health care services in low‐income settings: 

A case study from rural South Africa 
 

Co‐authors:  Willem Odendaal, Simon Lewin, Anna Thorson, Brian  McKinstry, Esme Jordaan, Mark 

Tomlinson, Salla Atkins, South African Medical Research Council; South African Medical Research 

Council; Global Health Unit, Norwegian Institute of Public Health; Karolinska Institutet ; University of 

Edinburgh ; University of Stellenbosch 
 

Background: Ensuring continuity of care for people living with chronic health conditions is a challenge in 

primary care. In South Africa and other resource constrained settings, lay health workers (LHWs) can 

facilitate continuity of care by ensuring that clients visit health services timeously. In these settings, 

mHealth strategies can improve communication between health services and LHWs and support LHWs 

in providing care. We present the findings of an evaluation of a pilot mHealth system to strengthen 

LHW‐health service communication in a rural district of South Africa. 
 

The Intervention: The mHealth intervention works as follows: (i) A mHealth clerk receives a request 

from a health professional to recall a chronic care client to the primary health clinic. (ii) The clerk issues 

a request via a tablet computer to the LHW, who receives the request instantaneously on a mobile 

phone. (iii) Text messaging between the LHW and clerk allows progress with delivering the request to 

the client to be followed. (iv) The clerk closes the recall as Successful when the client attends the clinic, 

or Failed, when the client fails to attend the clinic. 
 

Methods: We used a mixed method approach to evaluate the intervention. Qualitative interviews with 

participating providers and in‐field observations were conducted and the data analysed thematically. We 

also collected data on the percentage of successful client recalls. These data were exported from the 

mHealth system’s data platform and assessed against the 60% success benchmark set by the District. A 

trend‐analysis will be undertaken later. 
 

Results: Users see the system as improving continuity of care, for the following reasons: (i) health 

professionals receive timely information on whether clients have been recalled successfully; (ii) the 

system shortens the recall turnaround time as LHWs do not have to visit the clinic to receive recall 

requests; and (iii) the system facilitates real‐time communication between the clinic and LHWs. 

However, the system was seen to increase the clerk’s workload, and recording client visits to the clinic 

was difficult in high volume clinics. After two months of implementation, the recall success rate was 44% 

and 20% in the two implementation sub‐districts. The 10 month results will be presented at the 

Symposium. 
 

Conclusion: Continuity of care is important for the chronically ill. mHealth interventions have the 

potential to strengthen this component of primary health care services, but more work on how best to 

implement these is needed. 
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Janet Austin, University of Cape Town 
 

Participation in Health Systems: Gendered Power Relations in Health 

Committees in Cape Town, South Africa 

Co‐authors: Janet S Austin, Alexandra Müller, University of Cape Town 
 

Community participation is now widely recognized as an integral part of health systems and the right to 

health. Health committees are an example of participation, which is known to be influenced by 

gendered power relations, but little research has covered the impact of gendered power relations in 

health committees themselves. Committees are also deemed to be accountability structures, while 

aiming to bolster the efforts of an overburdened health system, and aid in responding to the needs of 

often under‐resourced services such as women's health and sexual reproductive health rights. These 

participative structures need to represent their communities as holistically as possible, with all 

committee members being empowered in their roles to provide a greater reach and platform for 

marginalised groups such as women and sexual and gender minority people, as both committee and 

community members. 
 

In South Africa, only the Western Cape province does not currently have legislation governing health 

committees. A qualitative, exploratory study was undertaken to answer the question: What is the role of 

gendered power relations in health committees in the Western Cape? Multiple methods were used 

during March to December 2015 and included health committee documents, observation of meetings, 

group discussions and in‐depth interviews. A Gender‐based Analysis using African Feminist theory was 

applied. 
 

The study concludes that the perception of gender equality and gender relations amongst health 

committees remains largely unaddressed, and is given little to no priority in favour of daily operations. 

This is accompanied by no notable gender bias concerning health need foci and a non‐discriminatory 

outlook towards committee participants or service recipients, however there is no action to engender 

such claims, such as special training or materials to reinforce proclaimed support for transgender and 

non‐binary persons. Democratic group processes do not nullify manipulation of gender roles, and a 

disconnection between leadership positions and influential agents could be seen. 
 

