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Abstract

Health committees link formalised health services and the community. However, ‘how, why, and for
whom’ health committees work warrants further exploration. This article presents the development
of a middle-range theory for how health committees work for building community capacity for
health. Resulting programme theories from a realist evaluation in Uganda were synthesised for
demi-regularities and supplemented by four key informant interviews — substantive theories
were used to help explain the findings from the case studies to develop the final middle-range
theories. Eighteen existing programme theories and 47 supporting context-mechanism-outcome
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configurations were synthesised into four middle-range theories for how health committees work
for community capacity building for health at the individual, organisational, community and societal
levels. The middle-range theories developed in this study provide important insight for those
implementing health committees. Given the little guidance available for developing and refining
middle-range theories, this study provides transparent methodological processes, which may assist
future research.

Keywords
health committee, health facility management committee, middle-range theory, realist evaluation

Introduction

Community engagement and participation in health activities are essential to support pro-
gramming that is both user-friendly and acceptable (Dada et al., 2023). Health Committees
(HCs) — otherwise known as community coalitions, village committees and community groups
(George et al., 2015) — are health-focused community groups, which serve as a formal link
between the community and health services. They serve to manage and coordinate health
activities and civil society strengthening (George et al., 2015; Karuga et al., 2022). The pri-
mary purpose of HCs is thus to facilitate the participation of community members in decision-
making on the provision of health services, towards achieving better health outcomes within
their communities (Gilmore et al., 2016a; Karuga et al., 2022).

HCs have grown in numbers over recent years. Today, HCs are prevalent in many low-
income country contexts, having been introduced by governments and/or organisations
(McCoy et al., 2012). The scope of HCs can vary, spanning family planning (Capurchande
etal., 2015), safe motherhood (Brazier et al., 2015), HIV programming (Lunsford et al., 2015;
Mburu et al., 2013) and/or water and sanitation (Waterkeyn and Cairncross, 2005). However,
HCs are not limited to a particular health condition, and their mandate is often based on the
needs of a given area. For example, some HCs focus on community accountability (Molyneux
et al., 2012), community monitoring (Svensson and Bjorkman, 2007) or health facility gov-
erning (Kessy, 2008). While the purpose and scope of an HC may vary depending on health
condition or context, HCs commonly share a formal structure; include representatives from
the community, health facility, and local leadership; manage the relationship between health
services and the community (George et al., 2015; Karuga et al., 2022); drive community
involvement with health activities; and assist with supervision and support of the health centre
and its community-level activities (Abimbola et al., 2016).

The benefits of HCs are well-documented throughout the literature. For example, HCs have
successfully advocated for resources, negotiated access to healthcare and monitored the use of
funds and quality of care, thus ensuring a feedback mechanism between the health provider
and service users (Karuga et al., 2022; Lodenstein et al., 2017b). Studies have also shown that
HCs can be effective in raising awareness, health promotion education, referrals and follow-
up, workload diffusion among community health actors and in making community workers
feel more supported (Lunsford et al., 2015). The factors that influence the effectiveness of
HCs, however, are complex. For example, a recent review by Karuga et al. (2022) highlights
the complexity of power dynamics, and equitable gender participation and representation
within HCs, as challenges when implementing HCs. While the potential benefits of HCs are
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evident, the explanation of how, why and under what conditions HCs work warrants further
exploration.

Building community capacity for health or increasing ‘community groups’ abilities to
define, assess, analyse and act on health concerns of importance to their members (Labonte
and Laverack, 2001) is viewed by many as a critical step to addressing health inequities at the
community level (George etal., 2015; Khan et al., 2021; Lodenstein et al., 2017a). Specifically,
community capacity building for health is seen as a way to strengthen health service delivery
by, for example, increasing community members’ capabilities in accountability and govern-
ance. Accordingly, community capacity building for health can be viewed as an intended out-
come and a by-product of well-implemented community programmes (Gibbon et al., 2002).

Given the growing frequency of use of HCs across varying health conditions and contexts,
and the role of HCs in brokering the participation of community members in decision-making
for health services, there is a need to understand better how and why HCs work (or not) for
capacity building for health. Moreover, there is a need to understand how contextual factors
influence how HCs work across different settings (Brazier et al., 2015; Lunsford et al., 2015).
Exploring the theories of how and why HCs function, in particular, may lead to a deeper
understanding and more practical recommendations for the implementation of HCs across the
diverse settings in which they are used. Furthermore, ensuring that theory is developed in such
a way that it is easily transferable across the settings in which HCs are implemented could
generate transferable learnings for how to maximise the potential of HCs globally.

Building on the methods reported by Gilmore et al. (2016b, 2019), Gilmore (2018), and
previous results in the form of programme theories (PTs) of how HCs work (see: Gilmore
(2018)), this study presents the final phase of a realist evaluation (RE) process by exploring
how HCs work across two case studies in North Rukiga, Uganda. Specifically, synthesis and
refinement of PTs across these two case studies are used to develop a middle-range theory
(MRT) for use across diverse settings where HCs function. In addition, while there exist qual-
ity standards and reporting guidelines for completing REs (see for example, RAMESES II,
Wong et al. (2016, 2017)), there remains a lack of guidance for how an MRT should be devel-
oped within RE. Therefore, this study also sought to provide a transparent description of how
an MRT was developed, as well as reflections that may prove useful for the development of an
MRT within future RE. A quick reference of all abbreviations used in the article can be seen
below (see Box 1).

Box I. Quick reference box for abbreviations used.

Abbreviations

CMOC — Context Mechanism Outcome Configuration
HC — Health Committee

IPTs — Initial Programme Theories

KIl — Key Informant Interview

MoH — Ministry of Health

MRT — Middle-Range Theory

NGO — Non-Governmental Organisation

PTs — Programme Theories

RAMESES — Realist And Meta-narrative Evidence Syntheses: Evolving Standards
RE — Realist Evaluation

SIT — Social Identity Theory

SDT — Self-Determination Theory
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Methods

To explore how HCs work and build community capacity for health, an RE was undertaken
across two case studies in North Rukiga, Uganda. RE is a theory-driven form of evaluation
that focuses on discovering ‘what works for whom in what circumstances’ (Pawson and Tilley,
1997). RE thus allows for uncovering an explanation of how interventions work, or not, by the
development of theory in the form of PTs and, in some cases, MRTs (Pawson and Tilley,
1997). PTs seek to explain how an intervention may work within specific context or circum-
stances (Pawson and Tilley, 1997). To develop PTs, the conceptual tool of Context Mechanism
Outcome Configurations (CMOCs) is used to identify under what contextual conditions
mechanisms are triggered to generate a given outcome (Wong et al., 2017). These CMOCs are
then synthesised to develop and refine PTs.

