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SUMMARY 
Objectives: To examine how and why a South-South capacity development and networking program for leadership, 

research, practice and advocacy on maternal new-born, child and adolescent health and health policy and systems 

strengthening in West Africa and Cameroon worked and identify lessons for low- and middle-income countries.     

Design: Single qualitative case study drawing on data from document review, observations, key informant interviews 

and a deliberative workshop. Ethics approval for primary data collection was obtained from the Ghana Health Service 

Ethical Review Committee (GHS-ERC 012/10/18).  

Setting: West Africa and Cameroon 

Participants:  Researchers, policy and programme managers and frontline health workers 

Interventions: Networking and capacity development 

Results:  The programme made good progress in implementing many but not all planned capacity development and 

networking activities.  The opportunity to network with other organisations and individuals and across countries, 

disciplines, and languages as well as to learn, to develop skills, and obtain mentorship support, were considered valu-

able benefits of the partnership.  Human and financial resource constraints meant that not all planned interventions 

could be implemented.   

Conclusions: Lessons for health policy and systems research capacity building in LMIC include the potential of 

South-South partnerships, the need for dedicated resources, the potential of Sub-regional health organizations to sup-

port capacity building and recognition that each effort builds on preceding efforts of others, and that it is important to 

explore and understand where the energy and momentum for change lies. 
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INTRODUCTION 
Sub-Saharan Africa did not attain the health-related 

MDG goals and has carried the agenda into the SDG.  De-

spite substantial progress, it remains the region of the 

world with the highest maternal and neonatal mortality 

rates.1  It also has persisting health system weaknesses.  

Strong health systems are essential to support the deliv-

ery of programs and interventions to improve population 

health. 2 , 3   Building such systems requires strong re-

search as well as leadership, policy and program devel-

opment and implementation capacity.4   Franzen et al5, in 

their review of the qualitative literature on health re-

search capacity development in low- and middle-income 

countries (LMIC) between 2000 and 2013, identified the 

importance of systems approaches, demand for stronger 

links between research, policy and practice and the effect 

of power relations on capacity development.  They cate-

gorised the modalities for capacity development into four 

main groups vertical research projects, centres of excel-

lence, north-south partnerships, and networks, with 

strengths and weaknesses in each of these approaches.  

 

Following a yearlong sub-regional consultative process 

in 2015 to explore how to strengthen health policy and 

systems research (HSPR) to better support maternal, 

new-born, child and adolescent health (MNCAH) im-

provements in West Africa, one of the things that 

strongly emerged was the felt need for a sub-regional led 

and owned network and capacity development approach 

with links between research, policy, practice and a sys-

tems approach.  A proposal was therefore developed for 

a consortium of researchers, decision-makers and imple-

menters embedded in institutions in West Africa and 

Central Africa (Cameroon) in collaboration with the 

West Africa Health Organization (WAHO), and re-

searchers in the University of Cape Town and the Uni-

versity of the Western Cape in South Africa to form a 

South-South capacity development, networking and ad-

vocacy partnership for leadership, research, and practice 

for HPSR strengthening and MNCAH.  The goal was to 

contribute to stronger health systems for improved 

MNCAH outcomes.  This was to be done through multi-

level capacity development and networking at individual, 

organizational and contextual (national and West African 

sub-regional) level to support context-relevant and effec-

tive leadership, research, policy and program decision-

making and implementation for Health Systems strength-

ening and MNCAH improvements.  The initiative, which 

was named the Consortium for mothers, children, adoles-

cents and health policy and systems strengthening 

(COMCAHPSS) was unique in that in capacity develop-

ment outputs were as much valued as research and in its 

focus on South-South led and owned networking, capac-

ity, and advocacy.   

