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Abstract 

Background The need to scale up public health interventions in low- and middle-income countries to ensure equi-
table and sustainable impact is widely acknowledged. However, there has been little understanding of how projects 
have sought to address the importance of scale-up in the design and implementation of their initiatives. This paper 
aims to gain insight into the facilitators of the scale-up of a district-level health management strengthening interven-
tion in Ghana, Malawi and Uganda.

Methods The study took a comparative case study approach with two rounds of data collection (2019 and 2021) 
in which a combination of different qualitative methods was applied. Interviews and group discussions took place 
with district, regional and national stakeholders who were involved in the implementation and scale-up of the 
intervention.

Results A shared vision among the different stakeholders about how to institutionalize the intervention into the 
existing system facilitated scale-up. The importance of champions was also identified, as they influence buy-in 
from key decision makers, and when decision makers are convinced, political and financial support for scale-up can 
increase. In two countries, a specific window of opportunity facilitated scale-up. Taking a flexible approach towards 
scale-up, allowing adaptations of the intervention and the scale-up strategy to the context, was also identified as a 
facilitator. The context of decentralization and the politics and power relations between stakeholders involved also 
influenced scale-up.

Conclusions Despite the identification of the facilitators of the scale-up, full integration of the intervention into the 
health system has proven challenging in all countries. Approaching scale-up from a systems change perspective 
could be useful in future scale-up efforts, as it focuses on sustainable systems change at scale (e.g. improving district 
health management) by testing a combination of interventions that could contribute to the envisaged change, rather 
than horizontally scaling up and trying to embed one particular intervention in the system.

*Correspondence:
Susan Bulthuis
s.bulthuis@kit.nl
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-023-09034-1&domain=pdf


Page 2 of 13Bulthuis et al. BMC Health Services Research           (2023) 23:35 

Keywords Scale-up, Barriers and facilitators, District health management strengthening intervention, LMICs, 
Comparative case-study

Background
The need to scale up public health interventions in 
low- and middle-income countries to ensure equitable 
and sustainable impact is widely acknowledged [1–3]. 
Less straightforward is, however, how to scale up public 
health interventions, as there is no universally replicable 
approach. Scale-up can be defined as “deliberate efforts 
to increase the impact of successfully tested pilot, dem-
onstration or experimental projects to benefit more peo-
ple and to foster policy and program development on a 
lasting basis” [4]. In particular, vertical scale-up – the 
institutionalization of a public health intervention in the 
national health system – is complex, as it is a non-linear 
process, involves a variety of stakeholders and takes place 
in complex health systems [5]. Because of the limited 
understanding of how to deal with this complexity, only 
a few successfully tested interventions are scaled up and 
become part of national systems [5, 6].

Over the last 20 years, there has been increased inter-
est in scale-up to achieve Universal Health Coverage [7]. 
This has led to more tangible experiences with scale-
up practice, research and critical reflection, which has 
contributed to a ‘new understanding’ of good practices 
around scale-up. For example, policymakers and imple-
menters increasingly consider and reflect on how to scale 
up from the beginning of implementation of an interven-
tion, instead of scale-up being an ‘afterthought’ [6, 8]. 
Other notable changes in approaching scale-up are con-
sidering the political economy during scale-up and taking 
a holistic systems approach. There are tools and guide-
lines available that have emerged based on this improved 
understanding [7]. However, as Ghiron, Ramirez-Ferrero 
[6] recently stated, “there has been little documenta-
tion of how large multi-country, donor-funded projects 
have sought to address the importance of scale-up in 
the design and implementation of their initiatives”. The 
aim of this study is to address this knowledge gap and 
to provide insight in which factors and processes, from 
now onwards called “facilitators”, positively facilitated the 
scale-up of a specific health intervention – the district-
level health management strengthening intervention – in 
contexts which are shaped by different systemic and gen-
eral contextual factors. This study was conducted within 
the framework of the PERFORM2Scale project, which 
sought to scale up a health management strengthening 
intervention targeting district health managers in Ghana, 
Malawi and Uganda over a five-year period (2017–2021) 
to contribute to Universal Health Coverage.

PERFORM2Scale – intervention and scale‑up framework
The management strengthening intervention was devel-
oped by the PERFORM project and piloted together with 
district health management teams (DHMTs) in nine dis-
tricts in three sub-Saharan African countries between 
2011 and 2015. Positive outcomes, such as strengthened 
management competencies to improve health work-
force performance and service delivery, and a high level 
of acceptability of the intervention by the district health 
managers [9] led the European Union (the funder) to 
decide, with support from the Ministries of Health in 
Ghana, Malawi and Uganda, to fund a project to scale up 
the intervention (2017–2021).

The intervention aimed to reinforce the management 
capacities of DMHTs to expand the use of their deci-
sion space. Country research teams1 helped DHMTs to 
go through different steps of an action research cycle: 
plan, act, observe and reflect. In the first step (‘plan’), the 
DHMT members conducted – through various work-
shops – a situation analysis, identified a problem, ana-
lysed root causes and developed a work plan to address 
the problem. In the second step (‘act’), the DHMTs 
implemented their work plans with their own finan-
cial and human resources available, over a period of 
8–12  months, in line with the existing district planning 
cycles. Observation (step 3) took place through monitor-
ing the effects of interventions implemented as part of 
the work plans using indicators as depicted in the work 
plans. Through follow-up visits by country teams and 
inter-district meetings (where districts shared their expe-
riences with implementation of the intervention), obser-
vation and reflection (steps 3 and 4) were encouraged. 
To facilitate reflection, DHMTs used diaries to docu-
ment and assess the implementation of their action plans. 
Based on these reflections, DHMTs could decide to adapt 
the activities and work plan to address the problem, con-
tinue with the same work plan, or select another problem 
for another action research cycle.2

The PERFORM2Scale consortium adapted a scale-up 
framework – the ExpandNet framework [4] – that has 
been developed to guide “the strategic planning and man-
agement of the scaling up process” (p.7). The framework 

1 Researchers from the School of Public Health (Ghana), Reach Trust Malawi 
(Malawi) and Makerere University School of Public Health (Uganda).

