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Abstract 

Background There is a worldwide shortage of health workers against WHO recommended staffing levels to achieve 
Universal Health Coverage. To improve the performance of the existing health workforce a set of integrated human 
resources (HR) strategies are needed to address the root causes of these shortages. The PERFORM2Scale project 
uses an action research approach to support district level management teams to develop appropriate workplans 
to address service delivery and workforce-related problems using a set of integrated human resources strategies. This 
paper provides evidence of the feasibility of supporting managers at district level to design appropriate integrated 
workplans to address these problems.

Methods The study used content analysis of documents including problem trees and 43 workplans developed by 28 
district health management teams (DHMT) across three countries between 2018 and 2021 to identify how appropri-
ate basic planning principles and the use of integrated human resource and health systems strategies were used 
in the design of the workplans developed. Four categories of HR strategies were used for the analysis (availability, 
direction, competencies, rewards and sanctions) and the relationship between HR and wider health systems strate-
gies was also examined.

Results About half (49%) of the DHMTs selected service-delivery problems while others selected workforce perfor-
mance (46%) or general management (5%) problems, yet all workplans addressed health workforce-related causes 
through integrated workplans. Most DHMTs used a combination of strategies for improving direction and com-
petencies. The use of strategies to improve availability and the use of rewards and sanctions was more common 
amongst DHMTs in Ghana; this may be related to availability of decision-space in these areas. Other planning 
considerations such as link between problem and strategy, inclusion of gender and use of indicators were evident 
in the design of the workplans.

Conclusions The study has demonstrated that, with appropriate support using an action research approach, DHMTs 
are able to design workplans which include integrated HR strategies. This process will help districts to address work-
force and other service delivery problems as well as improving ‘health workforce literacy’ of DHMT members which 
will benefit the country more broadly if and when any of the team members is promoted.
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Introduction
General
There is a worldwide shortage of health workers, particu-
larly in the African and Mediterranean regions, against 
WHO recommended staffing levels to achieve Univer-
sal Health Coverage recommended by the World Health 
Organization (WHO) [1]. Making the most efficient 
use of the available workforce through improved health 
workforce performance is therefore important—both the 
collective and individual performance of the workforce 
(including skills mix, levels of absence, and quality and 
quantity of work output). This requires a level of literacy 
about the health workforce—in other words “the capac-
ity to obtain, process and understand health workforce 
information and services needed to make appropriate 
health workforce decisions” ([2], p. 2).

The aim of this document review, based on the expe-
rience of the PERFORM2Scale project, was to assess the 
feasibility of designing potentially effective integrated 
workplans for health workforce performance improve-
ment at district level.

Theoretical background
Improved health workforce performance management 
can be more easily achieved using the principles of Stra-
tegic Human Resource Management (SHRM) [3]—an 
important ingredient of ‘health workforce literacy’—
right from the design stage. In addition to ensuring ver-
tical integration (i.e. the human resource (HR) strategies 
clearly support organisational goals), SHRM advocates 
horizontal integration of HR strategies—or ‘bundles of 
strategies’ [4, 5], e.g. training supported by supervision 
and performance appraisal—to ensure maximum impact. 
Though the use of integration of HR strategies is advo-
cated by the Global Health Workforce strategy 2030 [6] 
and in the recently updated guidelines for staffing rural 
and remote areas [7], the successful use of this approach 
has not been well documented in recent reports that 
cover health workforce strategy [1, 8, 9]. Furthermore, 

there is little evidence about if and how managers acquire 
these important skills for designing integrated HR strate-
gies [10].

Supporting DHMTs to develop integrated HR strategies
The practical application of the concept of horizontal 
integration (or ‘coherence’ [11]), of HR strategies was 
incorporated into a district level management strength-
ening initiative (MSI) used as a pilot by the PERFORM 
consortium (2011–15) [12] and then scaled up by the 
PERFORM2Scale consortium (2017–2022) [13] in 
Ghana, Malawi and Uganda. In each country there are 
District Health Management Teams (DHMT) with simi-
lar functions and operating in varying decentralised con-
texts [14]. The MSI, which was facilitated by project staff 
from each country together with health service officials, 
is described in more detail in Box 1.

Box 1: guidance for choosing human resource/
health system strategies
The intervention
The MSI is based on an action research approach [15] 
with groups of three District Health Management 
Teams (DHMTs) supported by external facilitators 
and peer review through meetings and short work-
shops [12] during which a problem of concern to the 
DHMT is analysed and then a set of strategies sup-
ported by appropriate activities are designed to form a 
workplan (see Fig. 1).

