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The sustainable development goals (SDGs) provide a clear direction and oppor-
tunity for global, intersectoral cooperation to end poverty, protect the planet
and ensure that all people enjoy peace and prosperity. Nowhere is that
cooperation more visible than in the health sector and particularly at the primary
care level — where environment, health, education, labor, finance and nutrition
come together in communities — where babies are born, children learn and
grow to work and families survive with hopes to thrive. To achieve an equit-
able global community that provides access to health and opportunities for
social and economic welfare to all, we cannot continue with the same develop-
ment and improvement paradigms. We have made progress, but we have to
adapt and lead in new directions and with new paradigms to achieve the SDGs.
This issue looks at those paradigm shifts and what they mean for the future:

* The definition and leadership of front-line health teams to deliver safe,
quality care.

® The production of fit for purpose teams that fills workforce gaps and broadens
access to education and employment.

e The link between health and employment, and particularly in employment
of youth and women.

® The harmonization of national and global partners in achieving sustainable
progress.

* The role of the private sector in that harmonized effort from donor to investor.
® The steps and missteps in leveraging technologies to accelerate progress.

e The accountability of all efforts to the communities they serve and the voices
they must reflect.
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Abstract

The Sustainable Development Goals challenge us to step beyond traditional
development approaches and to consider strategies that are evidence informed
and innovative. The concepts are familiar; themes aligned with Harmonization,
Primary Healthcare, Leadership, Public Private Partnerships, Community Engagement,
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Facing a Paradigm Shift in the Sustainable Development Goal Era

and Integrated Technologies. However, to optimize resources and overcome
today’s challenge with sustainable solutions, we must capture lessons learned and
apply evidence developed to inform and expand the thinking to shape and inform
new paradigms. The tools, the experience, and the evidence are at our finger-tips.
We must hold ourselves accountable to turn that rudder and hold the line so that
the ship can advance toward universal health coverage that ensures healthy lives
and promotes wellbeing for all at all ages. Health is where economic well-being,
labour opportunities, educational advancement, gender equity and access to food,
water, clean air come together to advance the wellbeing of all. This juncture is most
significant at community level, where health systems intertwine with the social and
cultural fabric and health workers stand at the interface between the health system
and the people it serves. In these manuscripts, thought leaders in the health sector
share evidence and experience to help us consider how we will use this intersection
to push all nations to achieve all the SDGs.

$4,000,000,000US per year. That is the
estimated price tag on the Sustainable
Development Goals. In the area of health
alone (SDG 3), the World Health
Organization (WHO) has estimated that,
with an ambitious scenario, achieving the
SDG health targets will require new invest-
ments increasing, over time, from an initial
US$134 billion annually to US$371 billion
—an annual increase of US$237 billion in
resources. To meet this need, country
governments, institutions, commercial
entities and communities will have to adapt
their roles in resourcing and accountability
to maximize the potential of their
contributions.

That adaptation means that traditional
approaches to developing and sustaining
effective health systems will not work.
National and global actors will have to take
greater accountability in mobilizing
resources, and transparently and effectively
stewarding those resources to measurable
results. What moved us forward to achieve
many of the health-related millennium
development goals (MDGs) and to advance
toward more equitable and healthy societies
will not meet the health needs of growing
populations, unemployed women and youth
and poor communities

Simply, what got us here will not get us there.

WoRrLD HEaLTH & PoruLaTiON ® VoL.17 No.3

The special issue of World Health &
Population highlights several areas in health
where paradigm shifts are happening and
where they are most needed.

This series examines familiar yet still
unanswered challenges as well as new possibil-
ities to explore this new paradigm and what it
means for governments, development actors,
communities and investors in health and
related sectors and the health workforce.
Through seven articles, the series considers
global perspectives in low- and middle-
income countries (LMICs) and high-income
countries (HICs) as well as local realities.

The piece on harmonization, written by
the collaboration of Zambian authors from
the ministry, education sector and develop-
ment partner roles, challenges harmonization
strategies and points out the difficult realities
of on-going politics and competing agendas.
Goma et al. offer an important dialogue
about harmonization that is worthy of
consideration by other countries to develop,
strengthen and implement quality primary
healthcare delivery to communities through
community engagement. The 2005 Paris
Declaration on Aid Effectiveness called on
countries to consolidate and harmonize aid
resources and activities for greater effective-
ness and that countries take ownership of
development agendas in their nations, and
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hold themselves and their partners for
aligning with priority development goals
and achieving measurable results. The
subsequent 2008 Accra Agenda for Action
highlighted progress made by signatory
countries in the Paris Declaration roadmap
and highlighted areas for improvement.

There is still need for improvement. Goma
etal. identify some of the areas for improve-
ment in Zambia, and purport that through
building capacity in leadership at all levels,
barriers to harmonization can be overcome.
That is barriers that remained impermeable
during the MDGs can be overcome through
being accountable to real harmonization to
advance the SDGs at the country level. How
do we, as a global community and individual
players in that community, translate the lofty
Paris Agreement ideals of harmonization and
cooperation onto the ground where individ-
ual agendas still segment communities into
cadres and diseases and project objectives?
What mechanisms have failed us, and what
approaches may better illuminate the
win-win scenarios?

Importantly, at that community level, how
does the voice of people most in need travel
to the ears of the most powerful? The need
for engaging citizens in healthcare policy
making is critical, and different approaches
are gaining traction internationally.
However, citizen engagement seems more
difficult to implement in LMICs because of
political, practical and cultural reasons. Ellen
etal. advance the idea that community voices
must play a major role in forming policy and
they are critical to reaching SDGs in health
and economic growth. The piece on citizen
engagement, authored by researchers from
four HICs, advocates for stronger mechanisms
for transferring community experience as
evidence; and establishing mechanisms for
monitoring how that evidence informs
policies that impact the citizens of those
communities. The processes for citizen
engagement and social accountability are
critical, and the time is now to engage

communities in a meaningful way —in a way
that actually places people within the sphere
of decision-making. Evidence needs to move
out of communities and districts through
broader communication and knowledge
translation avenues that not only go beyond
mere technologies for information exchange
but also include mechanisms that ensure that
decision-makers are accountable to citizens.
Those avenues must allow community voices
to influence and shape national- and global-
level policies and strategies. Ellen et al. make
it clear that development investments have
the most impact and are needed most at the
community level. Yet it is at that level where
the results or the value for money is most
difficult to measure. Improving health and
advancing education are many times
overlooked when resources are allocated,
especially at the level where it is most needed.

The Global Strategy for Human Resources
for Health: HRH 2030, adopted by the World
Health Assembly in May 2016, addressed that
resource allocation. The strategy has key
objectives, which are aligned with the SDGs
and emphasize the move toward UHC: to
optimize the health workforce to accelerate
progress toward universal health coverage
(UHC) and the SDG; to understand and
prepare for future needs of health systems, to
harnessing the rising demand in health labor
markets to maximize job creation and
economic growth; to build the institutional
capacity to implement this agenda and to
strengthen data on HRH for monitoring and
ensuring accountability of implementation
of both national strategies and the Global
Strategy itself (WHO 2016a).

Further to the global health workforce
strategy, a UN high-level commission was
established to provide further direction on
actions that could “make recommendations
to stimulate and guide the creation of at least
40 million new jobs in the health and social
sectors, and to reduce the projected shortfall
of 18 million health workers, primarily in
low- and lower-middle income countries,
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by 2030” (WHO 2016b: 8). The commission’s
report sets the stage for much of the thinking
in this journal.

Shamian et al. reinforce the principles of
the UN SDGs, UHC and global health
workforce strategy, that the ... health
workforce should be geared toward the social
determinants of health, health promotion,
disease prevention, primary care and
people-centred, community-based services”
(WHO 2016b: 29). The UN High Level
Commission on Health Employment and
Economic Growth (HEEG) addressed this
challenge by laying out clear advantages of
these types of investments, and how invest-
ments in the health area specifically address
both the supply and demand side of the
investment equation and brings long-lasting
value that re-invests in continued social and
economic growth.

Likewise, the World Bank’s Human
Capital Initiative, launched in October 2017,
aligns with the HEEG and bases its advocacy
on the growing evidence that improving
health outcomes and educational outcomes
may be more highly correlated to growth
than anything else.

Evans et al. examine the critical juncture
between health, education and population
health needs. Authors advance that health
workforce shortages remain a critical bottle-
neck in achieving UHC and that to achieve
global health goals and maximize opportun-
ities for employment and economic growth,
all in the context of limited fiscal realities, a
paradigm shift is needed with respect to how
education systems correspond to health
workforce needs. Authors acknowledge the
role of the private sector in education and
training and explore the challenge to re-align
market driven resources toward fair, gender-
friendly employment at a rate that matches
the overall growth of the health economy.
They emphasize the importance and implica-
tions of such a paradigm shift. They advocate
aneed for a framework for health professional
education that represents a more satisfactory
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interface between supply and demand for a
varied health labour force in line with the
need for UHC, which is propelled through the
confluence of a fit-for-purpose health
workforce, job creation and economic growth.

Echoing the HEEG report, Dr. Jim Yong
Kim announced the Human Capital
Initiative. In the October 2017 announce-
ment, Dr. Kim emphasized that the
Initiative would focus on women and youth.
Empowering women and youth to learn, to
use technologies, to contribute to and benefit
from the labor sector is essential to strength-
en fragile countries and to further advance
growing economies. Investments in health
systems and health workers are a critical
piece of this vision. This issue invites us to
explore various areas of health development
that must be harmonized and stewarded to
maximize results for the communities that
need it most.

Michael Bzdak’s paper looks at the role of
private sector in contributing to this invest-
ment. Bzdak explains how the role of the
private sector has changed over time, and
specifically how the corporate or commercial
sector has shifted the paradigm of its develop-
ment role from philanthropy and assistance
to collaborator and investment partner. Bzdak
gives examples of leveraged commercial
investments can result in win-win scenarios
thatare realized and articulated for both
communities in need and investors with
acommitment to a public purpose.

Bzdak, like Evans et al., point out the
long-standing hierarchical resource flow,
where HICs donate development funds to
low-income countries and commercial or
corporate entities either follow high-income
investments or establish social responsibility
giving to meet middle- and low-income needs
as aboth a marketing investment and a tax
strategy. Lower and/or middle income
countries, aiming to make it to the next rung
on the ladder, hone business administration
skills to manage the dollars that come in and
the stakeholder agendas that come with them.

7
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With yesterday’s blueprint, countries and
external partners have weathered many a
crisis, reached most of the MDGs and
improved national economies across the
globe. But today is a brave new world. This
world may not be flat, but understanding the
potential for mutual benefit changes the
resource mapping so that it is no longer a
vertical financing framework. The definition
of private sector has expanded to include
NGOs, foundations, local businesses and
international conglomerates; and across
those entities, the delineations have blurred
with countries as a much stronger partner,
bringing market potential to the table.

Bzdak illustrates the growing commercial
interest in the triple bottom line approach
with examples of Starbucks and Dow and
their collaborations respectively with socially
conscious NGOs. Venture capital monies are
also finding long-term investment value in
global health, and specifically in the
community health space. Low interest loans
to nursing students have multiplied front-
line health and benefitted financial
institutions, and investments in social
franchising bring micro-enterprise
opportunities to the poor and financial
returns to impact investments. Even research
and development investments have brought
market growth returns whole saving lives
through advancements in medicines,
vaccines and treatments.

Pointing to THETSs “Principal’s of
Partnership” as an example, Bzdak alludes to
the importance of good stewardship of both
private and public investments to maintain
incentives that ensure reasonable economic
returns. Shared values and clear roles and
accountability mechanisms for countries and
external partners are part of a framework
that will enable on-going partnerships that
advance the interest of all actors.

This framework toward ethical advance-
ment and these same principles guide digital
development. Moore et al. look at the
growing importance that information and

communication technologies (ICT) play in
supporting front-line health workers and
communities in improving primary care
access and delivery. Authors reinforce the
critical notion that current efforts must shift
to from single-purpose applications of digital
health to integrated systems and solutions
that align with national strategies. The
pertinent examples from health information
systems, data and health worker training
demonstrate how governments and stake-
holders are working in important ways to
integrate digital health services.

The ICT space in health is a crowded one,
and the enthusiasm for the exploding
possibilities that technology brings to health
hasyet to be harnessed in a systematic way.
The challenge is complex because technology
and innovation go hand and hand and in
some ways, fly against the face of systemiza-
tion and institutionalization. However, to
benefit from technologies and the innova-
tions that come with them, country leaders
and health system developers must create and
maintain an environment where the system
leverages the ICT and not the other way
around. Meaningful collaboration between
all actors — particularly health workers
themselves — is essential to ensure that digital
tools meet their potential to transform
primary healthcare. Moore et al. propose a
new paradigm that will focus on consolida-
tion and collaboration guided by national
holistic digital health strategies.

Authors purport digital health’s high
potential to strengthen health systems, to
support health workers and to improve
primary care has been hampered by short-
term approaches that are not harmonized
with other approaches or guided by national
strategies. Three factors crucial to harmoniz-
ation and collaboration: development and
implementation of national digital health
strategies; technical interoperability and
collaborative approaches to ensure that
digital health has an impact on the primary
care level are fully explored. To do that,
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countries must continually improve their
capacity to support integrated systems,
manage information and analyze data for
understanding and decision-making. They
must move away from single-purpose
applications of digital health toward integrat-
ed systems and solutions that align with
national strategies.

That harmonization and integration must
also be reflected in the support of the
front-line teams that both use these technol-
ogies and benefit from their advancements.
With the fascination that comes with shiny
and new technologies, countries and
partners have often invested in gadgets and
applications and then aimed to fit them into
a health facility or a community activity.

The investments at community level must
be harmonized and human-centered.
Understanding how primary service deliv-
ery is best delivered and most positively
experienced enables effective decisions that
leverage resource investments to maximize
system performance, service quality and
health outcomes.

The benefits of those investments culmin-
ate in the interface between the health system
and the communities served — at the front-
line health team. Enormous resources will be
required to meet epidemiological and
demographic needs; effectively educate,
allocate, and retain performing front-line
teams and mentor professional development
toward policy-supported career paths. Public
and private investments in primary health-
care are critical to achieving safe, quality care
and advancing toward UHC. The best
stewardship of those investments requires
leadership of fit-for-purpose teams to
optimize performance and insure the safety
and quality of services delivered. Looking at
the role of nurses, in the piece by Foster et al.,
the communities themselves, along with
ministry of health managers, define the role
of the nurse as critical in the effectiveness of
the health system to deliver quality care.
Beneficiaries, providers and managers all
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pointed to the leadership competencies of the
nurses and midwives as being the differential
factor in those facilities that delivered the
highest quality primary healthcare. This
piece underscores the importance not only
of investment but of the stewardship of that
investment. The authors highlight that
investments need to go not only into
developing health workers but also in
building teams that work together and
support systems that sustain them.
Community health systems drive the
effectiveness of the national health system
toward UHC and SDG3. The formative
assessment in Zambia demonstrates the
critical role that nurses play in steering
primary healthcare at the community level.
Throughout all levels of the community
health system, actors identified the nurses’
capacity to lead front-line teams as the key
factor in delivering quality, safe, accessible
care. The article defines community front-
line teams as a complex collaboration among
community members and leadership,
volunteer health agents, community health
workers and clinical or professional staff.
Enormous investments have gone into
developing and strengthening the commun-
ity systems in Zambia and throughout
both the developing and developed world.
The promotion and institutionalizing of
community health workers has been coupled
with community engagement initiatives,
volunteer registration and training, digital
tools and health worker retention schemes
—all to fill the gaps that plague low-resourced
areas and overcome obstacles to quality and
access. These initiatives have made strong
inroads toward improved population health,
contributing to improved maternal and child
health and overcoming preventable diseases.
Despite progress, national resources and
community systems are seldom able to
sustain these advances because of the vertical
nature of external interventions that focus on
individual provider groups or singular
diseases. Nurses are at the helm of primary
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care, responsible for the services delivered in
community facilities. This paper recom-
mends that it is the nurses that must be
enabled to leverage the community invest-
ments so that the primary healthcare is
integrated and task shifting is coordinated
through teams. It recommends that in that
important role, nurses as facility heads
require investments that will best move
countries forward.

Recently, the All -Party Parliamentary
Group (APPG) on Global Health has called
for more attention to nurses, saying that
“achieving universal health coverage globally
will depend on them being able to use their
knowledge and skills to the full. Yet they are
too often undervalued and their contribution
underestimated” (APPG on Global Health,
2016, p. 3). Launching a “Nursing Now”
initiative, the AAPG on Global Health
advocate nurses, because of their knowledge,
values and close intimacy with the commun-
ities they serve, are positioned to have a triple
impact on the future — contributing to better
health, gender equality and stronger econ-
omies. Foster et al. recommend that to
sustain and maintain quality care, to provide
the guidance and mentoring that lesser
trained providers need and to engage
communities to contribute to responsive
services, nurses must be capacitated with the
leadership and management skills, empow-
ered with access to information and
technologies and rewarded with professional
and academic opportunities.

Aswe stand at the 30th anniversary of
Alma Ata and in the early years of the SDG
era, we are reminded of the complexity of
global health. The multi-sector complexity
of the health arena and the human factors
that intersect communities, providers and
decision-makers among the actors across
primary healthcare throw challenges and
obstacles across the path of progress.

Even so, the last thirty years have seen an
evolution in global health development

and national health system improvements.
These system improvements have borne
population health improvements that have
reached and surpassed many SDGs and have
emboldened us with ambitious yet achievable
goals: including the 90/90/90 HIV/AIDS
goals, new vaccines for HPV, malaria and
meningitis; ending preventable maternal
and child deaths, and the elimination of
preventable diseases. Most notable of the
progress made is the understanding of the
broad universe of health and the exponen-
tial economic and social gains that can be
made from investing in the health sector,
and specifically with investments in health
workers and the communities they serve.
This journal recognizes that we have come
along way despite grappling with many

of the same challenges. It explores the new
paradigms we are building in education,
information, collaboration and harmo-
nization and challenges us to guide
investments and steward them well so

that the seeds we plant will grow healthy
families with educated children, employed
youth, empowered health workers and
equity of access to quality care for all
women and for poor and disenfranchised
people, across global communities and
national populations.
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Abstract

Focusing on the UN High-Level Commission on Health Employment and
Economic Growth, this paper examines its potential impact on primary health-
care to communities. It contains a set of curated interviews with key decision-
makers who are determining how health workers are trained and employed all
over the world. The commentaries come from individuals who have either been
or have not been directly involved in the work of the Commission, exploring the
necessary actions needed in support of implementing these recommendations,
highlighting the ultimate potential impact at the local level — health systems and
health workers working in communities and their primary health systems. Please
note that the full submissions for these individuals are contained in Appendix 1

(available at: www.longwoods.com/content/25309).

Introduction to Primary Healthcare
to Communities (PHC2C)
This edition of World Health ¢ Population is
focused on the theme of bringing primary
healthcare to communities (PHC2C). As the
countries of the world focus on achieving
Universal Health Coverage (UHC) (WHO
2013) and Sustainable Development Goals
(SDGs) (United Nations General Assembly
2015), it has become clear that primary
healthcare plays an essential role in ensuring
that all people have access to healthcare. By
their non-acute nature, preventive and
primary care can often be deferred and often is
deferred by people with few resources. This
leads to a demand bias for emergency and
referral-level care, which is ultimately more
expensive and leaves people with worse health.
We start with the UN High-Level (HL)
Commission on Health Employment and
Economic Growth, because it cuts across all
aspects of health systems and their impact on
the wider world, situating PHC2C within this
greater context. This introductory paper is
presented as a collection of curated inter-
views with key decision-makers who are
determining how health workers are trained
and employed all over the world.

What is the UN HL Commission on Health
Employment and Economic Growth?
Attaining SDGs and UHC are among the
leading challenges facing all countries. In
support of the SDGs, the UN HL Commission
on Health Employment and Economic
Growth was established by UN Secretary-
General Ban Ki-moon in March 2016, with a
final report of findings submitted on
September 20, 2016. It was co-chaired by
Presidents from France and South Africa
with co-vice chairs from World Health
Organization (WHO), Organisation for
Economic Co-Operation and Development
(OECD) and the International Labour
Organization (ILO) and 19 Commissioners,
each with collaborators to facilitate their work.
The establishment of the Commission is
historical as the Commission was established
by the UN, with a secretariat of three global
organizations: WHO, ILO and OECD and
co-chaired by heads of states. As such, it is
essential to realize that the main impact of such
acommission and its report is that it engages
heads of states who put their power behind the
key messages and recommendations. Far too
often, these types of recommendations
originated from the health and social sector,
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and were considered self-serving. Second, and
equally essential, is the change of the traditional
narrative. This report debunks the myth that
healthcare is an expense and advances the
evidence-based message that investing in
healthcare workers is investing in the economic
growth and prosperity of a country.

The task of the Commission was to make
recommendations to stimulate and guide the
creation of at least 40 million new jobs in the
health and social sectors, and to reduce the
projected shortfall of 18 million health
workers, primarily in low- and lower-middle
income countries, by 2030. However, the task is
not to just call for more health workers. Rather,
it was felt that targeted investment in health
systems, including the health workforce, would
promote economic growth along other
pathways: economic output, social protection
and cohesion, innovation and health security;
recognizing that health workers are the
cornerstone of a resilient health system. All are
necessary to achieve both UHC and SDGs.

The Commission was supported in its work
by an Expert Group whose main responsibil-
ity was to provide evidence-based information
to the commissionaires that could inform the
recommendations. The membership was
drawn from the disciplines of economics,
education, health, human rights and labour,
and in developing its report (WHO 2016),
the Commission received submissions, held
consultations and commissioned policy briefs
(All policy briefs are forthcoming in:

Buchan etal. 2016). The Commission itself
was composed of a diverse set of personalities
from politicians, to Nobel prize winners and
leaders from the global health community.
The Commission report makes ten
recommendations in support of SDGs.

Six recommendations relate to what needs

to be changed in health employment, health
education and health service delivery to
maximize future returns on investment. The
remaining four recommendations focus on
how to enable the necessary changes through
financing, partnerships, migration and data.
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Implementing the Commission’s ten recom-
mendations will require the support and
collaborative efforts of political leaders and
policy setters at the local, national, regional
and international decision-making levels
working with their respective stakeholders
towards implementing the recommendations.

Reflections on the Commission

This paper reflects on whether the report will
achieve the goal set out by the Commission,
whether it will indeed lead to increased
investment in the health workforce and
whether this will lead to health system
strengthening, especially at the community
level. We felt that an important element of
the article should be commentaries from
individuals who have been directly involved
in the work of the Commission and those
who have not, exploring the necessary
actions needed in support of actioning these
recommendations, highlighting the ultimate
potential impact at the local level — in health
systems and health workers working in com-
munities and their primary health systems.

There is work under way to continue to build
commitment, draw up action plans and track
systems to make every effort for this report to
be enacted on so that economic development
and health outcomes enhancing UHC and
attaining SDGs can be reached by 2030.

Please note: The following are excerpts
taken from the commentaries. The complete
questions and the respondents’ full commen-
taries are found in Appendix 1 (available at:
www.longwoods.com/content/25309).

The invited experts as described below
reflect three groups: (1) government;
(2) global agencies; and (3) professionals.

Perspectives from the Commission

The first group of commentators were
individuals directly involved in the
Commission: one a Commissioner, the
second a collaborator for one of the co-
chairs and finally a member of the expert
group of the Commission. We asked
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this group to reflect upon actions occurring
within their countries in support of the
Commission work and what the impact
might be at PHC2C.

Full biographies of each interviewee
are available in Appendix 2 online at:
www.longwoods.com/content/253009.

Bent Hoie, Minister of Health and Care
Services, Government of Norway, Oslo,
Norway, and a Commissioner

“Different actions and policies will be
needed for countries depending on their
current health workforce needs and their
role in the international health workforce
market. Nevertheless, health ministers and
their bureaucracies should work together
with other ministries and develop a shared
understanding of the Commission and what
it means for them.

“Prevention, as we know, is more efficient
than cure. Families having access to a health
clinic with basic essential staffing and basic
essential equipment and medicines gives a lot
more back to the people and the economy
than a fraction of the population having
access to specialized care in the larger cities.
Equitable access to prevention and basic care
is essential. We have heard this before, but
the major advantage this Commission
presents is an economic growth context.

I believe that this can be crucial for the
primary healthcare agenda being picked
up by heads of government.”

Dr. Benoit Vallet, Director General for
Health, Ministry of Social Affairs and
Health, Government of France, Paris,
France, and Collaborator for one

of the Co-Chairs of the Commission

“The HL Commission on Health
Employment and Economic Growth should
pave the way for future collaborations
between all relevant stakeholders, from all
those different sectors. Indeed, the mission
of the Commission is unprecedented and is
at the heart of the SDGs. This new approach

goes beyond the health sector and has helped
develop a new interagency and intersectoral
approach to health professionals.

“The global agenda should thus pave the
way for a new reflection at national and local
levels, to set up a global framework gathering
not only governments but also all relevant
stakeholders. This implies sharing informa-
tion, developing a common language and
improving capacity building at regional,
national and local levels. Civil society and
communities need to be involved to help
transform healthcare systems and strengthen
training models towards: redefining new
models of health systems, with a stronger
focus on prevention and an integrated
approach on health systems strengthening
and preparedness for health crises.”

Dr. David Weakliam, Global Health Lead in
the Irish Health Service Executive, Dublin,
Ireland, and a member of the Expert Group
“The power of the Commission lies in the
way it brings an economic lens to the health
workforce. What the report demonstrates is
not just that the health workforce yields an
economic benefit, but that the most efficient
investment in the workforce is the one which
will deliver UHC and improve health and
well-being. It presents a clear message to all
countries that the curative care model is
unsustainable due to demographic changes
and rising costs of healthcare, and that all
countries will benefit from shifting to a
community-based model.

“Primary healthcare is not a new approach
but countries have not made the investments
needed to make it work. By underpinning
the approach with an economic argument,
the Commission report can influence
governments to reform health services away
from hospital-based care towards a focus on
prevention and community-based primary
care with special attention to underserved
areas. The Commission has described a range
of pathways by which the health system and
health workforce contribute to economic
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growth. These can persuade policy makers
outside the health sector that investing
particularly in a community-based primary
care system will increase employment of
women and youth, reduce social inequalities,
enhance health security and drive inclusive
economic growth.”

Perspectives from partner organizations
The second group of commentaries are from
individuals whose NGO CEO was co-vice
chair of the Commission. These organiza-
tions have also committed to collaborative
follow-up in support of the recommenda-
tions. They were also co-authors of several of
the policy briefs referenced by the Expert
Group report. We asked these individuals to
reflect on the success of the Commission and
their organization’s commitment forward.

Akiko Meada, PhD, Senior Health
Economist, OECD, Paris, France

“A major objective and achievement of the
Commission Report was to broaden the
policy dialogue beyond the health sector and
to work across silos. Hence, health employ-
ment was not seen just as an instrument to
ensure that health services are delivered, but
also as an important part of the general
labour market.