These findings imply a continuing poor integration of gender sensitivity in participation structures 

through a lack of engagement on such matters and their effects on their functioning and the support 

they provide. Failure to engender diversity, prioritise inclusive health structures and services for all 

genders and uphold gender equality in their own operations can have adverse consequences for 

functioning as a truly accountable and participatory instrument for public health. 
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A Health Justice Scale for Policy Ethics in Health Systems Strengthening 
 

Co‐authors: Afsan Bhadelia, Johns Hopkins School of Public Health 
 

Health systems reform, particularly in low and middle income countries (LMICs), is a monumental task. It 

is important for policy‐makers in each country and especially in low resource settings to have a 

framework that allows them to assess whether they have considered all the crucial components of health 

system reforms to achieve universal health coverage. At present, within this context, priority‐          

setting for health policy is primarily based on epidemiological data on the burden of disease and cost‐ 

effectiveness information to ensure efficient usage of resources based on the potential for health impact. 

The dimension of ethics, however, has not received as much attention in the creation of a          

framework for assessing the development agenda around health. This paper presents the argument that 

health justice must be an explicit aim of policy‐makers involved in decision‐making and in the realization 

of resilient, responsive and effective health systems for improving health outcomes. Based on the 

theoretical framework presented by Amartya Sen (2009) and through application of the scale 

development process in Kerala, India using focus group discussions, in‐depth interviews, expert review, 

and survey administration, a new quantitative measure – a health justice scale – is proposed for 

incorporating ethical reasoning in health decision‐making. 
 

The health justice scale is developed using a purposive sample of the general public in 3 districts of 

Kerala to document reasoned judgments on health and health systems priority‐setting. Specifically, the 

sample draws from gram panchayats (village councils) members, Kudumbashree (a government 

sponsored, all‐women program for poverty reduction and women’s empowerment that is led by the 

Local Self‐Government structure and implemented through  community‐based organizations) members 

and civil society groups (i.e. non‐governmental organizations or NGOs focused on health issues). The 

proposed scale seeks to: 1) incorporate considerations of the needs of vulnerable populations whose 

voices may otherwise not be included, 2) provide action‐guidance to policy‐makers by incorporating a 

range of moral considerations gathered through public reasoning, and 3) contribute to the advancement 

of health policy ethics for health systems strengthening. 
 

Instruments such as the health justice scale proposed in this research are meant to support a shift 

in policy paradigms as well have an impact on the processes and objectives of planning to strengthen 

implementation science. Specifically, they are meant to promote systematic insertion of ethical value‐ 

setting in health policy‐making and hence, to promote value‐based health systems. 
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Advancing the Global Family Planning Research Agenda: Strengthening Health Systems Using Human Rights 

Norms and Standards 

 

Co‐authors: Sofia  Gruskin, Shubha Kumar, Alexandra  Nicholson, Rajat Khosla, Program on Global Health and 

Human Rights, Institute for Global Health, University of Southern California; Department of Reproductive Health 

and Research, World Health Organization 

 

Background:As the standard setting body for health within the UN system, the World Health Organization (WHO) 

engages with governments in developing and implementing authoritative policy, programme and clinical  

guidelines. WHO is responsible for ensuring such efforts are appropriately grounded in the norms and standards of 

international human rights law. This study reports on a methodology developed to identify and assess indicators 

commonly used in the monitoring and evaluation of family planning programmes at country, regional and global 

levels to determine their sensitivity to human rights concerns. The focus was to assess where human rights 

concerns are (and are not) well integrated into quantitative, qualitative, and policy indicators, show how through 

clustering existing indicators can provide insight into human rights concerns, and how this work can be 

strengthened. 

 

Methods:The methodology builds on previous work, using nine agreed upon relevant human rights principles and 

standards, and categorical groupings (themes) advanced by WHO to organize data sources. In consultation with 

key stakeholders, indicators were prioritized on the basis of whether they drew attention explicitly or implicitly to 

one, some or all of the agreed upon human rights principles or standards, the perceived validity of the source and 

the number of human rights potentially covered. 

 

Results and discussion/conclusion:Through workshops, expert surveys and other mechanisms for consultation, a 

total of 51 indicators were prioritized. Across categories, conclusions suggest: (1) in general, most indicators 

implicitly link to human rights with only a handful explicitly addressing human rights; (2) the human rights 

principles most often addressed by indicators are accountability, accessibility, non‐discrimination and availability; 

(3) those least often addressed are privacy, confidentiality and informed decision‐making; (4) few indicators reflect 

user perspectives; (5) some but not many indicators lend themselves to investigation for potential accordance with 

non‐discrimination law; even as (6) many indicators lend themselves to disaggregation and include a focus on a 

specific population and/or inequalities. 

