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Bringing Health to Local Communities
Strategies from global health 

The Landscape Assessment
Across the United States, people face significant disparities in their access to and utilization of health services, leading to unequal 
health. Many of the root causes of these issues are related to health systems challenges: a fragmented health care system, inability to 
afford health care, and a mismatch between the health system and the needs of diverse or hard-to-reach populations. But these health 
systems and service-related factors are not the only drivers of poor health. “Social determinants of health” are just as important: a 
person’s income and wealth; education; social and community context; and neighborhood and environment. 

The cities of SeaTac and Tukwila, Washington, are within one of the wealthiest regions in the country. Yet SeaTac and Tukwila have 
twice as many people living below the federal poverty line and higher age-adjusted mortality rates than the national average. Solving 
health issues in these cities requires combining proven best practices with a dose of innovation. Since 2010, Global to Local, a SeaTac-
based organization, has been identifying best practices from global health and implementing them in communities at home.

Why global health? 
“Global health” refers to the study and practice of health in the global context, typically with a 
focus on low-income countries. With the expansion of international aid, there is a robust body of 
research on “what works” to improve the health of populations in settings where there are often 
not enough resources, where health systems are often not as integrated and effective as they 
could be, and where disparities related to income and empowerment pose important barriers. 
Many US communities face these same challenges.

EXECUTIVE SUMMARY

This review summarizes some of the most 
effective and innovative interventions from 
global health, with a focus on how they 
might be implemented to improve health 
in low-resource US populations.

Photo credit: PATH
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How were the interventions chosen? 
Interventions in this review were selected based on their (1) effectiveness and cost-effectiveness; (2) ability to have the greatest impact 
on the most disadvantaged populations (i.e., equity); (3) ability to address social determinants of health; and (4) transferability and 
feasibility in low-resource domestic settings. This resulted in a list of 11 interventions, which are summarized throughout this report. 

The Interventions: A Summary
We explored 11 effective and innovative global health interventions with potential transferability to low-resource domestic settings 
(Table 1). 

Table 1. Global health interventions that can apply to domestic low-resource settings

Figure 1 shows how multiple levels influence an 
individual’s health. It is well established that health 
is impacted more by the policy level and by social, 
economic, and environmental influences (i.e., 
“social determinants of health”) than by individual 
or health systems factors. While many of the 
interventions in this review are centered on health 
providers and health care systems, we attempted 
to ensure that the interventions cross all levels 
and inputs of good health. The implementation of 
cross-cutting interventions is made possible by the 
presence of Global to Local (G2L) who acts as a 
bridge between clients, the community, health and 
social services, and the wider health system. 

Individual & Family

Local Health & Care Services

Health System

Community

Policies and Institutions

Intervention Level Outcomes Effective? Transferable? G2L Lessons Learned

1. Community health 
workers (CHWs)

• Promote and improve healthy 
behaviors

• Increase access to and coverage 
of preventive and curative 
services

• Reduce costs
• Reduce inequities and disparities

Highly 
effective

Highly 
transferable

CHWs can be highly effective for 
providing low-cost, culturally specific 
support in a community setting.

2. Mobile health 
(mHealth)

• Increase treatment uptake and 
adherence

• Strengthen health systems
• Improve health service efficiency
• Reduce barriers to care delivery 

and access

Potential 
for high 
effectiveness

Highly 
transferable

mHealth has the potential to provide 
high-quality care for lower cost, while 
reducing common barriers to access.

Figure 1. Levels and determinants of health

Note: G2L= Global to Local; LMIC=low- and middle-income countries; NCDs=noncommunicable diseases.

Interventions in this review 
address multiple levels and 
determinants of health

http://www.globaltolocal.org
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Intervention Level Outcomes Effective? Transferable? G2L Lessons Learned

3. Social media and 
mass media health 
campaigns

• Promote and improve healthy 
behaviors

• Increase access to and 
coverage of preventive and 
curative services

• Reduce costs
• Reduce inequities and 

disparities

Effectiveness 
depends on 
targeting; 
often not 
cost-
effective

Transferable Mass media campaigns are slowly 
transitioning towards social media 
campaigns in LMIC; with high cost and 
unclear causal mechanisms it remains 
unclear the amount of impact this 
intervention has on health outcomes.

4. Promote 
community asset 
building through 
community-based 
organizations

• Increase access and 
coverage to preventive and 
curative services

• Reduce health inequalities 
and disparities

• Coordinate community-based 
research production and use

Mixed 
evidence of 
effectiveness

Transferable 
with adaptations

Asset-based community development 
can promote well-being of communities 
through skills and confidence building, 
increasing community self-efficacy (van de 
Venter 2016).

5. Improving 
economic 
development and 
wealth

• Reduce health disparities
• Improve health outcomes
• Improve use of health 

services

Effective Transferable Improving access to income and income-
generating opportunities can free up 
household wealth to invest in nutrition and 
health care, improving household well-
being and health outcomes.

6. Linking primary 
care and public 
health

• Improve access to population 
and public health services

• Increase access to social 
services

• Reduce health disparities
• Strengthen health systems

Effective Transferability 
depends on local 
systems

Linking primary care with public health 
is effective at improving access and 
quality of services while reducing health 
disparities. However, depending on 
the health system, this can be a costly 
undertaking.

7. Community 
mobilization 
& community 
leadership 
development

• Reduce health disparities
• Increase efficiency and cost-

effectiveness of programs

Mixed 
evidence of 
effectiveness

Transferable Community engagement as part of a 
multifaceted approach to health promotion 
may have positive impacts on health 
outcomes, reduced incidence and risk of 
NCDs, and has the potential to be cost-
effective. Community engagement and 
empowerment is a critical component to 
broader health interventions.

8. Gender integration • Improve health 
• Improve effectiveness of 

health providers 
• Strengthen health systems
• Improve gender equality

Unknown 
effectiveness

Transferability 
depends on local 
context

The impact of these interventions depends 
on the specific outcome or behavior the 
intervention is aiming to address. One 
of the main limitations to gender and 
women’s empowerment approaches is that 
they are vulnerable to whoever holds the 
power in those cultures and communities.

9. Coordinated and 
patient-centered 
primary care 

• Improve the quality of health 
delivery

• Improve quality of life and 
targeted health outcomes

• Improve population health 
and reduce inequities

• Increase efficiency and 
cost-effectiveness of health 
systems

Unknown 
effectiveness

Transferability 
depends on 
structure of 
current health 
system

Weak health systems serve as an 
impediment to improving health outcomes 
for individuals and households in both 
developed and developing countries. 
Implementing global health best practices 
and interventions through a cohesive 
and collaborative way will ultimately lead 
to enhanced institutional capacity and 
stronger health delivery systems.

http://www.globaltolocal.org
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Intervention Level Outcomes Effective? Transferable? G2L Lessons Learned

10. Public-private 
partnerships 
(PPPs)

• Reduce health disparities
• Increase efficiency and cost-

effectiveness of services
• Improve quality
• Improve access to health 

services

Effectiveness 
depends on 
individual 
context

Transferable PPPs are specific to context, culture, and 
their specific use, but have the potential to 
increase health system efficiencies, reduce 
barriers to access, and improve quality of 
services.

11. Relicensing 
foreign medical 
professionals 

• Guide foreign medical 
professionals into productive 
practice in the US

• Improve diversity and 
cultural approach of health 
care delivery

• Strengthen health systems 
through expanded 
perspectives

Unknown 
effectiveness

Transferable 
within the US, 
however it is 
dependent on 
state specific 
laws, regulation, 
and licensing

CBOs can act as a navigator for foreign-
trained medical professionals to become 
retrained and licensed within their states.

Lessons Learned 
Throughout our research, several themes emerged as common factors and barriers to the success of established global health 
interventions. Interventions that demonstrated success often included the community in the intervention from the beginning, securing 
local buy-in and support. Communities tend to be involved in the needs assessments and program design and implementation. 
Incorporating a social-determinants approach to global health work has also demonstrated success, as seen in Section 5: Linking 
Economic Development Interventions to Improve Health Outcomes. Cultural sensitivity and appropriateness were also cited as critical 
considerations impacting a program’s success. When possible, successful interventions could form partnerships to collect and share 
resources to achieve a common goal. It is critical that programs use SMART objectives (Specific; Measurable; Achievable; Realistic; and 
Time-bound) and collect and use data to inform program processes. 

Barriers to success often center on lack of funding, political will, information sharing, and capacity. Lack of funding on the part of 
governments, donors, and organizations can inhibit the success of programs. There is also a need for this funding to be sustained 
to ensure a smooth exit from the target population. Lack of political will on behalf of funders and governments can deter investment 
in areas in which communities and nongovernmental organizations (NGOs) have expressed interest. Just as leveraging and sharing 
resources can bring success to a program or intervention, the lack of cross-sector collaboration and information sharing can be barriers
to the success of programs. Limited capacity and infrastructure was by far the most 
common theme. Health systems and health professionals often lack the administrative 
and operational capacity, as well as funding, to take on the extra work of a policy, 
program, or intervention. It is necessary to provide leadership development and capacity-
building for a program to demonstrate success. Limited infrastructure in rural and 
remote areas can also present barriers, inhibiting physical and technological access to 
these areas. G2L and other domestic organizations can take these lessons learned and 
apply them to their own programs.

Photo credit: G2L
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Global to Local
Global to Local (G2L) was founded in 2010 through a partnership between Swedish Health Services, HealthPoint, Public Health Seattle & 
King County, and the Washington Global Health Alliance, along with the cities of SeaTac and Tukwila. G2L’s approaches recognizes that 
access to health services depends on all social determinants of health, including economic opportunity, education, language, race and 
ethnicity, and job skills. 

Since 2010, G2L has piloted approaches to improve individual and community health 
outcomes, lower health care costs, and empower economic development in two of the 
most diverse and underserved communities in King County: SeaTac and Tukwila. Although 
King County is one of the wealthiest regions in Washington State and the country, SeaTac 
and Tukwila have twice as many people living below the federal poverty line and higher 
age-adjusted mortality rates than the rest of the county. G2L’s long-term goal is to design 
a sustainable model of care for low-resource, highly diverse communities around the 
country that face similar health and economic disparities.

Update to the 2010 landscape analysis
To achieve its goal of improving health outcomes and reducing health disparities in the local communities of South King County, G2L 
draws on innovative and effective strategies from the global health arena. In 2010, PATH, a global health organization based in Seattle, 
conducted a landscape analysis and literature review of six global health strategies. The 2010 report summarized the evidence of each 
strategy’s effectiveness, including the factors that both enhanced and hindered their success. 

These factors can be summarized as follows:

1. Training and deployingcommunity health workers (CHWs).
2. Using technology to overcome barriers and transform community health practices.
3. Generating focused campaigns around health issues.
4. Mobilizing and empowering community-based organizations (CBOs).
5. Linking health with local economic development.
6. Linking primary health care with public health services.

While the focus was on the international context in which each of these strategies was implemented, PATH also reviewed literature 
from domestic examples to provide a useful comparison to the lessons learned, specifically with attention to the different types of 
populations, health needs, and overall geographic and social environments in which these strategies were implemented. Of important 
note, while each of strategies reviewed in the initial landscape analysis has been used across a wide array of populations, both globally 
and domestically, there are no examples in which these strategies have been tailored for use within a population as diverse in racial, 
linguistic, and sociocultural backgrounds as found in Tukwila and SeaTac.

INTRODUCTION

, Introduction         
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Current program successes and challenges 
Following the previous landscape analysis, G2L has implemented several programs based on evidence-driven successes from global 
and domestic health interventions. G2L has launched nearly ten community programs since 2010, including remote/mobile phone case 
management of chronic diseases, CHWs, and culturally tailored physical activity and health promotion programs. Examples of these 
G2L programs are provided throughout the report. 

Using tested global health interventions to solve local problems
G2L has again collaborated with PATH, with financial support from the Robert Wood Johnson Foundation, to update the 2010 
landscape analysis with the addition of six additional themes and strategies commonly employed in global health programs:

1. Community mobilization and empowerment.
2. Addressing gender norms and equity, with a focus on gender-based violence.
3. Improving the continuity and transition of care through integrated, patient-centered primary care.
4. Leveraging resources through public-private partnerships.
5. Recertifying international health care and medical professionals.

Methods
For each global health topic in this report, PATH employed a pragmatic search 
strategy first targeting existing systematic reviews of evidence (see box). We 
searched three primary databases of systematic reviews: Health Systems Evidencea, 
PubMedb, and the Cochrane Library.c The first two are databases which compile 
systematic reviews from all sources and rate the quality of the reviews. The Cochrane 
Library publishes only systematic reviews which have met their highest standards 
of quality. We included evidence from low/middle-income and high-income country 
studies with a focus on evidence published from 2011 to 2016. 

When systematic reviews were not available for a given theme, we searched for 
single studies in the peer-reviewed literature and aimed to synthesize the results 
across relevant studies. In these cases, we narrowed the search strategy to focus on 
the effectiveness of the intervention on specific outcomes (e.g., the effectiveness of 
mobile health interventions on adopting healthy behaviors). 

As much as possible, we summarized study findings related to the cost-effectiveness 
and feasibility of each intervention. 

a www.healthsystemsevidence.org
b www.ncbi.nlm.nih.gov/pubmed
c www.cochrane.org

What is a  
‘systematic review’? 
Systematic reviews search for 
and compile all the peer-reviewed 
literature on a topic, assess the 
quality and findings of each, and 
synthesize the findings of the high-
quality studies using systematic 
methods. Systematic reviews 
provide a highly valid estimate of 
an intervention’s effectiveness. In 
pooling across multiple high-quality 
studies, they remove bias often seen 
in single studies. This makes them 
more trustworthy for patients and 
policymakers than single studies. 

, Introduction         
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FINDINGS

Training and deploying community health workers to 
bridge the gap between access and delivery

What is a CHW?
Community health workers (CHWs) are frontline public health workers that are either a trusted member of a community or who have 
in-depth knowledge of the communities they serve. CHWs or lay health workers require minimal formal training or licensing, serving 
as a bridge between health care access and service delivery. They can be paid or can work voluntarily. They can often be trained to 
perform routine screenings or immunizations. CHWs in low- and middle-income countries (LMIC), tend to work within a health facility 
or local health clinic to provide low-level medical services in the community. CHWs in high-income countries (HIC), particularly the 
United States, can work as “community health promoters” to provide health education to the community, connect people with essential 
services, and coordinate with primary care providers, often outside of formal health facilities. 

What problems do community health workers address?
CHWs have been introduced in a wide range of settings as a response to challenges related to suboptimal access and utilization of 
health services. 

The root causes of these challenges include: 

• Geographic or financial barriers that limit timely access to care.
• Cultural disparity between service users, providers, and the health system.
• Suboptimal coverage of preventive, routine treatment, or educational interventions.

1. Community Health Workers

Photo credits: PATH

, CHW 
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Summary of evidence
The findings on the benefits of CHWs are as follows:

• There is strong evidence from systematic reviews in HIC that CHWs, compared to traditional health care services, improve 
physical activity, health promotion, self-management of chronic conditions, and smoking cessation.1,2 

• There is sufficient evidence to demonstrate that CHWs reduce health care costs for consumers and increase access and 
use of health care services in low-resource settings with marginalized populations.3 

• Evidence from systematic reviews in LMIC illustrating that CHWs, compared to traditional health care services, improve 
childhood immunization, pre- and postnatal care, health education, reproductive health education, and HIV/AIDS screening, 
testing, and treatment.4 

• CHWs in both developed and developing countries settings have been 
demonstrated to reduce barriers to access and delivery of health care services due 
to reduced costs and culturally appropriate care and are relatively easy to train and 
implement in marginalized or rural communities. 

Table 2. Summary of the benefits of CHWS.
Note: CHWs=community health workers; HIC=high-income countries; LMIC=low- to middle-income countries.

Outcome/Goal Summary of Evidence

Promote and Improve Healthy 
Behaviors

CHWs have been shown to:
• Increase health education and medication adherence for reproductive health and HIV/AIDS in developing 

countries.5,6 

• Increase the adoption and maintenance of healthy behaviors in both HIC and LMIC, improve overall health, and 
decrease risk associated with chronic diseases.7,8 

Increase Coverage and Access to 
Preventive and Curative Services

CHWs have been shown to:
• Increase screening rates.9,10,11,12 

• Increase immunization rates.13,14,15

• Increase timely access to treatment for childhood illnesses.16

Reduce Cost to Health System CHW programs have been shown to be:
• Cost-effective at providing public health-based education programs.17

• Cost-effective at providing treatment and medication regimens.18 

Reduce Health Inequities and 
Disparities

CHW programs have been shown to:
• Reduce barriers to health, increasing health equity among marginalized populations (Najafizada 2015; 

Johnson 2015).19,20 
• Reduce attrition in health programs since CHWs can provide an individualized, culturally-appropriate 

approach. 21 

Community health workers in low- and middle-income countries
CHW programs can be found in every region of the developing world. The CHW model of health services is particularly well-developed 
in Southeast Asia and South America, where government health systems often include CHWs.22 In LMIC, the use of CHWs has been 
demonstrated to bridge the gap between access and delivery of health services, improving malaria prevention efforts, prenatal/
postnatal care, immunization, maternal child health, provision of tuberculosis (TB), and adherence to HIV/AIDS drug regimens (Lunsford 
2015, Sarkar 2015, Mangham-Jefferies 2014, Kabagenyi 2014, Druetz 2014).23,24,25,26,27 In LMIC, CHWs also work in marginalized and 
hard-to-reach populations in rural areas, often far from access to traditional health care services.

Table 2 summarizes the 
evidence across each intended 
outcome of CHWs.

, CHW 
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When CHW programs are integrated into the government health system, these countries have well-established record-keeping 
channels, well-structured CHW roles, regular training, and commensurate professional incentives.28 Many countries in sub-Saharan 
Africa use CHW programs to address barriers to access, but these programs tend to be funded by nongovernmental organization 
(NGOs) and external donors. Thus, these programs lack the centralized coordination, consistent strategy and messaging, and financial 
stability of their Southeast Asian and South American counterparts.29,30 In many countries in sub-Saharan Africa, CHWs operate as a 
de facto health professional without a clear job description as they aim to fill in the gap between rural, low-resource communities 
and the central health ministry. 

Types of interventions and target populations
CHW programs in developing countries often work in several different settings on 
multiple interventions. CHW programs have been used extensively to raise awareness 
about HIV/AIDS, malaria, and TB.31,32 CHW programs provide linkages between 
communities and education, prevention, treatment, and care services. Recently, in 
many countries in sub-Saharan Africa, CHWs have been integral in family planning 
interventions, working with both sexes to educate, prevent, and treat many STIs and 
sexually transmitted diseases (STDs), as well as openly discuss forms of birth control 
and reproductive health.33,34 CHWs are becoming increasingly involved in mental 
health interventions, acting as a link between individuals in need and doctors that can 
counsel and provide access to necessary medications.35 CHWs in developing nations 
are committed to improving health outcomes in chronic and noncommunicable disease 
prevention, education, and treatment.36,37,38 Lay health workers often work with pregnant 
women and mothers on educating, training, and improving maternal child health, 
reducing mortality and morbidity, and improving child nutrition.39,40 

CHW programs in developing countries tend to operate in homogenous environments where one or two predominant ethnic identities 
compose most the target population. The main goal of CHWs in LMIC is to extend beyond the reach and limitations of the health 
system. For this reason, CHW programs in developing countries operate mainly in rural settings, where access to traditional health 
services is limited. This approach is often call the “last mile approach,” where CHWs extend the reach of health services by allowing 
access to quality health services for those living in remote, rural, low-resource communities. 

Common factors to success
Clear successes with CHW programs in LMIC include the following:

• Training and incentives: CHW programs are generally considered successful when they receive adequate training on their 
specific intervention or focus and are incentivized commensurate to the value added.

• Supervision: When CHWs have adequate and supportive supervision they tend to produce high-quality work in improving 
health outcomes. 

• Scope of work: CHWs are successful in most cases when their roles are clearly defined and their specific focus or intervention 
is relevant and defined. 

• Community support and health systems integration: CHWs tend to be more successful when there are strong ties and 
involvement between health care facilities and community groups and when they are incorporated into the health system 
rather than working as a satellite. CHWs are successful when they are based in and respond to community needs. 

Photo credit: PATH
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Common barriers to success
Identified barriers to CHW programs in LMIC are as follows:

• Scope creep and supervision: When position roles and the scope of the intervention are not clearly defined, or 
expectations are unrealistic, CHWs tend to be less successful at impacting positive health outcomes. When CHWs are left 
without supervision and support, they are often less motivated to perform their jobs or are prone to scope creep.41

• Stock and supply shortages: Given the nature of their work, CHWs are heavily reliant on stocks of vaccines and health 
supplies from local health clinics and hospitals. Due to either inefficiencies in delivery or shortages during crises, CHWs are 
less effective in performing their duties when they do not have access to the necessary tools. 

• Funding and political will: CHWs are integrated into the health system in many developing countries, but given political 
instability and unrest, there is job insecurity. In other regions, CHW programs are funded by external donor aid, leaving CHWs 
vulnerable to shifts in their strategic and program directions. 

• Generalist vs. specialist: In many cases, unlike in developed countries, CHWs in developing countries need to be generalists. 
In remote, rural, and low-resource settings, CHWs may be the only access to health care their target population has. 

Case Study: PATH and MACEPA

For more than ten years, PATH’s Malaria Control and Elimination Partnership in Africa 
(MACEPA) program has worked closely with Zambia’s Ministry of Health to stop 
malaria. Over time, innovations in diagnostics, drugs, and strategies have dramatically 
accelerated our efforts. Yet from the beginning, the heart of our efforts—and the root of 
Zambia’s success—has been the daily passion and dedication of the people with whom 
we work. CHWs have truly exemplified the everyday innovation necessary in achieving 
the goals of MACEPA. In Zambia’s rural area, limited access to remote health centers 
can hinder the timely access of quality care. Seasonal rains flood the roads, making 
travel difficult. Peak malaria season follows the rains. When fever and symptoms strike, 
many families opt to forgo travel and rely on traditional medicines, costing lives. 

In cooperation with the government, CHWs have volunteers to staff a fleet of “mobile hospitals,” equipped with medical equipment and tires equipped 
to handle the rough road conditions. CHWs work in their communities to diagnose and treat malaria, as well as meet the health needs of their 
communities. CHWs are so effective because they are liked and trusted in their communities. In fact, because of their training and reach, households 
sometimes greet them as “mobile hospitals.” CHWs work together to track and identify areas of malaria prevalence, reporting the data back to the 
health ministry. CHWs are now able to effectively diagnose and treat malaria cases in their communities as well as share data across communities. 

Community health workers in high-income countries
In wealthier countries, CHWs are generally based out of a community health clinic or affiliated with a large organization of medical 
professionals and tend to target specific hard-to-reach populations. The health outcomes and behaviors addressed by CHW programs 
are distinctly different from their low- and middle-income counterparts. CHW programs in HIC tend to focus on chronic disease 
management and health promotion. In general, the goals of these targeted interventions are to increase screening and immunization 
rates, decrease avoidable hospitalizations, and promote and improve healthy behaviors such as diet and exercise. 

Photo credit: PATH
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Types of interventions and target populations
In HIC, CHWs are often used to provide outreach and engagement, preventative care (e.g., oral health services), screening 
education (primarily for cancer and heart disease), nutritional counseling, and diabetes care. In both contexts, CHWs are often used 
to target rural areas with limited access to health services or marginalized populations that are underserved by the standard health 
system. CHW programs are often engaged with target populations based on shared demographic characteristics, particularly 
shared language, or culture. Examples from the literature of CHW-oriented programs in the United States and Canada involve CHWs 
using their knowledge and connections within the community to affect change in health behaviors.42,43,44,45,46,47 In urban areas, ethnic 
backgrounds frequently targeted for CHW programs are Korean-American, Vietnamese-American, Latino, and African-American 
populations. In rural settings, CHW programs tend to focus on Latino/Hispanic and Native American communities. 

CHWs are key to local and national efforts at reducing health care disparities and 
advancing health equity, as well as improving health care service delivery to vulnerable and 
underserved populations.48 Studies show that CHWs have positive impacts on diabetes 
care, cancer screening and treatment adherence, and management of other chronic 
diseases.49,50,51 CHWs play a critical role in health promotion and education interventions 
in developed countries, including promoting smoking cessation, physical activity, and 
improving maternal child health and access to pediatric care.52,53 

Common factors to success
Clear successes with CHW programs in HIC include the following:

• Homogeneity within the target populations: CHWs programs tend to target smaller groups of geographically and 
demographically similar individuals. CHWs work at a small enough scale to each work with specific marginalized populations. 

• Cultural sensitivity and cultural competency: CHWs experience the most success when they are members of the target 
population, a culturally competent approach is critical to their success. 

• Incentives: CHWs and lay health workers are often offered professional incentives, viewing their work in their communities 
as a stepping stone for personal and professional growth.54,55,56,57 

• Training: Repeating training and professional and continuing education are critical components to maintaining an effective 
and impactful workforce. 

• Coordinated care: CHWs are more effective when integrated into the larger primary health care and public health effort. CHWs 
are integral in bridging the gaps between individuals and accessing primary health care, and when integrated into the system 
they limit attrition of their target population in seeking health care services. 

Common barriers to success
Identified barriers to CHW programs in HIC are as follows:

• Funding: The funding of the health care system in the United States is convoluted and often overlapping, thus, CHW programs 
rely heavily on philanthropic funding. This dependence on philanthropic funding poses problems to the financial and economic 
sustainability of CHW services. Additionally, Medicaid and Medicare do not reimburse for CHW services, creating funding 
shortages that strain capacity and barriers to accessing poor, low-resource, aging, and marginalized populations that fall 
outside the current private health care insurance system. 

• Complexity of health care system: CHWs are employed to fill a variety of roles in this complex health system, on both the 
private and public health sides. CHWs trained on a specific focus or intervention may have trouble in assisting clients in 
navigating the health system. 

CHWs are key to local and 
national efforts at reducing 
health care disparities and 
advancing health equity.
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• Political will: The sustainability and financing of CHW programs remains tied to the will and whims of philanthropic funding. A 
lack of political and social will has the possibility of putting this work into serious jeopardy. 

• Professional stigma: CHWs are often not recognized as legitimate health care providers and can face challenges in 
receiving opportunities for professional growth.58

Case Study: G2L Example

Aisha Dahir is a Somali-born social worker who grew up in Tukwila, Washington. 
Prior to joining Global to Local, she worked at Harborview Medical Center and 
saw daily how many of her fellow Somali immigrants were facing complications 
from diabetes, high blood pressure, and other chronic disease. When she joined 
G2L, she developed prevention-oriented programs to support Somali community 
members who face cultural barriers to improving their health. For example, 
when Somali women told her that fitness facilities didn’t address their cultural 
needs related to modesty, she started a collaboration with a local community 
recreation facility to offer women-only fitness programs. These classes are very 
popular and help women lose weight, eat better, manage and prevent chronic 
disease, and develop important social connections. Not only has Aisha become 
an important bridge between her community and available health and social 
services, but she has also become a leader in her community to advocate for and develop new services.

 

Recommendations for future investment in CHWs
In G2L’s experience, CHWs can be highly effective for providing low-cost, culturally specific support in a community setting. One of 
the great benefits G2L has seen is the ability of CHWs to deeply engage their communities to identify barriers and solutions that 
the health care system would very likely not recognize through regular provider-patient engagement. By empowering CHWs to co-
design community-based solutions that respond to community-identified needs and priorities, there is an opportunity to truly engage 
underserved communities in promoting health. Challenges that remain include identifying a sustainable funding source (i.e., insurers, 
Medicaid) and ensuring that community-based activities are integrated with clinical efforts (i.e., more consistent referral processes 
and data sharing between CHWs and providers). It is recommended that other organizations continue to invest in CHWs for the clear 
community benefits they bring while testing approaches that can address these challenges. 

, CHW 
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Using mHealth to overcome barriers and transform 
health behaviors to improve overall health outcomes

What is mHealth?
Mobile health (mHealth) is a type of health intervention that uses mobile phones and other information technologies to help 
improve medical care, medication adherence, and health education and promote positive health outcomes. One of the most 
common applications of mHealth is in the use of mobile phones and communication devices to educate the target population about 
preventive health services. 

What problems does mHealth address?
mHealth and other information technology services have been introduced in a variety of settings as a response to challenges related 
to access to information, data gathering, treatment access and adherence, and developing support networks for health workers.59 

The root causes of these challenges include: 

• Geographic or financial barriers that limit access to care.
• Lack of physicians and certified health professionals in number and capacity.
• Lack of data-use culture and the use of data to inform and improve processes and health outcomes.

Summary of evidence
The findings on the benefits of mHealth are as follows:

• There is evidence from systematic reviews that mHealth interventions can improve medication adherence and improve 
health behavior for those living with HIV/AIDS in LMIC.60,61 However, there is limited and inconclusive evidence on the long-
term effectiveness of mHealth interventions at improving health outcomes. Some research suggests that the technology 
may not be readily available to use in low-resource settings and is not researched enough to scale up.63 

2. Mobile Health (mHealth) 

Photo credits: PATH
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• There is evidence from systematic reviews conducted in HIC that mHealth interventions can increase medication 
adherence for those with HIV/AIDS and chronic disease, as well as promote healthy behaviors.64,65 There is insufficient  
and inconclusive evidence that mHealth can improve long-term health outcomes, although there have been many  
short-term successes.66,67,68

• There is strong evidence that mHealth is cost-effective, generalizable, easy to 
implement, sustainable, and culturally adaptable in both HIC and LMIC.69,70,71 
However, the research points to lack of systematic evidence and impact 
assessments on the long-term impact of mHealth on the targeted health 
outcomes. 

Table 3. Summary of benefits of mHealth.

Outcome/Goal Summary of Evidence

Increase uptake and adherence to 
treatments

mHealth interventions have been shown to:
• Improve quality of maternal and neonatal health services in LMIC.72

• Improve treatment adherence, attendance at follow-up appointments, and data gathering.73,74

• Increase treatment adherence in HIC for chronic disease management and smoking cessation.75 

Strengthen health systems 
through routine data collection 
and use

mHealth programs have been shown to:
• Integrate disparate health solutions and interventions to improve health outcomes, health service provisions, 

and health information systems.76 

• Improve retention and follow-up rates for patients.77 

Improve health service efficiency mHealth programs have been shown to:
• Improve scope and efficiency of health service delivery through the sharing of information and data.78,79 
• Strengthen the relationship between patients, health services, and health workers.80 

Overview of intervention
In high-income country settings, particularly in North America and Western Europe, mHealth programs focus on increasing 
compliance in treatment and management of chronic disease, promoting preventative health behaviors (particularly sexually 
transmitted infection [STI] education, smoking cessation, and healthy living education), and reducing attrition to follow-up care. In 
LMIC, mHealth programs are primarily developed and targeted to community-level health workers who use mobile phones and other 
information technologies to improve the reach of health services in previously hard-to-reach populations.81 Recently, mHealth has 
experienced increased usage in the education, prevention, and diagnosis of infectious diseases, such as TB, and HIV/AIDS, as well 
as reproductive and maternal health. These varying approaches to the use of mHealth are discussed in more detail below. 

mHealth in low and middle-income countries
Types of interventions and target populations
mHealth programs in LMIC target both providers and patients. However, for the purposes of this landscape review, we chose to 
narrow the literature to include only the patient-side interventions. mHealth technologies in the developing world have improved 
accessibility to health care, health promotion, disease monitoring, and quality of health care while reducing health care costs.82 

However, systematic evidence and rigorous evaluation of impacts remains limited.

Table 3 summarizes the 
evidences across each desired 
outcome and goal of mHealth.