An MRT, on the contrary, sits at a higher level than day-to-day theories (i.e. PTs), but below
the level of substantive theory (Merton and Merton, 1968; Wong et al., 2017; see Figure 1).
MRTs can explain ‘what works for whom in what circumstances’ in a way that may be trans-
ferable and generalisable across settings (Wong et al., 2017). MRTs allow for further testing
and refinement in future applications and research (De Brun et al., 2019) to capture a wide
spectrum of possible circumstances. There is, however, no specific guidance to be followed
within MRT development. However, the approach of applying substantive theory to RE find-
ings, to allow for deeper understanding and explanation, was previously demonstrated by Jack
and Linsley (2021).

Given that HCs constitute a complex health intervention and the lack of theoretical
research into how and why HCs work, RE was considered an ideal fit for examining this
complexity. In addition, considering the variation of scope and contexts in which HCs are
used, the importance of developing an MRT, which may be applicable across settings was
seen as an important aim for this research. While there are quality standards (Wong et al.,
2017) and reporting guidelines (Wong et al., 2016) for completing REs, there remains a
lack of guidance for how an MRT should be developed. To this end, an approach was
selected for this study, constituting three main stages (outlined in more detail below). To
note that this research developed an MRT that can be viewed as an early MRT, or first step,
towards ongoing refinement and testing across different settings in future to further enhance
its generalisability and applicability.

Overview of methods for the RE

This RE took place over several phases with the methods described in greater detail in the
studies by Gilmore et al. (2016b, 2019) and the study by Gilmore (2018). In brief, the RE
began by eliciting initial PTs (IPTs), which involved literature and document review along
with four key informant interviews (Klls; Gilmore et al., 2016b). The field study was then
designed (see Gilmore (2018) based on these IPTs, and two case studies took place in
North Rukiga, Uganda, to test and refine these theories (see Gilmore et al., 2019). For case
study 1, this data collection took place in Kutinga including: observation and field notes,
document review (including HC meeting notes, correspondence between HC and non-
governmental organisation (NGO), Ministry of Health (MoH) reports), semi-structured
interviews with six HC members, two further interviews with local chairperson and a com-
munity health worker and three focus groups (n=10 female community members, n=8§
male community members and n=10 community health workers); for more details, please
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Figure I. Conceptualisation of middle-range theory (MRT) within this RE.
Source. Adapted from Punton et al. (2020).

see the study by Gilmore (2018). Case study 2 took place in Kashambya, with data collec-
tion involving observation and field notes, document review (including HC meeting notes,
NGO and MoH reports), three semi-structured interviews with health committee members
and one with a community health worker, three focus groups (n =7 male community mem-
bers, n=12 female community members and »=8 community health workers); for more
details, please see the study by Gilmore (2018). In this study, the resulting refined PTs for
each case study are taken forward in the latter phase of the RE, where they are synthesised
to develop an MRT to explain how HCs work and how they can build capacity for health
(see Figure 2).

Methods for the development of an MRT

The methods to develop and refine an MRT took place across three stages: (1) searching for
demi-regularities (i.e. semi-predictable patterns in the data (Wong et al., 2017)) between
refined PTs (and their corresponding CMOC:s); (2) conducting four KlIs to support or refine
developing MRTs; and (3) situating the findings in the existing literature, including linking
these to substantive theory, to refine the MRTs further. An overview of these stages is provided
in Figure 3.

Stage |. Searching for demi-regularities within the refined PTs from case examples. A total of 18
PTs and 47 of their supporting CMOCs (Gilmore, 2018) were searched for demi-regularities,
that is, semi-predictable patterns within the data (Wong et al., 2016). Synthesis of PTs was
completed manually as per the following procedures and as outlined in the study by Gilmore
et al. (2019). First, the 18 PTs were printed on coloured paper using a different colour for each
case study. PTs were then reviewed and grouped/organised according to their similarities,
yielding nine demi-regularities. The CMOCs within each demi-regularity were then reviewed
again to see if they further explained the emerging findings. A modified socio-ecological
model consisting of (1) individual level, (2) organisational level, (3) community level and (4)
societal level was then used to organise and classify the identified demi-regularities. By doing
this, initial MRTs began to develop (see Supplemental File 1). As detailed below, these theo-
ries were further reviewed with each subsequent stage.
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Elicit Initial Programme

Theories

Described in more detail in study

B protocol Gilmore et al. (2016)
Methods: Field Study Design
Case
Study 1: Described in more detail in Gilmore

(2018) and Gilmore et al. (2019)

PTs for Case 1 PTs for Case 2

Synthesis of Case Studies

Phase 3

Middle Range Theory

Figure 2. Overview of phases in RE. The focus of this article is methods and results from the final
highlighted phase, which led to the development of MRT.
Source. Adapted from Gilmore (2018) and Gilmore et al. (2019).
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Refinement of PTs and Development of MRT

Figure 3. Progression from PTs to MRT.
Source. Adapted from Power (2022). \\ Indicates where theory was reviewed.
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Stage 2. KlIs. Four KlIs were conducted, using realist style interviewing, with individuals
involved in implementing or overseeing the Access to Infant and Maternal Health (AIM-
Health) programme, which as one component implemented community HCs. Overall AIM-
Health aims to improve health services at the community level through the introduction of
task-shifting cadres, while also working to increase community knowledge, power and auton-
omy over health and health-related decisions. Participants included a (1) health education
specialist, (2) health programme manager, (3) health inspector and (4) an accountability pro-
gramme manager. The MRTs developed in stage 1, and the KII interviews were then uploaded
and coded in NVivo with memo notes used to document thinking and refinement of theory,
following the process outlined in the study by Gilmore et al. (2019). Of note, these interviews
were not used to elicit new CMOCs, but to support and refine the initial MRTs. They also
served to provide more contextual support for implementation factors (for example, support-
ive community health policies) occurring at the societal level. This stage of the analysis led to
a further addition and refinement of the MRTs developed during stage 1.

