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Abstract

Background: The scale-up of successfully tested public health interventions is critical to achieving universal health
coverage. To ensure optimal use of resources, assessment of the scalability of an intervention is recognized as a crucial
step in the scale-up process. This study assessed the scalability of a tested health management-strengthening inter-
vention (MSI) at the district level in Ghana, Malawi and Uganda.

Methods: Qualitative interviews were conducted with intervention users (district health management teams,
DHMTs) and implementers of the scale-up of the intervention (national-level actors) in Ghana, Malawi and Uganda,
before and 1 year after the scale-up had started. To assess the scalability of the intervention, the CORRECT criteria from
WHO/ExpandNet were used during analysis.

Results: The MSI was seen as credible, as regional- and national-level Ministry of Health officials were championing
the intervention. While documented evidence on intervention effectiveness was limited, district- and national-level
stakeholders seemed to be convinced of the value of the intervention. This was based on its observed positive results
regarding management competencies, teamwork and specific aspects of health workforce performance and service
delivery. The perceived need for strengthening of management capacity and service delivery showed the relevance
of the intervention, and relative advantages of the intervention were its participatory and sustainable nature. Turnover
within the DHMTs and limited (initial) management capacity were factors complicating implementation. The interven-
tion was not contested and was seen as compatible with (policy) priorities at the national level.

Conclusion: We conclude that the MSl is scalable. However, to enhance its scalability, certain aspects should be
adapted to better fit the context in which the intervention is being scaled up. Greater involvement of regional and
national actors alongside improved documentation of results of the intervention can facilitate scale-up. Continuous
assessment of the scalability of the intervention with all stakeholders involved is necessary, as context, stakeholders
and priorities may change. Therefore, adaptations of the intervention might be required. The assessment of scalability,
preferably as part of the monitoring of a scale-up strategy, enables critical reflections on next steps to make the inter-
vention more scalable and the scale-up more successful.
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Background

The scale-up of successfully tested public health inter-
ventions is critical to achieving universal health cov-
erage in low- and middle-income countries [1, 2].
According to WHO/ExpandNet [3], scale-up can be
defined as “deliberate efforts to increase the impact of
successfully tested pilot, demonstration or experimen-
tal projects to benefit more people and to foster policy
and programme development on a lasting basis” (p. 2).
Scaling up is complex, as it “occurs across diverse sys-
tems and contexts with no one-size-fits-all approach”
[4, p. 1]. Not all interventions that have been success-
ful at a small scale are suitable for scale-up, and scaling
up does not always succeed [5]. Certain intervention
attributes can facilitate (or hinder) scale-up. A recent
literature review identified the factors of simplicity,
acceptability, relevance, effectiveness, alignment with
existing systems, sustainability and adaptability of pub-
lic health interventions as facilitators of scale-up [6]. To
ensure optimal use of often limited resources, assess-
ment of the scalability of an intervention is recognized
as a crucial step in the scale-up process [7]. Ideally, this
should take place during the pilot phase as well as dur-
ing the scale-up process [8]. Milat et al. [7] define scal-
ability as “the ability of a health intervention shown to
be efficacious on a small scale and/or under controlled
conditions to be expanded under real world conditions
to reach a greater proportion of the eligible population
while retaining effectiveness” (p. 289).

In the literature, a range of frameworks and guidance
documents on scale-up highlight the importance of the
scalability of an intervention and/or identifying scalable
attributes of an intervention [7, 9—11]. In some frame-
works, assessing scalability focuses mostly on the inter-
vention (as a first step in the scale-up process) [9, 11],
whereas in other frameworks the focus of scalability
goes beyond the intervention to also focus on the scale-
up process [7]. Practical tools for the assessment of the
scalability of an intervention, however, are limited [12].
WHO/ExpandNet [3] developed a tool, supported by a
checklist [13], to assess the scalability of an interven-
tion as the first of nine steps necessary for the develop-
ment of a scale-up strategy. The better the intervention
attributes meet the CORRECT [credibility, observabil-
ity, relevance, relative advantage, ease of installation

and understanding, compatibility and testability] crite-
ria, the more scalable the intervention is and the more
likely it is to be successfully scaled up [3]. Reflections
around scalability can assist in identifying recommen-
dations for a scale-up strategy and how to strengthen or
amplify characteristics of the intervention to increase
the potential for success during scale-up. The COR-
RECT criteria, based on substantial literature and field
research from Glaser et al., are strongly aligned with
the scalability tools of Cooley et al. [9] and Cooley and
Linn [14], and are further operationalized for this study
in Table 2.

In the PERFORMZ2Scale project, a district-level
health management strengthening intervention (MSI)
is being scaled up in Ghana, Malawi and Uganda. The
MSI aims to strengthen management competencies at
the district level, a need that has been highlighted in
many contexts [15-18], to ultimately improve health
workforce performance and service delivery. In each
country, the intervention started in three districts and
is gradually scaled up to six and later nine districts over
a period of 3 years. The MSI uses a participatory action
research cycle [19]. Project country research teams
(CRTs) facilitate district health management teams
(DHMTs) in executing the plan, act, observe and reflect
steps of the action research cycle. Key principles of the
MSI are that DHMTs identify priority problems in their
districts and that there is no financial support provided
by the project to implement the activities that have
been identified to address these problems throughout
the cycle. More details about the MSI are provided
in Box 1. To enable the scale-up of the MSI, based on
guidance documents from WHO/ExpandNet [3, 13], a
national scale-up steering group (NSSG) and a resource
team (RT) were established. The NSSG consists of sev-
eral senior staff members from the Ministry of Health
(MoH), the Ministry of Local Government or faith-
based organizations, depending on the country con-
text. The RT is a team of four to eight district, regional
and national management-level staff (depending on the
country context) that facilitates the implementation
and scale-up of the intervention, and that ultimately
takes over the role of the CRT.
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Box 1. The MSI (20)
In each district, the country research team (CRT) facilitates the DHMTgoing through the different steps of an
action research cycle. The DHMT starts with a first situation analysis workshop where DHMT members
identify and prioritize the health workforce and service delivery problems. They then conduct an in-depth
problem analysis and based on this, during a second workshop, a work plan is developed. This is the first
step of the action research cycle: plan. After this step, the_act step follows, during which the work plans are
implemented over a period of eight months, using the available resources of the DHMT. In the observe step,
the DHMT reviews the implementation of the work plan. In the last reflect step, the DHMT reflects on the
challenges and successes of implementing the work plan through the use of reflective diaries. In addition,
reflection is facilitated through district and inter-district meetings. When based on reflection it appears that
the activities implemented as part of the work plan have not been sufficiently effective in addressing the
problem, the DHMT can decide to adapt or drop activities. The DHMT can choose to continue working on
the same problem in the next action research cycle or choose a new problem to focus on.
PLAN OBSERVE PLAN OBSERVE PLAN OBSERVE
In the three countries, the intervention was the same during the first year of implementation, but was open
for potential adaptation to fit the context and scale-up strategy from year 2.
Table 1 Overview of participants in Ghana, Malawi and Uganda
Initial context analysis Process evaluation
Interviews DHMT interviews Scale-up assessment
Ghana MoH & GHS: 6 9 DHMT members 3 NSSG (group discussion)
RHA: 2 2 GHS
DHMT members: 15 1 CHAG
District assemblies: 6 3 RT (group discussion)
3 RHA
Malawi MoH: 2 9 DHMT members 1 NSSG (individual)
MolLG:3 1 MoH
DHMT members: 11 2 RT (individual)
District council: 8 2 MoH
Uganda MoH:1 9 DHMT members 3 RT members (individual)
MolLG: 1 1 Human resource officer 2 MoH
Health Service Commission: 1 1 Public Service Commission