“The OECD will work with emerging
economies and OECD member countries, in
close cooperation with WHO and ILO, in
ensuring a coherent approach and sharing
knowledge and cross-fertilization of policies
with all the countries across the globe, and in
enabling low- and middle-income countries
to skip a generation of health reforms as they
work to achieve universal health coverage.”

James Campbell, Director of the Health
Workforce Department, WHO, Geneva,
Switzerland

“The Commission underlined the un-
precedented opportunity for tangible
socioeconomic gains to be achieved by
investing in the health and social workforce,
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recognizing the health and social sector as a
major and growing employer and force
multiplier for inclusive growth.

“The Commission was conceptualized and
planned as an interagency collaboration. The
partnership has evolved into the development
of ajointaction plan that specifies deliver-
ables that will leverage the institutional
strengths and mandates of each agency to the
greatest effect to enable an enhanced platform
of intersectoral cooperation to amplify
national, regional and international health
workforce action and investments.”

Perspectives from research and policy

The third and final group of commentaries
are from researchers and NGO policy staff
who were not directly involved in the work of
the Commission. We asked these individuals
to reflect upon whether the recommendations
will make an impact within the workforce.

Dr. Jill White, Professor, Faculty of Nursing
and Midwifery, Fellow of the University of
Sydney Senate, Director of the USU Board,
University of Sydney, Sydney, Australia

“As a nurse, academic, mother, community
member and global citizen I welcome the
recommendations of the report. When I look
at each one I am a mixture of grateful and
depressed. Grateful that, although we are by
no means perfect, gender equity and
women’s rights are further ahead than many
countries; we have an excellent and accessible
education system; we have a high-quality
healthcare system with excellent hospitals
and health professionals educated at well
regarded universities; we have cutting edge
technologies; and blessedly we are largely
conflict free. Less joyful are the current
political realities in relation to healthcare
and the ramifications for the recommenda-
tions of the Report. Whilst there is some
political appetite for moving to an integrated
health and social care system, the system
complexity and short electoral cycles make
this profoundly difficult.”
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Howard Catton, Director, Nursing and
Health Policy, International Council of
Nurses, Geneva, Switzerland

“The UN Commission has made a bold,
compelling and evidence-based case for
investment in the health workforce. However,
the change in political mind-set required to
deliver this should not be underestimated.
Many countries are still recovering from the
global economic downturn and have imple-
mented austerity programs to cut public
spending. The environment could probably
not be tougher in which to ask political leaders
to invest in the health workforce. A significant
risk is that investment in the health workforce
could be focused on quickly increasing the
supply line through producing new cadres of
substitute workers. All of which means that
the action plan must be about developing
strategies to actively engage all stakeholders
and developing a shared ownership for action.”

Reflections of the Authors
It is essential to understand that dealing
with global health issues, whether hunger,
poverty, health or others, requires a multi-
sectorial, multiagency approach including
the professionals who are knowledgeable and
familiar with the situations on the ground.
The work of this Commission should serve as
an exemplar on how the many stakeholders
can be brought together to serve both
evidence-based and political recommendations.
The Commission in its final report and set
of reccommendations worked to foster health
workforce-related commitments across five
SDGs, specifically SDG 1 (poverty elimination),
SDG 3 (good health and well-being), SDG 4
(quality education), SDG 5 (gender equality)
and SDG 8 (decent work and economic
growth). In doing this, it has charted an
ambitious path, making the link of health
employment as an economic driver for a
country. Drawing upon the Expert Group’s
work and supported through a series of policy
briefs, the report has called for a fundamental
transformation in the development and

support of the global health workforce,

all necessary for achievement of the SDGs.

It recognizes the need for labour market
policies that ensure investments in building
skills and creating jobs that are linked to
maximise inclusive economic growth, and
arobust health system, one based upon a
strong community-based primary healthcare.

Asnoted by each of the respondents, we
need to transform and expand the education
and training of health workers throughout
their careers to equip them with the skills
required to meet needs, particularly in
geographic areas where there are few health
workers. We will also need to reform the way
health services are provided, shifting from
hospital-based curative care to community-
based services that focus on preventing
disease, and that are built around the needs
of people, not diseases.

Also, as noted in the commentaries,
stronger international cooperation will be
needed to address workforce issues and boost
global security. Also, as noted in the
Commission’s report, countries must work
together to build a sustainable global health
workforce. Demand in high- and middle-
income countries will continue to drive
health worker migration. Countries will need
to cooperate to ensure that the international
migration of health workers benefits both the
countries of origin and destination, and that
their rights are protected.

Several of the commentators flagged the
need for focus on the creation of decent jobs
that could potentially transform currently
informal caring jobs without salary, benefits
or protections into formal jobs with regular
pay, benefits such as health insurance and
retirement savings and labour protections
such as safe working environments and
freedom from sexual harassment, often seen
as important issues in primary and continu-
ing care systems. In addition, the decent jobs
focus would help create career ladders that
enable top performers to advance in
education, responsibility and compensation.
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Also, there needs to be a strong commit-
ment from many levels of government
working in partnership with stakeholders to
facilitate the uptake of this report. All
stakeholders will have a critical role to play
and need to work together across sectors of
education, health, labour, finance and
foreign affairs to invest in and transform
current health workforce models to be
sustainable and fit-for-purpose for health
systems at the community and local levels,
now and into the future.

Finally, it will be critical to engage the
private sector in the implementation of the
Commission’s recommendations. The vast
majority of the countries that have achieved
UHC have done so through blended public-
private systems. There are opportunities to
engage the private sector throughout the
lifespan of the health worker, including policy,
financing, education and service delivery.

To attain UHC and SDGs and have the
right healthcare workforce, everyone relevant
to the topic has to have a seat at the table and
come to shared agreement which will
strengthen the economic, health and social
well-being of all nations.

Conclusion and Key Messages
While the Commission report focuses on
the whole health system, there are key
messages for PHC2C:

The report advocates for a paradigm
shift in viewing investments in
healthcare and health workers as an
economic driver not a cost factor.

+ Based upon that, it builds the case for
investments in health employment
throughout the health system,
highlighting the importance of decent
jobs with decent pay and the need for
investment in primary healthcare
knowledge and skills development.

+ Partnerships across the health system
will be important to create sustainable
community health systems.

+ This will require collaboration between
all stakeholders: governments, health
system managers, researchers, health
professionals, NGOs, trade unions and
consumer groups.
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Abstract

This paper discusses the processes of harmonization of various approaches by
partners that have been implemented in Zambia, in an attempt to overcome the
fragmented implementation of community-based primary healthcare (CBPHC)
systems strengthening, facilitated by multiple non-governmental organizations
(NGOs) and donors, impeding country ownership and nationalization. To achieve
equitable and sustained improvements in health, social and economic develop-
ment outcomes for all, there is evidence that governments should consider building
CBPHC systems based on three legs namely:

1. Front-line health workers trained, supervised and able to deliver services;

2. Community engagement through interactions to enhance community
participation and Social Accountability for delivery of healthcare services.

3. Enabling environments through strengthening of community health systems

To realize a harmonized approach and alignments, the government and
key stakeholders must uphold a common vision ensuring that all the three legs
of CBPHC systems are implemented to scale. In evaluating the health system in
Zambia and the related healthcare provision at community level, gaps were
identified in the available mechanisms for the provision of quality CBPHC
thus necessitating processes of harmonization, that include capacity building
and orientations at all levels on importance of taking to scale the three legs of
CBPHC systems, revision of the Community Health Strategy, and elaboration of
Operational Guide for Neighbourhood Health Committees, clarifying the role of
NHC as platform for community engagement and Community-Based Volunteers
(CBVs). There is need for harmonization of health systems at national, provincial,
district, zonal and communal levels to ensure the delivery of quality, cost-effective
healthcare as close to the family as possible .

Background

Across the world, maternal and child
mortality rates have fallen over the last two
decades. The global under-five mortality rate
has dropped by 53% between 1990 and 2014
(UN Interagency Group for Child Mortality
Estimation 2015). The global maternal
mortality has fallen by 44% over the same
time period (Maternal Mortality Estimation
Inter-AgencyGroup 2015), and stunting
prevalence declined from 39.6% to 23.8%
(UNICEEF 2015). Despite these achievements,
unacceptable inequities remain both among
and within countries. For example, Zambia’s
many years of investment in primary
healthcare systems seem to be yielding
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positive results; but even so women and
children in some areas of Zambia are still
dying. The recent Zambian Demographic
Health Survey (ZDHS 2013-14) showed
significant reduction in maternal, infant and
under-five mortality with newborn mortal-
ity showing only a slight reduction. Despite
these gains, child and maternal mortality
indicators for Zambia remain among the
highest in the world. Children and women
continue to die from preventable and
curable causes. Over 40% of children less
than 5 years old are stunted (ZDHS 2013-14).
Timely access to a package of proven and
inexpensive interventions would avert

these deaths.

19



20

Fastone M. Goma et al.

The vision of the Zambian healthcare
system is “Equity of access to cost-effective,
quality healthcare as close to the family as
possible.” It is well understood that attaining
this vision requires the invocation of the four
principles of primary healthcare (PHC)
namely equitable distribution of health
services, participation of the community in
healthcare delivery, inter-sectoral coordina-
tion through facilitating the interest of
communities from all related sectors and
factors that impact on health as health
determinants, and the use of appropriate
technology (WHO 2003). Quality delivery of
this vision is largely dependent on an effect-
ive, equitably distributed and well trained
health workforce. Indeed, a factor that has
been recognized as a global priority for
achieving the Sustainable Development Goals
(SDGs), including the goal of Universal
Health Care (UHC), especially in the hardest
to reach communities and in countries
experiencing a health workforce crisis, is the
rapid scale-up of a Community-Based Health
Workforce (Cometto et al. 2013). Therefore,
in pursuit of the SDGs with the objective of
the UHC goal in mind, extra effort must be
mobilized by every government to reach the
unreached, working in the most challenging
contexts of both remote, rural villages and
poor urban slums to build resilient and
responsive community health systems
(McIntyre et al. 2009; Mogedal et al. 2013).

The Alma Ata Declaration (WHO 1978)
advocated for the delivery of PHC, “based on
practical,scientifically sound and socially
acceptable methods and technology made
universally accessible to individuals and
families in the community through their full
participation and at a cost that the commun-
ity and country can afford to maintain at
every stage of their development in the spirit
of self-reliance and self-determination,” for
there to be comprehensive, quality PHC
(Chopra et al. 2012).This is an important
phenomenon to appreciate and internalize as
a government strives to attain the SDGs.

The foundations of community health
within the context of PHC are increasingly
recognized as crucial components of national
policies and strategies to accelerate progress
in health. Advancing community health is
said to be pivotal to achieving sustainable
development and universal PHC. There is
need to further integrate community health
approaches into national and local health
policy and systems to achieve the SDGs
(ICHC 2017a). Zambia has made this
commitment and is implementing the
community-based primary healthcare
(CBPHC) system strengthening and the
necessary healthworker strategies to facilitate
the attainment of these goals.

It is well appreciated that without taking
steps to synergize through partnerships
offering harmonized support and holistic
implementation, investments in community
health systems, community engagements,
and community health worker (CHW)
programs will not bear the intended fruit in
making optimal contributions to achieving
UHC (Etienne et al. 2010). The optimal
framework for harmonization provides a
basis for moving from fragmented efforts of
siloed partners to collaboration and align-
ment across partners and actors at local,
national and global levels.

This paper is about harmonization, and
discusses the processes of harmonization
of various approaches by partners that have
been successful in Zambia, and should be
considered by other countries to develop,
strengthen and implement quality
PHC delivery to communities through
community engagement.

However, the grass-roots approach to
support CBPHC and community level
health workers has led to overwhelming
diversity and variation in community health
systems. The fragmented implementation of
CBPHC systems strengthening, facilitated
by multiple non-governmental organiza-
tions (NGOs) and donors, impedes country
ownership and nationalization (McIntyre et
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al. 2009; Peters et al. 2013). This fragmenta-
tion undermines the goal of collective
action that the Millennium Development
Goals (MDGs) were intended to achieve. As
aresult, many countries have not been able
to realize the potential of the CBPHC
systems, including a fit-for-purpose
community level workforce, including
maximizing the potential contribution of
volunteers or CHWs, in helping to end
preventable maternal and child deaths, fight
infectious disease pandemics and ensure
global health security (Cometto et al. 2013;
Peters et al. 2013).

Community-Based Primary

Healthcare System

Commitments to community health to
ensure that women and children have the
opportunity to survive, thrive and trans-
form have been re-affirmed through various
efforts since Alma Ata. NGO’s, CSOs and
Cooperating Partners have increasingly
improved their willingness and capacity to
align their efforts under the direction of
national public health authorities. Overall
strategies to facilitate harmonization and
leverage synergies are reflected in the SDGs,

the Global Strategy on Women’s, Children’s,
and Adolescent’s Health; Every Women
Every Child (EWEC, 2015) and the Global
Strategy on Human Resources for Health
(WHO 2016a), to name a few. Through these
frameworks, governments and key organiza-
tions have demonstrated their commitment
to leverage synergies through a shared
agenda. More specifically, there has been
consensus built in many countries to build
and to strengthen CBPHC systems.

To achieve equitable and sustained
improvements in health, social and economic
development outcomes for all, there is
evidence that governments should consider
building CBPHC systems based on three legs
(ICHC 2017c) namely:

1. Front-line health workers trained, super-
vised and able to deliver services;

2. Community engagement through
interactions to enhance community
participation and social accountability
for delivery of healthcare services and

3. Enabling environments through
strengthening of community health
systems (availability of needed services
and supplies including drugs as
appropriate, sustainable financing and
community health information system).

Figure 1. The three legs of community-based primary healthcare systems

Leg 1:

Front-line health workers
trained,deployed and
supervised, provide services
and referrals

Leg 2:
Community engagement
in situation analysis and
planning, participation in

monitoring and social
accountability
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Community-based
primary healthcare

Leg 3:

Enabling environment,
equipment, supplies,
health information system,
and sustainable financing
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To realize a harmonized approach and
alignments, the government and key
stakeholders must uphold a common vision
ensuring that all the three legs of CBPHC
systems are implemented to scale. Strategies
for the implementation are described below.

Leg 1: Front-line health workers

It is acknowledged that integrated and
resilient community health systems are the
result of having trained and recognized
front-line health workers with the ability to
deliver services to the community (SDSN
2014). For example, community health
workers, employed by the MoH, well trained
and supported, can provide essential health
services to communities that otherwise
would have limited access to these services
(Cometto et al. 2013; Mogedal et al. 2013;
McIntyre et al. 2009). Additionally, com-
munity-based volunteers working closely
with community members and supported by
clinical professionals in the facility, are key
to engaging the community, advancing
healthy behaviours and improving maternal
and child health.

Leg 2: Community engagement

For effective and efficient delivery of PHC
services, communities must be engaged and
empowered to build a system that contrib-
utes to improved health outcomes. A
growing body of evidence and country
experience does support important diverse
roles of communities in strengthening health
systems (WHO 2016b). This leg emphasizes
the role of communities to support service
delivery, oversight, social and behaviour
change, and social accountability for
healthcare delivery. It is important to adopt a
bolder vision for community health systems
strengthening, by addressing context-specific
opportunities and challenges.

There is growing interest globally
regarding the potential of social accountabil-
ity approaches in improving health outcomes
(Chopra et al. 2012). An effective evaluation

and ongoing monitoring system with
information made available to communities
(e.g.Community Score Cards) can contribute
to significant change through citizen (right
holder) empowerment, duty bearer effective-
ness, accountability and responsiveness and
spaces for joint monitoring between the right
holders and duty bearers that are expanded,
effective and inclusive (Chopra et.al., 2012;
Mogedal, Wynd and Afzal, 2013).

Leg 3: Enabling environment

For CBPHC systems to deliver efficient and
effective care based on quality and safety,
there must be supportive systems in place. It
is advised that these health systems provide
for effective supportive supervision in the
line of relations from central government to
community-based agents which also
provides for availability of healthcare
requisite supplies such as drugs. It is critical
that the health information systems be
integrated at all levels and should include
new technologies that promote timeliness,
completeness and quality information for
decision-making. These information
systems will enhance the countries’ ability to
face challenges to bring effective promotive,
preventive, diagnostic and treatment
services to the communities.

Existing Gaps in the

Implementation Processes

In evaluating the health system in Zambia
and the related healthcare provision at
community level, it is evident that gaps exist
in the available mechanisms for the provi-
sion of quality CBPHC thus necessitating
processes of harmonization.

Leg 1: Front-line health workers

Zambia has invested research, capacity
building and systems supports to a front-line
team that brings together clinically trained
professionals with lesser trained cadres and
volunteers that work with the community
toward improved community health.

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3



Enhancing Harmonization to Ensure Alignment of Partners, Implementation and Priorities

Physicians, nurses, nurse-midwives and
environmental health technicians depend
on the volunteer community health
workforce that has been recognized as a
vital part of their front-line team to deliver
services that are available, accessible,
acceptable and quality.

Zambia’s efforts at addressing this first leg
are apparent as it has trained and deployed a
network of community-based agents to
supportand enrich the work of clinical facility
staff. These include Community Health
Assistants (CHAs), a new cadre of paid
community health workers, a number of
different Community-Based Volunteers
(CBVs), all who are tasked with provision of
segments of healthcare programs (Table 1).
Indeed, a CBV, well trained and supported, can
provide essential health services to commun-
ities that otherwise would have limited access
to these services (Cometto et al. 2013; Mogedal

etal. 2013; McIntyre et al. 2009).

Table 1. Types of community-based
volunteers

Community-based

No. volunteers

Main area of focus

1 Safe motherhood action Maternal and
groups new-born health

2 Infant and Young Child Nutrition
Feeding

3 Out-patient Therapeutic Treatment of acute
Feeding malnutrition

4 Integrated Community Treatment of
Case Management pneumonia, malaria

and diarrhea

5 Community-Based Family planning
Distributors

6 Peer Educators, and Adolescent health
Adolescent Counsellors

7 Growth Monitoring Nutrition
Supporters

8 TB Treatment B
Supporters

9 Care for Newborn Newborn health

10 Child Supporters Early child hood

development
" Malaria Agents Prevention of malaria
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The CBVs are described as key agents of
health promotion and disease prevention in
the rural communities (Wakerman et al.
2009). However, their effectiveness lies in the
quality and harmonization of their training
and subsequent supervision in their different
communities, as well as the availability of the
needed supplies especially for iCCM.

The existing Zambian healthcare system
consists of district health managers who are
supposed to report to health centres and
health posts that are staffed with health
workers (Nurses, Clinical Officers, EHTSs).
However, there has been no formal reporting
relationship between the CHA (MoH, 2015)
and the community members, or between
the CHAs and the facility heads and between
CBVs and the facility heads. Further, there
has been no clear mechanism for coordinat-
ing responsibilities or shifting tasks between
CHAs and facilities staff or among CHAs and
volunteers. Furthermore, there is no legal
framework for galvanizing community-
based health systems that comprise Health
Centre Committees (HCC), Neighbourhood
Health Committees (NHCs) and CBVs.
Zambia is committed to strengthening its
regulatory, legal, and accountability frame-
works and recognizes that legal mechanisms
need the alignment of engaged and harmon-
ized internal and external partners to address
the gaps successfully.

A 2016 assessment carried out by the
Clinton Health Access Initiative found that
district health managers needed an orienta-
tion regarding the purpose and roles of the
CHAs and CBVs to better evaluate the
performance of CHAs and CBVs and to
better support and engage the front-line
teams of staff, volunteers and community
members to meet community needs (Shelley
etal, 2016). Furthermore, rural health facility
managers required some training in support-
ive supervision to provide effective guidance
and comprehensive oversight to the CHAs so
that they could perform the duties in the
communities for which they were trained.
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A broader assessment, carried out by the
University of Zambia and partners in the
Primary Health Care to Communities
collaboration (PHC2C) found that there was
need for re-orientation of the entire district
health management and front-line provider
teams so that the individual workforce
components, which are strengthened
individually, that is, CBVs, CHAs, NHCs
and facilities clinical staff, are oriented as a
whole with clear roles and responsibilities,
information flows, and lines of accountabil-
ity and supervision (Foster et al. 2017). It is
advised that the government, as well as most
development partners, focus on re-reinforcing
capacities of front-line health workers,
paying particular attention to building
CBPHC systems.

Furthermore, the coordination of the
zonal activities of the CBVs is said to be weak,
because the role of the health facility
“in-charges” or facilities heads in relation to
their interaction with the community has not
been clearly defined thus not prescribed. The
District Health Office and CBV-supporting
Cooperating Partners (CPs) often plan
development activities independently one
from another, without much effort for
coordination with other CBV development
groups, facilities heads or community
committees at community level. There is a
particular gap in the coordination and
dissemination of funding. This leaves the
District Health Office (DHO) and health
facilities without oversight functions at the
community level. Incentives and related
schemes for the volunteers are not harmo-
nized, causing the programs with more
attractive remuneration packages to have
more volunteers participating. This inequi-
table distribution of CBVs and their incentive
packages presents considerable challenge to
the DHOs to implement effective community
health interventions or plan and manage a
sustainable, fit-for-purpose front-line team.

Leg 2: Community engagement

In Zambia the 2012 National Health Policy
recognizes the community as a critical
component of the health system and
structure. However, as observed in the
midterm review of the National Health
Strategic Plan 2011-2016(Zambia MoH
2014), there has been weakened community
and civil society participation in health
governance since abolishing the Central
Board of Health (CBoH) in 2006. However,
Neighbourhood Health Committees (NHC)
(Masange et al 1997) survived although
without the necessary legal Acts of
Parliament. While the National Health
Strategic Plan (NHSP) 2011-2015, NHSP
2017-2021 and the revised National Health
Policy 2012 have identified the significance
of enhanced participation, transparency and
accountability at all levels, there are still no
legally binding provisions of diagonal
accountability in the health sector.
Mechanisms to provide for community
engagement in planning and budgeting,
review of performance reports at health
facility level or provision of a platform for
community members to question the care of
service providers are not catered for in the
law at present (GRZ/UNICEF/EU 2016).
This lack of legal backing and limited
functionality of community oversight
structures recognized by the sector is
considered a significant factor that impedes
progressive and interactive improvement to
health service delivery in Zambia (GRZ/
UNICEF/EU 2016). The deficit demonstrates
a lack of harmonization and coordination
across the health system, where initiatives
are not supported by complimentary and
coordinating transparency, accountability
and enforcement mechanisms.

Despite the absence of this legal frame-
work, NHC:s still exist in most districts of
Zambia(JICA, 2017). Their functionality is
widely variable, depending largely on the
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managerial skills of the District Medical
Officer. The link between communities and
NHCs in relation to expected standards of
operation in health facilities is very weak
(JICA, 2017). There are hardly any meetings
held to determine community priorities,
which are needed to transfer community
preferences and concerns to facilities, as well
as to engage communities to support
facilities’ responses.

The system is thus not designed as an
accountability mechanism; there are no
means through which health facility staff
members are accountable to community
members as there are no guidelines linking
NHCs to expected performance at health
facilities (JICA 2017). However, weaknesses
in the organization, coordination and
general management of NHCs seem to have
been addressed in areas supported by
development partners finding new ways to
harmonize their efforts and catalyze change.
For example, the European Union (EU), and
other agencies of the United Nations (UN
2017) coordinate with the Swedish
International Development Agency (SIDA),
the United States Agency for International
Development and the United Kingdom’s

Table 2. On-going efforts in Zambia to harmonize at every level to re-enforce community

Department for International Development
among others (GRZ/UNICEF/EU 2016).

Efforts Being Made in Zambia

to Harmonize

The capacity at Provincial and District
levels to provide appropriate support to
community level structures and manage-

ment remain weak largely because of limited
appreciation of the degree to which the three

legs of the CBPHC system ought to be
expressed and integrated for quality health-

care provision. There have been achievements

in capacity building for sustainable com-
munity health systems especially with
reference to communities participating in
planning, implementation, monitoring and

evaluating of the interventions. Participating
in this way helps to influence the motivation

of volunteers to sustainable contribution in
activities such as offering supportive
supervision, mentorship and enhancement
of CBV efficacy self-assessments (JICA
2017). It is critical that partners engaging in

CBPHC work in concert to build and sustain

a functional platform for community
engagement in planning, monitoring and
social accountability (Table 2).

engagement, participation and social accountability

Improvements in harmonization leading to engagement,

Action Initiative participation and social engagement
Action 1 Revision of the Community Health Strategy Updated strategic orientation document to guide harmonization
Action 2 Elaboration of an operational guide for the Operational guide at community level avoiding gaps and overlaps
NHC ensuring there are no conflicts of interest | in functions
between the NHC responsible for community
engagement, participation and social
accountability and the Community-Based
Volunteers.
Action 3 Revitalization of NHC in 11 districts of Example of existing interventions for learning
Lusaka and the Copperbelt province under
the European Union (EU) funded Millennium
Development Goal initiative (MDGi)
Programme managed by UNICEF.
Action 4 Follow-up for legally binding provisions of Legal framework defining relationships between the community
diagonal accountability in the health sector. and institution for participation and social accountability.
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Leg 3. Enabling environment

The glaring omission in system is an
effective and “harmonized” health informa-
tion system. Zambia does not have a
functional Community Health Management
Information System (C-HMIS). Systems are
numerous and not all connected. Further,
many of the systems that exist, particularly
at community level, are not able to capture
the needed data or take it where it is needed.
For example, the health management
information system for the CHAs does not
tully capture data from community-based
volunteers. With support from the European
Union(EU) under the MDGi, the MoH and
UNICEEF are currently designing a commun-
ity-level HMIS system that will be linked to
the DHIS2 platform (personal communica-
tion). On this platform the community
actors (CBVs and CHAs) will submit
monthly reports using pre-defined forms
which will be compiled and transmitted
onto the DHIS2 platform at health centre
level. Furthermore, efforts are on the way to
improve the procurement and supply chain
management system (PSCMS). Through a
bottle neck analysis of the PSCMS, the
government with support from UNICEF and
partners will implement key resolutions to
ensure supplies are delivered to the last mile.

The Need for Harmonization
Harmonization must transcend donor aid
alignment and advance the integration of
efforts among global partners, national
stakeholders and implementation schemes.
Sustainable efforts will align with national
priorities, led by the public authorities and
will leverage existing health worker’s ability
to coordinate tasks across cadres and levels.
To advance UHC and progress toward the
SDGs, all these efforts need to be harmon-
ized in alignment to the national priorities
and leverage existing country mechanisms
(CHRD 2008). Real harmonization is not
just across partners. Harmonization must
happen across the elements of the three legs

of CBPHC system. Health workers must be
coordinated to work as a fit-for-purpose
front-line team, linking NHC members with
volunteers and MoH staff. That linkage must
have strong supervision at the local zone
level, through cooperation and accountabil-
ity between community leaders in the NHC
and facilities level to successfully coordinate
tasks across various CBVs and staff available,
and to facilitate the exchange of accurate
information from the communities to the
decision-makers and from decision-makers
to the systems users. Harmonization is
needed across the various zones within the
district so that community engagement is
consistent and equally resourced. A portion
of funds for districts in Zambia are ear-
marked for community-based interventions.
There is need for follow up to ensure this is
effective in all districts. Finally, harmoniza-
tion is important in coordinating systems
infrastructure that supports health workers
to do their job. Information systems,
commodities delivery systems and legal
frameworks that support policy priorities for
example, need to be interoperable and
directed holistically.