Stage 3. Situating findings within substantive theory. Following the KII interviews, the refined
MRTs from stage 2 were situated within the existing literature. This included an exploration
of relevant substantive theories to clarify, support or provide further explanation and refine-
ment for the findings. To note, this search was specifically for substantive theories to aid
explanation of the emerging MRTs and not a wider search to seek further individual studies on
how HCs worked. This search for substantive theories also served as a ‘plausibility check’
(Marchal et al., 2010) to further triangulate the emergent findings. From the refined MRTs
from stage 2, the main concepts were identified based on demi-regularities found, for exam-
ple, ‘Motivation’, ‘Respect’, ‘Power’ and ‘Altruism’. These concepts were then individually
explored in the literature to identify relevant substantive theories that further support the
MRTs and to draw connections between these key concepts based on theory. This was the final
stage of the process and led to the resulting MRTs being proposed for this RE.

Ethical approval. Ethical approval was provided by: Health Policy and Management/Centre for
Global Health’s Research Ethics Committee (Trinity College Dublin); Makerere University
School of Public Health, College of Health Sciences (Uganda; ref: HDREC 338); and Ugan-
da’s National Council for Science and Technology (ref: SS 3933).

Results

Four overarching MRTs, each corresponding to one of the four domains from the modified
socio-ecological model, emerged for how HCs work for community capacity building for
health. These MRTs were developed and refined across the three stages of (1) demi-regularity
search between the PTs (and supporting CMOCs) within the case studies, (2) analysis of KlIs
and finally (3) situating within the substantive theory and existing literature. The early itera-
tions of the MRTs following stages 1 and 2 can be seen as Supplemental File 1. The following
substantive theories were then used to inform the further refinement of the MRTs.

Theories of cooperation and collective action

Given the use of HCs as an organising intervention, where multiple actors come together to
work towards a common goal, we first turned to substantive theories of cooperation and
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collective action to deepen our understanding of the HCs. Van Vugt et al. (2012) suggested the
term cooperation to involve multiple actors who work to alleviate a structural problem by
sustained and ongoing actions. Those who ‘cooperate’ typically would also benefit from their
work. They noted two classifications of targets for cooperation: common resource problems
and ‘common good’ problems. Within North Rukiga, HCs work towards a common good, and
due to their involvement as a collective, they can be termed ‘a cooperation’ or ‘collective
action’ (Van Vugt et al., 2012). For more details on the specific goals and outcomes for the
HCs in these case studies, please see the study by Gilmore et al. (2016b).

The findings from the case studies, however, did not support several substantive theories in
the field of cooperation and collective action, including, for example, theories concerning
rational choice, notably Olson’s (1965) ‘collective action’ and Hardin’s (2009) ‘tragedy of
commons’. Common to these theories is the concept of ‘freeriding’, where, if possible, an
individual will not contribute to a common good. Similarly, Hardin et al. propose that action
relates to self-interest and can be in opposition to the common good. In contrast, our findings
suggest that the HCs readily and voluntarily take collective action to achieve a common good.
Further to this, and while the cost—benefit (e.g. personal gains) can be an influence, the deci-
sion to be an active member of an HC was found to be determined by multiple factors such as
one’s altruism and motivation through both intrinsic and extrinsic sources (Gilmore, 2018).
Thus, and consistent with Van Vugt et al. (2012), the reason(s) why HCs

cooperate for the benefit of the collective is not simply determined by a calculation between
immediate costs and benefits of cooperation: it is also influenced by a variety of different norms and
values that people bring into these dilemma situations (p. 10).

Social identity theory

Next, social identity theory (SIT; Tajfel and Turner, 1979) was considered concerning the findings
of the case studies given its widespread application to social mobilisation, collective behav-
iours, leadership between and within groups, marginalisation of out-groups, group norms and
social influence (Hogg, 2016). SIT relates to inherent social classifications individuals group
themselves and others into, which can, for example, be based on age, gender or religion (Hogg
and Turner, 1985). SIT, therefore, involves individuals identifying themselves and others within
society and requires both aspects of cognition (i.e. a sense of awareness) and evaluation (i.e. a
sense that awareness is related to value; Tajfel, 1982). Should this occur, SIT proposes that
individuals order their environment, allowing one to define others. Then, through this ordering,
individuals identify themselves within their social world (Ashforth and Mael, 1989). Therefore,
SIT recognises both one’s personal identity (individual traits) and social identity (group clas-
sifications; Ashforth and Mael, 1989). A process of self-categorisation takes place, where indi-
viduals can identify with particular groups (called ‘in groups’) by categorising themselves and
others, resulting in the formation of one’s identity (Stets and Burke, 2000).

Turner (2010) classifies social groups as involving two or more people. In addition, these
groups are interdependent; for a reason such as need satisfaction, attainment of goals and/or
validation of values and attitudes. This interdependence and identification see individuals
defining themselves primarily at the collective group level instead of a personal level, espe-
cially in highly cohesive groups (Van Vugt et al., 2012). SIT, therefore, aligns with cooperation
in that it proposes that individuals undertake collective action for a common good because
they evaluate their fate to be tied to this social identity (Brewer and Kramer, 1986; Van Vugt
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etal., 2012). Turner (2010) further elaborates on this in relation to cooperation and altruism
by noting that

altruism is primarily an intragroup rather than interpersonal phenomenon, that its main necessary
condition is the perception of ‘we-group ties’ between individuals [dependent on common social
identification] and that it represents behaviour based on the cognitive extension of the self, not its
abolition. We help others, apparently selflessly, because we perceive their needs and goals as those
of our social category and hence as our very own (p. 31).

Thus, SIT advances our understanding of how HCs work by explaining why individuals, par-
ticularly those closely connected to their communities, may cooperate for the good of the
‘social’. Mechanisms of altruism or volunteerism within this study, triggered by their ‘com-
munity centeredness’, as a common context across several domains within the PTs (Gilmore,
2018), are therefore supported and expanded upon by suggesting that community centredness
may be tied to one’s perceived identity. For example, in case study 2, where HCs were less
connected to communities due to geographical range, the HC group was less active and
showed limited signs of community altruism. In contrast, the HCs in case study 1 were very
close to communities, allowing for a greater social identity between HCs and the individuals
they serve to be formed. In turn, these HCs were noted as being more well-functioning.
Applying SIT to these findings led to the understanding that when HCs are closely connected
to communities and have positive community relationships, they may share a common social
identity, which can improve collective action and ‘altruistic’ motives for HC involvement.
This may also result in increased relatedness, which can improve autonomous motivation.
SIT can also help explain how ‘managerial processes/roles and regulations’ (roles and val-
ues) influenced how HCs worked within the case studies. SIT discusses that there will be an
awareness of an ‘out-group’, with those who share social identities within the ‘in-group’
treated more fairly than those in an ‘out-group’ (Tajfel, 1982). Thus, applying SIT at an organ-
isational level supports that having clear roles and responsibilities may situate HC members
within the ‘in-group’ and may re-enforce shared social identities, cohesion and commitment.