 

 

Objectives 

In this paper we ask the question: how did this program 

work (or not), why, and what lessons have emerged for 

other low and middle-income countries?   Specifically, 

we ask: how appropriate and relevant were the design 

considerations, such as conceptual framework, govern-

ance mechanisms and structures of the program in the 

light of the problems it set out to help address?  What 

were the key barriers and enablers of the implementation 

of the program, and what was it able to achieve (or not)?  

What are the lessons for multi-country networking and 

capacity strengthening to support health systems 

strengthening and health outcome improvement in 

LMIC?   

 

Conceptual framework 

The conceptual framework that guided the interventions 

of COMCAHPSS drew upon health systems and capacity 

development frameworks in the literature. (Figure 1)  

 

 
 

Health systems were conceptualised as a shelter that pro-

tects the population’s health.  Capacity was conceptual-

ised as the ability to perform and produce desired out-

comes and a dynamic process involving complex multi-

level relationships within and between organisations, 

contexts, and individuals. 6,7,8   Individual capacity refers 

to competencies needed to enable strategic (macro), op-

erational (meso) or team (micro) level health systems 

leadership, research, and practice, including whether in-

dividuals are sufficiently knowledgeable, skilled, experi-

enced, confident, and motivated to adequately perform.  

It is a function of individual skills and motivation but also 

of the organisation’s capacity in which the individual 

functions and the context within which the organisation 

is embedded.  

 

 Organisational capacity refers to the ability of organisa-

tions to support the required performance of individuals 

within them. Organisational design, infrastructure, avail-

ability, and appropriateness of tools, staffing numbers, 

skills, and distribution, as well as culture (how things are 

Figure 1 – Capacity Development framework 
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done around here) and climate (how it feels to work 

around here) influence organizational capacity.   

 

Contextual capacity is the ability of wider international, 

national, and sub-national social, economic, historical, 

political, structural and situational factors and systems to 

support organisational and individual performance.9, 10, 11   

Capacity development, networking and advocacy must 

occur across practice, leadership and research and also 

across individual, organisational and contextual levels if 

they are to translate into health systems strengthening and 

population health outcome improvements.  

 

METHODS 
The study design was a single qualitative case study of 

the COMCAHPSS program.  A case study enabled us to 

investigate a complex phenomenon within its real-life 

context.12  Social processes are complex, and an appro-

priate study design should aim to develop concrete, con-

text-dependent knowledge. 13   A case study was also 

suited to obtaining the multiple perspectives, experiences 

and interactions of various stakeholders and social pro-

cesses.  In terms of limitations, a single case study design 

is analogous to a single experiment, and we cannot as-

sume that its findings are generalisable to all contexts. 14 

 

Interventions  

Because of the intersecting themes of research, practice, 

and leadership at multiple levels against capacity devel-

opment, networking and advocacy, the planned interven-

tions when the program started in April 2016 are best de-

scribed in a grid as in Table 1.  

 

Interventions intended but eventually not implemented 

because of funding constraints are shown in shaded grey.  

At its inception, the Consortium had 19 partner institu-

tions from 9 countries (Table 2).  

 

 

 

 

Table 1 Planned Program interventions and objectives 
 Individual & institutional level Contextual level 

Themes Capacity development Networking Collaboration with WAHO 

Leadership • West African bi-annual seminars: 

Leadership modules  

• leadership mentorship program 

• Support to Pan African DrPH pro-

gram development and implementa-
tion 

• West African network of emerging lead-

ers in HPSR (WANEL) 

• Communities of practice 

• Global conference e.g., HSG participa-

tion support grants for emerging leaders 
with accepted abstracts 

• Annual partnership meetings 

Promotion evidence use for 
decision making 

Strengthened collaboration 

between researchers and de-
cision makers 

 

Research • West African bi-annual seminars: 

HPSR and MNCAH  

• HPSR and MNCAH studies 

• Research supervisor / mentor pro-

gram 

• Specialist Master’s program 

• Peer-reviewed journal publication 

support 

Practice • West African bi-annual seminars: 