The global community is learning to
navigate the complex business of sharing
information, data, best practices and
evidence so that healthcare can be integrated,
front-line teams can be coordinated, and
systems can be holistic, consistent and
responsive through the spectrum of care.
There is therefore need for harmonization of
health systems at national, provincial,
district, zonal and communal levels to ensure
the delivery of “quality, cost-effective health-
care as close to the family as possible in a clean,
caring and competent environment.”

Universal Health Coverage

as a Strategy

Zambia has taken UHC as a strategy to
improve health and reduce inequalities in
health (Zambia MoH 2017). Indeed, UHC
allows stakeholders to universally focus on
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the equitable distribution of access to health
services within and across countries
(Chopra et al. 2012). The intent is that
having universal health coverage as an
overarching goal translates into unified ser-
vices that are delivered in a comprehensive
and integrated way through a strengthened
PHC system (WHO 2016¢). Without PHC,
UHC cannot be achieved.

A. Harmonization at the global level

At the global level, all actors need to con-
tribute together to a comprehensive systems
approach in advocacy, programming,
funding, implementing, monitoring and in
building the knowledge base for community
health programs (Mogedal et al. 2013).
Establishing partnerships that cultivate
ingenuity and resourcefulness also requires
the harmonization of the global health
strategies with partners’ agendas and
resources. The Global Health Workforce
Alliance’s Framework for Partners’
Harmonized Support emphasizes the need
to: 1. Harmonize donor support, 2. Build
greater synergies across Community Health
Worker programs with communities,
districts and countries, guided by national
leadership, national strategies and nationally
agreed systems and 3. Improve focus on
effective linkages between community-
based and facility based health workers at
the front line of service delivery. This
necessitates actors in all settings to con-
tribute to a comprehensive systems approach
in advocacy, programming, funding,
implementing, monitoring and in building
knowledge base for community health
worker programs.

Progress of global efforts towards
harmonization has been evidenced by a
multitude of partnerships and frameworks.
Partnerships such as that of Zambia’s
Thematic Working Group on Supporting and
Strengthening the role of CHWs in Health
System Development; and The International
Health Partnership (IHP+) have been
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working to promote effective development
cooperation and optimize synergies to
overcome fragmentation. Global account-
ability efforts by IHP+ and the Global Fund
Community Systems Strengthening have
been developed to harmonize efforts toward
strengthening systems and communities
toward key national goals.

B. Harmonization at the national level
Harmonization at the national level has been
a recurring conversation of necessity in the
realm of public health. Initiatives such as
The Council on Health Research for
Development’s Alignment and
Harmonization of Research for Health
(COHRED); and the Global Health
Workforce Alliance’s Harmonization for
Health in Africa (HHA) study explores
global aid and alignment of donor programs
with country needs (CHRD 2008; WHO
2016¢). It is essential that donors and
governments alike be cohesive in formula-
ting, implementing and evaluating solutions.
Principles for alignment and harmonization
across public and non-state programs and
initiatives need to be compatible with
broader national health system development
frameworks (Mogedal et al. 2013).
Furthermore, the government and key
partners in Zambia have focused on equity
and Health System Strengthening (HSS)
especially at the community level as plat-
forms for delivery of reproductive, maternal,
new-born, child and adolescent health and
Nutrition (RMNCAH-N) services (UNICEF
2016-2020). To achieve this requires
harmonization of effort by policy-makers,
NGOs, donors, activists and communities to
realize effective collective action in line with
the Joint Commitment to Harmonized Partner
Action for Community Health Workers and
Frontline Health Workers formalized in
Recife, Brazil in 2013 (Cometto et al. 2013).
Community-based programs are often
implemented under district level authority
at the Health Facility and community level,
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or operated independently through NGOs.
With the growing focus on scaling up CHW
programs to support the formal health
system, there is an urgent need for attention
from the national and district levels to
address the fragmentation and inefficiencies
that result and to build synergies at the level
of implementation(Mogedal et al.2013).

The Zambian PHC system had a missing
link between the Health Facility and the
community (and therefore the CBVs). To a
large extent, the introduction of the CHA is
promising to resolve this problem. The CHA
is on a government salary, and the addition of
this community-based cadre is intended to
improve the provision of PHC services to
communities. The CHA is supposed to spend
80% of their time in the community where
they interact with the CBVs and the NHCs.
The NHC is supposed to interact with a
smaller subset group, the HCC, where the
meaning of data and performance indicators
are discussed, accountabilities identified and
correcting actions proposed. The HCC then
gives feedback to the DHO where overall
planning of the district health services takes
place. This process is designed to improve
communication and harmonization between
the communities and the DHO. However,
despite the intention, there is still fragmenta-
tion between the partners. For example,
different partners are still building capacity
in different cadres or levels of the community
without consulting each other (Natuzzi and
Novotny 2014).

C. Harmonization at the community level
Effective PHC is community-based and
requires governance, management and
leadership, funding, linkages, infrastructure
and workforce supply. To provide effective
PHC also requires significant changes in the
way health systems currently operate. UHC
reforms must ensure that health systems
move toward universal coverage and social
health protection by reorganizing health
services as PHC, around people’s needs and

expectations (McIntyre et al 2009; WHO
2008).A strong focus on PHC is said to be
the driving force for the strengthening and
development of health systems and health
workforces. World leaders at The Third
Global Forum on Human Resources for
Health (HRH) supported the framework for
UHC by agreeing that patient-centred care
advances with the presence of community
involvement in governance of PHC interven-
tions (Cometto et al. 2013). New evidence
and norms on HRH planning, education,
management, retention, and migration
continue to emerge and are providing
dynamic innovative approaches to achieve
UHC (Cometto et al. 2013). The interest for
focusing on HRH for UHC is vast and
continues to be a priority for global sustain-
able development (Shamian et al, 2015).

Nurses stand in an innovative position
and are able to direct the community needs
toward solutions. Benton (2012) states that
nurse leaders are “transforming agents,
effective in bringing about change.” By
engaging in leadership through training and
policy discussions, nurses are able to assess,
plan for, and evaluate the health system’s
resources. Their position as leaders of
front-line health workers can merge the
needs of the community, region, and globe.

The assessment of Foster et al. (2017) has
demonstrated that nurse leadership of the
“front-line team” within the community
facilitates collaboration and harmonization
among various provider efforts, and thus
brings about greater gain. When the Nurse-
in-Charge was seen as a good manager and a
“team builder”, the CHAs and CBVs were
motivated into clearly assigned roles and the
community members had confidence in the
health facility and in the services provided by
the MoH staff.

The NHCs are said to be in the process of
being reformed to perform their duties as
well. The main impediment currently lies in
the fact that most NHCs are manned by
CBVs, thus conflicting in their interests.

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3



Enhancing Harmonization to Ensure Alignment of Partners, Implementation and Priorities

The NHCs ought to consist of independent
members of the community who can
effectively play the role of claim holders

to the health system.

Conclusion

To ensure CBPHC systems deliver results in
line with overall strategies embodied in the
SDGs; Global Strategy on Women’s,
Children’s, and Adolescent’s Health; Every
Woman Every Child (EWEC) and Global
Strategy on Human Resources for Health, it
is key to have a harmonized approach to the
provision of PHC to communities, ensuring
that all the three legs of CBPHC systems are
considered across sectors at the national
level. Donors and all cooperating partners
must tailor their support in line with
national needs and designed strategies
prescribed by the government. Experiences
need to be documented and shared, and
recommendations from Global meetings
such as the Institutionalizing of
Community Health Conference March 2017
in Johannesburg, South Africa (ICHC
2017b), applied in countries in line with
their local contexts.

Harmonization of all systems and
processes for CBPHC is necessary for the
provision of quality PHC to communities.
This harmonization must occur at national,
district and community levels to be effective
and must involve government and the
related development partners. Central to the
success of the delivery of this scheme is the
role of the Health Facility in-charge who
must be the competent leader of the front-
line team comprising the Health Facility
Staff, the CHAs and the other CBVs. This
will contribute greatly to the improvement
of all health indicators within the
given community.

References

Benton, D. 2012. Advocating Globally to Shape
Policy and Strengthen Nursing’s Influence. Online
Journal of Issues in Nursing 17(1): 1. doi:10.3912/
OJIN.Vol17No01Man05.

WoRrLD HEaLTH & PoruLaTiON ® VoL.17 No.3

Chopra M, A. Sharkey, N. Dalmiya, D. Anthony
D. and N. Binkin. 2012. “Strategies to Improve
Health Coverage and Narrow the Equity Gap in
Child Survival, Health and Nutrition.” Lancet
380: 1331-40.

Cometto, G., T. Boerma, ]J. Campbell, L. Dare
and T. Evans. 2013. “The Third Global Forum:
Framing the Health Workforce Agenda for
Universal Health Coverage.” Lancer Global Health
1: e324-25.

Council on Health Research for Development
(CHRD). 2008. Alignment and Harmonization
in Health Research — Zambia Country Report.
Retrieved October 5, 2017. <www.cohred.org/
downloads/cohred_publications/Zambia_web.

pdf>.

Etienne, C., A. Asamoa-Baah and D.B Evans.
2010. Health Systems Financing: The Path to
Universal Coverage. Geneva: World Health
Organization.

Every Woman, Every Child (EWEC). 2015. Global
Strategy for Womens, Children’s and Adolescent’s
Health. Geneva: WHO. Retrieved October 5,2017.
<http://globalstrategy.everywomaneverychild.
org/pdf/EWEC_globalstrategyreport_200915_
FINAL_WEB.pdf>.

Foster, A.A., EM. Goma, J. Shamian, C. Moore,
M. Kabinga-Makukula, N.L. Chizuni et al. 2017.
“A Formative Assessment of Nurses’ Leadership
Role in Zambia’s Community Health System.”
World Health & Population 17(3): 55-68.
doi:10.12927/whp.2017.25305.

GRZ/UNICEF/EU. 2016. Community Health
Systems Strengthening (HSS) via Neighborhood
Health Committee (NHC) revitalization.
Presentation at Zambia Ministry of Heath Annual
Review November, 2016.

Institutionalizing Community Health Conference
(ICHC). 2017a. Conference Program. Retrieved
October 5, 2017. <http://ichc2017.org/>.

Institutionalizing Community Health Conference
(ICHCQ). 2017b. Institutionalizing Community
Health: Ten Critical Principles. Retrieved
October 5, 2017. <http://www.ichc2017.org/
sites/default/files/images/Institutionalizing%20
Community%20Health%20Principles%20Long.
pdf>.

Institutionalizing Community Health Conference
(ICHCQ). 2017c. Stefan Peterson’s ICHC Plenary
Highlights. Retrieved October 2, 2017. <https://
www.youtube.com/watch?v=nVPoZyyyNKU&fe
ature=youtu.be>.

JICA. 2017. Japan International Cooperative
Agency TICO experience of community
empowerment in Chisamba District (2014-17),
MDGi experience, cf faotnote 21.

29


http://globalstrategy.everywomaneverychild.org/pdf/EWEC_globalstrategyreport_200915_FINAL_WEB.pdf
http://globalstrategy.everywomaneverychild.org/pdf/EWEC_globalstrategyreport_200915_FINAL_WEB.pdf
http://globalstrategy.everywomaneverychild.org/pdf/EWEC_globalstrategyreport_200915_FINAL_WEB.pdf
http://ichc2017.org/
http://www.ichc2017.org/sites/default/files/images/Institutionalizing%20Community%20Health%20Principles%20Long.pdf
http://www.ichc2017.org/sites/default/files/images/Institutionalizing%20Community%20Health%20Principles%20Long.pdf
http://www.ichc2017.org/sites/default/files/images/Institutionalizing%20Community%20Health%20Principles%20Long.pdf
http://www.ichc2017.org/sites/default/files/images/Institutionalizing%20Community%20Health%20Principles%20Long.pdf
https://www.youtube.com/watch?v=nVPoZyyyNKU&feature=youtu.be
https://www.youtube.com/watch?v=nVPoZyyyNKU&feature=youtu.be
https://www.youtube.com/watch?v=nVPoZyyyNKU&feature=youtu.be

30

Fastone M. Goma et al.

Masange, J.C. 1997. Integrated Guidelines for
Frontline Health Care Workers; On The Road
to Delivery of Promotive, Preventive, Curative,
Cost-effective Interventions. Lusaka, Zambia:
Central Board of Health.

Maternal Mortality Estimation Inter-Agency
Group. 2015. Trends in Maternal Mortality: 1990
to 2015. Retrieved October 3, 2017. <htep://www.
afro.who.int/sites/default/files/2017-05/trends-in-
maternal-mortality-1990-to-2015.pdf>.

Mclntyre, D.I., M. Thiede and S. Birch. 2009.
Access as a Policy-Relevant Concept in Low- and
Middle-Income Countries. Health Economics,

Policy and Law 4(2):179-93.

Mogedal, S., S. Wynd and M.M. Afzal. 2013.
Community Health Workers and Universal Health
Coverage: A Framework for Partners Harmonized
Support. Geneva, CH: Global Health Workforce
Alliance.

Zambia Ministry of Health. 2014. Mid-Term
Review pp. 330.

Natuzzi, E.S. and T. Novotny. 2014. “Sector Wide
Approaches in Health Care: Do They Work?”
Global Health Governance 8(1): 77-95.

Peters, D.H., L. Paina and E Schleimann. 2013.
Sector-Wide Approaches (SWAps) in Health:
What Have We Learned? Health Policy and
Planning 28(8): 88490. doi:10.1093/heapol/
czs128.

Shelley, K.D., Y.W. Belete, S.C. Phiri, M.
Musonda, E.C. Kawesha, E.M. Muleyaet al.
2016. Implementation of the Community Health
Assistant (CHA) Cadre in Zambia: A Process
Evaluation to Guide Future Scale-Up Decisions.
Journal of Community Health 41: 398. <https://
doi.org/10.1007/s10900-015-0110-5>.

Shamian, J., G. Tomblin-Murphy, A.E. Rose and
L. Jeffs. 2015. “Human Resources for Health:
A New Narrative.” Lancet 386(9988): 25-26.
doi:10.1016/50140-6736(15)61195-3

Sustainable Development Solutions Network
(SDSN). 2014. Framework of Sustainable
Development: Technical Report for the Post-2015
Development Agenda. Retrieved October 5, 2017.
<http://unsdsn.org/wp-content/uploads/2014/02/
Health-For-All-Report.pdf>.

UN Interagency Group for Child Mortality
Estimation. 2015. Levels and Trends in Child
Mortality. Report 2015. Geneva: WHO. Retrieved
October 3, 2017. <http://www.who.int/maternal
child_adolescent/documents/levels_trends_child_
mortality_2015/en/>.

United Nations (UN). 2017. United Nations
Sustainable Development Goal 3. Retrieved
October 5,2017. <https://sustainabledevelopment.
un.org/sdg3>.

UNICEE 2015. UNICEF - WHO — World Bank
Group Joint Child Malnutrition Estimates. Key
Findings of the 2015 Edition. Retrieved October
3, 2017. <https://www.unicef.org/media/files/
JME_2015_edition_Sept_2015.pdf>.

Wakerman, J., J. Humphreys, R. Wells, P. Kuipers,
J. Jones, P. Entwistle and L. Kinsman. 2009.
Features of Effective Primary Health Care Models
in Rural and Remote Australia: A Case-Study
Analysis Medical Journal of Australia191(2):
88-91.

World Health Organization (WHO). 1978. Alma
Ata Declaration. Retrieved October 3, 2017.
<www.who.int/publications/almaata_declaration_

en.pdf>.

World Health Organization (WHO). 2003. The
World Health Report: Shaping the Future Chapter
7: Principled Integrated Care. Geneva: WHO.
Retrieved October 5, 2017. <http://www.who.int/
whr/2003/chapter7/en/index1.html>.

World Health Organization (WHO). 2008. The
World Health Report 2008: Primary Health Care
(Now More Than Ever). Retrieved October 5,
2017. <www.who.int/whr/2008/en/>.

World Health Organization (WHO). 2016a.
Global Strategy on Human Resources for
Health: Workforce 2030. Geneva: World Health
Organization. Retrieved October 5, 2017. <http://
www.who.int/hrh/resources/globstracthrh-2030/

en/>.

World Health Organization (WHO). 2016b.
Harmonization for Health in Africa. Retrieved
October 5, 2017. <http://www.who.int/
workforcealliance/countries/hha/en/>.

World Health Organization (WHO). 2016c.
Universal Health Coverage. Retrieved October
5, 2017. <http://www.who.int/universal_health_
coverage/en/>.

Zambia Demographic and Health Survey (ZDHS)
2013-14. MTR 2014 Report, MoH/MCDMCH
GRZ, 2014. (pp. 330) — Zambia Central Statistical
Office (CSO), Zambia.

Zambia Ministry of Health (MOH). 2016. Zambia
National Health Strategic Plan 2017-2021.
Retrieved October 5, 2017. <http://www.moh.
gov.zm/docs/ZambiaNHSP.pdf>.

Zambia Ministry of Health (MOH), 2015. Job
Description for the Community Health Assistant.
Lusaka, GRZ.

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3


http://www.afro.who.int/sites/default/files/2017-05/trends-in-maternal-mortality-1990-to-2015.pdf
http://www.afro.who.int/sites/default/files/2017-05/trends-in-maternal-mortality-1990-to-2015.pdf
http://www.afro.who.int/sites/default/files/2017-05/trends-in-maternal-mortality-1990-to-2015.pdf
https://doi.org/10.1007/s10900-015-0110-5
https://doi.org/10.1007/s10900-015-0110-5
http://www.who.int/maternal_child_adolescent/documents/levels_trends_child_mortality_2015/en/
http://www.who.int/maternal_child_adolescent/documents/levels_trends_child_mortality_2015/en/
http://www.who.int/maternal_child_adolescent/documents/levels_trends_child_mortality_2015/en/
https://sustainabledevelopment.un.org/sdg3
https://sustainabledevelopment.un.org/sdg3
http://www.who.int/publications/almaata_declaration_en.pdf
http://www.who.int/publications/almaata_declaration_en.pdf
http://www.who.int/whr/2003/chapter7/en/index1.html
http://www.who.int/whr/2003/chapter7/en/index1.html
http://www.who.int/workforcealliance/countries/hha/en/
http://www.who.int/workforcealliance/countries/hha/en/
http://www.who.int/universal_health_coverage/en/
http://www.who.int/universal_health_coverage/en/
http://www.moh.gov.zm/docs/ZambiaNHSP.pdf
http://www.moh.gov.zm/docs/ZambiaNHSP.pdf

CITIZEN ENGAGEMENT

2

There Is Much to Learn When
You Listen: Exploring Citizen
Engagement in High- and
Low-Income Countries

¢

Moriah E. Ellen, MBA, PhD

Department of Health Systems Management, Guilford Glazer Faculty of Business and
Management and Faculty of Health Sciences, Ben-Gurion University of the Negev
Beer-Sheva, Israel

Institute for Health Policy, Management and Evaluation, University of Toronto
Toronto, ON

McMaster Health Forum, McMaster University

Hamilton, ON

Ruth Shach, MPH
Jerusalem College of Technology
Jerusalem, Israel

Maryse C. Kok, PhD
KIT Health, Royal Tropical Institute
Amsterdam, NL

Katherine Fatta, MPH

University Research Co., LLC/USAID Applying Science to Strengthen and Improve
Systems Project (ASSIST)

Chevy Chase, MD

=

Correspondence may be directed to:

Moriah E. Ellen, Department of Health Systems Management, Ben Gurion University
of the Negev, PO.Box 653, Beer-Sheva 8410501, Israel; Tel.: +1-416-256-4450
E-mail: Moriah.ellen@gmail.com

WoRrLD HEaLTH & PoruLaTiON ® VoL.17 No.3

31


mailto:Moriah.ellen@gmail.com%20%3c

32

Moriah E. Ellen et al.

&

Abstract

The need for engaging citizens in healthcare policy making is critical, and different
approaches are gaining traction internationally. However, citizen engagement
seems more difficult to implement in low- and middle-income countries because of
political, practical and cultural reasons. Despite this, countries such as India, Malawi,
Tanzania, Ethiopia, Rwanda, Mozambique, Egypt have initiated community engage-
ment initiatives, which are contextually unique, and can be used as examples to
learn from for the future. Overall, community voices need to play a bigger role in
forming policy; they hold the key to improve health and forward growth. Evidence
needs to move out of communities and districts through broader communication
and knowledge translation avenues to influence and shape national and global level

policies and strategies.

Introduction

The World Health Organization (WHO)
launched its Health For All initiative in 1977,
deciding that worldwide health services
should be attainable to all people by the year
2000. While significant progress was made,
this goal was not achieved (WHO 2013). This
is, in part, because “as health systems
become more complex and costly, and as the
application of new and existing technologies
becomes more refined, making the right
decisions about the allocation of often scarce
resources has become more difficult.” In
addition, the Millennium Development
Goals (MDGs) put forth by the United
Nations (UN) in an effort to address extreme
poverty and its impacts, resulted in uneven
progress with much work left to be done. The
MDGs were replaced with Sustainable
Development Goals (SDGs) in 2016 in an
effort to further the attainment of the goals
originally set forth in 2000. One criticism of
the MDGs is the lack of emphasis on local
participation, local challenges and self-
empowerment of the targeted populations
(Deneulin and Shahani 2009; Fehling 2013).
Future attempts to meet global goals, then,
should focus on the inclusion of citizens and
the public as equal stakeholders in the
process of health policy development.

Citizen engagement, put simply, is
facilitating the meaningful involvement of
citizens at any point in the policy develop-
ment cycle by allowing them to actively play
arolein identifying and interpreting the
issues, weighing options and solutions and
prioritizing actions (Canadian Institute for
Health Research 2012). Citizen engagement
has also begun to take hold in low- and
middle-income countries (LMICs),
although the approach proves elusive to
appropriately engage individuals because of
political, practical and cultural reasons
(Alderman 2013). Even if the terms might be
used without regard to their distinction,
“patients” and “the public” or “citizens” are
different groups of people, often with
different points of view. Citizens are
individuals with no vested interest in and
familiarity with an issue, whereas consum-
ers or patients have relevant personal
experience (Degeling 2015). Fredriksson and
Tritter (2017) argues that it is inappropriate
to use patients in the same way as citizens
when making a decision; patients use their
experiential knowledge and tend to gather
around the cause which affects them most.
The public, on the other hand, generates
diverse perspectives collectively and has an
external legitimacy claim based on input
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and output of result effectiveness and
quality. Degeling (2015) additionally found
that in deliberation groups, citizens were
directed to consider community interests
while consumers (or patients) were directed
to focus on personal preferences. It may be
most effective to use only patients when
focusing on one specific issue or disease
and citizens or members of the larger
public when focusing on prevention and
health promotion, while also including
a subset of patients in the larger group for
representativeness

Members of the public are the most
important stakeholders in the healthcare
system. They will likely be impacted by a
health policy, and they are the largest
stakeholder group in number (Bruni 2008).
In addition, engaging the public in health-
care priority setting is consistent with the
ideals of a democracy, transparency and
public accountability (Oxman 2009), and
members of the public can provide a unique
and essential take on the community’s
values. The trend to include patients and the
public in deliberation on health and social
issues has increased (Biovin 2014; Wortley
2016b), and lets the public provide input to
the broader context of the policy making
process from identifying priorities for
research to using results to shape policy
(Seigel 2013). It has been concluded that
participants feel that engagement processes
related to health are effective and report
improved knowledge and satisfaction.
Lastly, these engagement processes can
promote active citizenship, empowerment
and improved relationships between the
public and the government (Abelson 2010;
Molster 2013). Carman (2015) found that all
health-related engagement approaches used
in a randomized control trial were effective
in changing at least some knowledge and
attitude measures.

However, it is wise to acknowledge the
impediments faced when engaging citizens.
First, compared to policy makers or
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practitioners, the public is more likely to
perceive personal choice or clinical judge-
ment as trumping evidence when considering
health services (Carman 2016). They may
also be more likely to suggest that care should
be offered irrespective of tests which may
indicate little benefit (Bombard 2013).
Various reviews show that there are not many
outcome evaluations (Conklin 2015; Mitton
2009) and it is difficult to prove a link
between community participation and
improved health or system outcomes;
furthermore, it is difficult identify which
components of the process lead to success or
failure (Conklin 2015; Marston 2013; Mitton
2009; Rifkin 2014). This is partly because of
the fact that there are many types of
“community participation” and that the term
itselfis not clearly defined (Iwarsson et al.
2015). For example, “community participa-
tion” can range from a collaborative
intervention, where communities participate
in decision-making and/or healthcare
delivery whereas “outsiders” direct the
intervention, to an intervention where the
development and implementation of health a
health programme is solely directed by the
community itself.

Often, it is not clear which types of
individuals or groups participate. George et
al. (2015) state that participation without
delegation of resources or democratization of
power might marginalize communities or
members of communities that can least
afford to participate. However, meaningful
and inclusive community participation could
lead to more evenly distributed power across
socioeconomic levels, within and between
communities, healthcare professionals and
the state. Martston et al. (2013) state that this
“community development or empowerment
approach sees participation as a longer-term
process in which communities are actively
involved in deciding on and implementing
strategies to alter the socio-political,
economic, and psychological conditions that
shape their health.”
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Background

A universal approach to public engagement
may not be effective, as there are many
factors involved, which vary by context
(Abelson 2010, 2016; Wortley 2016b).
These factors include the perceived
complexity and decision impact of the
issue, opportunities for involving the
public and resource constraints (Wortley
2016b). Blacksher et al. (2012) propose

this basic definition of public deliberation:
“(1) the provision of balanced, factual
information that improves participants’
knowledge of the issue; (2) the inclusion
of diverse perspectives to counter the
well-documented tendency of better
educated and wealthier citizens to partici-
pate disproportionately in deliberative
opportunities and to identify points of
view and conflicting interests that might
otherwise go untapped; and (3) the
opportunity to reflect on and discuss freely
a wide spectrum of viewpoints and to
challenge and test competing moral
claims.” Abelson (2013) noted that in an
overwhelming majority of cases, efforts
were made to meet these requirements;
however, the interpretation and implemen-
tation of the aforementioned elements was
fairly heterogeneous.

Biovin (2014) lists several key components
to achieve public involvement and states that
legitimacy, credibility and power account for
variations in influence from members of the
public. A policy coalition which is supportive
of public involvement must be built initially,
giving the public legitimacy, credibility and
power to be involved in deliberation.
Regarding the intervention stage, legitimate
groups and perspectives must be recruited
and prepared. When group members
participate, they must create rational
arguments and legitimate strategies, and
have legitimacy to speak on behalf of a wider
constituency. The public and professionals

then interact and moderate, levelling for
power differences and legitimizing margin-
alized voices. The ideal outcome should be
mutual influence and agreement regarding
healthcare improvement.