DHMT members: 13
Admin actors at district level: 4
Political actors at district level: 3

CHAG Christian Health Association of Ghana, DHMT district health management team, GHS Ghana Health Service, MoH Ministry of Health, MoLG Ministry of Local
Government, NSSG national scale-up steering group, RHA regional health administration
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Prior to PERFORM2Scale, the MSI was piloted in
Ghana, Uganda and Tanzania during the PERFORM
research project (2011-2015). This study provided
evidence that the MSI was effective in strengthening
DHMTs’ management competencies to improve health
workforce performance and service delivery [15]. Fur-
thermore, DHMT members found that the MSI was
acceptable and fit within their working commitments, in
particular because they were able to identify problems
and strategies in their own context [15]. Based on the
PERFORM pilot, the European Union and the ministries
of health in Ghana, Malawi and Uganda expressed their
support for the scale-up of the MSI.

The scalability of an intervention must be assessed
before and during the course of the scale-up process,
because intervention attributes can change over time
[8], especially those that are related to the context in
which the intervention is embedded. Continuous scal-
ability assessments can inform actions that need to be
taken, for example adaptation of intervention attributes,
to strengthen the scalability of the intervention and steer
its scale-up. Whether an intervention is relevant, easy
to install and understand, and compatible is depend-
ent on the existing problems, priorities, norms, values
and beliefs in a certain context. Assessing the scalabil-
ity of an intervention is therefore challenging, and there
is limited guidance on how to perform comprehensive
assessments [12]. PERFORM2Scale used the CORRECT
criteria because of their practicality and complementarity
with the ExpandNet framework [3], which was used as
guidance throughout the scale-up of the MSI. This arti-
cle presents the results of a study that aimed to assess
the scalability of the MSI and focused on the analysis of
its (CORRECT) attributes, based on the perspectives
and experiences of the users of the MSI (DHMTs) and
implementers of the scale-up of the MSI (CRTs, RTs and
NSSGs) in Ghana, Malawi and Uganda before and 1 year
after the scale-up had started.

Table 2 CORRECT criteria
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Methods

We used qualitative methods to gain an in-depth under-
standing of the scalability of the MSI. We used data from
broader studies that were conducted during two phases
of the project implementation. Prior to the implementa-
tion and scale-up of the MSI (late 2017/early 2018), an
initial context analysis was performed, where interviews
with future users of the MSI and implementers of the
scale-up of the MSI explored their understanding of the
MSI and recommendations (Table 1). Participants were
purposefully selected [21]. Using a topic guide, the inter-
views were conducted by researchers from the School of
Public Health (Ghana), Reach Trust Malawi (Malawi) and
Makerere University School of Public Health (Uganda),
and took approximately 90 minutes.

Between May and August 2019, data were collected as
part of the process evaluation that aimed to obtain an
in-depth understanding of how the MSI and scale-up
had been implemented in each country so far, by whom
and what factors were of influence. Two methods were
applied (Table 1). First, to acquire insights into experi-
ences of DHMTs, in-depth interviews were conducted
with three DHMT members in each of the three districts
where the MSI was implemented. Participants were pur-
posefully selected [21]. An interview guide was used,
which included reflective questions, amongst others,
about the scalability of the MSI. Interviews took approxi-
mately 2 hours. Second, a scale-up assessment was per-
formed to generate insights from national stakeholders
involved in the scale-up of the MSI, on how the scale-up
operated and what factors were of influence. The scale-up
assessment in Ghana entailed one group discussion with
NSSG members and one with RT members. Due to the
busy schedules of NSSG and RT members in Malawi and
Uganda, it was not possible to hold group discussions,
and therefore, individual interviews were held. During
the group discussions and interviews, participants indi-
vidually scored statements about the scale-up process,

Credibility

Whether the MS is credible entailed perceptions about whether or not the development of the MSI was based on sound evidence

and/or whether respected persons or institutions have advocated for the MSI

Observability
Relevance

Relative advantage
ening interventions

Ease of installation
and understanding
enable implementation
Compatibility
the different stakeholders

Testability
without fully adopting it

The observability criteria focused on whether key stakeholders could see the results of the MSl in practice
The relevance criteria included whether the MSI addressed a need or persistent problem as perceived by the participants
The relative advantage criteria related to whether the MSI was perceived to have an advantage over other management-strength-

Whether the MSI was easy to install and understand focused on whether the MSI was regarded as easy or complicated to imple-
ment in new districts and what degree of changes in current practices and human and financial resources would be necessary to

The compatibility criteria explored whether the MSI was perceived to be compatible with the current norms, values and views of

The testability criteria focused on whether or not respondents felt that the Ministry of Health could introduce the MSI in stages
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including statements on the MSI, and subsequently dis-
cussed reasons for their scores. An interview guide was
used during the group discussions and interviews. The
group discussions took approximately 2 hours and the
interviews 1.5 hours.

In Malawi and Uganda, the DHMT interviews and the
scale-up assessments were conducted by researchers
from the Royal Tropical Institute (KIT) and in Ghana by
KIT and trained research assistants from the School of
Public Health, University of Ghana, as those researchers
had not been involved in the implementation and scale-
up of the intervention.

Interviews and group discussions from the initial con-
text analysis and process evaluation were recorded, tran-
scribed verbatim and anonymized. In addition, detailed
notes were taken during the interviews and group discus-
sions, and the research teams held daily debriefings to
discuss main findings. Thereafter, a deductive and induc-
tive coding approach was undertaken, using QSR NVivo
11 software. While the data focused on all (potential)
facilitators of and barriers to scale-up of the MSI, for the
purpose of assessing the scalability of the MSI, a coding
framework based on the CORRECT criteria was used,
according to the operationalization provided by WHO/
ExpandNet [3] (see Table 2). A matrix was developed
with the key findings per CORRECT criteria and this
was extensively discussed and validated by consortium
partners. After this, narratives were developed accord-
ing to the different CORRECT criteria, using an iterative
process.

