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Abstract 

Background: Since 2017, PERFORM2Scale, a research consortium with partners from seven countries in Africa and 
Europe, has steered the implementation and scale-up of a district-level health management strengthening interven-
tion in Ghana, Malawi and Uganda. This article presents PERFORM2Scale’s theory of change (ToC) and reflections 
upon and adaptations of the ToC over time. The article aims to contribute to understanding the benefits and chal-
lenges of using a ToC-based approach for monitoring and evaluating the scale-up of health system strengthening 
interventions, because there is limited documentation of this in the literature.

Methods: The consortium held annual ToC reflections that entailed multiple participatory methods, including 
individual scoring exercises, country and consortium-wide group discussions and visualizations. The reflections were 
captured in detailed annual reports, on which this article is based.

Results: The PERFORM2Scale ToC describes how the management strengthening intervention, which targets district 
health management teams, was expected to improve health workforce performance and service delivery at scale, 
and which assumptions were instrumental to track over time. The annual ToC reflections proved valuable in gaining 
a nuanced understanding of how change did (and did not) happen. This helped in strategizing on actions to further 
steer the scale-up the intervention. It also led to adaptations of the ToC over time. Based on the annual reflections, 
these actions and adaptations related to: assessing the scalability of the intervention, documentation and dissemina-
tion of evidence about the effects of the intervention, understanding power relationships between key stakeholders, 
the importance of developing and monitoring a scale-up strategy and identification of opportunities to integrate 
(parts of ) the intervention into existing structures and strategies.
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Background
Human resources for health are essential in attaining uni-
versal health coverage. The World Health Organization, 
in its Global Strategy on Human Resources for Health, 
has put emphasis on improving health workforce perfor-
mance, besides increasing the number of health workers 
[1]. While the size, composition and quality of the health 
workforce in the public health system are the responsi-
bility of the national level, performance management of 
primary level staff is often a district-level responsibil-
ity [2]. Decentralization has led, to different extents, to 
increased decision space of district health management 
teams (DHMTs) in low- and middle-income countries, 
providing potential for improved human resource man-
agement [2–4]. However, not all district-level health 
managers have undergone management training [5, 6]. 
Therefore, strengthening of district-level health manage-
ment is needed [7].

From 2011 to 2015, a district-level health manage-
ment strengthening intervention (MSI) was piloted in 
nine districts in three countries in Sub-Saharan Africa. 
The intervention included a participatory action research 
approach, in which DHMTs conducted a plan-act-
observe-reflect cycle related to a prioritized health work-
force or service delivery problem. The MSI had positive 
effects on district health management and workforce 
performance [7]. Since 2017, the PERFORM2Scale con-
sortium1 has been implementing and studying the scale-
up of this MSI in Ghana, Malawi, and Uganda.

We define scale up as “deliberate efforts to increase 
the impact of successfully tested pilot, demonstration 
or experimental projects to benefit more people and to 
foster policy and programme development on a lasting 
basis” [8]. Several scale-up frameworks outline steps and 
strategies for successful scale-up [9–11]. PERFORM-
2Scale has been using an adapted version of the Expand-
Net framework for the scale-up of the MSI, in which 

characteristics of the intervention, the stakeholders who 
use and steer it, the broader environment and the scale-
up strategy interact and influence scale-up [11]. Over 
recent years, several studies have assessed factors that 
influence scale-up, such as engaging key stakeholders and 
having a well-defined scale-up strategy [12, 13]. Despite 
this, there is limited guidance on how to scale up [14] 
and on how scale-up can be monitored and evaluated to 
extract learnings for scale-up of future interventions.

A theory of change (ToC) is “an outcomes-based 
approach which applies critical thinking to the design, 
implementation, and evaluation of initiatives and pro-
grammes intended to support change in their context” 
[15]. A ToC describes, and often visually presents, how 
an initiative or programme, through specific intermedi-
ate outcomes summarized in ‘pathways of change’, brings 
about long-term outcomes. In addition, assumptions on 
what is required for changes to occur (including external 
conditions beyond programme control) and contextual 
factors that influence the ToC are made explicit [15, 16]. 
Using a ToC can help to plan, implement, monitor and 
evaluate complex interventions [15, 17, 18].