“how to” work with decision makers 

and implementers 

• Research communication 

• Researcher, media, and civil society 

engagement 

Monitoring 

and Evalua-

tion 

• Qualitative process documentation and evaluation 

• Quantitative output and impact documentation 

• Realist Evaluation of the program (‘how’ and ‘why’ the program works to produce the documented impacts) 

• External Mid-term evaluation 

 

Table 2 COMCAHPSS consortium partners and countries at inception 
Country Consortium partner 

Benin (Francophone) 1. Centre for Research in Human Reproduction and Demography (CERRHUD) 
 

Burkina Faso (Francophone) 2. WAHO 

3. West Africa Health Research Network (WAHRNET) 

4. Institut Supérieur des Sciences de la Population (ISSP) 

Cameroun (Bilingual Anglophone/Fran-

cophone) 

5. Biotechnology Centre 

6. The Centre for the Development of Best Practices in Health (CDBPH) 

7. Higher Institute for Growth in HEalth Research for Women ( HIGHER Women) 

Cote d’Ivoire (Francophone) 

 

8. Université Houphouet Boigny /Ivorian Public Health Association 

Ghana (Anglophone) 9. University of Ghana (UG) 
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10. Ghana Health Service Research and Development Division (GHS RDD) 

11. Ghana institute of Management and Public Administration (GIMPA) 

12. ABANTU for Development 

13. African Media and Malaria Research Network (AMMREM) 

Mali (Francophone) 

 

14. L’Institut National de Recherche en Santé Publique (INRSP) 

Niger (Francophone) 

 

 

15. Laboratoire d'Etudes et de Recherche sur les Dynamiques Sociales et le Développe-

ment Local (LASDEL) 

Nigeria (Anglophone) 

 

16. College of Medicine University of Nigeria Enugu Campus (COMUNEC) 

17. National Primary Health Care Development Agency (NPHCDA) 

18. Health Reform Foundation of Nigeria (HERFON) 

Senegal (Francophone) 19. Institut de Santé et Développement (ISED) 

South Africa 20. University of Cape Town 

21. University of Western Cape 

 

Data sources were document reviews, observation, key 

informant interviews (KII) and a deliberative work-

shop.15  Documents reviewed were minutes of meetings, 

program and workshop reports, the project proposal, and 

partner reports.   Observations were from IA, SG and IS 

who were “insiders” to the program involved in its de-

sign, governance, and implementation. Key informant in-

terviews and the deliberative workshop were conducted 

in 2018 as part of a mid-term review by a team compris-

ing EB, KS and YD who were “outsiders” to the program 

in that they were not part of program conceptualisation, 

implementation, or governance.   

KII are useful to obtain information about perceptions of 

the program, barriers and enablers, relevance of the con-

ceptual framework and experiences of the program pro-

grammes from the perspective and experiences of a wide 

range of programme stakeholders.16  The selection of par-

ticipants for KII was purposive to select stakeholders 

with in-depth knowledge of the programme. They in-

cluded implementers, beneficiaries, academics, and poli-

cymakers.  Ethics approval was obtained from the Ghana 

Health Service Research Ethics Review Committee 

((GHS-ERC 012/10/18). All data collection was done 

with informed consent and anonymised by removing per-

sonal identifiers and using codes. 

 

The deliberative workshop was held with consortium 

members and the Consortium advisory committee during 

a consortium partners and Advisory Committee meeting 

in Accra in 2019.  The five-member consortium advisory 

committee comprised senior and respected research, pol-

icy, and practice leaders in West Africa and globally from 

Burkina Faso, Cameroon, The Gambia, Ghana, and Ni-

ger.  