, mHealth
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HIV/AIDS
In urban areas, with higher concentrations and easier access to mobile network operators, patient-targeted programs generally focus 
on improving and monitoring adherence to medication regimens for TB and HIV/AIDS, sexual and reproductive health behavior change, 
and HIV prevention.83 The researchers describe positive results in adherence to HIV/AIDS medication schedules with the use of Short 
Message Service (SMS) reminders.84 Evidence from a systematic review demonstrates that mHealth can play a critical role in retention 
care through the long-term management and adherence to HIV/AIDS treatment regimens.85 mHealth has also been shown to lead to 
behavior change around HIV/AIDS awareness and has increased contraceptive use.86 

Maternal and child health
mHealth has been used to improve maternal and neonatal service utilization, using 
an integrated approach that provides care information to patients and CHWs at every 
stage.87,88 Evidence from a systematic review indicates that SMS messaging can 
improve infant and breastfeeding practices, potentially reducing infant mortality.89 
There is also evidence that SMS reminders can positively influence patient behavior 
change for antenatal and postnatal attendance, as well as childhood immunization 
rates.90 mHealth interventions can also span to include the exchange of health-
related information between patients and providers in the provision of the various 
aspects of maternal, prenatal, neonatal, and postnatal care.91 However, some 
conclusions drawn from systematic reviews highlight the need for more rigorous 
evaluation to determine the magnitude of impact on maternal and infant health and 
the underlying causal mechanisms.92 

Noncommunicable disease
mHealth interventions, including SMS reminders and information resources, can improve medication adherence and overall 
disease outcomes.93 Emerging evidence from the literature finds that mHealth intervention may improve cardiovascular-related 
lifestyle behaviors and contribute to better overall patient disease management.94 SMS reminders and health-related information 
exchange can have a positive effect on diabetes control and improved outcomes.95 Other research indicates the feasibility aspect 
of implementing mHealth interventions (mainly in the form of SMS reminders) for follow-up and retention of patients, as well as 
providing peer support networks.96 While there is insufficient evidence of the impact of mHealth on noncommunicable disease 
outcomes, preliminary evidence is promising. 

Developing country programs tend to have less ethnic and cultural diversity, like CHW interventions in LMIC as CHWs are often 
implementing and overseeing mHealth programs and interventions. mHealth programs in these settings are targeted both towards 
patients and health workers. mHealth programs targeted towards patients aim at improving health outcomes by engaging them outside 
of the clinic, while those targeted towards health workers aim to improve their administrative efficiency and impact while promoting 
data use to inform their processes.

Common factors to success
Factors for successful use of mHealth in LMIC include the following:

• Partnerships: To grow to scale, program designers and developers must work with and within existing institutions, including 
government ministries, universities, or private-sector companies. Programs that experienced the greatest success in implementation 
identified and engaged stakeholders early in the program implementation and incentivized their continued involvement. 

, mHealth
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• Iterative testing: Mobile phone users’ technical abilities range widely from high technical prowess to the technically illiterate. 
A successful mHealth application must accommodate these varying levels of technical proficiency, as well as how different 
cultures view, process, and record information. 

• Simplicity: When mHealth interventions used simple hardware and platform interfaces and met the minimum necessary 
requirements to function, the interventions were ultimately more successful in promoting the targeted health behavior and 
collecting quality, usable data. Programs that added unnecessary complexity were ultimately less successful.

• Collection and sharing of resources: mHealth interventions demonstrated higher usage and improved functionality when 
program developers and health providers collaborated and shared resources. This includes cooperation across sectors of 
development interventions. In many cases, mHealth interventions were coupled with digital financial services and financial 
inclusion interventions that were already active and successful in the target population. 

• User incentives: The mHealth programs that offered users incentives or conditional reimbursements—such as free air time, 
data, hardware upgrades, or cash incentives—had higher user uptake, lower levels of attrition, and improved outcomes.

Common barriers to success
Identified barriers to mHealth in LMIC are as follows:

• Information sharing: Low levels of cross-sector information sharing in health systems, lack of a standardized evaluation 
system which can slow down or impede improvements to the health system, and lack of infrastructure.97 

• Lack of data-use culture: mHealth interventions faced challenges and barriers to implementation in cultures with an 
existing culture of data and technology use. mHealth interventions were more successful when the intervention targeted 
populations that had previously embraced the use of technologies and data to improve processes and health outcomes.98

• Burdensome and complex technologies: In some cases, overcomplicated interfaces and application designs confused 
program participants, leading to a decrease in the number of active users over time. mHealth interventions were not successful 
in instances where the use of the technology itself was more burdensome or time consuming than meeting face-to-face with a 
CHW or medical professional. 

• Cost of mobile phone use: Many programs provided reimbursements for minutes and data used, but this was not present in all 
cases. The costs associated with owning and maintaining a mobile phone, combined with the costs of the additional products 
and services needed for the program, posed a barrier for some populations.

Case study: The BID initiative

PATH’s BID Initiative is an example of provider-side mobile information technology that is 
designed to make health workers’ jobs in sub-Saharan Africa easier by empowering countries 
to enhance immunization and overall health service delivery by improving data collection, 
quality, and use. PATH collaborated with two countries, Tanzania and Zambia, to pilot the 
initiative to identify the most critical immunization service-delivery challenges. To address 
them, we are using a comprehensive approach that focuses on information system products, 
data management policies, and the practices of people that use them. Our goal is to ensure 
solutions reflect the realities on the ground and can be sustained over time.

The package of solutions includes a national electronic immunization registry, developed in collaboration with users from all levels of the health 
system. The new tool ensures data are timely, complete, and accurate—and puts the power of data in the hands of health workers so they can do 

Photo credit: PATH
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their jobs more effectively and efficiently. The electronic immunization registry automatically sends the information they need to a tablet device: how 
many children are due for vaccines, which immunizations they need, and how much vaccine stock and supplies the clinic needs on hand. Children are 
entered into the registry at birth to ensure they do not miss a life-protecting vaccine.

The BID Initiative is coupling information system products with policies and practices aimed at creating a data-use culture. From campaigns that 
motivate health workers to use data to make their jobs easier, to simple tools like the messaging service WhatsApp that connect peers in neighboring 
facilities for support and advice, health workers are using the power of data to make better decisions about service delivery and ways to improve care.

mHealth in high-income countries

Types of interventions and target populations
In developed countries, mHealth programs focus largely on patient compliance to health regimens treating chronic illnesses and 
conditions such as chronic heart disease, diabetes, HIV, and asthma. Given the sophistication of information technology infrastructures 
and high usage of mobile phones, text messaging and phone applications are the predominant means of diffusing mHealth. Text 
messaging and app reminders are often used for encouraging health-
promoting behaviors and adherence to prevention or treatment regimens 
in target populations. Text messaging reminders are commonly used to 
improve attendance for outpatient attendance and reduce attrition for follow-
up appointments. Research in high-income countries stressed the need for 
developing an understanding of the target population and their context-specific 
needs, with a specific focus on the feasibility and sustainability of mobile and 
digital interventions in the target regions.99 

For individuals with diabetes, mHealth interventions can improve health outcomes in similar ways as face-to-face or conventional 
telephone delivery of care.100 mHealth, however, is easier to implement in areas where access to routine care is difficult. This is often 
in low-resource and rural regions in developed countries. Evidence from a single study examining individuals with diabetes found SMS 
reminders and peer support groups to significantly decrease health distress and blood pressure in the intervention group, empowering 
program participants to gain control of their diabetes.101 mHealth interventions is a rapidly expanding area of treatment in diabetes 
care, and while evidence on the long-term impacts of the intervention is weak, preliminary research is promising.102 

There is insufficient evidence from HIC that mHealth has a positive effect on health outcomes for individuals with chronic 
disease.103,104 However, mHealth can be of added value in diabetes and chronic disease case management approaches, providing 
care when care is difficult to access. 

mHealth is only effective in improving health outcomes when the intervention is targeted at preventing disease and improving 
adherence to self-care regimens for chronic disease management, HIV/AIDS, smoking cessation, and health promotion. In patients 
with diabetes, mHealth interventions show promise at improving adherence to treatment regimens and retention of care.105 mHealth 
does not show any effect in treating or improving health outcomes for those with mental health disorders, such as depression or 
bipolar disorder.106,107

Text messaging and app reminders are often 
used for encouraging health-promoting 
behaviors and adherence to prevention or 
treatment regimens in target populations. 
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Common factors to success
Clear successes with mHealth in HIC include the following:

• Iterative program and application design: The design process for the application and the program incorporated user 
input into the technology designs and implementation strategy tended to lead to more successful programs. Interventions 
demonstrated success when the technology has been properly piloted and potential bugs and system disruptions were 
tested and resolved prior to large-scale application.

• Data-use culture: Populations with existing technology and data usage patterns like the desired patterns necessary 
for an mHealth program had more successful uptake than those with limited access to IT infrastructure, information 
technologies, and data use.108 Interventions were successful when the programs did not require additional technology  
and the interventions used technology and software systems already used by program participants.

Common barriers to success
Identified barriers to mHealth in HIC are as follows:

• Lack of testing: In some cases, technologies were not properly tested prior to implementation, resulting in low uptake or 
misuse of the technology and poor data quality on which to improve the application.

• Lack of regulation: Currently, as mHealth is a new and expanding area for intervention, there is minimal regulation of 
mHealth platforms, leading to an oversaturation in the market, which targets similar outcomes using similar processes. These 
redundancies result in duplicative data that cannot be translated for large, population-based analysis. 

• Equity considerations: mHealth highlights some existing health equity concerns, and the use of mobile phones and recent 
information technologies may magnify existing health disparities. Mobile phones tend to be used by wealthier, more literate, 
and less marginalized members of society. mHealth interventions target those already active in using the health care 
system and may be widening the gap in positive improvements in health outcomes between the adequately served and the 
underserved.

Case study: G2L and Swedish diabetes case management mobile software

Providing diabetes patients with access to a smart phone app and text-message-based case 
management, G2L is pioneering a new approach to diabetes management in the United 
States. In a study conducted with the University of Washington, G2L found that 36 percent 
of participants in their pilot study reduced their HbA1C by an average of 1.26 percent, which 
is associated with a 45 percent reduction in the risk of dying from a heart attack. A separate 
analysis also found that the cost savings associated with these health improvements 
more than paid for the cost of the intervention, with a positive return on investment of over 
US$500 per participant only six months after the end of the intervention. With the success 
of this pilot program, G2L is now working with other health care systems to replicate and 
scale this intervention to reach a much greater number of people.

, mHealth
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Recommendations for future investment in mHealth
mHealth interventions present the opportunity to overcome barriers to access and delivery of health and social services. G2L’s 
experience, particularly what was gleaned through our qualitative study of the project described above, is that while the technology 
facilitated a cost-effective connection with patients that addressed many barriers that they faced in seeking diabetes care (cost, 
access, transportation, fears of the health care system), the most important element of the intervention was the personal connection 
that participants felt with their case manager—even if established through text messaging. As they told us, they felt like they were 
accountable to someone and that someone cared about them. While G2L is excited to pursue other technology-based interventions, we 
are also mindful that technology can never fully replace the human relationship. Thus, G2L recommends that other agencies continue 
to study where automated technology solutions can effectively meet the needs of people, and at what point the human element 
remains crucial.

Certain mHealth and other health information technology services have been found to be cost-effective, with the potential to 
enhance the quality of health care while reducing health care costs.109 Research suggests that the integrated use of mHealth in 
standard care promotes increased access to care and can strengthen the relationship between patients, providers, and health 
services.110 The evidence regarding the potential benefits of interventions using smart phones, social media, and text messaging 
is still developing; there is minimal consensus on the long-term effects of mHealth on improving or impacting the desired health 
outcomes. mHealth provides a low-cost, linguistically and culturally adaptive method to reduce both geographic and physical 
access to care for populations that have been historically difficult to reach.
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Generating focused campaigns around public health 
issues to improve health outcomes

What is a public health campaign?
A public health campaign can be defined as a coordinated effort to implement an activity, communication strategy, or a combination of 
the two to target a specific health outcome or behavior change. Health campaigns use multiple avenues for dissemination depending 
on the context and the outcome they are trying to achieve: 

• Communication campaigns, such as those targeting smoking cessation, HIV education, or healthy eating, use a 
combination of Internet, social media, email, television, radio, or print ads to circulate key messages. 

• Mass campaigns, such as vaccine or malaria prevention efforts, use a combination of standard health delivery mechanisms, 
such as CHWs, clinics, hospitals, and schools, or may employ a temporary campaign-specific workforce to carry out the 
distribution, education, and administration of a health service. 

Illustrative examples of focused campaigns in developed and developing countries are discussed below. Health campaigns can be 
applied in multiple contexts, promoting multiple health behaviors.

What problems do targeted health campaigns address?
Targeted health campaigns have been used to disseminate health information, products, and services in response to wide public health 
issues and risks. 

The root causes of these public health problems include:

• Widespread behaviors that are detrimental for individual and population health.
• Emerging disease or viruses that could lead to pandemic emergencies.
• Low levels of health education. 

3. Social Media and Mass Media Campaigns

Photo credit: PATH
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Summary of evidence
The findings on the benefits of target health campaigns are as follows:

• Using targeted campaign strategies to disseminate health information, products, and services has been demonstrated to 
be one the most effective ways of achieving positive impact on specific health outcomes.

• Health campaigns, in both high-income and low- and middle-income settings, are thought to be effective at communicating 
health-promotion behaviors (smoking cessation and healthy lifestyles), educating the public on health issues related to HIV/
AIDS, promoting oral health and preventive health screenings, and encouraging testing for STIs and HIV/AIDS.

• Health campaigns are generalizable and can be applied in numerous contexts, and similar campaigns are seen throughout the 
world: most notably, smoking cessation and HIV/AIDS education and treatment. Health campaigns are most successful when 
the information is targeted to a specific population or demographic and when the information presented is clear and digestible. 

• Health campaigns present high up-front costs in creating and disseminating the message, but the overall costs are 
cheaper when the target population makes changes in their behavior and 
improvement in health outcomes is achieved. There is evidence that health 
campaigns were not efficient nor cost-effective when the health messaging 
was too narrow.111,112

 • Social media is a rapidly expanding component of mass media and 
health campaigns. Social media is often lower cost than traditional media 
advertisements and can reach more diverse and younger populations.113,114 

Table 4. Summary of benefits of targeted health campaigns.
Note: LMIC=low- to medium-income countries; hic=high-income countries; STD=sexually transmitted disease.

Outcome/Goal Summary of Evidence

Promote Health Behavior Change Health campaigns have demonstrated an ability to:
• Increase access to educational resources to make positive impacts on health behavior.115,116,117 

• Improve oral health behaviors in LMIC.118 
• Increase screening rates and testing for communicable and noncommunicable diseases in HIC.119 

Disseminate Information on 
Health Risks

Health campaigns have been shown to:
• Improve knowledge of specific health risks and promote healthy behaviors among target populations.120,121,122 
• Provide necessary educational information so that target populations can make informed decisions regarding 

their health.123

Reduce Health Risks and Morbidity Health campaigns have been shown to:
• Positively impact health behaviors to improve child survival in LMIC.124

• Reduce HIV/STD infections among at-risk populations in the United States.125 

Health campaigns in low- and middle-income countries

Types of interventions and target populations
Health campaigns in LMIC often fall into one of two categories: social marketing campaigns designed to raise awareness about a 
specific health issue, providing education and information on treatment, and health service supply campaigns, aimed at achieving a 
specific objective, such as vaccination or bednet distribution, and targeted to a large population.

Table 4 summarizes the evidence 
across each intended outcome and 
goal of health campaigns.
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Social marketing is a relatively new phenomenon within global health and the developing world and faces distinctly different 
challenges from social marketing in developed nations. Social marketing campaigns in LMIC tend to focus on HIV/AIDS, maternal 
and child health, malaria treatment and prevention, and reproductive health.126,127,128,129,130,131 Social marketing campaigns have been 
demonstrated to be effective at initiating behavior change and are relatively cost-effective mechanisms for health promotion.132 

Immunization and malaria prevention campaigns are the most common forms of 
health service campaign. Health service campaigns disseminate specific health 
interventions through existing, vertically organized programs.133,134,135,136,137 These 
campaigns use dedicated staff, supplies, and delivery systems to achieve a wide 
range of coverage in a short period. 

Common factors to success
Clear successes with health campaigns in LMIC include the following:

• Understanding of the audience: Researching the target audience and eliciting community input throughout the campaign 
design and implementation helped to tailor the message so that is was appropriate for the intended audience. 

• Saturation of the network: The use of multiple channels for dissemination (such as radio, Internet, television, printed media, and 
social media) increases exposure to these campaigns, ultimately influencing individuals’ behavior and impacting health outcomes. 

• Sustainable funding: Identifying and maintaining funding sources is as critical to the success of health media campaigns in 
developing countries as it is in developed country settings, and mainly for the same reasons. 

• Effective coordination: Campaigns often bring multiple parties together to implement large-scale interventions, often at 
different stages in the process; a single, centralized coordinator with adequate decision-making authority is essential in 
mobilizing resources when appropriate and overseeing the implementation of different stages of the campaign. 

Common barriers to success
Identified barriers to health campaigns in LMIC are as follows:

• Limited capacity: Limited capacity in designing and implementing the campaign, in addition to limited knowledge of the 
social-marketing sphere, can inhibit the design, implementation, and evaluation of health campaign interventions. 

• Limited infrastructure: In developing countries, there is often a lack of the basic infrastructure requirements to successfully 
implement a health campaign, including lack of electricity and good roads for transporting supplies and health workers to 
remote regions. As social media is used in higher frequency and depth, the need for working technological infrastructure has 
never been greater. In many countries, access to mobile phones and Internet is limited, constraining the use of social media 
and more advanced technologies. 

Health campaigns in high-income countries

Types of interventions and target populations
In developed countries, public health campaigns tend to focus on mass media communication strategies that target health behaviors, 
specifically sexual health and those leading to chronic disease. These campaigns compete with commercial advertising and other 
media messaging, often addressing culturally entrenched health behaviors that are difficult to modify at the individual or population 
level.138 Social marketing, in this way, has been demonstrated to be highly effective in disseminating health promotion messaging.139 
Common topics for health promotion campaigns in developed countries include HIV and sexual education, smoking cessation, cancer 
screening, diabetes prevention and treatment, and nutrition.140,141,142,143,144

Social marketing campaigns have been 
demonstrated to be effective at initiating 
behavior change and are relatively cost-
effective mechanisms for health promotion. 
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Traditionally, developed country campaigns to promote health use the standard media outlets to circulate their messaging, and the 
audience of these campaign messages tend to be wealthier, with more education, and coming from less marginalized communities. 
Organizations seeking to design a health campaign targeting marginalized communities must engage community members in dialogue 
during the planning stages to ensure that the messaging is culturally appropriate, that the proposed solution is viable, and that it is the 
most effective and efficient way to message and engage those communities. For a health communication campaign to be effective, the 
message must saturate the individual’s social network, establishing new peer norms around the specific behavior.145

Common factors to success
Clear successes with health campaigns in HIC include the following:

• Comprehensive messaging: Broad-based communication campaigns reach large 
audiences with varying backgrounds, ethnicities, and languages. Campaigns 
launched in diverse, marginalized communities must be broad enough to 
resonate and attract multiple cultures, while specific enough to engage the target 
audience. 

• Cultural competency and local engagement: Adapting approaches to address 
local realities, including cultural and low-resource issues, were essential 
components in effective health campaigns. An understanding of the culture 
and local needs came from partnerships with community leaders. When the 
processes of design and implementation were inclusive and engaged both 
institutional partners and health leaders, health campaigns were ultimately successful at achieving the desired impact. 

• Demonstration of theoretical and evidence-based campaigns: Incorporating evidence and grounded theoretical frameworks 
into the design and implementation of targeted health campaigns improved saturation in the target population. Disseminating 
messaging through multiple channels in the target population’s lives, like school, work, health care centers, and the community, 
also demonstrated success. 

Common barriers to success
Identified barriers to health campaigns in HIC are as follows:

• Audience diversity: The most effective campaigns used messaging designed with a specific target audience in mind. It 
becomes more difficult to direct a specific message to increasingly diverse communities. There is a thin line between too 
specific and too general that health communications messaging must walk.

• Sustainable funding: Health campaigns that use mass media and multiple channels to disseminate their message require 
long-term, sustainable funding and are often confronted with large upfront costs for design and initial implementation. 
Continuing to disseminate creative and key message requires a sustainable funding stream.

• Integration with policy and advocacy: A successful health campaign should be aligned with new and existing public policy 
and advocacy efforts. Health campaigns are unsuccessful in cases where the health behavior contradicts policy. To sustain 
positive change, health campaigns must be implemented in enabling environments. 

, Social Media and Mass Media Campaigns
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Case study: An example from G2L

While this has been an attractive approach for G2L to pursue, to date it has proven 
challenging to implement due to the media costs associated with running a 
mass media public-awareness campaign. In addition, we are convinced that any 
communication campaign—through mass media, targeted channels, or social 
media—could only be successful once we have understood at a deep level the sort 
of messaging that would resonate with the communities we serve—something we 
are now much better prepared for than we were when G2L launched. Thus, G2L 
remains interested in this approach, assuming we can find a cost-effective way 
of carrying it out. Moving forward, G2L will explore options using social media 
platforms as well as targeted local media (e.g. local ethnic radio stations). back to 
the health ministry. CHWs are now able to effectively diagnose and treat malaria  
cases in their communities as well as share data across communities. 

Recommendations for future investment in public health campaigns
Depending on the target audience, it seems targeted communication campaigns, using local media or social media, may offer the 
most affordable and cost-effective approach to health promotion and health behavior change. Whatever the approach, community 
engagement and input is necessary to facilitate appropriate messages and their targeting. 

Traditional mass media health campaigns have high upfront costs and are generally thought to be successful at targeting a specific 
health behavior change. However, while traditional mass media health messaging may be outside the scope of what G2L can 
feasibly accomplish, social media campaigns remain a promising intervention. Social media health campaigns have the potential 
to demonstrate effectiveness at altering targeted health behaviors when implemented as a component of a holistic community-
empowerment intervention, driven by community needs and input. Recent literature on the use and effectiveness of mass media and 
health campaigns has highlighted the need for more research into the causal chain producing these changes in behavior: is it the 
campaign that directly leads to a change in health behavior, or is there another intervening variable? Research in the scientific and 
gray literature has cited a trend among donors who tend to be moving away from mass media campaigns in LMIC in favor of other 
interventions that have also been demonstrated to be effective, but at a lower cost and with a more targeted scope. 
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Mobilizing and empowering community-based 
organizations to achieve local health promotion and 
improved health outcomes

What is a CBO?
A community-based organization (CBO) is defined as any service organization that provides social services at the local level. CBOs 
are engaged in a myriad of health promotion activities in both HIC and LMIC, in urban and rural settings. These organizations serve as 
coordinating bodies for community-based research, communication outlets in marginalized and hard-to-reach populations, points of 
contact for service provision, and local advocates and implementers for larger health programs. 

What problems do targeted health campaigns address?
CBOs have been introduced in a wide range of settings as a response to challenges related to suboptimal access and utilization of 
health services and health education. 

The root causes of these challenges include:

• Cultural and gender inequities between service users, providers, and the health system.
• Suboptimal coverage of health education, preventive or routine treatment, and access to counseling services.

• Geographic or financial barriers that limit adequate access to care.

Photo credits: PATH

4. Mobilizing and Empowering Community-based Organizations
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Summary of evidence
The findings on the benefits of CBOs are as follows:

• CBOs are primarily involved in health promotion and prevention activities in both developed and developing country settings. 
These activities can include healthy eating and physical activity promotion, basic health screenings, and serving as a point of 
contact for other health and social services. 

• There is evidence from high-income countries that CBOs are successful at reaching diverse and marginalized populations, 
offering health services for HIV/AIDS testing and counseling, cancer treatment and support, oral health, and health and 
physical activity promotion.146,147 

• Research from LMIC that CBOs have demonstrated positive, yet marginal, results on improved health outcomes in HIV/
AIDS education and counseling, maternal and child health, and infectious 
disease and malaria education and treatment.148,149 

• There is limited evidence from both develop and developing countries as to the 
long-term impacts on population- and community-based health outcomes. There 
is a need for systematic reviews and controlled impact evaluations to determine 
the real impact of community-based organizations on desired health outcomes.

Table 5. Summary of the benefits of community-based organizations (CBOs).

Outcome/Goal Summary of Evidence

Increase Coverage and Access to 
Preventive and Treatment Services

CBO programs have been shown to:
• Increase health education and medication adherence for HIV/AIDS and other infectious diseases such as TB 

and malaria.150,151,152 
• Promote and advocate for the increased adoption of healthy behaviors and education surrounding pre- and 

postnatal care for mothers and pregnant women.153,154,155 

Reduce Health Inequities and 
Disparities

CBOs have been demonstrated to:
• Reduce barriers to health, increasing health equity among marginalized and diverse populations.156 

• Increase women’s access to sexual and reproductive health through education and women’s counseling 
groups.157 

Coordinate Community-Based 
Research Production and Use for 
Hard-to-Reach Populations

CBO programs have been shown to:
• Foster a climate for using research evidence and producing research evidence relevant to improving health 

outcomes in developed and developing countries.158

Community-based organizations in low- and middle-income countries
CBOs in LMIC provide services that underfunded government health centers and clinics cannot, such as primary care, nutritional 
programs, reproductive health and family planning programs, medication distribution and adherence, and HIV/AIDS testing and 
counseling services.159,160,161 CBOs in developing countries are involved in promoting health primarily in rural areas. However, as 
urban planning becomes an increased focus of international development efforts, more CBOs are becoming involved in urban 
projects in developing countries. 

 

Table 5 summarizes the evidence 
across each outcome or goal of 
community-based organizations.
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CBOs in developing countries tend to fall into one of two categories: community-founded coalitions and advisory boards, and NGO-
sponsored service providers. Community-founded coalitions provide community leadership and decision-making, while the latter tends 
to be funded by larger NGOs and partnerships. This creates issues of sustainability and dependency of the CBOs as NGOs change 
their strategic directions, and many CBOs are formed as short-term Band-aid solutions used by NGOs to execute on a broader 
development agenda.

A third type of CBO was uncovered in the research: community-based financial support groups. These groups of community members 
can be informal in nature, or facilitated by outside institutions. These groups often pool their assets to form emergency loans funds, 
community-based insurance, or informal savings groups to provide cash in intervals that make sense for their specific community. This 
type of CBO is discussed in more depth in the section on health and economic development.

Types of interventions and target populations
CBOs in developing countries tend to be the implementation arms of larger organizations and partnership programs targeting a specific 
health outcome or set of outcomes for a target population. CBOs are often the organizing body for CHWs recruited to provide specific 
health services to the community. These interventions range from TB therapy and family planning services to maternal and child health 
and malaria prevention. In addition, CBOs may use community mobilization to guide improvements in infrastructure through small-scale 
projects to achieve a larger improvement in health outcomes, such as building latrines or establishing a waste management system. 
CBOs may also serve in an administrative capacity for the community, providing and overseeing the provision of health services and 
community-based insurance. 

CBOs focusing on maternal and child health outcomes in LMIC dominate the literature. In many cases, these local 
organizations offer education and assistance for mothers and pregnant women to provide information on proper nutrition, 
distribute supplemented food, and encourage pre- and postnatal screenings and delivery in a clinic or hospital by a medical 
professional.162,163,164 These types of interventions are generally thought to be successful as they are packaged for each specific 
target population through a range of CHWs and health promotion groups. However, there is limited systematic evidence on the 
long-term health outcomes of these interventions on women and children. 

CBOs are often targeted as resources for programs identifying and training lay health workers who provide education, treatment, 
and medication adherence support for HIV/AIDS in the communities in which they work. Through education programs, communities 
have a higher knowledge and decreased stigma surrounding HIV/AIDS, as well as a psychosocial benefit through counseling and a 
judgement-free space to express themselves.165 Higher CBO engagement in the community has been correlated with higher condom 
use and increases in social capital and democratization.166,167 CBOs add value in specific ways that are closely aligned with the services 
provided. Increasing CBO engagement in areas that need improvement is an effective measure in scaling up prevention and treatment 
efforts in those areas. 

CBOs are established to represent and service the interests of communities in 
which they reside. CBOs tend to target marginalized populations within those 
communities that may be left out of the health system due to social stigma, biases, 
or inequalities. For this reason, most women-directed programs are implemented 
through CBOs.168,169,170 CBOs provide these populations with representation, 
advocacy, and education. 

CBOs tend to target marginalized 
populations within those communities that 
may be left out of the health system due to 
social stigma, biases, or inequalities. 
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Common success factors
Clear successes with CBOs in LMIC include the following:

• Needs assessment: CBO programs were most successful at achieving their objectives when those health outcomes were 
determined and defined through a community-level needs assessment carried out in partnership with the CBOs.

• Sustainability: Successful CBO interventions used foundation-building strategies to establish peer-based capacity-building 
efforts for continuing the program after initial external funding has expired. 

• Operational and managerial authority: This is closely tied with the needs assessments. CBOs were most successful when 
they acted as project or program managers when implementing programs in their communities. 

Common barriers to success
Identified barriers to CBOs in LMIC are as follows:

• Funding priorities: CBOs are vulnerable to changing political will and the funding priorities of NGOs and foundations, 
producing organizational failures of CBOS as they compete against each other for access to resources. 

• Limited institutional and operational capacity: CBOs have limited capacity for institutional growth and expanded service 
delivery. These organizations are often only able focus on one program at a time to the detriment of other needed services. 

Community-based organizations in high-income countries
CBOs in HIC have varying structures, funding sources, and missions. Not all CBOs are not-for-profit—many are faith-based organizations, 
funded by government grants, some profit through the provision of services, and some are privately funded charitable organizations. 
CBOs can also be informal in structure, formed by a network of community opinion leaders or a coalition of community stakeholders. In 
general, CBOs tend to lack the capacity to implement large-scale interventions. 

Types of interventions and target populations
CBOs can serve urban neighborhoods, suburban cities, or rural counties, and population segments defined by a commonality, 
usually an ethnic identity, shared health status, or location-specific cause. In the United States, CBOs are directly involved in health 
promotion activities; they are often community health centers or multi-service agency hubs that bring together CHWs and other 
community agents or services. These community health centers focus on addressing the needs of individuals with specific health 
issues, such as: chronic disease management, heart disease, cancer care coordination, HIV/AIDS prevention, counseling and 
education, oral health, and smoking cessation.171,172 

CBOs can address specific health topics instead of serving larger communities with a network of services. Examples of the types 
of health topics addressed are many and include HIV testing and counseling; substance abuse testing and treatment; cancer 
treatment and therapy; violence prevention; sexual education, and reproductive health and family planning support; oral health 
awareness; and health and physical activity promotion.173,174 These organizations track health outcomes in their specific geographic 
areas and tend to follow more rigorous research practices for evaluating results of their programs due to their use of more 
quantitative analysis. 

CBOs with mandates specific to the needs of a targeted population aid in accessing and navigating the complex system of social 
services intended to help underserved and underrepresented populations. Like CHWs, these organizations are usually founded and 
staffed by members of the target population who share a common language and sociocultural perspective, like CHW programs that 
have demonstrated effectiveness.175
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These organizations address health needs through a variety of direct and indirect methods, including:

• Assigning patient advocates to assist with navigating confusing health systems.176 
• Disseminating health promotion communication materials tailored to the unique needs of the community.177 
• Developing youth programs that address issues of reproductive health, adolescent sexual health, and youth violence.178,179 
• Engaging outside services to meet a specific limited need such as mobile vans for oral health screenings and promotion.180 

CBOs that offer health-related services tend to fall into two categories: those that serve individuals with a common health issue 
and those that serve individuals with similar demographic characteristics. These organizations generally serve poorer, marginalized 
populations in low-resource settings, although there are some exceptions in the 
case of cancer support groups, which tend to serve more heterogeneous target 
populations. CBOs with health-related mandates are more commonly located in 
urban areas where diverse stakeholders will have greater proximity to services 
offered. CBOs that serve populations with shared sociocultural backgrounds are 
found in both urban and rural settings and tend to work with communities with 
high levels of diversity and limited English language proficiency. 

Common success factors
Clear successes with CBOs in HIC include the following:

• Networks of services: CBO programs and interventions were more likely to be successful in improving health outcomes when 
they offer or add to a network of services to address the multifaceted nature of community- and population-based health. 

• Cultural competency: CBOs are most effective when they frame their objectives and activities around the dominant health 
belief and social expectations of the groups within which they are working.

• Interorganizational collaboration: CBOs tend to be smaller organizations focused on a specific target population or health 
outcome. CBOs who collaborate with other organizations and institutions have more success in approaching and addressing 
health improvements from multiple angles by leveraging their resources and expertise. 

Common barriers to success
Identified barriers to CBOs in HIC are as follows:

• Capacity and scope: Individual CBOs are good at identifying the needs and designing interventions to meet the needs of the 
communities they work in but lack the capacity to scale up successful projects. CBOs seeking overall improvements in health 
caused by a network of barriers find they must become experts in everything even though they lack the capacity to do so. 
These organizations suffer from mission drift and scope creep.

• Rigorous research and evaluation: Without a needs assessment, CBOs tend to be largely ineffective. Without this research 
and impact evaluations, it is difficult to discern the correlation or causation in health outcomes from the work of CBOs or 
external forces. Controlled studies measuring defined outcomes are less frequent (Wilson 2010).