Complex interventions form systems of improvement 
amidst other complex systems, and the processes and 
outcomes of these interventions are being shaped by how 
these systems interact [19]. A ToC-based approach can 
assist in iterative monitoring and evaluation of complex 
interventions. Assessment of intervention outcomes at 
different levels and underlying assumptions over time 
can support reflexive learning and a better understand-
ing of system interactions. A ToC-based approach can 
also support informed adaptation of (implementation of ) 
the intervention to the context [19] and can help to study 
intervention scale-up [14, 20], which could potentially 
help in steering scale-up. Documentation of the applica-
tion of ToCs in these processes, from planning to scal-
ing up of health system strengthening interventions, has 
been limited [18]. This article seeks to address this gap.

This article describes the PERFORM2Scale ToC on the 
implementation and scale-up of the MSI between 2017 
and 2021, and the reflections upon and adaptations of 
the ToC over time. It discusses how this assisted in moni-
toring and steering the scale-up of the MSI. The article 

Conclusions: PERFORM2Scale’s experience provides lessons for using ToCs to monitor and evaluate the scale-up of 
health system strengthening interventions. ToCs can help in establishing a common vision on intervention scale-up. 
ToC-based approaches should include a variety of stakeholders and require their continued commitment to reflection 
and learning on intervention implementation and scale-up. ToC-based approaches can help in adapting interventions 
as well as scale-up processes to be in tune with contextual changes and stakeholders involved, to potentially increase 
chances for successful scale-up.

Keywords: Theory of change, Scale-up, Health management, Health system strengthening, Ghana, Malawi, Uganda

1 PERFORM2Scale consortium partners are: Liverpool School of Tropical 
Medicine (lead), KIT Royal Tropical Institute, Makerere University – School 
of Public Health, Maynooth University, Reach Trust, Swiss Tropical and Pub-
lic Health Institute, Trinity College – Centre for Global Health, University of 
Ghana – School of Public Health.
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thereby aims to contribute to understanding the ben-
efits and challenges of using a ToC for monitoring and 
evaluating the scale-up of health system strengthening 
interventions.

Methods
We first describe the main features of the interven-
tion, the MSI, which was to be scaled. We then explain 
the framework that was used to steer the scale-up of the 
MSI and how the PERFORM2Scale ToC was developed, 
and by whom. Finally, we explain which processes were 
undertaken to reflect upon the ToC over a five years.

The intervention
The core component of the MSI was a participatory 
action research cycle, in which DHMTs started with a 
situation analysis, after which they identified and prior-
itized health workforce and service delivery problems 
in their respective districts by using root cause or prob-
lem analysis (workshop 1). They then refined the prob-
lem analysis and developed a work plan to address the 
problems (workshop 2).2 The two workshops were con-
ducted with participants from three DHMTs, included 
district-specific group discussions and work, and ple-
nary feedback and reflective sessions, and were (initially) 
facilitated by consortium members. The work plans were 
then implemented over 8–12 months, within the district’s 
existing human and financial capacity. DHMTs reviewed 
the implementation of their work plan and reflected on 
the challenges and successes of implementing it. Consor-
tium members conducted regular visits to the districts to 
support this process. As part of the MSI, broader reflec-
tion took place through inter-district meetings, during 
which three districts reflected upon each other’s pro-
gress. Based on these reflections, DHMTs could decide to 
adapt or drop activities, or start a new cycle addressing 
another problem [7].

The scale‑up framework
Following the ExpandNet framework [11], the MSI was 
the innovation to be scaled. The user organization was 
the Ministry of Health, and other ministries (the Min-
istry of Local Government and Rural Development in 
Malawi) or organizations (the Ghana Health Service). 
The national scale-up steering group, consisting of rep-
resentatives of the user organization, was responsible for 
overseeing and steering the vertical scale-up: institution-
alization or integration of the MSI in government poli-
cies, strategies, or guidelines. The resource team, which 

consisted of middle-level (health) officials, was responsi-
ble for horizontal scale-up: expanding the MSI over more 
districts. The resource team was supposed to gradually 
take over the facilitation role of consortium members 
in MSI implementation. The national scale-up steering 
groups and resource teams were established by PER-
FORM2Scale country research teams in 2018, after an 
initial context analysis and stakeholder mapping (2017). 
In each country, the MSI started in three districts in 
2018, after which three new districts were added yearly, 
until nine districts per country in 2021. The plans for 
this horizontal scale-up, together with evolving plans for 
vertical scale-up, were jointly developed into a scale-up 
strategy by the country research team, resource team and 
national scale-up steering group in each country [21].