Abelson (2016) structured a relevant
framework around four elements. The first is
identifying the guiding principles and goals
for public involvement which will strengthen
and support initiatives, be evidence based
and evaluated, and will emphasize the
incorporation of social values and ethics.
Second, a common terminology will need to
be established to reconcile conflicting views
and establish clarity. Third, a flexible menu
of options which indicate specific goals
should be mapped out for each stage of the
process. Lastly, it is vital to evaluate efforts
over time to make appropriate adjustments,
such as creating more robust evaluation
metrics. A study on public engagement
regarding intervention procedures guidelines
showed that, indeed, there was substantial
engagement and consultation of the public
which resulted in draft changes, and
concluded that other areas of healthcare
should increase incorporation of this
approach to be responsive to stakeholders.
Campbell (2016) and Molster (2013) have
found similar effects.

Several similar approaches to citizen
engagement have been developed somewhat
in parallel to each other in various high
income countries. To create an initial
exploration of the approaches, we ran a
literature search which focused on identify-
ing reviews (i.e., systematic, scoping etc.)
which discussed various citizen engagement
approaches, after which we also ran a search
for primary studies on the subject. The
purpose of the literature search was to
identify different citizen engagement
approaches, but not to systematically assess
the literature. The approaches are described
in Table 1 in greater detail.
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Table 1. Citizen engagement approaches

Approach

Citizen jury
(Crosby
1995; Street
2014)

Description

Acitizen jury is created of
a representative sample

of citizens through various
means. They are briefed in
detail on the background
and current thinking
relating to a particular issue
or project and presented
with possible alternatives.
They present their decision
as they would in legal
juries, often in the form of
a report. The report may
include recommendations
for future actions or

Broadly
representative
group of
approximately
12-25 people

Random selection of jury.
Jurors are usually paid.
Provide written information
and expert witnesses to brief
the jury, be cross-examined
by the jury and spend time
discussing the issue with
the jury

Engage in deliberation with
independent moderators
Create jury report and
recommendations.

If the recommendations
are not accepted, provide a
detailed rationale

Examples of these

approaches in health

Respansibility for
Maintaining Health
Acitizens’ jury was
convened to address the
role of government and
healthcare providers in
maintaining the health of
citizens. The jury concluded
that more information
should be provided on
health in general and
prophylactic medicine in
particular, as well as feeling
that the public should be
more closely involved in

sessions to discuss the policy
issue

At the beginning and end

of a citizen dialogue, each
participant completes a survey
measuring the participant’s
attitudes about aspects of the
policy issue discussed in the
workbook

(Boyko 2012)

directions health decision-making
(Elwood and Longley 2010)
Citizen panel | Can be organized at the Agroup of 10-16 A steering committee or Preventing Interpersonal
(Crosby local, regional, provincial or | citizens excluding: advisory group, consisting and Self-directed Violence
1986; national level. (1) healthcare of key stakeholders, that and Injuries in the
McMaster Built on a deliberative professionals is, policy makers, experts, Caribbean
Health dialogue approach to or employees practitioners, patients and A citizen panel of
Forum 2017) | yncover citizens’ unique of healthcare caregivers, guide the work participants from several
understanding, values, organizations; (2) Provide citizen brief Caribbean countries was
preferences and insights to | elected officials; (3) Conduct a deliberation/panel | convened on examining
policy issues :(”d'V'd“kmS worklna discussion about an issue the issue of preventing
a%rvr;;irsﬁ]t resltjeslzg " | Summarize the findings of |nterpersqna| and self-
g b the panel and distribute the directed violence and
media or public fi dp injuries in the Caribbean
relations firms naings and addressing solutions.
and (4) individuals | Evaluate key features Most participants saw
who have taken violence as major health
partin two or more problem, with women and
previous citizen youth being particularly
panels susceptible to victimization
and young males engaging
in violent acts. Practical
priorities for action
were then identified by
participants. (Ciurea et al.
2015)
Citizen This is designed to create Randomly Citizens randomly selected Citizens' Dialogue on the
Dialogues a channel between citizens | selected sample of | Citizens given a workbook Future of Healthcare in
(CPRN and political decision- approximately 20 about a policy issue Canada
2005; EKOS | makers to inform the citizens Megt for one or two structured | A citizens’ dialogue was
Research policies of the latter and moderated sessions of a initiated in five sessions to
Associates total of 8-12 hours in length discuss prioritizing public
2005) in small groups and plenary

health goals for Canada.
Participants overwhelmingly
felt that decision-makers
should act immediately, and
hoped that their input would
be considered in future goal
development

(EKOS Research Associates
2005)
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Table 1. Continued

Approach

Description

particular issue might look
like if citizens were given

Deliberative | Combines techniques of Usually between
polling public opinion research 130 and 450
(Fishkin and public deliberation to participants
1991; Fishkin | construct hypothetical (although there is
2005) representations of what no ceiling), paid.
public opinion on a Citizens are

randomly selected
by either random

a chance to become more

digit dialing or
informed

by sending out
“warm-up” letters
to a random sample
of phone listings
followed up with
phone calls

Examples of these
approaches in health

A random, representative
sample answers a
questionnaire evaluating the
knowledge, perceptions and
preferences on a specific
question

Another random
representative is asked to
participate in a “deliberative
event” and receives balanced
briefing materials

At the deliberative event
participants are randomly
assigned to small groups with
trained moderatars
Participants fill out a second
questionnaire capturing
opinions on the topic at hand
First and final poll results are
compared and any changes are
measured and analyzed
Findings of the final survey are
disseminated through media
coverage

(Fishkin 2005)

Deliberative Polling on
Healthcare Issues in
America

Citizens were polled
regarding their opinions on
education and healthcare
as connected issues.
Participants felt that

the volume of uninsured
Americans was the largest
health system issue and
supported policies which
would require some
sacrifice on their part to
cover those individuals

(MacNeil/Lehrer
Productions 2005)

The underlying idea is constructed of
similar features: a selected citizen group
which is broadly representative of the public;
members who are given time and resources,
such as citizen briefs or other plain language
documents mobilizing relevant evidence to
understand the issue up for deliberation; the
space to formulate an opinion. The concept,
however it is implemented, is to shift power to
those whom the research concerns, and to
carry out interventions with feedback and
reflection from citizens (Iwarsson et al. 2015).
Between the specific initiatives, there are
variations, however, such as amount of
information available about the process,
group size or participant selection method.
As the field is relatively young, we do not yet
have a full understanding of the impact and
successes of these approaches. Quite a lot has
been published; however, thus far the results
have been mostly anecdotal (Iwarsson et al.
2015), and the outcomes reported inconsis-
tently (Brett et al. 2014). Nonetheless, we
believe that if properly used and adapted to

context, the engagement processes from
higher income countries can offer insight and
options for LMICs.

Citizen Engagement in Low- and
Middle-Income Countries

While citizen engagement practices are more
established in higher income countries, and
some ideas may be successfully adapted to
LMICs, barriers obstruct the adaptation and
application of these approaches in lower
income countries and settings. These include
issues such as travelling for locals living in
rural areas or without a reliable means of
transport; costs to the research team both in
the investigation and the larger scale
implementation stages which may be
difficult to cover especially for governments
with lower incomes; social exclusion of
certain groups which may result in difficulty
including them in research, and patriarchal
culture and the lower status of women
(Alderman 2013; Iwarsson 2015). At the
same time, the contextual reality of
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communities in LMICs might be more
different to those of the decision-makers in
lower than in higher income settings. Health
sector priority setting in LMICs is generally
dictated by appointed figures and authorities
for cultural, political and other reasons
(Alderman 2013). Hearing the voices and
contributions of communities could
significantly influence how services are
planned and delivered. The focus on citizen
engagement, or community participation, is
not new: since the Alma Ata Declaration in
1978, there has been a call for enhanced
participation and empowerment of com-
munities regarding decisions about health
programmes in LMICs. Decentralization
reforms further reinforced this emphasis on
community participation in many countries
(Rifkin 2014). As one of the most important
considerations for citizen and public
engagement is context, which includes a
country’s income level, to develop and apply
relevant engagement strategies, it is crucial
to look at LMICs in particular to get a better
picture of which initiatives have been
successful and why, to use this learning in
similar settings.

Some evidence is available on how
community participation or citizen engage-
ment has begun to take shape in LMICs. For
example, one recent review by Gullo et al.
(2016) addressed the effectiveness of
community score cards. In this type of
intervention, service users, service providers
and local government identify service access,
utilization and provision challenges, to
generate solutions and to work in partnership
to implement and track the effectiveness of
those solutions in an ongoing process of
improvement. The review concluded that the
use of community score cards led to improve-
ments in citizen empowerment, service
provider and power-holder effectiveness,
accountability and responsiveness and
expanded effective and inclusive spaces for
negotiation in Malawi, Tanzania, Ethiopia,
Rwanda and Egypt.
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Another vehicle to enhance community
participation or citizen engagement, facili-
tate community agency, raise community
voices and trigger social change in many
LMICs is the integration of community
health workers (CHWs) into health systems.
Community support for CHWs is vital to the
success of these activities, as the community
participation is the cornerstone of this type
of engagement and development. CHWs
work together with facility or village health
committees, which can be seen as structures
for social accountability (McCoy 2012).
Recently, some scholars stated that the
function of CHWs as agents of social change
has been pushed from the forefront by
technical tasks focusing on attaining
disease-specific targets (Kalofonos 2014;
Mishra 2014). For example, in India, an
ethnographic study found that relationship
building with the community was valued as
very important by CHWs and that the
narrow indicators used to measure health
system performance, including a hierarchical
structure and the value of statistical evidence
above field-based experiences, could disturb
the potential role of CHWs as agents of social
change, cultural mediators and health
promotors through effective community
participation (Mishra 2014). When CHWs
are required to act as agents of social change,
they need to feel empowered and must be
trained in soft skills such as communication,
problem-solving and facilitating discussions
and priority setting at community level
(Redick et al. 2014). Altogether, the role of the
CHW has had to remain flexible within
public engagement.

In Kenya, CHWs are joined by volunteers
chosen by the community to form a
community health committee (CHC) which
contributes to the Community Health
Strategy (CHS). The committee plays a role in
monitoring and feedback with regard to
community health services; however, they are
not functional in some areas in Kenya, as a
result of lack of training and dependence of

37



38

Moriah E. Ellen et al.

donor support (Kok 2016). Besides the CHCs,
community health dialogue days are intended
to provide opportunities for duty bearers at
the primary care level to share data that are
collected and analyzed in the community-
based health information system with
community members. These data are to be
used for decision-making and collective
action to make improvements. However, since
the launch of CHS in 2006, no clear commun-
ity health dialogue guidelines have been
developed, although the communities
engaged reported satisfaction with the CHWs.
Another approach which buildson a
pre-existing CHC or similar health-focused
group is used in several east and southern
African countries. Lunsford et al (2015)
describe a Community Health System
Strengthening model (CHSS) in which a
community improvement group is formed
from a CHC and one to two community
members who are involved in other existing

community groups and structures, including
women’s groups, village savings and loan
groups, local government, schools and
churches (Figure 1). As a team, they discuss
local health issues based on data from the
health facility. Applying quality improve-
ment methods, they focus on key areas where
improvement is needed and develop and test
strategies to address these issues at the
community level. Through this model, the
community team becomes a locus for change
while receiving supportive supervision and
mentorship from local healthcare workers
and district level health management. The
model has been used to increase community
engagement to address various health
challenges, and was developed under the US
Agency for International Development
(USAID) Health Care Improvement Project
(HCI) and the USAID Applying Science to
Strengthen and Improve Systems Project
(ASSIST) (Lunsford et al. 2015).

Figure 1. The Community Health System Strengthening model brings together people
from existing community groups to form a community team to discuss and strategize
solutions to health issues in the community (Lunsford et al. 2015)
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Tanzania and Mozambique have formed
community improvement teams, which
have effectively increased the rates of
antenatal care for women in Mozambique
and HIV testing in Tanzania. In both cases,
community members who were involved in
the community teams expressed pride in
their work, saying that they now felt they
had an important role to play in their
community and that they were positively
affecting the lives of their neighbours. In
Tanzania, the community improvement
teams in five communities were able to
increase HIV testing by increasing
communication and coordination with the
health facilities and bringing HIV testing to
the communities themselves. These teams
also reduced the number of HIV patients
who were lost to follow-up, from 44 in
March 2014 to five in September 2014,
through coordination of follow-up between
the Home-Based Care volunteer (an unpaid
community health volunteer system
established by the Government of Tanzania)
and People Living with HIV (PLHIV)
groups (Lunsford et al. 2015).

Stover et al (2015) describe how the CHSS
model was used in Mozambique. The
community improvement team was formed

in 15 villages (bairros) that make up the
catchment area of Licilo Health Facility, and
focused on improving antenatal care (ANC)
rates, by community identification of
pregnant women and encouragement to
attend ANC early in their pregnancy. This
intervention identified 896 pregnant women
and increased the percentage of those who
received ANC in the same month from 36%
to 97% between March 2014 and February
2015 (Figure 2). In addition, the rate of
pregnant women came for first ANC
between 10 and 20 weeks’ gestation,
increased from 54% in August 2013 to 73%
by August 2014.

The aforementioned is just a sampling of
approaches and initiatives developed for use
in LMICs. While these are mainly health
service related, the infrastructure which
already exists in the countries driving these
efforts can be used to push for community
engagement in health priority setting and
policy development at the district level.
Havinglocal participants on the ground,
such as community health workers, as
go-betweens, is also essential in identifying
and applying the engagement approaches
which will be the most beneficial in the
specific contexts of each country.

Figure 2. Number of pregnant women identified by all community groups and
percentage of community-identified pregnant women who received first ANC
in the same month at Licilo Health Center (15 bairros), March 2014—February 2015
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Conclusion

As previously stated, modern community
engagement and its evaluation is still
relatively new; thus, the aforementioned
experiences of both higher and lower income
countries can point to lessons that can
inform further and more refined research.
While the scope of these initiatives is broad,
there are a number of basic principles to be
gleaned, recognizing the unique features of
each approach and the contexts in which
they operate, including the country’s level of
socioeconomic development. For example,
while higher income countries tend to have
experience with more structured approached
to engagement which LMICs may be able to
learn from, the opposite also applies; those
conducting research in higher income
settings should seek to reconstruct the aspect
of bottom-up community building and
volunteerism which lies at the heart of citizen
engagement approaches in the LMIC context.
Thus, the social and political structures from
higher income countries can be used as an
example for LMICs to help community
voices be heard and action to be taken on a
broader level. Conversely, the strength of the
bottom-up approach and the sense of
community action which permeates in
LMIC:s can be used to involve more individ-
uals in a meaningful way in policy change for
higher-income countries. It is valuable to
evaluate the engagement initiatives presented
extensively to discern which core elements
lead to enhanced engagement and impact
and under what contexts. Because commun-
ity engagement strategies are in their infancy
and rapidly evolving, LMICs have much to
learn not only from their own citizens, but
also from one another.

There are some broader, universal lessons
to learn as well. Community engagement
benefits from support at higher levels, such as
district structures. District structures can aid
community engagement by convening,

focusing the engagement on specific issues
and serving as a feedback loop. While citizen
engagement in national policy dialogue is
needed, community engagement at the local
level should be recognized and fostered,
particularly in the context of increasing
decentralization of healthcare decision-
making in health systems. Lessons learned at
the local level should also be used to inform
both district and national policies.

Unfortunately, we still do not have clear
insight as to how and how much citizen
input is incorporated into policy (Iwarsson
etal. 2015); however, it is clear that
community voices need to play a bigger role
in forming policy and are critical to reach-
ing SDGs in health and economic growth.
They must be heard in the halls of local and
national governance and, ultimately,
articulated in the global dialogue. The
community needs to exercise greater
influence on national policies and global
advocacy, and bring evidence to bear in
decision-making at all levels. Evidence
needs to move out of communities and
districts through broader communication
and knowledge translation avenues to
influence and shape national and global
level policies and strategies. It is evident
from the current literature that citizen
engagement is needed to support a robust
healthcare system. However, while there is
consensus on the importance of citizen
engagement, extensive work is needed to
examine the different approaches within
different contexts, barriers and facilitators
to obtaining and disseminating the
community’s perspectives, and the most
effective ways to ensure the outcomes of
these approaches are presented to and
incorporated by decision-makers. It is still
early days in the field and more exploratory
and primary research needs to be conducted
to learn best practices, and, of course, learn
from one another.
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Abstract

Digital tools play an important role in supporting front-line health workers who
deliver primary care. This paper explores the current state of efforts undertaken to
move away from single-purpose applications of digital health towards integrated
systems and solutions that align with national strategies. Through examples from
health information systems, data and health worker training, this paper demon-
strates how governments and stakeholders are working to integrate digital health
services. We emphasize three factors as crucial for this integration: development
and implementation of national digital health strategies; technical interoperability
and collaborative approaches to ensure that digital health has an impact on the
primary care level. Consolidation of technologies will enable an integrated, scale-
able approach to the use of digital health to support health workers.

Purpose: As this edition explores a paradigm shift towards harmonization in
primary healthcare systems, this paper explores complementary efforts under-
taken to move away from single-purpose applications of digital health towards
integrated systems and solutions that align with national strategies. It describes
a paradigm shift towards integrated and interoperable systems that respond to
health workers’ needs in training, data and health information; and calls for the
consolidation and integration of digital health tools and approaches across health
areas, functions and levels of the health system. It then considers the critical
factors that must be in place to support this paradigm shift. This paper aims not
only to describe steps taken to move from fractured pilots to effective systems,
but to propose a new perspective focused on consolidation and collaboration
guided by national digital health strategies.

Background: Integration in 58% of mobile health interventions address-

Primary Care and Digital Health

In a mixed methods research in Zambia,
health workers in rural primary health cited
access to technologies as a factor that
enabled them to provide quality care
through reduced reporting time, improved
tracking of patient information and better
access to health information. Health workers
also cited lack of access to technologies as a
factor that limited quality of care. Digital
tools are often used to assist health workers
in diagnosis, education and training, data
collection and more (Agarwal et al. 2016).
However, only 10% of technology-driven
health interventions reach the desired level
of integration and scale, with 45% stalling
after 12 months (Scott and Mars 2013), and

ing only one health domain (such as
maternal health, nutrition or child health.)
(Agarwal et al. 2016).

From a history of fragmented application
of digital technologies, the field of digital
health is placing increased emphasis on
coordinated investments and implementa-
tions. Integrated, scalable systems guided by
the Principles of Digital Development
(Principles n.d.) can harmonize efforts
across the health system, respond to health
workers’ needs and drive action around
national strategies. This paper provides
examples of efforts to improve alignment of
digital health efforts to support health
workers in three areas: data, health informa-
tion systems and training.
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To improve harmonization in digital
health, we propose that three factors — strat-
egy, interoperability and collaboration —are
critical. (For purposes of this paper, inter-
operability is defined as “the extent to which
systems and devices can exchange data, and
interpret that shared data ... and subsequent-
ly present that data such that it can be
understood by a user,” abridged from the
definition used by HIMSS 2013.)

There is a recognized need to integrate
systems, interventions and services in
primary healthcare, not only in digital health
(WHO 2016; WHO 2017). This requires a
broader perspective on primary healthcare
systems, paired with a focus on how primary
care connects to other parts of the health
system, and how to better integrate vertical
programs (Frenk 2009). The use of informa-
tion and communication technologies for
health (hereafter “digital health”) can enable
such integration; and in digital health, as in
primary care, efforts are being made to move
from single-purpose tools and deployments
towards interoperable, nationally-owned
structures (van Gemert-Pijnen et al. 2011).
While this orientation is evident across the
field of digital health, this paper draws on
examples of digital health interventions and
systems that support health workers in
primary care.

Current State: Integrating

Digital Health in Information,

Data and Training

This paper documents efforts underway to
improve integration of digital systems and
actors in three critical areas: health informa-
tion systems, data and training. These have
been selected for their critical nature,
applicability to health workforce needs and
the volume of work that has been done in
these areas. As technologies are introduced
into primary healthcare systems, a holistic
approach combining information systems,
training and strengthening data use can
address the challenges countries (and the
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health workers themselves) face. These areas
emphasize the need for digital development
that responds to health workers’ needs, and
illustrate principles and approaches that
allow digital health interventions to be
effective and sustainable.

The importance and interdependence of
these three factors are evident in the context
of outbreak prevention and response (Wilton
Park 2015). A WHO consultation in 2015
aimed to develop global norms for data
sharing and transparency during public
health emergencies; and led to the agreement
that timely exchange of information is
critical for informed decisions about
response. Data must be processed and stored,
and stakeholders agreed that there was a clear
need to enhance data management capacity,
both in terms of technology support and
expertise. (Modjarrad et al. 2016) The role of
health workers in preparing for and
responding to outbreaks has received less
attention in the context of Ebola, but a
well-trained, well-supported health work-
force is arguably the most important factor in
outbreak response. Nigeria’s ability to
contain Ebola was availability of a health
workforce with critical skills for prevention
and response (Balajee et al. 2016). The
importance of collection and sharing of data,
the means for processing data to drive
decisions and the assurance of a well-
supported health workforce is equally
applicable to the primary care setting.

Data collection, access and use

Data is critical at all levels of the health
system, particularly at the primary level, to
plan and provide timely health services to
populations. For example, nurses delivering
immunization services need patient data to
evaluate the proportion of population their
services are reaching, plan the amount of
vaccine stock needed and to follow up with
caretakers whose children who do not come
for immunizations on time. Data can also
help health workers to follow expectant
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mothers through prenatal care and reach out
to those who miss key appointments.

The use of technologies for data collection
and reporting can save health workers time
spent maintaining multiple paper register
books and filling out paper reports from
various data sources, while also decreasing
the high risk of human error. Digital technol-
ogies also enable integration with analytical
tools, enabling faster use of data through
customized reports, dashboards and other
data visualization tools.

Data can be used to address the complex
roles and workflows health workers face
daily. For example, the PATH Malaria
Control and Evaluation Partnership in Africa
project works with community health
workers (CHWS) to monitor and report on
malaria infections in their catchment areas.
CHWs were provided with a basic mobile
phone, which served as a motivating factor
and enabled them to report data on infec-
tions in their catchment areas in a timely
fashion. They were more easily able to
communicate with other health workers in
their area, connect patients with the local
health facility and provide critical informa-
tion to track trends and areas of high
infection to target key interventions; and
thus timely reporting of malaria infections
has improved, helping to provide greater
access to treatment (MACEPA 2017).

To improve healthcare outcomes, data
provided by information systems must be
usable and digestible by those who need it:
notably health workers, district supervisors
and policy makers. Data tools must be
appropriate to the contexts and the users, as
well as reliable, stable and suitable for their
data use needs. When developing systems
designed to assist front-line health workers in
data collection and use, in-depth user input
and feedback on the content and presentation
of data, as well as the system development
process itself, can help to ensure that systems
meet the information needs of front-line
health workers (Pakenham-Walsh and
Bukachi 2009). Including health workers in

systems development contributes to the
overall motivation of health workers and
their ability to influence their work environ-
ment and align with larger efforts. Beyond
(and often more successful than) financial
incentives, motivating factors can include
power to make or influence decisions,
recognition and appreciation and overall
support and sufficient resources to conduct
their work (Franco et al. 2002).

Data have the potential to connect
health workers to multiple levels of the
health system, and it is critical to do so.

A data use culture with strong practices
around data collection and use for deci-
sions will ensure that users sustain use of
technologies, and make the technologies
themselves more successful. Key ways to
build an appreciation for the importance
of accessing and using data include stream-
lining complex work flows, ensuring
usability of data for practical purposes,
motivating health workers to demand and
appreciate data in their work and strength-
ening supervision and feedback loops (BID
Initiative 2015). Hearing from superiors
that the data they collect are important,
and reviewing it with them, increases the
value of that data to the individual health
worker and makes them more likely to
invest in the data use culture and adoption
of technologies. The African Routine
Immunization System Essential project
found that the routine review of data and
performance information were key to
improving immunization coverage (Larson
and LaFond 2011). To maximize the impact
of data, many countries are adopting
quarterly district-level meetings to review
performance data and targets, or are
incorporating data review into supportive
supervision, to strengthen the value of data
to health workers and strengthen decision-
making throughout health service delivery.

Health information systems

For front-line health workers and policy
makers alike, robust health information
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systems (HIS) are needed to supply data for
informed decision-making as described in
the previous section. Recognizing the
benefits of moving from paper records to
digital systems, Ministries of Health and
other stakeholders are turning to open-
source systems to track health services,
health workforce, commodities and records.
This allows them to improve management,
supervision, supplies and support for health
workers. Health workers can also use HIS
dashboards and other data visualization
tools to inform decisions on how best to
provide support to clients. Software code in
open source systems is made freely available,
saving costs from software and licensing fees
and providing flexibility for countries to
adapt tools to meet their needs.

Health management information systems
provide tools to collect, manage, analyze and
visualize aggregate data of health services at
facilities. Over 60 countries are using DHIS 2,
which was developed by the Health
Information Systems Programme at the
University of Oslo. DHIS 2 has capabilities
for system interoperability with other
systems. Interoperability makes it possible
for data to be exchanged with other systems
(such as messaging or supply chain systems)
using common standards (DHIS 2 n.d.).
Another open source and interoperable
system is iHRIS, a human resource informa-
tion system developed by IntraHealth
International. iHRIS allows Ministries,
professional councils and health service
delivery organizations the ability to track and
manage their health workforce. Over 20
countries are using iHRIS data to collect data
that enable them to understand health
workforce shortages, manage health worker
distribution and aid in other health work-
force needs (iHRIS n.d.).

Health information systems can connect
health workers and clients with national
institutions, such as Ministries and Councils.
For example, in Uganda, the Medical and
Dental Practitioners Council made licensure
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information of 3,877 health workers in its
iHRIS available to the public through a
mobile directory (Bales 2013). Patients could
send a text message to inquire if their
provider was licensed or registered. This
transparency cut down on “quacks,” and the
proportion of physicians renewing their
licenses increased from 42% to 57% in one
year (Bales 2013).

Responsibility for the development and
implementation of HIS sits not only with
technologists and Ministry of Health
officials, but can include front-line health
workers For example, the Government of
Liberia is implementing mHero, a two-way
SMS system that connects front-line health
workers and the Ministry of Health. This is
possible through interoperability between
iHRIS and UNICEF’s RapidPro messaging
platform. After receiving messages from
mHero, front-line health workers can report
information to the national level in real time.
In November 2014, the Ministry used mHero
to contact over 480 health workers to validate
their information and track healthcare
provision during the Ebola outbreak
(IntraHealth International 2016). Since then,
the Ministry has used mHero to contact over
8,000 public-sector health workers and more
than 1,000 general community health
volunteers in all 15 counties to validate
information, access feedback on client
services and inform health workers of
trainings and events.