 

Data Management and Analysis 

Documents were analysed manually for themes, com-

monalities, and contrasts.  All KII were recorded with in-

formed consent, transcribed into Microsoft word, and im-

ported into NVIVO software for coding and analysis us-

ing a framework approach.17   

 

RESULTS 
A total of twenty-six (26) KII were conducted. (Table 3)   

 

Table 3 Background characteristics of mid-term review 

Key informants 
Country No. inter-

viewed 

Category No. inter-

viewed 

Ghana 9 Academic/Researcher 7 
Policy Maker/Imple-

mentor 

2 

Niger 7 Academic/Researcher 7 
Policy Maker/Imple-

mentor 

- 

Nigeria 3 Academic/Researcher 1 
Policy Maker/Imple-

mentor 

2 

Cote 

d’Ivoire 

1 Academic/Researcher 1 
Policy Maker/Imple-

mentor 

- 

Benin 2 Academic/Researcher - 

Policy Maker/Imple-

mentor 

2 

Senegal 2 Academic/Researcher 1 
Policy Maker/Imple-

mentor 

2 

Burkina 

Faso 

2 Academic/Researcher 1 
Policy Maker/Imple-

mentor 

1 

Total 26  26 

 

Perception of the problems of HPS and MNCAH in 

West Africa  

Respondents in the mid-term review, emphasized that 

poor MNCAH outcomes in West Africa were partly 

driven by weak health systems. The 2014 West African 

Ebola epidemic was a stark revelation of the health sys-

tem challenges in the sub-region and a wakeup call.   

“… in 2014 when we had an Ebola crisis that revealed 

the vulnerability of health systems across the sub re-

gion….” IDI 15 

 

They also felt that the issue was not uniform weaknesses 

but rather varying levels across and within countries, 

with a mix of strengths and weaknesses.   

 “…. there is a lot of variability between countries. I 

would say [West Africa] is a relatively fragile sub-region 

compared to the rest of the world, but it is not uniform 

http://www.ghanamedj.org/
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fragility…Niger is fragile within Francophone West Af-

rica, but they are actually strong in health systems and 

anthropology research because of LASDEL. So, it’s a 

funny mix.” IDI 11 

 

Health research capacity was also seen as variable with a 

mix of strengths and weaknesses, and gaps were related 

to numbers and skills.  Inadequate numbers meant high 

workloads that sometimes worsened the ability to per-

form even when people were skilled.   

 

“The lack of human resources… if they were much more, 

they could do better ...  most of the researchers ... are also 

professors at the university which is a good thing on its 

own. But because of the time constraint, they are not able 

to fully devote themselves, and then even when they have 

something done, they are not able to publicize or dissem-

inate the information ….people don’t get to know what 

they have done” IDI 1 

 

Also seen as challenging was the low prioritisation of re-

search funding by the government and the dependence on 

external funding, which meant that priorities were some-

times externally driven and perhaps not necessarily the 

most urgent local priorities.  

 

English was seen as the dominant language of interna-

tional research and publication.  Francophone researchers 

felt disadvantaged by their inability to access the litera-

ture and to publish in English and saw it as limiting their 

publication output and reach.  One of the perceived ben-

efits of COMCAHPSS was the opportunity for Franco-

phone researchers to access research and publish their 

work in English.   

 

Developing and sustaining a culture and capacity for re-

search uptake and evidence informed policy making is an 

important part of health policy and systems research.18,19  

Program participants perceived weaknesses and strengths 

in this area within and across countries.   

 

“...we have the data, how many of us are using the data 

to inform decisions?” IDI 3 

 

“…The other thing is that they have a lot of research 

available, but they are not used effectively to be able to 

bring the evidence first in the formulation of the policy.” 

IDI 2 

 

Strengths and weaknesses were not seen as uniform be-

tween countries across the sub-region.  For example, in 

the context of West Africa, Ghana was perceived to be 

relatively advanced in the use of evidence to inform for-

mulation of government interventions and good relation-

ships between the researchers, the Ministry of Health and 

its agencies. However, within Ghana, there were percep-

tions of gaps in use of research evidence to inform policy 

and program formulation and implementation and a need 

for greater utilization of routine and research data to in-

form policies and programs.   