The development of the theory of change
Given the complex nature of the PERFORM2Scale pro-
gramme, in which the MSI – a complex intervention in 
itself – was to be implemented, horizontally scaled at 
the district level, and vertically scaled to ensure sustain-
ability, the PERFORM2Scale consortium developed a 
ToC in 2017. The consortium members based in Ghana, 
Malawi and Uganda were, besides studying, also involved 
in steering the implementation and scale-up of the MSI. 
The ToC development process started with a participa-
tory workshop, in which consortium members contrib-
uted and jointly discussed ideas in a large, emerging ToC 
visual. After this, a smaller group of consortium mem-
bers conducted a literature review on factors influencing 
the scale-up of public health interventions [12], which 
together with previous evidence about the MSI [7] and 
the scale-up framework provided input into a first draft 
of the ToC (visual, narrative and assumptions). This draft 
was discussed by a small group of consortium members 
representing all partners, where initial findings of coun-
try context analyses were used to produce the first ver-
sion of the PERFORM2Scale ToC. This first version was 
discussed and validated in a consortium meeting in 2018.

Documentation of reflections on the theory of change
From 2018 onwards, the PERFORM2Scale consortium 
used the ToC to monitor, evaluate and further guide 
the scale-up of the MSI in Ghana, Malawi, and Uganda. 
Reflections on the ToC and implications for MSI scale-
up took place annually (2018–2021, with two reflection 
moments in 2020). The reflections were based on con-
sortium members’ insights from the following processes: 
their involvement in MSI implementation and scale-
up, and results of mixed-methods outcome and pro-
cess evaluations. These evaluations, of which parts have 
been [4, 6, 22] and will be published elsewhere, assessed 
outcomes of the MSI concerning health management 

2 More information about the focus of work plans in the three countries can 
be found in Country reports 2021.
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competencies, health workforce performance and service 
delivery. These evaluations also assessed how the MSI 
and its scale-up were implemented and why (intermedi-
ate) outcomes were or were not achieved. Keeping the (at 
that time) available experiences and research findings in 
mind, consortium members filled in an annual survey, 
which focused on assessing all ToC assumptions along a 
5-point scale from ‘not met’ to ‘met’, about the country 
they worked in.3 The survey outcomes formed a basis for 
in-depth reflections on the state of MSI scale-up. This 
included facilitated group discussions per country, in 
which consortium members could explain their scoring, 
reflect on the ToC and identify actions to further steer 
the scale-up of the MSI. Key discussion points from the 
country groups were then fed back into plenary, after 
which a joint reflection on potential ToC adaptations 
and actions for scale-up followed. The reflections were 
captured in detailed annual reports (Fig.  1). The below 
results are based on these annual ToC reflection reports.

Results
We first present the ToC as of March 2022 – the final 
month of PERFORM2Scale, specifying its adaptations 
over time. After this, we summarize the main findings 
from the consortium’s annual ToC reflections (2018–
2021), including examples of actions to further steer the 

scale-up of the MSI and how the reflections led to adap-
tations of the ToC.

The PERFORM2Scale theory of change
The PERFORM2Scale ToC (Fig. 2) consists of two path-
ways, referred to as the ‘horizontal scale-up pathway’ 
and ‘vertical scale-up pathway’. The sphere of control, 
influence and interest represent the different levels of 
expected outcomes – outcomes on which PERFORM-
2Scale has direct, less direct and indirect influence 
respectively. Assumptions are numbered and listed in 
Table  1. Adaptations of the ToC are indicated in both 
Fig. 1 and Table 1.

The horizontal scale-up pathway started with PER-
FORM2Scale-facilitated capacity strengthening of 
DHMTs (three per country – referred to as district 
group 1) in the action research cycle approach. During 
the action research cycles, selected health workforce and 
service delivery problems were addressed. This would 
lead to improved management skills and competen-
cies, including improved teamwork, and these outcomes 
would reinforce addressing workforce and service deliv-
ery problems. In year 2 of the programme, these districts 
started new or adjusted action research cycles, while a 
second district group (again, three districts per country) 
started the first cycle. In year 3, district groups 1 and 2 
started their third and second action research cycles, 
respectively, and district group 3 the first. This horizon-
tal scale-up – in which learning between districts was 
facilitated through inter-district meetings, together 
with repeated action research cycles within the districts 

Fig. 1 The annual ToC reflection process

3 European partners were paired with country research teams in the three 
different countries throughout PERFORM2Scale, except KIT Royal Tropical 
Institute, of which colleagues did not participate in the scoring and reflection 
exercise, but facilitated the exercise.
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– would make the MSI embedded in the DHMTs’ rou-
tine working without external inputs. The ongoing col-
lective use of the MSI across an expanding number of 
district groups would contribute to improved general and 
workforce performance management at the district level, 
which would lead to improved workforce performance 
and improved service delivery. Improved service delivery 
would contribute to the achievement of universal health 
coverage.