CBOs that offer health-related services tend 
to fall into two categories: those that serve 
individuals with a common health issue and 
those that serve individuals with similar 
demographic characteristics. 
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Case study: G2L 

G2L is, itself, a CBO, created to align along many of the recommendations outlined above. 
We quickly recognized that the health challenges of the communities we serve are too great 
for our organization to address on its own, so we have sought to build partnerships for every 
intervention we have pursued, leveraging existing assets, and seeking to fill gaps where 
they exist. This strategy also speaks to the need to address all determinants of good health, 
not only those related to health care. By building these partnerships, we have also aimed to 
avoid the barrier described above of trying to do too much (which is wildly tempting). So, 
rather than jumping into the housing arena—one of the primary needs in our communities—
we collaborate with existing housing agencies and focus our efforts on ensuring that our 
diverse communities can access those services. Similar partnerships have been developed 
for transportation, workforce development, fitness, and more. G2L has also aimed to support the development of small CBOs that can address other 
gaps and needs in the community. For example, we are currently serving as the fiscal sponsor for an organization designed to meet the needs of 
Congolese refugees, and we are providing office space for two other organizations that address workforce development needs. 

Recommendations for future investment in CBOs
While it is easy to point to the disparities and deficits that marginalized communities experience, it is crucial to recognize the assets 
that exist within these communities and invest in building these up. CBOs—and specifically a healthy network of CBOs—play a crucial 
role in this process. Rather than following a deficit-based approach and focusing on what is missing in a community (which often leads 
to trying to pay for things you don’t have), it can often be more effective to invest in what is working, and what could work even better 
with greater resources. Based on G2L’s experience, we recommend that groups pursuing this approach focus on building up existing 
CBOs, serve as a convener of CBOs that have connected goals but may not be working together, and provide support for those partners 
to align their work and actively participate in a collective effort to improve community health.

, CBOs
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Linking economic development interventions to improve 
health outcomes 

What are economic development interventions?
Improvements in health outcomes can be seen when an individual or household experiences an increase in income. Interventions to 
increase income range from nonconditional cash transfers (e.g., giving people money) to changes to tax systems, to microfinance and 
micro-credit interventions. The theoretical link is clear: increases in income allow individuals and household to pursue options that would 
otherwise not be available or feasible at a lower income level. Households can now afford higher quality and routine health care for adults 
and children. Improved health indicators mean that adults and children can seek care, increasing their number of healthy days and, in turn, 
increasing their educational attendance and workforce productivity, leading to increases in individual and household wealth. Increased 
income or wealth may also contribute indirectly to improved health by reducing anxiety and improving quality of life.181

What problems do health and local economic development address?
The link between increased individual and household income and improved health is well established. When an individual or household 
experiences a temporary or permanent increase in income, they tend to invest the extra earnings into improving the health of their 
family through primary care visits and routine medical care. Even when other, often intervening, socioeconomic factors are controlled 
for, research has demonstrated a clear correlation between incremental increases in income and improved health indicators.182,183

 
The causal mechanism works in the other way: improved health outcomes can also work to increase household income and 
socioeconomic status. Poor health can pose a significant economic burden not only on the individual and household level but also 
on the greater economy in terms of direct and indirect costs. Individuals in poor health experience decreased productivity, leading to 
decreased income or unemployment, continuing the cycle of poor health. Poor health indicators have also been linked to increased 
government spending on health care. Without consistent and collaborative action linking health outcomes to economic growth, health 
disparities and income inequality continue to grow. However, for the purposes of this landscape review, this section will be focusing on 
how improved economic status and household wealth impacts health. 

Photo credits: PATH
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Socioeconomic status is indicated as a key social determinant of health. The social determinants of health are the conditions in which 
people are born, develop, work, live, and age. The social determinants of a health framework also incorporate the wider set of forces 
and systems shaping the conditions of daily life, such as economic policies and systems, development agenda, social norms, social 
policies, and political systems.184 There are numerous intervening variables between health and economic development, the most 
prominent being education. The link between formal educational achievement and quality of health is well established in both HIC and 
LMIC, despite the widely different health outcomes associated with lower levels of education between the two contexts.185 Additionally, 
there is significant research and evidence on the link between educational achievement and increases in individual and household income. 

Summary of evidence
The findings on the benefits of economic development interventions are as follows:

• In developed countries, wealth is more often directly linked with health outcomes than in developing countries. Poor individuals 
in high-income countries bear a larger burden of health risks and poor health outcomes than their wealthier counterparts. 
Community economic development initiatives are usually targeted at improving chronic conditions and health promotion to 
vulnerable populations. These are generally thought to be successful; however, larger reforms need to be taken at a national 
level to achieve greater income and health equality.

• In LMIC, health and development programs are often funded by external donors and 
managed locally by NGOs and CBOs. These programs focus on improving maternal 
child health, nutrition, TB and HIV/AIDS medication adherence and treatment, as 
well as increasing the use of preventive methods. These programs use a variety of 
different methods to achieve their goals, including cash transfers, microfinance, 
financial inclusion, job creation, and community-based health insurance. These 
interventions are generally thought to be successful and financially sustainable. 

Table 6. Summary of benefits of economic development.

Outcome/Goal Summary of Evidence

Reduce health disparities across 
the population

Economic development interventions have been shown to:
• Reduce income inequality.186,187 
• Increase investments in public health.188,189

• Improve gender equity.190,191

Improve health outcomes 
through increased education and 
medication adherence

Economic development interventions have been shown to:
• Increase education levels.192 

• Reduce burden and risk of disease on poor populations.193 

Improve use of existing, 
demonstrated, effective health 
services

Economic development interventions have been demonstrated to:
• Reduce child malnutrition.194,195

• Improve antenatal and postnatal care.196

Overview of intervention
Interventions focusing on health and economic development vary greatly between HIC and LMIC. Economic development interventions 
to improve health in developed nations tend to focus on community economic development and the education and treatment of chronic 
conditions, HIV/AIDS, primary care, and health promotion. Health and economic development interventions in developing countries tend 

Table 6 summarizes the evidence 
across each intended outcome and 
goal of economic development 
interventions.
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to focus on improving access to financial services and income generating opportunities to increase household investment in available 
health services, such as maternal child health, nutrition, immunizations, infectious disease prevention and treatment, and overall 
health promotion. 

Community economic development and health in low- and middle-income 
countries
In developing countries, gains in income are most frequently associated with child health outcomes, particularly nutrition and 
routine immunizations. There is a demonstrated body of evidence of the association between income and health at the individual 
level. Additionally, there is significant evidence that improved community health contributes to a greater community-level economic 
development, although the impact of economic development at the community level on the overall health of that community’s members 
has a smaller base of evidence.197,198,199,200

In LMIC, financial constraints consistently force families to choose among daily 
essentials, leaving little money for other emergencies or financial setbacks such 
as illness or unemployment. Compared to developed countries where income 
insecurity and inequality tends to be linked with chronic illnesses, in developing 
countries poverty is linked with more acute health outcomes, such as long-
term or permanent disability, poor adherence to medications and treatment 
regimens, and growth stunting and child and infant malnourishment and 
malnutrition.201,202,203,204,205,206 There is strong evidence that economic security can 
positively impact an individual’s or household’s health and, in turn, sustainably improve a family’s income and economic security. 

Types of interventions and target populations
Economic development interventions aimed at improving health outcomes in developing countries are most often seen as 
microfinance, cash-transfer, vouchers, community-based health insurance, CHW programs, and job creation strategies. Many of these 
programs are designed and managed by external NGOs and external donors, CBOs frequently carry out the day-to-day management 
and implementation of these strategies. These locally run organizations offer a wide array of mechanisms for community members to 
access financial resources to ensure sufficient financial stability to meet the basic nutritional, housing, education, and health needs of 
their households. 

Microfinance
Microfinance has been demonstrated to offer long-term, broad-reaching solutions that, when managed well, can achieve sustainability 
by being self-perpetuating and free of donor support. Micro-loans and micro-insurance provides those without the capital or collateral 
an opportunity to generate income and work for themselves. The structure of microfinance allows for the flexibility that these 
households need and that traditional financial or insurance services do not allow. Access to sustained income enable poor families 
to invest in education, health services, and housing and to create savings which allows them to avoid vulnerability during times of 
crisis or illness. 

Cash transfers and vouchers
Vouchers and cash transfers (both conditional and unconditional) are intended to override financial barriers to accessing health 
services by providing coupons that can be exchanged for monetary incentive (cash) for use of those services. Vouchers provide 
direct coupons for service provision where services are not free, while cash transfers are a mechanism for encouraging health 

There is strong evidence that economic 
security can positively impact an individual’s 
or household’s health and, in turn, 
sustainably improve a family’s income and 
economic security.

, Economic Development Interventions

http://www.globaltolocal.org


37www.globaltolocal.orgLandscape Assessment   
                

care–seeking behavior in settings where health services are free, but other barriers exist to accessing those services.207 There is a 
significant gender component to the use of cash transfers and vouchers. Studies have found that targeting transfers to women can 
improve household health and increased investments in children’s health and education.208

 
Evidence from a systematic review demonstrates that there is no significant difference between conditional cash transfer and direct 
transfers in improving nutritional outcomes.209 However, other systematic reviews point to higher uptake in preventive services and 
behaviors in conditional cash transfer programs as compared to in-kind transfers.210 Evidence from a systematic review looking at the 
effects of cash transfer programs on TB medication adherence found that the intervention group has a higher chance of treatment 
success (73 percent) compared to the control group at 60 percent.211 The incentive structure in the conditional cash transfer program, 
in these cases, appeared to significantly improve treatment outcomes and even lower the death rate in the intervention group by 23 
percent over the control group.212

Community-based insurance
Community-based health insurance programs have been used to bolster financial inclusion 
and security within communities and have been shown to increase health-seeking behaviors.213 
However, these strategies are prone to fluctuating in membership and are often the first 
expense a family will sacrifice when forced to make financial trade-offs. Community-based 
health insurance has experienced greater success in situations where it is integrated into 
national health-financing strategies. 

Like many other health interventions in developing countries, economic development programs tend to be targeted towards rural 
populations where economic opportunity is scarcer. These programs usually focus on a specific population with similar socioeconomic 
characteristics or health indicators. These populations, unlike their developed-nation counterparts, need not necessarily be 
marginalized, diverse populations and are often homogenous groups. 

Common success factors
Clear successes with economic development interventions in LMIC include the following:

• Macro-level support: Without pro-poor policies at the national government level, economic development interventions will 
not achieve sustainable success. Governments must recognize the link between financial security, population health, and 
national expenditures on health care and must develop integrated policies that target both economic development and health 
promotion, particularly among the poor and informal labor sectors.

• Strong partnerships with local NGOs and CBOs: To successfully introduce economic development programs, it is critical 
to understand the needs of the community and any unseen barriers. Collaborating with CBOs and eliciting feedback from 
community members ensures that financial incentives and income-generating projects will reach their intended beneficiaries 
and achieve the desired outcomes. This includes incorporating needs assessments and landscape analysis to determine if the 
programs are needed in that community and if the culture will be amenable to that program. 

Common barriers to success
Identified barriers to economic development interventions in LMIC are as follows:

• Local politics: Local governments are heterogeneous institutions with many departments operating at different levels that 
impact economic development and health. They may have pro-poor policies in one department, but not in another, dampening 
the overall effect on the well-being of a community. Additionally, the local government may have many pro-poor policies, but 
there is politicking and feet-dragging that inhibits the success of the overall effort. 
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• Economic development interventions separate from health: Economic development should not be a separate issue from 
health. In most local governments, social and economic initiatives are institutionally separate and often delivered by different 
agencies. This creates inefficiencies in services offered, which not only is costly to the local government implementing the 
services but also has a high opportunity cost for the individuals receiving the services.

Case study: PATH’s Safe Water Project

In the Indian village of Vavilala, women have found a way to improve the lives of their families. 
With microfinance loans and each other’s support, they have been able to improve the yields 
on their farms and start small businesses. They still must drink water from the village’s wells, 
but the water is turbid and unsafe to drink. Water filters can eliminate the risk of water-borne 
illness and diarrheal disease, but even affordable filters can cost as much as a third of a family’s 
monthly income. Microfinance can help get the filters into rural homes.

Creating a distribution network to villages is costly for water filter companies. PATH linked companies with local microfinance organizations. 
Women take a low-interest microloan for the filter and pay it back in installments over six months. It’s a model that multiplies—one woman buys a 
water filter, then others become interested and the idea spreads. By collaborating with microfinance organizations, PATH can reach families with 
clean drinking water.214

Health and local economic development in high-income countries
In developed nations, the link between income and health is well documented across almost all health outcomes, affecting individuals 
in HIC, including chronic disease, diabetes, depression, heart disease, cancer, and even nutrition.215,216,217,218

In the United States and other developed countries, individual wealth has been demonstrated to be directly linked to health outcomes, 
with poorer individuals suffering increased health risks. Individuals who are uninsured or underinsured are at a significantly greater risk 
of adverse health outcomes, even when free or low-cost health services are available. For example, people without health insurance 
tend to delay seeking treatment for an illness, compounding health problems and resulting in higher emergency medical costs.219 
Individuals without insurance are also less likely to seek preventive, prenatal, and maintenance care, compounding health problems and 
negatively impacting economic development in the long run, while increases in wealth directly impact an individual’s ability to access 
health services and achieve good health. This barrier is compounded by the subtler connection between health and the macro-level 
social determinants of health that enable an individual to engage in a healthy lifestyle. 

Types of interventions and target populations
Strategies for tackling health disparities in social determinants of health in the developed world are broad, holistic, and policy-oriented. 
Many authors have proposed innovative approaches for reducing health disparities in HIC, including policy changes that encourage 
availability and affordability of fresh foods, employment laws to protect vulnerable and marginalized groups from hiring exclusion, 
incorporating health best practices into housing and built environments, and incorporating community engagement and capacity-
building activities into housing and public health initiatives.220,221 
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Efforts for local and community economic development and health interventions have largely targeted urban low-income communities, 
although these interventions have also been introduced in rural areas working with diverse and marginalized populations, particularly 
Native American and migrant agricultural communities. In the United States, neighborhoods targeted for community development 
interventions tend to have more pronounced diversity than their more affluent counterparts, have lowers social capital, and include 
groups of recent immigrants, often with limited English proficiency. Communities that are engaged in these types of interventions often 
have a history of social marginalization, have limited access to municipal or regional services, and have a significantly lower average 
education level than the mean for that area. 

Common barriers to success
Identified barriers to economic development interventions in HIC are as follows:

• Income inequality: Income inequality in the United States and other developed nations proves to be a major barrier to income 
growth and health outcomes for poorer individuals. Given the systemic nature of the problem, interventions aimed at improving 
health outcomes through economic development interventions have not yet demonstrated success. A national reform effort is 
needed. 

• Identifying the causal linkages: The causal linkages between health and economic development measured as increased 
income or human capital remain fuzzy in the literature. Evidence does not clearly demonstrate that health leads to economic 
development or vice versa: there are many intervening factors. This does not diminish the importance of economic 
development in improving health outcomes, or improved health increasing an individual’s or household’s wealth.

Case study: G2L’s Food Innovation Network

When G2L conducted its initial community needs assessment, the top responses they 
heard to the question, “What makes it hard for you to be healthy?” were related to 
economic stability. While health care access is important, so are jobs, good wages, and 
the ability to pay for a roof over one’s head and put food on the table. One way G2L has 
responded to this community priority is to launch, alongside many partners, the Food 
Innovation Network (FIN). Network members support low-income individuals to start 
food businesses with the dual goals of improving food access and supporting economic 
development. To date FIN has supported dozens of food entrepreneurs along their path 
to achieving their dream of owning a food business, and in 2017 the network is opening 
a commercial kitchen where entrepreneurs can launch their business with the support 
of FIN service providers.

Recommendations for future investment in economic development to 
improve public health
Because economic security is such a high priority for the communities we serve, G2L will continue to invest in this approach and in 
multiple ways. In the coming year, G2L will train its CHWs to be financial coaches and will partner with a local credit union to support 
savings efforts. We are also collaborating with local agencies and health care providers to create employment pathways for immigrants 
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and refugees who were trained health care professionals in their country of origin but are doing low-wage work in the United States. All 
of this will be integrated into our health programing with the expectation that in combining these themes we will see better outcomes 
in each area. While the outcomes of these interventions remain to be seen, we are already hearing that our community is excited for 
this new program because it is exactly what people have been asking for. Based on this response, G2L hopes that other organizations 
will step outside of their comfort zone—particularly if they are a traditional “health organization”—and think about the role that financial 
security plays in health. If the community is saying that economic hardship is the biggest factor impacting their health, shouldn’t the 
health sector pay attention to that?
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6. Linking Primary Health Care with Public Health

Photo credits: PATH

Linking primary health care with public health services 
to improve integration and efficiency in health service 
delivery

What does linking primary health care with public health services mean?
Linking public health with primary care requires integrating population-based health services with primary care delivery and vice versa. 
In the United States, there is a clear distinction between public health services provided by the government and the primary care 
services operated by private organizations. Although there are some exceptions for state hospitals and publicly funded community 
health or free clinics. In many LMIC, providing primary health services is the responsibility of the national health ministry. The ministries 
of health operate clinics at every level, from the national to the community level and, thus, there is no separation between primary and 
public health services. 

The American public and private health systems have made a concerted effort to divide the responsibility for different types of care 
delivery. Public health departments often cut services from their clinics that can be handled by private primary care providers, to better 
serve population-based health interventions. In the United States, this trend can be seen in the transfer of responsibilities for childhood 
vaccinations from public health departments and clinics to primary care providers. 

What problem does integrating public health services with primary care 
address?
Public health and primary care services are often disjointed and disconnected in HIC, specifically the United States. Integrating public 
health interventions with primary care services answers:

• The need for integrated, collaborative service delivery to promote and manage population health.
• The need for coordinated service delivery during times of crisis.
• The disconnect between private primary care and access to social services and vice versa.
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There is a growing recognition in the United States of a need for better integration and collaboration of public health and primary 
care to respond to the increased risk of infectious diseases, as well as a need to better respond to the health needs of individual 
communities that may be underserved by both health systems. 

Summary of evidence
The findings on the benefits of linking public health services and primary care are as follows:

• Integrating public health with primary care services will require a restructuring of the current health delivery system in 
the United States and is not cost-effective in the short run, but it provides extraordinary potential for cost savings and 
effectiveness in the long run. 

• There is strong evidence that in HIC, increased integration and collaboration between public health and primary care can 
improve not only access to services but also increased health education, increased usage of the health system, and expanded 
access to additional social services. The evidence also demonstrates potential for 
improved health outcomes. 

• Evidence demonstrates that adding services to routine care in LMIC can be a cost-
effective way to enhance the continuum of care, but their coverage remains quite 
limited.222 There is inconclusive evidence from LMIC that integrating public health 
services into routine care improves health outcomes or that it increases either 
patient knowledge of health behaviors and risks or utilization.223 

Table 7. Summary of benefits of integrating public health services and primary care.

Outcome/Goal Summary of Evidence

Improve public health education 
and access to population health 
interventions 

Integrating public health and primary care services is shown to:
• Improve childhood immunization coverage.224 

• Improve health outcomes for those in HIC suffering from chronic diseases Martin-Misener 2012).225 

Improve interagency collaboration 
and increase access to social and 
health services

Integrating public health and primary care services is shown to:
• Increase rates of immunizations in HIC.226 
• Increase capacity and coordination in times of emergencies.227 
• Increase and sustain participation by primary care providers and general practitioners in these interventions.228 
• Increase delivery of preventive services.229 

Reduce health disparities and 
inequities

Integrating public health and primary care services is shown to:
• Improve access to health care and reduce health disparities in LMIC.230

Strengthen Health Systems Integrating public health and primary care services is shown to:
• Contribute to comprehensive health care, strengthening the health system in a sustainable manner.231 

Integrating public health and primary care services in low- and middle-
income countries
In LMIC, access to primary care is severely limited by costs, inefficient or nonexistent infrastructure, and human resources capacities; 
outcome-oriented public health priorities are often the foundation for other health services offered. In many situations, the only 
comprehensive health care individuals will receive occurs at the time that they access a service, such as immunization, HIV testing, 

Table 7 summarizes the evidence 
across the main outcomes or goals 
of integrating public health services 
with primary health care.
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or family planning. Thus, health program planners in developing countries recognize and attempt to optimize the brief and infrequent 
visits individuals have with health professionals by integrating critical primary care components into outcome-specific health care. 

Types of interventions and target populations
One of the most common examples of integration of outcome-specific services in developing countries is the effort to combine child 
survival interventions with immunizations. These interventions piggyback on existing robust health delivery systems and distribution 
systems for vaccinations and malaria prevention supplies to improve the breadth and depth of coverage for vital child survival 
interventions. Included in immunization services are supplements; growth monitoring; bednet distribution; health education and 
education on treatments for common health problems; HIV/AIDS awareness; family planning services; and distribution of key vitamins 
and minerals to supplement their diets.232

In addition to providing additional services at regular child immunization visits, health 
professionals in developing countries are looking to provide communities with health 
education at existing facilities.233 Child survival interventions have been integrated 
with immunization as part of routine immunization services. Services added to routine 
antenatal and immunization care are reported to be cost-effective strategies to improving 
access and maintaining participation in the continuum of care.234 However, the evidence 
is inconclusive as to whether integrating STD education, family planning, and maternal 
and child health services into routine care instead of “vertical services” improves health 
outcomes and client knowledge or increases service utilization.235

Common factors to success
Clear successes with integration in LMIC include the following:

• Strong organization and leadership: Primary care and public health in developing countries have a long history of service 
integration. Adapting an already strong system to include additional services is much easier and cost-effective than 
establishing an entirely new vertical program, as would be the case in HIC like the United States.

• Effective and substantive outreach: Using existing networks of CHWs and other common outreach strategies in 
immunizations extends services to remote, rural, low-resource areas. 

Common barriers to success
Identified barriers to integration in LMIC are as follows:

• Disparate coverage: The concentration of interventions around existing systems and service delivery areas might compound 
disparity by providing additional service to people with existing access to health services. Individuals who are not already 
receiving services from one vertical system, such as immunization, will not have access to any health services added into that 
system. Alternatively, unintegrated programs may seek out different target populations, providing fewer services to more people.

• Lack of sufficient evidence: Despite a growing trend towards comprehensive integration, there is minimal evidence of the 
effectiveness and impact of this approach on improving targeted health outcomes. The data that is available offers conflicting 
interpretations of the effectiveness and impact of integration. 
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Integrating public health and primary care services in high-income countries
Despite the historic separation of public health and primary care in the United States, there is a growing recognition that better 
health outcomes can be achieved through increased coordination and collaboration between primary care and public health, 
especially in the case of emergency and disaster health services.236 While the separation of public health and primary care is the 
norm in the United States, there are both innovative and existing models that can foster the integration of services. Community-
Oriented Primary Care (COPC) is a model of health service development that integrates public health and primary care to deliver 
prioritized services to a defined population. There has been a recent surge of multiservice centers that integrate health care with a 
wide range of community support services and can provide insight into how integration can be expanded domestically. 

Types of interventions and target populations
While many clinics practice COPC, the level of integration of services varies dramatically. In addition to COPC, partnerships, 
collaboration, and cooperation can take many different forms. In some cases, services remain firmly in the domain of medical care 
while in others expansive partnerships have been formed with the goal of connecting clients to a wide range of medical and social 
services. In many instances, these partnerships are formed between several organizations that operate out of different facilities, 
although there is a growing trend to consolidate these services under one roof. 

These interventions are place- and context-specific and focus on collaborating 
across the local landscape of available services. Programs try to create broad 
partnerships that will respond to a wide range of needs in the target population. 
Through both expanding the range of available services within the health center 
and by forming creative partnerships, projects seek to address the full range of 
issues that impact the health of the communities in which they work. 

In some cases, integrating public health into primary care services requires training primary care providers on public health and population 
health-related tasks. These interventions led to positive changes in health outcomes and wider participation in other public health 
initiatives.237,238,239 In high-income countries, mainly the United States, these programs were targeted at decreasing the incidence and 
severity of obesity and chronic disease through integrating preventive care, screening, and health promotion activities.240 Integration 
of public health in primary care services also incorporated the use of referrals and recommendations by primary care providers for 
patients to seek out vaccinations, screenings, and other public health interventions.241 

 
In HIC, the burden of chronic diseases such as hypertension, diabetes, and heart disease are generally higher than in low- and 
middle-income-country settings. These programs aimed to incorporate proven public health strategies into primary care to produce 
the desired health outcomes. Evidence proves these interventions to be effective at improving the targeted health outcomes, as 
well as improving uptake in other public health-related programs.242,243 These programs tend to target a specific geographic area, 
and the target populations tend to be minorities in low-resource settings. 

Common factors to success
Clear successes with integration in HIC include the following:

• Coordinated approach: The integration of public health interventions and primary care services were most successful when 
expectations aligned and when partners involved were coordinated in their approach from program design to implementation. 

• Standardization of data collection: Programs that aligned and standardized their data collection, analysis, and 
dissemination were generally more successful. 

Programs try to create broad partnerships 
that will respond to a wide range of needs 
in the target population.
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• Leadership: Successful integrations and collaborations are often associated with endeavors that had strong, inspired 
leadership. These leaders, both individuals and groups, were instrumental in setting the vision and the direction and followed 
the intervention through implementation and evaluation.

• Mutual trust: For public health and primary care integration to be successful, clear expectations and responsibilities need to 
be set by all actors involved to build mutual trust and reduce moral hazard and principal-agent problems. 

• Geographical proximity: Interventions where the health centers and social services were in close geographical proximity, or even in 
the same building, were far more successful at reaching target populations than those where services were in disparate facilities. 

Common barriers to success
Identified barriers to integration in HIC are as follows:

• Lack of funding: Due to the siloed nature of the health care system in the United States, to integrate public health services and 
primary care, robust and sustainable funding is necessary. These interventions require medical and social service professionals 
to rethink the delivery of health care, which requires a lot of capital. Interventions that lacked enough funding to sustain these 
services were often less successful than their counterparts.

• Increased or burdensome cost on consumer: Interventions that set additional costs and restrictions on the consumer were 
often less effective than those that were free or centrally located, reducing the amount of time needed to receive services. 
Studies indicated that programs need to be mindful of the impact of fees on the populations they serve, as they are usually 
vulnerable and marginalized populations in low-resource settings. 

• Lack of racial and social justice component: Programs were often unsuccessful when they failed to consider the culture- and 
context-specific needs of their target populations. Interventions that incorporated racial and social justice components into 
their programs were often more well-received by the community and their target population.

Case study: G2L’s Connection Desk

Launched in partnership with HealthPoint in 2013, G2L’s Connection Desk deploys volunteer university 
students to address the underlying social issues that often drive poor health—things like access to 
food, transportation, language training, and employment. To date the Connection Desk has provided 
over 9,000 referrals, including over 5,000 people enrolled in health insurance under the Affordable Care 
Act. G2L is now working with other health care systems to replicate and scale this program.

Recommendations for future investment in integrating primary care and 
public health services
The Centers for Medicare and Medicaid Services is increasingly investing in social service and clinical integration, and there is hope 
that this sort of work (like the Connection Desk) could be funded in the future. Despite some uncertainty about where these efforts will 
go under a new administration, there is an increasing understanding that health cannot be achieved without addressing the underlying 
factors that promote (or inhibit) health. Thus, we hope that other efforts will continue to seek out linkages between clinical care and 
public health services and experiment with new partnerships and approaches that bring these areas together. Ideas include increasing 
the presence of public health services in medical facilities, building partnerships between health services and workforce development, 
and piloting programs that allow providers to write prescriptions for food or housing.
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7. Community Mobilization and Leadership Development

Photo credits: PATH

Community mobilization and empowerment to promote 
leadership development at the community level

What is community mobilization and empowerment?
Community mobilization and empowerment approaches can be implemented as a standalone intervention or as part of a broad 
community-based health intervention. Community empowerment seeks to engage the community in the program design and 
implementation, solidifying the community as a stakeholder in the overall success of the program through social accountability and 
community-leadership development. 

Literature on community empowerment and mobilization recognizes the central role that individuals and groups have in becoming 
leaders and champions of their own health. Empowerment and ownership of their health status and health improvements by 
communities is often marked as a sign of success for interventions aimed at promoting population health. Through community 
participation and empowerment, communities can define their greatest health challenges and specify their needs to national health 
systems, donors, and external actors, allowing for a targeted health intervention that suits the needs of the community and is relevant 
to the context and the culture of that community. Collective ownership of programs and interventions are designed to address social 
and structural barriers to their overall health and human rights. 

What problems does community mobilization and empowerment address?
Community mobilization and empowerment approaches have been introduced in a variety of settings as a response to the following 
challenges:

• Health service access, availability, or delivery that is not determined by community needs.
• Health programs and interventions that do not adequately reflect the cultures or communities of their target populations.
• Unstable and unsustainable transitions from externally-managed interventions to community-led interventions.
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Summary of evidence
The findings on the benefits of community mobilization and empowerment are as follows:

• Systematic review, meta-analyses, and single studies indicate that there is conflicting evidence that community 
engagement and empowerment in health interventions leads to improvements in targeted health outcomes.244,245,246 There 
is insufficient evidence to determine whether one model of community engagement is more effective than another. 

• From economic impact analyses, there is weak and inconsistent evidence that community engagement interventions are 
cost-effective.247,248,249 

• Evidence from systematic reviews conducted in HIC indicates that community engagement as part of a multifaceted approach 
to health promotion may have positive impacts on health outcomes, reduced incidence and risk of noncommunicable diseases, 
and has the potential to be cost-effective.250 However, there is limited evidence from systematic reviews and meta-analyses 
of the impact of cost-effectiveness of a specific community engagement 
component. 

• Evidence from systematic reviews conducted in LMIC indicates that 
community engagement and empowerment is a critical component to 
broader health interventions.251 Community engagement is a necessary 
component to carrying out needs assessments and social mapping.252 

Table 8. Summary of evidence of community empowerment and leadership development.

Goal Summary of Evidence

Reduce health inequalities and 
disparities

Community empowerment has been shown to:
• Engage members of disadvantaged and marginalized communities in public health initiatives.253 
• Expand access to care for disadvantaged and marginalized groups by identifying community health needs and 

opportunities for collaboration and leading delivery interventions.254 

Increase efficiency and cost-
effectiveness of programming

Community empowerment has demonstrated:
• A potential for cost-effectiveness when used in combination with existing community-based interventions and 

community empowerment models.255 
• A positive outcome from community mobilization to bring about cost-effective and substantial reductions in 

health risks and improve long-term health outcomes, reducing future costs to the health system.256 

Overview of intervention
There is a broad consensus among the global health community that local communities should be actively involved in improving 
their own health. Community mobilization and empowerment can include any of the previously discussed interventions, covering a 
wide range of diseases and health outcomes. Unlike the interventions previously discussed in this landscape analysis, community 
mobilization and empowerment is not a standalone intervention. Increasing community participation and enhancing leadership 
development tends to be used in conjunction with other interventions to target specific health outcomes. The literature on 
empowerment and leadership-development interventions tends to focus on two different levels: the individual and the community. For 
the sake of this landscape analysis and the scope of this intervention, we chose to focus specifically on the leadership development 
and empowerment of the community in improving health outcomes. 

Leadership development and empowerment literature tends to focus on health promotion interventions. Health promotion often 
comprises a tension between “bottom-up” and “top-down’ program design.257 Bottom-up programming tends to focus on concepts 

Table 8 summarizes the evidence across 
each intended outcome of community 
mobilization and empowerment.
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of community empowerment, directing issues of concern to groups or individuals. Bottom-up programming also targets some 
improvement in their overall power or capacity to make decisions and claim ownership of their health as the key health outcomes. 
Top-down programming is more associated with disease prevention efforts, involving groups or individuals in issues and activities 
defined by health agencies and global health agendas, regarding improvement in certain health behaviors as the key health 
outcome.258 The focus of this section is the bottom-up approach: empowering and enabling communities to take ownership of their 
health and promote the health outcomes they deem most relevant and needed.

Community mobilization and empowerment in low- and middle-income 
countries
There has been a trend in global health interventions in LMIC, historically, where external funders and actors implement programming 
with little to no consultation with their target population or their community in program design and implementation. This historical 
trend has led to mixed results, some interventions having cited an improvement in critical health indicators while other programs 
cited no significant impacts. In the last 20 years, literature has cited a change in this trend, incorporating and involving communities 
into needs assessments, program design, and implementation. Community empowerment and participation focuses on making 
communities leaders in their health decisions and outcomes. 