 

There was a strong understanding of the social and polit-

ical rather than purely technical nature of research uptake 

efforts and capacity. For example, in Niger, respondents 

described how they overcame a situation where use of 

evidence to inform policy was minimal due to strained 

relationships between government actors and researchers 

because the government felt the researchers were attack-

ing its shortcomings. Consistent engagement over time 

and knowledge sharing enhanced trust and collaboration 

between both parties and created opportunities for in-

creased use of research to inform decision-making. 

 

What the program was able to achieve?  

The programme made good progress in implementing 

many of its planned interventions. However, as observed 

by a KI in the mid-term review, realistically, like for 

many capacity development efforts, its full impact will 

only become apparent in the long term.  

“…the kind of work that you are doing is really a long-

term proposition, so you are just at the point where you 

are just starting to train cohorts, whether they are the 

implementers, whether they are researchers….”  IDI 5 

 

For most participants, the opportunity to network with 

other organisations and individuals and across countries, 

disciplines, and languages as well as the opportunity to 

learn, develop leadership skills, and obtain mentorship 

support, were considered valuable benefits of COM-

CAHPSS and individual and team capacity building and 

networking were perhaps the best implemented interven-

tions. This included supporting young researchers to sub-

mit abstracts and attend and present at local and interna-

tional conferences, including the health system global 

symposiums in 2016 and 2018.  This was achieved partly 

by linking senior mentors in the sub-region with early ca-

reer researchers for review, guidance, and support in de-

veloping their abstracts as part of a process of catalysing 

and leveraging resources within the region. Beneficiaries 

of this support appreciated the capacity development ob-

jective but also saw it as a networking opportunity and a 

platform to meet and develop networks with other early 

career and senior researchers.   

A six-week pre-doctoral research capacity development 

program in Accra followed by a one-week program with 

the partners in Cape Town also targeted capacity devel-

opment for 8 early career researchers embedded in part-

ner institutions in the network and was widely appreci-

ated.   
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As part of longer-term capacity development, 6 of the 

participants in the 2017 pre-doctoral researcher capacity 

building program were supported in part or in full for 

their doctoral level training either through small grants 

for their research or full PhD training funding, including 

fees, and living allowances.   This involved exploration, 

advocacy, and dialogue to leverage funding additional to 

the two PhD training support grants that could be mobi-

lised from the IDRC funding to COMCAHPSS itself.  

This resulted in WAHO providing a full scholarship to 

one of the trainees and another being supported to suc-

cessfully obtain WHO Alliance for Health Policy and 

Systems Research Health Policy Analysis fellowship 

program support. 20   Networking with Canadian re-

searchers in the University of Montreal enabled enroll-

ment there with tuition support for the trainee from Niger.   

The West African network of emerging leaders 

(WANEL) was supported with meeting organisation 

through the COMCAHPSS secretariat, participation in 

international conferences (39 members over the five 

years), guidance in network development including links 

with other partners such as AfHEA and WAHO, mentor-

ship, protocol development and implementation.  By the 

final year of COMCAHPSSS WANEL had been regis-

tered as a West African not for profit non-governmental 

independent professional network of early and mid-ca-

reer health policy and systems researchers in the West 

African sub-region with representation on the board of 

the African Health Economics and Policy Association 

(AfHEA).21  

 

Drawing on the concepts and materials developed 

through the COMCAHPSS program, a mid-Year school 

in August 2019 and a New-Year school in February 2020 

provided individual and team capacity development for 

country level communities of practice to co-produce re-

search, interventions, and advocacy for MNCAH.   The 

COMCAHPSS funding could only support one country 

team from Senegal.  However, five additional country 

teams from Burkina Faso, Cote d’Ivoire, Ghana Niger, 

and Sierra Leone, after the secretariat were supported to 

participate through the IDRC funded Women, new-born, 

Child and Adolescent (WNCAW) program.22   

 

The development of a research master’s program was not 

implemented.  The Health Leadership Africa or Pan Af-

rican Doctor of Public Health program concept for lead-

ership training was not implemented either.   However, 

the concept and materials developed with earlier funding 

from the Rockefeller foundation were built upon and 

used to inform the health policy management and leader-

ship track in the faculty of Public Health of the Ghana 

college of Physicians and Surgeons. 23  The planned real-

ist evaluation of the program was scaled back to the qual-

itative case study of the program presented in this paper. 