2 https:// www. perfo rm2sc ale. org/ manag ement- stren gthen ing- inter venti on- 
toolk it/ intro ducti on- to- the- msi

https://www.perform2scale.org/management-strengthening-intervention-toolkit/introduction-to-the-msi
https://www.perform2scale.org/management-strengthening-intervention-toolkit/introduction-to-the-msi
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distinguishes five key interacting elements: (i) the inno-
vation; (ii) the user organization; (iii) the resource team; 
(iv) the environment; and (v) the scale-up strategy. In 
this last element, the different elements of the framework 
come together, as the scale-up strategy should contain 
strategic choices concerning dissemination and advo-
cacy, organizational processes, cost and resource mobi-
lization, and monitoring and evaluation. In the context 
of PERFORM2Scale, the innovation is the management 
strengthening intervention, which proved to be a scalable 
intervention based on an assessment of the scalability of 
the intervention [10]. The user organization in Uganda is 
the Ministry of Health (MoH), in Malawi it is the MoH 
and the Ministry of Local Government, and in Ghana it is 
the MoH and the Ghana Health Service. Representatives 
of these ministries are members of the National Scale-
up Steering Group, and oversee and steer the scale-up. It 
was envisaged that the country teams would implement 
the intervention in the first districts and that this would 
gradually become the responsibility of the resource team. 
Depending on the country, resource team members were 
district, regional and national management-level staff 
from the abovementioned ministries. The environment is 
the context in which the scale-up takes place, which was 
assessed in three country specific initial context analyses 
in 2017 [11].

A central element of the framework, the scale-up strat-
egy, focuses on the actions to be taken to ensure that 
the intervention, resource team and steering group have 
the right attributes for successful scale-up in a specific 
environment. The development of a scale-up strategy 
enables strategic choices depending on the types of scale-
up envisaged. PERFORM2Scale aimed for horizontal 
scale-up (the spread of the intervention to an increasing 
number of districts) and vertical scale-up (the institu-
tionalization of the intervention in policies, budgets and 
strategies). PERFORM2Scale developed a generic strat-
egy for horizontal scale-up. This strategy described that 
in each country, the implementation of the intervention 
would start in three districts (district group 1 in 2018) 
for a first action cycle of eight months, after which this 
would be scaled up to three other districts (district group 
2 in 2019), followed again by three other districts (dis-
trict group 3 in 2020). The idea of the resource team was 
that it would ultimately take over the role of the coun-
try teams in facilitating the intervention and in expand-
ing the number of districts. Furthermore, it was planned 
that the project would finance the implementation in the 
first nine districts (this included the facilitation of the 
workshops, but not the activities of the DHMTs identi-
fied in the work plans – they were financed from existing 
district resources), and that through continuous engage-
ments with the steering groups (and resource teams), a 

country-specific strategy for vertical scale-up would be 
developed in the project period to ensure that the inter-
vention would be implemented beyond the nine districts 
funded by the project. Table  1 provides an overview 
of the scale-up structures and approaches in the three 
countries.

Table  1 shows that the scale-up structures have been 
functioning differently and that the horizontal and ver-
tical scale-up approaches differed across the countries. 
This paper analyses the scale-up of the intervention in 
the different countries over time and explores the facilita-
tors of the scale-up in Ghana, Malawi and Uganda.

Methods
A comparative case study approach was taken to identify 
the facilitators in the scale-up across three different set-
tings in sub-Saharan Africa: Ghana, Malawi and Uganda. 
This approach allows identification of similarities, differ-
ences and patterns across different cases [12]. The three 
countries were selected by PERFORM2Scale based on 
differences in the type and length of their decentraliza-
tion process. In Supplementary file 1, a figure is provided 
illustrating the different types of decentralized health sys-
tems in Ghana, Malawi and Uganda.

Study process and data collection
A combination of different qualitative methods was used. 
Data collection took place in two rounds (April–June 
2019 and April–May 2021).

In‑depth interviews
During the first round of data collection, in-depth inter-
views with DHMT members took place to gain insights 
into their experiences with the intervention and the 
horizontal scale-up. In the first round of data collection, 
a pilot-tested interview guide was used, which included 
reflective questions about the different steps of the inter-
vention. Interviews were held with three participants per 
district per country in the three districts (district group 
1) where implementation of the intervention had taken 
place.