Types of interventions and target populations
Many community empowerment and mobilization approaches engage local leaders in the 
process of designing and implementing public health initiatives. The types of engagement 
exist on a spectrum from informing to consulting, collaborating, partnering, and empowering 
through leadership development.259 Community participation and leadership development 
can include engaging local leaders and groups at each stage in the process, creating 
committees to tackle specific tasks and issues, responding to the advice and needs of the 
community, social mapping of the community, and census taking.260 

Community empowerment and mobilization has the potential to impact a multitude of health interventions in LMIC, especially those 
with the highest burden of disease, including maternal and child health, health promotion, malaria and infectious disease, HIV/AIDS 
and reproductive health, and noncommunicable disease. Additionally, there is evidence that community mobilization is an effective 
method for promoting participation and empowering communities among a wide range of other non-health-related outcomes.261

Evidence from a systematic review demonstrated that community participation had statistically significant positive impact 
on maternal and newborn health as a part of a package of interventions.262 Evidence from systematic reviews indicates 
significant reductions in maternal morbidity (28 percent), neonatal mortality (69 percent), and still births (66 percent) because of 
implementation of community-based interventional care packages.263 Brunton et al. (2014) looked at how community engagement 
interventions worked with implementing skilled birth attendants. Evidence from the systematic review points to community 
collaboration models as potentially effective in increasing coverage rates and health outcomes.264 Trial evidence based on 
the experience pre- and post-Alma-Ata Declaration indicates that community mobilization can bring about cost-effective and 
substantial reductions in mortality and improvements in neonatal, maternal, and child health outcomes.265 However, long-term 
impacts on maternal, newborn, and child health outcomes have not yet been observed or closely studied. 
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Malaria interventions require higher levels of community engagement. To employ a community engagement or mobilization model 
so that communities can be invested and champions of their own health outcomes, a program must:266 

• Increase knowledge at the community level of the disease—how it works, prevention and treatment.
• Work with communities to develop acceptable and effective intervention packages.
• Understand and address the community and household incentives and disincentives for participating (e.g., opportunity costs).
• Be sensitive to gender and cultural conditions to increase participation and engagement.
• Work at all levels to develop social cohesion between the program and the community.
• Ensure the commitment of authorities to genuine participation and decentralization of decision-making.
• Engage support and ensure resources for participation and locally embedded civil society agencies.

Community engagement and participation has played a crucial role in successful 
disease control and elimination. Malaria prevention and control is dependent on 
vectors, with different strains present in different vectors. Movement between 
vectors with individuals carrying different strains of the disease can lead to an 
increase in malaria transmission within a community.267 Controlling the disease 
within a vector requires community empowerment and involvement in prevention 
and control of the disease. Evidence from a systematic review shows statistically 
significant reductions in disease incidence and prevalence using various forms of 
community engagement. The current global malaria elimination campaign calls for a health systems strengthening approach to provide 
a conducive environment for elimination and treatment programs in developing countries. To realize the benefits of this approach, it is 
necessary to engage and mobilize the “people” component of health systems and understand the multi-level factors that influence their 
participation.268 It is critical to the success of malaria treatment and control efforts to engage the communities in the process of program 
design and implementation to secure their buy-in to improving health outcomes and become champions and leaders of the program. 

Community empowerment can play a vital role in destigmatizing and preventing HIV/AIDS in sex workers. Evidence from two 
systematic reviews indicates the community empowerment–based approaches to addressing HIV/AIDS among sex workers are 
significantly associated with reductions in HIV/AIDS and other sexually transmitted diseases and with increases in consistent condom 
use among clients.269,270 However, despite the promise of community empowerment approaches, the studies identified structural 
barriers to implementation and scale-up, including regressive international discourse and pressure, funding constraints, national laws 
criminalizing sex work, and pervasive social stigma, discrimination, and violence.271 

Overall, systematic reviews and meta-analyses indicate that there is solid evidence that community engagement interventions have a 
positive impact on health behaviors, consequences, self-efficacy, and perceived social support outcomes across various conditions.272 
However, the literature points to a lack of clarity on whether one model of community engagement is likely to be more effective than 
another. Additionally, there is insufficient data to suggest that community empowerment models improve social inequalities.273 Given 
the breadth and depth of the range of interventions, populations, and outcomes, systematic analysis and interpretation of these 
interventions is difficult. 

Common success factors 
Clear successes with community mobilization and empowerment in LMIC include the following:

• Social accountability: Engaging communities from the beginning of the program allows for buy-in to their eventual success 
and for the communities to set priorities based on their specific needs. This buy-in is critical to the success of a public health 
intervention as it makes communities accountable for their own success.274 

Evidence from a systematic review shows 
statistically significant reductions in disease 
incidence and prevalence using various 
forms of community engagement.
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• Coalition and partnership building: Community empowerment approaches were most successful when coalitions and 
partnerships were built and maintained during program design and implementation.275 These partnerships formed a foundation 
for communities to empower themselves, becoming leaders and champions of the intervention to lead to better health 
outcomes for the entire community. 

Common barriers to success
Identified barriers to community mobilization and empowerment in LMIC are as follows:

• Funding and budget priorities: As with many other interventions, community mobilization and empowerment requires 
adequate long-term funding to achieve improvements in health outcomes. Community empowerment requires resources up 
front to build both relationships and the program, as well as funding over time to maintain those relationships and carry out the 
program. Without adequate long-term funding, community empowerment approaches are vulnerable to program attrition and 
erosion. 

• Political will: In the same vein as the barrier listed above, community empowerment interventions are vulnerable to changes in 
political will and strategic priorities. Due to the long-term nature of these approaches and observable outcomes, they can often 
deter policymakers from continued interest and funding, presenting a barrier to the overall success for the program.276 

Community mobilization and empowerment in high-income countries
Community participation and leadership is a central principle of public health policy and practice in high-income country settings. 
Community engagement approaches are used in a variety of water to facilitate participation and leadership development, ranging 
from the more utilitarian, involving lay delivery of established programs, to more empowerment-oriented approaches.277 In HIC, 
community empowerment and mobilization approaches typically take a population-based 
approach, focusing on health promotion and behavior change with a multitude of different 
community engagement approaches and strategies.

Community participation and empowerment in HIC focuses on building skills, capabilities, 
and knowledge through social networks and community organizations.278 Participation in 
HIC is focused around representation, community leadership, and activism. Community 
empowerment approaches go one step farther than community-based approaches; they 
are focused on mobilizing assets within communities, promoting equity, and increasing the 
community’s control over their own health outcomes. 

Conclusions drawn from the literature show that community empowerment and mobilization is commonly thought of as an 
intervention, in the utilitarian sense, focusing on the health impacts of professionally implemented programs. However, it becomes 
harder to capture the full effects of an intervention as professional control is relinquished and communities can lead the interventions 
on their own. 

Types of interventions and target populations
The most common types of interventions associated with community empowerment and mobilization in HIC are health promotion 
to reduce noncommunicable disease prevalence or morbidity, mental health, and maternal and child health. In HIC, community 
empowerment approaches tend to be incorporated into the larger program design, instead of a standalone program component. 
However, the research demonstrates that community engagement and participation can positively impact targeted health outcomes.
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Evidence from a meta-analysis revealed that by incorporating a community engagement approach into health promotion programming, 
there was a small, but significant reduction in body mass index among participants in intervention communities.279 This review 
suggests that population-based, community engagement interventions can be effective in achieving modest reductions in obesity and 
weight gain among communities. However, results are mixed. Results from a single study conducted in the United Kingdom indicate 
no evidence of impact on primary outcomes associated with health promotion: healthy eating and weight gain.280 There was evidence 
of positive impacts on some secondary outcomes, such as reducing unhealthy 
eating and increased perception of neighborhood cohesion and cooperation. 
Similar studies have found that, while the evidence of the impact on health 
promotion remains limited and context-specific, these initiatives showed mixed 
results in improving population health through health promotion, as well as 
positive results in secondary outcomes, such as housing, crime, social capital, 
and community empowerment.281

 
Mental health and maternal child health represented small portions of the available research from systematic reviews and meta-
analyses but showed promise in improving health outcomes in the target communities. A community-based collaborative care model 
for mental health was shown to have a greater influence in reducing psychiatric admissions than the standard, control group.282 
There was no statistical significance in cost between the standard intervention and the collaborative care model, with a community 
participation approach. 

A single study focused on maternal and child health in the United Kingdom used a community organizing approach to their 
community engagement and empowerment model. They sought to implement an intervention of social support to increase social 
capital, reduce stress, and improve overall well-being in pregnant women and mothers with infants as old as two years of age.283 
The program did not note any significant improvement in well-being, but did indicate increases in social capital and community 
empowerment. The study concludes that community organizing and empowerment is a promising model and method of facilitating 
community engagement in health but calls for more research on health effects. 

Common factors to success
Clear successes with community mobilization and empowerment in HIC include the following:

• Volunteerism: Community mobilization and empowerment approaches were easily implemented and demonstrated success 
in communities and cultures with a commitment to volunteerism. Volunteerism allowed these approaches to increase 
participation and disseminate information through existing networks and activism.

• Multifaceted approach: Community empowerment approaches tend to demonstrate success when used in combination with 
other proven global health interventions. Community empowerment, as it has been expressed in the literature, is not a stand-
alone intervention. 

Common barriers to success
Identified barriers to community mobilization and empowerment in HIC are as follows:

• Limited evidence of impact: There are a multitude of different community engagement, participation, empowerment, 
and mobilization approaches. A main barrier to success for these programs is the lack of systematic evidence on which 
approaches tend to be most useful or impactful in achieving long-term health outcomes. The most useful approaches 
should be identified and used as a starting point for new interventions. The lack of systematic research and evidence on 
this topic poses a potential barrier to success because programs often do not know where to begin.

These initiatives showed positive results in 
secondary outcomes, such as housing, crime, 
social capital, and community empowerment.
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Case study: G2L example
G2L is partnering with Forterra and the Cities of SeaTac and Tukwila to support new leadership in immigrant and refugee communities. G2L has 
provided training and mentorship to over 50 new leaders speaking over 15 languages, supporting them to get engaged in civic activities and weigh 
in on policies and systems that impact their health. Areas where community leaders have been engaged include shaping local comprehensive plans 
and local transit planning; conducting community surveys on safety, housing, and economic development; hosting community gatherings with police 
and fire; and supporting the creation of community gardens. In the coming year, G2L will be further building out its leadership program, taking specific 
learnings from a highly successful program from Sierra Leone, as described below.

Youth-led community engagement: Restless Development is a youth-led 
development agency that supports youth leadership programs in nine countries. 
In Sierra Leone, the organization’s Volunteer Peer Educator Program has been 
operating for a decade and has recruited, trained, and supported more than 
2,000 young Sierra Leoneans to live and work in remote communities across 
the country for up to nine months, often relocating far from their original 
communities. “Young Leaders” work as community resources to mobilize young 
people and their communities on issues related to sexual and reproductive 
health, civic participation and livelihoods in schools, clinics, and youth centers. 
They provide a valuable link between local resources and support young people 
to work with local leaders (formal, traditional, and religious) on issues of importance to the community. During the 2014 to 2015 Ebola outbreak, the 
Restless Development model was expanded to 60 percent of Sierra Leonean communities. 2,500 Ebola social mobilizers played an essential leadership role 
in supporting communities to protect themselves from the disease. 

Recommendations for future investment in community empowerment and 
leadership development
Without new, strong leadership in the communities we serve, G2L sees little hope that our efforts will be sustainable over the long run, 
or that we will see tangible community-level improvements in health. Thus, G2L is dramatically increasing its investment in leadership 
development. As we have heard from the community, they feel like they have no voice, and only when they find that voice will they be 
able to play an active role in changing the systems that have led to the disparities we witness in our society. We encourage investments 
in leadership development for adults and youth—particularly for those who are most marginalized. As G2L has learned, communities 
often have solutions to the challenges they face, they only need the opportunity and the support required to put their ideas into action.
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8. Gender Norms and Gender Equity in Public Health and Primary Care

Photo credits: PATH

Incorporating gender norms and gender equity in public 
health and primary care interventions to improve health 
outcomes and women’s well-being

What is gender integration?
Gender norms, roles, and relations are powerful determinants of the health and social and economic well-being of individuals and 
communities around the world. Gender inequality continues to have a negative impact on many global health outcomes. Gender-related 
power imbalances contribute to unnecessary female mortality and morbidity across the globe. Under the Sustainable Development 
Goals, specifically Goals 3 and 5, the global health and development community has highlighted the importance of gender equality and 
the empowerment of women and girls as a critical component to achieving sustainable development and improvements in women’s 
and maternal health. 

Integrating women’s empowerment into global health requires using the expertise of local women’s organizations in the region you 
are working in, highlighting women’s equity and equality in the organizational infrastructure, disseminating research findings and 
program successes to policymakers in the locale to influence health priorities and encourage gender integration, and publicizing the 
social conditions that are linked to women and girls’ poor health outcomes.284 

What problems does gender integration seek to solve?
Gender considerations and gender equity have been largely passed over by the global health and international development community 
over the past half century, exacerbating existing, and often discriminatory, gender stereotypes and norms. Gender integration and 
framing has been introduced in a wide range of settings as a response to gender-based violence (GBV) and broad gender inequality, 
negatively impacting women’s health and access to health services. 
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The root causes of these challenges include:

• Pervasive societal gender norms that limit women’s equal access to health care and social services.
• Male-dominated cultures and societal norms that make it difficult for women’s empowerment through access to education and 

health care.
• Lack of female health professionals in LMIC, making it difficult for women to define their health status and health needs.

Summary of evidence
The findings on the benefits of incorporating gender equity into health care are as follows:

• Gender considerations or specific focus of health interventions on gender have largely been absent from domestic public 
health and global health in recent decades. 

• In HIC, primary care providers are uniquely positioned to respond to instances of GBV. Educating these providers on intimate 
partner violence (IPV), preventive health screenings, and referral to counseling or social services can improve their patients’ 
long-term health outcomes.285

• In LMIC, women often face more discrimination and are more vulnerable to GBV because of discriminatory gender norms. 
Women in these settings often do not have the same autonomy or authority 
to seek care when needed, leading to negative health impacts.286,287   

• Incorporating gender-specific treatments and screenings into existing 
health visits is likely to improve women’s health outcomes and increase 
GBV identification, while providing a non-judgmental space for counseling 
and referral to relevant social services. 

Table 9. Summary of benefits of gender integration.
Note: GBV=gender-based violence.

Goal Summary of Evidence

Improve women’s health outcomes Gender integration interventions have been shown to:
• Reduce the incidence of GBV through routine screenings on primary care visits and increased referrals to 

relevant social services.288,289

Improve efficiency and efficacy of 
frontline health providers on issues 
relating to GBV

Gender mainstreaming has been demonstrated to:
• Improve capacity and competency of medical and lay health workers through routine and ongoing sensitivity 

and GBV counseling and training.290 

Strengthen health systems Gender mainstreaming interventions have been demonstrated to:
• Increase women’s empowerment and participation in health services, leading to democratic development and 

strengthening institutional capacity.291

Improve sustainable gender 
equality through intersectionality

Gender integration has been shown to:
• Increase women’s empowerment and decision-making authority over her own health and the health of her 

children.292 
• Alter and shift cultural and societal norms dictating roles and responsibilities for women, offering women the 

same access to health opportunities as men.293 
• Change gendered power structures in favor of a more equitable distribution of power among men and women. 

Table 9 summarizes the evidence across 
the main goals and outcomes of gender 
equity and integration interventions.
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Overview of intervention 
Violence against women, particularly IPV and sexual violence, presents major global public health problems and violates women’s 
human rights. The UN defines violence against women as the following:

“Any act of gender-based violence that results in, or is likely to result in, physical, sexual or mental harm or suffering to women, 
including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in public or in private life.” a

Violence against women can negatively affect their mental, physical, sexual, and reproductive health, increasing their vulnerability to 
HIV/AIDS and affecting the health and nutrition of their children. A common factor associated with GBV is the cultural and societal 
norms of accepting violence and pervasive gender inequality. 

The WHO estimates that about 1 in 3 (or 35 percent) of women have either experienced physical, sexual, or emotional violence by 
an intimate partner or non-partner in their lifetime.b  Much of this violence is IPV, with nearly 30 percent of women having been in 
a relationship in which they experience some sort of violence by their intimate partner in their lifetime.c  IPV can take many forms, 
including:d 

• Physical violence
• Sexual violence, including rape, sexual abuse, or sexual assault
• Stalking
• Psychological or emotional aggression

Gender equality is a current focus of the international development and global health 
programs. Gender equity and equality are closely tied to human rights: women are 
entitled to live with dignity and the same freedoms afforded to men. Empowering 
women with the same rights and opportunities as men can improve the health and productivity of households and communities. 
Pervasive and regressive gender norms and ideologies have been demonstrated to lead to widespread and systemic gender inequalities 
in global health and primary care interventions.294 In global health crises, women often do not have the same autonomy or authority 
available to seek health care as men; culturally pervasive and structural gender inequalities can inhibit women and their children from 
seeking care.295

Gender norms and cultural ideologies can lead to increase incidence of GBV for many reasons. If women are not in a position of 
power, they are increasingly vulnerable to those in power. This position of power, usually held by men, can be exercised in many ways, 
including violence against women. Women might be conditioned to accept violence against them because of their culture or a belief 
that they deserve it. This violence can lead to and exacerbate negative health outcomes. 

As there are different levels of gender biases and inequality in global health across different regions, there are interventions aimed to 
address those issues at every level. There are several different interventions that address gender equality, gender norms, and GBV. These 
interventions are implemented at all levels: structural and institutional, at the provider level, and at the individual level. Interventions can 
involve male inclusion into maternal and child health, HIV/AIDS education, IPV screening, and counseling provided by CHWs. 

a Violence against women. World Health Organization. http://www.who.int/mediacentre/factsheets/fs239/en/. Published November 2016. Accessed February 27, 2017. 
b WHO, 2016
c WHO, 2016
d Breiding MJ, Basile KC, Smith SG, Black MC, Mahendra RR. Intimate Partner Violence Surveillance: Uniform Definitions and Recommended Data Elements, Version 
2.0[PDF 283KB]. Atlanta (GA): National Center for Injury Prevention and Control, Centers for Disease Control and Prevention; 2015.

Empowering women with the same 
rights and opportunities as men can 
improve the health and productivity of 
households and communities.
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Many articles and research from gray literature points to the need for a “Gender Integration Strategy” into the programs funded by 
government health ministries, NGOs, and foundations. Incorporating a gender focus into development work involves more than 
empowering women through education and economic opportunity. Gender integration involves including men and communities 
in on why gender equality is important and how it can improve their livelihoods. Gender inequality and gender norms do not just 
disadvantage women but can also lead to provider ineffectiveness, health disparities, and economic inefficiency.296

Gender integration strategies in low- and middle-income countries
It is more common in LMIC for gender norms to be unequal. Gender roles are often more defined in the household, particularly in rural 
and agricultural areas. Interventions aimed at addressing gender disparities, women’s empowerment, and women’s health often include 
a domestic violence component in addition to specialized prevention and treatment programs. However, there are many settings in 
which women do not feel empowered to seek help or services. In many cases, cultural norms condition women to accept discrimination 
and violence against them. 

Women in LMIC take on different roles relative to their gender than their developed nation counterparts and are often assigned 
different and more difficult tasks to be completed in the household. Women in developing countries tend to be unemployed at 
higher rates than men, and many women are homemakers with their husbands as sole earners of income. In addition to raising 
and caring for children, women often are assigned to gather water from distant wells or rivers. For example, women in rural 
sub-Saharan Africa often experience increased rates of infection from faecally transmitted diseases.297 In the same study, the 
researchers found that women experience increased risk of chronic or persistent infections and fatigue caused by carrying water 
over long distances, often on uneven terrain. Water loads can cause injury, especially if women are pregnant, carrying babies, or 
have recently given birth. These cultural and gender norms, can lead to adverse health disparities, not experienced by men.

Progress towards mainstreaming gender into global health will require the 
disaggregation by gender or sex in global health research, interventions, and monitoring 
and evaluation.298 Cultural and societal shifts also need to take place: mindsets need 
to be altered to recognize that gender norms affect everyone’s health and that gender 
in global health is often a political issue. Research has also pointed to a notable lack 
of dialogue between gender advocates in developed and developing countries. There 
needs to be a cohesive direction promoting gender mainstreaming, shifting power 
structures and male hierarchies towards gender inclusion, reducing the incidence of 
GBV, and improving health outcomes for women and girls. 

During the recent Ebola crisis in West Africa, women were conspicuously invisible in global health governance: even though 
they are present and contribute much of the care work, they remain invisible in global health policy.299 Both the short- and long-
term responses to the disease outbreak lacked a discussion on the gendered impacts of the disease, epidemiological data 
disaggregated by sex was late coming, and there was no coherent strategy to include gender indicators. In the countries, most 
affected by the disease, cultural gender norms and gender inequalities were magnified during the crisis. Women were often left 
to care for the dead or dying, leaving them particularly vulnerable to the disease. There was a lack of gender framework in the 
Ebola crisis that could then have been translated to the Zika crisis that disproportionately affects women, leaving them vulnerable 
during pregnancy. Authors cite that in both cases, the responses at the outbreak of the crises presume women have the economic, 
social, or regulatory option available to them to exercise the autonomy contained in international advice.300 However, in many cases 
women lack the autonomy to make their own health care decisions and lack authority to make decisions for their children and 
families. Women may also lack the health education needed to take appropriate action. 
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Types of interventions and target populations
Gendered interventions and programs in developing countries often work in several different interventions. A focus on gender has been 
incorporated into HIV/AIDS interventions, CHW programs, mHealth, primary care, and maternal and child health, as well as malaria 
treatment and prevention of other infectious tropical diseases. 

Gender norms have an impact on the work and the effectiveness of CHWs. 
Social inequities and biases, safety and security, education levels, and 
knowledge of health care tend to inhibit women from seeking health care 
services. Just as cultural norms keep women from accessing health care for 
themselves and their children, CHWs often bring their own biases to their work 
which can, in turn, impact their performance and effectiveness.301,302 Gender 
inequalities and norms can inhibit women from seeking treatment, especially in 
the case of life-threatening disease testing and preventions.303,304,305,306  

The link between intimate-partner violence and women’s health is clear: IPV leads to wide-ranging and serious health effects for 
women. Incorporating screenings and counseling into primary care services can improve outcomes.307 When women have existing 
access to health services, such as primary health care provided by a doctor or CHW, adding an additional component to address 
women’s health issues and GBV tends to be more successful. mHealth interventions have also been demonstrated to increase 
women’s empowerment and decision-making, providing positive avenues for women to communicate with their health providers, as 
well as enabling greater male participation in women’s health.308 However, mHealth interventions should be designed with existing 
gender-based power imbalances in mind, or else they run the risk of exacerbating gender inequalities. 

Gendered interventions in LMIC tend to target rural populations, where access to health care is often more limited. Women is rural 
areas tend to report higher instances of GBV and report feeling less empowered than their urban counterparts. Given the breadth of 
interventions that can incorporate a gendered component or work to reduce GBV, the characteristics and composition of the target 
populations can vary widely depending on the specific context and scope of the intervention. 

Common factors to success
Clear successes with gendered interventions in LMIC include the following:

• Gender integration strategy: Interventions that specifically sought to increase women’s empowerment and decision-making were 
generally successful when they accounted for existing gender imbalances by seeking to correct them through an inclusive gender 
framework, working around gender inequalities, and incorporating men into the program design in a constructive way. 

• Comprehensive: Interventions in IPV and GBV that use complex, comprehensive, and systems-wide approaches have been demon-
strated to be effective and sustainable. These kinds of interventions tackle system- and societal-level barriers to women’s equity. 

Common barriers to success
Identified barriers to gendered interventions in LMIC are as follows:

• Institutional capacity: In LMIC, the strength of the health systems and reduced institutional capacity can serve as a barrier to 
sustainable gains towards increasing women’s empowerment and health outcomes while reducing gender biases and GBV. 

• Cultural competency: Cultural and contextual relevancy are integral to the success and maintenance of an intervention 
targeting gender inequality and GBV. Interventions that fail to address cultural norms and biases in a respectful, collaborative 
way tend to be unsustainable and ineffective. 

Social inequities and biases, safety and 
security, education levels, and knowledge 
of health care tend to inhibit women from 
seeking health care services. 
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Case study: PATH’s Sayana Press

The Sayana Press is PATH’s latest innovation to empower women to take charge of their 
reproductive health. The Sayana Press is an all-in-one injectable contraceptive, using the 
same medicine found in Depo-Provera. PATH and our partners are currently working on 
piloting the technology in countries. In Uganda, PATH trained 2,000 village health workers 
to educate women about family planning. These volunteers are selected because they are 
respected and trusted by their communities, a critical component to the success of CHW 
interventions.

The volunteers were trained to counsel individuals about the range of contraceptive options available to them, with the ability to dispense short-
term methods (e.g., condoms and the pill). The Ugandan Ministry of Health realized that putting a contraceptive in the women’s hands helps them to 
overcome many of the hurdles women face when accessing family planning—the time and money is takes to get to distant health centers to the lack 
of privacy. Sayana Press breaks down those barriers: contraception is now available at the community level and discreet. Women are now empowered 
to make family planning decisions that make sense for them, in the comfort of their own community and without their partners knowing. PATH found 
that in Uganda, 90 percent of women could correctly inject themselves, 95 percent remembered their next injection date, and 98 percent wanted to 
continue with the self-injection method. When you talk to women and health care providers about why they like Sayana Press, there is a common 
response: Sayana Press puts women in charge of their reproductive health.

Gender integration strategies in high-income countries
Gender norms tend to be more equalized in HIC, where women generally have access to the same services as men. Although, in the 
US domestic context, reproductive rights and sexual health for women are often controversial due to religious beliefs around abortion, 
family planning, and sexual education. In pursuit of gender equality and reductions in GBV, gender- and women’s-based health 
interventions tend to focus on the delivery of care and services. 

Types of Interventions and Target Populations
In developed-country settings, women’s health and IPV interventions tend to focus on integrating screenings, counseling, and 
referral services at the point of care, usually a primary or urgent care nurse or physician. Primary care providers are uniquely 
positioned to respond to patients’ disclosure of domestic and IPV. There is a level of trust that individuals share with their doctors, 
and visits are often a safe space, so women feel secure to share their experience. The medical professional can then provide 
additional health services on top of routine screenings, such as mammograms or pap smears.309 Recent health interventions 
have highlighted the need for these health care professionals to offer referral services, such as counseling and social services, to 
improve the woman’s physical and emotional health in the long term.310,311,312 Educating medical providers on IPV and warning signs 
can further inform their approach on recommending screenings and specialized referrals.313 

When seeing a primary care physician is not an option for seeking health advice and services, several other, confidential options are 
available to women who have experienced abuse. There are hotlines that can provide health education and referrals to social and 
counseling services. With the increased usage of smart phone and mobile information technology, women can now download apps 
from several different sources that provide information and resources to women. The National Network to End Domestic Violence offers 
an app that provides tips, information, and resources for women and app developers who aim to address and resolve this issue. The 
United States Navy offers an app that provides information, education, and resources to members of the armed forces to satisfy their 

Photo credit: PATH/Gabe Bienczycki
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General Military Training requirements for domestic violence prevention. This helps members of the Navy to identify and direct victims 
of abuse to the services they need. 

Another app, the Aspire News app, takes a completely different approach to addressing domestic violence on a mobile platform. What 
looks like a news aggregator can potentially be a lifesaving domestic violence alert system. Its “help” page provides a list of local 
domestic violence resources, and its “go” button alerts the users chosen contacts, local authorities, and service providers about the 
violent or potentially violent situation. 

Common factors to success
Clear successes with gendered interventions in HIC include the following:

• Education component: Incorporating gender frameworks tend to be more sustainable when accompanied with an educational 
component. Women can then share their new knowledge with members of their family or community. 

• Cultural sensitivity and competency: As with many other interventions in HIC, aligning the program design and desired 
outcomes with cultural norms and sensitivity is an integral component to the success of the program. An intervention that is 
not relevant to a specific culture or context is unlikely to experience success. 

• Comprehensive approach: Women may not know how to access the most relevant services when experiencing GBV. Many of 
the successful interventions added other services under their umbrella or offered referrals to other services so that women and 
children can seek the care they need.

Common barriers to success
Identified barriers to gendered interventions in HIC are as follows:

• No male involvement: Programs and interventions that failed to include men into their design and implementation tended to 
be less successful that their counterparts. Male involvement has demonstrated to be a critical component to improving health 
and gender equity outcomes. 

• Lack of provider training: To improve women’s health outcomes who have experienced GBV, providers need adequate and 
ongoing counseling and competency training. Providers who do not have sensitivity training or has not recently been updated 
tend to provide ineffective or insensitive services and counseling. 

Recommendations for future investment in 
gender integration in public health
While G2L has not explicitly focused to date on the interventions described above, 
we have engaged almost entirely with women with our CHW work, through our 
fitness and nutrition programs. G2L has not yet focused on reproductive rights and 
GBV in our community. We have established good, working relationships with the 
women in our community and are well-placed to pursue many of the strategies listed above. Moving forward, however, the impact of 
these interventions depends on the specific outcome or behavior the intervention is aiming to address. One of the main limitations to 
gender and women’s empowerment approaches is that they are vulnerable to who holds the power in those cultures and communities. 
Globally, cultures tend to be patriarchal, meaning that women’s empowerment and gender integration is often seen as a threat to male 
power, making interventions of this nature difficult. This can be seen in the current conservative-dominated US federal government, 
where women’s reproductive health and rights are a controversial issue. Most notably, the Trump administration re-introduced the 
global gag rule (aka Mexico City policy), sending a strong message to organizations that the United States will no longer fund programs 
that include abortion as a family planning option. 

One of the main limitations to gender and 
women’s empowerment approaches is 
that they are vulnerable to who holds the 
power in those cultures and communities.
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9. Coordinated and Patient-Centered Care

Photo credits: PATH

Improving the continuity and transition of care through 
integrated, patient-centered primary care

Summary of evidence
The findings on the benefits of integrated patient-centered care are as follows:

• Coordinated care and primary care integration models are relatively new interventions, and while there is little evidence on 
the benefits to long-term health outcomes, these interventions have demonstrated efficiency in reducing costs and increasing 
collaboration among providers.

• There is sufficient evidence from systematic reviews that health systems strengthening and patient-centered care 
improves quality of care, access to care through the integration of services, and innovative service delivery, with a specific 
focus on patients and communities.314 

• Health systems strengthening focuses on improving principal-agent linkages and governance through performance 
management, performance-based financing, and multi-directional integration of services and service delivery.315 In both HIC 
and LMIC, health systems strengthening has been demonstrated to reduce health disparities and inequities and increase 
access to quality health services through patient-centered care and systems thinking approaches.316,317  

• In high-income countries like the United States, primary care is often isolated from specialty care and social services. The 
creation of coordinated care models and Accountable Care Organizations (ACOs) in the United States have provided an 
effective way for providers to cut costs and increase cooperation and collaboration while providing high-quality care to 
patients. Research remains limited on the long-term health benefits of these interventions.

• In most LMIC, primary care models also suffer from highly vertical and fragmented health systems. Implementing horizontal, 
coordinated primary care models requires strong institutions and administrative oversight. There is evidence that these 
interventions decrease costs to providers and opportunity costs to patients, while improving their access to high-quality care 
under a single roof. There is limited evidence on the long-term impacts on health outcomes and health systems. 

• Evidence remains limited on the long-term impacts to health indicators and health systems of these interventions. However, 
available data demonstrate an improvement in the quality and timely access to care, as well as an increased usage in primary 
and specialty care. 
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What problem does integrated, patient-centered primary care seek to solve?
Primary care service integration models have been introduced as a response to challenges related to suboptimal access and quality of 
primary and specialty health services. 

The root causes of these challenges include:

• Weak health systems in LMIC.
• Suboptimal primary care coverage and access, including preventive and 

routine treatment.
• Geographic or financial barriers that limit adequate access to timely care.
• Low levels of linkages and cooperation between primary care providers and 

specialty health and social services.

Table 10. Summary of evidence for patient-centered primary care.