 

Why did the program achieve (or not) 

The program achieved for several reasons.  Firstly, 

shared values across the partnership that included work-

ing together, solidarity, excellence, and transparency en-

abled the networking with other organizations and indi-

viduals, across countries and disciplines, peer to peer 

learning as well as mentorship that were considered val-

uable benefits.  Secondly, the flexibility on the part of 

both implementers and the funder and an open-door pol-

icy, made it relatively easy to adapt rapidly to context and 

emerging observations. For example, funds that were in-

itially budgeted to provide small research grants to early 

and mid-career researchers at country level were retooled 

to support the 2017 pre-doctoral research capacity devel-

opment program and provide added support for doctoral 

level training as it became clear that the capacity to de-

sign and conduct high-quality health systems research 

needed to be urgently addressed to make small grant 

funding more effective.   

 

Participants in the mid-term review also mentioned vi-

sionary leadership, effective leveraging on pre-existing 

individual and institutional relationships, a growing in-

terest in health systems research in West and Central Af-

rica and networking across early career and senior re-

searchers, decision makers and practitioners as important 

reasons COMCAHPSS achieved what it did.    

 

Program participants appreciated the importance of a 

multi-level capacity development framework targeting 

individual, organisational, and contextual levels.  How-

ever, many felt that in practice, it was more challenging 

to implement and evaluate the impact of interventions to 

develop organisational and contextual capacity compared 

to Individual capacity.   

“In my opinion, individuals have in a way built their com-

petencies whether in research or in policy or in practice. 

However, it is difficult to link what has been done…  to 

change within an organization… it will be difficult for me 

to say COMCAHPSS has influenced discussions around 

the ministry or the university …. It is difficult to say 

whether the individuals can influence organizational 

change or discussions, ….” IDI 4 

 

Several reasons were felt to account for this.  Firstly, in-

dividuals regularly change employment which limits 

their effectiveness in diffusing capacity within targeted 

organisations.  Secondly, for organizational capacity de-

velopment to occur, a critical mass of individuals within 

an organisation must be targeted. However, the program 

financial constraints meant that only a few individuals 

could benefit from the capacity development efforts.  

Thirdly, there was the not-always-easy task of getting 

buy-in from the organisational leadership and ensuring 

alignment of capacity development initiatives with their 
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objectives.  Finally, the implemented COMCAHPSS pro-

gram interventions focused more on individual capacity 

building and networking than organisational capacity 

building.  

 

The initial cost of what it would take for the partners to 

accomplish the ambitious set of COMCAHPSS objec-

tives and interventions was almost three times the five-

year grant support of approximately USD 800,000 pro-

vided by IDRC Canada. In the resource-constrained con-

text of West Africa, almost no funding was available 

from the countries.  Rather than dismantle the holistic vi-

sion of the proposal, a decision was taken to adopt a 

stepped implementation approach while conducting par-

allel searches for co-funding.  The interventions priori-

tised to use COMCAHPSS funding for in this stepped ap-

proach were to protect the lean secretariat of one full-time 

bilingual research and administrative assistant, one part-

time post-doctoral researcher and one senior researcher, 

support to WANEL, maintenance of the advisory com-

mittee, annual partner meetings and the individual capac-

ity building interventions.    

 

The funding constraint meant that in the end some 

planned interventions were not implemented at all, or full 

implementation was considerably delayed.   