The problem selected could be related to service 
delivery, general management or workforce perfor-
mance—what was important was that the problem 
was ‘owned’ by the DHMT [12]. Experience early on 
had shown that most workplans—regardless of the 
core problem being addressed—required strategies 
related to workforce performance. In the absence of 
existing guidelines on horizontal integration of HR 
strategies and activities, the project developed its 

Fig. 1 Initial stages of the MSI
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own guidance based on multiple sources and practical 
experience.

Health workforce performance strategies
The multiple arrays of available HR strategies were 
grouped in the guide for convenience under four areas 
partially based and adapted from Vroom’s expec-
tancy theory [16], one or more of which the DHMTs 
selected according to the problem analysis. The first 
area is to examine ‘availability’ of staff for work [17]. 
Then, to support the performance of staff present 
there is a need for clear ‘direction’ relating to the work 
to be conducted, appropriate ‘competencies’ to com-
plete the work effectively and appropriate ‘rewards 
and sanctions’ (both intrinsic and extrinsic) to encour-
age good performance—see Table 1.

By considering problems and relevant strategies 
in terms of availability, direction, competencies, and 
rewards and sanctions, managers were automati-
cally guided to think in terms of ‘horizontal inte-
gration’, or ‘bundles’ of HR strategies [5]. DHMTs 
were guided to consider ’other health systems com-
ponents’ based on the WHO building blocks [18] 
when considering resources needed.  The combined 
set of health workforce (referred to by the project as 
‘human resource’—or ‘HR’)and health systems (or 

HS) strategies were referred to as ‘HR/HS strategies”. 
To ensure that the strategies that were eventually 
selected for inclusion in the workplan were relevant, 
participants constantly referred back to the problem 
analysis as they developed the workplan. Additional 
generic planning advice including consideration 
of gender and use of indicators for monitoring and 
evaluation (M&E) was provided.

A workplan format (see Fig. 2) was provided with 
horizontal sections on availability, direction, com-
petencies, and rewards and sanctions and HS and 
columns for inserting the different hierarchy of 
objectives (columns A—C)—broad objective, strat-
egies and supporting activities [8]. Columns D and 
E relate to monitoring and evaluation. Column F 
headed “Link to/conflict with other HR/HS strate-
gies” was included to guide managers to consider the 
coherence between different strategies and activi-
ties in their workplans. Column G covered gender 
considerations and, finally, Column H in the sample 
provided some prompts to help with the planning 
process.

A 15-page table was included in the planning 
guidelines for managers (see Additional file  1). The 
horizontal sections were divided into possible broad 
HR objectives—for example the area of ‘Availability’ 

Table 1 Four types of HR strategy to manage health workforce performance

HR strategy Examples

Availability Creating new staff posts; filling staff posts (recruitment and retention); reducing levels of staff absence

Direction Providing information and guidance on what work staff should do (including through job descriptions; appraisal; and super-
vision)

Competencies Merit-based recruitment; appraisal; and training and development

Rewards and sanctions Strategies to influence staff behaviour and therefore their performance using financial or non-financial (including intrinsic) 
rewards; or sanctions (withholding benefits or taking disciplinary action)

Fig. 2 Workplan format with content for illustration
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included objectives to ‘Increase the number of staff 
in post’; ‘Improve distribution between rural and 
urban facilities’; ‘Increase number of staff present 
at workplace’, etc. The managers could then select 
objectives appropriate to their problem analysis, and 
suggestions were provided for sample supporting 
activities.

Methods
Research aim
The aim of the study was to assess the feasibility of 
designing potentially effective integrated workplans for 
health workforce performance improvement at district 
level through document review.

Study countries and districts selected
Ghana, Malawi and Uganda were selected as countries 
where management has or is currently being decentral-
ised to the district level  and where consequently the dis-
trict health management teams are more likely to have 
sufficient ‘decision space’ to address any problems identi-
fied [19]. All three countries started the implementation 
of the MSI initially in three districts at approximately 
the same time, though the scale-up to new districts and 
adoption of subsequent MSI cycles proceeded at a differ-
ent pace in each country (see Additional file 2).