Ethical approval was provided by the Liverpool School
of Tropical Medicine Research Ethics Committee, the
Ghana Health Service Ethics Review Committee, the
Uganda National Council for Science and Technology,
the ethics committee of the School of Public Health
(Makerere University) and the National Commission for
Science and Technology in Malawi. Participants pro-
vided written consent before participating in the inter-
views and/or group discussions and they were conducted
at a place where privacy could be assured. Permission
for recording was requested, and full confidentiality and
anonymity was ensured during the management, storage,
analysis and presentation of the data.

Results

The findings on the scalability of the MSI are presented
according to the different CORRECT criteria. Where
data allow, first context analysis findings (phase 1) are
presented followed by findings from the process evalua-
tion (phase 2). For the criteria “observability” and “easy to
install and understand’;, only process evaluation data are
described, as implementation of the MSI was necessary
to thoroughly reflect upon those criteria.
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Credibility

Before the start of the implementation/scale-up of the
MS], several participants at the district and national lev-
els from each country believed that the MSI was a good
intervention and acknowledged that it should be scaled
up. However, participants’ notions of the credibility of
the MSI were mostly based on interviewers’ explana-
tions about what the MSI is and how it can contribute to
improved district management, workforce performance
and service delivery. The participants were not aware of
documented evidence on the effectiveness of the MSI.
One participant in Malawi mentioned that the MSI is
credible because it has been successful in other countries.

So why only choosing three districts? And if the pro-
gramme has worked elsewhere (in Uganda, Ghana
and Tanzania), then why not just rolling it out here,
as it has already proven elsewhere that it has got
advantageous on the health sector? (District assem-
bly participant, Malawi, phase 1)

In contrast, another Malawian participant mentioned
that a pilot in Malawi needs to take place first, before
something could be said about the credibility of the
intervention.

One year into the implementation of the MSI, many
DHMT members in Ghana and Malawi attached the
intervention’s credibility to people that steered and
championed the intervention, and most of those peo-
ple were at a higher hierarchical level. In Ghana, several
DHMT members identified the regional director, who
was part of the RT as well as the NSSG, as a champion
who was strongly advocating for the MSI.

That woman is a hardworking woman and is very
motivated by PERFORM?2Scale than anyone I have
ever seen [laughs], mainly because of the results it
yielded, so she is the main champion for the PER-
FORM?2Scale project. (DHMT member, Ghana,
phase 2)

In Malawi, several participants at the district and
national levels mentioned that the Quality Manage-
ment Directorate of the MoH was actively advocating
for the MSI, which positively influenced its credibility. In
Uganda, no specific champions emerged after 1 year of
implementation.

Similar to when the intervention started, 1 year into
implementation, district and national participants did
not know whether the MSI was based on evidence. Only
one participant, at the district level in Ghana, stated that
the intervention was evidence-based, but did not provide
more details.
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Observability

One year into the implementation of the MSI, the results
of the MSI that were seen in practice by the different par-
ticipants varied: from improved management competen-
cies and teamwork at the level of the DHMT, to improved
health worker performance and service delivery. The lat-
ter were strongly dependent upon the type of problems
the DHMTs had prioritized during the action research
cycle. The DHMT members discussed the changes that
they had observed in greater detail compared with RT
and NSSG members. The RT and NSSG members noted
more general improvement and progress in the function-
ing of DHMTs.

DHMT management competencies

Many DHMT members across different districts in the
three countries observed that the MSI had strengthened
their management skills. In Ghana and Malawi, DHMT
participants reported that they had strengthened their
problem-solving capacity, resulting in better and more
proactively addressing the issues that affected the imple-
mentation of DHMT activities. Furthermore, several
Ghanaian DHMT members mentioned that their atti-
tude towards work had changed and that they were now
more committed to work. For example, one participant
mentioned that the DHMT was no longer dependent on
external resources or funding, but that they were now
looking within their own means to find solutions. In
Uganda and Malawi, several DHMT members explained
that they had strengthened specific management skills
that related to the action research cycle such as analysing
problems, planning, the use of data and reflection.

I think I can analyse my problems better because
of this project; secondly, I am able to reflect on what
just happened or what I just did, and because of this,
initially I would not sit down and reflect, so I have
seen some changes. (DHMT member, Malawi, phase
2)

Teamwork and collaboration

In all three countries, several DHMT members across
different districts shared their observations that team-
work within the DHMT had improved. Reference was
made to better working together, more frequent commu-
nication, having a more open environment to share ideas,
improved relationships among staff, improved team spirit
and better interaction among units.

Teamwork has also improved in a way, reason being
that people have learnt that they cannot achieve this
as individuals, and for them to perform better they
have to work as a team. (DHMT member, Uganda,
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phase 2)

Particular reference was made to stronger and more
frequent communication between the different DHMT
members in Malawi.

Some DHMT members in Ghana and Uganda men-
tioned that collaborations with actors outside the
DHMTs, such as subdistrict staff and nongovernmental
organizations (NGOs), had strengthened. For example, in
Uganda, several DHMT members noted that through the
MSI focus on addressing human resource management
issues, such as absenteeism, the interactions and coop-
eration with the human resource office at the district had
improved and that, as a result, the human resource office
had been able to support certain activities.

It was exciting because I think PERFORM2Scale
gave us an opportunity to directly interact with the
human resource office on issues of human resource
for health (...) PERFORM2Scale has now taught us
(-..) that nothing can be done without consultation
of either of the parties. (DHMT member, Uganda,
phase 2)

Health worker performance

In Ghana and Uganda, many DHMT participants noted
that there was a reduction in absenteeism at the facility
level after finalization of the action research cycle which
aimed to reduce absenteeism. Several participants from
two different districts in Uganda reported that absen-
teeism had decreased from 35 to 25%. One participant
explained that unauthorized absenteeism had decreased.

For me I would say there is change, we are progress-
ing. You know, absenteeism is a very big thing [...]
we may not get the entire picture that it has reduced
from this to this, but if you begin to hear from the
facilities that people are now coming to the facil-
ity, that is already a sign that there is attendance to
duty. So for us, even if we do not have data to track
that something is taking place, we can conclude
that something is taking place. (DHMT member,
Uganda, phase 2)

Furthermore, in Ghana and Malawi, several DHMT
participants noted a changed attitude among health
workers towards their work and/or patients after
the action research cycle. This was mostly a result of
increased supervision and monitoring from the DHMT
members of the health facilities.

