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Health Systems as the foundation that 
supports programs &  interventions

PROGRAMS & INTERVENTIONS

HEALTH SYSTEMS HARD WARE (BUILDING BLOCKS) 
• Resources: Human, Medicines and technology, Infrastructure tools and supplies, 

information systems, financing, 
HEALTH SYSTEMS SOFTWARE 
• People, power, interests, trust, networks and processes and the related complexity 

and adaptability 

HEALTH 
SYSTEM 
VALUES

Responsiveness

HEALTH 
SYSTEM 
VALUES
Equity 

/Fairness/Justice

HEALTH SYSTEM 
VALUES

Rights and 
responsibilities
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Analyzing Governance in Health Systems
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Strategic Vision Participation & 
Consensus Orientation

Rule of Law Transparency 

Responsiveness Equity & Inclusiveness

Effectiveness & Efficiency Accountability 

Intelligence & Information Ethics

S. Siddiqi et al. Health Policy 90 (2009) 13–25



Financing Functions & UHC
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I. Mathauer, G. Carrin Health Policy 99 (2011) 183–192 



Assessing Gender in Health 

WHO’s Gender Responsiveness Assessment Scale 5

Presenter
Presentation Notes
Gender unequal
Perpetuates inequality by reinforcing unbalanced norms, roles and relations
Gender-blind 
Ignores gender norms and relations  treats everyone the same
Gender-sensitive 
Considers gender norms, roles and relations, but does not address inequality generated by unequal norms, roles or relations
Gender-specific 
Considers gender norms, roles and relations and how they affect access to and control over resources
Targets and benefits a specific group of women or men to achieve certain policy or program goals or meet certain needs
Gender-transformative 
Considers gender norms, roles and relations for women and men and includes ways to transform harmful gender norms, roles and relations
Promotes equity and addresses the causes of gender-based health inequities

I am looking for programs that are gender-specific and gender-transformative, that is to say not only programs that target men and women, but that also make an effort to make a positive change to the status of women (or men) within communities



Inequity versus Inequality

Health inequity: unjust differences in health 
between persons of different social groups; a 
normative concept

Health inequality: observable health 
differences between subgroups within a 
population; can be measured and monitored
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Presenter
Presentation Notes
An explanation of health inequality monitoring begins with the concept of health inequity. Health inequities can be linked to forms of disadvantage such as poverty, discrimination and lack of access to services or goods. 
Monitoring health inequalities serves as an indirect means of evaluating health inequity. 




Assessing Health Equity 
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“Absence of unfair and avoidable health 
differences among social groups” WHO, 2010

 Place of Residence
 Occupation/Employment
 Gender
 Race – Ethnicity
 Education
 Economic and Social Status



Promoting Health Equity

 Recognize that the health sector is part of the 
problem

 Prioritize diseases of the poor
 Deploy or improve services where the poor live
 Employ appropriate delivery channels
 Reduce financial barriers to health care
 Set goals and monitor progress through an 

equity lens
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Presenter
Presentation Notes
Recognize that the health sector is part of the problem. Health services do not, on their own, gravitate towards equity. Both public and private services contribute to generating inequalities in health if they are more accessible to the better off.
Prioritize diseases of the poor. When choosing which interventions to implement an essential starting point is to match them closely to the local epidemiological profile of conditions affecting the poor. This requires assessing the burden of disease and allocating resources accordingly.
Deploy or improve services where the poor live. Because health services tend to be more accessible to the urban and better-off populations, there is a natural tendency for new interventions to reach them first. Several recent examples show, however, that this logic can be subverted. Rather than introducing new interventions or programmes initially in the capital and nearby districts, countries can prioritize remote areas where mortality and malnutrition are usually highest.
Employ appropriate delivery channels. The same intervention may be delivered through more than one channel. For example, micronutrients or nutritional counselling may be delivered to mothers and children who spontaneously attend facilities, through outreach sessions in communities, or on a door-to-door basis. Either facility-based or community health workers may be used. Equity considerations are fundamental in choosing the most appropriate delivery channel for reaching the poorest families, who often live far away from the facilities and require community or household delivery strategies. 
Reduce financial barriers to health care. Out-of-pocket payments are the principal means of financing health care in most of Africa and Asia. However, this often places extra burden on the sick, who are most likely to be poor, children or elderly. Such user fees would probably not have been instituted had equity considerations been prioritized on the health agenda. Countries adopting a universal health system without any type of user fees, such as Brazil, have lowered levels of inequities in access to first-level health facilities.
Set goals and monitor progress through an equity lens. Progress towards equity depends on the continuous cycle of health inequality monitoring. Each component of the cycle can be strengthened and improved to match the goals of health equity. 



Equity-based interventions

 Equity-based interventions seek to improve 
health outcomes in subgroups that are 
disadvantaged, while improving the overall 
situation

 Interventions that do not have an equity focus 
may inadvertently exacerbate inequalities, 
even when national averages indicate overall 
improvements
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Session Objectives

1. To become familiar with key concepts and 
frameworks in Knowledge Transfer and Exchange, 
Evidence-Informed Health Policy-making and 
Evidence-Based Health Practices 

2. To share the lessons learned from Knowledge 
Translation Platforms in Africa

3. To trigger deliberations on next steps for the six MEP 
countries, IRTs and WAHO as a regional knowledge 
brokerage institution for MNCH
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Innovation

 Innovation in service delivery and organization
is a novel set of behaviors, routines, and ways of 
working that are directed at improving health 
outcomes, administrative efficiency, cost 
effectiveness, or users’ experience and that are 
implemented by planned and coordinated 
actions
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Spread of Innovations

T. Greenhalgh et al. Diffusion of Innovations in Service Organizations: Systematic 
Review and Recommendations. The Milbank Quarterly 2005, 82; 4: 581-629
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The K* Spectrum - Shaxson, 2012
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Transfert de Connaissances

Knowledge Translation is “the dynamic and 
iterative process that includes the synthesis, 
dissemination, exchange, and ethically-
sound application of knowledge to improve 
health, provide more effective services and 
products, and strengthen the healthcare 
system.”