“We were not able to do the summer school because we 

went through the whole process, we designed the curric-

ulum, we met several times to look at it, discuss it, fix 

dates and all and the adverts was in there, people applied 

but they really had no funding. So, then it had to be post-

poned” IDI 4  

 

The failure to develop the shared open-access research 

master’s curriculum was not implemented for similar rea-

sons.  Concerning the Pan African DrPH Health Leader-

ship Africa concept, despite COMCAPHSS building on 

the work started with a grant from the Rockefeller Foun-

dation as already mentioned, convened a potential partner 

meeting, and further developed some of the ideas into an 

open access training module made available online in 

French and English, partners felt they did not have the 

capacity to move forward to implement the program 

without extra human resource and funding support.  The 

concepts and training materials were, however, incorpo-

rated into the curriculum of the Ghana College of Physi-

cians and surgeons Public Health program health policy 

management and leadership track.   

 

Some mid-term respondents felt that the resistance to the 

introduction of the DrPH Health Leadership Africa was 

not only because of the human and financial resource 

constraints but partly because academic faculty were not 

familiar with the concept, which was somewhat different 

from the traditional masters and PhD degrees they al-

ready run and did not quite understand where it fitted into 

the curriculum for public health.  They were apprehen-

sive about their capacity to deliver the curriculum.    

 

There were no plans to drop any of the original program 

partners (table 2).  However, Inclusiveness requires the 

investment of time to maintain communication, respond 

to communication, convene partners, remind people, sup-

port processes and adequate provision of resources for 

implementation.  Time allocated to activities was consid-

ered the greatest cost of the partnership.  The secretariat 

was lean relative to the breadth of the partnership, all es-

timated resources needed were unavailable and the suc-

cess of efforts to find extra resources was uncertain.  

When some partners were inactive, it was easy for the 

secretariat to just let it go.  In the end, four partners from 

Mali, Ghana, Senegal, and Burkina Faso did not actively 

engage after the program’s inception.   Ghana had multi-

ple partners, and the non-engagement of one partner did 

not appear to make a difference. In Senegal, largely 

thanks to the representative on the advisory committee, 

another partner replaced the non-active partner.  In Mali 

there was only one partner, no replacement emerged, and 

the country was lost to the program.   

 

Despite this, most respondents in the mid-term review 

felt that COMCAHPSS had strong and transparent gov-

ernance arrangements, and this helped the program.  

However, a few expressed concerns about the loss of 

some initial partners and felt that they were not suffi-

ciently aware of the governance arrangements, and even 

when they were aware of them, were not clear as to their 

roles.   

  

DISCUSSION 
The observation by the Global Forum on health research 

almost two decades ago in the 10/90 report on health re-

search 2003-2004 of the inequity gap between LMIC and 

high-income countries (HIC) in health research remains 

current.  That the search for effective interventions con-

tinues is manifest in the many efforts and approaches to 

bridge the gap.24,25  There are several lessons from our 

experience in the COMCAHPSS program that can con-

tribute to the increasing global experience and literature.   

They can be summarized as: South-South partnerships 

have potential to contribute, dedicated resources are 

needed, Sub-regional health organizations also have the 

potential to contribute, each effort builds on preceding 

efforts, and it is important to explore and understand 

where the energy and momentum for change lies. 

 

South-South partnerships 

South-South partnerships have not been adequately eval-

uated and documented as an approach to health systems 

research capacity building.  Unique in the COMCAHPSS 

effort has been the predominantly South-South network-

ing and partnerships.  It is an approach that has dealt with 
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some of the long standing and continuing concerns about 

power relations such as who sets the agenda, who leads 

research and whose priorities matter26.  The approach has 

required understanding of partner strengths and weak-

nesses, and a strategic mix of partners with varying levels 

of capacity and a commitment to cross-learning for mu-

tual support and development.  Efforts have also been 

needed to overcome barriers to equitable collaboration 

posed in West Africa by the Anglophone Francophone 

official language divide.   