To improve the impact of HIS, govern-
ments and stakeholders are calling for
investments in nationally scaled systems and
facilitation of interoperability, ensuring data
can be accessed and shared among systems.
In many countries, efforts have been made
to ensure efficient data management and
increase data quality by establishing Master
Facility Lists so that a facility list in DHIS 2
correctly matches a list in iHRIS. Several
challenges to strong HIS exist, including
insufficient investments in HIS; inefficient
investments and fractured systems in data
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collection and analysis; lack of in-country
capacity to use and understand data and
limited access to data (Health Data
Collaborative 2015). National governments
have been unable to keep pace with the
investments needed to customize and
implement HIS — including technological
updates and investments in human capacity.
Donors have struggled to align the invest-
ments needed for development and scale of
HIS tools. To address these challenges, many
lower- and middle-income countries
(LMICs) are developing national digital
health strategies and implementation
roadmaps to establish a framework for their
systems and processes to share data and
using additional investments in system
development and analytics training to build
in-country capacity to develop, implement
and scale robust HIS. Governments are also
calling for data access, privacy and security
and data sharing to be standardized; and for
investments to be coordinated.

Education and training

Training is an essential element for health
workers to be able to understand and act
upon the data and information they receive,
and to provide high quality primary care
services. However, many argue that insuffi-
cient emphasis has been placed on ensuring
front-line health workers receive adequate
training. Many front-line health workers in
remote areas receive inadequate training and

information, and are therefore working
outside of their clinical and professional
knowledge (Pakenham-Walsh and Bukachi
2009). Digital tools have played a large role
in education and training of health workers
who provide primary healthcare to com-
munities (Agarwal et al. 2016), and digital
tools have shown effectiveness in increasing
providers’ knowledge. Research indicates
that digitally based distance education can
be as effective (and in some cases more so)
than face-to face-training (Zhao et al. 2005).
Table 1 provides examples of results from
existing distance education programs using
mobile technology to help health workers
improve their knowledge and skills.

As smartphones and tablets become more
affordable and accessible, and mobile
applications accommodate offline access,
these tools can support education for both
health workers and communities (Agarwal et
al. 2015). Digital training tools can enhance
client-provider dialogue and the delivery of
health services. Pre-loaded videos can convey
crucial information to health workers and
initiate dialogue between a health worker
and client. Unfortunately, fragmented
implementations of digital health systems
often reflect vertical approaches to
supporting health workers in more tradition-
al methods of training. In Uganda, for
example, the Ministry of Health found that
while 109 partners were supporting Village
Health Team (VHT) activities, they

Table 1. Sample results of digital training programs

Project, country and population Objective

Workers

OppiaMobile: Ethiopia, Health Extension | Reinforce HEW Training
Curriculum in primary care

Sample results

Very high levels of user acceptance long after the
formal training program had ended (Levine et al.
2015)

iDEA: Nigeria, Midwives
clinical training

Provide counselling training and

Midwives recognized need for behaviour change,
showed improvement in post-test following use
(Bailey and Little 2014)

Gyan Jyoti: India, ASHAs and Clients
clients

Provide decision support for FP

Women who used Gyan Jyoti app more likely
to adopt modern contraceptive methods (Johns
Hopkins Center for Communication Programs 2015)

Workers

VTR Mobile: Nigeria, Primary Healthcare | Provide training on antenatal,
obstetric and newborn care

Average of 32% improvement in scores post
training (Anadach Consulting, 2016)
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motivated VHTs differently, had different
reporting formats, and used training with
different methodologies and durations
(Uganda Ministry of Health 2015). This
approach prevents standardization in
training content and procedures and leads to
inequitable access to trained health workers
for communities; it will also contribute to
increasingly disconnected digital support
systems unless standards are enforced and
implementation is managed accordingly.
Technology can coordinate the sharing,
certification and centralization of training
content for health workers, including the
conversion of print materials to digital
format. A central library for digital training
content can make it possible for Ministries
and stakeholders to access and approve
content; ensure materials meet training

requirements and help standardize materials.

When paired with technologies to structure
content and deliver it to health workers’
devices, these technologies can facilitate
equitable, sustainable delivery on a national
scale (Bailey, 2016).

Through integration of technologies,
training and data, HIS can provide harmon-
ized services to health workers and clients
(further described below, and in Figure 2).
For example, a distance learning application
could share information with a data collec-
tion application so that health workers’
training progress (e.g., modules covered,
videos shown, etc.) could be fed into HIS and
shared with Ministries and Councils.

Discussion: Critical Factors to
Accelerating the Paradigm Shift
towards Integrated Systems

To accelerate and support a paradigm shift
towards integrated digital health systems
that respond to health workers’ needs, three
factors, among many, are critical: a clear
national digital health strategy, interoper-
ability among technologies and collabora-
tion of actors in digital health and health
systems. While these three elements do not
present a complete solution to the complex
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problems that exist, we propose that they
provide the framework and environment
necessary for meaningful impact of digital
health solutions. We have selected these
elements as factors that will enable improved
alignment and use of existing resources, will
have a tangible impact on health workers’
work by easing administrative burden or
improving their ability to provide high-
quality care and, if not addressed, will
contribute to worsening duplication within
the digital health field.

National digital health strategies

Specific and actionable national digital
health strategies are necessary to move away
from fragmentation, and attract investments
for sustainable solutions (Scott and Mars
2013). The International Telecommunication
Union National eHealth Strategy Toolkit
(2012) provides governments a comprehen-
sive roadmap from which to develop digital
health strategies. It recommends a National
Digital Health Vision, National Digital
Health Action Plan and National Digital
Health Monitoring and Evaluation and
advises engaging stakeholders early in the
process. While such toolkits provide overall
frameworks, strategies must be country-
specific and consider the broader socio-
economic, political and environmental
contexts and their impact on health needs
(Khoja et al. 2012).

For example, Liberia’s Ministry of Health
developed a collaborative strategy for health
information system management in response
to fragmented health data and systems; weak
infrastructure; and a recognized need to
strengthen its national health systems and
facilitate interoperability (Fighting Ebola
with Information 2017). The Ministry led a
four-stage HIS Strategic Planning Process
aimed to close gaps exacerbated by the Ebola
outbreak and create a stronger framework for
the country’s health information. The
development of the 2016—2021 HIS Strategic
Plan coincided with the National Health
Investment and Resilience Investment Plan.
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The UN Broadband Commission for
Sustainable Development (2017) explored
levers influencing HIS and digital health
strategies, and pointed to the importance of
government leadership, governance and
intra-governmental cooperation in digital
health. It recommends that national visions
for digital health be aligned with a country’s
health priorities, as well as the existing and
projected capacity of its information and
communication technology (ICT) infra-
structure and systems. Sustained senior
government leadership and committed
financing are critical, as well as effective
governance mechanisms and a national
ICT framework.

Interoperability

A lack of interoperability between digital
health technologies leads to duplication of
effort, inability to share information and
unnecessary limitations on the capabilities
of technologies — all because systems used in
the same country do not “talk” to each
other. This can mean that health workers
lack access to data that exist at regional or
national levels and, if accessible, would help
them make decisions to care for their
communities. On a national level, a lack of
interoperability hinders the development of
an integrated set of digital services in a
health system. At a 2013 BID Initiative
meeting, participants from 11 African
countries expressed frustration at the
inability to share data among digital systems
within their countries, and pointed towards
lack of interoperability as a major barrier to
sustainability and future utility of digital
health solutions (BID Initiative 2015).

A 2016 report by the GSMA, an association
of mobile operators, states that while the
standards for interoperability are in fact
available, a lack of adherence to existing open
source standards is a primary barrier.
Interoperability as a pillar of a country’s
health information system and the associated
eHealth architecture can help countries
address challenges as they implement,

expand and adapt digital health solutions.
An eHealth architecture lays the foundation
for how data will flow through a health
system, and acts as a blueprint detailing
which HIS will be used, how they will
connect to share data and what standards
will be used to facilitate interoperability. In
2016, the government of Tanzania developed
aroadmap of investments to strengthen all of
their health data systems and data use. This
extensive process laid out the necessary
investments for the government to have the
systems to effectively use data to improve the
health of their population. A core aspect of
the roadmap was being able to “connect and
harmonize systems” and includes plans to
develop governance, guidelines and stan-
dards for interoperability (Data Use
Partnership 2016).

An emphasis on HIS interoperability has,
in some cases, forced implementers and users
to be collaborative and design systems to
work together easily. The OpenHIE
community is one example of how global
implementers are addressing integration of
data by creating a reusable architectural
framework that leverages health information
standards across systems. One key tool
available through OpenHIE is an interoper-
ability layer, which allows mobile
applications to interact with each other and
with the systems and infrastructure of the
larger information system; meaning that data
from multiple sources can be shared and
used for decision-making (Figure 2).

Multi-stakeholder collaboration

We emphasize interoperability not only in
terms of technical interoperability, but in its
role to facilitate and enforce collaboration.
The actors involved are equally critical to
interoperable, integrated systems. This
includes policy makers, and systems
developers, but also health workers and
users, who have the responsibility to engage
in the demand and use of health training,
data and information systems. Government
actors must provide leadership and share
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Figure 1. Sample information structure
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the commitment to achieve accessible,
integrated digital systems that enable
quality primary care services.

For sustainable national solutions to
possible, stakeholders must collaborate to
change practices and overcome the present
fragmented environment. Multi-stakeholder
dialogues and processes can allow stakehold-
ers from the nonprofit sector, donors and the
private sector (among others) to develop
shared action plans based on national
strategies; acknowledge fragmentation;
develop strategies for collaboration and align
their activities and investments to national
strategies (Ashrafetal. 2015). For example, a
2016 collaborative workshop for digital
management in Pakistan brought together
public and private sector representatives to
examine the possibility of a shared interoper-
able platform to distribute digital health
training content across the Sindh province.
Participants recognized the use of duplicate
and at times inappropriate technologies for
the delivery of health information. This
workshop also led to the acknowledgement
that most proven digital technologies are
already designed to operate at scale and that
those technologies that provide critical
services, (such as data collection and
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information dissemination), do not need to
be duplicated by multiple technologies across
asingle province.

On a global level, collaboration can also
establish approaches and standards to be
responsive to health workers’ diverse roles
and needs. The Principles for Digital
Development (n.d.) guide the development
and implementation of digital health
initiatives, and provide a forum for stake-
holders to share experiences on their use of
these principles. Global guidelines codify a
shared vision for digital health in primary
care, but user-centered design and considera-
tion of health priorities on national, regional
and community levels, allow digital
approaches to respond to the varied needs of
health workers such as the diversity of CHW
roles and definitions as described by
Olaniran etal. (2017).

Looking Ahead: Consolidation

for Harmonization

Technology plays a large part in making
integration of health services possible.
Increasingly, the challenge to accelerate
harmonization and impact in digital health
will be eliminating options that provide
nearly identical functionality but fail to meet
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criteria for sustainability (such as use of open
source code). The volume of similar technol-
ogies in use for health is not sustainable, and
for technology to be led by strategy, consist-
ent with interoperability standards, and
supported by collaboration, will require
consolidation. By consolidating around
systems that serve key functions (e.g., data
collection, content dissemination, etc.), a
government would be able to select, adapt
and manage technologies to support their
health workforces. For example, rather than
developing separate training applications per
health area, a single content delivery system
would be able to disseminate training across
cadres and health areas. For example, a single
system could provide training to CHWs for
HIV prevention, nurses for treatment, and
community members for health education.
A single data system could track vaccination
coverage or community attitudes towards
Ebola. This consolidation makes scale and
interoperability possible; and until this
consolidation takes place it will be difficult

for health systems to fully leverage the
potential of digital health systems that
respond to the complex needs of the health
workforce. Figure 3 illustrates the potential
of a set of interoperable technologies to meet
key needs of the health workforce.

On the primary care level, digital tools can
provide health workers with the training and
data they need, and can provide governments
with tools and information to support health
workers. For digital technologies to support
the integration of community health systems
the paradigm must be shifted from single-
purpose, time-limited, applications of
technology, towards long-term, integrated
systems that respond to health workers’
needs, as well as the needs of the health
system. This is not intended to limit innova-
tion, but to aggregate efforts and resources
towards an integrated approach led by
national strategies with support from
collaborative stakeholders, which can allow
technology to truly support health workers
who deliver primary care.

Figure 2. Interoperable technologies in support of health workforce
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Summary

Digital health has demonstrated high
potential to strengthen health systems, to
support health workers and to improve
primary care; but it has been hampered by
short-term approaches that are not harmon-
ized with other approaches or guided by
national strategies. To change practices from
this fragmented, duplicative approach, all
actors must collaborate to support inter-
operable systems that serve key functions,
are information agnostic, and are adaptable
to different contexts. Meaningful collabora-
tion between all actors — particularly health
workers themselves — is essential to ensure
that digital tools meet their potential to
transform primary healthcare.

References

Agarwal, S., H.B. Perry, L. Long and A.B. Labrique.
2015. “Evidence on Feasibility and Effective use of
mHealth Strategies by Frontline Health Workers
in Developing Countries: Systematic Review.”
Tropical Medicine and International Health 20(8):
1003-14. doi: 10.1111/tmi.12525.

Agarwal, S., L. Rosenblum, T. Goldschmidt, M.
Carras, N. Goal and A.B. Labrique. 2016. Mobile
Technology in Support of Frontline Health Workers.
Johns Hopkins University Global mHealth Initiative.
Retrieved March 2017. <http://www.chwcentral.
org/sites/default/files/Mobile%20Technology%20
in%20Support%200f%20Frontline%20
Health%20Workers.pdf>.

Anadach Consulting. 2016. A Report of the
Matnernal and Neonatal Health Video Training
Pilot Project in Ondo State Nigeria. (Unpublished
dataset).

Ashraf, S., C. Moore, V. Gupta, A. Chowdhury,
A.K. Azad, N. Singh, D. Hagan and A.B.
Labrique. 2015. “Overview of a Multi-Stakeholder
Dialogue around Shared Services for Health: The
Digital Health Opportunity in Bangladesh.”
Health Research Policy and Systems 13(1): 74. doi:
10.1186/s12961-015-0063-2.

Balajee, S.A., R. Arthur and A.W. Mounts. 2016.
“Global Health Security: Building Capacities for
Early Event Detection, Epidemiologic Workforce,
and Laboratory Response. Health security 14(6):
424-32.

Bailey, M. and A. Little. 2014. Testing Scenario
NURHI Distance Learning Pilot, March 23,
2014. (unpublished dataset).

WoRrLD HEaLTH & PoruLaTiON ® VoL.17 No.3

Accelerating Harmonization in Digital Health

Bailey, M. 2016. “Scale the Technology Now:
Applying Engineering Principles to Promote
Rapid Deployment of Mobile Digital Content
Delivery Systems. Retrieved March 2017.
<http://mpoweringhealth.org/wp-content/
uploads/2016/12/mPowerering-Paper-Jan-
2017-v1r7.pdfs.

Bales, C. 2013. “Eliminating Quacks and
Improving Health Care in Uganda.” CapacityPlus
Voices. 12. Retrieved March 2017. <https://www.
capacityplus.org/files/resources/Voices-12.pdf>.

BID Initiative. 2015. BID Initiative Theory
of Change. Retrieved March 2017. <hetp://
bidinitiative.org/bid-learning-network/resources/
bid-initiative-theory-of-change/>.

Broadband Commission for Sustainable
Development. 2017. Digital Health: A Call for
Government Leadership and Cooperation between
ICT and Health. Retrieved March 2017. <htep://
www.broadbandcommission.org/Documents/
publications/WorkingGroupHealthReport-2017.
pdf>.

Countries using DHIS 2. n.d. dhis2. Retrieved March
2017. <https://www.dhis2.org/deployments>.

Data Use Partnership. 2016. The Journey to Better
Data for Better Health in Tanzania. < Retrieved
March 2017. <http://www.path.org/publications/
files/ DHS_health_tanzania_rptl.pdf>.

Fighting Ebola with Information. 2017.
Retrieved March 2017. <https://www.
globalinnovationexchange.org/fighting-ebola-
information>.

Franco, L.M., S. Bennett and R. Kanfer. 2002.
“Health Sector Reform and Public Sector Health
Worker Motivation: A Conceptual Framework.”
Social Science and Medicine 54: 1255-66. doi:
10.1080/10810730.2012.666627.

Frenk, J. 2009. “Reinventing Primary Health
Care: The Need for Systems Integration. The
Lancet 374(9684): 170-73. doi: 10.1016/S0140-
6736(09)60693-0.

GSMA. 2016. “Digital Healthcare Interoperability.”
Connected Living. Retrieved March 2017.
<http://www.gsma.com/connectedliving/digital-
healthcare-interoperability/>.

Health Data Collaborative. 2015. “Roadmap
for Health Measurement and Accountability.”
Retrieved March 2017. <https://www.
healthdatacollaborative.org/fileadmin/uploads/
hdc/Documents/the-roadmap-for-health-
measurement-and-accountability. pdf>.

HIMSS. 2013. “Definition of Interoperability.”
Retrieved March 2017. http://www.himss.
org/library/interoperability-standards/what-is-
interoperability>.

53



54

Carolyn Moore et al.

iHRIS. n.d. Retrieved March 2017. <www.ihris.

org>.

IntraHealth International. 2016. Liberia uses
mHero to Support Health Workers on the Front
Lines of the Ebola Epidemic. Retrieved March 2017.
<https://www.intrahealth.org/news/liberia-uses-
mbhero-to-support-ebola-workers-on-the-front-
lines>.

International Telecommunication Union. 2012.
National eHealth Strategy Toolkir. Retrieved March
2017. <http://www.itu.int/pub/D-STR-E_
HEALTH.05-2012>.

Johns Hopkins Center for Communications
Programs. 2015. “Gyan Jyoti: A Report on a
Mobile Health Counseling Application: A Survey
with Married Woman 18-49 years in 2 Districts
of Bihar, India.” Baltimore, MD: Johns Hopkins.

Khoja, S., H. Durrani, R. Nayani and A. Fahim.
2012. “Scope of Policy Issues in eHealth: Results
From a Structured Literature Review.” Journal of
Medical Internet Research 14(1): 34. doi: 10.2196/
jmir.1633.

Labrique, A.B., L. Vasudevan, E. Kochi, R.
Fabricant and G. Mehl. 2013. “mHealth
Innovations as Health System Strengthening
Tools: 12 Common Applications and Visual
Framework.” Global Health: Science and Practice
1(2): 160-71. doi: 10.9745/GHSP-D-13-00031

Larson, A. and A.K. LaFond. 2011. Drivers 0f
Routine Immunization System Performance at the
District Level: Ghana Case Study Research Brief.
Arlington, VA: JSI Research & Training Institute,
Inc., ARISE Project for the Bill & Melinda Gates
Foundation.

Levine, R., A. Corbacio, S. Konopka, U. Saya, C.
Gilmartin, J. Paradis and S. Haas. 2015. mHealth
Compendium. Vol. 5. Arlington, VA: African
Strategies for Health, Management Sciences for

Health.

Modjarrad, K., V.S. Moorthy, P. Millett, P-S. Gsell,
C. Roth and M.-P. Kieny. 2016. “Developing
Global Norms for Sharing Data and Results during
Public Health Emergencies.” PLoS Medicine 13(1):
€1001935.

Olaniran, A., H. Smith, R. Unkels, S. Bar-Zeev
and N. van den Broek. 2017. “Who is a
Community Health Worker? A Systematic Review
of Definitions.” Global Health Action 10(1), doi:
10.1080/16549716.2017.1272223.

OpenHIE. n.d. Retrieved March 2017. <https://
ohie.org/>.

Pakenham-Walsh, N. and F. Bukachi. 2009.
“Information Needs of Health Care Workers in
Developing Countries: A Literature Review with
a Focus on Africa.” Human Resource for Health

7(30). doi: 10.1186/1478-4491-7-30.

Principles for Digital Development. n.d. Retrieved
March 2017. <http://digitalprinciples.org>.

MACEPA. 2017. Making Malaria History. Retrieved
March 2017. <http://www.makingmalariahistory.
org/eliminate-malaria/elimination-approaches/
quality-data-and-surveillance/>.

Rowe, A.K., D. de Savigny, C.F. Lanata and
C.G. Victora. 2005. “How Can we Achieve and
Maintain High-Quality Performance of Health
Workers in Low-Resource Settings? 7The Lancet
366(9490): 1026-35. doi: 10.1016/S0140-
6736(05)67028-6.

Scott, R.E. and M. Mars. 2013. “Principles and
Framework for eHealth Strategy Development.”
Journal of Medical Internet Research 15(7): 155.
doi: 10.2196/jmir.2250.

Uganda Ministry of Health. 2015. National
Village Health Teams Assessment in Uganda.
Retrieved March 2017. <http://library.health.
go.ug/publications/service-delivery-public-health/
health-education/national-village-health-teams>.

van Gemert-Pijnen, J.E., N. Nijland, M. van
Limburg, H.C. Ossebaard, S.M. Kelders, G.
Eysenbach and E.R. Seydel. 2011. “A Holistic
Framework to Improve the Uptake and Impact of
eHealth Technologies.” Journal of Medical Internet
Research 13(4): 111. doi: 10.2196/jmir.1672.

Wilton Park and mPowering Frontline Health
Workers. 2015. (Re)building Health Systems in West
Africa: What Role for ICT and Mobile Technologies?
Retrieved March 2017. <http://mpoweringhealth.
org/wp-content/uploads/2015/07/WDP1409-
Report.pdf>.

World Health Organization (WHO). 2016.
Framework on Integrated People-Centred Health
Services. Retrieved March 2017. <http://apps.
who.int/gb/ebwha/pdf_files/ SWHA69/A69_39-en.
pdfrua=18&ua=1>.

World Health Organization (WHO). 2017. “The
Way Forward: Five Strategies.” Service Delivery and
Safety. < Retrieved March 2017. http://www.who.
int/servicedeliverysafety/areas/people-centred-
care/strategies/en/>.

Zhao, Y., ]. Lei, B. Yan, C. Lai and H.S. Tan. 2005.
“What makes the Difference? A Practical Analysis
of Research on the Effectiveness of Distance
Education.” Zeachers College Record 107(8): 1836.

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3



THE EVOLVING FRONT-LINETEAM 55

2

A Formative Assessment
of Nurses’ Leadership Role
in Zambia’'s Community
Health System

¢

Allison Annette Foster,* MA
IntraHealth International
Washington, DC

Fastone M. Goma,* BSc, MB ChB, MSc, CertPH, PhD
University of Zambia, School of Medicine
Lusaka, Zambia

Judith Shamian,* RN, PhD, D.Sc (Hon), LLD (Hon), FAAN
International Council of Nurses
Geneva, Switzerland

Carolyn Moore,* MPH
mPowering Frontline Health Workers
Washington, DC

Marjorie Kabinga-Makukula,* BSc, MSc, PhD
University of Zambia, School of Nursing
Lusaka, Zambia

Nellisiwe Luyando Chizuni,* BSc, MPH
University of Zambia, School of Medicine
Lusaka, Zambia

Charity Kapenda,* BSc, MSc
University of Zambia, School of Medicine
Lusaka, Zambia

Stembile Mugore,* SRN, SCM, MHP

IntraHealth International
Washington, DC

WoRrLD HEaLTH & PoruLaTiON ® VoL.17 No.3



56

Allison Annette Foster et al.

Claire Viadro,* MPH, PhD
IntraHealth International
Chapel Hill, NC

Laura Hollod,* MPH
Johnson & Johnson
New Brunswick, NJ

Gail Tomblin Murphy,* RN, MN, PhD

Dalhousie University

WHO/PAHO Collaborating Center for Health Workforce Planning and Research
Halifax, NS

©

Correspondence may be directed to:

Allison Annette Foster

IntraHealth International, 1776 Eye Street, NW, Suite 650, Washington,
DC 20006, USA

E-mail: afoster@intrahealth.org

&

Abstract

Background: Despite its achievements in decreasing HIV prevalence and under-five
mortality, Zambia still faces high maternal and neonatal mortality, particularly in the
rural and remote areas where almost 60% of the population resides. After signifi-
cant investments in developing its community health system, the Zambian Ministry
of Health was interested to understand how to leverage the role of nurses to sustain
achievements made and further improve the quality of care in rural communities.
The Ministry joined research partners in an assessment into the role and leadership
capacity of nurses heading rural health facilities.

Methods: A seven-member research team conducted 30 in-depth interviews
and 10 focus group discussions in four provinces with four categories of respond-
ents: national decision-makers, provincial and district managers, rural facility staff
and community respondents (neighborhood health committee members and
volunteers). An initial scoping visit and literature review informed the develop-
ment of specific interview guides for each category of respondent. After audio-
recording and transcription, research team members identified and reached
consensus on key themes, and presented and validated the findings at a national
stakeholder workshop.

*Author titles and affiliations reflect the roles they held when this manuscript was accepted

for publication.
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Results: Zambia's front-line health teams are a complex mixture of professional
facility staff, community providers, community-based volunteers and neighborhood
health committees. Nurses and nurse-midwives head over half the rural facilities in
Zambia, where they are expected to lead the delivery of safe, high-quality care with
staff and volunteers who often operate beyond their level of training. Nurses and
midwives who are assigned to head rural facilities are not adequately prepared or
recognized for the leadership responsibilities they are expected to fulfill.

Conclusions: This paper highlights opportunities to support rural facility heads
in effectively leading front-line health teams to deliver primary healthcare to rural
communities. Front-line teams require a leader to coordinate and motivate seamless
and sustainable quality services that are accessible to all. Zambia has the potential
to support integrated, responsive quality care and advance toward universal health
coverage if nurses are adequately prepared and recognized with job descriptions
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that reflect their responsibilities and opportunities for career advancement.

Background

Zambia has invested heavily in its commun-
ity health system. These investments have
paid off in improved service quality as well
as reduced infant, under-five and maternal
morbidity and mortality and decreased HIV
prevalence over the past 15 years (Central
Statistical Office (CSO) [Zambia], Central
Board of Health [Zambia], and ORC Macro
2003; Central Statistical Office (CSO)
[Zambia], Ministry of Health (MOH)
[Zambia], and ICF International 2014;
United Nations Development Programme
(UNDP) 2013). However, Zambia still faces
high maternal and neonatal mortality,
particularly in the rural and remote areas
where almost 60% of the population resides
(Population Reference Bureau (PRB) 2015;
World Bank. Rural population (% of total
population) n.d.).

Most (85%) of Zambia’s health facilities
are government-run (Ferrinho et al. 2011).
Public-sector health services in rural and
remote areas are delivered by a variety of
service providers working with and/or
around rural health posts (RHPs) and rural
health centers (RHCs) expected to serve
catchment populations of approximately
3,500 and 10,000, respectively (Ferrinho et
al. 2011). The RHPs are intended to extend
the services of RHCs to be more broadly
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accessible. The heads of these rural facilities
shoulder wide-ranging responsibilities.
These include supervising facility staff and
volunteers, overseeing the administration of
the facility, managing commodities, being
on call after hours, coordinating neighbor-
hood health committees (NHCs) with village
leaders and volunteers, responding to
emergencies or outbreaks, and generally
standing accountable for the quality of
services provided.