Strauss et al 2009
Canadian Institutes of Health Research 
http://www.cihr-irsc.gc.ca/e/39033.html
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Échange de Connaissances

“Knowledge exchange is collaborative 
problem-solving between researchers and 
decision makers that happens through linkage
and exchange. Effective knowledge exchange 
involves interaction between decision makers and 
researchers and results in mutual learning
through the process of planning, producing, 
disseminating, and applying existing or new 
research in decision-making.”

Canadian Health Services Research Foundation
http://www.chsrf.ca/keys/glossary_e.php
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Diffusion, Dissémination, 
Implantation, Utilisation

 Diffusion is passive spread of research results

 Dissemination is active and planned efforts to 
persuade target groups to adopt an innovation

 Implementation is active and planned efforts to 
mainstream an innovation within an organization

 Research utilization is the “process by which 
specific research-based knowledge (science) is 
implemented in practice”
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Des Connaissances à l’Action  
(Strauss et al., 2006)
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Modèle Intégré TEC, Lavis et al., 2006
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Modèle Intégré TEC, Lavis et al., 2006

Research isn’t easy to use [Translation] 
 Research isn’t communicated effectively [Push]
 Research isn’t available when policymakers need it 

and in a form that they can use [Facilitating pull]
 Policymakers lack mechanisms to prompt them to 

use research in policymaking [Pull]
 Policymakers lack forums where policy challenges 

can be discussed with key stakeholders 
[Exchange]
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Researcher Journey to KTE Ward, 2010
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Knowledge needed for EIHP
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Evidence-based Health Practices 

Presenter
Presentation Notes
De manière schématique, l’expert clinique doit pouvoir intégrer les meilleures données probantes disponibles, la situation clinique et les valeurs du patient pour prendre ses décisions



What? Why? How? In my Country 
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What is a Knowledge 
Translation Platform?
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Health Research Policy and Systems, 
Supplements Dec 2009  
www.health-policy-
systems.com/supplements/7/S1
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Supporting the Use of Research 
Evidence (SURE) for Policy in 
African Health Systems

www.who.int/evidence/sure/ 









Partnership between policymakers, 
researchers, stakeholders (including civil 
society), in order to facilitate both policy 
development and policy implementation 
through the use of the best available 
scientific research evidence—which can 
ultimately improve population health and 
reduce inequities
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Knowledge Translation Platform?



Key Steps for KTE Praxis

1. Identifying actors : “ The main users are policy-makers, 
health professionals, researchers, the public, civil society, 
patients, health system managers, and health insurers”

2. Engaging stakeholders
3. Summarizing research evidence in user-friendly 

format – tailoring and targeting messages
4. Stimulating interest in and receptivity to 

research findings
5. Designing a thoughtful dissemination strategy
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Basic Principles for Effective KTE

1. What is the message?

2. To whom (targeted audiences)?

3. By whom (messenger)?

4. How (transfer and exchange methods)?

5. What expected impact (evaluation)?
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Tools & Resources for KTE Praxis

 Exposure>> increased knowledge
1. Briefing notes, research evidence summaries
2. Conferences and seminars
3. Clearinghouse, Knowledge containers

 Experience >>increased knowledge and 
positive attitudes

1. Stakeholders engagement, IR, Operations 
Research

2. Policy briefs, Evidence briefs for policy
3. Deliberative forum, policy or stakeholder dialogue
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 Expertise>> increased competence

1. Stakeholders engagement

2. Policy briefs or evidence briefs for policy

3. Workshops and Academic detailing

 Embedding>> increased utilization overtime

1. Outreach, Social marketing

2. Champions, Advocacy

3. Feedback, Evaluation
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Evidence Informed Policy Networks

 Enhance links between producers & users of evidence

 Acquire, access, adapt evidence relevant to needs of 
decision makers

 Provide decision makers with a rapid response and 
one stop shopping for evidence

 Build capacity to access & apply evidence

 Commission systematic reviews and research

 Develop partnerships
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KTP functions Domains Activities Targets of influence
Capacity 
Building 

Research and evidence 
production 

Workshops to conduct 
relevant research and prepare 
evidence syntheses

Individuals 
Awareness 
Attitudes
Organizations
Culture 
Leadership 
Politics 
Resources 
Research 
Priorities
Content 
Processes
Policy-making
Problem frames
Ideational and deliberative 
processes
Decisions to change or not 
to change policy content 
and options

Linking evidence to 
policy 

Workshops to access 
evidence resources

Evaluation Ongoing monitoring 

Sustainability Grant applications 
Advocacy meetings 

Knowledge 
Management 

Planning  Priority setting exercises 
Research production 
and synthesis 

Synthesizing evidence 
Summarizing evidence 

Diffusion and 
Dissemination 

Maintaining a clearinghouse
Facilitating user-pull 

Linkage and 
Exchange 

Linkage Priority setting exercises
Facilitating user-pull 

Exchange Organizing stakeholder  
dialogues 
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