Data collection and analysis
As part of the intervention described in Box 1 routine 
documentation of the programme included the col-
lation of the problem trees and workplans developed 
during workshops and visits. This data collection took 

place between 2018 and 2021. The problem trees and 
the workplans were analysed using the framework pro-
vided in Table  2. Content analysis [20] was conducted 
for each workplan by two researchers (see Table  2) 
which also includes the scoring criteria. Generic plan-
ning was first reviewed in order to: categorise the type 
of problem statements; check the clarity of the links to 
the workplan; and check for any consideration of gen-
der and inclusion of indicators. The strategies were 
analysed first using the four HR categories shown in 

Table 2 Framework for reviewing the problem analysis and emergent workplans for each MSI

Strategies/content Definitions/criteria Scoring

Generic planning

1. Type of core problem selected Service delivery (SD); human resource (HR); general manage-
ment (GM)

SD, HR or GM

2. Problem/strategy link Clear logical link between main elements of the core prob-
lem (or lower-level cause) and emergent workplan

1 = clear link
0 = unclear or no link

3. Gender Presence of strategies which consider gender requirements 
in relation to HR and/or service delivery. The guidance 
was to “Consider needs of men and women and how they 
may be affected by the strategies” and not specifically 
about health staff

1 = at least one example of consideration of gender
0 = no example of consideration of gender

4. Indicators Presence of indicators for measuring change resulting 
from the strategy

1 = at least one example of use of indicators
0 = no example of use of indicators

Integration of HR/HS strategies

5. Use of HR strategy Number of different categories of HR strategy (availability, 
direction, competencies, rewards and sanctions) present 
in the workplan

1 = at least one example for each category
0 = no example for each category

6. Use of health systems strategy Strategies related to information systems, finance, govern-
ance, service delivery, and medicines and health products

1 = at least one example of a health systems strategy
0 = no example of a health systems strategy

Table 3 Number of MSI workplans developed by country and 
district group

District Group (DG) is composed of three neighbouring DHMTs. For more details 
see Additional file 3. In DG3 in Ghana 2 workplans were developed (one for each 
subdistrict) in Atiwa district

District group 
(DG)/country

#Districts #MSI cycles Total # 
workplans

Ghana

 DG1 3 2 6

 DG2 3 1 3

 DG3 4 1 4

Uganda

 DG1 3 3 9

 DG2 3 2 6

 DG3 3 1 3

Malawi

 DG1 3 2 6

 DG2 3 1 3

 DG3 3 1 3

Totals 28 14 43
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Table 1. If this was not clear from the strategy column 
(B), the ‘activity’ column (C) (see Fig. 2) was reviewed. 
We have used the generic term ‘strategy’ for both lev-
els of the ‘hierarchy of objectives’ [21] of the work-
plan, i.e. strategies and activities. The presence of any 
other health systems strategy in the workplan was then 
checked.

Results
During the implementation of PERFORM2Scale, 43 
workplans were developed across the three countries 
over two or three cycles (see Table 3). Several districts 
in Uganda and one in Malawi used the same problem in 
more than one cycle, but the workplans were modified 
in the second cycle—even if only slightly—and were 
therefore treated as different workplans. This number 
of workplans was developed despite the arrival of the 
COVID-19 pandemic in 2020 which led to some dis-
ruption to the schedule of the MSI workshops, support 
visits and delays to implementation of the workplans.

The findings represent the decisions made by the 
DHMTs related to the problem analysis and subsequent 
design of a relevant workplan and the use of the guid-
ance in the planning table for all 43 MSI cycles (see 
Table 2). Some examples, where relevant, are presented 
for illustration.

Type of core problem selected
Out of the 43 MSI cycles there were 21 (49%) problem 
statements which are based on ‘service delivery’ (SD) 
problems, e.g. ‘low case detection of neglected tropi-
cal disease (Yaws)’; 20 (46%) based on ‘human resource’ 
(HR) problems, e.g. ‘high-level absenteeism among 
health workers’; and two (5%) based on general man-
agement (GM) problems. The two GM problems—both 
from Malawi—included ‘Late data entry to DHS2 (the 
health information system)’ and ‘departmental heads do 
not compile and submit descriptive reports’.