Also [the] attitude of many workers has been
improved because of rewarding or disciplinary
measures. 1 think maybe the cleanliness as I said
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about the competition of infection prevention that
we had whereby we were rewarding the good per-
formers, hence the environment was clean. (DHMT
member, Malawi, phase 2)

Yes, attitudes of staff towards clients have changed
and improved as well, attitude towards work has also
improved. and now they have been coming to work very
early and our monitoring has confirmed that. Person-
ally too I have seen those same changes in my attitude
to work myself. (DHMT member, Ghana, phase 2)

Service delivery

In Ghana, Malawi and Uganda, DHMT members also
observed changes at the service delivery level. For exam-
ple, in Ghana, a majority of the DHMT participants
reported improvements in antenatal care coverage, as
well as the yaws and buruli ulcer detection rate, as their
action research cycles focused on this. In Uganda, sev-
eral participants mentioned that the tuberculosis cure
rate in one of the districts went up from 20 to 58% after
the action research cycle. In Malawi, several participants
explained that through strengthened supervision from
DHMT members, the basic requirements for improved
service delivery, such as water availability at the facility
level and increased health workforce, had been improved.

Firstly, it [the MSI] has helped to improve our ser-
vice delivery because we have seen that in the areas
where we had shortage of staff we have managed to
add some more and where people were not doing
things correctly they were advised. Again, we had
a problem of water supply in three facilities, so this
was rectified. All these problems were captured
during the supervision exercise. (DHMT member,
Malawi, phase 2)

However, some other participants in Malawi stated that
it was difficult to attribute any changes in service delivery
to the MSI because of the presence of other projects and
interventions aimed at improving the same health issues,
such as maternal health.

What we thought in our plan we could change was
to reduce the maternal and neonatal deaths, of
which it has been achieved, only that we are not sure
on whether it’s because of PERFORM?2Scale or other
interventions. (DHMT member, Malawi, phase 2)

How the results of the MSI were “seen” in practice (sharing

of MSl effects)

Participants at the national and district levels in all three
countries thought that the results of the MSI that were
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observed were mostly based on their own experience and

»

observations and sometimes on “documented evidence”.

People are convinced because, I think, basically on
observation. But documentation is another area
which needs to be strengthened. (NSSG member,
Malawi, phase 2)

I really wish I could give them [other district health
managers] evidence of how the project is helping us,
but it is just verbal, telling them where we were and
where we are now, and it is pushing us in the right
direction. (DHMT member, Malawi, phase 2)

In Malawi, the absence of documented evidence on
outcomes of the action research cycles from year 1 was
experienced as a problem for its scale-up by national-
level stakeholders. In Ghana and Uganda, depending on
the focus of the action research cycles, there was more
documented evidence.

One of the districts also identified the issue of tuber-
culosis treatment rates, and according to the sta-
tistics they [DHMT] showed, there is actually an
improvement. (RT member, Uganda, phase 2)

In Ghana, the NSSG and RT members explained that
MSI effects were evident in the annual performance
review meeting, where one of the districts presented
their results on yaws case detection. The potential of
using performance review meetings was also mentioned
in Uganda, although it had not yet been used as an ave-
nue to share effects of the MSI. In Ghana, NSSG mem-
bers stated that meetings were held with them where the
CRT presented results of actions that the DHMTs had
implemented to address problems.

Even though they were just slides and we have not
read any documents from them, the slides tell the
story, and the reports we get from School of Public
Health complements it. (NSSG member, Ghana,
phase 2)

In all three countries, RT and NSSG members
explained that results of the MSI were noted through
conversations and interactions with DHMT members.
An NSSG member from Ghana and an RT member from
Malawi mentioned that during those conversations,
DHMT members were positive about and keen to par-
ticipate in the MSL

Relevance

During the initial context analysis interviews, several
respondents in Malawi from the DHMTs and district
councils made specific reference to the relevance of the
MS], as strengthening the management of the DHMTs
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would help DHMTs address crucial challenges at the ser-
vice delivery level.

My last words would be to acknowledge that this
approach is very important because service deliv-
ery depends on the availability of a number of key
factors including human and financial resources.
Empowering of the human resource can assist in
service delivery, because you can have the human
resource and the financial resources, but if the
human resource doesn’t have the capacity, then the
service delivery will be poor. (District council par-
ticipant, Malawi, phase 1)

One year into the implementation of the MSI, sev-
eral participants from the three countries expressed
that the MSI was relevant because there was a felt need
to strengthen management capacities of DHMTs. In
Malawi and Uganda, some DHMT members mentioned
that they were clinically trained and had only had some
“on-the-job” training but were not formally trained in
management.

Because personally I am a doctor and out of medi-
cal school, all you know is medicine and patients
and their treatment. So managing human resource
and managing other resources is only in such [MSI]
workshops that you acquire those managerial skills,
so the workshops are definitely good. (DHMT mem-
ber, Uganda, phase 2)

In Ghana, a DHMT participant explained that they
were taught about management cycles in school but not
how to apply this to their work. Several participants at
the district and national levels pointed out that DHMT
members were aware of certain problems in the dis-
tricts but did not have the practical skills to deal with
these problems, especially not in the context of limited
resources.

PERFORM approach has really helped us, espe-
cially in the areas of problem identification pro-
cess and analysis. It has equipped us with the skills
and knowledge in doing this as well as looking for
the strategies you can implement to solve the prob-
lem. Now that we have successfully gone through the
first cycle, we can confidently say we can apply this
to any problem we identify in the district. At first,
we were thinking that we know that there may be
yaws in the district but we do not have the funds to
train our staff or do what is necessary to deal with
the problem, but PERFORM has shown us the way
forward with our limited resources. It is very good,
and I hope other districts will get this knowledge.
(DHMT member, Ghana, phase 2)
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Relative advantage

During the initial context analysis, some participants
in Ghana and Uganda mentioned that there were inter-
ventions similar to the MSI taking place in their coun-
tries, and therefore that alignment of the MSI with
these interventions would be necessary. For example, in
Uganda, several participants referred to the already exist-
ing Plan-Do-Study-Act (PDSA) approach or fishbone/5
Whys approaches [22] which are supposed to be used by
DHMTs.

One year into implementation of the MSI, district- and
national-level participants in all three countries iden-
tified three clear advantages of the MSI over similar
interventions for management strengthening. First, the
MSI does not come with additional resources for the
DHMTs to implement activities as part of the MSI. Sev-
eral DHMT members mentioned that this helps to create
ownership and sustainability of the MSI. The majority of
the interviewed DHMT members from the three coun-
tries mentioned the importance of the alignment of the
MSI activities with the district implementation plan, as
through this plan resources are made available for imple-
mentation in a sustainable way.

In Uganda, several participants were surprised that
they were able to make changes using their existing
resources, instead of relying on external resources.