Self-determination theory and motivation

While SIT greatly assisted in explaining some of the findings from the case studies within the RE,
it is essential to note that social identity is not the only explanation relating to how HCs may func-
tion. Motivation was also commonly seen as important at the individual level to explain how HCs
work across the PTs (and supporting CMOCs). Motivation can be defined as the forces and driv-
ers acting on or within an individual that results in initiating or continuing behaviour (Snyder and
Cantor, 1998). When synthesising PTs from the case studies, those relating to motivation were the
most prevalent. To widen the understanding of how HCs work for capacity building for health,
formal theories relating to motivation were thus looked to for further insights.
Self-determination theory (SDT), as proposed by Deci and Ryan (1985) was applied to the
PTs from the case studies concerning motivation. SDT suggests that motivation can be classi-
fied as autonomous or controlled. According to Ryan and Deci (2014) ‘autonomous motivation
encompasses intrinsic motivation and well-internalised extrinsic motivation, whereas con-
trolled motivation encompasses regulation by external factors such as externally administered
rewards and punishments or by partially internalised (i.e. interjected) contingencies . . .” (p.
5755). Therefore, it was understood that through autonomous motivation, people experience
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volition or self-endorsement of their actions, while controlled motivation relates to feelings
surrounding expectations for behaviour (Deci and Ryan, 2008).

SDT explains some of the findings from this RE, in that motivation is influenced by auton-
omous factors, such as HC members’ pride in their work, and controlled factors, such as finan-
cial reward. Further to these two concepts, the concept of relatedness within SDT further
assisted in explaining findings from the case studies (Deci and Flaste, 1995). Relatedness can
be described as feeling connected to one’s social world and the individuals within it and pro-
vides a foundation where more autonomy is likely to develop (Deci and Flaste, 1995). This
supports the importance of ‘community centredness’ and the feeling of shared identity previ-
ously discussed through the lens of SIT. Both theories suggest HC members’ level of connec-
tion to the community is an important influence on group identity, commitment and relatedness,
and thus their motivation.

Along with the prevalent mechanism of positive re-enforcement, the PT synthesis from the
case studies evidenced the need for visible actions as a prevalent contextual factor. Therefore,
another key concept within SDT of autonomous motivation through the promotion of compe-
tence was seen in the PTs. However, the counter of this (i.e. rival theory) was also found: If a
negative result of actions is seen, this can cause amotivation through decreased perceived com-
petence (Gagné and Deci, 2005). This finding was highlighted in case study 2 by the KII, where
male community members were reported to have had little value-add and influence on the HCs
within their health facility. This led to the understanding that autonomous and controlled factors
influence motivation for engaging within an HCs. Whereas controlled factors included financial
compensation and/or reimbursements and training (extrinsic), autonomous factors included pos-
itive reinforcement that influences competence and community recognition of services. Should
HC members observe visible changes because of their work (intrinsic), these motivational fac-
tors can lead to a rationalisation for volunteering through offsetting cost—benefit relationships.

Cultural and social capital

To further deepen the understanding of how HCs work for capacity building for health, the
concepts of social and cultural capital were also explored (Bourdieu, 1986; Coleman, 1990).
This lens helped explain the findings from the case studies, particularly the importance of
respect at an individual level and power at an organisation level, both of which influenced how
HCs worked for capacity building.

Bourdieu (1986) has been influential in the work of cultural capital and thus guided our under-
standing of how HCs worked at an individual level. Lamont and Lareau (1988) completed a
review on the topic. They proposed a definition that ‘cultural capital is institutionalised, i.e. widely
shared, high-status cultural signals (attitudes, preferences, formal knowledge, behaviours, goals
and credentials) used for social and cultural exclusion’ (p. 156). Furthermore, Kingston (2001)
suggested that cultural capital is a resource that holds ‘market value’ and is widely accepted and
is also exclusionary, being only available to a select ‘elite’. With this understanding, cultural capi-
tal can be viewed as context-dependent, as ‘the elite benefit because “their” particular cultural
signals, not others, are rewarded’ (p. 89) within their setting. Thus, through exclusion principles
and stratification, cultural capital can inform social hierarchies, with these hierarchies greatly
influencing societal power relations (Gaventa, 2003). Therefore, cultural capital can convert to
other forms of capital, such as social capital or economic capital (Bourdieu, 2003, 2011).

The work on social capital by Bourdieu (1986), Coleman (1990) and Putnam (1993) was
used to facilitate an understanding of how HCs work. Within their work, social capital would
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be attributed to a group, not necessarily an individual. For example, Bourdieu (1986) sug-
gested social capital as where benefits can be attributed to networks or groups, which can, in
turn, be used to leverage economic advancement. This was further expanded upon by Putnam
(1993) where social capital could mean shared values, trust and norms, which could work for
mutual benefit through cooperation. Notably, a review of social capital by Portes (1998) found
that social capital was used as a catchall phrase with different meanings. To strengthen a
shared understanding of social capital, Portes (1998) proposed three basic functions: that
social capital is a source of (1) social control, (2) family support and (3) benefits through
extra-familiar networks. Benefits through extra-familiar networks would also be in keeping
with Bourdieu (1986), with social capital seen as the ability to get benefits through relation-
ships and membership in social networks or structures. Portes (1998) also noted that social
capital influences trust within groups by the shared contribution to activities being contingent
on the trust members in a group have in each other. Without trust, which may have been gener-
ated by shared social capital, organisational engagement may be reduced.

Further to the above understanding of social capital, the work by Woolcock and Narayan
(2000) on social capital further informed this study. They suggest one view as synergistic, where
governments, cooperations and civic groups need to complement each other in order to achieve
sustainable development. The level of linkages, coproduction and participation between actors in
these groups may allow for enhancement of community organisations’ ability to function. Thus,
for the purpose of this study, it emphasises the importance of wider support, for example, from
government, in order to create supportive partnerships and environments for HCs. Woolcock and
Narayan (2000) suggest that when this synergy is effectively supported, it can increase social
capital through the repetition of interactions infused with shared norms and trust.