Whereas the overall split between SD and HR prob-
lems is even, when disaggregated by country there is 
a clear difference between Ghana where all 13 (100%) 
problems were framed as relating to service delivery 
and between Malawi where 75% of the problems (9/12) 
were framed as relating to HR. In Uganda, there was a 
more even mix with 11 of the 18 (61%) problems being 
related to HR. Some switching by the DHMT after 
the first MSI cycle from SD to HR related problems in 
subsequent cycles (but not the other way around) was 
observed in Uganda. Some districts continued with the 
same problem (e.g. low tuberculosis cure rate in Cycles 

1 and 2 in Luwero, Uganda; and Ntchisi and Salima 
districts in Malawi both  worked on improving staff 
appraisal in both Cycles 1 and 2), though with improved 
workplans as the problem was not fully addressed in 
the first cycle. In Cycle 2, Yilo Krobo district (Ghana) 
continued working on the problem selected for Cycle 1 
(Yaws case detection), but added other Neglected Trop-
ical Diseases (NTDs) (leprosy and Buruli ulcer).

Clear link between core problem and workplans
There was a clear logical link between the core prob-
lem selected and the workplan eventually produced in 
all 43 MSI cycles, though not all factors identified as 
contributing to the problem were covered by the work-
plan. Some of the problem areas could not be addressed 
within the constraints of the MSI cycle (resources, time 
or authority) or may not have been high priority.

Consideration of gender
All but three (7%) workplans contained at least one ref-
erence to gender. This was mainly in relation to health 
staff and it was often simply noted that equal opportu-
nity policies would be followed. However, there were 
some more specific factors noted such as the challenges 
for women using motorcycles for fieldwork in Luwero 
district, Uganda (Cycle 1). Nakaseke district (Uganda, 
Cycle 1) DHMT included strategies to improve fair-
ness in absence management and to better disaggregate 
absence data by gender. Gender was also considered in 
service delivery elements of some plans such as differ-
ently tailored messages regarding antenatal care (ANC) 
attendance for males and females and the involvement 
of men in ANC services in Suhum district in Ghana in 
Cycle 1.

Presence of indicators in workplans
Almost all (42/43–98%) workplans included at least 
one indicator for monitoring and evaluation and many 
included an indicator for each strategy in the work-
plan. One example from Fantekwa district, Ghana (Cycle 
1) demonstrated clear strategic thinking in relation to 
improving staff retention. It had an activity of ‘Identify 
and implement both financial and non-financial incen-
tive packages that can be contained in the District Health 
Authority annual budget’ for which the expected change 
was ‘staff motivated to accept postings in rural areas’ (Col-
umn D in the workplan—see Fig. 2) and the indicator was 
‘number of vacancies in selected facilities filled with staff’.
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Use of HR strategy
All workplans—regardless of problem type (SD, HR or 
MD)—included one or more types of HR strategy (avail-
ability, direction, competencies and rewards/sanctions). 
In a few cases (6 in Ghana, 3 in Uganda and 2 in Malawi) 
it was necessary to review the workplans at activity level 
to make the categorisation. For example, Yilo DHMT 
(Ghana, Cycle 2) had included the activity of ‘Insti-
tute rewards for well-performing staff’ (categorised as 
‘Rewards/Sanctions’) to support the broader strategy of 
‘Use of health workers to search for NTD cases’ in order 
to address the problem of ‘Low NTDs case detection’.

On average nearly three out of the four categories of 
HR strategy/activity were included in the workplans (see 
Table  4 below), with a minimum of 2 HR categories in 
15 of DHMT workplans and a maximum of 4 HR cate-
gories in 10 DHMT workplans. The inclusion of strate-
gies related to ‘direction’ (42–97%) and ‘competencies’ 
(39–93%) was common in all intervention districts in 
the three study countries. The use of strategies related 
to ‘availability’ was common in Ghana at 92%; less com-
mon in Uganda at 39% and only 8% in Malawi. The use 
of strategies related to ‘rewards/sanctions’ was common 
in Ghana (85%) and less in Malawi and Uganda (both at 
50%).

An example of a multi-strategy workplan (including all 
four types of HR strategy) is found in Fantekwa District in 
Ghana for Cycle 1. The DHMT identified low out-patient 
department (OPD) attendance as the problem. Based on 
their problem analysis, they identified multiple strate-
gies to include in their workplan which covered avail-
ability (lobbying for more enrolled nurses and improving 
retention through offering study leave and reposting 
staff to urban areas after serving two years in rural area; 
and improving attendance through regular supervision); 
improving direction through job description orientation 
and staff appraisal; improving competencies in “customer 
care”; and an award for the best performing staff member 
(reward).

In addition to the mix of categories of HR strategy, 
there were often multiple strategies within one category. 