 

While countries have made international human rights commitments, strong gaps remain in measuring human 

rights in the delivery, access and use of health services. Results from this work offer a methodological approach to 

monitor the capacity of health systems to integrate human rights into their work, as well as findings specific to 

improving the delivery of family planning services. This methodology can be applicable and replicable across health 

topics and settings, support rights based national monitoring and increase the capacity for research, measurement 

and accountability in the post‐2015 era. 
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Ethical practice in my work:  community health workers perspectives using photovoice in Wakiso 

district, Uganda 
 

Co‐authors:  David  Musoke , Charles  Ssemugabo, Rawlance  Ndejjo, Elizabeth  Ekirapa‐Kiracho, Asha  S. 

George, Department of Disease Control and Environmental Health, School of Public Health, Makerere 

University College of Health Sciences, Kampala, Uganda; Department of Health Policy, Planning and 

Management, School of Public Health, Makerere University College of 
 

Background: Health service delivery should strive for ethical practice at all levels of health systems. 

Working towards this goal should be supported by understanding the ethics awareness, perceptions, and 

priorities among different actors in human resources for health. This includes community health workers 

(CHWs) who are the first contact of health care in many low income countries. In this study, we           

used photovoice, an innovative community based participatory research method that uses photography, 

to examine CHWs perspectives on ethical concerns and how it affects their work within the community. 
 

Methods: We explored CHWs’ perspectives on ethical practice in their work for 5 months as part of a 

study employing photovoice to understand CHWs gender roles and activities in a rural community in 

Wakiso district, Uganda. As part of the study, we: 1) facilitated training on photovoice research, and 

ethics; 2) asked CHWs to take photographs of key ethical issues related to their work; and 3) held 

monthly meetings to discuss and reflect on the photos, which discussions were recorded and emerging 

data analyzed using content analysis in Atlas ti version 6.0.15. 
 

Results: CHWs were aware of the need for ethical practice in their work, and highly concerned about the 

need to observe ethics while carrying out their roles. The ethical practices CHWs were aware of and 

endeavored to observe were: maintaining professional integrity and abiding by ethical principles of 

practice such as following guidelines including during treatment of children under 5 years of age; honesty 

regarding their scope of ability, competency, and in communicating available services; maintaining 

confidentiality while handling clients; maintaining good relationships with community members;    

respect for the community with no segregation based on religion or otherwise; and                       

enhancing their knowledge and skills at every opportunity. However, CHWs also identified ethics related 

challenges in relation to: low commitment of CHWs carrying out their work due to other obligations; 

availability of some reference materials and guidelines in English, despite the majority of CHWs only 

being able to read in the local language; and minimal avenues for knowledge enhancement such as 

trainings. 
 

Conclusion: CHWs were aware of and keen to discuss ethical issues in their work. It is therefore 

important for ethics to be inclusive in the training and guidelines of CHWs’ practice. The challenges 

faced by CHWs need to addressed so as to facilitate observance of ethical practices during the course of 

their work in supporting responsive health systems. 
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Health Quality and Patient Safety: Defining the role of Government and Citizens in Ecuador’s Health 

System 
 

Co‐authors:  Maria Cecilia Acuña, Andrea Madrid Menendez, Pan American Health Organization (PAHO) 

‐ Ecuador; The University of Sheffield 
 

Ecuador’s health system has undergone deep changes over the past decade, prompted by the 2008 

Constitutional Referendum that gave social rights and civil participation center stage and made explicit 

the responsibility of the government to protect people’s right to health. To respond to the mandate 

established by the new Constitution, the Ministry of Public Health (MSP) started an all‐encompassing 

reform process, one of its pillars being the improvement of quality in the provision of health services. 

Accordingly, two regulatory agencies were created: one aimed at controlling the quality of products 

intended for human consumption and the other focused on the quality of the provision of health 

services.  The latter was called “Agencia de Regulación y Control de la Calidad de los Establecimientos de 

Salud” – ACESS. 
 

The way stakeholders’ power is distributed in Ecuador accommodated the discussion around the liability 

to control and regulate the quality of health‐care. However, the debates that resulted from the 

interpretation of who had the right to demand quality in health services misguided the definition of  

roles within the health system. Throughout the planning and legal creation of the agency, confusion 

arose regarding the roles of government and society in demanding, assessing and regulating the quality 

of the provision of health services.. Although the discussion around the ‘governance of quality’ has 

clarified the differences between patient safety and patient satisfaction, there are still aspects that in   

the Ecuadorian experience must be revisited after the creation of the ACESS. 
 