Official Zambian staffing policies dictate
that RHCs are to be led by either a clinical
officer or a registered nurse-midwife and that
enrolled nurse-midwives serve as heads of
RHPs. Because RHP staff respond to a wide
variety of primary care and maternal and
child healthcare needs and also oversee
community health providers and volunteers,
RHPs ideally require experienced clinical
staff who are trained in nursing and midwif-
ery. However, with ongoing health worker
shortages and difficulty in retaining clinical
officers in Zambia’s rural areas (Makasa
2008), over 60% of rural facilities are led by
one of the country’s various nursing cadres.
Zambia’s nursing cadres include registered
nurses, registered nurse-midwives (generally
referred to as registered midwives), enrolled
nurses, enrolled nurse-midwives (referred
to as enrolled midwives) and BSc nurses,
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who are qualified to teach. Registered and
enrolled midwives are more highly trained
than registered and enrolled nurses. As the
government pursues its campaign to
construct and staff 650 new RHPs across
Zambia (Ministry of Health [Zambia] 2011),
the percentage of rural facilities led by
nursing cadres will only increase. When
circumstances place nurses in charge of rural
facilities, they need to be equipped with the
clinical and managerial/leadership compe-
tencies that high-demand and low-resourced
rural facilities require and should be recog-
nized for their leadership and wide-ranging
responsibilities.

In 2012, Zambia deployed its first cohort
of community health assistants (CHAs), a
new community-level cadre trained, staffed
and paid as part of the 2010 Ministry of
Health National Community Health Worker
Strategy (Ministry of Health [Zambia] 2010).
CHAs spend 80% of their time in the
community working directly with families
and community-based volunteers (CBVs),
and 20% of their time in RHPs assisting the
nurse in charge. With this new addition, the
Zambian Ministry of Health and the former
Ministry of Community Development,
Mother and Child Health (MCDMCH)
recognized the need to more clearly define
the front-line health teams working at the
community level and better understand the
role of the facility heads who lead those teams
to deliver high-quality care.

As a prerequisite to building the necessary
capacity of the nurses who head up rural
facilities, and to adequately recognize their
position and define their grade, it is import-
ant that actors at all levels of the health
system (from national decision-makers to
local staff and volunteers) understand the
roles and responsibilities that rural facility
heads currently perform. Comprehensive
information on how the front-line team
performs as a whole is lacking. Further,
whereas there is ample research addressing
the role and leadership capacity of nurses in

primary healthcare settings, little attention
has been paid to the relationship between
community health nurses and community
health teams in Zambia or elsewhere
(Appendix 1, available at: https://www.
longwoods.com/content/25305, notes the
various cadres and groups that may partici-
pate in Zambia’s rural front-line teams.)

To this end, the Zambian Ministry of
Health invited the Primary Health Care to
Communities (PHC2C) partnership to lead a
formative assessment into the role of nurses
heading rural health facilities and their
capacity for leading quality care. The PHC2C
partnership — formed in 2014 by IntraHealth
International, the International Council of
Nurses (ICN), the Dalhousie University
WHO/PAHO Collaborating Centre for
Health Workforce Planning and Research,
the University of Zambia (UNZA) School of
Medicine, mPowering Frontline Health
Workers and Johnson & Johnson — seeks to
strengthen community health systems
toward achieving universal health coverage.
Johnson & Johnson and IntraHealth provid-
ed resources to support UNZA and PHC2C
partners in carrying out the assessment in
2015. This paper presents key findings and
highlights opportunities to support rural
facility heads in effectively leading front-line
teams to deliver safe and high-quality
primary healthcare to communities.

Methods

Design and setting

the research design and the evaluation
framework were developed collaboratively
by the members of the PHC2C global
advisory group and additional researchers
from PHC2C partner organizations. The
assessment used qualitative methods to
generate a rich description of front-line
health teams and the role of the registered
and enrolled nurses and nurse-midwives
who lead them. (For convenience, we refer
to “nurses” rather than “nurses and nurse-
midwives” in the remainder of the paper.)
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An initial scoping visit in May 2015 helped
shape the research protocol and the assess-
ment’s focus on the role of nurses heading
rural health facilities.

The research team selected four of the
country’s nine provinces (Copperbelt,
Eastern, Lusaka and Southern) representing
six industrial, agricultural and river-basin
districts (8% of districts nationwide). In each
district, the team collaborated with district
managers to purposively select at least one
RHC and one RHP to represent “typical”
healthcare provision in low-resource
settings. In all, six RHCs and nine RHPs were
selected. To gain a comprehensive perspec-
tive on the care provided at these rural
facilities, the assessment used in-depth
interviews and focus group discussions to
gather information from four categories of
respondents: national-level decision-makers;
provincial and district managers and
officers; nurses and other clinical staff at
RHCs and RHPs and community respond-
ents (CBVs and NHC members).

The interviews targeted all four categories
of respondents, whereas the focus group
discussions primarily involved community
respondents.

Instruments and data collection

a review of relevant literature informed the
study methodology and the design of
separate interview and focus group discus-
sion guides for each category of respondent.
General topics of discussion included
definition of front-line health team mem-
bers, service delivery needs, front-line teams’
ability to meet those needs, communication,
data and technology use, roles of and
competencies required by nurses leading
front-line teams and barriers or facilitators
to high-quality service delivery and effective
facility management. All interview guides
were extensively pretested with provider
teams outside of the study; questions that
providers perceived as unclear, subjective,
leading or irrelevant were revised for
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maximum comprehension and relevance.
Providers representing each respondent
group also were invited to recommend
additional questions or improvements.

To ensure the quality and integrity of the
research, the data collection team included
six of the researchers (AAF, FMG, CM,
MKM, NLC and CK), assisted by one
additional data collector. At least two
members of the data collection team
conducted each interview and focus group,
offering respondents the option of being
interviewed in English or in a local language.
The data collection team members took notes
and also audio-recorded all interviews and
focus group discussions on two devices.

Analysis

Some data collection team members
transcribed the recordings verbatim. Other
members of the data collection team then
reviewed the transcripts and referred to
notes to provide clarification. All transcripts
and recordings were stored electronically on
an IntraHealth computer and then trans-
ferred and saved on a password-protected
external drive.

At the end of each day, the research team
discussed each transcript and manually
extracted and displayed excerpts, notes and
quotations on multiple flipcharts to allow
for immediate discussion of findings. Using
a content analysis approach, research team
members later worked both deductively and
inductively (Elo and Kyngas 2008) to
identify and reach consensus on key
themes. The Zambia Stakeholder Advisory
Group (representing key national stake-
holders) subsequently validated the
findings and provided further insights
at a data synthesis meeting.

Results

Participant and facility characteristics

in September and October of 2015, the data
collection team carried out 30 in-depth
interviews and 10 focus group discussions
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at the 15 selected health facilities. Almost
half of the interviews (13/30) were con-
ducted with clinical staff (nurses, midwives
and clinical officers) (Table 1). The remain-
ing 17 interviews were split between the
other three respondent categories. Nine of
the 10 focus group discussions were with
community respondents (CBVs and/or NHC
members) (Table 1).

Table 1. In-depth interviews (n = 30) and
focus group discussions (n = 10)

Number
of focus
groups

Number of
interviews

Level of respondent

National decision-makers
Government ministries® 3 —
Ministries* and — 1
professional associations®

Provincial and district health 7 7
management team members

Community level
CHAs 7
CBVs —
NHC members —
CBVs and NHC members —
combined

Oﬁ—‘l\)|

Total 30 10

*Ministry of Health and former Ministry of Community
Development, Mother and Child Health.

SGeneral Nursing and Midwifery Council; Health Professionals
Council of Zambia; Zambia Union of Nurses Organization.
Ten CHAs participated in the seven interviews.

The 15 rural health facilities included in
the sample reported serving populations that
sometimes far exceeded their intended
catchment size. Whereas RHPs are intended
to serve approximately 3,500 people, three of
the nine health posts served from 5,000 to
11,000 people. Two of the six RHCs partici-
pating in the study served roughly 10,000
community members, two served closer to
12,000 and one served 18,000. Only a third of
the facilities (5/15) had computers and
electricity. Several RHPs had recently (within
the past two years) been equipped with solar
power. Reflecting the more remote locations
of some RHPs and RHCs, the facilities were
anywhere from 16 to 155 kilometers from the

nearest hospital (mean distance = 57 km).
Despite the government’s intention to ensure
that all populations are within 5 kilometers
of a health facility, catchment maps showed
that some villages were located 10-12
kilometers from the next facility.

Human resources for health shortages
According to one district medical officer
interviewed, understaffed front-line health
teams in rural/remote and low-resource
facilities “are operating at less than [a] 60%
[statfing level].” As a result, study partici-
pants described rural facilities as relying on
a fluctuating mix of paid staff and volun-
teers who often have a lower level of training
than what formal staffing policies require.
The implications for nurses leading rural
facilities are that they are accountable for
all decisions and the quality of services
provided. One registered nurse explained,
“At the hospital, decisions are made for you,
[but] at the rural health center you have to
make your own decisions, and it’s a big
challenge.” Another registered nurse also
compared the different levels of responsibil-
ity working in hospital versus rural facility
settings, stating that at the hospital, “You go
back home at the end of your shift, but at the
rural health post you live with your patients
and you have to be available night and day.”
Of the 15 rural facilities visited, only two
RHCs were staffed per official staffing
policies (by a registered nurse-midwife and a
clinical officer), whereas 11 facilities were
headed by enrolled or registered nurses.
Two rural facilities had no assigned facility
head at all and were staffed only by CHAs.
At one RHC, an enrolled nurse served as the
acting head of facility while the registered
nurse nominally in charge was away on a
two-year study leave. District managers
confirmed that the majority of their rural
facilities were headed by registered or
enrolled nurses. The Stakeholder Advisory
Group commented, moreover, that even
when a clinical officer is nominally in charge
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of arural facility, nurses and nurse-midwives
often end up as de facto facility heads because
of clinical officers’ travel and other compet-
ing obligations.

Responsibilities and competencies

The interviewers solicited input from facility
heads and staff about the tasks and respon-
sibilities of nurses who lead front-line teams
in rural facilities. Interviewers also asked
district managers, facility heads, staff,
community members and volunteers about
the facility head practices they considered
most effective for improving quality of care.
The responses indicate that nurses who
manage RHCs and RHPs have extensive
on-the-ground job requirements, including
clinical, managerial and operational duties
(Table 2). As a nurse in charge of a health
center commented:

You have to do two jobs at the same time
[supervision and patient care]. There are
no shifts, so you work Monday to Sunday
— 24 hours — which is very different from
the hospital setting. If you are in a hospital
and you are a manager, you are there to
supervise your colleagues ... You
definitely don’t screen patients if you are
a supervisor in the hospital — but here
you do.

Respondents at all levels also described
the importance of nurturing collaborative
relationships between facility heads, CBVs
and other community constituencies
(Table 2). An enrolled nurse explained
why collaboration with communities is
perceived as an essential component of
rural health service delivery:

... You cannot just work alone [at] the
health center without involving the
community ... They are the same
people that would tell that “This is
what is happening in the community
and we need your services here and
there.” So when I came here, that is the
first thing that I did, to say, “... I need
to work with these people.”

Respondents identified a number of
competencies perceived to be important
for effectively leading a front-line health
team and emphasized characteristics such
as respect, attention to quality, respon-
siveness, independence and flexibility
(Table 3). However, respondents noted
that nurses heading rural facilities receive
very limited management and leadership
preparation through their preservice
education curricula.

Table 2. Basic activities and effective practices for nurses managing rural health facilities

Basic activities Effective practices

“What tasks do you carry out and what are you responsible for?”

“Which in-charge practices are important
to improve the quality of care?”

Assess, screen, diagnose and manage referrals
Prescribe and dispense medicines
Oversee operations™

incentives
Order, allocate and track commodities and medicines

Supervise staff and CBVs
Interface with NHCs
Be responsive 24 hours a day

Manage budgets, including budget shortfalls and allocation of bonuses and

Monitor, document and report to district health management teams

Prioritize and delegate tasks
Build cooperative teams

Train, mentor and supervise staff
Build community relationships
Engage NHCs in decision-making
Motivate and integrate CBVs
Resolve conflicts

Remain clinically up-to-date

*Examples: Replace broken windows, find transportation, ensure water supply, protect against theft.
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Table 3. Competencies perceived as
necessary for nurses in charge of rural
health facilities

“What competencies are needed to better prepare

the in-charge to effectively lead their team?”

Clinical
Provide services
Deliver respectful care
Ensure delivery of good-quality care
Management
Strategically plan
Manage physical resources
Flow of medicines and commodities; facility repairs
Manage human resources
Delegate tasks; Teach, mentor, motivate, retain
Monitor performance
Leadership
Respond to community needs
Negotiate with community
Engage in independent and innovative decision-making
Leverage position as facility head to influence change
Quality improvement
Manage and apply data for monitoring and evaluation
Use technology for information management, training,
monitoring and evaluation

Scope of practice
All of the registered and enrolled nurses in
charge of rural facilities described per-
forming clinical tasks outside of their formal
job descriptions, including screening,
diagnostic and prescribing activities that
exceed their training and licensure. A
provincial medical officer observed, “All
[rural nurses] work outside scope of work
and training due to necessity.” In the words
of a registered nurse, “When you are the
in-charge, you are a doctor on your own.”
One of the most noteworthy problems
identified was the fact that the enrolled and
even the registered nurses who are put in
charge of rural facilities typically lack the
midwifery skills required in low-resource
environments to effectively recognize and
respond to maternal health needs. Without
such skills, head nurses lack the necessary
training to recognize signs of delivery and
postpartum complications or guide their
team to do the same. Respondents lamented
the absence of mechanisms for nurses to
acquire experience or improve their clinical
skills as well as the absence of regulatory

adjustments to officially acknowledge and
expand nurses’ scope of practice. Although
the Zambia Union of Nurses Organization
(ZUNO) negotiated a modestly higher
professional standing for registered nurses
who are deployed to lead RHCs, there has
been no corresponding adjustment for
enrolled nurses. Further, respondents
emphasized that nurses who lead RHCs and
RHPs lack a job description that explicitly
delineates their unique role as heads of rural
facilities and outlines the additional respon-
sibilities and tasks that differentiate their
expanded roles from the standard job
descriptions that already exist for registered
and enrolled nurses and nurse-midwives.

Management of front-line teams
Respondents repeatedly pointed to the
unique features of front-line rural health
teams, which consist of paid staff and
volunteers with varying skills and educa-
tional levels who are both facility- and
community-based. These features give
rise to special clinical and managerial
challenges. A number of comments
pertained to oversight of CHAs and CBVs.

CHAs

Most of the nurses heading up rural health
facilities described positive experiences with
the CHAs on their team, and nearly all
CHAs reflected the same positive feedback
about nurses in charge. Two CHAs working
in a rural health center commented:

They [the nurse in charge] were really
encouraging. They were supporting us
in everything that we were doing.
They were not able to look down on
us and say “These are just CHAs and
they don’t know anything.” They
accepted us ... They even included us
on their worksheet [staff shift
schedule] ... And where you did not
know something, they would show
you what to do.
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One registered nurse heading an RHC
trained CHAs and deployed them to staff
—on their own —a previously unstaffed RHP
five kilometers away. The two CHAs
reported feeling confident and secure in
their abilities, supervised by the facility
head through weekly visits and regular
texting and phone contact. On the other
hand, some CHAs perceived the need for
stronger supervision and clearer lines of
authority. One CHA expressed frustration
about the facility head’s lack of understand-
ing: “I don’t think the in-charge has been
oriented on our work ... before he can
supervise us, he should be taken though the
CHA training program.”

CBVs

An enrolled nurse heading an RHP
described how he assessed the CBVs who
show up each morning and considered the
day’s needs in light of current priorities,
available volunteers and supervisory
responsibilities. Another nurse facility
manager explained the rotation of CBVs
in service delivery:

... They usually come here on a daily
basis ... There is one who ... comes
every Tuesday, that’s the day that we
have under-fives ... we work together.
Then every time we have family
planning on a Wednesday, there is one
who comes, he is the one who deals
with family planning ... we work
together. And every Friday, that’s the
day that I have antenatal, so the TBAs
... they are the ones that I work with.

An enrolled nurse reported going so far as
to train a CBV to deliver babies under his
supervision. Posted alone at an RHP for three
years and only recently joined by another
nurse (for a total of two trained providers for
over 2,500 people), the head nurse explained
how he had identified CBVs with the capacity
to help with clinical tasks. After “training”
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and supervising one CBV to deliver babies,
the CBV transitioned from giving assistance
to the nurse with deliveries to receiving
assistance from the nurse. The nurse
explained that without another person to
help with deliveries and other clinical
services, he would be unable to respond to
urgent needs.

Several nurses in charge of rural facilities
described creative strategies for incentivizing
CBVs, who are not remunerated for their
work. For example, one RHP head reported
setting aside small amounts of the post’s
budget to help volunteers defray food or
transportation costs. Another RHC head
“promoted” volunteers when they performed
exceptionally well by assigning management
responsibilities to coordinate other volun-
teers. CBVs in turn acknowledged that their
working relationships improve when
in-charges “come to the community from
time to time to see what we are doing.” When
nurses in charge do not demonstrate interest
in and appreciation of CBV efforts, the CBVs
experience a lack of connection with facility
staff and declining motivation. One CBV
commented, “We felt that we were not
important; I used to bring clients here for
their [antenatal care] visits, but now I don’t
come to the facility very often.”

Community relationships

Provincial and district managers empha-
sized that facility heads play an important
bridging role with communities. One
district medical officer commented,

We have seen that there are [rural
health] centers where relationships
with these community groups and the
[center] are flourishing — and others
are not so well — this makes a differ-
ence. We attribute this to the leader-
ship competency of the in-charge.
When there is a problem, and you
change the in-charge, you can make

a difference.
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The focus groups with NHC members and
CBVs confirmed that community members
discuss the comportment of the facility head
nurse and scrutinize their level of commun-
ity engagement. NHC members and CBVs
from several facilities explained how villagers
take note when a facility head comes to a
community promotion or to an “under-five
day,” the one day each month when staffand
volunteers go into the community specific-
ally to provide services for children under
five. Being accompanied by a facility head
in a white coat attaches credibility and
importance to the role of CBVs and NHCs
as members of the front-line health team,
making community members more respon-
sive to CBV and NHC messages. NHC
respondents also furnished detailed examples
of the goodwill engendered by household
visits made by in-charge nurses during
neighborhood outreach activities. A different
type of story was shared at an RHC, where
several consecutive facility heads had been
“run out” of the community. Community
members had complained to the district and
refused to use the facility because they had
not developed a positive relationship with the
nurses in charge. The current facility head
reversed this trend and attracted community
support after personally home-delivering
medicines to get to know residents. All of the
community focus groups highlighted
“patience,” "listening,” “willingness to
explain” and “respect” as important qualities
for in-charge nurses.

Discussion

To effectively address its community health
challenges, Zambia must sustain the
achievements of the last decade and formal-
ize mechanisms that enable its community
health system to provide high-quality
services to all. Leadership at the ground level
is essential to this effort. Zambian stake-
holders also have acknowledged the well-
documented challenges of recruiting and
retaining physicians and clinical officers in

the country’s rural, low-resource environ-
ments (Goma et al., 2014; Gow et al., 2013).
The assessment results, which reflect the
voices of actors on the front lines who
directly contribute to improving health in
rural areas across Zambia, confirm that the
pivotal responsibility of leading rural
facilities has increasingly fallen to lower-
level nurses who end up performing broader
duties that are not part of their existing job
descriptions. Nurses who head rural
facilities are accountable for performance
indicators that demonstrate service quality
and improved population health, but receive
no professional training, recognition or
academic standing, and lack opportunities
for appropriate advancement and salaries.
Further, nurses’ management responsibilities
extend well beyond supervising trained
clinical staff, involving oversight of a diverse
front-line team and engagement of commu-
nity stakeholders. At the same time, nurses in
charge of rural facilities face multiple
challenges linked to their facilities’ limited
resources that make it difficult to exercise
effective management and leadership.

The assessment results support the
conclusion that the training that enrolled
and registered nurses receive during preser-
vice education is inadequate for the varied
clinical, supervisory, and operational duties
that they are asked to assume as facility
heads, or for the more subtle but vital
leadership responsibilities of developing
community relationships and influencing
cooperation. The curriculum for enrolled
nurses includes only 32 hours of management
theory, which does not address practical
management of facility budgets, commod-
ities, operations and human resources. The
preservice management and leadership
curriculum for registered nurses, while
slightly more in-depth, does not prepare
nurses for the complexities of solving
problems in the absence of resources,
creatively motivating team members or
building facility-community linkages.
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As front-line health teams take on ever
greater importance, nurses in charge must
be able to respond to a wide range of
constituencies while identifying creative
ways of motivating and rewarding staff and
volunteers to achieve service goals and
health objectives.

The assessment data — discussed and
validated by provincial and national policy
makers — generated a number of recommen-
dations that seek to leverage and reinforce
nurses’ role in leading front-line teams to
maintain and advance community health
progress. Core recommendations focus on
improving preservice and in-service train-
ing, revising job descriptions and capitalizing
on facility heads’ potential as advocates.

Training
Nurses who become de facto heads of rural
and low-resource health facilities must
acquire the core competencies and leader-
ship and management skills they will need
to oversee skilled and unskilled staff and
volunteers. Respondents at the facility,
district and provincial levels recommended
that nurses receive broader management
training — focusing on skills such as
coordinating and managing both physical
and human resources, providing supervision
and mentoring, building teams and carrying
out monitoring and evaluation —as well as
leadership training to build skills in com-
munications, decision-making and problem-
solving. A promising partnership between
ICN and ZUNO offered continuing profes-
sional development to build nurses’ com-
munication skills and enable them to
exercise greater influence at work and in the
wider health sector (International Council
of Nurses 2015). However, the training was
aimed at nurses working at the district level
and above and did not reach community-
level nurses.

Stakeholders also highlighted the
advantages of cross-cadre training to
improve community health team efficiency.
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Front-line teams rely on close collaboration
between facility staff, volunteers and NHCs.
One stakeholder described a successful
district-level effort where facility staff,
community members and district health
management teams jointly clarified CHA
roles, resulting in stronger ties and
improved work practices. Stakeholders
noted the importance of community-based
training opportunities such as in-person
workshops but pointed out that, while
valuable, these often require that clinical
providers leave their facilities unstaffed.

Job descriptions

Respondents and stakeholders strongly
recommended that nurses placed in charge
of rural health facilities be formally recog-
nized through revised job descriptions
tailored to nurses’ roles and responsibilities
as facility heads, accompanied by a com-
mensurate salary range. A job description
that stipulates the core competencies
required to oversee delivery of quality care
in low-resource environments can make it
clear that the nurses posted to these pos-
itions should be adequately trained and
prepared for the unique challenges they will
face. Moreover, a job description specific to
a posting as head of a rural health facility
should differ from job descriptions for
enrolled or registered nurses working in
higher-resource environments or leading
teams or wards in hospitals or larger clinics,
where the different cadres have more
discrete roles with clearer reporting paths.
In addition, policies need to recognize that
nurses who meet the job requirements and
possess the necessary competencies to take
on the increased responsibility of being in
charge of a rural facility merit recognition.
Institutionalizing job descriptions that
accurately reflect the breadth of rural facility
head responsibilities and the depth of their
contributions can highlight the position’s
importance and establish it as an advance
in a career path.

65



66

Allison Annette Foster et al.

Advocacy

Rural facility heads sometimes advocate for
community needs with district managers and
could expand these advocacy efforts to be
more evidence-based and more broadly
effective. Advocacy by facility heads can
include efforts to acquire more resources for
the facility, recruit additional staff and
support CBVs. Although nurses leading rural
facilities do not currently have meaningful
input into broader strategic planning
discussions, they are ideally positioned to
play a more significant community-district
liaison role and take part in policy discus-
sions, strategic planning and advocacy for
development needs. Facility heads also have
the potential to develop considerable stature
in their communities and may have untapped
opportunities to influence attitudes and
cultural norms. In short, nurses leading rural
facilities are well suited to integrate the
contributions of community members,
volunteers and facility staff so that each
group’s role is coordinated toward the
common goal of providing consistent,
seamless and high-quality services.

Limitations

The assessment results should be considered
within the context of methodological
limitations. Principal among these is the
possible concern of some respondents with
social desirability and representing the rural
health system in the best possible light.
However, given that the assessment pro-
duced numerous findings illustrating
problems and challenges, it seems unlikely
that social desirability significantly biased
the results in a positive direction. A second
limitation is that while the assessment
generated a large volume of qualitative data,
in-the-field logistic constraints prevented
the research team from using qualitative
software to manage the data and facilitate
the analysis process. On the other hand,
regular and thorough team debriefings after
each round of data collection as well as the

involvement of the Zambia Stakeholder
Advisory Group helped zero in on and
validate the most important themes.
Overall, the assessment paints a rich and
detailed picture of Zambia’s front-line health
teams, capturing nurses’ perceptions of their
leadership and management responsibilities
as facility heads, complemented by the
perspectives of the CHAs and CBVs that
nurses oversee, the neighborhoods they
serve and the district and provincial
managers who supervise them.

Conclusions

The Zambian government seeks to build a
community health system that offers “equity
of access to quality, cost-effective healthcare
as close to the family as possible” (Republic of
Zambia 2006). Our assessment results
indicate that the role of facility head at rural
health centers and health posts — a position
primarily occupied by nurses — merits
recognition for its unique management,
leadership and clinical responsibilities. The
country’s community health system can be
strengthened considerably if nurses’ intrinsic
qualities are leveraged with further training
and recognition. The evidence furnished by
the assessment can inform recommended
adjustments to the Nursing and Midwifery
Act for a job description and certificate-level
training to establish the competencies that
will help nurses and midwives lead rural
facilities most effectively. The government of
Zambia and its partners need capable hands
to nurture their community health invest-
ments so that they yield measurable and
sustainable success. Adequate, prepared and
motivated human resources are vital to
continue advancing the rural health system
with improved access to commodities,
technologies and other modern tools for
improved service delivery. With adequate
institutional support, nurses who lead rural
health facilities in Zambia have an opportu-
nity to strengthen the community health
system to an ever greater degree.

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3



A Formative Assessment of Nurses’ Leadership Role in Zambia

Declarations

Ethics approval and consent to participate
The study protocol received ethical approval
from the University of Zambia’s Biomedical
Research Ethics Committee and IntraHealth
International’s institutional reviewer. All
study participants provided verbal informed
consent and were offered a copy of the
consent form, with another copy dated,
signed and retained under locked storage by
the data collection team.

Availability of data and materials

The data generated and analyzed during
the study are not publicly available because
they contain information that could
compromise research participant privacy.
The authors declare that the principal data
supporting the findings of this study are
available within the article. Further details
about the study and datasets generated and/
or analyzed during the study are available
from the corresponding author on reason-
able request.

Competing interests
The authors declare that they have no
competing interests.