The findings which emerged from the case studies were then further explained with the under-
standing of cultural capital at an individual level and social capital at an organisational and com-
munity level. For example, HC members who were seen as educated, knowledgeable and
responsible had these ‘cultural signals’ rewarded with cultural capital. This could be in mecha-
nisms of respect, perceived capabilities and trust. Furthermore, cultural capital in this study was
facilitated by contexts of ‘social hierarchies’, which influenced the triggering of these mecha-
nisms. The case studies found that the HC group needs power, that is, an ability to connect and
influence, which can be triggered when the HC members are respected and trusted. Therefore,
cultural capital that can lead to respect (at an individual level), can in turn influence the group’s
social capital by increasing external stakeholders trust of the HC group. This may allow for power
and positively influence their ability to function. This finding also aligns with Putnam (1993),
who suggested that when a group has high social capital (i.e. influenced by respect, trust, norms
and cooperation), they can more easily work through intra- and inter-group relations.

At a community and societal level, the synergistic view of social capital further helped to
explain the findings in the case studies where synergistic relationships and buy-in from other
stakeholders could further re-enforce the social capital of the HC. This explanation was supple-
mented by drawing on the work of Evans (1996, 1997) about government—citizen action. Evans
suggests that the effectiveness Of government-citizen action is linked to complementarity and
embeddedness. Complementarity concerns existing supportive relationships and policies, which
could mean, for example, existing community health worker policies (Woolcock and Narayan,
2000). Embeddedness relates to the connectedness and linkages between citizens and government
individuals (Evans, 1996; Woolcock and Narayan, 2000). These two concepts build off pre-exist-
ing social capital (Evans, 1996) and, in turn, they also promote and re-enforce it. Applying this to
how HCs work at a community level within the case studies was helpful to explain that when
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there were a context of pre-existing relationships (i.e. embeddedness) and clear roles and respon-
sibilities (i.e. complementarity) between the HC members and the MoH and NGO, this influenced
linkages between the partners and shared trust. Where these synergies existed, HCs could benefit
from increased resources and support, and partners also saw the mutual benefit through the HC’s
actions contributing to their agendas. This concept of complementarity can also apply to how HCs
work at the societal level. Supporting policy environments and implementing partners with rela-
tionships in the setting can create a positive context for HCs to function.

Following synthesis of the PTs (and their supporting CMOCS), input from KlIs and incor-
porating the above learning from SIT, SDT and cultural and social capital, the MRTs on how
HCs work for capacity building were developed and refined at the individual, organisational,
community and societal levels. These MRTs are presented in Boxes 1 to 4 below.

Results: MRTs
MRT |. How HC work for community capacity building for health at the individual level

Box 2.

MRT | — How HCs work for capacity building for health at the individual level

HCs should be made up of members who are respected, motivated, and have ‘community commitment’.
Motivation is influenced by both autonomous and controlled factors. Controlled factors may consist of
financial compensation and/or reimbursements and training (extrinsic). Autonomous factors may consist of
positive reinforcement, where HC members can observe visible changes as a result of their work (intrinisic).
This can influence one’s competence and community recognition of services. These motivational factors can
lead to rationalisation for volunteering through offsetting cost—benefit relationships. When HCs are closely
connected to communities and have positive community relationships, they can have a shared social identity,
which can improve collective action and ‘altruistic’ motives for HC involvement. This may also result in
increased relatedness, which can also improve autonomous motivation.

HC member attributes can influence their cultural capital. Attributes may consist of: education level,
previous experience within communities, perceived stability, leadership skill and decision-making
reputation. When HCs have elevated social capital, this confers respect, which can influence one’s
perceived capability and thus level of trust stakeholders have in the members.

Specific conditions for this to occur may be: HCs are seen as apolitical, or to not have a reputation of
having their political affiliations influence public good decisions; community centeredness (proximity and
relationships) of HCs as a condition for social identity to form; and roles and functions should be clear to
community members to influence respect.

The importance placed on cultural capital (and by extension social hierarchies) can influence the impact
of member attributes and HCs may feel more accountable if they recognise the trust that communities
have in them. It may also be important that the communities select HCs, which works to reinforce their
commitment to community members, and also influences community ownership of activities.

If these conditions occur, they may result in:

Dedicated and committed members with active engagement

Sustainability of members

HC pride and satisfaction with work leading to confidence/encouragement

HCs feeling accountable to communities

Trust in HCs by community members

Responsiveness and support from stakeholders towards the HCs and intervention

MRT =middle-range theory; HC =health committee.
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MRT 2. How HCs work for community capacity building for health at the
organisational level

Box 3.

MRT 2. How HCs work for capacity building for health at the organisational level

HCs need strong organisational functioning to contribute to capacity building. This requires that they be
in a position of power, resulting from having high social capital influencing cooperation and trust. Groups
should have high relatedness, with positive shared identities, in order to become more cohesive. This may
be particularly impactful if there is an external group to evaluate actions against.

Committees also need strong managerial processes. They should have broad member makeup that

is representative of communities, strong (apolitical) leadership, and clear procedures, roles and
responsibilities. Roles and responsibilities should include topics of: selection and member regulations
(length of services etc.), regularly planned meetings and clear expectations of their work. They require
regular training, which focus on skills necessary to competently implement their actions such as facilitating
partnerships, recording keep and minute taking.

Specific conditions for this to occur may be: that HCs are respected (have high cultural capital); shared
social identities; positive HC activities and outcomes are visible to stakeholders; roles and regulations are
clear and transparent to stakeholders; and that community recognition is integration into activities.

If these occur, they may:

e Increase controlled motivation (through having strong management — roles and regulations)
Increase cooperation and performance

Influence positive, collaborative, work environments for HCs

Increase member sustainability

Support and trust for HC work by community members and other stakeholders

Increase HC accountability to stakeholders (influence ownership by communities)

Increase stakeholder responsiveness and participation to HCs

MRT =middle-range theory; HC =health committee.

MRT 3. How HCs work for community capacity building for health at the
community level

Box 4.

MRT 3. How HCs work for capacity building for health at the community level

For HCs to contribute to capacity building, they require strong synergistic relationships and buy-in/
linkages with other stakeholders. Relationships are built (or reinforced) when HCs are respected and
connected to communities, which can influence the level of respect, trust and relatability between HCs
and stakeholders. Buy-in is also influenced by this relatedness, specifically when stakeholders recognise
the value-add (perceived effectiveness) of HCs, increasing trust in them and their work. The productivity
of these partnerships can be influenced by sharing common goals, and where HCs and communities have
shared social identities. Together, these influence another important requirement of HC integration with
other vested parties and communities. If these occur, HC groups may gain support for their operations
and also harmonise health activities across communities.