Because before we were used to... when a project
comes we get funding from it to implement, so at first
we were, “why don’t they just give us funds, why are
they telling us, why can’t they just give us funds so
that we are able to do more on the supervisions and
all that” (DHMT member, Uganda, phase 2)

Second, many DHMT members from all countries
identified the inter-district meetings and learning as a
unique feature of the MSI. Most participants explained
that the interactions with other districts enhanced
exchange of ideas and learning, because the districts
face similar challenges in management of district health
services.

The knowledge sharing between the three participat-
ing districts, I think that one too is the most impor-
tant one. We are able to share the strategies, the
knowledge, the implementation, the challenges, and
so when you even listen to the other colleague from
the other district then you say, ‘oh, maybe we also
have this problem, so this is maybe some of the ways
that maybe we can address them” (DHMT member,
Ghana, phase 2)

Third, some participants from Uganda strongly appre-
ciated the active participation and involvement of the
DHMT members during the different workshops.
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I usually go for workshops, but you leave the place
empty, like you participate, sometimes you just go
and sit and listen to people talking, and you come
back probably with your allowances and you come
back to office. But the way PERFORM2Scale if it is
there, their workshop is a bit different, they make
sure you are part of the whole process, so... I just
loved the way they do it; everyone is involved at
every level from identifying the problem, the problem
tree to work, they make sure everyone is involved.
(DHMT member, Uganda, phase 1)

Ease of installation and understanding

One year into the implementation of the MSI, partici-
pants from the three countries identified (contextual)
factors that influenced the ease of implementation of
the MSI in new districts; these included existing plan-
ning cycles, DHMT turnover and DHMT capacity.

Existing planning cycles

In all three countries, several DHMT participants men-
tioned that integration of the MSI action research cycle
into the regular health planning process is critical.
This would make planning more efficient and facilitate
resource allocation for MSI work plans. This did not
happen in the first action research cycle, but there was
better alignment in the three different countries for the
second action research cycle.

Yeah, we actually made sure we incorporate those
activities into our work plan so that even when
we don’t have the funding and maybe it comes on
board, we can show them [NGOs/funders] that
this is what we want to do this, can you help us to
do this and this. (DHMT member, Uganda, phase
2)

In Malawi, one of the DHMT members suggested that
it would be better to extend the action research cycle
to a 1-year cycle so that its duration is aligned with the
district implementation plan cycle of the DHMTs.

DHMT turnover

In Ghana and Malawi, most participants at the district
and national levels identified that one of the key fac-
tors complicating the implementation of the MSI was
the turnover of DHMT members. The high number of
staff transfers influenced the continuity of the project,
as new DHMT members who replaced the previous
DMHT members had not been trained on the MSI and
may not have perceived it as their priority.

One of the challenges for impact I think is that,
because you get people, you train people, they

Page 9 of 14

start, they move out, you get new people who
completely don’t know. Now at that point in time
maybe people are going for mentorship, you can’t
mentor someone who has no background. So
that affected the programme. (NSSG member,
Malawi, phase 2)

DHMT members in Uganda did not experience trans-
fers as a challenge in relation to the implementation of
the MSI, as in Uganda the districts have more control
over their staffing arrangements.

Capacity of DHMTs

Some participants from Malawi and Uganda mentioned
that DHMT members had limited management capac-
ity before starting with the MSI and were therefore less
able to understand the MSI. For example, one DHMT
member from Uganda explained that DHMTs were
unfamiliar with action research projects and had dif-
ficulties in understanding the language that was used,
which was referred to as “PERFORM language” but not
“DHMT language” One of the participants in Malawi
identified a need for longer workshops, as management
training for DHMTs was no longer taking place.

Every manager before starting work should undergo
an induction process where they could learn prob-
lem-solving, financial issues and communication.
Since now they are not inducted on how to do the
office work, this limited the skills which were [pre-
viously] acquired through the induction process.
Therefore, I recommend a minimum of 3 weeks [for
the first MSI workshop for DHMT members] will be
better. (DHMT member, Malawi, phase 2)

Compatibility

During the initial context analysis interviews, many par-
ticipants in Ghana and several participants in Malawi
mentioned that the MSI aligns with the current priorities
of decision-makers. Although no specific reference was
made to management strengthening itself being a priority
of the decision-makers, the participants perceived man-
agement strengthening as a way to address challenges in
health service delivery, and therefore felt that the MSI
was aligned with priorities at the national level.

Yes, it does [fit within health priorities of decision-
makers], because if you strengthen your manage-
ment, it improves your efficiency, and then you
can check to see if what you thought earlier can
be improved to achieve another or better result.
(DHMT member, Ghana, phase 1)
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A DHMT participant in Malawi explained that the
MoH welcomed the MS], as there was no person who was
not interested in addressing district problems. Similar
reflections were provided by a participant from Ghana:
anything that was good for the health sector was a prior-
ity and would be accepted by decision-makers. However,
one participant from a district council in Malawi recog-
nized a challenge with regard to the compatibility of the
MSI. There was often a tendency to prioritize those inter-
ventions that had short-term impact and not those that
would take longer to have impact, such as the MSL

For example, if there is a management issue and
cholera outbreak, the government would say, “let’s
focus on cholera issues first” This is because per-
formance from the managerial point of view is not
a short-term issue. They concentrate on short-term
issues, forgetting that if you improve performance of
those people on managerial skills, there will be fewer
challenges. [...] All this is because we are interested
in issues with short-term impact, forgetting that
some issues take time for the impact to be felt. (Dis-
trict council participant, Malawi, phase 1)

One year into the implementation of the project,
NSSG members from Ghana and Malawi explained that
because the MSI is not heavily reliant on resources and/
or funding, the decision-makers highly value the MSI. In
Malawi, more specific reference was made to the align-
ment of the MSI with the existing decentralization policy.
One participant from the Ministry of Local Government
mentioned that because of decentralization, the func-
tioning of DHMTs needs to be strengthened. Moreover,
two RT members noted that the MSI is compatible, as
it is aligned with the decentralization process, and the
DHMTs can identify and work on their “own problems”.
This fit of the MSI in a current policy priority was said
to have resulted in key national stakeholders, such as the
Quality Management Directorate of the MoH, being on
board.

I feel these stakeholders are quite convinced that this
is a worthwhile programme to undertake, especially
at this time [as] we are undergoing the decentraliza-
tion. So they are convinced that the MSI is the way
to go. (RT member, Malawi, phase 2)

In Uganda, one RT member stated that the MSI is in
line with the government’s interventions on performance
management. He went on to explain that the problems
and activities that were identified by the DHMTs touch
the core values of the Human Resource Management
Department and Public Service Commission.