Goal Summary of Evidence

Improve the quality of health 
delivery 

Coordinated care models have been shown to:
• Improve the utilization and outputs of health care delivery.
• Improve health care linkages for individuals with chronic illness such as cancer and diabetes.318,319

• Improve the quality and access to mental health services.320 
• Improve the patient experience of transitioning between care.321 
• Integrate service delivery through innovative approaches aimed at tackling NCDs and multi-morbidity in LMIC.322 

Improve quality of life and targeted 
health outcomes

Primary care integration models have been demonstrated to:
• Reduce hospital admissions and admissions of people with chronic conditions.323,324 
• Increase access and number of screenings for TB and HIV during routine care.325 
• Improve medication and treatment adherence for those with chronic conditions and noncommunicable diseases.326 

Improve population health and 
reduce inequities

Coordinated care models have been shown to:
• Improve maternal and child health, reducing maternal and neonatal mortality.327

• Improve access to care for diverse and marginalized populations.328

• Improve health care delivery systems, created to be culturally competent for diverse populations and designed to 
understand and meet patient preferences.329 

Increase efficiency, access, and 
cost-effectiveness of health 
systems

Primary care integration models have been demonstrated to:
• Streamline health care delivery and improve comprehensive care management, reducing costs to patients and 

providers.330 
• Integrate often disparate health platforms into a patient-centered care model, avoiding fragmentation of health 

services and making it easier for patients to access timely care.331 

Overview of intervention 
With disparate, overlapping health systems and services in both HIC and LMIC, a new approach has changed the way we think about 
strengthening and reorganizing these systems: the systems thinking approach. Global health theory and research demonstrated that 
systems thinking tools and strategies have the potential for transformational change in health systems. These strategies include 
collaboration across disciplines, sectors, and organizations; frequent and iterative learning for individuals and organizations; 
and transformational leadership.332,333,334

Table 10 summarizes the evidence across 
each outcome and goal of integrating 
primary health care services.
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Characterized by a high degree of collaboration and 
communication, coordinated and integrated primary care seeks to 
improve access to and quality of health services, contributing to 
overall health systems strengthening efforts. These interventions 
can include general practitioners and specialists working together 
for a common purpose, usually the care of single disease. These 
interventions can include vertical and horizontal integration of 
health care professionals and health care facilities to offer a 
coordinated continuum of health care to a defined geographic 
population or to address a specific health problem or improve 
a specific health outcome. Care coordination is the deliberate 
organization of patient care treatments between two or more 
medical or social service professionals involved in a patient’s care 
to facilitate the appropriate delivery of health care services.335 
Figure 2 above demonstrates the coordinated vs. traditional model of care.

Integrating primary health care services in low- and middle-income countries
As mentioned in previous sections, LMIC tend to have integrated public health and primary care services. However, like their developed 
country counterparts, primary care delivery is often separate from social and specialist health services, and their integration faces 
many of the same barriers as in the United States (e.g., lack of political will, entrenched interests in the existing system), as well as 
the unique pressure of external donors and funders who have historically channeled funding to one disease area (e.g., HIV/AIDS) as 
opposed to primary health care or health systems more broadly. 

In some LMIC, separate vertical programs can deliver specific interventions that have been demonstrated to improve long-
term health outcomes but can fragment services in the process.336 Other interventions seek to offer a universal integrated 
model delivered at a single point of care, using a standard approach to each patient based on the patient history and physical 
examination. There has been a growing recognition in LMIC that vertical programs should be integrated, using the primary health 
center as that point of integration. 

Types of interventions and target populations
Given the nature of the intervention generally, the specific programs are targeted towards individuals and populations with similar 
health risks and demographic characteristics. Chronic conditions, mental health, HIV/AIDS and infectious disease, and maternal 
child health often require collaboration between primary care and specialist health professionals.337,338,339,340,341 In developing-country 
settings, interventions are targeted towards creating a single point of care to better address these health issues. Having one point 
of care to treat many facets of an individual’s specific health needs has been demonstrated to decrease the opportunity costs to 
consumers of health care while increasing collaboration between health specialists and generalists. 

Interventions that demonstrated success and improvements in short- and medium-term health outcomes targeted populations 
with similar health needs and demographic characteristics. In LMIC, target populations were often in remote or rural settings 
where access to primary and specialty care was difficult. The target populations share similar health indicators and experience the 
same health and environmental health risks. These interventions sought to make relevant care accessible to these populations by 
bringing the necessary care to them, often under the same roof. 

Figure 2. Models of care.
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There is little evidence that a fuller form of integration in low- and middle-income country settings can improve health care delivery or 
health status. Available evidence suggests that a full integration model has the potential to decrease the knowledge and utilization of 
specific services and may not result in health status improvement.342 

Common factors to success
Clear successes with coordinated care in LMIC include the following:

• Linkages: Creating linkages from provider to provider, facility to facility, and patient to patient can make the complex 
organizational structure of these interventions easier to navigate. Linkages can be observed through mobile outreach, task 
shifting, and the streamlining of policies and procedures. 

• Standardization of intervention: Clearly articulating the vision of the intervention and the desired outcomes to all parties 
involved, as well as clearly defining their roles, demonstrated success and beneficial effects to patients. 

Common barriers to success
Identified barriers to coordinated care in LMIC are as follows:

• Weak primary health care models: In many developing countries, there is a shortage of primary care doctors, placing an 
additional burden on non-physician clinicians and CHWs to prevent and manage chronic diseases. Lack of formal medical 
education and adequate personnel inhibits progress towards improved health outcomes. 

• Political authority: In circumstances where government or health institutions lack political authority, health systems 
strengthening interventions can experience implementation problems or can fail to gain the necessary political traction to 
sustain implementation. 

• Institutional capacity: Health systems strengthening requires a certain degree of institutional capacity to carry out the 
interventions to contribute to the further increasing institutional capacity. Weak institutions can hinder the progress towards 
health systems strengthening. 

• Different policies and procedures: Integrating services can prove to be difficult when different organizations have different 
policies and procedures. This gray area can prove to be difficult to navigate across disparate facilities, often with limited resources. 

Integrating primary health care services in high-income countries
HIC have very different primary care delivery systems from LMIC, and primary care systems differ by country. In the United States, 
primary care service delivery models are often very separate from specialist medicines and social services. Other than referrals, there 
is little communication between primary care providers and other medical and social service professionals. As discussed below, 
coordinated and integrated primary care can take several approaches to improve the transition and continuity of health services, while 
having the potential to be efficient and cost-effective for patients and providers.

Accountable Care Organizations in the United States
In the United States, since the passage of the Affordable Care and Patient Protection Act in 2010, Accountable Care Organizations 
(ACOs) have been implemented by groups of doctors, hospitals, and specialty care providers to give coordinated, high-quality 
care to their patients. While initially intended for government-run health insurance (Medicaid and Medicare), ACOs have been 
implemented voluntarily by private-sector health professionals and organizations.343 At the beginning of 2016, there were a reported 
838 active ACOs across the country with services areas in all 50 states and the District of Columbia (see Figure 3).344 Research 
estimates that 28.3 million Americans are now covered by an ACO arrangement.
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The goal of ACOs is like the goal of horizontal primary care 
integration models: ensuring patients receive the right care at 
the right time, avoiding unnecessary duplication of services, 
and preventing medical error. ACOs can deliver high-quality, 
timely care while spending health care investments by 
individuals and government programs more wisely. ACOs are 
often seen to decrease government health care spending while 
improving access to care and health outcomes. 

In the United States, for both private and public services, ACOs 
are a voluntary arrangement and are vulnerable to changes in 
funding priorities and political will. Under a new presidential 
administration, the future of ACOs in the United States 
remains unclear. There is limited systematic research on the 
effectiveness of ACOs to improve long-term health outcomes. 
However, evidence of its cost-savings potential remains promising. 

Types of interventions and target populations
In developed country settings, interventions aimed at integrating primary care services tend to focus on chronic disease management, 
noncommunicable disease treatment, and palliative care. The target populations of these interventions tend to be homogenous, with a 
common health concern, from a specific geographic area, or share similar social and economic characteristics. These interventions tend to 
be targeted towards a specific chronic illness or health treatment, offering individualized treatment and access to relevant services. 

Different health care providers, such as primary care physicians, specialists, and nurses, typically provide different components of 
care.345 Integrated disease management is a multidisciplinary approach, requiring cooperation and collaboration by different health 
care providers to ensure efficient and good quality care. Integrated disease management for managing chronic conditions has the 
potential to improve quality of life outcomes but also reduces hospital admissions and hospital days for treatment of the chronic 
condition.346 Studies have been conducted on the beneficial effects of incorporating pharmacists into chronic disease management, 
finding that there was a positive impact on medication adherence and quality of life.347,348  

In primary care integration and coordinated care models, a new discipline for a 
non-physician health worker has emerged: a navigator. A medical or social services 
professional who acts as a connector between a patient and various health and social 
services. Patient navigation has emerged in recent decades as a promising strategy to 
reduce health disparities.349 Navigators tend to be employed by a health organization 
or CBO and can have a professional and educational background as a CHW or social 
worker. These navigators serve as a single point of contact for individuals with chronic or mental health conditions. Navigators can 
also be implemented in low-resource areas, working with diverse communities.350 Navigators seek to overcome poor communication 
and cooperation between primary and specialty care professional. Care coordinators have been demonstrated as effective for ensuring 
timely access to care and best-practice care.351 The use of health care navigators has been demonstrated to have positive health 
impacts on chronic disease management, cancer treatments, and palliative care.352 However, this is a relatively recent innovation and 
more research needs to be conducted on whether navigators can improve medication adherence and long-term health outcomes.

Figure 3. Distribution of Accountable Care Orgs.

Patient navigation has emerged in recent 
decades as a promising strategy to 
reduce health disparities. 
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There is often insufficient and conflicting evidence on whether integrating primary health care service delivery with other medical 
specialties and social services has an impact on improving health practice or health outcomes for individuals living with chronic 
diseases.353,354 However, many systematic reviews point to integrated delivery and coordinated care models being cost-effective, 
efficient, and having a positive impact on health outcomes and medication adherence. 

In the context of the United States, the Patient Protection and Affordable Care Act provides additional opportunities for the 
incorporation of patient navigators. Patient navigators have the potential to help previous disadvantaged or marginalized groups 
access quality health care and benefit from an integrate care model. Research suggests that navigators can lead to greater 
treatment engagement for those with chronic conditions or mental illness and improve health outcomes for ethnic minority 
groups.355 However, specifically in the United States, there is limited evidence showing the impact of social workers and lay health 
workers on patient outcomes. Nevertheless, what evidence is available is promising.356 

Common factors to success
Clear successes with coordinated care in HIC include the following:

• Confidentiality arrangements and agreements: Defining the intervention and the roles of each medical professional in that 
intervention, as well as clarifying confidentiality agreements, streamlines the process of horizontal integration of primary care 
services. Agreeing upon a standard definition of the intervention and code of conduct eases the process of collaboration.

• Cultural sensitivity: Successful primary care integration models have focused on the specific population they are working in 
and with, tailoring their approach to be culturally relevant.

• Research and evaluation: Primary care integration models have demonstrated success in provider-side efficiency and patient-side 
effectiveness when a needs assessment was conducted and measurement and data were used as a quality improvement tool. 

Common barriers to success
Identified barriers to coordinated care in HIC are as follows:

• Strength of health systems: Integrating primary care service delivery with other specialty medical disciplines and social 
services requires an existing degree of cooperation and collaboration. 

• Poor governance structures and oversight: To improve access to services for patients and collaboration between service 
providers, there needs to be strong administrative and operational oversight. Interventions that lacked clear definition of roles 
and reporting mechanisms were found to be less successful than their peers. 

Case study: G2Lexample

Nearly all of G2L’s interventions have been carried out in partnership with HealthPoint to 
strengthen their clinic’s ability to integrate community-based health with their clinical efforts. 
A great deal of this work has also focused on strengthening HealthPoint’s ability to address 
language and cultural barriers that the communities they serve face. In one example, G2L 
supported HealthPoint to address a challenge that both their providers and patients were 
struggling with: interpretation services. HealthPoint had been using an expensive and 
inefficient combination of in-person interpreters and phone-based interpretation services, 
both of which present a variety of problems. With G2L’s guidance, HealthPoint adopted a new 
technology solution, bringing video remote interpretation into their clinics. This approach has proven to better meet patient and provider needs 
while at the same time cutting costs. After successfully piloting this approach in one clinic, HealthPoint has expanded it to all the clinics within 
their network. 
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Recommendations for future investment in health systems strengthening
While G2L is fortunate to partner with HealthPoint to pilot approaches that can strengthen health systems at a very local level, the goal 
of this work is to identify approaches that can be scaled to the broader health care system and other connected services. Though we 
have already had some success in this area through the scaling of our Connection Desk and mHealth diabetes programs with other 
health care partners, we are also seeing an increased need to share our work with policy-makers who can support broader systems 
change. To this end, G2L is increasingly participating in policy-making efforts, such as our recent involvement on Washington State’s 
Community Health Worker task force—an effort to study the potential of expanding and funding CHW work. By sharing what we are 
learning through our interventions we see the opportunity to influence future policy that could make the types of services we are 
developing available to a much broader population. We hope that with time we can support the development of a learning community 
of similarly-focused organizations where we are all sharing our learnings and seeking opportunities for health systems change.
The goal of many of the health interventions discussed in this landscape analysis are to improve institutional capacity, enhance 
regulations, improve access and quality of care, leading to a stronger health system. Weak health systems serve as an impediment to 
improving health outcomes for individuals and households in both developed and developing countries. Implementing the previously 
mentioned global health best practices and interventions through a cohesive and collaborative way, will ultimately lead to enhanced 
institutional capacity and stronger health delivery systems. 
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10. Leveraging Public-Private Partnerships

Public-private partnerships: leveraging private resources 
and efficiencies in promoting public health outcomes

What are public-private partnerships?
Public-private partnerships (PPPs) can be broadly defined as a cooperative, formal agreement between a private enterprise and 
public entity to provide public assets or services, in which the private party bears significant risk and management responsibility, 
and remuneration is linked to performance.357 PPPs use the efficiency of private market mechanisms to build health infrastructure 
and provide health services. Public health care providers and government institutions through PPP arrangements hope to avoid 
up-front capital costs and harness the efficiencies of the private-sector, while the private-sector partners aim for a return on 
their investment. The private sector is generally thought to be more efficient and effective at providing goods and services to the 
public at a lower cost for the provider and the recipient. PPPs in health have been demonstrated to enhance the capacity of health 
systems, with the objective to meet international goals of universal access to health care. 

Reasons for the increased usage of PPPs are manifold, ranging from rising expenditures for refurbishing, maintaining, and 
operating public assets to seeking innovation through private-sector acumen and aiming for better risk management.358 PPPs 
can provide goods and services consistent with public-sector goals of effectiveness, efficiency, and equity. PPP models have 
incorporated risk, benefit cost analysis, political and social impacts, expertise, collaboration, and performance management to 
improve partnership’s public accountability. PPPs are vulnerable to principal-agent problems or information asymmetry, requiring 
strong contracts, incentives for good performance, and penalties for poor performance. 

What problems do public-private partnerships address?
PPPs have been introduced in a wide variety of settings, both inside and outside the health care sector, as a response to the 
following challenges:

• Increasing costs of maintaining, refurbishing, and operating publicly-owned assets or services
• Reduction in budgets and capacities of public health organizations and institutions
• Inequalities in access and delivery of health services based on limited financial resources of public health centers, hospitals, 

and larger organizations
• Overall lack of innovation in technologies and approaches in public health

, Public-Private Partnerships

Photo credit: G2L

http://www.globaltolocal.org


68www.globaltolocal.orgLandscape Assessment   
                

Summary of evidence
The findings on the benefits of PPPs in LMIC are as follows:

• PPPs have increased in popularity in recent years, in both LMIC as well HIC. Collaboration between local health organizations 
and local government is commonly considered best practice. 

• Evidence from systematic reviews was limited given the nature of the intervention. Each PPP is contractually different, each 
with a specific set of duties and goals, making comparisons across interventions difficult.

• Despite the significance of PPPs, there is limited evidence of the effects on access to and quality of health of these 
interventions and strategic partnerships.359,360 Financial implications have been studied; however, few studies have 
examined the partnerships’ impact on clinical performance outcomes.

• Evidence from single studies seems promising. PPPs can increase access and quality of health services, while maintaining 
cost-effectiveness, efficiency, and equity. However, there is limited evidence on the long-term impacts on health outcomes 
of these partnerships compared to standard services.361 

• The potential limitation associated with PPPs in the literature is the chance of leakage in terms of private interests having a 
substantial influence in the public domain.362 The other possible limitations 
and considerations in PPPs is lack of accountability and transparency.363,364  
Consideration needs to be given in program and contract design, as well as 
implementation, as to the accountability and transparency mechanisms, 
because the desired outcome tends to be centered around improvements 
in public health.

Table  11. Summary of benefits of public-private partnerships.

Goal Summary of Evidence

Reduce health disparities and 
inequities

Public-private partnerships have been demonstrated to:
• Increase access to maternal and child health care for vulnerable populations of women by using the private 

sector to deliver care subsidized by state funds.365

• Contribute to overall health systems, strengthening efforts by decreasing barriers to access to coordinated 
care for maternal and women’s health.366,367

• Increased immunization coverage to children in poor households over public models.

Increase efficiency and cost-
effectiveness

Public-private partnerships have been shown to:
• Achieve greater efficiencies at lower costs overall, especially in implementing accommodation-only PPPs for 

public hospitals in HIC.368 
• Improve access, quality, and efficiency in health care in public hospitals in LMIC.369 

Improve quality of health care 
services and delivery

Public-private partnerships have been shown to:
• Expand prevention, screening and treatment coverage through a diagonal strategy based on a continuum of 

care model for women’s cervical cancer and expand reach of HPV vaccine.370 
• Deliver more and higher quality services, leading to improvements in clinical outcomes in a single study from 

Lesotho.371 

Improve access to health services Public-private partnerships have been shown to:
• Expand access to preventive services and treatment by leveraging resources to expand coverage.372,373 

Table 11 summarizes the evidence across 
each intended outcome of public-private 
partnership agreements.
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Overview of intervention 
PPPs are tailor made to address health and policy issues in specific contexts. Throughout the literature, there is one type of intervention 
that is most cited, and that is hospital maintenance, construction, or operations. The literature teased out a few common models of PPPs 
that can be found in both HIC and LMIC. There the literature identified five main types of PPP structures:374 

• Accommodation-only model: Private companies design, build, and operate infrastructure facilities based on specific contracts 
with government entities.

• Quasi-public-private partnership: A special-purpose publicly owned company has the responsibility to deliver facilities, with 
the state continuing to deliver and provide health services.

• Twin accommodation/clinical services joint venture: The infrastructure element is like the “accommodation-only” model, 
but clinical services companies with different, and often shorter-term financing, provides the medical services and has a 
contractual and shareholding relationship to asset providers.

• Franchising: The public entity in this case licenses the private company to development a replacement for a public hospital, 
including the financing, construction, and management inclusive of medical services (Sekhri, et al. 2011 calls this model an 
“integrated partnership”).

• Full-service provision: The private contractor builds and operates the hospital or health service facility and some or all 
associated community primary care provision, with contract to provide care for defined geographic area.

The more typical model in global health are PPPs such as Gavi and the Global Fund which bring together UN agencies and technical 
partners, bilateral donors and foundations, civil society, recipient governments, and possibly private-sector manufacturers to solve 
particularly complex disease problems. While we note them here, this type of PPP is less transferable to local contexts. 

Public-private partnerships in low- and middle-income countries
The range of publicly provided health services varies based on country and context. Health services availability and quality in 
LMIC tends to be lower than in HIC. PPPs in LMIC can capitalize on the efficiencies expertise of domestic and international private 
enterprises in improving the access to and quality of health care.375 In global health, PPPs exist at the international level to leverage the 
comparative advantages of diverse partners to solve particularly difficult and complex global health challenges. Examples include Gavi, 
the Vaccine Alliance, and the Global Fund to Fight HIV/AIDS, Tuberculosis, and Malaria. 

Inadequate infrastructure and equipment, shortages of medicines and 
supplies, and low quality of care are cited in the literature as the general 
characteristics of health systems and services in LMIC. Public health 
facilities in LMIC that are directly managed by government tend to perform 
poorly. Harnessing the expertise and resources of the private sector 
to solve public-sector challenges and inefficiencies to achieve public 
health and policy goals is one of the most appealing aspects of PPPs 
and the reason for their increase in popularity.376 PPPs have the potential 
to improve access, quality, and efficiency in health care. However, the 
literature cites the need for more rigorous evaluation on the long-term 
cost-effectiveness and impact on health outcomes.
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Types of interventions and target populations
PPPs in LMIC have been used to address a wide range of health care needs, everything from primary health care and hospitals to 
maternal child health and neglected tropical disease. Existing public health services in many LMIC are inadequate to cater to the 
growing demands of quality health care. PPPs have evolved over the last decade to better leverage the resource of the private sector 
while still being accountable to public health goals. PPPs can take different forms with different health goals and desired impacts. 

PPPs can also be implemented to boost capacities of health systems and development sustainable workforce competencies. 
Successful PPPs for health have included NGOs, who can use their resources to pinpoint health and social issues, creating a list of 
priorities.377 NGOs are also able to form networks with other actors working in the region, including private sector and public health 
organizations, to coordinate and leverage resources to tackle the highest priority health issues. 

In malaria-endemic areas, mainly sub-Saharan Africa, public health systems have been collaborating with NGOs, foundations, and 
private enterprises at each stage in prevention, education, and treatment. Many programs have focused on improving the human 
resources capacity of public health services, including patient case management. A recent study from Ethiopia found that public-private 
partnerships for disease treatment and management significantly improved 
the malaria case management practice of health care providers at formal, 
private health facilities.378 The same study also cited higher rates of treatment 
adherence, citing a 44.1 percent increase in chloroquine adherence in the first 
year. Partnerships for malaria prevention and control demonstrate the power 
of combining different skill sets and strengths, evolving to include actors that 
otherwise would have been out of the sphere of influence for global health.379 

A study in rural India found public-private partnerships to be an effective strategy for enhancing access to maternal health care. The 
specific program capitalized on a huge private health sector already working in the state and reduced the financial barriers to access 
adequate care by subsidizing the costs of maternity care to poor and vulnerable women. The state of Gujarat could provide a lump sum 
payment to private health care providers, making services free for women who met specific socioeconomic criteria. The program cited 
that these services were made free to women, benefitting over 600,000 women in Gujarat, India.380 

PPPs have also demonstrated success in increasing immunization rates. A study from Cambodia found that in districts served by 
contractors, children in the poorest 50 percent of households were more likely to be fully immunized than their peers in districts 
overseen by a traditional government-only model.381 The contracting approach described in this study suggests a means of moving 
towards a more equitable distribution of immunization services in LMIC. 

PPPs for hospital maintenance and operations are also common in LMIC. PPPs in this case aim to leverage private-sector expertise 
to improve clinical performance in hospitals. Evidence from a single pre- and post-study from Lesotho found that PPPs have the 
potential to improve hospital performance in developing countries and can strengthen management and leadership practices that 
may contribute to the differences in clinical outcomes.382 A single study from Brazil found that public hospitals perform poorly on 
their own, and interventions aimed at increasing internal management and operational capacity alone have been unsuccessful.383 
The PPP model in this case gave facility managers the necessary latitude to manage human resources and operations on their 
own, building their operational and institutional capacity. This was deemed a critical factor to the success of this PPP model. Other 
interventions went one step farther, integrating common hospital building and maintenance arrangements with the delivery of 
clinical services. These types of PPPs have the potential to improve access, quality, and efficiency in health care.384 

PPPs have demonstrated success in improving 
rates of malaria treatment adherence, 
enhancing access to maternal health care, and  
increasing immunization rates. 

, Public-Private Partnerships

http://www.globaltolocal.org


71www.globaltolocal.orgLandscape Assessment   
                

Common success factors 
Success factors with PPPs in LMIC include the following:

• Mutual interest: Early engagement of key stakeholders is critical to the success of PPPs. A shared interest in improving health 
outcomes and providing high-quality services is key to the success and longevity of PPPs. 

• Incorporation of capacity building and technical skills: PPP models that included a component to build the capacity and 
technical ability of public providers and institutions, using private-sector expertise, were often more successful in achieving 
their objectives and being cost-effective. 

Common barriers to success
Identified barriers to PPPs in LMIC are as follows:

• Power dynamics: PPP models where there existed an unequal power dynamic between the private- and public-sector parties 
tended to be unsuccessful in achieving the objectives of the contract. Circumstances of unequal power relations tended to 
exacerbate principal-agent problems and information asymmetries. 

• Unequal distribution of resources: Privately-funded public ventures can reflect private interests over public need, potentially 
leading to an unequal distribution of resources and exclusion of populations, or neglect of diseases outside the interests of 
private enterprises. 

• Poor governance and administrative capacity: The success of PPPs depends on strong governance, administrative capacity, 
and rule of law to monitor and enforce contracts. PPPs have not demonstrated success in cases where contracts were not 
well-conceived or monitored and enforced. 

Case Study: The Added Value of the Gavi, The Vaccine Alliance, Partnership 

Gavi, the Vaccine Alliance (formerly known as the Global Alliance for Vaccines and Immunizations) is 
an early example of a global health public-private partnership. Founded in 2000, Gavi was created as 
a partnership between multilateral organizations (including UN agencies and the Bill & Melinda Gates 
Foundation), bilateral aid organizations, developing country governments, research institutes, civil 
society, and vaccine manufacturers. The premise was that each partner could leverage their unique 
comparative advantages to achieve a common mission of increasing access to childhood vaccines in 
the poorest countries. Over time, certain partners became more prominent and others less so. WHO and UNICEF have played a core technical role in 
the partnership and have enabled the translation of Gavi’s resources into the adoption and implementation of new and underutilized vaccines. These 
partners appreciate that Gavi has removed some of their burden of raising resources, allowing them to instead focus on doing the technical work. 
Private-sector partners, who were initially questioned in terms of their potential conflicts of interest, have played a lesser role; an initial hypothesis that 
their presence in the partnership would lead to greater operating efficiencies and innovation has not been fully realized.385 

Public-private partnerships in high-income countries
Much like their counterparts in LMIC, PPPs in HIC seek to provide their populations with universal access to health systems and 
services. Governments in HIC are increasingly engaging and interacting with the private sector in initiatives to enhance the capacity of 
health systems to meet this objective. Public entities and organizations, faced with budget shortfalls and changes in political priorities, 
are leveraging the efficiencies and resources of their private-sector partners to meet public health outcomes.386 

, Public-Private Partnerships

Photo credit: G2L

http://www.globaltolocal.org


72www.globaltolocal.orgLandscape Assessment   
                

Understanding the values that motivate partnerships and demonstrating commitment for building relationships were found to be 
key lessons in building effective PPPs.387 In a single study from Hong Kong in 2015, seven key factors initiating commitment in 
a partnership, deemed critical for sustainable PPPs, were identified as follows: (1) building of trust; (2) clearly defined objectives 
and roles; (3) time commitment; (4) transparency and candid information, particularly in relation to risk and benefit; (5) contract 
flexibility; (6) technical assistance or financial incentive behind procedural arrangements; and (7) the awareness and acceptability 
of structural changes related to responsibility and decisions (power and authority), (Wong 2015). 

PPPs with large corporations offer many potential benefits to the health sector, but many concerns have also been raised, 
highlighting the need for appropriate and enforceable safeguards against information asymmetries and common principal-agent 
problems. Other research highlights the need to vet potential partners, warning against choosing partners with conflicts of 
interest.388,389 Much of the research highlights the need to align goals early in the partnership and adjust the contract to align with 
those goals and to ensure adequate and appropriate enforcement of performance. 

Types of interventions and target populations
Governments in Western Europe and North America, prompted by budget constraints of the recent global financial crisis, are 
increasingly collaborating with the private sector to underwrite the costs of constructing and operating public hospitals and other 
health care facilities. Through this, governments hope to avoid the upfront capital costs and harness the administrative, operational, 
and cost efficiencies of the private sector, while their private-sector partners aim for a return on their investment. Experience with PPPs 
has been mixed, and long-term impacts have yet to be systematically measured, because like many other global health interventions, 
they rely on the specific context of the contract, the arrangement, and the policy goals of the partnership. 

PPPs are also involved in health promotion efforts to combat the high incidence of noncommunicable disease in HIC. PPPs 
are becoming a popular tool in efforts to reduce and prevent obesity and the epidemic of noncommunicable diseases.390 PPPs 
help to leverage resources and efficiencies to effectively treat comorbidities, diabetes, cancer, and heart disease.391 PPPs can 
introduce new life-saving technologies and information technology, change operational and administrative structures to increase 
effectiveness, and alter how patients are treated, leading to patient-centered care and case management approaches. 

While many PPP interventions appear promising, there is a significant lack of evidence on the long-term impacts of using PPPs 
compared to standard services. Difficulties in primary studies and incomplete implementation of initiatives have prevented the 
development of a strong evidence base on the short- and long-term impacts 
of PPPs on public health.392 The results from PPPs in HIC demonstrate 
that collaborative community partnerships can be established to deliver 
interventions, but it is critical to agree on goals, methods of working, and 
monitoring and evaluation before implementation to protect program fidelity 
and increase the potential for effectiveness.

Common success factors
Success factors with PPPs in HIC include the following:

• Trust: It is critical to the success of a PPP to establish trust and mutual understanding before a program or intervention is 
implemented.393 This ensures that both parties know the role they play and how to carry out their work because the scope of 
work and roles have been previously defined, allowing the partnership to establish trust and mutual understanding.

• Risk sharing and interdependence: Along with establishing trust in the partnership, it is critical to establish a certain degree 
of risk sharing and interdependence.394 Written into and enforced in the contract, each party should have equal standing in the 

It is critical to agree on goals, methods of 
working, and monitoring and evaluation before 
implementation to protect program fidelity and 
increase the potential for effectiveness.
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partnership and equal risk. Results from a study in the UK indicate that risk sharing can lead to recruiting a more diverse and 
individualized workforce, a common goal across many health systems.

• Minimal conflict of interest: When there is minimal conflict of interest, there can also be more trust in the partnership 
in achieving its objectives and desired outcomes.395 Without conflicts of interest, parties can focus on the mission of the 
partnership and not on side influences and self-interest. 

Common barriers to success
Identified barriers to PPPs in HIC are as follows:

• Lack of definition: Without a defined relationship or specific defined roles, PPPs can be vulnerable to scope creep, competing 
interests, and possible redundancies. Lack of a defined relationship, mission/outcome/goal, and roles can be a barrier to the 
success of a PPP. 

• Monitoring and enforcement: Much of the literature suggests that principal-agent problems are present in public-private 
partnerships, including information asymmetries and moral hazard. Without the proper mechanisms for monitoring and 
enforcement, often built into the contract or agreement, PPPs have been limited in their ability to achieve their objectives, 
presenting a barrier to success. 

Case study: G2L and Swedish 

G2L has had great success in attracting private-sector investors, in great part due to the relationships Swedish and Providence have with these 
companies, plus the fact that the hospitals often pay large sums of money to these companies for services that they need. In one example, Swedish/
Providence, who pays millions of dollars to AT&T for mobile phone and other communications services each year, could leverage this relationship to 
establish a partnership between AT&T and G2L. For G2L’s mobile phone-based diabetes project, AT&T provided free iPhones to all project participants, 
as well as free data and voice services. They were also able to introduce G2L to one of their corporate partners who had developed a diabetes app, 
which G2L used to kick off the intervention. Other partners have also come to the table thanks to similar relationships, including groups like Bartell 
Drugs, T-Mobile, and Starbucks.

Recommendations for future investment in PPPs
PPPs can be useful in identifying and leveraging resources and have the potential to harness the comparative advantages and expertise 
of the private sector in the delivery of public goods, such as health and social care. To be effective, private partners must be there 
for the right reasons and must be fully engaged. This requires careful planning and management of the roles, responsibilities, and 
mandates of each partner. Often, a secretariat or convener is necessary to manage the partnership, and G2L could easily act in this role 
considering their management and administrative capacity. Finally, the most effective partnerships are characterized by mutual trust 
among partners and should be a key consideration in developing any PPP. 
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11. Retraining and Relicensing Foreign Medical Professionals

Photo credits: PATH

Retraining and relicensing foreign, immigrant, or 
refugee medical professionals in the United States and 
Washington State

What is a foreign-trained medical professional?
United States and Washington State loosely define a foreign-trained medical professional as an individual who received medical 
education and training outside of the United States and Canada. A foreign-trained medical professional can include physicians from 
general practice to specialty care, nurses and nurse practitioners, and dentists. These individuals can be recently educated without 
much of any practicing experience or can have years of experience outside of medical education and post-graduate residency training. 