The vertical scale-up pathway started with the out-
come that the user organizations are convinced of the 
value of the MSI. To reach this outcome, stakeholders 
were engaged based on evidence from the MSI pilot 
(2011–2015) and similar interventions. This enabled 
PERFORM2Scale to establish the scale-up infrastruc-
ture (the national scale-up steering group and resource 
team), which was envisioned to develop country spe-
cific scale-up strategies. Assuming the experiences and 
outcomes from the first MSI cycles were positive, cham-
pions for scale-up emerging from within or around the 
national scale-up steering group and resource team 
would activate a wider group of stakeholders who are 

convinced about the value of the MSI scale-up. This 
stakeholder support would be essential for the national 
scale-up steering group and resource team to con-
tinue horizontal scale-up of the MSI and to ensure 
that health policies, plans, and resource allocation at 
national or regional levels support the ongoing scale-up 
of the MSI. The knowledge gained from the scale-up of 
the MSI would support the effective scale-up of other 
health system strengthening interventions, resulting in 
improved service delivery and contributing to universal 
health coverage.

The context in which the scale-up of the MSI was situ-
ated differed per country. In Ghana and Uganda, decen-
tralization has been well-established for many years. In 
Malawi, a process of decentralization is ongoing [23]. 
However, DHMTs’ decision space is still limited in Ghana 
compared to the other two countries. I In Malawi, deci-
sion space has increased on paper, but in many cases not 
yet in practice [23]. In Ghana and Malawi, national health 
policies refer to strengthening of leadership and govern-
ance (Ghana) and leadership and management (Malawi) 
at all levels of the health system ( [24], p. 47, [25], p. 24), 

Fig. 2 The PERFORM2Scale theory of change for scaling up management strengthening at the district level to support the achievement of 
universal health coverage. AR: action research; DG: district group; DHMT: district health management team; HSO: horizontal scale-up outcome; 
MSI: management strengthening intervention; NSSG: national scale-up steering group; RT: resource team; UHC: universal health coverage; VSO: 
vertical scale-up outcome. The PERFORM2Scale consortium realized that this ToC looks linear and omits some arrows; however, it was decided not 
to present all of them and focus on the main pathways of change. ToC adaptations are indicated in dotted lines for arrows, in underlined text and in 
(new) assumptions having a white instead of a black background
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while in Uganda, a reference is made to strengthening 
district health systems in line with decentralization ( [26], 
p. 14).

The following two sections present summaries of 
the consortium’s annual ToC reflections and subse-
quent actions to further steer the scale-up of the MSI 
over time, with a focus on the spheres of control and 
influence. The resulting adaptations of the ToC are pre-
sented in boxes.

Reflections on the horizontal scale‑up pathway
DHMTs’ positive experiences with the MSI steered horizontal 
scale‑up
In all countries, from 2018 onwards, DHMTs were 
trained in the MSI/ action research approach (Fig. 2, 
HSO1). In all countries, the annual ToC reflec-
tions revealed that DHMTs’ willingness to partici-
pate in the MSI increased over time (A5) – despite 
the Covid-19 pandemic delaying implementation in 
2020–21. This willingness was partly because of posi-
tive experiences of (an increased number of ) DHMTs 
in terms of problem analysis, problem-solving 

and teamwork (HSO2). Shared evidence on action 
research outcomes from their own or other districts 
(HSO3), e.g., improved case detection of certain dis-
eases in Ghana, also increased DHMTs’ willingness 
to participate in the MSI.

Adaptations of the ToC The confirmation of the expected outcomes 
HSO1-3 over time, and the consequent rein-
forcement of assumption 5 required no change 
to the ToC

Adaptation of action cycle length was needed to embed 
the intervention in existing planning cycles
In 2018, when district groups 1 implemented the action 
research cycles for the first time, consortium members 
from all countries observed that the initial length of the 
action research cycle (8  months) was not in line with 
DHMTs’ annual planning cycles (12  months). To ensure 
that DHMTs remained convinced of the value of the MSI 
(A7a), the action research cycles were, as much as possible, 
aligned with existing planning cycles and integrated into 
district-level plans and budgets from 2019 (year 2 of MSI 
implementation).