For example, the workplan of Bunyangabu District 
(Uganda, Cycle 2) aimed to reduce malaria positivity 
rates through two complementary strategy/activities to 
improve ‘direction’: 1) ensuring that facility in-charges 
included malaria management in schedules of duties and 
performance plans of health workers; and 2) supervising 
and mentoring Village Health Teams (VHT) with a focus 
on malaria prevention). Two complementary strategies 
were also used to improve the ‘competencies’ of District 
Health Teams through the use of key malaria prevention 
guidelines and the provision of training for health assis-
tants on key messages for sensitising VHTs on malaria 
prevention.

Use of health systems strategy
Most workplans (32/43—74%) included at least one 
HS strategy that complemented the HR strategy (see 
Table 5). For example, Fantekwa’s (Ghana) Cycle 1 work-
plan to increase OPD attendance (described above) 
includes the strengthening of community engagement 
(classed as an HS strategy) to increase demand. Salima 
DHMT (Malawi, Cycle 1) complemented several HR 
strategies (including clearer direction and on-job train-
ing) to improve supervision with the provision of mobile 
phones and better transport.

Overall, Ghana and Malawi MSI workplan had more 
HS strategies (12/13 and 9/12, respectively) while Uganda 
MSI workplans had a more even mix of both HR and HS 
strategies. Combining HR and HS strategies does make 
the workplan more complex, with Fantekwa DHMT’s 
workplan (Ghana, Cycle 2) including 14 different strate-
gies, but most workplans were less ambitious.

Table 4 Use of HR strategies by category and average per workplan

Categories of HR 
strategies

Availability (%) Direction (%) Competencies (%) Reward/sanction 
(incentives) (%)

Av #HR categories 
per workplan (%)

Ghana 12/13 (92) 13/13 (100) 13/13 100) 11/13 (85) 3.77/4 (94)

Malawi 1/12 (8) 11/12 (92) 10/12 (83) 6/12 (50) 2.33/4 (58)

Uganda 7/18 (39) 18/18 (100) 17/18 (94) 9/18 (50) 2.83/4 (71)

Totals/av 20/43 (47) 42/43 (97) 39/43 (93) 20/43 (60) 2.98/4 (75)

Table 5 Number of workplans including HS strategies by study 
country

Inclusion of HS strategy HS strategies (%)

Ghana 12/13 (92)

Malawi 9/12 (75)

Uganda 11/18 (61)

Total/average 32/43 (74)
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Discussion
All DHMTs in each study country already had the com-
petencies for making annual workplans, so it is reassur-
ing that some of the basic elements of planning were 
evident in nearly all of the MSI workplans: the clear link 
between problem and workplans; some consideration of 
gender; and the use of some indicators for monitoring 
and evaluation of workplans.

Whereas the original PERFORM project was based 
on the premise that through better management of the 
workforce greater efficiencies would be achieved thus 
helping to address the global problem of workforce 
shortage [12], an important principle of action research 
(and, similarly, action learning), is that participants 
should have ownership of the problems they choose 
to address [12, 22–24]. For this reason, DHMTs were 
not necessarily required to address problems directly 
related to health workforce, though as mentioned 
above earlier experience indicated that regardless of the 
core problem being addressed the workplans required 
strategies related to workforce performance. It was 
unsurprising that about half of the problems selected 
related directly a service delivery, as the targets given 
by ministries of health to DHMTs are generally related 
to service delivery, such as immunisation coverage rates 
or tuberculosis cure rate.

Regardless of the type of problem selected, HR strate-
gies were included in all workplans. This indicates that by 
carrying out a root cause analysis, DHMTs recognise that 
improving the management of the workforce is necessar-
ily part of the solution to any problem they selected. This 
reinforces the assertion that HR is a central component 
of the health system [18, 25]. It is interesting to note that 
the DHMTs did not necessarily include HS strategies in 
the workplans to address workforce performance—7 HR 
problems in Uganda and 3 in Malawi included no HS 
strategies.