What problems does retraining, relicensing, and recertification seek to address?
Immigrant and refugee physicians, nurses, and health care professionals face many barriers to practicing medicine and working 
in their communities when they come to the United States. Historically, the United States brings in foreign-trained physicians and 
nurses to provide health care in low-resource and under-staffed areas, but these individuals typically leave after 3 to 4 years.396 

Providing services and licensure to foreign-trained medical professionals, typically immigrant and refugees, can help to address the 
following issues:

• Assimilation: immigrants can contribute more easily to the economy.
• Community economic development: immigrants can work in their own communities, contributing to the health and well-being 

of their neighbors.
• Culturally appropriate care: immigrant physicians, nurses, and other licensed health practitioners can provide culturally 

appropriate care to members of their community. 
• Shortage of health care professionals: there are many areas of the United States, particularly rural areas, that suffer poor 

health outcomes from a lack of medical and health professionals.
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Summary of evidence
Because of the US’ decentralized federal system, no single institution governs professional certification in regulated occupations. 
Individual states create processes and protocols to certify foreign-trained professionals, often including provisions on appropriate 
professional language proficiency, completion of continuing medical education, and completion of domestic medical residency. 
A “profusion of overlapping, sometimes contradictory, local, state, or national rules, procedures, and examinations make it 
complicated, time-consuming, and expensive for immigrants and refugees to become recertified” in the United States.397

Barriers to professional practice are particularly daunting for immigrants and refugees in the medical profession. Many immigrants 
find it difficult to demonstrate the equivalence of formal medical qualifications. US-trained physicians undertake a long, expensive, 
and highly structured training program before becoming fully licensed. Foreign-trained medical professionals must validate 
foreign academic training; prepare for and pass medical licensing examinations; and learn a new system of treatment protocols 
and methods, vocabulary, workplace structures, and professional ethics, as well as apply for membership to professional 
associations.398 Additionally, some states often require that foreign-trained professionals complete a three- to eight-year residency, 
even if they have progressed past this stage in their careers abroad. 

Foreign-trained medical professionals need to secure either an H-1B or J-1 visa to 
hold a position in a health facility. To qualify for these visas, medical professionals 
must “hold an unrestricted state license, registration or certification which 
authorizes them to fully practice the specialty occupation and be engaged in the 
specialty in the state of intended employment.”399  Despite the strong demand 
for qualified health professionals, including those who have secured temporary 
visas, a significant number of immigrant and refugee physicians already in the United States face sizable obstacles to recertification 
and licensure. Many states and professional associations have acknowledged that failing to provide a clear roadmap is a problem 
to addressing the underlying problems of lack of health professionals and providing career paths to immigrants and refugees; thus, 
several private, public, and nonprofit programs have sprung up in the past decade to assist immigrant and refugee health professionals. 

For the purposes of this landscape analysis, we will only provide information and research on how foreign-trained physicians can 
attain medical certification in the United States and Washington State. The certification and licensing process varies by state and by 
profession, each with a long and complicated process. 

Retraining, relicensing, and recertification in the United States, at the 
federal level
Professionals trained in health care and medicine often find it difficult to work in their field in the United States, including Washington. 
This transition often requires some combination or all of the following: securing credential evaluation, a new degree or additional 
coursework, additional clinical or medical residency, English language proficiency – including technical language specific to the medical 
profession, passing professional exams, obtaining new professional licenses, and finding work. 

In order to be licensed to practice medicine in the United States, graduates of non-Canadian foreign medical schools (also known as 
international medical graduates) must make it through a series of complex requirements. First, they must obtain certification from the 
Educational Commission for Foreign Medical Graduates (ECFMG), which is in itself a multistep process entailing considerable time, effort, 
and expense. Once ECFMG is obtained, medical school graduates must complete a residency program after passing the first two in a 
series of three examinations. For a foreign-trained physician who has practiced in another country, this means they must complete a 

Foreign-trained medical professionals 
need to secure either an H-1B or J-1 visa 
to hold a position in a health facility.
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new residency program in addition to the one they had previously completed overseas. Research indicates that while 95% of graduates 
from U.S. and Canadian medical school who apply for residency programs are matched with a residency program, only 40% of their 
foreign-trained counterparts (both native-born and immigrant populations) are accepted into a residency program.400 

ECFMG certification provides medical directors of residency and fellowship programs that an international medical graduate or 
professional has met the minimum standards of eligibility. ECFMG is authorized by the U.S. State Department to sponsor foreign 
national physicians for the J-1 visa to receive medical education or training. ECFMG certification is the first step in the series to 
obtaining medical licensing and certification in the United States.

An international medical graduate or professional must first apply to ECFMG for a United 
States Medical Licensing Examination (USMLE) and ECFMG identification number, and then 
they can complete the application for ECFMG certification. Once the application has been 
submitted, the individual can then apply for examination.401 To be certified, an individual 
must meet both the examination and medical education credential requirements. These 
requirements include passing performance on medical and clinical skills and science 
examinations and obtaining primary-source verification of medical education credentials, 
including the final diploma and final school transcript.402 Once ECFMG certification is 
obtained, the individual must work to meet the state requirements of certification and 
licensure. This process of ECFMG certification, professional examinations, residency 
application costs, and licensing fees can range anywhere from $7,500 to $15,000.403 

Retraining, relicensing, and recertification in Washington State
Licensing of medical occurs at the state level; each state has its own program and legal requirements for certification. In Washington 
State, licensure is overseen by the Washington State Department of Health (DOH). In regards to physician licensure in the state of 
Washington, a foreign medical graduate or professional would need to have a valid ECFMG certificate, complete and pass all three 
steps of the USMLE and complete at least 24 months of postgraduate training and/or residency for an accredited program in the United 
States or Canada according to the DOH. 

WAC 18.71.051 details the outline for application and eligibility requirements of foreign medical school graduates.404 This applies for 
physicians and surgeons. Nurses, dentists, and other medical specialists require different licensing under Washington State law. 

“Applicants for licensure to practice medicine who have graduated from a school of medicine located outside of the states, territories, 
and possessions of the United States, the District of Columbia, or the Dominion of Canada, shall file an application for licensure 
with the commission on a form prepared by the secretary with the approval of the commission. Each applicant shall furnish proof 
satisfactory to the commission of the following:

1. That he or she has completed in a school of medicine a resident course of professional instruction equivalent to that required 
in this chapter for applicants generally;

2.
a. Except as provided in (b) of this subsection, that he or she meets all the requirements which must be met by 

graduates of the United States and Canadian school of medicine except that he or she need not have graduated 
from a school of medicine approved by the commission; 
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b. An applicant for licensure under this section is not required to meet the requirements of RCW 18.71.050(1)(b) if he 
or she furnishes proof satisfactory to the commission that he or she has:

i. Been
1. Admitted as a permanent immigrant to the United States as a person of exceptional ability in 

sciences pursuant to the rules of the United States department of labor; or
2. Issued a permanent immigration visa; and

ii. Received multiple sclerosis certified specialist status from the consortium of multiple sclerosis 
centers; and

iii.  Successfully completed at least twenty-four months of training in multiple sclerosis at an 
educational institution in the United States with an accredited residency program in neurology or 
rehabilitation;

3. That he or she has satisfactorily passed the examination given by the educational council for foreign medical graduates or 
has met the requirements in lieu thereof as set forth in rules adopted by the commission;

4. That he or she has the ability to read, write, speak, understand, and be understood in the English language.”405  

Additionally, international medical graduates and practicing foreign-trained physicians must complete the following under WAC 246-
919-340:

“All graduates of medical schools outside the United States, Canada, or Puerto Rico must have either:

1. Been licensed in another state prior to 1958;
2. Obtained a certificate with an indefinite status granted by the Educational Commission for Foreign Medical Graduates 

(ECFMG); or
3. Successfully completed one year of supervised academic clinical training in the United States, commonly referred to as 

a Fifth Pathway program.”406 

Foreign-trained medical graduates and professionals do not need to take an examination if they are already licensed to practice 
medicine in another state for at least for years or has completed a medical residency as required by the other state.407 

There are several nonprofits in the Seattle area that can assist immigrants and refugees in finding work, but none that specialize in 
navigating these individuals through the necessary application, certification, and licensure process at both the federal and state levels. 
Organizations like the Fair Work Center, Upwardly Global, Khmer Community of Seattle-King County, North Seattle Community College 
International Program, and Refugee Assistance Program/USCCB can assist new immigrants and refugees in filing an I-765 petition for 
employment authorization and navigating them through the job seeking process. AILA Washington State provides legal assistance and 
community resources. 

Conclusions
In the Seattle-area there is a considerable gap between nonprofit employment assistance and the medical field. G2L could expand its 
role as a navigator of the health system and provide additional services for foreign-trained medical professionals and recent graduates 
in obtaining certification and licensure in Washington State. 
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G2L has the overarching goal of improving health outcomes and 
reducing health disparities in US communities using innovative, 
effective, and proven strategies from the global health arena. 

This landscape analysis, performed on behalf of G2L, provided an update to the 
original 2011 landscape analysis, as well as including five new interventions, with the 
goal of assessing the evidence behind each strategy’s outcomes and synthesizing 
the key lessons learned from each so that they may be applied in a local, domestic 
context. Each strategy analyzed included the types of populations, health needs, 
and overall geographic and social environments in which these interventions were 
implemented and what factors both enhanced and hindered their success in these 
circumstances.

It is important to note, while each of the strategies reviewed has been used across a wide array of populations, both globally and 
domestically, there are no examples in which these strategies have been tailored for use within a population as diverse in racial, 
linguistic, and sociocultural backgrounds as found in G2L’s home base of SeaTac and Tukwila. Since the 2011 landscape analysis, 
G2L has had the unique opportunity to tailor the use of these strategies such that it meets the needs of a multitude of distinct and 
overlapping populations within these communities. With the addition of five more interventions, G2L will be able to continue to 
implement and tailor these global health interventions to fit the unique character of many communities. What is noted in the analysis 
above, what G2L has done, and what is critical to the success of their programs, has been the involvement of communities in the design 
and development of these interventions. 

It is hoped that the lessons learned from the experience and extensive evidence-base on these strategies, both in the global and 
domestic arenas, can inform the design and development of a model for integrated health programs that successfully reduce disparities 
and improves the health of men, women, and children in Washington State and communities across the US.

CONCLUSION

, Conclusion

For more information regarding G2L services or programs or to request 
technical assistance, visit our website at www.globaltolocal.org 

Global to Local @Global_2_Local
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APPENDIX:  SEARCH STRATEGY OUTLINE

1. Community health workers 
An initial search of peer-reviewed literature yielded over 900 
relevant results. Following an initial review of abstracts, the 
body of literature was narrowed to 26 publications which 
were scanned in full-text review. Because of the abundance 
of literature on community health workers, we conducted an 
additional literature search on specific programs identified 
in the initial search or by expert colleagues. The search 
terms used were combinations of key words and phrases: 
community health workers, reproductive health, chronic disease 
management, low-income countries, high-income countries, 
and low-resource settings. We further narrowed the scope of 
our search by specifying the range of dates from the systematic 
reviews, medical studies, and meta-analyses to be from 2011 to 
2016, to reflect any recent innovation in CHW service delivery, 
programs offered, or educational training. After narrowing 
the search and a review of the abstract, we ended up with 14 
relevant articles from LMIC and 12 from HIC.

2. mHealth
The initial peer-reviewed literature yielded 1,000 relevant results, 
which were narrowed in an initial review of abstracts to 31 full-
text reviews. The search terms used for the systematic review 
were combinations of key words and phrases: cellular, mobile, 
phone, telemedicine, telehealth, mobile health (mHealth), 
information, systems, chronic disease, and health management. 
The literature was then further narrowed to systematic reviews 
and meta-analyses conducted after 2011, when the last 
landscape analysis was published. We added the search terms 
“chronic disease management” and “health management” to 
further align with what G2L is currently using mHealth for in 
their application for diabetes management. Ultimately, we 
included 14 sources from HIC and 17 from LMIC.

3. Social and mass media health 
campaigns
A general search of the literature published from 2010 to 2016 
using the terms “public health campaign,” “mass media health 
campaign,” and “social media health campaign” generated over 
12,000 results. In order to narrow the scope of the literature 
review, we included the words “mass media, information, 
communication, routine, immunization, behavior change, 
chronic disease, family planning, reproductive health, sexual 
health, malaria, and AIDS/HIV.” In all, the refined search returned 
1,922 results. Results were then sorted by date and scanned for 
relevance. Thirty-three sources made it into our final analysis, 
including 18 from HIC and 13 from LMIC, with few sources 
covering both developing and developed countries. 

4. Community-based organizations
An initial search of the literature using the search term 
“community-based organization” AND “health” generated 1,072 
results. The search was then limited to results from 2010 to 
2016 and expanded to include the following search terms: 
“community organizations,” “community nonprofits,” and “local 
nonprofits.” After a review of abstracts for relevancy and 
analytical rigor, the literature was narrowed down to 25 articles 
that were deemed to be of sufficient quality and relevance. We 
found little to no high-quality systematic reviews and meta-
analyses and substituted this lack of generalizable evidence 
with single studies and articles from peer-reviewed journals. 
Ultimately, we included 12 that reflected experiences from HIC 
and 5 that reflected experiences and research from LMIC.

5. Improving economic development 
and wealth
An initial search of the literature using the search terms 
“economic development,” “economic growth,” OR “social capital,” 
OR “human capital,” OR “income,” OR “income inequality,” OR 
“income growth,” AND “poverty reduction,” AND “health,” AND 
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“community,” and “household” resulted in over 3,000 hits. 
Articles pertaining to environmental policy and development 
were excluded for the sake of this landscape review, generating 
over 500 titles for review. These were then limited to references 
published from 2010 to 2016, yielding over 200 references. 
The abstracts and full texts were reviewed until 9 articles were 
identified describing the impact of community-level economic 
development on health outcomes in developed nations for the 
entire search phrase. An additional 30 articles were identified 
for developing countries. For this topic, 44 articles were 
considered sufficient saturation for the purposes of this review. 
The same terms were used in an online search of grey literature. 
In addition, expert colleagues shared lessons learned from their 
own experiences. 

6. Linking delivery of primary health 
care with public health services
The initial search of peer-reviewed literature yielded over 
650 results when using the terms “public health primary care 
integration,” “community-oriented primary care” and “multi-
service center,” and “integrated care.” To narrow down the 
literature further, we defined the date range as 2010 to 2016 
and further refined our search to focus on integration and 
collaboration in service delivery. After a full review of abstracts, 
22 relevant articles and reviews were included in our research. 
Seventeen of these articles represented studies and systematic 
reviews from high-income countries, while 5 were representative 
of LMIC. 

7. Community empowerment and 
leadership development
The preliminary search of peer-reviewed literature yielded 
over 4,500 results when using the following search terms: 
“community leadership,” “community empowerment,” 
“community participation,” “community-based approach,” 
“leadership development,” “community-based leadership,” 
“community engagement,” and “community leadership 
development.” To further narrow the scope of the literature, 
we define the date range as from 2010 to 2016. We then 
performed an analysis of the abstracts and found two distinct 
theoretical arenas for leadership development. One focused 

on empowering individuals to lead, and the other focused 
on how to empower communities as a whole to lead health 
interventions. After a full review of abstracts, 29 relevant 
articles, single studies, systematic reviews, and meta-analyses 
were included in our research. Eleven of these sources 
represented evidence from LMIC, while 14 focused on HIC. 

8. Gender integration
The initial search of peer-reviewed literature yielded over 330 
relevant results when using the following search terms: gender, 
gender norms, gender equity, gender inequity, GBV, violence 
against women, marital violence, IPV, domestic violence, gender 
integration, gender lens, and gender disparity. To further narrow 
down the literature, we defined the date range from 2010 to 
2016 to highlight and narrow in on the most recent innovations 
and interventions. To narrow down our search further, we looked 
specifically at the literature on the intersection of global health 
and the many variations of gender-based violence. After a full 
review of abstracts, 27 relevant articles, studies, and reviews were 
included in our research. Eighteen of these articles represented 
evidence from LMIC, while 9 focus specifically on HIC. 

9. Coordinated and patient-centered 
primary care
An initial search of the literature yielded over 6,500 results 
when using the following search terms: “integrated primary 
care,” “integrated care,” “coordinated care,” “transition of care,” 
“transitional care,” “continuity of care,” “integrated service 
delivery,” “delivery integration,” “service integration,” “health 
systems strengthening,” “capacity-building,” “institutional 
capacity,” “systems thinking,” “patient-centered care,” “patient-
oriented care,” “community-oriented care,” and “community-
centered care.” To narrow the results of the search for relevant 
studies, systematic reviews, and meta-analyses, we defined the 
date range from 2010 to 2016 to encompass the most recent 
innovations and interventions. We also refined our search to 
only include literature focused on primary care interventions for 
non-communicable disease. The second refined search of the 
literature yielded 567 results. We then scanned the abstracts for 
relevance and yielded 24 results for HIC and 26 for LMIC. 
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10. Public-private partnerships
An initial search of the literature found over 3,250 results when 
using the following search term: “public-private partnerships.” 
To narrow down the literature to yield only the most relevant 
results, we altered our search terms to include “cross-sector 
collaboration,” “public-private engagement,” “public-private 
collaboration,” “social franchising,” and “triple bottom line.” To 
keep pace with current interventions, we only looked at literature 
published between 2010 and 2016, emphasizing data collected 
after 2005. The refined search of the literature yielded over 31 
results, with 8 represented from HIC and 17 from LMIC. 

11. Recertification of foreign-trained 
medical professionals
Due to the structure of this section, we conducted a Google 
search of education, certification, and licensure requirements for 
the United States and the State of Washington. We contacted 
the Washington State Department of Health to reference specific 
laws and criteria for licensing and certification of foreign-trained 
professionals, specifically physicians.
 

, Appendix

http://www.globaltolocal.org


82www.globaltolocal.orgLandscape Assessment   
                

References
1. Costa EF, Guerra PH, Santos TID, Florindo AA. Systematic review of physical 
activity promotion by community health workers. Preventive Medicine. 
2015;81:114-121. doi:10.1016/j.ypmed.2015.08.007.

2. Ruddock JS, Poindexter M, Gary-Webb TL, Walker EA, Davis NJ. Innovative 
strategies to improve diabetes outcomes in disadvantaged populations. Diabetic 
Medicine. 2016;33(6):723-733. doi:10.1111/dme.13088. 

3. Canada and other high-income countries: A scoping review and research 
gaps. Can J Public Health. 2015;106(3). doi:10.17269/cjph.106.4747. 

4. Sarkar A, Chandra-Mouli V, Jain K, Behera J, Mishra SK, Mehra S. Community 
based reproductive health interventions for young married couples in resource-
constrained settings: a systematic review. BMC Public Health. 2015;15(1). 
doi:10.1186/s12889-015-2352-7. 

5. Sarkar, et al. 2015 

6. Lunsford SS, Fatta K, Stover KE, Shrestha R. Supporting close-to-community 
providers through a community health system approach: case examples from 
Ethiopia and Tanzania. Human Resources for Health. 2015;13(1). doi:10.1186/
s12960-015-0006-6. 

7. Costa, et al. 2015 

8. Ruddock, et al. 2016 

9. Lunsford, et al. 2015 

10. Druetz T, Ridde V, Kouanda S, Ly A, Diabaté S, Haddad S. Utilization of 
community health workers for malaria treatment: results from a three-year 
panel study in the districts of Kaya and Zorgho, Burkina Faso. Malaria Journal. 
2015;14(1):71-83. doi:10.1186/s12936-015-0591-9. 

11. Moore-Monroy M, Wilkinson-Lee AM, Verdugo L, et al. Addressing 
the Information Gap. Health Promotion Practice. 2013;14(2):274-283. 
doi:10.1177/1524839912454141. 

12. Nguyen TT, Le G, Nguyen T, et al. Breast Cancer Screening Among 
Vietnamese Americans. American Journal of Preventive Medicine. 
2009;37(4):306-313. doi:10.1016/j.amepre.2009.06.009. 

13. Salam RA, Das JK, Lassi ZS, Bhutta ZA. Impact of community-based 
interventions for the prevention and control of malaria on intervention coverage 
and health outcomes for the prevention and control of malaria. Infectious 
Diseases of Poverty. 2014;3:25. doi:10.1186/2049-9957-3-25. 

14. Glenton C, Scheel IB, Lewin S, Swingler GH. Can lay health workers increase 
the uptake of childhood immunisation? Systematic review and typology. 
Tropical Medicine & International Health. 2011;16(9):1044-1053. doi:10.1111/
j.1365-3156.2011.02813.x. 

15. Lewin S, Munabi-Babigumira S, Glenton C, et al. Lay health workers in 
primary and community health care for maternal and child health and the 
management of infectious diseases. Cochrane Database of Systematic Reviews. 
2010. doi:10.1002/14651858.cd004015.pub3. 

16. Glenton 2011 

17. Mangham-Jefferies L, Pitt C, Cousens S, Mills A, Schellenberg J. Erratum: 
Cost-effectiveness of strategies to improve the utilization and provision of 
maternal and newborn health care in low-income and lower-middle-income 
countries: a systematic review. BMC Pregnancy and Childbirth. 2015;15(1). 
doi:10.1186/s12884-015-0476-5. 

18. Brown HS, Wilson KJ, Pagán JA, et al. Cost-Effectiveness Analysis of a 
Community Health Worker Intervention for Low-Income Hispanic Adults with 
Diabetes. Preventing Chronic Disease. 2012;9. doi:10.5888/pcd9.120074. 

19.   Najafizada, et al. 2015 

20. Johnson SL, Gunn VL. Community Health Workers as a Component of the 
Health Care Team. Pediatric Clinics of North America. 2015;62(5):1313-1328. 
doi:10.1016/j.pcl.2015.06.004. 

21. Sprague L. Community Health Workers: A Front Line for Primary Care? Issue 
Brief no. 846. https://www.nhpf.org/library/issue-briefs/IB846_CHW_09-17-12.
pdf. Published September 17, 2012. Accessed February 22, 2017. 

22. Roberton T, Applegate J, Lefevre AE, et al. Initial experiences and 
innovations in supervising community health workers for maternal, newborn, 
and child health in Morogoro region, Tanzania. Human Resources for Health. 
2015;13(1). doi:10.1186/s12960-015-0010-x. 

23. Lunsford, et al. 2015  

24. Sarkar, et al. 2015 

25. Mangham-Jefferies, et al. 2015 

26. Kabagenyi A, Ndugga P, Wandera SO, Kwagala B. Modern contraceptive use 
among sexually active men in Uganda: does discussion with a health worker 
matter? BMC Public Health. 2014;14(1). doi:10.1186/1471-2458-14-286. 

27. Druetz T, Ridde V, Kouanda S, Ly A, Diabaté S, Haddad S. Utilization of 
community health workers for malaria treatment: results from a three-year 
panel study in the districts of Kaya and Zorgho, Burkina Faso. Malaria Journal. 
2015;14(1):71-83. doi:10.1186/s12936-015-0591-9. 

28. Roberton, et al. 2015 

29. Naimoli JF, Perry HB, Townsend JW, Frymus DE, Mccaffery JA. Strategic 
partnering to improve community health worker programming and performance: 
features of a community-health system integrated approach. Human Resources 
for Health. 2015;13(1). doi:10.1186/s12960-015-0041-3. 

30. Kok MC, Kane SS, Tulloch O, et al. How does context influence performance 
of community health workers in low- and middle-income countries? Evidence 
from the literature. Health Research Policy and Systems. 2015;13(1). 
doi:10.1186/s12961-015-0001-3. 

31. Druetz, et al. 2015 

32. Lunsford, et al. 2015 

33. Sarkar, et al. 2015 

34. Kabagenyi, et al. 2014 

35. Mutamba BB, Ginneken NV, Paintain LS, Wandiembe S, Schellenberg D. 
Roles and effectiveness of lay community health workers in the prevention of 
mental, neurological and substance use disorders in low and middle income 
countries: a systematic review. BMC Health Services Research. 2013;13(1). 
doi:10.1186/1472-6963-13-412. 

36. Xavier D, Gupta R, Kamath D, et al. Community health worker-based 
intervention for adherence to drugs and lifestyle change after acute 
coronary syndrome: a multicentre, open, randomised controlled trial. Lancet. 
2016;4(244):244-253. doi:10.1016/ S2213-8587(15)00480-5. 

37. Ruddock, et al. 2016  

38. Mishra SR, Neupane D, Preen D, Kallestrup P, Perry HB. Mitigation of 
non-communicable diseases in developing countries with community health 
workers. Globalization and Health. 2015;11(1). doi:10.1186/s12992-015-0129-5. 

39. Mangham-Jefferies, et al. 2015 

40. Glenton, et al. 2013 

41. Roberton, et al. 2015 

42. Costa, et al. 2015 

43. Ruddock, et al. 2016 

44. Najafizada, et al. 2015  

45. Nierkens, et al. 2013  

46. Kok, et al. 2013 

47. Brown HS, Wilson KJ, Pagán JA, et al. Cost-Effectiveness Analysis of a 
Community Health Worker Intervention for Low-Income Hispanic Adults with 
Diabetes. Preventing Chronic Disease. 2012;9. doi:10.5888/pcd9.120074. 

48. Johnson, et al. 2015  

49. Ruddock, et al. 2016  

50. Brown, et al. 2012  

51. Nguyen, et al. 2009  

52. Nierkens V, Hartman MA, Nicolaou M, et al. Effectiveness of Cultural 
Adaptations of Interventions Aimed at Smoking Cessation, Diet, and/or Physical 
Activity in Ethnic Minorities. A Systematic Review. PLoS ONE. 2013;8(10). 
doi:10.1371/journal.pone.0073373. 

, References

http://www.globaltolocal.org


83www.globaltolocal.orgLandscape Assessment   
                

53. Costa, et al. 2015 

54. Galiatsatos P, Sundar S, Qureshi A, Ooi G, Teague P, Hale WD. Health 
Promotion in the Community: Impact of Faith-Based Lay Health Educators in 
Urban Neighborhoods. Journal of Religion and Health. 2016;55(3):1089-1096. 
doi:10.1007/s10943-016-0206-y. 

55. Nguyen, et al. 2015 

56. Islam N, Nadkarni SK, Zahn D, Skillman M, Kwon SC, Trinh-Shevrin C. 
Integrating Community Health Workers Within Patient Protection and Affordable 
Care Act Implementation. Journal of Public Health Management and Practice. 
2015;21(1):42-50. doi:10.1097/phh.0000000000000084. 

57. Glenton, et al. 2013 

58. Glenton, et al. 2013 

59. Hall CS, Fotrell E, Wilkinson S, Byass P. Assessing the impact of mHealth 
interventions in low- and middle-income countries--what has been shown to 
work? Global Health Action. 2014;7. doi:10.3402/gha.v7.25606. 

60. Gentry S, Van-Velthoven MH, Car LT, Car J. Telephone delivered interventions 
for reducing morbidity and mortality in people with HIV infection. Cochrane 
Database of Systematic Reviews. 2013. doi:10.1002/14651858.cd009189.pub2. 

61. Alghamdi M, Gashgari H, Househ M. A Systematic Review of Mobile Health 
Technology Use in Developing Countries. Studies in health technology and 
informatics. 2015;213:223-226. 

62. Davey S, Davey A. Mobile-health technology: Can it Strengthen and improve 
public health systems of other developing countries as per Indian strategies? A 
systematic review of the literature. International Journal of Medicine and Public 
Health. 2014;4(1):40. doi:10.4103/2230-8598.127121. 

63. Devi BR, Syed-Abdul S, Kumar A, et al. mHealth: An updated systematic 
review with a focus on HIV/AIDS and tuberculosis long term management 
using mobile phones. Computer Methods and Programs in Biomedicine. 
2015;122(2):257-265. doi:10.1016/j.cmpb.2015.08.003. 

64. Free C, Phillips G, Galli L, et al. The Effectiveness of Mobile-Health 
Technology-Based Health Behaviour Change or Disease Management 
Interventions for Health Care Consumers: A Systematic Review. PLoS Medicine. 
2013;10(1). doi:10.1371/journal.pmed.1001362. 

65. Pal K, Eastwood SV, Michie S, et al. Computer-based diabetes self-
management interventions for adults with type 2 diabetes mellitus. Cochrane 
Database of Systematic Reviews. 2013. doi:10.1002/14651858.cd008776.pub2. 

66. Vodopivec-Jamsek V, Jongh TD, Gurol-Urganci I, Atun R, Car J. Mobile 
phone messaging for preventive health care. Cochrane Database of Systematic 
Reviews. December 2012. doi:10.1002/14651858.cd007457.pub2. 

67. Ho K, Newton L, Boothe A, Novak-Lauscher H. Mobile Digital Access to a 
Web-enhanced Network (mDAWN): Assessing the Feasibility of Mobile Health 
Tools for Self-Management of Type-2 Diabetes. AMIA . 2015;1:621-629. 

68. Klonoff DC. The Current Status of mHealth for Diabetes: Will it Be the Next 
Big Thing? Journal of Diabetes Science and Technology. 2013;7(3):749-758. doi:
10.1177/193229681300700321. 

69. Gentry S, Van-Velthoven MH, Car LT, Car J. Telephone delivered interventions 
for reducing morbidity and mortality in people with HIV infection. Cochrane 
Database of Systematic Reviews. 2013. doi:10.1002/14651858.cd009189.pub2. 

70. Bailey J, Mann S, Wayal S, et al. Sexual health promotion for young 
people delivered via digital media: a scoping review. Public Health Research. 
2015;3(13):1-120. doi:10.3310/phr03130. 

71. Horvath T, Azman H, Kennedy GE, Rutherford GW. Mobile phone text 
messaging for promoting adherence to antiretroviral therapy in patients 
with HIV infection. Cochrane Database of Systematic Reviews. 2012. 
doi:10.1002/14651858.cd009756. 

72. Amoakoh-Coleman M, Borgstein AB-J, Sondaal SF, et al. Effectiveness of 
mHealth Interventions Targeting Health Care Workers to Improve Pregnancy 
Outcomes in Low- and Middle-Income Countries: A Systematic Review. Journal 
of Medical Internet Research. 2016;18(8). doi:10.2196/jmir.5533. 

73. Hall, et al. 2014 

74. Turner T, Spruijt-Metz D, Wen CKF, Hingle MD. Prevention and treatment of 
pediatric obesity using mobile and wireless technologies: a systematic review. 
Pediatric Obesity. 2015;10(6):403-409. doi:10.1111/ijpo.12002. 

75. Free C, Phillips G, Galli L, et al. The Effectiveness of Mobile-Health 
Technology-Based Health Behaviour Change or Disease Management 
Interventions for Health Care Consumers: A Systematic Review. PLoS Medicine. 
2013;10(1). doi:10.1371/journal.pmed.1001362. 

76. Labrique AB, Vasudevan L, Kochi E, Fabricant R, Mehl G. mHealth 
innovations as health system strengthening tools: 12 common applications and 
a visual framework. Global Health, Science and Practice. 2013;1(2):160-171. 
doi:10.9745/GHSP-D-13-00031. 

77. Bloomfield GS, Vedanthan R, Vasudevan L, Kithei A, Were M, Velazquez 
EJ. Mobile health for non-communicable diseases in Sub-Saharan 
Africa: a systematic review of the literature and strategic framework for 
research. Globalization and Health. 2014;10:49. doi:10.1186/1744-8603-10-49. 

78. Klonoff DC. The Current Status of mHealth for Diabetes: Will it Be the Next 
Big Thing? Journal of Diabetes Science and Technology. 2013;7(3):749-758. doi:
10.1177/193229681300700321. 

79. Obasola OI, Mabawonku I, Lagunju I. A Review of e-Health Interventions 
for Maternal and Child Health in Sub-Sahara Africa. Maternal and Child Health 
Journal. 2015;19(8):1813-1824. doi:10.1007/s10995-015-1695-0. 

80. Lima ICVD, Galvão MTG, Alexandre HDO, Lima FET, Araújo TLD. Information 
and communication technologies for adherence to antiretroviral treatment in 
adults with HIV/AIDS. International Journal of Medical Informatics. 2016;92:54-
61. doi:10.1016/j.ijmedinf.2016.04.013. 

81. Alghamdi et. al, 2015 

82. Alghamdi et. al, 2015 

83. Horvath et. al 2012 

84. Horvath et. al 2012 

85. Devi, et al. 2015 

86. Smith C, Gold J, Ngo TD, Sumpter C, Free C. Mobile phone-based 
interventions for improving contraception use. Cochrane Database of 
Systematic Reviews. 2015. doi:10.1002/14651858.cd011159.pub2. 

87. Obasola, et al. 2015  

88. Sondaal SFV, Browne JL, Amoakoh-Coleman M, et al. Assessing the Effect 
of mHealth Interventions in Improving Maternal and Neonatal Care in Low- 
and Middle-Income Countries: A Systematic Review. Plos One. 2016;11(5). 
doi:10.1371/journal.pone.0154664. 