So with this MSI project, the activities which the
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DHMT identified, actually are in line with what the
public service is all up to. [...] Because in the first
cycle, if I can remember, they mentioned things to
do with attendance to duty, absenteeism of health
workers, which do have effect on performance to dis-
tricts. So that is what public service is also trying to
address. (RT member, Uganda, phase 2)

Testability

As presented in the background section and referred
to by various participants in the different countries, the
MSI proved testable over the period of 2011-2015. How-
ever, for the intervention to achieve its full potential, the
majority of DHMT participants in Ghana reported that
it was necessary to go through the action research cycle
several times (at least twice), because only then did they
feel comfortable applying this approach without support.

Discussion

This qualitative study aimed to assess the scalability of
the MSI and focused on the analysis of its (CORRECT)
attributes, based on the perspectives and experiences
of the users and implementers in Ghana, Malawi and
Uganda before and 1 year after the scale-up had started.
Based on the assessment and its results, we discuss (1)
reflections about the scalability of the MSI, (2) lessons
learned about applying the CORRECT criteria to a com-
plex intervention such as the MSI and (3) strengths and
limitations of the study.

The scalability of the MSI

When discussing the credibility of the MSI, district-level
participants mostly referred to regional- or national-
level actors championing the intervention. Less reference
was made to the intervention being credible because its
development was based on scientific evidence. It seems
that the perceived credibility of the MSI in Ghana,
Malawi and Uganda was linked to influential people
advocating for the MSI. This might be a result of the
hierarchical contexts, in particular in Ghana and Malawi
[23]. This implies that the continuous involvement of
regional- or national-level champions could maintain or
even increase the MSI'’s credibility over time, and thus
enhance its scale-up.

DHMT members have been able to concretely see the
results of the MSI in practice, whereas the RT members
and NSSG members were able to more generally explain
the results of the MSI in practice based on field visits and
stories of the DHMTs. When discussing whether results
of the MSI were observable in practice, depending on the
foci of the action research cycles, DHMTs reported vari-
ous outcomes, such as improved management, reduced
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absenteeism or increased disease case detection. While
documented evidence during this implementation phase
was limited, district- and national-level stakeholders
seemed to be convinced of the value of the MSI based on
DHMTS’ observations, which were shared during district
visits and inter-district meetings.

Several scholars who focus on evidence informing
health policy development have stated that there is no
common definition of what evidence actually is [24, 25].
Onwujekwe et al. [25] distinguish 10 different types of
evidence, which include formal and informal types of evi-
dence, such as survey reports, systemic review reports of
programmes, and proceedings from expert consultation
meetings. Although formal types of evidence play a large
role in policy development, expert and policy-maker
opinions and experiences were identified as critical forms
of evidence as well. Our study shows that this might also
apply to decisions around scaling up interventions. Dif-
ferent stakeholders may attach more importance to dif-
ferent types of evidence [24], which indicates that formal
documentation of the results of the MSI needs to be
strengthened. In addition, reflections are necessary about
who provides the evidence, as this study showed that
the intervention’s credibility was often attached to who
steered and/or championed the intervention, and most of
those people were at a higher hierarchical level within the
MoH.

In general, participants were convinced that the MSI is
relevant, because management capacities were perceived
to need strengthening and service delivery improvement
was generally a goal. In particular, the direct beneficiar-
ies of the MSI (the DHMT members) felt that the MSI is
relevant, and DHMT members selecting their own prob-
lem was identified as a unique and appreciated feature of
the MSI. The NSSG members (and RT members), who
are supposed to adopt the scale-up of the MSI, were less
outspoken with regard to the relevance. No objections
were raised during the interviews about the relevance of
the MSI, but because of their crucial role, it is critical that
those actors also strongly feel the relevance of the MSI,
which may require further action.

Several relative advantages of the MSI over other inter-
ventions were shared by participants, such as no provi-
sion of additional resources, the inter-district meetings
and the participatory nature of the MSI. Participants
made specific reference to the sustainability of the MSI,
as no additional resources were provided to implement
work plans. In other scalability checklists of Cooley and
Linn [14] and Spicer et al. [11], sustainability of (funding
for) the intervention is identified as a separate attribute
of the intervention facilitating scale-up.

With regard to the MSI being easy to install and under-
stand, participants identified several contextual factors
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that complicated the implementation and scale-up of
the MSI. Some of these contextual factors are difficult
to adjust to, but others can be addressed by adaptions of
the MSI. For example, increasing the length of the action
research cycle from 8 to 12 months could improve the
embedment of the MSI in regular planning cycles, which
can increase its scale-up. Kirk et al. [26] note that sys-
tematic, reactive adaptations of interventions, which are
aligned with their core functions, can enhance institu-
tionalization and thus scale-up of an intervention.

Participants in all countries said that the MSI was com-
patible in terms of priorities at the national level in rela-
tion to improving service delivery. In Malawi, specific
reference was made to the MSI being compatible with
the ongoing decentralization. When discussing the com-
patibility of the MSI, participants did not bring up issues
around norms, values and interests. We could assume
that the existing policy priorities at the national level
that were referred to are aligned with the norms, values
and interests of the relevant stakeholders. The MSI is not
an intervention that is contested, as there are few or no
opponents to improving district management and service
delivery. Nevertheless, a more in-depth understanding
of the compatibility of the MSI with the actual (institu-
tional) norms, values, interests and arrangements could
have provided relevant insight into necessary adaptations
or possibilities for integration of the MSI. For example,
it is important to further understand whether participa-
tory action planning and/or reflective learning fits within
the strong power dynamics based on hierarchy between
the national and district levels in particular in Ghana
and Malawi [23]. In the study by Svanemyr et al. [27],
the compatibility of an intervention that focused on life
skills-based education that included a component on
sexuality education posed a challenge for scale-up, as it
was not aligned with the norms, values and interests of
the “conservative” society in Pakistan.

The testability of the MSI was hardly touched upon by
the different participants, as the intervention was tested
previously (2011-2015). Moreover, it is impossible to
only partly implement and test a specific component of
the MSI, as the intervention entails a cycle that must be
passed through, and its impact is weakened when imple-
menting only one step of the cycle.

Based on the CORRECT criteria, we conclude that the
MSI is scalable; however, repeated assessment of its scal-
ability is needed as part of the monitoring and evalua-
tion component of the scale-up strategy in the respective
countries. We also conclude that adaptations of the MSI
to better fit the context can enhance its scalability, for
example, by aligning the length of the MSI cycle with the
district planning cycles, as well as greater involvement
of regional and national champions alongside improved
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documentation of results of the MSI. The suggested
adaptations should inform the country-specific scale-up
strategies.

Reflections on assessing interventions’ scalability

Based on our experience of applying the CORRECT
criteria to the MSI, we identify several lessons learned.
Before applying the CORRECT criteria, it is necessary
to operationalize the CORRECT criteria in the context
of the intervention that is being scaled. The criteria as
presented in the WHO/ExpandNet guidance are quite
broad and are related to each other or sometimes over-
lap, for example concerning “testability” and “easy to
install and understand”. Furthermore, their operation-
alization depends upon the type and target population
of the intervention (e.g. an MSI targeting DHMTs versus
an intervention preventing gender-based violence at the
household level).