In order to address this question, this paper will review the development of this agency in Ecuador, with 

the aim to explore in more detail the concept of quality in health‐care, the roles of the government, 

patients and other stakeholders in ensuring quality and patient’s safety and  draw conclusions that may 

help Ecuador and other countries to improve their regulatory framework regarding quality of care. 
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Policy and Practice: Evaluating Good Governance Policies in Brazil’s Pharmaceutical Sector 
 

Co‐authors:  Martha Gabriela Martinez, Jillian Clare Kohler, University of Toronto 
 

Background: It is estimated that one third of the world’s population lack regular access to essential 

medicines. This lack of access has been attributed to a lack of good governance in the health and 

pharmaceutical systems, as it limits governments’ ability to ensure proper management of public 

resources and can create opportunities for corruption. While anticorruption policies grounded on good 

governance are considered the ‘golden’ standard for tackling corruption, the transition from policy 

creation to the everyday practice of good governance policies involves robust complexities and may not 

always translate into minimized corruption. With this in mind, the proposed research aims to evaluate 

what good governance policies are in place in Brazil’s pharmaceutical sector and how they are 

implemented and practiced in everyday activities. This contribute to the existing literature on good 

governance policies and how their uptake can be improved to minimize corruption and ensure access to 

medicines and health services. 
 

Methods: We utilized WHO’s Good Governance in Medicines Programme’s Transparency Assessment 

Tool as the framework for our study. We conducted a desk review of legislation and policies that govern 

Brazil’s pharmaceutical system and 20 semi‐structured key informant interviews with government 

officials, hospital directors and pharmacists in the states of Sao Paulo and Paraiba to capture their 

perceptions on the level of transparency and accountability in the pharmaceutical system. Interview data 

was analyzed using Braun & Clarke’s (2006) qualitative thematic analysis approach. 
 

Results: Preliminary results illuminate that that Brazil has robust public policies to ensure civil society 

inclusiveness in the development of health policies, as well as mechanisms for the actualisation of 

accountability and transparency in its pharmaceutical system. Despite this, cases of corruption and 

inefficiencies are evident in the procurement and selection of medicines. We also have found a lack of 

government support for including civil society in the formulation and monitoring of health policies 

despite the presence of policies that ensure their inclusion. This is a result of good governance policies 

not being followed in practice due to budget and time constraints as well as lack of government support 

to ensure they are correctly implemented and followed. 
 

Conclusion: We preliminarily conclude that good governance policies exist in Brazil’s pharmaceutical 

system, but they are not effectively implemented and practiced due to budget constraints and a lack of 

government support. As a result, the pharmaceutical system is left vulnerable to corruption and 

inefficiencies, impacting medicine availability and healthcare costs. 
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Exploring the impact of district health reforms on organisation of healthcare services delivery 
 

Co‐authors: Thu Thi Hoai Nguyen, Hanoi School of Public Health 
 

Background: In the context of district health reforms, together with other fields such as finance, 

organisation of services delivery have been the central issues.  On the one hand, district health reforms 

bring many positive changes to services delivery, but on the other hand, they can be an obstacle of 

services delivery organisation. This qualitative study explored how district health reforms influence the 

organisation of maternal health service delivery at district and commune levels. This study aims to 

answer following questions: 1) How do district health reforms influence the organisation of maternal 

health services?; and 2) What aspects of the health system governance could be strengthened to 

improve organisation of maternal health services delivery? 
 

Methods: The study was performed in two northern mountainous provinces of Vietnam. 43 in‐depth 

interviews with health staff and managers from commune to central levels were conducted. The data 

was analysed using grounded theory techniques with quotations servings as the units of analysis. 
 

Results and Discussion: The available evidence indicated that district health reforms affect the district 

health units and affect down to the commune health centres in a number of ways.  At the district level, 

the district health reforms significantly influenced availability of human resources, and caused difficulty 

for district health units (DHU) in managing the performance of community health workers (CHWs). At 

the commune level, it affected the quality of supervision and increased the existing workload in CHCs. 

These ultimately affected the performance management of staff working at the commune health 

centres (CHC), the operation of CHCs in general and  the health services delivery in particular. 
 

Conclusion: The findings from this study suggest a critical role of the local health authority in improving 

governance framework of district health system and organisation of healthcare services at the district 

and commune levels. 
 

This study leads to recommendations for strengthening the district health organisation towards be more 

responsive to the local health needs. First, there should be a framework for integrating organisational 

context into performance improvement strategies for district health units. Second, the responsibilities 

and required capacity of each district health unit should be reviewed to ensure their accountability in 

supervising and managing health services delivered at the commune level. Third, the mechanism for 

collaboration among district health units should be consolidated to assure the consistent and effective 

direction of health services delivery. 
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Daniel Ogbuabor, University of Nigeria Enugu Campus 
 

Governing implementation of free maternal and child healthcare programme in Nigeria: evaluating 

against health system governance framework. 
 