Acknowledgements

The authors gratefully acknowledge the
numerous contributions of the PHC2C
Global and National Advisory Groups.
Global Advisory Group members include
Michael Bzdak of Johnson & Johnson,
Lesley-Anne Long (previously of
mPowering Frontline Health Workers),
Gail Tomblin Murphy, Judith Shamian,
Laura Hollod, Carolyn Moore, Stembile
Mugore, Fastone Goma, Allison Annette
Foster and David Benton (previous CEO of
ICN). Zambian Stakeholder Advisory
Group members include Mujajati Aaron
(Midwives Association of Zambia);
Dorothy Chanda (University of Zambia);
Judith Chapili (General Nursing Council);
Kanekwa Chisense (Ministry of Health);

WoRrLD HEaLTH & PoruLaTiON ® VoL.17 No.3

Rita Kalomo (Zambia Union of Nurses
Organization); Bertha Kaluba (Midwives
Association of Zambia); Caroline Phiri
(Ministry of Health and previous Ministry
of Maternal Health and Community
Development); Elias Siamatanga (Ministry
of Health); Liseli Sitali (Zambia Union of
Nurses Organization) and Salome Temba
and Nikhil Wilmink (Clinton Health
Access Initiative). The initial scoping
mission was carried out by several members
of the Global Advisory Group (AAF, FMG
and GTM) along with MKM, Thecla Kohi
(Muhimbili University of Health and Allied
Sciences in Tanzania), Lesley Bell (ICN
consultant), Olivia Velez (grant recipient
from the International Association of
Nurse Informatics) and Thom Dauti
Yung’ana (former President of the Zambian
Union of Nurses Organization). The report
upon which this manuscript is based was
reviewed by Janet Rigby of the Dalhousie
University WHO/PAHO Collaborating
Centre on Health Workforce Planning and
Research, Lesley-Anne Long and Maureen
Corbett and Jennifer Wesson of
IntraHealth International. Finally, the
assessment could not have been carried out
without the important data collection
assistance of Methuselah Jerry from the
University of Zambia.

Johnson & Johnson Corporate
Contributions (J&]J) supported this forma-
tive assessment through a monetary grant of
US$110,000 and technical collaboration
with J&J partner LH. IntraHealth
International, mPowering Frontline Health
Workers, ICN and the Dalhousie University
WHO/PAHO Collaborating Centre for
Health Workforce Planning and Research
provided in-kind support.

AAF, FMG and JS served as co-principal
investigators for the study, including leading
the research design and data collection effort,
analyzing and interpreting the results and
making major contributions to the writing of
the manuscript. MKM, NLC, CK and CM

67



68

Allison Annette Foster et al.

contributed to the research design, carried
out data collection, collaborated on data
coding and analysis and participated in
writing and reviewing the manuscript,
respectively. GTM and SM contributed to
the research design and interpretation of the
data, as well as helping conceptualize and
review the manuscript. LH contributed to
the research design, collaborated in data
analysis and interpretation and reviewed
the manuscript. CV contributed to the
conceptualization of the manuscript,
interpreted data, wrote the first draft and
revised all subsequent drafts. All authors
read and approved the final manuscript.

References

Central Statistical Office (CSO) [Zambia], Central
Board of Health [Zambia], and ORC Macro.
2003. Zambia Demographic and Health Survey
2001-2002. Calverton, MD: CSO, Central Board
of Health, and ORC Macro.

Central Statistical Office (CSO) [Zambia],
Ministry of Health (MOH) [Zambia], and ICF
International. 2014. Zambia Demographic and
Health Survey 2013-14. Rockville, MD: CSO,
MOH, and ICF International.

Elo, S. and H. Kyngis. 2008. “The Qualitative
Content Analysis Process.” Journal of Advanced
Nursing 62: 107-15.

Ferrinho, P, S. Siziya, . Goma and G. Dussault.
2011. “The Human Resource for Health Situation
in Zambia: Deficit and Maldistribution.” Human
Resources for Health 9: 30.

Goma, EM., G.T. Murphy, A. MacKenzie, M.
Libetwa, S.H. Nzala, C. Mbwili-Muleya et al.
2014. “Evaluation of Recruitment and Retention
Strategies for Health Workers in Rural Zambia.”
Human Resources for Health 12(Suppl 1): S1.

Gow, J., G. George, S. Mwamba, L. Ingombe
and G. Mutinta. 2013. “An Evaluation of the
Effectiveness of the Zambian Health Worker
Retention Scheme (ZHWRS) for Rural Areas.”
Afvican Health Sciences 13: 800—7.

International Council of Nurses. 2015. “Leadership
in Negotiation Project.” Retrieved December
20, 2017. <http://www.icn.ch/what-we-do/
leadership-in-negotiation/>.

Makasa, E. 2008. “The Human Resource Crisis
in the Zambian Health Sector.” Discussion Paper.
Medical Journal of Zambia 35: 81-7.

Ministry of Health [Zambia]. 2010. National
Community Health Worker Strategy in Zambia.
Lusaka: Republic of Zambia.

Ministry of Health [Zambia]. 2011. National
Health Strategic Plan 2011-2015: “Towards
Artainment of Health Related Millennium
Development Goals and Other National Health
Priorities in a Clean, Caring and Competent
Environment. Lusaka: Republic of Zambia.

Population Reference Bureau (PRB). 2015. The
Rural-Urban Divide In Health And Development:
Data Sheet. Washington, DC: PRB.

Republic of Zambia. 2006. Vision 2030:
A Prosperous Middle-Income Nation by 2030.”
Lusaka, Zambia: Republic of Zambia.

United Nations Development Programme
(UNDP). 2013. Millennium Development Goals:
Progress Report. Lusaka, Zambia: UNDP.

World Bank. Rural population (% of total population).
n.d. Retrieved November 30, 2017. <https://data.
worldbank.org/indicator/SPRUR. TOTL.ZS>.

Follow us

you’ll never know where it may lead

Twitter.com/LongwoodsNotes

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3


https://twitter.com/LongwoodsNotes

CALL FOR SUBMISSIONS

Submission Guidelines
This is a wide-open competition. Any individual or any group can submit.
Adjudicators will be evaluating the following criteria, all weighed equally in importance:

* The value of your Innovation as an agent of change
» The evidence to substantiate the Innovation
» The outcomes to substantiate the Innovation

Entries should be a maximum of 750 words in English and submitted in Word format
only. Please provide us with the project name and details, as well as your name, title,
organization and contact information.

All supporting information is welcomed and should be clearly labelled.

The winner of the beautiful Ted Freedman Award will receive a certificate, exquisitely
framed, and will be recognized at CAHSPR 2018 (May 29-31, 2018, in Montreal, QC)
with an award presentation. Two (2) complimentary CAHSPR 2018 registrations and
a spot to showcase a poster display of the project will also be provided.

For more information, visit www.longwoods.com/awards.

Submissions must be received by Rebecca Hart, rhart@longwoods.com, by Friday,
March 16, 2018, before 5:00 p.m.

Longwoods.com

CAHSPR ACRSPS

Canadian Association for Health  L'Ass
Services and Policy Research




70 HEALTH WORKER EDUCATION

2

Transforming Health
Workers’ Education for
Universal Health Coverage:

Global Challenges and
Recommendations*

¢

Timothy Grant Evans, MD, DPhil

Senior Director, Health, Nutrition and Population Global Practice
World Bank

Washington, DC

Edson Correia Araujo, PhD

Senior Economist, Health, Nutrition and Population Global Practice
World Bank

Washington, DC

Christopher Herbst, MSc

Senior Health Specialist, Health, Nutrition and Population Global Practice
World Bank

Washington, DC

Ok Pannenborg, PhD
Chairman, Netherlands Government Commission on Global Health Research
Amsterdam, NL

*This paper is based on the report: Evans, T, E.C. Araujo, C.H. Herbst and 0. Pannenborg. 2016.
Addressing the Challenges of Health Professional Education: Opportunities to Accelerate Progress
Towards Universal Health Coverage. Doha, QA: World Innovation Summit for Health.

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3



Transforming Health Workers’ Education for Universal Health Coverage

=

Correspondence may be directed to:
Edson Correia Araujo
E-mail: earaujo@worldbank.org

&

Abstract

Health workforce challenges remain a critical bottleneck in achieving universal
health coverage (UHC) goals in most countries. As it stands, health profes-
sional training is primarily clinical, curricular and delinked from the needs of the
health system. To achieve global health goals and maximize opportunities for
employment and economic growth, all in the context of limited fiscal realities,
a paradigm shift is needed with respect to the health workforce and corres-
ponding education systems. There is a need to shift towards fair, gender friendly
employment at a rate that matches the overall growth of the health economy,
which acknowledges the role of the private sector in education and training. This
paper emphasizes the importance and implications of such a paradigm shift.
It argues the need for a 21st century framework for health professional educa-
tion. This framework should represent a more satisfactory interface between
supply and demand for health professional labor, in line with the need for UHC,

job creation and economic growth.

Introduction

The health workforce has received increasing
attention over the last decade. This is driven,
in part, by the need to achieve the United
Nations’ (UN) Millennium Development
Goals (MDGs) and more recently the
Sustainable Development Goals (SDGs)
(Anand and Barnighausen 2004; Wyss
2004). Despite some progress, health
workforce challenges remain a critical
bottleneck to the achievement of Universal
Health Coverage (UHC) goals in most
countries. A recently published report by the
World Bank estimates that global health
workforce demand is expected to increase to
about 80 million health workers by 2030
(Liu et al. 2016). However, the same report
estimates that the growth in the supply of
health workers will only reach 65 million,
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which amounts to a global shortage of some
15 million workers by 2030. This represents
a two-fold increase over the estimated
shortage of million workers in 2013 (Liu et
al. 2016). The regional picture of this
supply-side shortage suggests that lower-
income settings such as Sub-Saharan Africa
face the greatest supply shortfall relative to
need, whereas in middle-income settings the
supply shortfall is largest relative to demand.
While these numbers are striking, they fail
to reflect the issues that affect countries and
which are likely to accentuate the severity of
supply shortfalls such as: the skew in skills
and the inclination for health workers to
cluster in urban, more prosperous settings.
Despite more than a decade of concerted
global action to address the health workforce
crisis, collective efforts are falling short in
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scaling-up the supply of health workers.
While the shortages of health workers
challenge the health systems, quality
concerns are increasing on whether the
health professionals are educated and trained
to respond the needs of the communities that
they will serve. This paper aims to stimulate
the global debate on how investments in the
education of health workers can help to
accelerate progress towards UHC.

How UHC Links the Demand and Supply
for Health Workers with Health Needs
The UHC agenda, with the underlying goal
that everyone should have access to the
quality health services they need, without
financial compromise, brings attention to
three universal needs of all health systems:
financing; services; and populations. UHC
offers a compelling opportunity to better
align the demand for health services and the
demand for health workers with population
health needs. However, the alignment of
demand and need around UHC must find a
tangible link to the supply of health workers.

In the absence of UHC, health systems
tend to the health needs of wealthier,
educated and urban-dwelling populations.
Healthcare services become skewed towards
specialized, therapeutic treatments paid for
by those who can afford services. Not
surprisingly, the location of the health
workforce reflects the prevailing demand for
services, and attracts better educated and
well-off students towards high-end profes-
sional training in tertiary-care hospitals
where the pay and working conditions are
better. This may be a dramatic over-
simplification, but it is fair to say that in the
absence of UHC, the prevailing demand-side
signals from the health system skew the supply
of health workers further away from popula-
tion health needs and stall efforts to reform
health workforce education (see Figure 1).

The growth in demand for the training
of health professionals has shaped health
education to respond to labor market
demands, often at odds with population
health needs. Globally, there is an increasing
trend for medical students to specialize in

Figure 1. Demand and supply of health workers in the absence of UHC

Demand Supply
 Jobs at urban and hospital » Weak pool of eligible students
settings, focusing on acute * Inadequate scale and narrow
care to treat ill patients scope of education institutions
* Payment based on volume, o Curricula focus on marketable skills
not quality o Accreditation/licensing often
 Access to care based on function as barriers to entry, and
patients’ ability to pay do not promote quality
 Results in neglecting the poor,  Results in labor shortages or
rural and remote populations under/unemployment,
and preventive/promotive overspecialization, raising costs
interventions, and low Health Workforce of 9qucation, low quality of
performance Imbalances training and low performance
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surgical and medical sub-specialties, and

a declining trend in the popularity of
general practice. The trend towards over-
specialization appears to be mainly driven
by a significantly higher rate of return.
Nicholson (2008), for example, reports that
non-primary care physicians in the US earn
far more than general or family practitioners
(Nicholson 2008). Vaughn et al. (2010)
estimate that in 2008, a cardiologist’s average
earnings in the US were double those of a
primary care physician (Vaughn et al. 2010).
Technological advances in the healthcare
industry further accentuate the bias towards
specialist skills, shifting the career prefer-
ences of health professionals towards those
specialties (Schumacher 2002).

Private education has increased rapidly
across the world as a response to the market
opportunities generated by health and labor
market dynamics, and the inability of most
governments to respond. Private clinical and
medical education has been a relatively new
phenomenon in Africa that emerged in the
1990s, and which has accelerated from 2000
(Mullan et al. 2011). In South Africa, for
example, nurses that graduated from private
institutions increased from 45% in 2001 to
66% in 2004. In Kenya, 35 out of 68 nursing
schools were privately run in 2009/10
(Reynolds et al. 2013). Private schools
dominate in Asia, for example: India has
more schools of medicine than any other
country, and 137 are private; in Bangladesh,
Japan, the Republic of Korea, Nepal and
Taiwan, more than half the schools are
private (Shehnaz 2011); in South America, 35
of Chile’s 60 schools of medicine are private
and in Brazil, private higher education
institutions represent 56% of the total of
medical schools and account for 54% of the
total enrolment (Scheffer and Dal Poz 2015).

The rapid expansion of private schools
raises concerns about the quality of educa-
tion where regulatory mechanisms are often
viewed as inadequate and/or corrupt. In
Indonesia, for example, a decline in the
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quality of services provided by healthcare
professionals was associated with the fast
expansion in the number of private schools.
By the late 2000s, 57% of medical schools in
Indonesia were private, and over half of the
7,000 doctors graduated from private schools.
One-third of the country’s medical schools
were not accredited, and only a quarter
received the highest accreditation standard
given by the Indonesia Directorate General of
Higher Education (World Bank 2015).
According to the Association of Indonesian
Medical Schools, by 2007 only 50% of
students passed the national examination
that has a pass score of only 45 out of 100. In
India, the privatization of medical education
is associated with inadequate and corrupt
regulation and poor quality of teaching
(McPake et al. 2015).

UHC offers a compelling opportunity to
transform the prevailing signals from the
health system that inform the development
and the deployment of the health workforce
by using the three key elements: financing;
services and populations. Most importantly,
in the context of this paper, the reforms
required to accelerate progress towards
UHC place a wide spectrum of demands,
and a diversity of expectations, on the health
workforce that must be able to: (1) provide a
full range of good quality population-wide
health and clinical services; (2) respond
to the needs of particularly disadvantaged
populations; (3) provide surge emergency
support services in times of crisis;

(4) include the competencies required to
secure complex core systems functions.
These demands and expectations must be
translated into paid employment and career
prospects (see Figure 2).

While it is vital to focus UHC towards the
health workforce, this is by no means
sufficient. Many health systems have
undertaken successful reforms towards
UHC, but continue to struggle with the
factors that influence the supply of health
workers especially those related to their
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Figure 2. Demand and supply of health workers with UHC

Demand Supply
o Jobs balanced across PHC * Broader/stronger pool of eligible
and curative needs students (diversity)
 Jobs located closer to e Greater scale and scope of
population’s needs education institutions
(higher impact) o Step-ladder career opportunities
* Payment based on outcomes for career development
and to incentivize » Competence-based curricula
team-based service delivery
UHC Workforce

* A workforce that is adequate
in number, appropriate in skill
mix, evenly distributed and

well performing

education. The challenge of managing the
supply of health workers is evident in the
chronic shortfall in appropriately trained
staffin many OECD countries, and their
dependence on recruiting health workers
from other countries (McPake et al. 2013).
In Canada for example, which has had UHC
since the early 1960s, the system remains
dependent on foreign-trained medical
doctors to fill vacancies primarily in remote
areas of the country (Preker et al. 2013).

Education Investment Strategies

to Strengthen Health Labor Supply
towards UHC Needs

To address the shortfalls in health work-
force supply, there is a pressing need to
identify national and international health
worker education investment strategies. The
key entry points for interventions to shift
the supply of health workers closer to
meeting the demands of UHC can be found
along the professional education pipeline
(PEP), the institutions that influence the
flow of students into the health labor
market and then employ them. The flow

starts at: primary and secondary education
level in preparing students for entry into
training; progresses into pre-service health
workforce training institutions (post-
secondary) and then continues with skills
development through in-service training,
specialization and continuing education
(see Figure 3).

Active, progressive, competitive and

fair recruitment of the next generation

of students

The rapid growth of health sector employ-
ment and wages has increased the worldwide
demand for health professional training
(McPake et al., 2015). This appears to have
resulted in an excess of demand, that is,
more applicants than available training
slots. Excess demand has led to extreme
competition for the limited places available
and, consequently, to a rapid increase in
admission fees (Asch et al. 2013; McPake et
al. 2015). These trends discourage applicants
from lower socioeconomic backgrounds
from applying and/or gaining admission.
Other factors too can compromise the pool
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Figure 3. Health professional education pipeline and entry points for intervention

Collaborative Joint Planning and Management for Health Workforce

Regulatory Framework: Accreditation, Licensing and Certification

Primary
institutions

Eligible
graduates

Pre-service

training
institutions

Secondary
institutions

of eligible students for health worker training,
such as: insufficient quantity and quality of
secondary school education; and diversity
shortfalls from gender, wealth, ethnic minority
or geographic residence perspectives.

In many low-and middle-income
countries (LMICs), only a minority of the
students complete secondary education and
very few from poor households reach higher
education (Ilie and Rose 2016; UNESCO
2015). This introduces a skew in the pool of
students eligible for health worker training,

a problem that is not limited to LMICs. In the
US, for example, the likelihood of obtaining
a college degree (a prerequisite for medical
training) is: 82% in the white community;
6.9% in the African-American community
and only 4.5% in the Hispanic community
(Campbell-Page et al. 2013). Redressing the
structural inequality in access to secondary
and tertiary education will increase the
number, quality and diversity of students
applying for health professional training

in the medium-to-longer term, and therefore
represents a critical focus area of intervention
for the education sector recognizing that

is beyond the direct influence of the

health sector.
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Professional

training
- . Health
Qualified Technical workforce
workforce training pool for UHC

Specialized
training

Achieving better scale, scope and value-
for-money in pre-service education

There is little evidence, beyond a few
anecdotes, of systems-wide change in

the scale, scope and value-for-money in
pre-service education. This slow progress

is a concern because the SDGs assume that
UHC will be achieved by 2030, and that the
supply deficit of health professionals is
projected to grow to 15 million (US National
Center for Education Statistics 2016). The
severe lag in the scale of the response to the
supply of health workers appears to be
growing with time, compared to previous
assessments (Bhuiya et al. 2015; Liu et al.
2016). While tackling the supply shortfalls in
the health workforce as an urgent priority,
we should also reflect on why strategies
remain so unsuccessful. One key reason, for
example, could be the current investment
model behind the expansion of the health
professional education system.

The existing investment model for health
professional education can be characterized
as a “one institution at a time” approach.
This is bound by the need to satisfy expecta-
tions of tertiary education institutions and
national accreditation bodies. Securing

75



76

Timothy Grant Evans et al.

university consent and gaining approval
from accreditation bodies are complex
processes, which invariably take two years
or more before the first group of students
can be enrolled. The pre-requisites for the
approval of new entrants are designed to
ensure quality of pre-service education.
In practice, approval and accreditation
processes are excessively rigid and resistant
to change such as incorporating new forms
of social accountability —and are too
susceptible to make a compromise in
standards and unethical behaviours. This
is linked to the monopoly powers of
accreditation bodies (Woollard 2006).
Investment strategies in an environment
of scarce resources should be informed by
growing evidence on what are the best-buys in
education thatlead to improved distribution
and retention of workforce. Despite the lack of
return on investment analysis in pre-service
education, there are emerging studies that
give some direction on investment priorities.
Recent analyses of low-income settings
suggest very positive returns on investment
from training front-line workers, including
nurses, midwives and community health
workers (CHWs) (Bhuiya et al. 2015; Chen
2006). Added to this, there is growing
evidence on how best to ensure graduates
work in remote and rural regions by: locating
training in those areas; focusing on lower and
mid-level workers; and making sure students
come from lower socioeconomic and rural
backgrounds (Anderson and Anderson 1999;
Fagerlund and Germano 2009). There is
evidence that highlights the impact of
transformative innovations in curricular
content and teaching methods that improve
education quality and efficiency.

Continuing professional development
Following successful completion of pre-
service training, there is widespread
recognition that continuing professional
development is needed to maintain and
acquire new competencies over a career

that may span 20-30 years. However,

the two to three decades of health work

also present important opportunities for
progressive career development and advan-
cement that can harness experience, nurture
scarce leadership and limit premature exit
from the health workforce. The School of
Health Sciences in Leyte in the Philippines
has implemented a stepladder curriculum
since 1976. The community and compe-
tency-based program integrates training
into a single, sequential and continuous
curriculum of CHWs, midwives, hygienists,
nurses, nurse practitioners and medical
doctors. Before completing each step of their
education, students must provide services in
the community, and nurses, midwives and
doctors must complete national license-to-
practice exams. Not only is their perform-
ance on national exams above average, but
their retention rates are also impressive
(PAHO 2006).

Career paths are also being defined by
changes in roles and responsibilities that
occur with the growing practice of task
shifting. Task shifting is a cost-effective
solution to address specific health worker
needs and competencies rapidly (Allen et al.
2014; Martinez-Gonzélez et al. 2015). It
involves shifting general clinical tasks
normally undertaken by doctors to other
professions, such as: nursing; clinical
officers; CHWs and care assistants. This is an
increasingly common solution to strengthen
and expand the health workforce rapidly,
particularly in rural areas. Such strategies
can be appropriate when implemented
alongside other strategies that are designed to
increase the total number of health workers
of all levels. In Sub-Saharan Africa, many
health workers with non-traditional compe-
tencies work across primary care settings. In
high-income countries, the number of
unlicensed and/or unregistered care assist-
ants, nurses and rehabilitative staffin
hospitals and long-term care settings has
expanded (McPake et al. 2015).

WoRrLD HEALTH & PopruLaTiON ® VoL.17 No.3



Transforming Health Workers’ Education for Universal Health Coverage

Interventions to strengthen national,
regional and international regulatory
capacity

To ensure that quality assurance mechan-
isms are in place to set standards to evaluate
the competencies and standards required to
address national priority health needs,
accreditation of training institutions should
set standards that reflect the national
context and required outcomes. To achieve
compliance with quality or social standards,
governments should set strict conditions to
foster improvements in quality. At a min-
imum, some form of enforcement or
incentive process is needed to make the
process of accreditation of training institu-
tions effective. If it is considered too costly
to establish, implement and enforce
independent and well-managed accredit-
ation processes, authorities should consider
establishing links with regional or inter-
national accreditation agencies. This could
contribute to the UHC agenda by opening
self-regulatory control to review, and to
assessment by regional or international
professional peers, jointly with non-
specialists and other experts (e.g., leading
academics or reformers in medical education
methodology). International accreditation
would also have the advantage of raising
national standards, and allow information
exchange between different professions in
different places.

The certification process provides
assurance to the public that a certified
medical specialist has successfully completed
an approved educational program and
evaluation that includes: an examination
process designed to assess the knowledge;
and experience and skills necessary to
provide high-quality care in a specialty.
National licensing examinations exist in the
US and throughout Western Europe, and are
usually taken on completion of the medical
school curriculum. Until 2005 in France, the
university diploma awarded at the end of
training functioned as the certification that
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authorizes clinical practice. Subsequent
reforms have introduced a law making
continuing-to-advanced training a require-
ment for practice, as well as a set of
competency programs and practice evalua-
tion procedures. More needs to be done on
this front: fewer than 60% of developing
countries require graduating medical
students to pass national certification exams,
and in Africa and South-East Asia the figure
drops to below 40% (Tayag and Clavel 2011).

Moving Forward: Key Messages
Achieving UHC of quality services
according to need, and without financial
compromise, focuses attention on the
numbers, locations and skill sets of health
workers that are needed. Success in re-
balancing will hinge a great deal on reforms
in health worker education that: target the
next generation of health workers; reform
the scale, scope and value-for-money of
pre-service education institutions and
make continuing education a continuous
opportunity for career advancement.
Implementation of such reforms will
benefit from a concerted focus on three
cross-cutting fronts: Leadership;
Financing; Evidence.

Supporting leadership for UHC through
Health Professional Education Institutions
(HPEIs)

Developing groups of leaders able to acceler-
ate the journey to UHC is essential, together
with the creation of employment and seizing
the potential for HPEISs to contribute to
UHC more systematically. The role of HPEIs
is to contribute critical knowledge and
learning that support the achievement

of health goals through education and
research. If they focus on what’s required

to achieve UHC in a more concerted way,
reforms in health worker education would
follow. For example, the challenge of
providing universal access to maternal
healthcare in disadvantaged populations

77



78

Timothy Grant Evans et al.

might compel HPEISs to examine how to use
their education resources to ensure sufficient
numbers of community midwives, who
already have appropriate technical and
cultural competencies and are ready to work
and remain working in those communities.
UHC should provide the focus that HPEIs
need to revitalize the supply of health
workers. To achieve this clarity of mission
requires strong national-level stewardship
that promotes: participation of key
stakeholders; high-level ownership and
buy-in to a common strategy; and shared
accountability for results.

Towards the big picture and integrated
financing with UHC

The current state of financing health
workforce education is generally inadequate,
inefficient and inequitable. To scale-up the
education and supply of health workers
requires transformation of the system. Just as
UHC provides a unifying vision for finan-
cing the health sector, a similar “big picture”
approach is required to finance health worker
education. This involves articulating how to
mobilize the resource targets needed to
achieve improvements in the health work-
force PEP, and the development of criteria to
set priorities and guide budget allocation
decisions. Finance sources vary according to
the entry point for investment, for example:
public sector (education or health); private
sector (health institution) and individual/
student. Public subsidies for student tuition
usually vary: full for secondary school
students in underrepresented minorities;
concessional loans for students in pre-service
education and interest-bearing loans for
continuing education.

A further step towards big picture
financing is to integrate financing for
workforce education into overall UHC
funding, which will bring it into the main-
stream rather than being marginalized from
the broader health sector (Kim and Evans
2014). UHC is about promoting the pooling

of healthcare resources, and dedicated efforts
to create larger pools, or new compacts,
between the public and private sector. New
integrated models that bring health worker
education into the mainstream of private
healthcare delivery deserve more attention.
They could sustain equitable growth with
quality in health worker training capacity
(Cellettietal. 2011). Linking health worker
education more directly to the growth of the
health sector may also help to create new
opportunities. For example, public and
private partnerships can support the
development of niche service industries to
deliver critical education resources such as
e-learning or distance learning with higher
quality, and at lower cost (MacPake et al.
2015). Integration also increases the
likelihood of engaging development partners
involved in UHC funding. This brings with
it more explicit support to build financing
capacity in line with the 2015 Addis Ababa
Financing for Development agenda (Celletti
etal. 2011).