For the second round, the interview guide was adapted 
slightly, and more attention was paid to validation of the 
processes (using existing documentation on what hap-
pened in the districts) and gaining a deeper understand-
ing of factors that influenced the horizontal scale-up. 
Interviews were held in four districts (two districts from 
district group 1 and two districts from district group 2) 
in Ghana and Malawi, and all six districts from districts 
groups 1 and 2 in Uganda (see Table 2). In general, inter-
views took 60–90  min. Participants were purposefully 
sampled based on their engagement with the horizontal 
scale-up. Selection of DHMT members took into account 



Page 4 of 13Bulthuis et al. BMC Health Services Research           (2023) 23:35 

Ta
bl

e 
1 

O
ve

rv
ie

w
 o

f c
ou

nt
ry

-s
pe

ci
fic

 s
ca

le
-u

p 
st

ru
ct

ur
es

 a
nd

 a
pp

ro
ac

he
s 

(s
ca

le
-u

p 
st

ra
te

gi
es

)

G
ha

na
M

al
aw

i
U

ga
nd

a

St
ee

rin
g 

G
ro

up
 (u

se
r o

rg
an

iz
at

io
n)

Th
e 

st
ee

rin
g 

gr
ou

p 
co

ns
is

ts
 o

f n
at

io
na

l-l
ev

el
 

st
ak

eh
ol

de
rs

 fr
om

 th
e 

G
ha

na
 H

ea
lth

 S
er

vi
ce

, t
he

 
M

oH
 a

nd
 th

e 
C

hr
is

tia
n 

H
ea

lth
 A

ss
oc

ia
tio

n 
of

 G
ha

na
. 

It 
al

so
 in

cl
ud

es
 th

e 
Re

gi
on

al
 D

ire
ct

or
 o

f t
he

 re
gi

on
 

w
he

re
 th

e 
in

te
rv

en
tio

n 
is

 b
ei

ng
 im

pl
em

en
te

d

Th
e 

st
ee

rin
g 

gr
ou

p 
co

ns
is

ts
 o

f f
ou

r d
ire

ct
or

s 
of

 
re

le
va

nt
 M

oH
 d

ep
ar

tm
en

ts
 (Q

ua
lit

y 
M

an
ag

em
en

t, 
H

um
an

 R
es

ou
rc

es
 M

an
ag

em
en

t a
nd

 D
ev

el
op

m
en

t, 
Pl

an
ni

ng
 a

nd
 P

ol
ic

y 
D

ev
el

op
m

en
t a

nd
 C

lin
ic

al
 

M
ed

ic
in

e)
, o

ne
 d

ire
ct

or
 fr

om
 th

e 
M

in
is

tr
y 

of
 L

oc
al

 
G

ov
er

nm
en

t a
nd

 o
ne

 fr
om

 th
e 

D
ep

ar
tm

en
t o

f 
H

um
an

 R
es

ou
rc

e 
M

an
ag

em
en

t a
nd

 D
ev

el
op

m
en

t i
n 

th
e 

O
ffi

ce
 o

f t
he

 P
re

si
de

nt
 a

nd
 th

e 
Ca

bi
ne

t

St
ee

rin
g 

gr
ou

p 
m

em
be

rs
 w

er
e 

m
os

tly
 c

om
m

is
si

on
-

er
s 

of
 re

le
va

nt
 d

ep
ar

tm
en

ts
 o

f t
he

 M
oH

 (H
um

an
 

Re
so

ur
ce

 M
an

ag
em

en
t, 

H
ea

lth
 S

er
vi

ce
s 

(P
la

nn
in

g)
 

an
d 

Q
ua

lit
y 

A
ss

ur
an

ce
 a

nd
 Im

pr
ov

em
en

t)
 a

nd
 

in
cl

ud
ed

 th
e 

D
ire

ct
or

-G
en

er
al

. H
ow

ev
er

, t
he

 s
te

er
in

g 
gr

ou
p 

di
d 

no
t t

ak
e 

off
 a

s 
a 

gr
ou

p.
 T

he
re

fo
re

, t
w

o 
ad

ap
ta

tio
ns

 w
er

e 
m

ad
e:

 1
) a

 s
te

er
in

g 
gr

ou
p 

fo
ca

l 
pe

rs
on

 w
as

 a
pp

oi
nt

ed
, w

ho
 c

ou
ld

 re
gu

la
rly

 u
pd

at
e 

th
e 

ot
he

r m
em

be
rs

; a
nd

 2
) p

re
se

nt
 to

 te
ch

ni
ca

l w
or

k-
in

g 
gr

ou
ps

 a
t t

he
 M

oH
, t

o 
w

hi
ch

 s
om

e 
of

 th
e 

st
ee

rin
g 

gr
ou

p 
m

em
be

rs
 b

el
on

ge
d

Re
so

ur
ce

 te
am

Si
x 

m
em

be
rs

 (v
ar

ie
d 

ov
er

 ti
m

e)
. T

he
 re

so
ur

ce
 te

am
 

co
m

pr
is

es
 D

H
M

T 
m

em
be

rs
 w

ho
 h

av
e 

be
en

 in
vo

lv
ed

 
in

 th
e 

in
te

rv
en

tio
n,

 a
nd

 tw
o 

re
gi

on
al

 a
ct

or
s 

(in
cl

ud
-

in
g 

th
e 

Re
gi

on
al

 D
ire

ct
or

), 
of

 w
hi

ch
 o

ne
 is

 th
e 

ch
ai

r. 
W

he
n 

di
st

ric
t n

um
be

rs
 in

cr
ea

se
d,

 th
e 

nu
m

be
r o

f 
re

so
ur

ce
 te

am
 m

em
be

rs
 a

ls
o 

in
cr

ea
se

d

Ei
gh

t m
em

be
rs

. T
hr

ee
 m

em
be

rs
 a

re
 d

ep
ut

y 
di

re
c-

to
rs

 fr
om

 re
le

va
nt

 d
ep

ar
tm

en
ts

 o
f t

he
 M

oH
 a

nd
 

th
e 

M
in

is
tr

y 
of

 L
oc

al
 G

ov
er

nm
en

t. 
Th

re
e 

m
em

be
rs

 
ar

e 
M

oH
 o

ffi
ce

rs
 a

t z
on

al
/s

at
el

lit
e 

le
ve

l, 
an

d 
on

e 
is

 a
 D

is
tr

ic
t D

ire
ct

or
 o

f H
ea

lth
 a

nd
 S

oc
ia

l S
er

vi
ce

s. 
O

ne
 te

am
 m

em
be

r i
s 

fro
m

 th
e 

st
aff

 d
ev

el
op

m
en

t 
in

st
itu

te

Fo
ur

 m
em

be
rs

, d
ra

w
n 

fro
m

 th
e 

de
pa

rt
m

en
ts

 to
 

w
hi

ch
 th

e 
pr

ev
io

us
 s

te
er

in
g 

gr
ou

p 
m

em
be

rs
 b

el
on

g 
(m

en
tio

ne
d 

ab
ov

e)
. T

he
y 

ar
e 

m
ai

nl
y 

as
si

st
an

t c
om

-
m

is
si

on
er

s 
an

d 
pr

in
ci

pa
l o

ffi
ce

rs

H
or

iz
on

ta
l s

ca
le

-u
p 

ap
pr

oa
ch

Th
e 

ho
riz

on
ta

l s
ca

le
-u

p 
to

ok
 p

la
ce

 in
 d

is
tr

ic
ts

 o
f o

ne
 

sp
ec

ifi
c 

re
gi

on
. T

he
 d

is
tr

ic
ts

 w
er

e 
se

le
ct

ed
 b

as
ed

 
on

 th
e 

so
ci

al
 d

ev
el

op
m

en
t a

nd
 s

er
vi

ce
 d

el
iv

er
y 

pe
rf

or
m

an
ce

 ra
nk

in
g 

an
d 

ge
og

ra
ph

ic
al

 lo
ca

tio
n.

 
Se

le
ct

io
n 

of
 d

is
tr

ic
ts

 w
as

 d
is

cu
ss

ed
 b

y 
th

e 
co

un
tr

y 
te

am
 a

nd
 th

e 
re

so
ur

ce
 te

am
 a

nd
 c

on
fir

m
ed

 b
y 

th
e 

st
ee

rin
g 

gr
ou

p

Th
e 

di
st

ric
ts

 w
er

e 
se

le
ct

ed
 b

as
ed

 o
n 

a 
m

in
im

al
 

nu
m

be
r o

f d
ev

el
op

m
en

t p
ar

tn
er

s 
w

or
ki

ng
 in

 h
ea

lth
 

sy
st

em
 s

tr
en

gt
he

ni
ng

, s
o 

th
at

 th
e 

im
pa

ct
 o

f t
he

 
in

te
rv

en
tio

n 
co

ul
d 

be
 b

et
te

r m
ea

su
re

d.
 T

he
 d

is
tr

ic
t 

gr
ou

ps
 w

er
e 

se
le

ct
ed

 b
y 

th
e 

co
un

tr
y 

te
am

, r
es

ou
rc

e 
te

am
 a

nd
 s

te
er

in
g 

gr
ou

p

Th
e 

in
te

rv
en

tio
n 

to
ok

 p
la

ce
 in

 n
in

e 
di

st
ric

ts
, e

qu
al

ly
 

di
st

rib
ut

ed
 a

cr
os

s 
th

re
e 

re
gi

on
s. 

Th
e 

di
st

ric
t s

el
ec

tio
n 

w
as

 g
ui

de
d 

by
 th

e 
ne

ed
 to

 fa
ci

lit
at

e 
pe

er
-t

o-
pe

er
/

cr
os

s-
di

st
ric

t l
ea

rn
in

g 
w

ith
in

 a
 re

gi
on

. H
en

ce
, o

ne
 o

f 
th

e 
di

st
ric

ts
 in

 e
ac

h 
di

st
ric

t g
ro

up
 h

ad
 b

ee
n 

in
vo

lv
ed

 
in

 th
e 

pi
lo

t p
ha

se
 o

f t
he

 in
te

rv
en

tio
n,

 a
nd

 tw
o 

ot
he

r, 
ne

w
 d

is
tr

ic
ts

 s
ha

re
 b

or
de

rs
 w

ith
 th

at
 d

is
tr

ic
t. 

Th
e 

di
st

ric
t g

ro
up

s 
w

er
e 

se
le

ct
ed

 b
y 

th
e 

co
un

tr
y 

te
am

, 
re

so
ur

ce
 te

am
 a

nd
 s

te
er

in
g 

gr
ou

p

Ve
rt

ic
al

 s
ca

le
-u

p 
ap

pr
oa

ch
N

o 
cl

ea
r e

nt
ry

 p
oi

nt
 fo

r i
nt

eg
ra

tio
n 

or
 in

st
itu

tio
na

li-
za

tio
n 

of
 th

e 
in

te
rv

en
tio

n 
ha

s 
be

en
 id

en
tifi

ed
 (y

et
)