Co‐authors: Daniel Chukwuemeka Ogbuabor, Obinna Onwujekwe, University of Nigeria Enugu Campus 
 

Background: Significant gap in knowledge about how mechanisms of governance work, in what context, 

and how they impact health systems actors exists in low and middle income countries. This study 

examined actors’ perception of governance of maternal and child healthcare user‐fee abolition policy in 

Nigeria and evaluated it against Siddiq et al (2008) health system governance framework. 
 

Methods:  A theory‐driven, realist evaluation using grounded theory approach was adopted. Data 

collection method include in‐depth interview of policymakers (n = 16), providers (n = 16), and health 

facility committee members (n = 12); focus group discussions (n = 4); and document review (n=14). Data 

were analysed using constant comparison analysis. 
 

Results:  The study found that: lack of shared strategic vision exists despite recognition of its  

importance and existence of funding plan; participation and consensus orientation among actors is low; 

revised reimbursement standard exists but adherence is poor; human resource, drug procurement and 

financial management processes are not transparent; resource allocation to providers are not based on 

needs assessment; rural‐urban disparities in staff distribution exist and providers exploit clients through 

informal charges. Poor budgeting, weak decentralisation, insufficient workforce, limited supervision and 

weak reimbursement task network hinder effectiveness and efficiency of the free care policy. 

Accountability is weak despite existence of trained health facility committees. Information system exists 

but data quality and use in planning are low. Street level bureaucracy breaches ethical standards. 
 

Discussion/Conclusions:  Drawing from Nigeria’s experiences of governance structures and processes, 

performance of user‐fee abolition policy in resource‐constrained settings can be improved by addressing 

context‐specific governance factors, which are shaped by interactions of multiple actors, their 

perceptions and interests. 
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Strengthening stewardship as a key lever in health system strengthening: mechanisms that enable and constrain 

efforts to create a functional District Management Team. 

 

Co‐authors: Marsha Orgill, Bruno Marchal, Lwazi Sikuza, Lucy Gilson, University of Cape Town, South Africa; 

Institute of Tropical Medicine, Antwerp and University of the Western Cape, South Africa; Walter Sisulu University; 

University of Cape Town, South Africa and London School of Hygiene and Tropical Medicine, UK 

 

Background:  The South African Minister of Health has called for stronger management in health districts. As part  

of a wider project examining districts’ experience of multiple health reforms, we have considered how district staff 

deal with this particular policy imperative. We present the case of a rural ‘dysfunctional’ district that covers 1.3 

million people, to analyse how leaders take up the challenge of strengthening health management. 

 

Methods:  We carried out a realist evaluation to understand the activities and mechanisms that enable or   

constrain efforts to strengthen district management capacity. Based on a first round of semi‐structured interviews 

with 10 senior managers, we developed an hypothesis structured along the context‐mechanism‐outcome (CMO) 

configuration. The hypothesis was tested through interviews with 15 senior district staff members, 7 major non‐ 

state actors and 10 clinic managers. Data was further triangulated through informal discussions with the ex‐district 

manager and co‐researchers. The CMO configuration was used as the primary framework for analysis. 

 

Results:  In this rural  district, we found that changes introduced  by the previous district manager to strengthen 

management, including reaching out to non‐state actors and initiating a culture of performance, were still being 

implemented some time later. Key mechanisms underlying institutionalisation of these changes include the district 

manager’s ability to enable shared mental models concerning state and non‐state actor collaboration. Non‐state 

sectors identified building relationships with key actors in the District Management Team (DMT), easy access to 

senior managers and increasing recognition of the importance of horizontal governance as important. Managers 

note the importance of new methods, which include concise summary and presentation of all information by an 

information manager rather than traditionally long presentations by four sub district managers, as critical for an 

improved culture of performance. 

 

Discussion:  Capacity development strategies for district health teams need to be context‐sensitive. Functional 

DMTs need to exist before they can be strengthened. Building relationships with partners is necessary, and 

priorities should be aligned to district priorities. Good working relationships are built when non state partners are 

connected to key people in district structures. These relationships should be based on trust and transparency and 

partners should be accountable for the perceived added value they bring to service delivery. It is of concern that 

20 years after the implementation of a district health system in South Africa that this district is only now 

implementing an effective performance focus in DMT meetings. 
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Public Health and Complex relationships: Emerging framework for enhancing relationships for 

Strengthening Health Systems 
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Medicine 
 

Background: Over the last few decades, public health has shifted from a purely biomedical perspective to 

include a social science perspective, ‘that assumes the involvement of multiple actors’. Concepts and 

words such as partnerships, contracts, regulation, decentralisation, and coordination now feature 

prominently in the terminology of health sector reform. These concepts revolve around relationships and 

are complex in their operation, be it at the individual or organisational level. The relationships      

between actors are not technically determined but are constantly influenced by relational elements 

guiding human behaviour and social relationships. Though scholars have provided useful frameworks for 

understanding relationships in the health system, the overall work on relationships is limited. This paper 

interrogates the implementation processes of the Public Private Mix (PPM) strategy for TB control in 

India, and attempts to build a framework for enhancing relationship. 
 