Specific conditions for these to occur may be: HC connectivity to communities; other community
activities/initiatives are prevalent and strong with intentional collaboration; low health system capacity;
HCs are respected; level of individuals’ motivation within the HC; whether HC work is visible, valued and
recognised as important; the distinction between ‘in-groups’ and ‘out-groups’; the level of social capital;
and embeddedness and complementarity of partners.

(Continued)
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Box 4. (Continued)

MRT 3. How HCs work for capacity building for health at the community level

If these actions occur, they may:

e Gain stakeholder support for HCs functioning

e Provide a space for communities to engage in capacity-building domains (participation, asking why,
advocacy, leadership).
Provide community members with a source of feedback.
Increase communities’ ability to engage and participate in community health, and how receptive
communities are to HC activities.

e Increased productivity of partnerships

MRT =middle-range theory; HC =health committee.

MRT 4. How HCs work for community capacity building for health at the societal level

Box 5.

MRT 4. How HCs work for capacity building for health at the societal level

HCs focusing on health centre activities need:

(a) To have supportive health sector environments from the MoH, including an appropriate number of
health facilities, strong community health policies, and the ability (and desire) to support HC actions,
such as staff replacements and granting permission for health centre infrastructure improvements.

(b) The need for strong implementing partners within the community (NGO and MoH), whom themselves
have positive working relationships; and

(c) Collaborative community support which focuses on aspects of community system strengthening the
HCs are not able to achieve, so as to make a more facilitative environment.

The last point most specifically referred to the need for strong community health workers and citizen
advocacy/social accountability groups that can improve community advocacy (societal level) and ensure
that messages/actions are being received within households (community level). While it is unrealistic that
HCs alone can strengthen community systems, they likely can make substantial contributions. Success
will be best achieved when collaborative alliances focusing on different aspects of capacity and health are
implemented.

MRT =middle-range theory; HC =health committee; NGO =non-governmental organisation; MoH = Ministry of Health.

Limitations and reflections

These MRTs serve as a first step towards a greater understanding of how HCs may work across
varying contexts. However, it is important to acknowledge that these could be viewed as early
MRTs, which can be taken forward for further refinement and testing. An identified limitation of
developing this MRT was that while the case studies are part of a wider RE taking place within
Tanzania and Uganda (results reported here REF PT Paper and Gilmore (2018)), only two case stud-
ies from Uganda were synthesised in this study. In addition, data collection for the overall study was
iterative and had PTs being fed back to participants for further refinement and/or confirmation,
however, due to logistics and time frame of the study, the final MRTs presented did not have an
opportunity to be fed back to participants. A suggestion for future studies may, therefore, be to allow
for a further round of refinement of the MRTs with the wider participant group, where possible.
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The literature contains limited examples of how to develop and present MRTs. This lack
of guidance made it challenging to decide when or how to review and refine an MRT. Within
this RE, the MRTs were initially developed in their first draft following a synthesis of the
PTs from the two case studies (this first stage of the MRT can be seen as Supplemental File
1). Following this, a natural time point to review and refine the PTs was after the KllIs,
where further learning took place (findings from KllIs, which were incorporated into the
MRTs can also be seen in Supplemental File 1). Leading on from this, the literature, namely
substantive theory, was explored in detail and applied to the findings. At this stage, the
MRTs were reviewed and refined again, where necessary, with the refinement consisting of
providing additional insights or explanatory information into the theories while also not
changing their meaning. This process led to the proposed MRTs. However, this sequence
could be altered (i.e. with the literature review occurring first), depending on the needs of
the RE, and may offer alternative benefits or insights into the theories. However, a limita-
tion which needs to be highlighted is that due to the PTs and resultant MRTs being informed
by a limited number of case studies from a similar geographical region and social and cul-
tural context, the generalisability of the theories outside of these settings is yet to be tested.
As such, these MRTs could be further strengthened through future research with further
rounds of testing and refinement across different geographical, social and cultural settings
making the resultant MRTs more generalisable. This could be completed through further
literature review, and also through RE case studies.

The lead researcher for this study has a background in global and maternal and child health
research, and when not completing field work, is based in a high-income country. Other mem-
bers of the research team are based in academic positions in Uganda and Tanzania. This study
was carried out in Uganda, but the theories that influenced MRT refinement were largely
developed from what Henrich terms WEIRD theories, as those largely developed in Western,
Educated, Industrialised, Rich and Democratic contexts. Henrich et al. (2010) has previously
discussed the use of Western theories and questioned their global applicability, and this point
is reflected in the study by Gilmore (2019). To address the risk of applying potentially contex-
tually irrelevant theories within RE, substantive theories were deliberately not used to identify
IPTs or refine PTs but rather to provide further explanatory power and clarity to the MRTs, and
as a ‘plausibility check’. In other words, the substantive theories did not drive the refinement
and were only used once the theories were already refined. As the lead researcher was not
from the local setting, learning from the knowledge of key informants who operationalise
HCs, was an important step to deepen understanding and to ensure that the MRTs remained
relevant to practice. While KlIs may not be necessary for all REs when refining an MRT, it
was an important part of MRT development in this study. In addition, it is hoped the KII input
for MRT development may have helped to mitigate the bias of a Western lens to ensure the
MRTs were relevant to the contexts in which HCs are used.

While the approach used for developing and refining the MRTs in this study may not be
relevant to all REs, it is hoped that the transparency of the methods used may guide and
inform other studies as relevant to their needs. Overall, researchers are encouraged to report
the MRTs arising from their REs and detail how they were developed to improve theoretical
awareness of the interventions of study and to support further research study processes.
While the resulting PTs from the case studies (Gilmore, 2018) present programmatic find-
ings to support implementation considerations, it is hoped that the MRTs provide additional
explanatory details at a level of abstraction relevant to HCs across many contexts.
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Conclusion

The MRTs developed through this study provide insights for those implementing HCs on
how HCs may work for capacity building for health. Numerous important factors were
identified for how HCs work, including the importance of altruism, motivation and cultural
capital at the individual level; power and organisational processes; synergistic relation-
ships, buy-in and connectedness within the community; and supportive societal environ-
ments with strong partnerships, health policies and infrastructure. It is hoped that HC
programme implementers can apply the findings of this study to better understand how and
why HCs may work within their settings. Furthermore, while there is no one approach for
MRT development, this study details an approach others can draw on to develop an MRT
for a complex health intervention.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/or
publication of this article.