Th
e 

ve
rt

ic
al

 s
ca

le
-u

p 
of

 th
e 

in
te

rv
en

tio
n 

is
 e

nv
is

ag
ed

 
by

 in
te

gr
at

in
g 

th
e 

in
te

rv
en

tio
n 

in
 th

e 
ac

tiv
iti

es
 o

f 
th

e 
zo

na
l/s

at
el

lit
e 

offi
ce

s 
(re

sp
on

si
bl

e 
fo

r t
ec

hn
i-

ca
l a

dv
ic

e 
to

 D
H

M
Ts

), 
w

hi
ch

 a
re

 p
ar

t o
f t

he
 Q

ua
lit

y 
M

an
ag

em
en

t D
ep

ar
tm

en
t o

f t
he

 M
oH

. T
he

 in
te

rv
en

-
tio

n 
w

or
ks

ho
ps

 a
re

 e
nv

is
ag

ed
 to

 b
e 

in
te

gr
at

ed
 in

to
 

th
ei

r q
ua

rt
er

ly
 re

vi
ew

 m
ee

tin
gs

, a
nd

 s
at

el
lit

e 
offi

ce
rs

 
w

ill
 ta

ke
 o

ve
r t

he
 fa

ci
lit

at
in

g 
ro

le
s 

of
 th

e 
co

un
tr

y 
te

am
 a

nd
 re

so
ur

ce
 te

am
. F

ur
th

er
m

or
e,

 e
le

m
en

ts
 

of
 th

e 
in

te
rv

en
tio

n 
ha

ve
 b

ee
n 

in
te

gr
at

ed
 in

to
 th

e 
na

tio
na

l i
nt

eg
ra

te
d 

su
pp

or
tiv

e 
su

pe
rv

is
io

n 
to

ol

Th
e 

vi
si

on
 is

 th
at

 c
er

ta
in

 c
om

po
ne

nt
s 

of
 th

e 
in

te
rv

en
-

tio
n 

w
ill

 b
e 

in
te

gr
at

ed
 in

to
 th

e 
re

vi
se

d 
ve

rs
io

n 
of

 th
e 

M
oH

’s 
qu

al
ity

 im
pr

ov
em

en
t s

tr
at

eg
y 

fo
r 2

02
1–

20
25



Page 5 of 13Bulthuis et al. BMC Health Services Research           (2023) 23:35  

their function, type and level of involvement, gender 
and seniority. In Uganda, a human resource officer of 
the district council was included, because this office was 
involved in the intervention, which was not the case in 
the other countries.

Scale‑up assessment
Second, a scale-up assessment was conducted, during 
which the resource team and steering group members 
considered the scale-up of the intervention and influenc-
ing factors. The members individually scored statements 
about the scale-up, and then a group discussion took 
place about their scores. The statements were informed 
by a literature review that identified barriers and facili-
tators to scale-up of public health interventions [13]. An 
interview guide was developed for the group discussions. 
During the first round of data collection, the scale-up 
assessment in Ghana entailed two group interviews, one 
with three steering group members and one with three 
resource team members. In Uganda and Malawi, the 
scale-up assessments were conducted as individual inter-
views, as it was impossible to bring participants together 
due to their busy schedules.

For the second round of data collection, the scale-up 
assessment with the resource team in Ghana and Malawi 
took place as group discussions. With all others (the 
steering group members in Ghana, Malawi and Uganda, 
and the resource team in Uganda), individual interviews 
were conducted. In Malawi, round 2 interviews also took 
place with additional stakeholders, as, in addition to the 

resource team and steering group, more stakeholders 
were knowledgeable about the scale-up of the interven-
tion. The interviews and group discussions took about 
90 min.

Reflective sessions
Reflective sessions with the country teams took place. 
During those group discussions, facilitators from KIT 
Royal Tropical Institute supported the country team 
members to reflect on the implementation of the inter-
vention and its scale-up and influencing factors. The 
facilitators used an interview guide, which was based on 
the scale-up assessment interview guide. These sessions 
facilitated deeper reflection of the findings from the in-
depth interviews and scale-up assessment. During the 
first round of data collection, the country team reflection 
took place in Ghana and Malawi. The reflective session 
did not take place in Uganda because of logistic reasons. 
During the second round of data collection, the coun-
try team reflection took place in all three countries. The 
reflective sessions took about 90  min. Table  2 provides 
an overview of the participants during the two rounds of 
data collection.

During the first round of data collection (2019), inter-
views and group discussions took place face to face. 
Because of COVID-19, the second round of data collec-
tion (2021) took place online, except in Malawi, where 
COVID-19 restrictions were less stringent. Researchers 
from KIT Royal Tropical Institute (authors SB, MK, OO) 
and Trinity College (author TO’B) conducted all data 

Table 2 Overview of participants

* DG district group

First round (April–June 2019) Second round (April–May 2021)

In-depth interviews Ghana 3 districts  (DG1*): 9 total
- 9 DHMT members

4 districts (DG1 and DG2): 11 total
- 11 DHMT members

Malawi 3 districts (DG1): 9 total
- 9 DHMT members

4 districts (DG1 and DG2): 12 total
- 11 DHMT members
- 1 district council

Uganda 3 districts (DG1): 10 total
- 9 DHMT members
- 1 Human Resources Officer of district council

6 districts (DG1 and DG2): 16 total
- 15 DHMT members
- 1 Human Resources Officer

Scale-up assessment Ghana - 3 steering group members (group discussion)
- 3 resource team members (group discussion)

- 3 steering group members (individual)
- 5 resource team members (group discussion)

Malawi - 1 steering group member (individual)
- 2 resource team members (individual)

- 2 steering group members (individual)
- 5 resource team members (group discussion)
- Additional stakeholders: 1 government, 1 
United Nations organization and 1 bilateral 
donor

Uganda - 3 resource team members (individual) - 1 resource team member
- 1 steering group member

Country team reflection Ghana - 4 country team members (group discussion) - 4 country team members (group discussion)

Malawi - 4 country team members (group discussion) - 4 country team members (group discussion)

Uganda N.A - 3 country team members (group discussion)
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collection; they had not been involved in the implemen-
tation and scale-up of the intervention. In the first round 
of data collection in Ghana, research assistants supported 
the data collection. The consortium extensively discussed 
all guides, to adapt them to each country context.