Table 1 Assumptions underlying the theory of change

DHMT District health management team, MSI Management strengthening intervention
*  In 2019, the assumption ‘Effective facilitation skills during action research cycles’ was specified to refer to both the country research team and the resource team

Assumptions

1. Key stakeholders are convinced by the available evidence about the MSI and are initially (assumption 1a) and remain (assumption 1b) willing to col-
laborate with the scale-up process

2. Attention of national scale-up steering group members (assumption 2a) and resource team members (assumption 2b, added in 2018) not diverted 
by other priorities; low staff turnover of national scale-up steering group members (assumption 2c, added in 2020)

3. New knowledge on scale-up lessons is sufficiently well documented (assumption 3a) and disseminated (assumption 3b)

4. Sufficient opportunities to apply scale-up knowledge are available

5. DHMTs are willing to participate in the intervention even though no implementation funds are provided

6. Effective facilitation skills of the country research team (assumption 6a) and resource team (assumption 6b)* during action research cycles; work plan 
developed by DHMTs is feasible (time-frame, decision-authority, resources) (assumption 6c) and addresses real problems (assumption 6d)

7. DHMTs remain convinced of the value of the MSI (assumption 7a); and sufficient support is available from the resource team to support the expan-
sion of district groups (assumption 7b)

8. Resource team members develop sufficient facilitation skills from working with new district groups (assumption 8a); low turnover of resources team 
members (assumption 8b)

9. DHMT remains key organisational structure at sub-national level (assumption 9a); DHMT works as a team (assumption 9b); low turnover of DHMT 
members (assumption 9c); decision-space does not decrease (assumption 9d)

10. DHMTs’ involvement in this project, with the consequent opportunity costs, does not undermine (through possible diversion in project activities) 
health service delivery

11. Service delivery plans remain in line with health care needs

12. New knowledge on MSI lessons is sufficiently well documented (assumption 12a, added in 2019) and disseminated to relevant stakeholders (assump-
tion 12b, added in 2019)

13. The MSI is a scalable intervention and, if needed, further adapted to the context in which it is implemented (added in 2021)

14. There is an understanding of power relationships between key stakeholders, which could potentially hinder or facilitate scale-up

15. Windows of opportunity to integrate (parts of ) the MSI in existing structures and strategies are identified and used (added in 2021)
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Adaptations of the ToC In 2021, during the final annual 
reflection, an assumption (A13) was 
added at the start of the horizontal 
scale-up pathway to stress the 
importance of the MSI being a 
scalable intervention, and if needed 
further adapted to the context in 
which it is implemented

Resource teams’ capacity in MSI facilitation varied 
but required additional efforts from country research teams 
in all countries
MSI facilitation skills of the resource teams (A6b) were 
assessed to have improved over time in Malawi and Ghana, 
while this was not the case in Uganda. Consortium members 
working in Malawi assessed the support of the resource team 
to the horizontal scale-up of the MSI as increasing over time 
(A7b), while this was not the case in the other two countries.

In Malawi, the resource team consisted of senior staff from 
the central Ministry of Health and Ministry of Local Gov-
ernment and staff from Ministry of Health satellites (zonal 
offices). Most of them improved their MSI facilitation skills 
over time, partly because of low turnover (A8b) and champi-
onship of the steering group chair, who was the line manager 
of several resource team members. In Uganda, the resource 
team consisted of Ministry of Health officials, and while 
there was turnover, this was not assessed as significant over 
time (A8b). Facilitation of the MSI remained primarily con-
ducted by the country research team, because the resource 
team was diverted by other priorities (A2b). In Ghana, 
the resource team mainly consisted of (a growing number 
of) DHMT members who were experienced in the action 
research cycle. They assisted the country research team in 
facilitating the action research cycles in other districts but, 
until 2020, never entirely took over. This was partly due to 
high turnover (A8b) and diverted priorities (A2b).

Over time, based on these reflections, country research 
teams in all countries made additional efforts to strengthen 
the resource teams, through short meetings or trainings. 
Resource team membership was expanded in Ghana and 
Malawi to have a larger pool of people to facilitate MSI 
workshops for DHMTs. This strategy was also tried in 
Uganda but did not result in more active members.