Funding

The author(s) disclosed receipt of the following financial support for the research, authorship, and/
or publication of this article: This project has received funding from the European Union’s Horizon
2020 research and innovation programme under the Marie Sktodowska-Curie Grant Agreement No.
713279.

ORCID iD
Brynne Gilmore {2/ https://orcid.org/0000-0003-4496-9254

Supplemental material

Supplemental material for this article is available online.

References

Abimbola S, Molemodile SK, Okonkwo OA, et al. (2016) ‘The government cannot do it all alone’:
Realist analysis of the minutes of community health committee meetings in Nigeria. Health Policy
and Planning 31(3): 332-45.

Ashforth BE and Mael F (1989) Social identity theory and the organization. Academy of Management
Review 14(1): 20-39.

Bourdieu P (1986) The forms of capital. In: Richardson J (ed.) Handbook of Theory and Research for
the Sociology of Education. New York: Greenwood, 241-58.

Bourdieu P (2003) Social reproduction. Culture: Critical Concepts in Sociology 3: 63-94.

Bourdieu P (2011) The forms of capital (1986). In: Szeman I and Kaposy T (eds) Cultural Theory: An
Anthology. Oxford: Wiley-Blackwell, 81-93.

Brazier E, Fiorentino R, Barry MS, et al. (2015) The value of building health promotion capacities
within communities: Evidence from a maternal health intervention in Guinea. Health Policy and
Planning 30(7): 885-94.

Brewer MB and Kramer RM (1986) Choice behavior in social dilemmas: Effects of social identity,
group size, and decision framing. Journal of Personality and Social Psychology 50(3): 543—49.

Capurchande RD, Coene G, Roelens K, et al. (2015) Between compliance and resistance: Exploring
discourses on family planning in community health committees in Mozambique. BM.J Open 5(5):
€006529.


https://orcid.org/0000-0003-4496-9254

Gilmore et al.: MRTs for health committees for capacity building 17

Coleman J (1990) Foundations of Social Capital. Cambridge, MA: Belknap Press of Harvard University
Press.

Dada S, Aivalli P, De Brunun A, et al. (2023) Understanding communication in community engage-
ment for maternal and newborn health programmes in low-and middle-income countries: A realist
review. Health Policy and Planning 38: 1079-98.

De Brun A, Rogers L, O’Shea M, et al. (2019) Understanding the impact of a collective leadership
intervention on team working and safety culture in healthcare teams: A realist evaluation protocol.
HRB Open Research 2: 5.

Deci E and Ryan R (1985) Intrinsic Motivation and Self-Determination in Human Behavior. New Y ork:
Plenum Press.

Deci EL and Flaste R (1995) Why We Do What We Do: The Dynamics of Personal Autonomy. New
York: G. P. Putnam’s Sons.

Deci EL and Ryan RM (2008) Self-determination theory: A macrotheory of human motivation, devel-
opment, and health. Canadian Psychology/Psychologie Canadienne 49(3): 182-5.

Evans P (1996) Government action, social capital and development: Reviewing the evidence on syn-
ergy. World Development 24(6): 1119-32.

Evans P (1997) State-Society Synergy: Government and Social Capital in Development. Berkeley, CA:
University of California, Berkeley.

Gagné M and Deci EL (2005) Self-determination theory and work motivation. Journal of Organizational
Behavior 26(4): 331-62.

Gaventa J (2003) Power After Lukes: An Overview of Theories of Power Since Lukes and Their
Application to Development. Brighton: Participation Group, Institute of Development Studies.
George A, Scott K, Garimella S, et al. (2015) Anchoring contextual analysis in health policy and sys-
tems research: A narrative review of contextual factors influencing health committees in low and

middle income countries. Social Science & Medicine 133: 159-67.

Gibbon M, Labonte R and Laverack G (2002) Evaluating community capacity. Health & Social Care
in the Community 10(6): 485-91.

Gilmore B (2018) How Do Community Health Committees Build Capacity for Community Health
Systems Strengthening? A Realist Evaluation in Uganda. Dublin: Trinity College Dublin.

Gilmore B (2019) Realist evaluations in low- and middle-income countries: Reflections and recommen-
dations from the experiences of a foreign researcher. BMJ Global Health 4(5): ¢001638.

Gilmore B, Adams BJ, Bartoloni A, et al. (2016a) Improving the performance of community health
workers in humanitarian emergencies: A realist evaluation protocol for the PIECES programme.
BMJ Open 6(8): e011753.

Gilmore B, McAuliffe E, Larkan F, et al. (2016b) How do community health committees contribute to
capacity building for maternal and child health? A realist evaluation protocol. BMJ Open 6(11):
e011885.

Gilmore B, McAuliffe E, Power J, et al. (2019) Data analysis and synthesis within a realist evalua-
tion: Toward more transparent methodological approaches. International Journal of Qualitative
Methods 18: 1609406919859754.

Hardin G (2009) The tragedy of the commons. Journal of Natural Resources Policy Research 1(3):
243-53.

Henrich J, Heine SJ and Norenzayan A (2010) Most people are not WEIRD. Nature 466(7302): 29.

Hogg MA (2016) Social identity theory. In: Ferguson N, Haji R and McKeown S (eds) Understanding
Peace and Conflict Through Social Identity Theory. Cham: Springer, 3—18.

Hogg MA and Turner JC (1985) Interpersonal attraction, social identification and psychological group
formation. European Journal of Social Psychology 15(1): 51-66.

Jack K and Linsley P (2021) Constructing a middle-range theory to explain the uptake of hepatitis C
tests in prison. Nurse Researcher 29(2): 33—-40.

Karuga R, Kok M, Luitjens M, et al. (2022) Participation in primary health care through community-level
health committees in Sub-Saharan Africa: A qualitative synthesis. BMC Public Health 22(1): 359.



18 Evaluation 00(0)

Kessy F (2008) Technical review of council health service boards and health facility governing com-
mittees in Tanzania. Final report. Dar Es Salaam, Tanzania: Report prepared for the Ministry of
Health and Social Welfare.

Khan G, Kagwanja N, Whyle E, et al. (2021) Health system responsiveness: A systematic evidence
mapping review of the global literature. International Journal for Equity in Health 20(1): 112.
Kingston PW (2001) The unfulfilled promise of cultural capital theory. Sociology of Education 74:

88-99.

Labonte R and Laverack G (2001) Capacity building in health promotion, Part 1: For whom? And for
what purpose? Critical Public Health 11(2): 111-27.

Lamont M and Lareau A (1988) Cultural capital: Allusions, gaps and glissandos in recent theoretical
developments. Sociological Theory 6(2): 153-68.