 

Dedicated Resources  

In the context of the resource constraints of LMIC some 

dedicated resources will continue to be needed for some 

time to come from external sources.  The partnership de-

scribed in this paper would not have been possible with-

out the funding from IDRC.   However, is also important 

to conduct sustained advocacy to convince national and 

local governments and legislators to provide some core 

funding for research capacity building and South-South 

collaborative efforts if they are to have long-term sustain-

ability.   

 

Sub-regional health organisations 

The potential of sub-regional bodies to support South-

South capacity development is perhaps not adequately 

recognized.  The involvement and commitment of the 

West Africa health organization (WAHO) has been an 

important contribution to the achievements of COM-

CAHPSS.  WAHO was launched in 1987 by the heads of 

state of the 15 member countries of the Economic Com-

munity of West African States (ECOWAS), to coordinate 

health interventions in the sub-region.27,28  There are sim-

ilar bodies in other LMIC sub-regions whose participa-

tion in research capacity building is worth exploring.   

 

Each Effort builds on preceding efforts 

An important lesson from COMCAHPSS is that each ef-

fort builds on preceding efforts.  It is no accident that the 

secretariat for this effort was hosted in Ghana.  The suc-

cess of preceding efforts over a couple of decades to build 

health research capacity in Ghana account in part for the 

research leadership that made the effort possible.  Start-

ing in the late eighties, the health sector in Ghana has 

built up a health research system in the public sector that 

collaborates and works with academic researchers as well 

as practitioners and policy makers.29,30 

 

Understanding where the energy and momentum for 

change lies 

Identifying, nurturing, and supporting strong, committed, 

visionary multi-level leadership that is ready to take some 

risks when needed is critical for health policy systems re-

search capacity building. Nurturing the West African net-

work of emerging leaders (WANEL) into an independent 

sub-regional professional network holds promise for the 

future.  WANEL identified and built on new talent but 

also on the talent from emerging West African research-

ers who had participated in pre-existing efforts by the In-

stitute of Tropical Medicine (ITM) Antwerp emerging 

voices and the CHEPSAA/CHESAI emerging leaders31 

capacity building efforts.   

 

Also importantly, given the widespread modality of frag-

mented project funding and the pressure to meet funder 

priorities, the more that regional and national partner-

ships can be nimble and ‘use’ the different funded pro-

jects to take forward synergized regional and national 

plans and priorities, the greater the chance for making 

progress – given that progress takes time, and most fund-

ing is for short periods.  

 

The decision to be creative about the effective use of 

what was available and to invest efforts to find extra 

funding, and the results, showed that though these chal-

lenges can be frustrating and slow progress, they are not 

an absolute barrier.  Moreover, the efforts to obtain fur-

ther international competitive grant funding, ended up 

being in themselves a form of capacity development with 

learning by doing from failure as well as success. 

 

CONCLUSION 
There are several lessons for the global community on 

LMIC research capacity strengthening.  Firstly, critical to 

transformation is identifying, nurturing and supporting 

strong, committed, visionary multi-level leadership that 

is ready to take some risks when needed.  Secondly is 

skills strengthening in collaborative problem solving to 

enable identifying and working with diverse and multi-

level actors from global to community level within areas 

of commonality, no matter how small to start with; and 

using that as a window of opportunity to widen the circle 

of influence.  Thirdly is a pragmatic approach that fo-

cuses on problems and contextually relevant and feasible 

solutions no matter how mundane they look, rather than 

chasing after prestigious, attractive, and sometimes very 

well-funded ‘solutions looking for a problem’.  Fourthly 

is the need for perseverance and staying power that is not 

easily daunted.  Finally, sufficient financial support for 

an integrated and complex set of activities over the me-

dium to long term is important and should not be lost 

sight of.  However, though it hampers and slows down, it 

only becomes an absolute barrier to transformation if we 

throw up our hands in despair.   
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