Adaptations of the ToC Assumption 2b, about the resource team not 
being diverted by other priorities, was added 
during the first ToC reflection session in 2018
In 2019, the assumption ‘Effective facilitation 
skills during action research cycles’ was specified 
to refer to both the country research team (6a) 
and the resource team (6b), to stress the impor-
tance of the resource team in the horizontal 
scale-up of the MSI
Assumptions 7b and 8b, also related to the 
resource team, were assessed as relevant and 
did not change

Reflections on the vertical scale‑up pathway
The importance of evidence on MSI for vertical scale‑up
To realize vertical scale-up of the MSI, the user 
organization must be convinced of the value of 
the MSI (Fig.  2, VSO1). In 2018, key stakeholders’ 
“buy-in” was assessed as low in Malawi and rela-
tively high in Ghana and Uganda (A1a). Malawi did 
not participate in the pilot (2011–2015), and there-
fore consortium members assumed that a lack of 
evidence about the benefits of the MSI resulted in 
stakeholders being less convinced. In all countries, 
PERFORM2Scale made efforts to present these MSI 
lessons on various national platforms and via sum-
mary briefs.

Adaptations of the ToC During the annual ToC reflections in 2019, all 
consortium members decided to add assump-
tion 12, indicating the importance of new 
knowledge on MSI lessons from district group 
1, and later from the other district groups, being 
sufficiently well documented and disseminated 
to relevant stakeholders

Vertical scale‑up seemed influenced more by priorities 
and mandate of people involved
Over time, however, consortium members assessed that 
key stakeholders’ (including user organizations’) willing-
ness to collaborate in the scale-up process decreased in 
Ghana and Uganda, while this increased in Malawi. Con-
sortium members observed that this was not particu-
larly related to documentation and dissemination efforts 
of MSI lessons. In Malawi, associated with the scalabil-
ity of the intervention (A13), the MSI fitted well into a 
prominent political priority of strengthening district-
level health management in which other development 
partners were involved. The MSI was mainly steered by a 
relatively new department of the Ministry of Health that 
had a mandate for quality improvement. In Ghana, con-
sortium members observed that the Ministry of Health 
and the Ghana Health Service were increasingly con-
vinced about the value of the MSI over time, however, 
this was at the district and regional level and not at the 
national level. In Ghana, reflections in 2020 revealed that 
the national level, including the national scale-up steer-
ing group, was distanced from the MSI implementation 
and that the resource team (consisting of mainly DHMT 
members) could not influence the national level. In 
Uganda, key stakeholders did not see the action research 
approach used in MSI as significantly different from 
existing quality improvement interventions (again related 
to A13, intervention scalability), except for the focus on 
human resources for health and reflective practices. This 
hindered the vertical scale-up in the first two years.
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Adaptations of the ToC The added assumption 13 on the 
scalability of the MSI was neces-
sary here, in terms of relevance and 
relative advantage of the MSI over 
other management strengthening 
interventions

Power relationships became more apparent when scale‑up 
efforts progressed
The second outcome (VSO2) of the vertical scale-up path-
way initially focused on developing the scale-up infrastruc-
ture and strategy. In all countries, consortium members 
assessed that the national scale-up steering group had 
too little knowledge about the MSI and prioritized other 
responsibilities (including responsibilities related to Covid-
19) over time (A2a), despite country research teams’ 
actions to engage them. This observation was strongest in 
Ghana. In both Malawi and Uganda, one steering group 
member was very active, which facilitated the scale-up 
of the MSI. This was related to personal leadership and 
to a historically good relationship between this member 
and one or two country research team members in both 
countries. From 2019 onwards, the importance of power 
relationships between (and among members of) country 
research teams, resource teams, national scale-up steering 
groups and other key stakeholders became more apparent. 
Based on this observation, the consortium spent time on 
further stakeholder analysis, understanding power relation-
ships and discussing how to act upon them in each country. 
For example, concerning new knowledge on MSI lessons 
being documented and disseminated (A12), consortium 
members discussed whether they targeted the right stake-
holders and considered what evidence is perceived as more 
important (e.g., qualitative versus quantitative data) and 
how and by whom evidence was presented.