Lodenstein E, Dieleman M, Gerretsen B, et al. (2017a) Health provider responsiveness to social
accountability initiatives in low-and middle-income countries: A realist review. Health Policy and
Planning 32(1): 125-40.

Lodenstein E, Mafuta E, Kpatchavi AC, et al. (2017b) Social accountability in primary health care in
West and Central Africa: Exploring the role of health facility committees. BMC Health Services
Research 17(1): 1-15.

Lunsford SS, Fatta K, Stover KE, et al. (2015) Supporting close-to-community providers through a com-
munity health system approach: Case examples from Ethiopia and Tanzania. Human Resources for
Health 13(1): 12.

Marchal B, Dedzo M and Kegels G (2010) A realist evaluation of the management of a well- performing
regional hospital in Ghana. BMC Health Services Research 10(1): 24.

Mburu G, Oxenham D, Hodgson I, et al. (2013) Community systems strengthening for HIV care:
Experiences from Uganda. Journal of Social Work in End-of-Life & Palliative Care 9(4): 343-68.

McCoy DC, Hall JA and Ridge M (2012) A systematic review of the literature for evidence on health
facility committees in low-and middle-income countries. Health Policy and Planning 27(6): 449—
66.

Merton RK and Merton RC (1968) Social Theory and Social Structure. New York: Simon & Schuster.

Molyneux S, Atela M, Angwenyi V, et al. (2012) Community accountability at peripheral health facili-
ties: A review of the empirical literature and development of a conceptual framework. Health
Policy and Planning 27(7): 541-54.

Olson M (1965) The Logic of Collective Action: Public Goods and the Theory of Groups. Cambridge,
MA: Harvard University Press.

Pawson R and Tilley N (1997) An introduction to scientific realist evaluation. In: Chelimsky E and
Shadish WR (eds) Evaluation for the 21st Century: A Handbook. Thousand Oaks, CA: Sage,
405-18.

Portes A (1998) Social capital: Its origins and applications in modern sociology. Annual Review of
Sociology 24(1): 1-24.

Power J (2022) How Local Decision Making Works for Adaptations of Health Interventions During
Scale-Up: A Realist Review. Dublin: Trinity College Dublin.

Punton M, Vogel I, Leavy J, et al. (2020) Reality bites: Making realist evaluation useful in the real
world. CDI practice paper 22. Brighton: IDS.

Putnam R (1993) The prosperous community: Social capital and public life. The American Prospect
13(4): 35-42.

Ryan R and Deci E (2014) Self-determination theory. In: Michalos A (ed.) Encyclopedia of Quality of
Life and Well-Being Research. Dordrecht: Springer, 5755-60.

Snyder M and Cantor N (1998) Understanding personality and social behavior: A functionalist strategy.
In: Gilbert DT, Fiske ST and Lindzey G (eds) The Handbook of Social Psychology. Boston, MA:
McGraw-Hill, 635-79.

Stets JE and Burke PJ (2000) Identity theory and social identity theory. Social Psychology Quarterly
63:224-37.



Gilmore et al.: MRTs for health committees for capacity building 19

Svensson J and Bjorkman M (2007) Power to the People: Evidence From a Randomized Field
Experiment of a Community-Based Monitoring Project in Uganda. Washington, DC: The World
Bank.

Tajfel H (1982) Social psychology of intergroup relations. Annual Review of Psychology 33(1): 1-39.

Tajfel H and Turner J (1979) Social identity theory. In: Austin WG and Worchel S (eds) The Social
Psychology of Intergroup Relations. Monterey, CA: Brooks/Cole, 33—7.

Turner JC (2010) Towards a cognitive redefinition of the social group. In: Postmes T and Branscombe
NR (eds) Research Colloquium on Social Identity of the European Laboratory of Social Psychology
(Universit de Haute Bretagne, Rennes, France; This chapter is a revised version of a paper first pre-
sented at the aforementioned colloquium). London: Psychology Press, 210-34.

Van Vugt M, Biel A, Snyder M, et al. (2012) Perspectives on cooperation in modern society: Helping
the self, the community, and society. In: Van Vugt M, Snyder M, Tyler TR, et al. (eds) Cooperation
in Modern Society. New York: Routledge, 19-58.

Waterkeyn J and Cairncross S (2005) Creating demand for sanitation and hygiene through community
health clubs: A cost-effective intervention in two districts in Zimbabwe. Social Science & Medicine
61(9): 1958-70.

Wong G, Westhorp G, Greenhalgh J, et al. (2017) Quality and reporting standards, resources, training
materials and information for realist evaluation: The RAMESES I project. Health Services and
Delivery Research 5: 28.

Wong G, Westhorp G, Manzano A, et al. (2016) RAMESES 1I reporting standards for realist evalua-
tions. BMC Medicine 14(1): 1-18.

Woolcock M and Narayan D (2000) Social capital: Implications for development theory, research, and
policy. The World Bank Research Observer 15(2): 225-49.

Brynne Gilmore, PhD, is an Assistant Professor in Health Systems at University College Dublin,
Ireland. Their work focuses on global health research, specifically community engagement and com-
munity health, implementation science and research using realist evaluation and synthesis for health
systems research.

Jessica Power, PhD, is a researcher in global health and implementation science. She has a specialist
interest in scale-up and intervention fidelity.

Nazarius Tumwesigye, PhD, is a Professor and former chair of the Department of Epidemiology and
Biostatistics at Makerere University. His research works cover areas that include monitoring and evalua-
tion and applied biostatistics/epidemiology and public health.

Henry Mollel, PhD, is the Principal of Mzumbe University, Mbeya Campus College. He is the Principal
Investigator of a number of Health Systems Projects at the Centre of Excellence in Health Monitoring
and Evaluation at Mzumbe University.

Eilish McAuliffe, PhD, is Professor of Health Systems at University College Dublin, and Director of the
UCD Centre for Interdisciplinary Research, Education and Innovation in Health Systems (IRIS). With
more than 25 years of experience in health systems research, her research activity is primarily focused
on strengthening health systems using participatory and co-design principles.

Frédérique Vallieres, PhD, is an Associate Professor in Global Health at Trinity College Dublin,
Ireland, and Director of the Trinity Centre for Global Health. Her primary research interests include
the impact of psychological trauma inherent to humanitarian and global health emergency contexts on
psychosocial outcomes; applications of mental health and psychosocial support programming within
humanitarian emergencies; task-sharing approaches to community mental health care; and health
systems strengthening.