Methods: An ethnographic research was conducted over a 14 month period in a district of a southern 

Indian state, combining observations, informal interactions and 61 in‐depth interviews with respondents 

across public, private and NGO sectors. Bourdieu’s 'theory of practice' guided our analysis. 
 

Results: Bourdieu’s concepts of field, habitus, and capital provided useful insights into the complex 

relationships amongst and between partners, and enabled us to look beyond theoretical concepts and to 

think about relational elements. The actors involved in the implementation of the PPM‐TB policy 

represented different sectors, had different positions and roles, different levels of enthusiasm, differing 

resources of power, different perception of each other, and varying levels of knowledge about the 

policy.  Key relational elements were identified: position and power, respect, enthusiasm, and 

information. These elements were interlinked, exerted influence on each other, and were complex in 

nature. To make their complex interactions intelligible and to provide a structure for future exploration, 

a framework was built to help to focus on and to enhance relationships. Using the ‘software’ of systems 

approach, the framework derived from this study can be integrated into the WHO’s health system 

framework to further acknowledge and enhance our understanding of their role and constituents of 

health systems software. 
 

Conclusion:  With more and more actors becoming involved in public health, the complexity of the 

relationships within and across sectors is increasing. Having resilient systems is a prerequisite to 

maintain equilibrium across sectors, and help enhance relationships. This study provides a framework 

that can help public health researchers derive practical strategies for building resilient systems to deal 

with complex relationships 
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ENGAGEMENT COMMUNAUTAIRE DANS LA RIPOSTE CONTRE EBOLA EN GUINEE 

COMMENT LES RETICENCES ONT ETE ELEVEES ? 

Co‐authors:  Soriba Camara, Liz  Pavlovich, Alexandre Delamou, Sylla Thiam, Amref Health Africa, 

Guinée; Amref Health Africa, New York USA; Centre de Formation et de Recherche de Maferinyah, 

Forecariah, Guinea; Amref Health Africa West Africa Regional Office, Dakar, Senegal 
 

Contexte:  En Guinée, la réponse initiale à l’épidémie à virus Ebola a été compromise par la réticence et 

la résistance des populations dans la plupart des localités, en particulier dans les zones de Coyah et 

Forécariah où la maladie a persisté pendant longtemps. Face à cette situation,  un projet  de  

mobilisation et d’engagement communautaires contre Ebola a été mis en œuvre dans les districts cibles, 

entre Janvier et Juillet 2015‐ afin de lever les réticences. Nous partageons ici notre approche et les 

résultats de l’évaluation finale 
 

Méthodologie:  Une évaluation initiale rapide des besoins a été conduite en décembre 2014 pour 

identification des causes des réticences communautaires et  définir des stratégies appropriées. Une 

évaluation finale a été faite en Août 2015 à la fin du projet. Notre approche combinait une comparaison 

avant et après et une comparaison entre les zones d’intervention (préfectures de Coyah et Forécariah)  

et contrôle (préfectures de Kindia et Dubreka), utilisant des données quantitatives et qualitatives. Le 

projet a sélectionné, formé et déployé 160 volontaires venant de 14 OCB et 50 leaders communautaires, 

pour mener des activités communautaires dans le cadre de la réponse à Ebola, notamment  des visites à 

domicile avec distribution de kits d’hygiène, la surveillance à base communautaire, des  dialogues 

communautaires, des réunions de plaidoyers et l’utilisation de radios communautaires. Les statistiques 

descriptives et test de chi carré à un intervalle de confiance de 95% ont été utilisés pour mesurer 

l'association des variables sélectionnées dans l'étude. 
 

RESULTATS: Les interventions ménées ont contribué de manière significative à la réduction des rumeurs 

et de la désinformation au sujet de la maladie. En atteste l’acceptation et l’assise communautaire du 

projet, le niveau des connaissances et des pratiques des zones d’intervention. En effet la connaissance 

des moyens de contamination était significativement plus importante dans les prefectures cibles que 

dans celles contrôle: 86.6% vs 55%  (p=0.002). De même les attitudes des personnes interrogées étaient 

significativement plus favorables à la prévention de la MVE dans les préfectures de Coyah et Forécariah 

que dans les zones de non intervention: 86.5% vs 25.2% (p&lt;0.001). 
 