Analysis
The interviews and group discussions were recorded 
and transcribed verbatim. As a way of structuring the 
data, a deductive coding approach, based on the topic 
guides, was conducted by authors SB and OO. In addi-
tion, an inductive approach was taken to identify emerg-
ing themes or sub-themes concerning the facilitators of 
the scale-up in the three countries. Descriptions of main 
findings for each theme were presented in a matrix for 
each country, which were discussed and validated by all 
co-authors. After this, narratives were developed on the 
scale-up in each country and on the facilitators of the 
scale-up across the countries. The analysis was supported 
by NVivo software for qualitative data analysis.

Ethics
The Research Ethics Committee of the authors’ insti-
tutes provided ethical approval. Interviews and discus-
sions were conducted in private, and informed consent 
processes were followed, with written consent being 
provided. Permission was sought before recording the 
interviews and discussions. Data were managed, stored, 
analysed and presented ensuring full confidentiality.

Results
We first present details on the vertical and horizontal 
scale-up in each country, after which the facilitators are 
presented.

Scale‑up
Ghana
The horizontal scale-up in Ghana advanced well, and 
over the course of PERFORM2Scale the resource team 
members assumed responsibility and mostly took the 
lead in the facilitation of the intervention workshops and 
monitoring visits. The composition of the resource team, 
mainly DHMT members from the districts involved, 
resulted in sufficient availability and engagement. Dur-
ing the horizontal scale-up, the intervention was not sub-
stantially adapted.

The vertical scale-up in Ghana was challenging, and 
lacked a strategy. The country team and steering group 
participants discussed that the steering group had 
changed from an active body, with regular meetings at 
the beginning of PERFORM2Scale (2018), to an inactive 
body without meetings towards the end (2021). In 2020 
and 2021, one steering group member was transferred, 

and two retired. Furthermore, steering group and coun-
try team participants pointed out that the steering group 
members are high-level officials and, therefore, extremely 
busy. In the absence of a vertical scale-up strategy and 
accompanying budget, it remains to be seen whether the 
resource team is a sufficiently sustainable structure for 
the continuation of the horizontal scale-up.

Uganda
In Uganda, the country team guided implementation of 
the horizontal scale-up. A steering group member and 
a resource team member indicated that resource team 
members had the right expertise for the function, but 
that due to their senior positions, time restrictions pre-
vented them from visiting the DHMTs regularly. Fur-
thermore, as PERFORM2Scale progressed, some changes 
in the resource team occurred due to transfers and a 
death. The resource team did not take over the lead role 
from the country team in terms of facilitating the imple-
mentation of the intervention, but it did provide policy 
guidance and direction to the DHMTs when necessary. 
The resource team suggested, therefore, using existing 
structures for the facilitation of the horizontal scale-up 
instead, such as regional quality improvement (QI) teams 
or departments at the regional referral hospitals.

Concerning the vertical scale-up, participants in 
Uganda explained that busy schedules prevented the 
intended steering group members from participating in 
regular meetings. However, in close collaboration with 
the steering group focal person, certain components of 
the intervention have been proposed for integration in 
the MoH’s QI strategy. The QI strategy is a national guid-
ing document with the goal to ensure that all people in 
Uganda have access to quality health care services. It 
describes priority interventions under six strategic objec-
tives, which are supposed to be implemented through 
the application of an iterative cycle of improvements 
(the Plan, Do, Study, Act – PDSA – cycle). The country 
team and steering group focal person have been lobby-
ing for the inclusion of reflection and human resources/
workforce performance elements from the PERFORM-
2Scale intervention in the draft of the new QI frame-
work (2020/21–2024/25). The approval process for the 
improved QI framework took time, given that it had to 
be presented to, and approved by, various MoH commit-
tees: first, the technical working groups, then the senior 
management committee, eventually ending with approval 
from the MoH’s top management committee. This pro-
cess was still ongoing due to COVID-19 delays at the 
time of data collection, but it has now been finalized, and 
elements are being integrated into the Quality Improve-
ment Strategic Plan and Framework 2021–2025 [14].
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Malawi
From 2020, the horizontal scale-up was led in Malawi by 
the resource team and supported by the country team. 
Resource team and country team participants explained 
that DHMT members have not yet internalized the inter-
vention approach sufficiently to ensure its routine imple-
mentation without support. This became apparent during 
the second round of data collection, when many DHMTs 
admitted that the use of the management strengthening 
intervention became inactive, partly due to the COVID-
19 pandemic. Besides steering the horizontal scale-up, 
resource team members were involved in the more stra-
tegic discussion related to vertical scale-up at central 
level. Participants stated that if the role of the resource 
team is taken over by the satellite offices (as envisaged for 
vertical scale-up), the resource team members could be 
seen as a pool of experts that can advise on the horizontal 
scale-up/intervention implementation when needed.