Adaptations of the ToC Following the above, during the 
final ToC reflections in 2021, it was 
decided to add a specific assump-
tion on the understanding of power 
relationships between key stake-
holders, which could potentially 
hinder or facilitate scale-up (A14). 
This concerned, for example, power 
relationships between district and 
national level officials or different 
ministries involved in MSI scale-up
In addition, it was argued that 
the development of the scale-up 
infrastructure could use existing 
structures with potentially more 
mandate or decision-influencing 
power, such as technical working 
groups, depending on the context. 
Therefore, a reference to the 
national scale-up steering group 
and resource team was deleted in 
VSO2

A strategy for vertical scale‑up does not entirely lie 
in PERFORM2Scale’s sphere of control
From 2018 until 2020, the scale-up strategy mainly 
focused on horizontal scale-up in all countries. In 
Malawi and Uganda, plans for vertical scale-up started 
to be developed in 2020. In Malawi, the Ministry of 
Health plans to integrate the MSI into the satellite 
structure that provides technical assistance to DHMTs. 
The department of the Ministry of Health steering the 
MSI had a particular interest in reviving this satellite 
structure in light of quality improvement, and the MSI 
fitted well in this. In Uganda, only specific elements of 
the MSI are integrated into the new quality improve-
ment strategic plan and framework of the Ministry of 
Health, published in 2021 [27]. These plans for vertical 
scale-up were developed over various meetings with 
key stakeholders from the Ministry of Health and the 
Ministry of Local Government, and they were related 
to windows of opportunities appearing at certain times.

Adaptations of the ToC In 2020, the consortium agreed that developing 
a scale-up strategy (VSO2) is not solely within 
the ToC sphere of control, which it was initially 
expected to be. It also concluded that additions 
were needed in the formulation of this out-
come. At first, the formulation of this outcome 
only stressed the development of the scale-up 
infrastructure and strategy; in 2020 monitoring 
and adjusting them were added
In 2021, the consortium decided to add one 
more explicit assumption in the ToC (A15), 
about windows of opportunity to integrate 
(parts of ) the MSI in existing structures and 
strategies being identified and used

More champions are needed to realize vertical scale‑up
Regarding champions (VSO3), all countries observed 
emerging champions at the district level (DHMT mem-
bers) and at the regional level (in case of Ghana), but no 
champions (Ghana) and very few champions (Malawi 
and Uganda) emerged at the national level. As indicated 
above, in Malawi and Uganda, the NSSG chairs were 
championing the scale-up of the MSI. In Malawi, after 
a change in the political landscape because of elections 
in 2020, this champion disappeared. The strong resource 
team was able to maintain attention to the scale-up of 
the MSI within the Ministry of Health and the Ministry 
of Local Government. According to consortium mem-
bers’ assessments over time, the scattered development 
partner landscape, characterized by little coordination 
and interest in each other’s projects, resulted in having 
no champions at the national level outside the national 
scale-up steering group and resource team in Malawi. It, 
therefore, remains to be seen whether vertical scale-up 
will be realized. Consortium members realized that there 
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was a continuous need to inform and map the interests of 
potential champions.

Adaptations of the ToC Concerning the emergence of 
champions, assumption 2 remained 
relevant over time, as well as the 
added assumption on power rela-
tionships (A14)

Discussion
At the start of PERFORM2Scale, the development of the 
ToC assisted in creating a common vision for the pro-
gramme. We triangulated consortium members’ expe-
rience-based knowledge4 with research evidence during 
ToC development [15, 28]. Following Stein and Valter’s 
broad categories of the purpose of ToCs, the PERFORM-
2Scale ToC articulated expected processes and outcomes 
that were reviewed over time (monitoring and evaluation 
purpose) and served as a thinking tool, helping the con-
sortium to clarify and develop the theory behind the pro-
gramme (learning purpose) [29].

The annual ToC reflections proved valuable in gaining 
a nuanced understanding of why and how change does 
(and does not) happen, allowing to respond to (unpre-
dictable) developments [29, 30], for example, through 
adaptations of the MSI or approaching stakeholders who 
were not approached before, to steer the scale-up of the 
MSI in Ghana, Malawi and Uganda. This iterative process 
was particularly based on learnings about interlinkages 
between horizontal and vertical scale-up, the (behaviour 
of ) key stakeholders and champions involved and the 
health system and overall context in which the scale-up 
of the MSI took place. As the scale-up of the MSI was a 
system of improvement amidst other complex systems 
[19], expectedly, the consortium could not address all 
factors that hindered scale-up.

While the initial PERFORM2Scale ToC, following the 
scale-up framework adapted from ExpandNet, focused 
on key stakeholders involved in the implementation 
and scale-up of the MSI, it less explicitly focused on 
the relationships between those stakeholders. Over the 
course of PERFORM2Scale, scale-up was influenced 
by power relationships between different stakeholders, 
maybe more than initially thought. Scholars recognize 
the overwhelming – or even impossible – task of select-
ing the critical assumptions in a ToC [31]. Three explicit 
assumptions, including one about power relationships, 
were added towards the end of PERFORM2Scale. Prac-
titioners’ experiences with using ToCs have revealed 

that certain assumptions ‘simply can’t be written down’ 
because of their sensitivity [15, 30]. In our case, the set of 
initial assumptions might have been a result of the com-
position of the consortium, with a stronger emphasis on 
expertise in human resource management and manage-
ment strengthening than in political economy analysis.