The exercise of applying the CORRECT criteria to an
intervention that will be scaled up should not be a “tick-
box exercise’, that is, not scoring “relevant” or “not rel-
evant’, or “scalable” or “non-scalable” Milat et al. [12]
note that limited guidance is available on how to perform
a scalability assessment and that users of checklists are
generally not encouraged to collect evidence to support
reflections on the scalability assessment [12]. When dis-
cussing the scalability of an intervention, attributes need
to be discussed and described, based on formal and infor-
mal evidence. Assessing scalability is about having a criti-
cal reflection, preferably with all stakeholders involved,
on next steps to be taken to make the intervention more
scalable—without the intervention “losing” its core fea-
tures—and to inform the scale-up strategy to potentially
make scale-up more successful. This study is therefore
unique in its nature, as it has collected the perspectives
of the implementers and users to assess the scalability of
the MSL

As indicated before, besides assessing the scalability
of an intervention before scaling-up, it is important to
assess the scalability over time, as context, stakeholders
and priorities may change. Preferably, assessing the scal-
ability of the intervention is part of the monitoring of a
scale-up strategy, and based on such assessments, the
attributes of an intervention can be adapted. Chambers
and Norton [28] highlight the importance of continu-
ous adaptation of interventions and note that even when
evidence about its effectiveness is established for a given
intervention, adaptation may still be needed. Areas for
adaptation that can be considered include cultural sensi-
tivity, mode of delivery, target audience and service set-
ting [28]. For this particular study, the context analysis
and process evaluation data have not shown a change
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in context or (priorities of) stakeholders, but this will
be further assessed over time during a next round of the
process evaluation.

We assessed the scalability of a complex intervention.
Chambers and Norton state that complex interventions
have “multiple interacting components, and non-linear
causal pathways” [29, p. 397). Zamboni et al. [8] men-
tion that the assessment of whether a complex inter-
vention is scalable is challenging, because of the social
processes influencing its multiple components and non-
linear pathways. When assessing the scalability of the
MS], certain attributes were indeed challenging to assess.
For example, the direct results of complex health system-
strengthening interventions are less easy to attribute to
the intervention (observable) as compared with verti-
cal health interventions. Interventions such as the MSI,
focusing on intermediate outcomes (in this case manage-
ment strengthening), may take longer to yield results on
health outcomes.

While the assessment of an intervention can be seen
as an important first step in the scale-up journey, scale-
up requires a scale-up strategy that looks beyond the
intervention and focuses on what is needed for sustained
expansion and institutionalization of the intervention,
in terms of dissemination, advocacy, costs and resource
mobilization, and monitoring and evaluation.

Strengths and limitations

The range of stakeholders involved during the interviews
and discussions is a strength of this study and has pro-
vided different perspectives on the scalability of the MSI
over time. At the time of data collection, the NSSG con-
sisted mostly of health-related actors, such as MoH offi-
cials. As the project progressed, other stakeholders, for
example from the Ministry of Local Government, became
involved in the NSSG. Furthermore, group discussions
were planned with the RT and NSSG members, how-
ever due to their busy schedules in Malawi and Uganda
we have not been able to group the different members.
Therefore, individual interviews have taken place, which
has resulted in different dynamics, as less discussion
between actors with different viewpoints was possible.
The data for this study are derived from a broader study
that focuses on factors that influence the scale-up of the
MSI, one of which is the scalability of the intervention.
We did not specifically focus on each CORRECT attrib-
ute in the interviews and discussions, and therefore may
have missed some information on the scalability of the
MSI. However, the interviews and discussions produced
in-depth and rich data on participants’ views and experi-
ences of the MSI.
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Conclusion

In this study, we have assessed the scalability of the MSI
against the CORRECT attributes, and based on this assess-
ment we can conclude that the MSI is overall a scalable
intervention. Continuous assessment of the scalability over
time of a complex intervention such as the MSI is neces-
sary, as context, stakeholders and priorities may change
and require adaptations of the intervention. When apply-
ing the CORRECT criteria to assess the scalability of an
intervention, it is important to first operationalize the
CORRECT criteria in the context of the intervention that
is being scaled and to use formal and informal evidence
from all stakeholders involved in the scalability assessment.
Assessing scalability is not a “tick-the-box” exercise, but is
about having critical reflections on next steps to be taken
to make the intervention more scalable and to inform the
scale-up strategy, allowing for more successful scale-up.

Abbreviations

CHAG: Christian Health Association of Ghana; CRT: Country research team;
DHMT: District health management team; GHS: Ghana Health Service; MoH:
Ministry of Health; MSI: Management-strengthening intervention; NSSG:
National scale-up steering group; RT: Resource team; RHA: Regional health
administration.

Acknowledgements

The study presented in this article is performed as part of the PERFORM2Scale
project. PERFORM2Scale is a 5-year international research consortium aiming
to develop and evaluate a sustainable approach to scaling up a district-level
management-strengthening intervention in different and changing contexts.
The authors would like to acknowledge all participants who gave their time to
be interviewed.

Author contributions

SB analysed and interpreted the data and designed and drafted the paper. MK,
MD and OO made substantial contributions to the design of this paper, were
involved in drafting the paper and substantively contributed to the writing.
JN, HB, PA and FS were strongly involved in the (coordination of the) data
collection. All authors (SB, MK, MD, OO, JN, HB, PA, FS, JR, TM) substantively
revised and contributed to the paper. All authors read and approved the final
manuscript.

Funding
This work was funded by the European Union’s Horizon 2020 research and
innovation programme (Grant Number 733360).

Availability of data and materials
The data that support the findings of this study are available from the cor-
responding author, Susan E. Bulthuis, upon reasonable request.

Declarations

Ethics approval and consent to participate

Ethical approval was provided by the LSTM Research Ethics Committee, the
Ghana Health Service Ethics Review Committee, the Uganda National Council
for Science and Technology, the ethics committee of the School of Public
Health (Makerere University) and the National Commission for Science and
Technology in Malawi. Informed consent processes were followed with writ-
ten consent being provided. Permission was sought before recording of the
interviews.

Consent for publication
Not applicable.

Page 13 of 14

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

Author details

'KIT Royal Tropical Institute, Amsterdam, The Netherlands. >Athena Institute,
VU University, Amsterdam, The Netherlands. Liverpool School of Tropi-

cal Medicine, Liverpool, UK. *Makerere University School of Public Health,
Kampala, Uganda. *Research for Equity and Community Health (REACH) Trust,
Lilongwe, Malawi. °Department of Health Policy, Planning & Management.
School of Public Health, College of Health Sciences, University of Ghana,
Legon, Accra, Ghana.