89.  36. Lee SH, Nurmatov UB, Nwaru BI, Mukherjee M, Grant L, Pagliari C. 
Effectiveness of mHealth interventions for maternal, newborn and child 
health in low– and middle–income countries: systematic review and 
meta–analysis. Journal of Global Health. 2016;6(1):010401. doi:10.7189/
jogh.06.010401. 

90. Watterson JL, Walsh J, Madeka I. Using mHealth to improve usage 
of antenatal care, postnatal care, and immunization: a systematic review 
of the literature. BioMed Research International. 2015;2015:153402. 
doi:10.1155/2015/153402. 

91. Amoakoh-Coleman, et al. 2016  

92. Amoakoh-Coleman, et al. 2016   

93. Piette JD, List J, Rana GK, Townsend W, Striplin D, Heisler M. Mobile Health 
Devices as Tools for Worldwide Cardiovascular Risk Reduction and Disease 
Management. Postgraduate Medicine. 2015;127(2):150-158. doi:10.1080/00325
481.2015.1015396. 

94. Piette, et al. 2015  

95. Pal K, Eastwood SV, Michie S, et al. Computer-based diabetes self-
management interventions for adults with type 2 diabetes mellitus. Cochrane 
Database of Systematic Reviews. 2013. doi:10.1002/14651858.cd008776.pub2. 

96. Bloomfield GS, Vedanthan R, Vasudevan L, Kithei A, Were M, Velazquez 
EJ. Mobile health for non-communicable diseases in Sub-Saharan 
Africa: a systematic review of the literature and strategic framework for 
research. Globalization and Health. 2014;10:49. doi:10.1186/1744-8603-10-49. 

97. Alghamdi, et al. 2015  

98. Buhi ER, Trudnak TE, Martinasek MP, Oberne AB, Fuhrmann HJ, 
Mcdermott RJ. Mobile phone-based behavioural interventions for health: 
A systematic review. Health Education Journal. 2013;72(5):564-583. 
doi:10.1177/0017896912452071. 

, References

http://www.globaltolocal.org


84www.globaltolocal.orgLandscape Assessment   
                

99. Bailey, et. al, 2015  

100. Flodgren G, Rachas A, Farmer AJ, Inzitari M, Shepperd S. Interactive 
telemedicine: effects on professional practice and health care outcomes. 
Cochrane Database of Systematic Reviews. July 2015. doi:10.1002/14651858.
cd002098.pub2. 

101. Ho, et al. 2015  

102. Dale LP, Dobson R, Whittaker R, Maddison R. The effectiveness of 
mobile-health behaviour change interventions for cardiovascular disease self-
management: A systematic review. European Journal of Preventive Cardiology. 
2016;23(8):801-817. doi:10.1177/2047487315613462. 

103. Baron J, Mcbain H, Newman S. The Impact of Mobile Monitoring 
Technologies on Glycosylated Hemoglobin in Diabetes: A Systematic Review. 
Journal of Diabetes Science and Technology. 2012;6(5):1185-1196. doi:10.1177
/193229681200600524. 

104. Baron JS, Hirani SP, Newman SP. Investigating the behavioural effects 
of a mobile-phone based home telehealth intervention in people with 
insulin-requiring diabetes: Results of a randomized controlled trial with 
patient interviews. Journal of Telemedicine and Telecare. March 2016. 
doi:10.1177/1357633x16655911. 

105. Gentry, et al. 2013 

106. Pal, et al. 2013  

107. Nicholas, et al. 2015  

108. Buhi, et al. 2015  

109. Elbert NJ, Os-Medendorp HV, Renselaar WV, et al. Effectiveness and 
Cost-Effectiveness of eHealth Interventions in Somatic Diseases: A Systematic 
Review of Systematic Reviews and Meta-Analyses. Journal of Medical Internet 
Research. 2014;16(4). doi:10.2196/jmir.2790. 

110. Lima, et al. 2016 

111. French RS, Bonell C, Wellings K, Weatherburn P. An exploratory review of 
HIV prevention mass media campaigns targeting men who have sex with men. 
BMC Public Health. 2014;14(1). doi:10.1186/1471-2458-14-616. 

112. Gobin M, Verlander N, Maurici C, Bone A, Nardone A. Do sexual health 
campaigns work? An outcome evaluation of a media campaign to increase 
chlamydia testing among young people aged 15–24 in England. BMC Public 
Health. 2013;13(1). doi:10.1186/1471-2458-13-484. 

113. Lam E, Partridge SR, Allman-Farinelli M. Strategies for successful 
recruitment of young adults to healthy lifestyle programmes for the prevention 
of weight gain: a systematic review. Obesity Reviews. 2015;17(2):178-200. 
doi:10.1111/obr.12350. 

114. Noar SM, Zimmerman RS, Palmgreen P, Cupp PK, Floyd BR, Mehrotra 
P. Development and Implementation of Mass Media Campaigns to Delay 
Sexual Initiation Among African American and White Youth. Journal of Health 
Communication. 2013;19(2):152-169. doi:10.1080/10810730.2013.811318. 

115. Verheijden MW, Dommelen PV, Empelen PV, Crone MR, Werkman AM, 
Kesteren NMV. Changes in self-reported energy balance behaviours and body 
mass index during a mass media campaign. Family Practice. 2012;29(suppl 
1):i75-i81. doi:10.1093/fampra/cmr133. 

116. Nonnemaker JM, Dench D, Homsi G, Macmonegle A, Duke J. The effect of 
exposure to media campaign messages on adult cessation. Addictive Behaviors. 
2015;49:13-19. doi:10.1016/j.addbeh.2015.05.006. 

117. Wakefield MA, Loken B, Hornik RC. Use of mass media campaigns to 
change health behaviour. The Lancet. 2010;376(9748):1261-1271. doi:10.1016/
s0140-6736(10)60809-4. 

118. Gholami, et al. 2014 

119. Gobin, et al. 2013  

120. Lacroix JM, Snyder LB, Huedo-Medina TB, Johnson BT. Effectiveness 
of Mass Media Interventions for HIV Prevention, 1986–2013. JAIDS 
Journal of Acquired Immune Deficiency Syndromes. 2014;66. doi:10.1097/
qai.0000000000000230. 

121. Do M, Kincaid DL, Figueroa ME. Impacts of four communication programs 
on HIV testing behavior in South Africa. AIDS Care. 2014;26(9):1109-1117. doi:1
0.1080/09540121.2014.901487. 

122. Peltzer K, Parker W, Mabaso M, Makonko E, Zuma K, Ramlagan S. Impact 
of National HIV and AIDS Communication Campaigns in South Africa to 
Reduce HIV Risk Behaviour. The Scientific World Journal. 2012;2012:1-6. 
doi:10.1100/2012/384608. 

123. Sunguya BF, Munisamy M, Pongpanich S, Yasuoka J, Jimba M. Ability of 
HIV Advocacy to Modify Behavioral Norms and Treatment Impact: A Systematic 
Review. American Journal of Public Health. 2016;106(8). doi:10.2105/
ajph.2016.303179. 

124. Naugle DA, Hornik RC. Systematic Review of the Effectiveness of Mass 
Media Interventions for Child Survival in Low- and Middle-Income Countries. 
Journal of Health Communication. 2014;19(sup1):190-215. doi:10.1080/108107
30.2014.918217. 

125. Noar, et al. 2013  

126.  Mukandavire Z, Garira W, Tchuenche JM. Modelling effects of public 
health educational campaigns on HIV/AIDS transmission dynamics. Applied 
Mathematical Modelling. 2009;33(4):2084–2095. 

127. Hackley B. Incorporating immunization services into reproductive health 
care. Journal of Midwifery and Women’s Health. 2008;53(3):175–187. 

128.  Igarashi K, Sasaki S, Fujino Y, et al. The impact of an immunization 
programme administered through the Growth Monitoring Programme Plus as an 
alternative way of implementing Integrated Management of Childhood Illnesses 
in urban-slum areas of Lusaka, Zambia. Transactions of the Royal Society of 
Tropical Medicine and Hygiene. 2010;104(9):577–582. 

129.  Nonaka D, Kobayashi J, Jimba M, et al. Malaria education from school 
to community in Oudomxay province, Lao PDR. Parasitology International. 
2008;57(1):76–82. 

130.  Townsend SR, Schorr C, Levy MM, Dellinger RP. Reducing mortality 
in severe sepsis: the surviving sepsis campaign. Clinics in Chest Medicine. 
2008;29(4):721–733. 

131.  Vijayakumar KN, Gunasekaran K, Sahu SS, Jambulingam P. Knowledge, 
attitude and practice on malaria: a study in a tribal belt of Orissa state, India 
with reference to use of long lasting treated mosquito nets. Acta Tropica. 
2009;112(2):137–142. 

132.  9. Smith B. Social marketing programs in health in developing countries. 
Presented at: Meeting the Challenges in Developing Countries Public 
Information Gathering Session, April 14, 2009; Washington, DC. 

133.  Ching P, Birmingham M, Goodman T, Sutter R, Loevinsohn B. Childhood 
mortality impact and costs of integrating vitamin A supplementation 
into immunization campaigns. American Journal of Public Health. 
2000;90(10):1526–1529. 

134.  Clements CJ, Nshimirimanda D, Gasasira A. Using immunization delivery 
strategies to accelerate progress in Africa towards achieving the Millennium 
Development Goals. Vaccine. 2008;26(16):1926–1933. 

135.  Fernando SD, Abeyasinghe RR, Galappaththy GNL, Gunawardena N, 
Rajapakse LC. Community factors affecting long-lasting impregnated mosquito 
net use for malaria control in Sri Lanka. Transactions of the Royal Society of 
Tropical Medicine and Hygiene. 2008;102(11):1081–1088. 

136.  Goodson JL, Wiesen E, Perry RT, et al. Impact of measles outbreak 
response vaccination campaign in Dar es Salaam, Tanzania. Vaccine. 
2009;27(42):5870–5874. 

137.  Usman HR, Akhtar S, Habib F, Jehan I. Redesigned immunization card and 
center-based education to reduce childhood immunization dropouts in urban 
Pakistan: a randomized controlled trial. Vaccine. 2009;27(3):467–472. 

138. Guillaumier A, Bonevski B, Paul C. Anti-tobacco mass media and socially 
disadvantaged groups: A systematic and methodological review. Drug and 
Alcohol Review. 2012;31(5):698-708. doi:10.1111/j.1465-3362.2012.00466.x. 

139. Sweat M, Denison J, Kennedy C, Tedrow V, O’reilly K. Effects of condom 
social marketing on condom use in developing countries: a systematic review 
and meta-analysis, 1990–2010. Bulletin of the World Health Organization. 
2012;90(8):613-622. doi:10.2471/blt.11.094268. 

140. LaCroix, et al. 2014  

141. Verheijden, et al. 2011  

142. Noar, et al. 2014 

143. French, et al. 2014  

144. Gobin, et al. 2013  

145.  15. Samb B, Evans T, Dybul M, et al. An assessment of interactions 
between global health initiatives and country health systems. Lancet. 2009; 
373(9681): 2137–2169. 

, References

http://www.globaltolocal.org


85www.globaltolocal.orgLandscape Assessment   
                

146. Jia L, Yuan B, Huang F, Lu Y, Garner P, Meng Q. Strategies for expanding 
health insurance coverage in vulnerable populations. Cochrane Database of 
Systematic Reviews. 2014. doi:10.1002/14651858.cd008194.pub3. 

147. Suthar AB, Ford N, Bachanas PJ, et al. Towards Universal Voluntary 
HIV Testing and Counselling: A Systematic Review and Meta-Analysis of 
Community-Based Approaches. PLoS Medicine. 2013;10(8). doi:10.1371/journal.
pmed.1001496. 

148. Kemp C. Mixed‐Methods Evaluation of a Novel Community‐Based Support 
and Education Intervention for Individuals with HIV/AIDS in KwaZulu‐Natal, 
South Africa. 2014. https://digital.lib.washington.edu/researchworks/
handle/1773/26185. Accessed February 21, 2017. 

149. Riehman KS, Kakietek J, Manteuffel BA, et al. Evaluating the effects of 
community-based organization engagement on HIV and AIDS-related risk 
behavior in Kenya. AIDS Care. 2013;25(sup1). doi:10.1080/09540121.2013.778
383. 

150. Kemp, et al. 2014  

151. Passaro RC, Haley CA, Sanchez H, Vermund SH, Kipp AM. High HIV 
prevalence and the internet as a source of HIV-related service information at 
a community-based organization in Peru: a cross-sectional study of men who 
have sex with men. BMC Public Health. 2016;16(1). doi:10.1186/s12889-016-
3561-4. 

152. Musa BM, Iliyasu Z, Yusuf SM, Uloko AE. Systematic review and 
metaanalysis on community based interventions in tuberculosis care in 
developing countries. Nigerian Journal of Medicine 2014; 23(2): 103-117 

153. Mbuagbaw L, Medley N, Darzi AJ, Richardson M, Habiba Garga K, 
Ongolo-Zogo P. Health system and community level interventions for 
improving antenatal care coverage and health outcomes. Cochrane 
Database of Systematic Reviews 2015, Issue 12. Art. No.: CD010994. DOI: 
10.1002/14651858.CD010994.pub2  

154. Lassi ZS, Bhutta ZA. Community-based intervention packages for 
reducing maternal and neonatal morbidity and mortality and improving 
neonatal outcomes. Cochrane Database of Systematic Reviews. 2015. 
doi:10.1002/14651858.cd007754.pub3. 

155. Sguassero Y, Onis MD, Bonotti AM, Carroli G. Community-based 
supplementary feeding for promoting the growth of children under five years 
of age in low and middle income countries. Cochrane Database of Systematic 
Reviews. 2012. doi:10.1002/14651858.cd005039.pub3. 

156. Jia, et al. 2014  

157. Hertenstein A, Saluk J, Stranges E, White A, Blair A. Improving women’s 
confidence and motivation related to healthy lifestyle goal attainment through 
group-centered meetings at a community based organization. Annals of Global 
Health. 2016;82(3):389-390. doi:10.1016/j.aogh.2016.04.636. 

158. Wilson MG, Lavis JN, Travers R, Rourke SB. Community-based knowledge 
transfer and exchange: Helping community-based organizations link research to 
action. Implementation Science. 2010;5(1). doi:10.1186/1748-5908-5-33. 

159. Musa, et al. 2014  

160. Lassi, et al. 2015  

161. Passaro, et al. 2016  

162. Lassi, et al. 2015  

163. Sguassero, et al. 2012  

164. Brasington A, Abdelmegeid A, Dwivedi V, et al. Promoting Healthy 
Behaviors among Egyptian Mothers: A Quasi-Experimental Study of a Health 
Communication Package Delivered by Community Organizations. Plos One. 
2016;11(3). doi:10.1371/journal.pone.0151783. 

165. Kemp, et al. 2014  

166. Riehman KS, Kakietek J, Manteuffel BA, et al. Evaluating the effects of 
community-based organization engagement on HIV and AIDS-related risk 
behavior in Kenya. AIDS Care. 2013;25(sup1). doi:10.1080/09540121.2013.778
383  

167. Passaro, et al. 2016  

168. Lassi, et al. 2015  

169. Sguassero, et al. 2012  

170. Brasington, et al. 2016  

171. Redmond L, Guarrine M, Hershey A, Delgado B, Fonseca-Becker 
F. Improving Nutritional Habits to Decrease Childhood Obesity through 
Development of Monitoring and Evaluation Capacity in a Community Based 
Organization in Chicago. Journal of the Academy of Nutrition and Dietetics. 
2015;115(9). doi:10.1016/j.jand.2015.06.355. 

172. Stein R, Shapatava E, Williams W, et al. Reduced Sexual Risk Behaviors 
Among Young Men of Color Who Have Sex with Men: Findings from the 
Community-Based Organization Behavioral Outcomes of Many Men, Many 
Voices (CBOP-3MV) Project. Prevention Science. 2015;16(8):1147-1158. 
doi:10.1007/s11121-015-0565-8. 

173. Maxwell AE, Danao LL, Cayetano RT, Crespi CM, Bastani R. Adoption of an 
evidence-based colorectal cancer screening promotion program by community 
organizations serving Filipino Americans. BMC Public Health. 2014;14(1). 
doi:10.1186/1471-2458-14-246. 

174. Christiansen BA, Brooks M, Keller PA, Theobald WE, Fiore MC. Closing 
Tobacco-Related Disparities. American Journal of Preventive Medicine. 
2010;38(3). doi:10.1016/j.amepre.2009.11.015. 

175.  Lai MH. Asian/Pacific Islander Youth Violence Prevention Center: 
community mobilization efforts to reduce and prevent youth violence. American 
Journal of Preventive Medicine. 2008;34(3,Supplement 1):S48–S55. 

176.  Rhodes SD, Foley KL, Zometa CS, Bloom FR. Lay health advisor 
interventions among Hispanics/Latinos: a qualitative systematic review. 
American Journal of Preventive Medicine. 2007;33(5):418–427. 

177.  Shelley D, Fahs M, Yerneni R, et al. Effectiveness of tobacco control 
among Chinese Americans: a comparative analysis of policy approaches versus 
community-based programs. Preventive Medicine. 2008;47(5):530–536. 

178.  19. Griffith DM, Allen JO, Zimmerman MA, et al. Organizational 
empowerment in community mobilization to address youth violence. American 
Journal of Preventive Medicine. 2008;34(Supplement 3):S89–S99. 

179. Harris MB, Allgood JG. Adolescent pregnancy prevention: choosing 
an effective program that fits. Children and Youth Services Review. 
2009;31(12):1314–1320. 

180.  Frantsve-Hawley J, Meyer DM. The evidence-based dentistry champions: 
a grassroots approach to the implementation of EBD. Journal of Evidence Based 
Dental Practice. 2008;8(2):64–69. 

181. Social determinants of health page. World Health Organization website. 
Available at http://www.who.int/social_determinants/sdh_definition/en/. 
Accessed February 21, 2017. 

182. Lindahl M. Estimating the Effect of Income on Health and Mortality Using 
Lottery Prizes as Exogenous Source of Variation in Income. Bonn, Germany: 
Institute for the Study of Labor; 2002. Discussion Paper Series, No.42. 

183. Mueller U, Heinzel-Gutenbunner M, Groos S. Income and health: a 
comparison of its association in capitalist West and communist East 
Germany. In: Seminar 1 of the IUSSP Committee on Emerging Health Threats 
Determinants Of Diverging Trends In Mortality 19-21 June 2002, Rostock. 
Rostock, Germany: International Union for the Scientific Study of Population 
Committee on Emerging Health Threats; 2002. 

184. WHO. What are social determinants of health?. WHO - Social determinants 
of health. 2012. Available athttp://www.who.int/social_determinants/sdh_
definition/en/. Accessed February 21, 2017. 

185. Zimmerman EB, Woolf SH, Haley A. Understanding the Relationship 
Between Education and Health. Rockville, MD: Agency for Healthcare Research 
and Quality; September 2015. Available athttps://www.ahrq.gov/professionals/
education/curriculum-tools/population-health/zimmerman.html. 

186. Grimm M. Does inequality in health impede economic growth? Oxford 
Economic Papers. 2011;63(3):448-474. doi:10.1093/oep/gpr002. 

187. Bakkeli NZ. Income inequality and health in China: A panel data 
analysis. Social Science & Medicine. 2016;157:39-47. doi:10.1016/j.
socscimed.2016.03.041. 

188. Awan H, Khan N, Malik S. The economic burden of blindness in Pakistan: A 
socio-economic and policy imperative for poverty reduction strategies. Indian 
Journal of Ophthalmology. 2012;60(5):358. doi:10.4103/0301-4738.100527. 

189. Strittmatter A, Sunde U. Health and economic development—evidence 
from the introduction of public health care. Journal of Population Economics. 
2012;26(4):1549-1584. doi:10.1007/s00148-012-0450-8. 

, References

http://www.globaltolocal.org


86www.globaltolocal.orgLandscape Assessment   
                

190. Licumba EA, Dzator J, Zhang X. Health and economic growth: are there 
gendered effects?: Evidence from selected southern Africa development 
community region. The Journal of Developing Areas. 2016;50(5):215-227. 
doi:10.1353/jda.2016.0056. 

191. Wang G-Z. The Impact of Social and Economic Indicators on Maternal and 
Child Health. Social Indicators Research. 2013;116(3):935-957. doi:10.1007/
s11205-013-0330-y. 

192. Liljestrand J, Sambath MR. Socio-economic improvements and health 
system strengthening of maternity care are contributing to maternal mortality 
reduction in Cambodia. Reproductive Health Matters. 2012;20(39):62-72. 
doi:10.1016/s0968-8080(12)39620-1. 

193. Manrique-Garcia E, Sidorchuk A, Hallqvist J, Moradi T. Socioeconomic 
position and incidence of acute myocardial infarction: a meta-analysis. Journal 
of Epidemiology & Community Health. 2010;65(4):301-309. doi:10.1136/
jech.2009.104075. 

194. Biadgilign S, Shumetie A, Yesigat H. Does Economic Growth Reduce 
Childhood Undernutrition in Ethiopia? Plos One. 2016;11(8). doi:10.1371/journal.
pone.0160050. 

195. Ssewanyana S, Kasirye I. Causes of Health Inequalities in Uganda: Evidence 
from the Demographic and Health Surveys. African Development Review. 
2012;24(4):327-341. doi:10.1111/1467-8268.12007. 

196. Van de Poel E, Flores G, Ir P, O’Donnell O, Van Doorslaer E. Can vouchers 
deliver? An evaluation of subsidies for maternal health care in Cambodia. 
Bulletin of the World Health Organization. 2014;92(5):331-339. doi:10.2471/
BLT.13.129122. 

197.  Wilkinson RG, Pickett KE. Income inequality and population health: 
a review and explanation of the evidence. Social Science and Medicine. 
2006;62(7):1768–1784. 

198. Moniruzzaman S, Andersson R. Economic development as a determinant 
of injury mortality—A longitudinal approach. Social Science and Medicine. 
2008;66(8):1699–1708. 

199. Violato M, Petrou S, Gray R. The relationship between household income 
and childhood respiratory health in the United Kingdom. Social Science and 
Medicine. 2009;69(6):955–963. 

200. Guisan MC. Education, health and economic development: A survey of 
quantitative economic studies, 2001 to 2009. Regional and Sectoral Economic 
Studies. 2009;9(1):129–150. 

201. Alderman H, Hoogeveen H, Rossi M. Reducing child malnutrition in 
Tanzania: combined effects of income growth and program interventions. 
Economics & Human Biology. 2006;4(1):1–23. 

202. Alderman H. Improving Nutrition through community growth promotion: 
longitudinal study of the nutrition and early child development program in 
Uganda. World Development. 2007;35(8):1376–1389. 

203. Devadasan N, Ranson K, Van Damme W, Acharya A, Criel B. The landscape 
of community health insurance in India: an overview based on 10 case studies. 
Health Policy. 2006;78(2–3):224–234. 

204. Lado C. Female labour participation in agricultural production and the 
implications for nutrition and health in rural Africa. Social Science and Medicine. 
1992;34(7):789–807. 

205. Linnemayr S, Alderman H, Ka A. Determinants of malnutrition in Senegal: 
Individual, household, community variables, and their interaction. Economics 
and Human Biology. 2008;6(2):252–263. 

206. De La Cruz N, Crookston B, Gray B, Alder S, Dearden K. Microfinance 
against malaria: impact of freedom from Hunger’s malaria education when 
delivered by rural banks in Ghana. Transactions of the Royal Society of Tropical 
Medicine and Hygiene. 2009;103(12):1229–1236. 

207. Kliner M, Canaan M, Ndwandwe SZ, et al. Effects of financial incentives 
for treatment supporters on tuberculosis treatment outcomes in Swaziland: 
a pragmatic interventional study. Infectious Diseases of Poverty. 2015;4(1). 
doi:10.1186/s40249-015-0059-8. 

208. Yoong J, Rabinovich L, Diepeveen S. The impact of economic resource 
transfers to women versus men: A systematic review. Technical report. London: 
EPPI-Centre, Social Science Research Unit, Institute of Education, University of 
London  

209. Manley J, Gitter S, Slavchevska V. How Effective are Cash Transfers 
at Improving Nutritional Status? World Development. 2013;48:133-155. 
doi:10.1016/j.worlddev.2013.03.010. 

210. Lagarde M, Haines A, Palmer N. The impact of conditional cash 
transfers on health outcomes and use of health services in low and middle 
income countries. Cochrane Database of Systematic Reviews. July 2009. 
doi:10.1002/14651858.cd008137. 

211. Kliner, et al. 2015  

212. Kliner, et al. 2015  

213. Bhageerathy R, Nair S, Bhaskaran U. A systematic review of community-
based health insurance programs in South Asia. The International Journal of 
Health Planning and Management. 2016. doi:10.1002/hpm.2371. 

214. 37. PATH. Microfinancing boosts uptake of water filters. PATH - Safe Water. 
January 2012. Available athttp://www.path.org/publications/files/TS_swp_
micro_hul_india_fs.pdf. Accessed February 21, 2017. 

215. Zagorski K, Evans MDR, Kelley J, Piotrowska K. Does National Income 
Inequality Affect Individuals’ Quality of Life in Europe? Inequality, Happiness, 
Finances, and Health. Social Indicators Research. 2013;117(3):1089-1110. 
doi:10.1007/s11205-013-0390-z. 

216. Feng, et al. 2012  

217. Semyonov, et al. 2013  

218. Bakkeli, et al. 2016  

219. Galbraith AA, Semura J, ninch-Dake B, Anderson N, Christakis DA. 
Emergency department use and perceived delay in accessing illness care 
among children with Medicaid. Ambulatory Pediatrics. 2004;4(6):509–513. 

220. Rogerson 2014   

221. Mackenbach JP, Stirbu I, Roskam AJ, et al. Socioeconomic inequalities 
in health in 22 European countries. The New England Journal of Medicine. 
2008;358(23):2468–2481. 

222. Mangham-Jefferies, et al. 2014  

223. Dudley L, Garner P. Strategies for integrating primary health services in 
middle- and low-income countries at the point of delivery. Cochrane Database of 
Systematic Reviews. 2011;(7):1-75. 

224. Oyo-Ita A, Wiysonge CS, Oringanje C, Nwachukwu CE, Oduwole 
O, Meremikwu MM. Interventions for improving coverage of childhood 
immunisation in low- and middle-income countries. Cochrane Database of 
Systematic Reviews. October 2016. doi:10.1002/14651858.cd008145.pub3. 

225. Wang X, Li W, Li X, et al. Effects and cost-effectiveness of a guideline-
oriented primary healthcare hypertension management program in Beijing, 
China: results from a 1-year controlled trial. Hypertension Research. 
2012;36(4):313-321. doi:10.1038/hr.2012.173. 

226. Kempe A, Albright K, O’leary S, et al. Effectiveness of primary care–public 
health collaborations in the delivery of influenza vaccine: a cluster-randomized 
pragmatic trial. Preventive Medicine. 2014;69:110-116. doi:10.1016/j.
ypmed.2014.08.019. 

227. Wynn A, Moore KM. Integration of Primary Health Care and Public 
Health During a Public Health Emergency. American Journal of Public Health. 
2012;102(11):e9-e12. doi:10.2105/AJPH.2012.300957. 

228. Bradley S. General practitioners with a special interest in public health; at 
last a way to deliver public health in primary care. Journal of Epidemiology & 
Community Health. 2005;59(11):920-923. doi:10.1136/jech.2005.034405. 

229. Porterfield DS, Hinnant LW, Kane H, Horne J, Mcaleer K, Roussel A. 
Linkages Between Clinical Practices and Community Organizations for 
Prevention: A Literature Review and Environmental Scan. American Journal of 
Public Health. 2012;102(S3). doi:10.2105/ajph.2012.300692. 

230. Kruk ME, Porignon D, Rockers PC, Van Lerberghe W. The contribution of 
primary care to health and health systems in low- and middle-income countries: 
A critical review of major primary care initiatives. Social Science & Medicine. 
2010;70:904-911. doi:10.1016/j.socscimed.2009.11.025. 

231. Kringos DS, Broeke JRVD, Arnold P. M. Van Der Lee, Plochg T, Stronks 
K. How does an integrated primary care approach for patients in deprived 
neighbourhoods impact utilization patterns? An explorative study. BMC Public 
Health. 2016;16(1). doi:10.1186/s12889-016-3246-z. 

232. Wallace A, Dietz V, Cairns KL. Integration of immunization services with 
other health interventions in the developing world: what works and why? 
Systematic literature review. Tropical Medicine and International Health. 
2009;14(1):11–19. 

, References

http://www.globaltolocal.org


87www.globaltolocal.orgLandscape Assessment   
                

233. Oyo-Ita, et al. 2016  

234. Mangham-Jefferies, et al. 2014  

235. Dudley, et al. 2011  

236. Wynn, et al. 2012  

237. Bhuyan SS, Chandak A, Smith P, Carlton EL, Duncan K, Gentry D. Integration 
of public health and primary care: A systematic review of the current 
literature in primary care physician mediated childhood obesity interventions. 
Obesity Research & Clinical Practice. 2015;9(6):539-552. doi:10.1016/j.
orcp.2015.07.005. 

238. Bradley, et al. 2005  

239. Wells EV, Sarigiannis AN, Boulton ML. Assessing Integration of Clinical 
and Public Health Skills in Preventive Medicine Residencies: Using Competency 
Mapping. American Journal of Public Health. 2012;102(S3). doi:10.2105/
ajph.2012.300753. 

240. Bhuyan, et al. 2015  

241. Kay MK, Koelemay KG, Kwan-Gett TS, Cadwell BL, Duchin JS. 2009 
Pandemic Influenza A Vaccination of Pregnant Women—King County, 
Washington State, 2009–2010. American Journal of Public Health. 
2012;102(S3). doi:10.2105/ajph.2012.300676. 

242. Wang, et al. 2012  

243. Martin-Misener R, Valaitis R, Wong ST, et al. A scoping literature 
review of collaboration between primary care and public health. Primary 
Health Care Research & Development. 2012;13(04):327-346. doi:10.1017/
s1463423611000491. 

244. Laverack G. Improving Health Outcomes through Community 
Empowerment: A Review of the Literature. Journal of Health, Population and 
Nutrition. 2006;24(1):113-120. 

245. O’Mara-Eves A, Brunton G, Mcdaid D, et al. Community engagement to 
reduce inequalities in health: a systematic review, meta-analysis and economic 
analysis. Public Health Research. 2013;1(4):1-526. doi:10.3310/phr01040. 

246. O’Mara-Eves A, Brunton G, Oliver S, Kavanagh J, Jamal F, Thomas J. 
The effectiveness of community engagement in public health interventions 
for disadvantaged groups: a meta-analysis. BMC Public Health. 2015;15(1). 
doi:10.1186/s12889-015-1352-y. 

247. O’Mara-Eves, et al. 2013

248. Rosato M, Laverack G, Grabman LH, et al. Community participation: 
lessons for maternal, newborn, and child health. The Lancet. 2008;372:962-971. 

249. Mason AR, Hill RC, Myers LA, Street AD. Establishing the economics of 
engaging communities in health promotion: what is desirable, what is feasible? 
Critical Public Health. 2008;18(3):285-297. doi:10.1080/09581590802277366. 

250. Mason, et al. 2008  

251. Whittaker M, Smith C. Reimagining malaria: five reasons to strengthen 
community engagement in the lead up to malaria elimination. Malaria Journal. 
2015;14(1). doi:10.1186/s12936-015-0931-9. 

252. Marcil L, Afsana K, Perry HB. First Steps in Initiating an Effective Maternal, 
Neonatal, and Child Health Program in Urban Slums: the BRAC Manoshi 
Project’s Experience with Community Engagement, Social Mapping, and Census 
Taking in Bangladesh. Journal of Urban Health. 2016;93(1):6-18. doi:10.1007/
s11524-016-0026-0. 

253. O’Mara-Eves, et al. 2015  

254. Brunton G, O’mara-Eves A, Thomas J. The ‘active ingredients’ for 
successful community engagement with disadvantaged expectant and new 
mothers: a qualitative comparative analysis. Journal of Advanced Nursing. 
2014;70(12):2847-2860. doi:10.1111/jan.12441. 

255. Mason, et al. 2008  

256. Rosato, et al. 2008  

257. Laverack G. A planning framework for community empowerment goals 
within health promotion. Health Policy and Planning. 2000;15(3):255-262. 
doi:10.1093/heapol/15.3.255. 

258. Laverack 2000 

259. Sallnow L, Paul S. Understanding community engagement in end-of-life 
care: developing conceptual clarity. Critical Public Health. 2014;25(2):231-238. 
doi:10.1080/09581596.2014.909582. 