In Malawi, participants from the resource team, steer-
ing group and country team explained that although the 
steering group contains the right people, its functional-
ity is suboptimal, and the members are not actively steer-
ing the vertical scale-up. The functioning of the steering 
group was influenced by busy agendas, but also inter- and 
intra-departmental power dynamics that resulted in lim-
ited engagement and collaboration. The country team, 
resource team and the steering group chair (from the 
Quality Management Department of the MoH) identi-
fied plans for the vertical scale-up of the intervention at 
the beginning of 2021. This entailed integration of the 
intervention in the activities of the zonal/satellite offices 
(responsible for technical advice to DHMTs), which 
are part of the Quality Management Department of the 
MoH. The intervention workshops are envisaged to be 
integrated into their quarterly review meetings, and sat-
ellite officers would take over the facilitating roles of the 
country team and resource team (including providing 
support to DHMTs during their action research cycles). 
In addition, in 2021, elements of the intervention (in par-
ticular a context analysis tool used by DHMTs in the plan 
step of the action research cycle) were integrated into the 
national integrated supportive supervision tool. This tool 
is to be used by DHMTs to assess and improve service 
delivery in their district.

Scale‑up facilitators
A multitude of scale-up facilitators have been identified 
in the three countries. Table  3 provides an overview of 
the main emerging facilitators and their presence in the 
different countries, based on the qualitative study, which 
is a representation of what the study participants have 
brought forward.

Shared vision
In Malawi and Uganda, several participants at national 
level explained that a clear shared vision among the dif-
ferent stakeholders involved of how to institutionalize 
(components of ) the intervention into existing systems 
facilitated the scale-up. Country team participants in 
Malawi, however, acknowledged that the collaborative 
approach that was taken towards the shared vision could 
have been better. They mentioned that strong collabora-
tion with the Quality Management Department had been 
key in identifying opportunities for integration of the 
intervention into existing structures, but also resulted in 
limited input from other stakeholders in developing the 
content of the strategy for vertical scale-up.

In Ghana, according to participants at different levels, 
the absence of a specific strategy on how and where to 
integrate the intervention into existing structures formed 
a barrier to scale-up. Interviewees from the steering 
group and resource team in Ghana indicated that the 
absence of a clear vision was related to confusion among 
stakeholders on what scale-up means and what PER-
FORM2Scale aimed to do concerning scale-up. Coun-
try team participants explained that during the first two 
years of PERFORM2Scale, the focus was on the imple-
mentation and horizontal scale-up of the intervention, 
and less attention was paid to the vertical scale-up. Steer-
ing group and resource team participants confirmed this 
and explained that they thought that the horizontal scale-
up of the intervention in the Eastern Region was seen as 
a pilot to create evidence supporting the need for vertical 
scale-up.

“We have all agreed that we have gathered enough 
evidence to support the scale-up of the interven-
tion in other districts, but then we still have a few 
more steps to go ..., to talk to the major stakeholders 
involved with the scaling up of the intervention.” —
Resource team member, Ghana, 2021

Table 3 Overview of facilitators of the scale-up of the 
management strengthening intervention

 +  = present,—= absent, ±  = not fully present nor fully absent, X = not 
mentioned by participants

Scale‑up facilitators Ghana Uganda Malawi

Shared vision -  +  + 

Change agents (champions)  ±  +  + 

Buy-in from key decision makers - -  ± 

Political and financial support - -  ± 

Window of opportunity -  +  + 

Flexible approach  ±  +  + 

Understanding and using the con-
text of decentralization

- x  + 
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Change agents
In both Uganda and Malawi, the presence and engage-
ment of a few change agents advocating for and cham-
pioning the vertical scale-up of the intervention was 
identified as a key facilitating factor of scale-up. In 
Uganda, a high number of participants, at all differ-
ent levels, highlighted that the steering group focal per-
son became a strong champion of the intervention and 
guided the country team in the different steps to take for 
vertical scale-up to happen. Although the resource team 
played a crucial role in the horizontal scale-up in Uganda, 
after the decision to integrate aspects of the intervention 
into the QI framework, one member became a change 
agent, because he was leading the QI framework valida-
tion process and could, therefore, accelerate the inte-
gration of the intervention into the QI framework. In 
Malawi, several participants at district and national level 
identified resource team members and the Director of 
the Quality Management Department as champions for 
the scale-up of the intervention. Because of the depart-
ment’s specific QI mandate, they have been able to create 
interest in scaling up the intervention at the highest level 
(MoH and senior management team). In Ghana, partici-
pants at district and national level explained that cham-
pions were mostly present at district level and a few at 
regional level, but they were unable to influence national-
level decision makers. At national level, three active 
champions emerged but retired or were transferred.

Buy‑in from key decision makers
Across the three countries, it was noted that buy-in 
from key decision makers is critical for scale-up to hap-
pen. However, getting key decision makers involved was 
experienced as challenging. The initial idea behind set-
ting up the steering group was to facilitate involvement of 
key decision makers, but in all three countries the steer-
ing group had limited functionality, mostly due to busy 
schedules. In Ghana, several participants from the steer-
ing group and country team explained that the subopti-
mal functionality of the steering group resulted in missed 
opportunities for dissemination and advocacy, and a lack 
of engagement of key stakeholders at national level. The 
majority of national-level stakeholders were unaware of 
the intervention and its potential scale-up. In Uganda, 
several participants from national level and the country 
team mentioned that the steering group did not func-
tion, but it included one main contact person (the change 
agent described above) at the MoH for vertical scale-up 
of the intervention. This change agent guided the country 
team on which steps to take to involve key decision mak-
ers: presenting to and convincing the relevant technical 
working groups in the MoH. However, the country team 
stated that they experienced resistance from key decision 