Received: 6 May 2021 Accepted: 13 July 2022
Published online: 30 July 2022

References

1. Kruk ME, Yamey G, Angell SY, Beith A, Cotlear D, Guanais F, et al. Trans-
forming global health by improving the science of scale-up. PLoS Biol.
2016;14(3): €1002360.

2. Yamey G. What are the barriers to scaling up health interventions in low

and middle income countries? A qualitative study of academic leaders in

implementation science. Glob Health. 2012;8(1):11.

WHO/ExpandNet. Nine steps for developing a scaling-up strategy. 2010.

4. Power J, Gilmore B, Valliéres F, Toomey E, Mannan H, McAuliffe E. Adapt-
ing health interventions for local fit when scaling-up: a realist review
protocol. BMJ Open. 2019;9(1):022084.

5. Smith J, de Graft-Johnson J, Zyaee P, Ricca J, Fullerton J. Scaling up
high-impact interventions: how is it done? Int J Gynaecol Obstetr.
2015;130(2):54-10.

6.  Bulthuis SE, Kok MC, Raven J, Dieleman MA. Factors influencing the
scale-up of public health interventions in low-and middle-income
countries: a qualitative systematic literature review. Health Policy Plan.
2020;35(2):219-34.

7. Milat AJ,King L, Bauman AE, Redman S. The concept of scalability:
increasing the scale and potential adoption of health promotion inter-
ventions into policy and practice. Health Promot Int. 2013;28(3):285-98.

8. Zamboni K, Schellenberg J, Hanson C, Betran AP, Dumont A. Assessing
scalability of an intervention: why, how and who? Health Policy Plan.
2019;34(7):544-52.

9. Cooley L, Kohl R, Ved R. Scaling up—from vision to large scale change: a
management framework for practitioners. Management Systems Interna-
tional. 2016.

10. Milat AJ, Newson R, King L. Increasing the scale of population health
interventions: a guide. North Sydney: NSW Ministry of Health. 2014.

11. Spicer N, Bhattacharya D, Dimka R, Fanta F, Mangham-Jefferies L, Schel-
lenberg J, et al.'Scaling-up is a craft not a science’: catalysing scale-up
of health innovations in Ethiopia, India and Nigeria. Soc Sci Med.
2014;121:30-8.

12. Milat AJ, Lee K, Conte K, Grunseit A, Wolfenden L, van Nassau F, et al.
Intervention scalability assessment tool: a decision support tool for
health policy makers and implementers. Health Res Pol Syst. 2020;18(1):1.

13. WHO/ExpandNet. Beginning with the end in mind: planning pilot pro-
jects and other programmatic research for successful scaling up. 2011.

14. Cooley L, Linn JF. Taking innovations to scale: methods, applications and
lessons. Washington DC: Results for Development Institute; 2014.

15. Martineau T, Raven J, Aikins M, Alonso-Garbayo A, Baine S, Huss R, et al.
Strengthening health district management competencies in Ghana, Tan-
zania and Uganda: lessons from using action research to improve health
workforce performance. BMJ Glob Health. 2018;3(2):e000619.

16. Kwamie A, van Dijk H, Agyepong IA. Advancing the application of
systems thinking in health: realist evaluation of the Leadership Develop-
ment Programme for district manager decision-making in Ghana. Health
Res Policy Syst. 2014;12(1):1-12.

17. WHO. Towards better leadership and management in health: report of an
international consultation on strengthening leadership and manage-
ment in low-income countries, 29 January-1 February, Accra, Ghana.
World Health Organization; 2007.

18. WHO. Who are health managers: case studies from three African coun-
tries: World Health Organization; 2009.

w



Bulthuis et al. Health Research Policy and Systems

20.

21.

22.

23.

24.

25.

26.

27.
28.

29.

(2022) 20:85

Loewenson R, Laurell AC, Hogstedt C, DAmbruoso L, Shroff Z. Participa-
tory action research in health systems: a methods reader: TARSC, AHPSR,
WHO, IDRC Canada, Equinet; 2014.

PERFORM2Scale. PERFORM2Scale—strengthening workforce perfor-
mance at the district level 2018. Available from: https://www.perform2sc
ale.org/general-briefing-paper-october-2018.

Tuckett AG. Qualitative research sampling: the very real complexities.
Nurse Res. 2004;12(1):47-61.

Ministry of Health Uganda. The quality improvement methods: a manual
for health workers in Uganda. Kampala, Uganda: Ministry of Health; 2015.
Bulthuis SE, Kok MC, Amon S, Agyemang SA, Nsabagasani X, Sanudi L,

et al. How district health decision-making is shaped within decentralised
contexts: a qualitative research in Malawi, Uganda and Ghana. Glob
Public Health. 2021;16(1):120-35.

Nabyonga-Orem J, Mijumbi R. Evidence for informing health policy
development in low-income countries (LICs): perspectives of policy
actors in Uganda. Int J Health Policy Manag. 2015;4(5):285.

Onwujekwe O, Uguru N, Russo G, Etiaba E, Mbachu C, Mirzoev T, et al.
Role and use of evidence in policymaking: an analysis of case studies
from the health sector in Nigeria. Health Res Pol Syst. 2015;13(1):1-12.
Kirk MA, Moore JE, Stirman SW, Birken SA. Towards a comprehensive
model for understanding adaptations'impact: the model for adaptation
design and impact (MADI). Implement Sci. 2020;15(1):1-15.

Svanemyr J, Baig Q, Chandra-Mouli V. Scaling up of life skills based educa-
tion in Pakistan: a case study. Sex Educ. 2015;15(3):249-62.

Chambers DA, Norton WE. The adaptome: advancing the science of
intervention adaptation. Am J Prev Med. 2016;51(4):5124-31.

Petticrew M. When are complex interventions ‘complex’? When are
simple interventions ‘simple’? Oxford: Oxford University Press; 2011.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 14 of 14

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://www.perform2scale.org/general-briefing-paper-october-2018
https://www.perform2scale.org/general-briefing-paper-october-2018

	Assessing the scalability of a health management-strengthening intervention at the district level: a qualitative study in Ghana, Malawi and Uganda
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Results
	Credibility
	Observability
	DHMT management competencies
	Teamwork and collaboration
	Health worker performance
	Service delivery
	How the results of the MSI were “seen” in practice (sharing of MSI effects)

	Relevance
	Relative advantage
	Ease of installation and understanding
	Existing planning cycles
	DHMT turnover
	Capacity of   DHMTs

	Compatibility
	Testability

	Discussion
	The scalability of the MSI
	Reflections on assessing interventions’ scalability
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