Conclusion:  L’implication des communautés à travers une approche socio‐culturelle basée sur les réalités 

locales et le renforcement  des capacités des groupements  de femmes et de jeunes dans la lutte     

contre Ebola a fortement contribué à  la levée des réticences et des résistances dans les communautés 

des zones cibles. 
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Power, Politics, and Resilience: A comparative analysis of health reform in post‐conflict El Salvador 

and Guatemala 
 

Co‐authors:  Jose Carlos Gutierrez, Rafael Carlos Avila, Abt Associates 
 

We present a comparative policy analysis exploring the post‐conflict health reform trajectories of 

Guatemala and El Salvador, analyzing the evolution of each country’s health system from the end of civil 

war in the 1990’s to the present. Our methodology to investigate the intersection of power, politics and 

resiliency draws on Fox and Reich’s framework for analyzing the politics of health reform (2015) and on 

Thomas et al.’s framework for resilience (2013). 
 

Both countries sought to expand primary healthcare coverage among the poor, but marked differences in 

the processes that shaped each country’s landmark health reforms set them on divergent trajectories—

both in the nature and success of the reforms. Whereas Guatemala’s reform to outsource primary care 

provision occurred largely in isolation from the rest of the health system, El Salvador took a more 

integrated approach, investing in health sector infrastructure and institutions. El Salvador’s health reform 

followed successful tax administration and fiscal reforms, enabling the government to increase health 

spending. Between 1990 and 2013, government health spending in El Salvador rose from 2.4% to 4.6% of 

GDP, while in Guatemala it rose from only 1.6% to 2.4% of GDP. The groundwork laid by policy reforms in 

the 2000s enabled El Salvador to weather the global financial crisis with greater resilience. 

Whereas El Salvador’s institutions displayed financial, adaptive and transformatory resilience in   

response to the financial crisis, Guatemala’s institutions suffered further crises of legitimacy and 

sustainability, and the health extension program central to Guatemala’s health reform was ultimately 

abandoned, compromising access to primary care services for Guatemala’s marginalized and 

predominantly indigenous rural communities. El Salvador achieved the health MDGs and reduced under 5 

mortality to 20 per 1,000 in 2014, and maternal mortality to 32 per 100,000 in 2013. While Guatemala’s 

under 5 mortality has fallen to 31 deaths per 1,000 live births in 2013, a staggering 49.8% of           

children under 5 are chronically malnourished, and maternal mortality remains high at 113 deaths per 

100,000 live births. 
 

There is growing recognition that policy reform for resilient health systems and universal health 

coverage requires more than technocratic, evidence‐based proposals—the political dimensions of the 

policy process are equally important in determining the success of health reform initiatives. Ultimately, 

these contrasting experiences present useful lessons for policymakers and reformers in a variety of 

contexts, highlighting the importance of leadership, good governance and political will in the 

stewardship of national health reform processes. 
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Health care in a conflict zone: enablers and barriers to a responsive health system in Mindanao 
 

Co‐authors:  Sameera Hussain, Peter Stewart Hill, University of Queensland 
 

Background: Structural inequality isolates many communities, preventing them from accessing health 

services, and also from acquiring the knowledge and capabilities that are fundamental for their 

participation in ensuring a health system that is responsive to their needs. This paper explores the 

experience of marginalization among selected communities in the Philippines, with specific reference to 

their perceptions of health and health needs, analyzing the enablers and barriers for their being heard in 

local and national health decision‐making processes. 
 

Methods: For this qualitative study, the research team consulted communities in Maguindanao 

province, located in the Autonomous Region of Muslim Mindanao. Community members from varying 

age and gender groups, leaders, and key informants were interviewed individually and in focus group 

discussions. Data was analyed using thematic analysis. 
 

Results and Discussion: People’s identities are tied to poverty and ethno‐cultural politics, overshadowed 

by an urgent need for food security and peace in an environment where neither is readily available. In 

this context of ongoing challenges, community health is perpetually at risk, with Mindanao’s health 

outcomes  cited as the worst in the Philippines. Prospects for communities’ needs and concerns being 

heard around these health determinants in local and national priority‐setting processes are low. We 

identify and critically examine the enablers and barriers that aim to raise the voices of such communities 

in order to create a health system that is both responsive and reliable. 
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Tropical Medicine; Queen Margeret University, Edinburgh 
 

Background: The North of Uganda is recovering from a 20‐year civil war that was ended militarily by 

Uganda’s NRM Government following failed peace talks in 2006. The Government's ambitious 

macroeconomic reform resulted in a high GDP growth rate and a reduction in absolute poverty in 

peaceful Southern Uganda. A post‐recovery transition programme was implemented in Northern 

Uganda, but the region still has the poorest population and worst health status, contributing to the 

country’s failure to attain MDG five for maternal health. 
 