Having recognised the importance of including HR 
strategies, the DHMTs did not rely on single HR strat-
egies such as training or supervision in their work-
plans to address the workforce-related problems. The 
DHMTs—particularly in Ghana—included a range of 
categories of HR strategies in their workplans which 
is a clear demonstration of the SHRM concept of 
‘horizontal integration’, or ‘bundles’ of HR strategies—
whether intended or not. The highest use of the four 
categories was ‘direction’ and ‘competence’. Strategies 
related to ‘availability’ and ‘reward/sanction’ are less 
likely to fall within the ‘decision space’ of the DHMTs 
[26–28] as these probably require external resources 
which DHMTs in Malawi and Uganda may have found 
more challenging. Although a full analysis of all strat-
egies in the workplans was beyond the scope of this 

study, examples of multiple strategies within category 
were also identified. This further demonstrated that 
the DHMTs had acquired the skills from the MSI pro-
cess to develop "bundles" of linked and coordinated 
SHRM interventions. The integration of strategies both 
between and within the four categories of HR strategy 
‘will be more likely to achieve sustained improvements 
in organisational performance than single or uncoordi-
nated interventions’ [4, p7]. However, the quality of the 
‘bundles’ is more important than the quantity of strate-
gies included [29] and Marchal and Kegels suggest that 
it is more important that the strategies are complemen-
tary and appropriate to need [30].

The evidence presented in this paper has demonstrated 
that it is possible for DHMTs to design workplans with 
integrated HR strategies in line with SHRM thinking 
using the MSI approach described. As shown at district 
level, improving health workforce performance using 
integrated HR strategies is just as important for solv-
ing wider service delivery problems. This is equally true 
at higher levels of the health system. This ’health work-
force literacy’ [31] will also help DHMT members who 
may get promoted whether they take higher level posts in 
HR management or other broader areas of management 
to have more impact on health workforce performance 
improvement. The SHRM concept of ‘horizontal inte-
gration’ strategies needs to be incorporated into health 
management related training to support the design and 
implementation of bundles of HR strategies. This con-
cept is implicit in WHO’s recently published Human 
Resources for Health leadership and management course 
materials [32], but needs to be taught using practical 
examples.

Evaluation of the implementation and impact of these 
workplans at district level is ongoing, but this simple, 
scalable, structured approach can help district managers 
design relevant and coherent workplans to address work-
force-related problems to support more effective service 
delivery. The approach could also be useful at higher lev-
els of the health system and an analysis of levels of hori-
zontal integration in national plans could be included in 
future reviews.

Policy implications
As DHMTs demonstrated the ability to link effective root 
cause analysis to problems they had prioritised and link-
ing this analysis to strategy development, this kind of 
approach should be encouraged to improve service deliv-
ery in general at district level.

DHMTs also demonstrated the ability to develop quite 
complex workplans including quite a wide range of inte-
grated HR and HS strategies. Given that all problems 
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identified, even the service delivery ones, required HR 
strategies, more emphasis is needed in developing health 
workforce literacy at this level.

The process of problem analysis and HR strategy devel-
opment following SHRM principles is also needed at 
higher levels of the health system. A similar approach 
could be used at higher levels of the health system result-
ing in both the development of more relevant and effec-
tive HR strategies as well as broadening health workforce 
literacy within the system.

Strengths and limitations
The strength of this study is that it presents a new way of 
analysing the degree of integration, following the SHRM 
approach, in the design of workplans for improving per-
formance management across multiple districts in three 
countries and the range of strategies used. This approach 
could also be used for different areas of the health system.

As the study was based on a document review, several 
limitations of the study include: the lack of data on the 
interconnection between strategies in the workplans; on 
the learning by district managers either during the work-
plan development process or during the implementation 
period; and the impact of the workplans on workforce 
performance and service delivery.

Future research
In future more details could be collected on the intercon-
nection between the different strategies in the workplans, 
the development of DHMTs’ planning skills as they go 
through multiple MSI cycles and the results of the imple-
mentation of the workplans could offer more knowledge 
about the effectiveness of the different strategies. More 
detail on the quality of both the considerations of gen-
der and the indicators would be useful. In-depth qualita-
tive data on the DHMTs’ perceptions and experience of 
the guidance and facilitation process of the MSIs would 
benefit future users of this approach. For such a study an 
independent evaluation might be more appropriate.

Conclusion
The study has shown that it is possible to give health 
managers in decentralised districts the necessary skills 
to design workplans with integrated HR strategies using 
an action research approach. If the workplans are imple-
mented, this is likely to lead to improved health work-
force performance at the district level, though further 
evaluation is needed. The process of analysing health 
workforce and service delivery problems using the MSI’s 

action research approach is likely to improve the level 
of ‘health workforce literacy’—and will potentially help 
managers at district level (and higher levels, if promoted) 
to have more impact on health workforce performance 
improvement within the health system.
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