Marshaling evidence and monitoring
performance for accelerated improvement
against targets

The common challenges faced across
countries in managing health worker
education to achieve UHC provide rich
opportunities for joint learning about what
does or doesn’t work, and why. To move
beyond anecdotes of success or failure, more
rigorous evaluation and comparative
assessments are required. For example,
comparative assessment of alternative
accreditation regimes might provide
valuable insights on how best to balance the
need to preserve quality/standards with the
need to promote innovation. Likewise,
guidelines produced for curriculum renewal
and teaching reform through systematic
review help education institutions keep their
teaching resources up-to-date. Research can
be used to demonstrate the return on health
workforce education investment, and the
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value-for-money in the delivery of educa-
tion. While this type of evidence is invalu-
able, it is rarely available because of the lack
of funding for education research.
Fundamentally, there is a need to invest in
information systems to develop common and
comparable measurement standards
(metrics) within and across countries.
The standards can assess the performance
of the health worker education systems
compared to their expected contribution
to achieving UHC. This would include a
comprehensive needs assessment of: the
number of health workers required by
category and the labor market demand for
these health workers; their training or work
locations; their diversity profile; and the
costs of training. Comparing the comprehen-
sive needs assessment to a baseline will
identify health education worker shortages,
help to develop improvement targets and
measure the social returns of social returns
(contribution to public health) of investing
in health worker education (McPake et al.
2015). Progress towards the targets will
support leaders to focus on how to stimulate
a culture of learning and improvement.
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Abstract

As capitalism is being re-invented and the voices of multiple stakeholders are
becoming more prevalent and demanding, it is the perfect time for the private
sector to embrace large-scale collaboration and a shared sense of purpose.
Since the explosive growth of Corporate Social Responsibility (CSR) in the 1990s,
a new era of responsibility, purpose and a re-envisioned capitalism are dramat-
ically apparent. Beyond financial support, business leaders have the opportunity
to galvanize networks, advocate for regulation and policy change, and form
supporting consortia to support global development. The role of the private
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sector in development has changed significantly from a model of benevolent
contributor to a model of collaborator, investor, business partner and exponential
value creator. The new era of collaboration should move beyond a shared value
mindset to new models of partnership where each contributor plays an equal role
in defining challenges and designing solutions with the greater goal of sustainable
value creation. Non-Governmental Organizations (NGOs) have the unprecedented
opportunity to take leadership roles in engaging the private sector in more

game-changing collaborations.

Since the explosive growth of Corporate
Social Responsibility (CSR) in the 1990s,
a new era of responsibility, purpose and a
re-envisioned capitalism are dramatically
apparent. For many years, leading scholars at
business schools throughout the world have
argued that business has the unique oppor-
tunity to accelerate efforts to create a more
sustainable world (Donaldson and Preston
1995; Handy 2003). CSR has grown to
encompass what companies do with their
profits as well as how they generate their
profits. Going beyond philanthropy, the new
CSR addresses how companies manage their
economic, social and environmental effects
on society. Most important, more attention
is being paid to a company’s “relationships
in all key spheres of influence: the work-
place, the marketplace, the supply chain, the
community, and the public policy realm”
(Harvard Kennedy School 2012). Thus,
companies are increasingly being asked by
stakeholders to demonstrate and report on
how business strategy and practice contrib-
ute to a more sustainable world (CECP
2010). The role of the private sector in
development has changed significantly from
a model of benevolent contributor to a
model of collaborator, investor, business
partner and exponential value creator.
However, how to engage with the private
sector, from a non-governmental organiza-
tion (NGO) perspective, remains both
complicated and mysterious.

In the wake of the Sustainable
Development Goals (SDGs or Global Goals),
industry, foundations, NGOs, governments,

universities and multi-laterals are being
challenged to make commitments to the 17
SDGs. The 17 Sustainable Development
Goals (SDGs) of the 2030 Agenda for
Sustainable Development were adopted by
world leaders in September 2015. All coun-
tries, with the support of business,
foundations and other partners, are called
upon “to end all forms of poverty, fight
inequalities and tackle climate change, while
ensuring that no one is left behind.” (United
Nations 2017) The 17 SDGs are different from
the eight Millennium Development Goals
(MDGs) in that they are more comprehensive
and aim to end poverty and include more
focus and guidance on implementation and
measurement. (United Nations 2017)
Development partnerships are moving
more toward supporting national health and
environmental priorities and building upon
existing strategies of the collaborating
partners. For example, Microsoft
YouthSpark, in partnership with govern-
ments, nonprofit organizations and
businesses has created educational, employ-
ment and entrepreneurial opportunities for
more than 300 million youth around the
world (Microsoft 2017). To reach the scale
implied by the Global Goals, more and bigger
collaborations involving the private sector
will be required. The long-time horizons
represented by the 2030 SDGs targets are
more compatible with corporations seeking
to demonstrate long-term shareholder value
as companies increasingly realize that they
can only thrive in a healthy and sustainable
world. As a recent Brookings publication
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states, “As more large companies take such
along-term view, any gap between their
activities and broader development impact
becomes narrower” (Brookings Blum
Roundtable 2014). In this early stage of SDG
goal-setting, there is a strategic opportunity
for NGOs to play the role of broker in
developing partnerships and alliances aimed
at the SDGs.

Re-Defining the Role of Business
in Society
Since CSR’s growth period in the 1990s, the
world has witnessed increased globalization,
growing social inequality, a rising popula-
tion, development challenges and climate
change. In moving the argument beyond
social responsibility, advocates such as Stuart
Hart have argued that companies possess
assets such as technology, resources, capacity,
global reach and employee social capital to
help solve societal challenges (Hart 2010). In
the business sector, leaders such as John
Mackey of Whole Foods and Paul Polman of
Unilever are helping to redefine capitalism in
more humanistic terms through advocacy
and business practices. The advent of terms
like “conscious capitalism” (Mackey and
Sisodia 2014) and the creation of Benefit
Corporations signal a move away from
traditional and shareholder-driven business
practices to a view where business is seen as a
positive force for society and sustainable
development (Cho 2017). While CSR has
been an effective tool for many companies to
demonstrate their commitment to society, it
is increasingly recognized that there are
limits to CSR’s ability, in its traditional
practice, to be the sole force for creating the
type of systemic change required to make
major shifts in society (Vogel 2007). For the
private sector, the definition of value has
moved well beyond profit and social respon-
sibility has become a key consideration for all
facets of a business.

Evidence of increased engagement by
business with societal issues can be seen in
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the UN Global Compact (United Nations
Global Compact 2017). The Global Compact,
created in 1999, was an early effort to
encourage businesses to adopt sustainable
and socially responsible policies, and to
report on their implementation. In the year
2000, there were 47 members; today there are
more than 9,000. Although membership is
voluntary, the Compact is one of the more
mature efforts to create standards of behav-
iour to govern business in society. There is
also a growing interest in responsible
business practices from the financial
markets, where the UN-backed Principles for
Responsible Investment (PRI) lists more than
1,600 members (Kell 2017).

Among the many thought leaders seeking
anew model of capitalism, Porter and
Kramer (2011) argue that capitalism itself
can be reinvented around the pursuit of
shared value to advance the economic and
social conditions where a company operates
while enhancing the company’s competitive-
ness. The essence of shared value is that
companies link competitive advantage with
CSR by seeking the profitable points of
intersection between business opportunity
and social need. Shared value has gained
momentum but is not without its critics
(Aakhus and Bzdak 2012; Crane et al. 2014).
Mainly, the shared value approach reveals a
poor understanding of how many corpora-
tions work with stakeholders. In fact, many
NGOs would be reluctant to work directly
with business units seeking financial returns
but have comfortably worked with corporate
philanthropy, CSR and citizenship profes-
sionals. In general, the private sector’s profit
motive is often a barrier, whether real or
perceived, to enduring public-private
partnerships.

While shared value was gaining momen-
tum, legal scholar Lynn Stout challenged the
prevailing wisdom of shareholder primacy
in 2012 by offering compelling arguments
around the absence of a legal basis for a
company to be solely focused on profit.
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Stout (2012) claims that the principal-agent
reasoning underpinning shareholder
primacy is fallacious and that, indeed, there
is a deeper business-to-society relationship
to be explored. In other words, maximizing
share price is not a legal requirement of
for-profit corporations. This makes it easier
for companies to behave in a more prosocial
manner as opposed to solely creating value
for shareholders. More recently, Zingales
and Hart (2017) have revealed that many
shareholders care about broader social issues
beyond profit and that companies should
maximize shareholders’ “welfare.” This
re-definition of the role of business in society
is partially responsible for the increased
visibility of the private sector in develop-
ment efforts.

The transition from the MDGs to the
SDGs has provided a rich opportunity for
reflection on global goal setting and how to
engage stakeholders in defining targets and
indicators. The SDG consultation process,
for example, was much more inclusive of a
broad array of stakeholders which, in turn,
enabled a much richer landscape for collab-
oration. A 2015 report “Transitioning from
the MDGs to the SDGs” released in late 2016
and prepared jointly by the staff of the United
Nations Development Programme (UNDP)
and the World Bank Group (WBG) with
input from the Secretariat of the UN System
Chief Executives Board for Coordination
(CEB) outlines a collaboration agenda for the
next few decades (UNDP 2016). Although the
report outlines a new vision for a “One UN,”
it provides little in the way of defining a role
for the private sector.

As Jeffrey Sachs advises, “Private-sector
companies should support the SDGs in
practical and measurable ways, in their
policies, production processes, and engage-
ment with stakeholders.” (Sachs 2012).
Implicit in Sachs’ statement is a call for
business to engage beyond philanthropy and
traditional CSR. Companies are encouraged
to bring all of their assets to the global table

because, as Browne and Nuttal note, “The
success of a business depends on its relation-
ships with the external world — regulators,
potential customers and staff, activists, and
legislators. Decisions made at all levels of the
business, from the boardroom to the shop
floor, affect that relationship.” (Browne and
Nuttal 2013). The key here is stakeholder
engagement, internally and externally, as a
key foundation for public-private partner-
ships on an unprecedented scale. Again,
NGOs can play a critical role in linking
private sector aspiration to engage in
partnerships and alliances aimed at the SDGs
and finding solutions to social challenges at
the local, national and global levels.

A New Era for Collaboration

and Engagement

Because corporations are now answering to
a diverse group of stakeholders, the ways
that they engage with these stakeholders has
changed dramatically. Over the course of the
last twenty years, specific principles of
engagement, especially in community
health, have become more or less common
in many communities (National Institutes of
Health 2011). The basic premise is that those
who are affected by a decision have a right to
be involved in the decision-making process
(The International Association for Public
Participation 2017). The key element in these
engagement efforts is the deliberate and
deep involvement of community members.
The recent literature on community
empowerment strongly supports the idea
that the community should define problems
and potential solutions. Communities and
individuals need to “own” the issues which
includes: naming the problem, identifying
action areas, planning and implementing
strategies and evaluating outcomes
(National Institutes of Health 2011). This
applies also to a recent reframing of global
development efforts in developing econ-
omies. Calton et al. (2013) offer a new model
of creating value with (not at) the bottom of
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the pyramid. The model calls for multi-
stakeholder, open-system interactions with
business being recast as an equal stakeholder
— taking on a co-participant role as opposed
to a leadership role. For instance, the
Johnson & Johnson Bridge to Employment
program was founded on a partnership
model involving multiple stakeholders in
targeted communities to help youth succeed
(Bzdak 2007). The model is based on the
needs of a local community and is co-
designed by local Johnson & Johnson
operating company leaders, teachers and
NGOs to leverage the assets in each com-
munity to support youth in preparing for
further education and careers.

This type of engagement, especially for
corporate funders, represents a shift away
from noblesse oblige to a more inclusive
model or, as Austin portrays the shift, “from
benevolent donor and grateful recipient,
toward deeper, more strategic alliances”
(Austin 2000b). The new model focuses on
long-term engagement and recognizes the
need to build relationships and trust by
moving from consultation and information
sharing to shared responsibility. The concept
of collaborative community engagement
among corporate and private funders as well
as academic institutions, NGOs and govern-
ments has become an increasingly common
approach to tackling social issues. The most
successful collaborations have been centered
on solving a problem that is identified by a
variety of stakeholders including those most
affected at the community, regional and/or
national level. Nestlé, for example, is inte-
grating their sustainability goals with the
2030 United Nations SDGs. In fact, execu-
tives from Nestlé participated in developing
the SDGs. The company has set ambitious
goals including: “helping 50 million children
lead healthier lives; improving 30 million
livelihoods in communities directly connect-
ed to their business activities” (Nestlé 2017).
Other consumer-facing corporations such as
PepsiCo, Coca-Cola, SABMiller and Unilever
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have all mapped their sustainability targets
against select SDGs (Edie.net 2017).
Increasingly, the private sector has become
part of many coalitions involving NGOs,
government and other funders to focus on
making a measurable difference in solving
one or more global issue. In these new models
of engagement, NGOs and other civil society
members are held accountable not only by the
funder and/or regulator but also by those that
they serve. In many cases, the metrics are
developed to measure the social benefits for
the common good rather than a particular
business benefit. In the case of the MDGs,
numerous multi-sectoral partnerships
evolved to tackle the complexities of the
problems behind the MDGs. However, the
SDGs differ from the MDGs in at least two
important ways: (1) the SDG process included
many more stakeholders and resulted in
broader goals; (2) the SDGs, for business,
allow the latitude to integrate a company’s
sustainability goals within the broader
framework of the SDGs. Key to the new and
evolving paradigm of public-private partner-
ships are transparency and multi-stakeholder
engagement efforts. In addition, the increas-
ing prevalence of pro-bono and skills-based
volunteerism has expanded the private
sector’s contributions to development efforts.
As public-private partnerships began to
proliferate in the late 1990s, researchers
increasingly developed theories and frame-
works to explain the how and why of
collaboration. In 2000, James Austin
published a collaboration framework based
on empirical examples comprising four
elements (Austin, “Strategic Collaboration”
2000a). Austin proposes a “collaboration
continuum” which is a categorization
framework that identifies the various stages
of a partnership and includes: philanthropic,
transactional and integrative. A fourth
category, transformational, was added in a
subsequent article (Austin and Seitanidi
2012). This fourth element looks at “alliance
enablers that contribute to the effective
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management of the relationship.” These
conceptual and analytical frameworks
comprise a holistic construct providing
detailed guidance on all aspects of a multi-
party collaboration. Its practical value is
derived from the fact that it is based on
several real-world examples of varying scale
and therefore it can be useful for all stake-
holders entering new collaborative ventures.

Among the pioneers in developing new
models of public-private partnerships,
leaders at Starbucks were truly progressive in
its early collaborative efforts with NGOs such
as CARE and Conservation International
(CI). For example, Starbucks entered into a
partnership with Conservation International
(CI) in 1998 and in 1999 introduced a
shade-grown coffee grown in Chiapas,
Mexico as part of their partnership (Austin,
J.E. and C. Reavis. 2002). In addition to
buying the beans, Starbucks also provided
financial support and technical assistance to
the project. In 2001, Starbucks announced
new purchasing guidelines co-developed
with CI, which awarded points to suppliers
based on specific sustainability indicators.
Suppliers that scored high received preferen-
tial treatment from Starbucks, who also
agreed to pay a premium to suppliers who
met sustainability guidelines (Coffee and
Conservation 2006). The collaboration
between Starbucks and CI was complex and
forged new ground in the global public-
private partnership space.

In 2011, CI and Starbucks renewed their
commitment to sustainable coffee produc-
tion with a three-year agreement. This new
model of stakeholder engagement between
Cl and Starbucks revealed three important
attributes for engagement: (1) their relation-
ship is long term and focused on issue of
mutual importance; (2) the collaboration
involved exposure to risk for both organiza-
tions; (3) the partnership engaged multiple
stakeholder groups including the consumer.
The collaboration was based on the shared
belief that Starbucks and CI each had a

“stake” in the future of coffee growing and
the well-being of the coffee farmers. The
collaboration (and the relationship) was also
based on long-term horizons as opposed to
short-term profitability.

Interest has grown in public-private
partnerships and other forms of multi-
stakeholder initiatives as ways to leverage
resources and talents to address pressing
social issues (Zadek 2005). Although
collaborations between corporations and
NGOs are not a new phenomenon, there is a
call for both an increase in the number of
collaborations as well as an increase in the
scale of these efforts. The urgency around
this call is intensified by the monumental
change implied by the SDGs. The new model
of collaboration also involves assessing all
elements of value that the company can bring
to a collaboration (Aakhus and Bzdak 2015).
Taking a cue from Austin, there is an
opportunity for NGOs to take the lead in
creating a basic framework for all partner-
ships —a framework that meets the needs of
communities, NGOs, government and the
private sector.

For example, all collaborating partners
should clearly articulate the anticipated value
to be derived from a potential alliance.
Recognizing that partners have varying
motivations in joining a collaboration,
candid conversations around expectations
and perceived and anticipated value are
critical. What should begin as a basis for
dialogue and negotiation could then become
the documentation of potential outcomes
and impacts. Second, the collaborative could
develop their own set of operating principles.
For example, defining the partnerships’
relevance to national health or natural
resources plans and further defining how the
collaborative will advance local, regional or
national goals. Finally, a metrics framework
will ensure that agreed-upon outcomes are
being delivered as projected and as intended.

Reflecting a new model of collaboration
and alliance building, in 2011 Dow
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announced an innovative partnership with
The Nature Conservancy (TNC) to explore
water conservation (Environmental Leader
2011). Dow sought to name the “environ-
ment” as a key stakeholder and thoughtfully
engaged an NGO to help. This collaborative
approach was not new to TNC. In the early
1990s, they partnered with Georgia-Pacific
on a unique land stewardship project in
Virginia (Austin, Collaboration Challenge
2000Db). The collaboration with Dow is
investigating linkages between business
operations and the environment, with the
goal of making sure “that Dow can value
nature and its services in everything the
company does.” (Tercek 2013). TNC s
providing counsel and technical support to
Dow in developing assessment models
quantifying its environmental footprint with
the goal of fostering innovation in environ-
mental performance. In addition, the
partnership was projected to result in shared
findings and publicly available research
results. Similar to the Starbucks examples,
the key attributes for engagement from this
partnership include: (1) partnering with a
potential adversary, (2) evidence-based
practice and (3) putting an environmental
value at the center of the network.
Starbucks, Dow and many other compan-
ies are shifting their stakeholder engagement
efforts from a vertical orientation to a more
horizontal inclusiveness and from the short
term to the long term. Similarly, NGOs such
as Cl and the TNC were willing to the take
the risk of working with for-profit entities to
seek potential partnerships that could have
mutual benefit. The companies leveraged
their CSR practices and their reputations,
allowing them to create credible
engagement opportunities for them
and their stakeholders.

Standards of Engagement

Not surprisingly, some organizations have
developed ground rules to govern these new
collaborative efforts. Reminiscent of Austin’s
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framework, the Tropical Health & Education
Trust (THET), a UK NGO, developed
“Principles of Partnership” to offer guidance
to their health partnerships, sending a clear
message to all partners on shared respon-
sibility and accountability (Figure 1). The
eight principles provide thoughtful and
in-depth direction on a number of key areas.
One of the key principles is “Harmonized &
Aligned” which includes the following
“Hallmarks of good practice:” A. Partnership
plans reflect national health priorities or are
designed to influence national priorities;

B. Partnerships’ plans build on an institution’s
strategic health plan; C. Partnerships are
supported by senior management and col-
leagues in each partner institution;

D. Partnerships engage national regulatory,
governance and research bodies with the
potential to support and learn from their
work more broadly or in the longer term;

E. Partnerships collaborate where possible
with other NGOs and INGOs to maximize
effectiveness. While all of these are import-
ant, three of the hallmarks (A, B and C) are
particularly critical because they reflect basic
elements of long-term thinking and sustain-
able practices. For example, in Hallmark C,
support from senior management and
colleagues implies that the partnership is
part of a larger strategic framework with
implied targets and accountabilities.

Opportunities to Accelerate Change
While it is still early in terms of SDG
goal-setting and commitment making,
there is a sense of urgency to develop and
design the new large-scale partnerships that
will allow dramatic progress in reaching
the 2030 targets. As Jorge Moreira da Silva,
director of the Development Co-operation
Directorate at the Organisation for
Economic Co-operation (OECD), reminds
us, “... meeting the Sustainable
Development Goals in developing countries
will require $3.3—-4.5 trillion in additional
investment. Without increased private
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Figure 1. Tropical Health & Education Trust (THET) “principles of partnership”
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sector involvement — including the growth
of healthy and sustainable businesses in
low-income countries — we will never make
it” (da Silva 2017).

There are three immediate opportunities
to accelerate SDG progress through partner-
ships. First, there is a clear need for
agreed-upon principles of engagement for
large-scale and formal collaborations. The
Tropical Health and Education Trust hasa
practical model that could serve as a starting
point for potential collaboratives. There is
also an opportunity to build and scale
existing collaborations. For example, the
Frontline Health Workers Coalition has
played a critical role as a convener and
thoughtleader. The Coalition, including
members of the private sector, provides an
inclusive space for stakeholders to debate and
advocate for health workers. A policy analysis

]
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released by the Coalition in November 2016
calls for governments and all stakeholders to
collect and deliver critical data on health
workers, including CHWs, that will address
the most severe access gaps (Frontline Health
Workers Coalition 2016).

The Coalition has an even greater oppor-
tunity to advocate for health workers given
the recent work by the UN High-Level
Commission on Health Employment and
Economic Growth which argues, “Thisis a
once-in-a-generation opportunity to build a
sustainable health workforce in all countries
by 2030, shaping the unprecedented demand
for 40 million health workers, and addressing
the needs-based shortfall of 18 million health
workers.” (WHO 2016) There are many
opportunities for business to engage with the
Commission’s recommendations. One idea
proposed is social business (also known as
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social enterprise) a hybrid approach and
model straddling profit-seeking and social
good. The many opportunities suggested by
the Commission are built around an econom-
ic model proving the socioeconomic returns
on investment in the health workforce, an
argument that follows a business logic.

Second, assuming that each partnership
has measurable goals, there is a critical
opportunity to develop a tracking and
reporting mechanism where all partners and
partnerships can credibly report progress.
The SDG Philanthropy Platform is one
promising approach led by The Foundation
Center, United Nations Development
Programme (UNDP) and Rockefeller
Philanthropy Advisors Advocate to advocate
for the use of data as a driver for philanthrop-
ic investment and to promote accountability
among funders (Cheney 2017). In addition,
Unilever has developed a sophisticated
measurement tool for reporting on environ-
mental impact, social value and profit
(Carroll etal. 2012). Also promising is the
advent of the Gold Standard for the Global
Goals, a certification body designed to
quantify and certify projects related to
climate security and sustainable develop-
ment (Gold Standard 2017). Most important,
the Gold Standard work was initiated by the
World Wildlife Fund providing another
example of an NGO-led attempt to standard-
ize and quantify impact measures.

Third, and related to the previous oppor-
tunity, common terms and tools for
measurement can provide a consistent
method for all participants to report outputs,
outcomes and impact. As an example of one
promising development that points to
progress on common monitoring and
evaluation practices, the Global Reporting
Initiative (GRI) has updated its Sustainability
Disclosure Database to include SDG target
12.6. This move will help member states to
encourage or require companies to report
on their sustainability activities. The
Target 12.6 — Live Tracker (http://
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database.globalreporting.org/SDG-12-6/)
tracks the progress of sustainability reporting
around the world. Although limited to one
goal, this type of method to encourage
progress and transparency is a potential
model for reporting. Similarly, in the social
investment domain, Clearly So announced

a promising new impact measurement tool
for private equity and venture capital funds
(Thorpe 2016).

Finally, as capitalism is being re-invented
and the voices of multiple stakeholders are
becoming more prevalent and demanding,
now is the perfect time for the private sector
to embrace large-scale collaboration and a
shared sense of purpose. The next 15 years
will see more private sector leadership in
developing commitments to address the
SDGs, including new business models, new
social investment models and new ways of
measuring progress. Corporate Venture
Capital Funds, for example, have been hailed
as anew and effective way for both large and
small companies to engage in social invest-
ment. John Elkington claims thata “better
alignment between their venture capital
operations and the ‘strong’ version of the
sustainability agenda would produce benefits
many orders of magnitude greater than
anything they are likely to do under the
citizenship, CSR or shared value banners
alone” (Breakthrough Capitalism 2014).
Similarly, Clearly So, a new breed of invest-
ment bank that helps to connect social
enterprises to impact investors, advocates
that the financial system can be a powerful
force for good (Thorpe 2016). Beyond
financial support, business leaders have the
opportunity to galvanize networks, advocate
for regulation and policy change and form
supporting consortia and a host of other
possible interventions, including the
deployment of skilled employees.

In the past twenty years, corporations have
developed several innovative practices to
engage their employees in their social impact
work. Recognizing the value of employee
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engagement, IMPACT 2030, a global, private
sector-led collaboration to mobilize employ-
ee volunteers in support of the SDGs, was
founded to advance this element of social
responsibility. Their ambitious agenda,
created in response to a UN Resolution,
includes the development of open-source
measurement frameworks, benchmarks and
reports on how volunteer efforts impact the
SDGs. (IMPACT 2030 2016.) As the practice
of HR becomes more closely aligned to CSR
in terms of recruitment, retention and
professional development, there is tremen-
dous opportunity for private sector
employees to accelerate progress toward the
Global Goals. Many companies have recog-
nized the value of these human capital
programs for professional development but
the global health field also benefits from
more cultural agile business leaders who are
more poised for collaboration with NGOs
and governments (White 2015).

It is also the perfect time to reflect upon
the lesson learned from “pioneers in
collaboration” such as Starbucks, Dow and
many other documented cases of pioneering
partnerships. There are also lessons to be
learned by companies pursuing internal
transformation around collaboration. IBM,
for example, learned a great deal about trust
and collaboration throughout the 1990s as
they radically moved to another operating
model (Heckscher 2015.) Itis also an
opportune moment to re-examine the
important contributions to collaboration
theory as advanced by scholars like James
Austin. In the context of the SDGs, linking
collaborative efforts to national health and
environmental priorities is critical to
achieving progress in any public health
intervention. Second, any new efforts
should build upon the existing strategies of
the collaborating partners. The new efforts
should reflect the missions and strategic
intentions of the partners. The THET
Principles provide a promising example of
NGO leadership in defining the rules of

engagement for public-private partnerships.
The new era of collaboration should move
beyond a shared value mindset to new
models of partnership where each
contributor plays an equal role in defining
challenges and designing solutions with
the greater goal of sustainable value
creation. In the end, it is shared visions,
respectful partnerships and bold goal-
setting that will lead to creating
transformative and lasting value for
society. NGOs have the unprecedented
opportunity to take leadership roles in
engaging the private sector in more
game-changing collaborations.
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