Methods: A Political Economy approach was used to assess and compare governance factors at national 

and sub‐national levels that influenced maternal health care utilisation in post‐conflict Northern and 

peaceful Southern Uganda. Constitutional, economic and health policy documents were reviewed to 

provide the context for analysis. Formal and informal institutions, power relationships and incentives 

were determined using qualitative interviews with decision‐makers, health planners and implementers 

in central government, and, district officials, civil society and communities at the sub‐national level. 
 

Findings:  The President, aid donors and technocrats in the finance ministry were dominant actors  

whose independent interests favoured a political stability, economic and infrastructural development 

policy agenda in both post‐conflict and peaceful Uganda. Women parliamentarians spearheaded efforts 

to secure extra maternal health care funding but with no specific considerations for Northern Uganda. 

The health ministry adopted international maternal health policies but lacked the financial and technical 

capacity to adapt them to the peculiar needs of the post‐conflict region. NGOs working in Northern 

Uganda focused on advocacy and human rights and less on supply‐side health system issues and vice 

versa for Southern Uganda. Political patronage and bureaucratic corruption at national and sub‐national 

levels interfered with the equitable distribution maternal health care resources. 
 

Conclusions: The lack of a formal ceasefire agreement at the end of Northern Uganda’s conflict and the 

close donor‐recipient relationship made Government less accountable for the post‐recovery programme 

outcome. The absence of health policy reform particular for Northern Uganda was partly a consequence 

of government’s secondary prioritisation of health. The adoption of multiparty politics enhanced the 

willingness of Government in ending the war but simultaneously promoted patronage networks in both 

regions that interfered with the role of women leaders in ensuring equitable health care. Maternal health 

care is not a donor priority for post‐conflict environments. Donor influence and the political and 

economic background of a fragile state hold critical but modifiable links to horizontal equity and 

maternal health status. 
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Engage, accentuate and revive: Transforming maternal‐ reproductive health crises into opportunities 

for accentuating health system resilience  by engaging judicial fora 
 

Co‐authors:  Edward Premdas Pinto, Centre for Health and Social Justice 
 

Background: The public health community has used  Public Interest Litigations (PILs)  on  women’s deaths 

and morbidity  during delivery and sterilisations to invoke the judicial and quasi‐judicial fora  for 

addressing  access and quality in maternal, reproductive and sexual health (M‐RSH) care, the key health 

focus of the sustainable development goals. This paper seeks to explore the role of  the Supreme Court of 

India (SCI), High Courts (HCs) and the quasi‐judicial bodies such as National Human Rights Commission 

(NHRC)  and Women’s Commissions (WCs) in addressing health systems (HS) issues around M‐RSH 

services  of rural, Dalit (ex‐untouchable) and Adivasi  (tribal) women and adolescent girls.  Research aims 

to  analyse actors and drivers of litigation process, judicial response and  impact on  accentuating 

responsiveness and revitalizing  HS. 
 

Methods: This is part of a primary multi‐disciplinary doctoral research with a mixed method design. The 

document review of  55 judgments  of SCI and HCs on M‐RSH, selected through key‐word search in legal 

data bases, along with  Right to Information based data on interventions of NHRC and WCs obtained, 

was triangulated with 45 in‐depth interviews conducted with  respondents ‐ judges, advocates, public 

health experts and petitioners – who  were selected based on qualitative research design. Atlas‐ti 

software was used to organise and analyse data. 
 

Results: Findings point to the key role of SCI in ushering in the justiciability of constitutionally undefined 

‘health’ by interpreting it as part of the fundamental ‘right to life’ while simultaneously easing off citizens’ 

access to higher judiciary. Complementarity of SCI and HCs is seen in furthering M‐RSH jurisprudence.  

Litigations in SCI (24%) account for the landmark judgments with path‐breaking policy impacts                

on matters of regulation, quality of care, intersectoral action for M‐RSH such as maternity benefits       

and nutrition. HCs, which accounted for 76% litigations, used SCI jurisprudence to monitor        

emergency maternity care in states and declared maternal health as a fundamental right. Pendency and 

delays emerged as critical factors in dampening HS response as potential game‐changer litigations in SCI, 

and more than 50% litigations in HCs were found pending beyond five years. Though citizens found it 

easier to access NHRC and WCs, as quasi‐judicial bodies their performance in influencing resilience in the 

HS was found lagging behind their potential. 
 

The research points to cumulative HS vibrancy and creative policy initiatives on M‐RSH around the 

episodes of  litigations and a gradual slump, thereafter. The research suggests further thematic inquiries 

in judicial and HS interface. 