260. Marcil, et al. 2016  

261. Rosato, et al. 2008  

262. Marston C, Hinton R, Kean S, et al. Community participation for 
transformative action on women’s, children’s and adolescents’ health. Bulletin of 
the World Health Organization. 2016;94(5):376-382. doi:10.2471/blt.15.168492. 

263. Lassi ZS, Bhutta ZA. Community-based intervention packages for 
reducing maternal and neonatal morbidity and mortality and improving 
neonatal outcomes. Cochrane Database of Systematic Reviews. 2015. 
doi:10.1002/14651858.cd007754.pub3. 

264. Brunton, et al. 2014 

265. Rosato, et al. 2008 

266. Whittaker, et al. 2015 

267. Atkinson J-A, Vallely A, Fitzgerald L, Whittaker M, Tanner M. The 
architecture and effect of participation: a systematic review of community 
participation for communicable disease control and elimination. Implications 
for malaria elimination. Malaria Journal. 2011;10(1):225. doi:10.1186/1475-
2875-10-225. 

268. Atkinson, et al. 2011  

269. Kerrigan DL, Fonner VA, Stromdahl S, Kennedy CE. Community 
Empowerment Among Female Sex Workers is an Effective HIV Prevention 
Intervention: A Systematic Review of the Peer-Reviewed Evidence from Low- 
and Middle-Income Countries. AIDS and Behavior. 2013;17(6):1926-1940. 
doi:10.1007/s10461-013-0458-4. 

270. Kerrigan D, Kennedy CE, Morgan-Thomas R, et al. A community 
empowerment approach to the HIV response among sex workers: e‐ ectiveness, 
challenges, and considerations for implementation and scale-up. The Lancet. 
2014;385:172-185. 

271. Kerrigan, et al. 2014  

272. O’Mara-Eves, et al. 2015  

273. O’Mara-Eves, et al. 2013 

274. Marston, et al. 2016 

275. Brunton, et al. 2015  

276. Fawcett SB, Paine-Andrews A, Francisco VT, et al. Using empowerment 
theory in collaborative partnerships for community health and development. 
American Journal of Community Psychology. 1995;23(5):677-697. doi:10.1007/
bf02506987. 

277. South J, Phillips G. Evaluating community engagement as part of the 
public health system. Journal of Epidemiology and Community Health. 
2014;68(7):692-696. doi:10.1136/jech-2013-203742. 

278. South J, Stansfield J, Brice A, Connolly AM, Davis C, Henderson G. A guide 
to community-centered approaches for health and wellbeing. Public Health 
England. 2015;3(1):2-39. 

279. Wolfenden L, Wyse R, Nichols M, Allender S, Millar L, Mcelduff P. A 
systematic review and meta-analysis of whole of community interventions to 
prevent excessive population weight gain. Preventive Medicine. 2014;62:193-
200. doi:10.1016/j.ypmed.2014.01.031. 

280. Phillips G, Bottomley C, Schmidt E, et al. Well London Phase-1: results 
among adults of a cluster-randomised trial of a community engagement 
approach to improving health behaviours and mental well-being in deprived 
inner-city neighbourhoods. Journal of Epidemiology and Community Health. 
2014;68(7):606-614. doi:10.1136/jech-2013-202505  

281. Milton B, Attree P, French B, Povall S, Whitehead M, Popay J. The impact of 
community engagement on health and social outcomes: a systematic review. 
Community Development Journal. 2011;47(3):316-334. doi:10.1093/cdj/bsr043. 

282. Reilly S, Planner C, Gask L, et al. Collaborative care approaches for people 
with severe mental illness. Cochrane Database of Systematic Reviews. April 
2013. doi:10.1002/14651858.cd009531.pub2. 

283. Bolton M, Moore I, Ferreira A, Day C, Bolton D. Community organizing and 
community health: piloting an innovative approach to community engagement 
applied to an early intervention project in south London. Journal of Public 
Health. 2015;38(1):115-121. doi:10.1093/pubmed/fdv017. 

284. Baptiste D, Kapungu C, Khare MH, Lewis Y, Barlow-Mosha L. Integrating 
women’s human rights into global health research: an action framework. Journal 
of Women’s Health. 2010;19(11):2091-2099. doi:10.1089/jwh.2010.2119. 

, References

http://www.globaltolocal.org


88www.globaltolocal.orgLandscape Assessment   
                

285. Bair-Merritt MH, Lewis-O’Connor A, Goel S, Amato P, Ismailji T, Jelley M, 
Lenahan P, Cronholm P. Primary Care-Based Interventions for Intimate Partner 
Violence. American Journal of Preventive Medicine. 2014;46(2):188-194. 

286. Rees K, Zweigenthal V, Joyner K. Health sector responses to intiate partner 
violence: A literature review. African Journal of Primary Health Care & Family 
Medicine. 2014;6(1). doi:10.4102/phcfm.v6i1.712. 

287. O’Doherty LJ, Macmillan H, Feder G, Taft A, Taket A, Hegarty K. Selecting 
outcomes for intimate partner violence intervention trials: Overview and 
recommendations. Aggression and Violent Behavior. 2014;19(6):663-672. 
doi:10.1016/j.avb.2014.09.010. 

288. Bair-Merritt, et al. 2012  

289. Rees, et al. 2014  

290. Kok MC, Kane SS, Tulloch O, et al. How does context influence performance 
of community health workers in low- and middle-income countries? Evidence 
from the literature. Health Research Policy and Systems. 2015;13(1). 
doi:10.1186/s12961-015-0001-3. 

291. Samb B. Reforming country health systems for women’s health. The Lancet. 
2010;375(9712):354-355. doi:10.1016/s0140-6736(10)60102-x. 

292. Jennings L, Gagliardi L. Influence of mhealth interventions on gender 
relations in developing countries: a systematic literature review. International 
Journal for Equity in Health. 2013;12(1):85. doi:10.1186/1475-9276-12-85. 

293. Caruso BA, Sevilmedu V, Fung ICH, Patkar A, Baker K. Gender disparities in 
water, sanitation, and global health. The Lancet. 2015;386:650-651. 

294. O’Doherty, et al. 2014 

295. Davies SE, Bennett B. A gendered human rights analysis of Ebola and 
Zika: locating gender in global health emergencies. International Affairs. 
2016;92(5):1041-1060. doi:10.1111/1468-2346.12704. 

296. Filby A, Mcconville F, Portela A. What Prevents Quality Midwifery Care? A 
Systematic Mapping of Barriers in Low and Middle Income Countries from the 
Provider Perspective. Plos One. 2016;11(5). doi:10.1371/journal.pone.0153391. 

297. Caruso, et al. 2015 

298. Hawkes S, Buse K. Gender and global health: evidence, policy, and 
inconvenient truths. The Lancet. 2013;381(9879):1783-1787. doi:10.1016/s0140-
6736(13)60253-6. 

299. Harman S. Ebola, gender and conspicuously invisible women in global 
health governance. Third World Quarterly. 2016;37(3):524-541. doi:10.1080/0143
6597.2015.1108827. 

300. Davies, et al. 2016 

301. Kok, et al. 2015  

302. Zulu JM, Kinsman J, Michelo C, Hurtig A-K. Integrating national community-
based health worker programmes into health systems: a systematic review 
identifying lessons learned from low-and middle-income countries. BMC Public 
Health. 2014;14(1). doi:10.1186/1471-2458-14-987. 

303. Musheke M, Ntalasha H, Gari S, et al. A systematic review of qualitative 
findings on factors enabling and deterring uptake of HIV testing in Sub-Saharan 
Africa. BMC Public Health. 2013;13(1). doi:10.1186/1471-2458-13-220. 

304. Small E, Nikolova SP, Narendorf SC. Synthesizing Gender Based HIV 
Interventions in Sub-Sahara Africa: A Systematic Review of the Evidence. AIDS 
and Behavior. 2013;17(9):2831-2844. doi:10.1007/s10461-013-0541-x. 

305. Small E, Nikolova SP. Attitudes of Violence and Risk for HIV: Impact on 
Women’s Health in Malawi. Sexuality & Culture. 2015;19(4):659-673. doi:10.1007/
s12119-015-9285-2. 

306. Skevington SM, Sovetkina EC, Gillison FB. A Systematic Review to 
Quantitatively Evaluate ‘Stepping Stones’: A Participatory Community-based 
HIV/AIDS Prevention Intervention. AIDS and Behavior. 2012;17(3):1025-1039. 
doi:10.1007/s10461-012-0327-6. 

307. Rees, et al. 2014 

308. Jennings, et al. 2013 

309. Pascale A, Beal MW, Fitzgerald T. Rethinking the Well Woman Visit: A 
Scoping Review to Identify Eight Priority Areas for Well Woman Care in the 
Era of the Affordable Care Act. Women’s Health Issues. 2016;26(2):135-146. 
doi:10.1016/j.whi.2015.11.003. 

310. Bair-Merritt, et al. 2012  

311. Taft A, O’doherty L, Hegarty K, Ramsay J, Davidson L, Feder G. Screening 
women for intimate partner violence in healthcare settings. Cochrane Database 
of Systematic Reviews. 2013. doi:10.1002/14651858.cd007007.pub2. 

312. Raissi SE, Krentz HB, Siemieniuk RA, Gill MJ. Implementing an Intimate 
Partner Violence (IPV) Screening Protocol in HIV Care. AIDS Patient Care and 
STDs. 2015;29(3):133-141. doi:10.1089/apc.2014.0306. 

313. Swailes AL, Lehman EB, Perry AN, Mccall-Hosenfeld JS. Intimate partner 
violence screening and counseling in the health care setting: Perception of 
provider-based discussions as a strategic response to IPV. Health Care for 
Women International. 2016;37(7):790-801. doi:10.1080/07399332.2016.11401
72. 

314. Bucagu M, Kagubare JM, Basinga P, Ngabo F, Timmons BK, Lee AC. Impact 
of health systems strengthening on coverage of maternal health services 
in Rwanda, 2000–2010: A systematic review. Reproductive Health Matters. 
2012;20(39):50–61. doi:10.1016/s0968-8080(12)39611-0. 

315. Lewin S, Lavis JN, Oxman AD, et al. Supporting the delivery of cost-effective 
interventions in primary health-care systems in low-income and middle-income 
countries: An overview of systematic reviews. The Lancet. 2008;372(9642):928–
939. doi:10.1016/s0140-6736(08)61403-8. 

316. Atun R, de Jongh TE, Secci FV, Ohiri K, Adeyi O, Car J. Integration of priority 
population, health and nutrition interventions into health systems: Systematic 
review. BMC Public Health. 2011;11(1). doi:10.1186/1471-2458-11-780. 

317. Swanson RC, Cattaneo A, Bradley E, et al. Rethinking health systems 
strengthening: Key systems thinking tools and strategies for transformational 
change. Health Policy and Planning. 2012;27(suppl 4):iv54–iv61. doi:10.1093/
heapol/czs090. 

318. Herrel LA, Kaufman SR, Yan P, et al. Healthcare integration and quality 
among men with prostate cancer. The Journal of Urology. July 2016. 
doi:10.1016/j.juro.2016.07.040.Johnson AD, Thomson DR, Atwood S, et al. 
Assessing early access to care and child survival during a health system 
strengthening intervention in Mali: A repeated cross sectional survey. PLoS ONE. 
2013;8(12):e81304. doi:10.1371/journal.pone.0081304. 

319. Tso LS, Best J, Beanland R, et al. Facilitators and barriers in HIV 
linkage to care interventions. AIDS. 2016;30(10):1639–1653. doi:10.1097/
qad.0000000000001101. 

320. Karlin BE, Karel MJ. National integration of mental health providers in VA 
home-based primary care: An innovative model for mental health care delivery 
with older adults. The Gerontologist. 2013;54(5):868–879. doi:10.1093/geront/
gnt142. 

321. Gardiner C, Ingleton C, Gott M, Ryan T. Exploring the transition from 
curative care to palliative care: a systematic review of the literature. 
BMJ Supportive & Palliative Care. 2011;1(1):56-63. doi:10.1136/
bmjspcare-2010-000001. 

322. Kruk ME, Freedman LP, Anglin GA, Waldman RJ. Rebuilding health systems 
to improve health and promote statebuilding in post-conflict countries: A 
theoretical framework and research agenda. Social Science & Medicine. 
2010;70(1):89–97. doi:10.1016/j.socscimed.2009.09.042. 

323. Kruis AL, Smidt N, Assendelft WJ, et al. Integrated disease management 
interventions for patients with chronic obstructive pulmonary disease. Cochrane 
Database of Systematic Reviews. October 2013. doi:10.1002/14651858.
cd009437.pub2. 

324. Martínez-González NA, Berchtold P, Ullman K, Busato A, Egger M. 
Integrated care programmes for adults with chronic conditions: A meta-
review. International Journal for Quality in Health Care. 2014;26(5):561–570. 
doi:10.1093/intqhc/mzu071. 

325. Uyei J, Coetzee D, Macinko J, Guttmacher S. Integrated delivery of HIV and 
tuberculosis services in sub-saharan Africa: A systematic review. The Lancet 
Infectious Diseases. 2011;11(11):855–867. doi:10.1016/s1473-3099(11)70145-1. 

326. Poushino S, Morgado M, Falco A, Alves G. www.jmcp.org Vol. 22, No. 5 May 
2016 JMCP Journal of Managed Care & Specialty Pharmacy 493 Pharmacist 
Interventions in the Management of Type 2 Diabetes Mellitus: A Systematic 
Review of Randomized Controlled Trials. Journal of Managed Care & Specialty 
Pharmacy. 2016;22(5):493–515. Accessed February 27, 2017. 

327. de Jongh TE, Gurol–UrganciIpek, Allen E, Zhu NJ, Atun R. Integration of 
antenatal care services with health programmes in low– and middle–income 
countries: Systematic review. Journal of Global Health. 2016;6(1). doi:10.7189/
jogh.06.010403. 

, References

http://www.globaltolocal.org


89www.globaltolocal.orgLandscape Assessment   
                

328. Corrigan PW, Pickett S, Batia K, Michaels PJ. Peer navigators and 
integrated care to address ethnic health disparities of people with serious 
mental illness. Social Work in Public Health. 2014;29(6):581–593. doi:10.1080/1
9371918.2014.893854. 

329. Schmittdiel JA. Creating patient-centered health care systems to improve 
outcomes and reduce disparities. Israel Journal of Health Policy Research. 
2015;4(1). doi:10.1186/s13584-015-0039-2. 

330. Feng XL, Pang M, Beard J. Health system strengthening and hypertension 
awareness, treatment and control: Data from the China Health and retirement 
longitudinal study. Bulletin of the World Health Organization. 2013;92(1):29–41. 
doi:10.2471/blt.13.124495. 

331. English M, Irimu G, Agweyu A, et al. Building learning health systems to 
accelerate research and improve outcomes of clinical care in low- and middle-
income countries. PLOS Medicine. 2016;13(4):e1001991. doi:10.1371/journal.
pmed.1001991. 

332. Swanson, et al. 2012 

333. English, et al. 2016 

334. Atun R. Health systems, systems thinking and innovation. Health Policy 
and Planning. 2012;27(suppl 4):iv4–iv8. doi:10.1093/heapol/czs088. 

335. Wagner E, Schaefer J, Horner K, Cutsogeorge D, Perrault R. Reducing Care 
Fragmentation. Seattle: Improving Chronic Illness Care; 2015. Available at http://
www.improvingchroniccare.org/index.php?p=Care_Coordination&s=326. 

336. Dudley, et al. 2011  

337. Beaglehole R, Epping-Jordan J, Patel V, et al. Improving the prevention and 
management of chronic disease in low-income and middle-income countries: 
A priority for primary health care. The Lancet. 2008;372(9642):940–949. 
doi:10.1016/s0140-6736(08)61404-x. 

338. Jenkins R, Othieno C, Okeyo S, Aruwa J, Kingora J, Jenkins B. Health 
system challenges to integration of mental health delivery in primary care 
in Kenya- perspectives of primary care health workers. BMC Health Services 
Research. 2013;13(1). doi:10.1186/1472-6963-13-368. 

339. Mangham-Jefferies, et al. 2014  

340. Uyei, et al. 2011  

341. de Jongh, et al. 2016  

342. Dudley, et al. 2011  

343.  Accountable Care Organizations (ACO) page. Centers for Medicare & 
Medicaid Services website. Available at https://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/ACO/index.html?redirect=/ACO. Accessed 
February 21, 2017. 

344.  Muhlestein D, McClellan M. Accountable care organizations in 2016: 
private and public-sector growth and dispersion. Health Affairs Blog website. 
Available at http://healthaffairs.org/blog/2016/04/21/accountable-care-
organizations-in-2016-private-and-public-sector-growth-and-dispersion/. 
Accessed February 21, 2017. 

345. Kruis, et al. 2013  

346. Martinez-Gonzales, et al. 2014  

347. Pousinho, et al. 2016  

348. Herrel, et al. 2016  

349. Browne T, Darnell J, Estes Savage T, Brown A. Social workers as 
patient navigators: A review of the literature: Table 1: Social Work Research. 
2015;39(3):158–166. doi:10.1093/swr/svv017. 

350. Corrigan, et al. 2014  

351. Burgess T, Young M, Crawford GB, Brooksbank MA, Brown M. Best-practice 
care for people with advanced chronic obstructive pulmonary disease: The 
potential role of a chronic obstructive pulmonary disease care co-ordinator. 
Australian Health Review. 2013;37(4):474. doi:10.1071/ah12044. 

352. Manderson B, Mcmurray J, Piraino E, Stolee P. Navigation roles support 
chronically ill older adults through healthcare transitions: A systematic review 
of the literature. Health & Social Care in the Community. 2011;20(2):113–127. 
doi:10.1111/j.1365-2524.2011.01032.x. 

353. Olson DM, Prvu Bettger J, Alexander KP, Kendrick AS, Irvine JR, Wing L, Coeytaux 
RR, Dolor RJ, Duncan PW, Graffagnino C. Transition of Care for Acute Stroke and 
Myocardial Infarction Patients: From Hospitalization to Rehabilitation, Recovery, and 
Secondary Prevention. Evidence Report No. 202. (Prepared by the Duke Evidence-
based Practice Center under Contract No. 290-2007-10066-I.) AHRQ Publication No. 
11(12)-E011. Rockville, MD. Agency for Healthcare Research and Quality. October 
2011. 

354. Smith S, Allwright S, O’Dowd T. Effectiveness of shared care across the interface 
between primary and specialty care in chronic disease management. Cochrane 
Database of Systematic Reviews. 2007;(3). doi:10.1002/14651858.cd004910.pub2. 

355. Corrigan, et al. 2014  

356. Browne, et al. 2014  

357.  World Bank Group. What are Public Private Partnerships? Public-private 
partnership in infrastructure resource center website. Available at http://ppp.
worldbank.org/public-private-partnership/overview/what-are-public-private-
partnerships. Accessed February 21, 2017. 

358. Roehrich JK, Lewis MA, George G. Are public–private partnerships a healthy 
option? A systematic literature review. Social Science & Medicine. 2014;113:110-119. 
doi:10.1016/j.socscimed.2014.03.037. 

359. Koehlmoos TP, Gazi R, Hossain SS, Zaman K. The effect of social franchising 
on access to and quality of health services in low- and middle-income countries. 
Cochrane Database of Systematic Reviews. 2009. doi:10.1002/14651858.cd007136.
pub2. 

360. Roehrich, et al. 2014  

361. Hayes SL, Mann MK, Morgan FM, Kelly MJ, Weightman AL. Collaboration 
between local health and local government agencies for health improvement. 
Cochrane Database of Systematic Reviews. 2012. doi:10.1002/14651858.cd007825.
pub6. 

362. Ruckert A, Labonté R. Public–private partnerships (ppps) in global health: the 
good, the bad and the ugly. Third World Quarterly. 2014;35(9):1598-1614. doi:10.1080
/01436597.2014.970870. 

363. Whiteside H. Unhealthy policy: The political economy of Canadian public-private 
partnership hospitals. Health Sociology Review. 2011;20(3):258-268. doi:10.5172/
hesr.2011.20.3.258. 

364. Forrer J, Kee JE, Newcomer KE, Boyer E. Public-Private Partnerships and the 
Public Accountability Question. Public Administration Review. 2010;70(3):475-484. 
doi:10.1111/j.1540-6210.2010.02161.x. 

365. Ng M, Shanker-Raman P, Mehta R, Costa AD, Mavalankar D. Initial results on the 
impact of Chiranjeevi Yojana: a public–private partnership programme for maternal 
health in Gujarat, India. The Lancet. 2013;381. doi:10.1016/s0140-6736(13)61352-5. 

366. Oluwole D, Kraemer J. Innovative public–private partnership: a diagonal 
approach to combating women’s cancers in Africa. Bulletin of the World Health 
Organization. 2013;91(9):691-696. doi:10.2471/blt.12.109777. 

367. Shrivastava R, Gadde R, Nkengasong JN. Importance of Public-Private 
Partnerships: Strengthening Laboratory Medicine Systems and Clinical Practice in 
Africa. Journal of Infectious Diseases. 2016;213(suppl 2). doi:10.1093/infdis/jiv574. 

368. Barlow J, Roehrich J, Wright S. Europe Sees Mixed Results From Public-Private 
Partnerships For Building And Managing Health Care Facilities And Services. Health 
Affairs. 2013;32(1):146-154. doi:10.1377/hlthaff.2011.1223 

369. Sekhri N, Feachem R, Ni A. Public-Private Integrated Partnerships Demonstrate 
The Potential To Improve Health Care Access, Quality, And Efficiency. Health Affairs. 
2011;30(8):1498-1507. doi:10.1377/hlthaff.2010.0461. 

370. Oluwole, et al. 2013 

371. Mcintosh N, Grabowski A, Jack B, Nkabane-Nkholongo EL, Vian T. A Public-
Private Partnership Improves Clinical Performance In A Hospital Network In Lesotho. 
Health Affairs. 2015;34(6):954-962. doi:10.1377/hlthaff.2014.0945. 

372. De Costa A, Vora KS, Ryan K, Raman PS, Santacatterina M, Mavalankar D. The 
State-Led Large Scale Public Private Partnership ‘Chiranjeevi Program’ to Increase 
Access to Institutional Delivery among Poor Women in Gujarat, India: How Has It 
Done? What Can We Learn? PLoS One. 2014;9(5). 

373. Bompart FCA, Kiechel J-R, Sebbag R, Pecoul B. Innovative public-private 
partnerships to maximize the delivery of anti-malarial medicines: lessons 
learned from the ASAQ Winthrop experience. Malaria Journal. 2011;10(1):143. 
doi:10.1186/1475-2875-10-143. 

, References

http://www.globaltolocal.org


90www.globaltolocal.orgLandscape Assessment   
                

374. Barlow J, Roehrich J, Wright S. Europe Sees Mixed Results From Public-
Private Partnerships For Building And Managing Health Care Facilities And 
Services. Health Affairs. 2013;32(1):146-154. doi:10.1377/hlthaff.2011.1223. 

375. Campos KDP, Norman CD, Jadad AR. Product development public–private 
partnerships for public health: A systematic review using qualitative data. Social 
Science & Medicine. 2011;73(7):986-994. doi:10.1016/j.socscimed.2011.06.059. 

376. Sekhri, et al. 2011  

377. Bush S, Hopkins A. Public–private partnerships in neglected tropical 
disease control: The role of nongovernmental organisations. Acta Tropica. 
2011;120. doi:10.1016/j.actatropica.2011.01.011. 
Campos KDP, Norman CD, Jadad AR. Product development public–private 
partnerships for public health: A systematic review using qualitative data. Social 
Science & Medicine. 2011;73(7):986-994. doi:10.1016/j.socscimed.2011.06.059. 

378. Argaw MD, Woldegiorgis AG, Abate DT, Abebe ME. Improved malaria 
case management in formal private sector through public private partnership 
in Ethiopia: retrospective descriptive study. Malaria Journal. 2016;15(1). 
doi:10.1186/s12936-016-1402-7. 

379. Bompart, et al. 2011 

380. Ng, et al. 2013 

381. Schwartz JB, Bhusan I. Improving immunization equity through a 
public-private partnership in Cambodia. World Health Organization Bulletin. 
2004;82(9):661-667. 

382. Mcintosh, et al. 2015  

383. Forgia GML, Harding A. Public-Private Partnerships And Public Hospital 
Performance In Sao Paulo, Brazil. Health Affairs. 2009;28(4):1114-1126. 
doi:10.1377/hlthaff.28.4.1114. 

384. Sekhri, et al. 2011  

385. Kamya C, Shearer J, Asiimwe G, et al. Evaluating global health partnerships: 
a case study of a Gavi HPV vaccine application process in Uganda. International 
Journal of Health Policy and Management. 2016; 2(6). Available at http://ijhpm.
com/article_3288.html. 

386. Roehrich, et al. 2014  

387. Wong EL, Yeoh E-K, Chau PY, Yam CH, Cheung AW, Fung H. How shall 
we examine and learn about public-private partnerships (PPPs) in the health 
sector? Realist evaluation of PPPs in Hong Kong. Social Science & Medicine. 
2015;147:261-269. doi:10.1016/j.socscimed.2015.11.012. 

388. Johnston LM, Finegood DT. Cross-Sector Partnerships and Public Health: 
Challenges and Opportunities for Addressing Obesity and Noncommunicable 
Diseases Through Engagement with the Private Sector. Annual Review of Public 
Health. 2015;36(1):255-271. doi:10.1146/annurev-publhealth-031914-122802. 

389. Galea G, Mckee M. Public–private partnerships with large corporations: 
Setting the ground rules for better health. Health Policy. 2014;115(2-3):138-140. 
doi:10.1016/j.healthpol.2014.02.003. 

390. Johnston, et al. 2015  

391. Duvernay C. A Public-Private Trauma Center Network In Florida Harnesses 
Data To Improve Care Quality For An Aging Population. Health Affairs. 
2013;32(12):2139-2141. doi:10.1377/hlthaff.2013.1205. 

392. Hayes SL, Mann MK, Morgan FM, Kelly MJ, Weightman AL. Collaboration 
between local health and local government agencies for health improvement. 
Cochrane Database of Systematic Reviews. 2012. doi:10.1002/14651858.
cd007825.pub6. 

393. Wong, et al. 2015

394. Waring J, Currie G, Bishop S. A Contingent Approach to the Organization 
and Management of Public-Private Partnerships: An Empirical Study of English 
Health Care. Public Administration Review. 2013;73(2):313-326. doi:10.1111/
puar.12020. 

395. Johnston, et al. 2015  

396. Foreign trained professional recertification program page. . Women’s 
Initiative for Self Empowerment website. Available at http://www.womenofwise.
org/programs/foreign-trained/. Accessed February 21, 2017. 

397. Rabben L. Credential Recognition in the United States 

for Foreign Professionals. Washington, DC; Migration Policy 
Institute: May 2013. Available at https://www.google.com/
url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact= 
8&ved=0ahUKEwjMlKS1w6LSAhXHK8AKHQx4Df4QFgglMAE&url= 
http%3A%2F%2Fwww.migrationpolicy.org%2Fpubs%2FUScredentialrecognition.
pdf&usg=AFQjCNEAUstGpKkLBUZ5I9MMH_RAQQ-7dg&sig2=UBz 
o7X97g-v1joZ4w33ITw. 

398. Rabben, 2013 

399. Department of Homeland Security H-1B Fiscal Year (FY) 2017 Cap Season: 
H-1B Program page. US Citizen and Immigration Services website. Available 
at https://www.uscis.gov/working-united-states/temporary-workers/h-1b-
specialty-occupations-and-fashion-models/h-1b-fiscal-year-fy-2017-cap-season. 
Accessed February 21, 2017. 

400. Giovannelli M. Foreign-Trained Doctors Kept Out of Practice in US. PRI 
- Public Radio International. April 14, 2011. Available at https://www.pri.org/
stories/2011-04-14/foreign-trained-doctors-kept-out-practice-us. Accessed 
February 22, 2017. 

401. How the Certification Process Works page. ECFMG Certification website. 
Available at http://www.ecfmg.org/certification/how-the-certification-process-
works.html. Accessed February 22, 2017. 

402. ECFMG. How the Certification Process Works. ECFMG Certification. August 
15, 2011. Available at http://www.ecfmg.org/certification/how-the-certification-
process-works.html. Accessed February 22, 2017 

403. Giovannelli M. Foreign-Trained Doctors Kept Out of Practice in US. PRI 
- Public Radio International. April 14, 2011. Available at https://www.pri.org/
stories/2011-04-14/foreign-trained-doctors-kept-out-practice-us. Accessed 
February 22, 2017. 

404. RCW 18.71.051 Application—Eligibility Requirements—Foreign Graduates 
page. Washington State Legislature website. Available at http://app.leg.wa.gov/
rcw/default.aspx?cite=18.71.051. Accessed February 26, 2017. 

405. RCW. Application—Eligibility Requirements—Foreign Graduates. § RCW 
18.71.051 (2011). 

406. Additional requirements for international medical school graduates: § WAC 
246-919-340 page. Washington State Legislature wesite. Available at https://
app.leg.wa.gov/wac/default.aspx?cite=246-919-340. Accessed February 26, 
2017. 

407. Licensure without examination—Licensed in another state: § RCW 18.32 
page. Washington State Legislature website. Available at https://app.leg.
wa.gov/rcw/default.aspx?cite=18.32.215. Accessed February 26, 2017. 

, References

http://www.globaltolocal.org
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact=8&ved=0ahUKEwjMlKS1w6LSAhXHK8AKHQx4Df4QFgglMAE&url=http%3A%2F%2Fwww.migrationpolicy.org%2Fpubs%2FUScredentialrecognition.pdf&usg=AFQjCNEAUstGpKkLBUZ5I9MMH_RAQQ-7dg&sig2=UBzo7X97g-v1joZ4w33ITw
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact=8&ved=0ahUKEwjMlKS1w6LSAhXHK8AKHQx4Df4QFgglMAE&url=http%3A%2F%2Fwww.migrationpolicy.org%2Fpubs%2FUScredentialrecognition.pdf&usg=AFQjCNEAUstGpKkLBUZ5I9MMH_RAQQ-7dg&sig2=UBzo7X97g-v1joZ4w33ITw
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact=8&ved=0ahUKEwjMlKS1w6LSAhXHK8AKHQx4Df4QFgglMAE&url=http%3A%2F%2Fwww.migrationpolicy.org%2Fpubs%2FUScredentialrecognition.pdf&usg=AFQjCNEAUstGpKkLBUZ5I9MMH_RAQQ-7dg&sig2=UBzo7X97g-v1joZ4w33ITw
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact=8&ved=0ahUKEwjMlKS1w6LSAhXHK8AKHQx4Df4QFgglMAE&url=http%3A%2F%2Fwww.migrationpolicy.org%2Fpubs%2FUScredentialrecognition.pdf&usg=AFQjCNEAUstGpKkLBUZ5I9MMH_RAQQ-7dg&sig2=UBzo7X97g-v1joZ4w33ITw
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact=8&ved=0ahUKEwjMlKS1w6LSAhXHK8AKHQx4Df4QFgglMAE&url=http%3A%2F%2Fwww.migrationpolicy.org%2Fpubs%2FUScredentialrecognition.pdf&usg=AFQjCNEAUstGpKkLBUZ5I9MMH_RAQQ-7dg&sig2=UBzo7X97g-v1joZ4w33ITw
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact=8&ved=0ahUKEwjMlKS1w6LSAhXHK8AKHQx4Df4QFgglMAE&url=http%3A%2F%2Fwww.migrationpolicy.org%2Fpubs%2FUScredentialrecognition.pdf&usg=AFQjCNEAUstGpKkLBUZ5I9MMH_RAQQ-7dg&sig2=UBzo7X97g-v1joZ4w33ITw

	LandscapeAssessment
	Table of Contents
	List of Tables & Figures
	Abbreviations
	EXECUTIVE SUMMARY
	INTRODUCTION
	Global to Local
	Methods

	FINDINGS
	1. Community Health Workers
	2. Mobile Health (mHealth) 
	3. Social Media and Mass Media Campaigns
	4. Mobilizing and Empowering Community-based Organizations
	5. Linking Economic Development & Health
	6. Linking Primary Health Care with Public Health
	7. Community Mobilization and Leadership Development
	8. Gender Norms and Gender Equity in Public Health and Primary Care
	9. Coordinated and Patient-Centered Care
	10. Leveraging Public-Private Partnerships
	11. Retraining and Relicensing Foreign Medical Professionals

	CONCLUSION
	APPENDIX: SEARCH STRATEGY OUTLINE
	References