We also recognize that the PERFORM2Scale ToC is a 
simplified representation of a complex scale-up process. 
Nevertheless, the annual ToC reflections went far beyond 
this simplified representation and enabled studying the 
scale-up of the MSI [14, 20]. We believe that a ToC-
based approach, in which outcomes and assumptions are 
continuously reflected upon, could potentially increase 
chances of successful scale-up. At the time of writing, 
however, it remains to be seen whether the MSI will be 
institutionalized or integrated into government policies, 
strategies or guidelines and resource allocation in any of 
the countries involved in PERFORM2Scale.

It is clear from the literature that it is advisable to 
develop a ToC and conduct subsequent reflections with 
a wide variety of stakeholders to extend ownership of the 
intervention, its implementation and evaluation [15, 17, 
32]. While our consortium consisted of researchers who 
also had a role in intervention implementation and scale-
up, key stakeholders (user organizations) and end-users 
(DHMTs) in each of the three countries were not involved 
in the ToC process, and no country-specific ToCs were 
developed. Reflections on the scale-up of the MSI and 
subsequent actions would probably have been differ-
ent – more context-specific and maybe more successful 
– if these people had been involved. In our case, we can 
speak about ‘evaluator ownership’ of the ToC [32], mainly 
because of insufficient time and financial resources to 
include others in this process. Key stakeholders and end-
users in the three countries were only implicitly involved 
in reflecting on parts of the theory of change when par-
ticipating in the initial context analysis (which informed 
ToC development) and outcome and process evaluation 
interviews or group discussions (which informed annual 
ToC reflections within the consortium).

A limitation of this article is that it does not describe 
the methods that were used for the outcome and process 
evaluation of the scale-up of the MSI in Ghana, Malawi 
and Uganda. They included a variety of quantitative and 
qualitative methods that were used over time and that 
focused on the MSI, its scale-up, and the systems in 
which this took place; as suggested for monitoring and 
evaluating the scale-up of complex interventions [33–36]. 
We did describe how implementation experiences and 
findings from the research were used to reflect upon the 
hypothesised pathways of change, to explain observed 
changes over the years, and to further steer the scale-up 
of the MSI. The PERFORM2Scale ToC was therefore used 

4 In relation to health system strengthening interventions in the respective 
country contexts.
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as a resource for structuring and guiding monitoring and 
evaluation and will also be used in the programme’s final 
evaluation [33]. Through ToC reflections over time, mon-
itoring and evaluation could become a purposeful part of 
the scale-up process [35]. It facilitated the consortium’s 
learning about the process of implementation and scale-
up, about being flexible (the importance of adaptation) 
and being in tune with contextual changes and stakehold-
ers involved [18, 36].

Learnings about the annual ToC reflections were that 
they were enriched by using multiple participatory meth-
ods, including individual scoring exercises, country and 
consortium-wide group discussions and visualizations; 
guided by a ‘reflection facilitator’ [15] part of PERFORM-
2Scale, but not directly involved in steering the scale-up 
of the MSI in one of the countries. It required continued 
commitment to reflection and learning from all consor-
tium members, for which resources need to be available 
[15, 30]. Rather than seeing the ToC as a product, it has 
been a process, a way of working, in the consortium’s aim 
to study and steer the scale-up of the MSI.

Conclusions
The PERFORM2Scale’s experience has shown the benefits 
and challenges of using a ToC for monitoring and evalu-
ating the implementation and scale-up of a health man-
agement strengthening intervention in Ghana, Malawi 
and Uganda. A ToC-based approach in implementation 
research and practice can enhance continuous reflection on 
how change happens (or not), allowing adaptations in the 
scale-up process to steer horizontal and vertical scale-up. 
It is particularly important to monitor critical assumptions 
of a ToC, taking into account the political economy. ToC-
based approaches should include a variety of stakeholders, 
including policy makers, implementers and researchers, 
and require their continued commitment to reflection and 
learning and is thus resource intense. We conclude that 
ToC-based approaches are valuable for iterative monitor-
ing and evaluation of the implementation and scale-up of 
health system strengthening interventions, and can poten-
tially increase chances for successful scale-up.
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