makers in the technical working groups regarding the 
scale-up of the intervention. According to the country 
team and steering group participants, the major cause of 
resistance was that the action research cycle used in the 
intervention was perceived as being very similar to the 
PDSA cycle already being used in the QI framework and 
strategy. Other areas of concern mentioned during the 
scale-up assessment and country team reflection, were 
related to the use of mostly qualitative data as evidence 
about the benefits of the intervention, and the absence of 
continuous financial support from PERFORM2Scale for 
the whole scale-up (which goes beyond the project time 
line). In Malawi, despite the difficulties with the function-
ality of the steering group, participants from the steering 
group, resource team and country team mentioned that 
there has been strong collaboration between the coun-
try team and the Quality Management Department. The 
Quality Management Department includes key decision 
makers concerning the scale-up of the intervention, and 
this has the potential to facilitate the scale-up. However, 
intra-departmental power dynamics resulted in limited 
engagement and collaboration with key decision mak-
ers from other MoH departments, such as the Planning 
Department.

Political and financial support
Strongly related to the endorsement by key decision mak-
ers was the (lack of ) political and financial support for 
the scale-up of the intervention. In Uganda, the country 
team and steering group focal person said they were gen-
erally positive about the chances that components of the 
intervention will be integrated into the existing QI frame-
work, but creating broader political support remains cru-
cial for the vertical scale-up to actually succeed. Engaging 
certain commissioners, such as the Commissioner for 
Quality Improvement and Human Resources Develop-
ment, and the senior management committee was, there-
fore, identified as an important next step. In Malawi, a 
steering group member mentioned that no changes in 
policies are necessary for the vertical scale-up. The Qual-
ity Management Department could readily implement 
it without the need for political support from the senior 
management team, as the Quality Management Depart-
ment has the mandate to improve DHMTs’ leadership 
and management.

The majority of country team and national level partici-
pants in Uganda and Malawi stated that it remains to be 
seen whether there will be financial support for integra-
tion of (components of ) the intervention. In Uganda, for 
example, it is still unclear whether additional financial 
resources for the implementation of the QI framework 
will be secured. In addition, the country team partici-
pants and steering group focal person noted that the 
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human resources management capacity of the regional-
level QI teams that will be responsible for the imple-
mentation of the QI cycles needs to be strengthened to 
enable them to take on this role. This is in line with what 
several participants said during the scale-up assessment 
and country team reflections in Malawi, where over the 
duration of PERFORM2Scale the country team, resource 
team and steering group members have not been able 
to gain the interest of other donors. According to some 
of the national level and country team participants, this 
was due to a lack of donor coordination, and to compe-
tition between donors and between MoH directorates 
trying to secure donor funding for their activities. In 
addition, integration of the intervention into an (existing) 
policy creates a certain dependency on the functional-
ity and acceptability of existing structures responsible 
for policy implementation. Functionality and acceptabil-
ity, however, is not a given in the decentralized context 
of Malawi, where limited resources and changes in lead-
ership and responsibilities limit the functionality and 
acceptability of the satellites of the MoH’s Quality Man-
agement Department.

“You find that it’s very difficult for them [satellite 
officers] to do the job because of seniority and also 
because of some lack of clarity in their mandate. 
Because, technically, of course it’s debatable what we 
need the Quality Management Department for.” —
DHMT member, Malawi, 2021

In Ghana, national level participants explained that due 
to a lack of change agents and limited involvement of key 
decision makers, the majority of national-level stakehold-
ers were unaware of the intervention and its potential 
scale-up, which resulted in a lack of political and finan-
cial support for the vertical scale-up.

Windows of opportunity
In Malawi and Uganda, unlike in Ghana, it appeared 
that a ‘window of opportunity’ enabled vertical scale-
up. In Malawi, country team participants explained that 
the Quality Management Department is a relatively new 
department in the MoH. They further explained that this 
created a window of opportunity for the vertical scale-
up, as the Quality Management Department was par-
ticularly interested in PERFORM2Scale, as it advanced 
its leadership and management agenda and potentially 
strengthened its position within the MoH. In Uganda, the 
country team and steering group focal person explained 
that they became aware that the five-year QI strategy 
was set to expire in 2020 and that the MoH was con-
sidering a revised supportive supervision strategy. They 
mentioned that this created a window of opportunity, 
where the country team and steering group focal person 

developed the idea of integrating certain unique compo-
nents of the intervention (the focus on continuous reflec-
tion within the action cycles and the focus on workforce 
performance) that have been absent from the previous QI 
framework/strategy and its PDSA.

“Having worked with Perform one [pilot project] 
and two [PERFORM2Scale: on scale-up], we iden-
tified that we could also use more or less the simi-
lar approach or science to improve performance at 
management and leadership level, so we thought as 
we were developing the second QI framework, we 
would take advantage of that new process and con-
vince stakeholders to include this aspect of human 
resource performance improvement.” —Steering 
group, Uganda, 2021

Flexible scale‑up approach
One of the other facilitators identified in the three coun-
tries concerned taking a flexible approach towards scale-
up, allowing adaptations to the context, its systems and/
or certain blockages and circumstances. In Ghana, sev-
eral participants at district and national level explained 
that through continuous dialogue and reflection between 
the resource team and country team, certain adaptations 
of the intervention were made to respond to operational 
challenges and to facilitate the horizontal scale-up. For 
example, it was decided to include sub-district-level man-
agement teams in intervention workshops, to enhance 
intervention implementation. In Malawi and Uganda, 
mostly national level participants explained that over 
time they have adapted their approach to vertical scale-
up. In Malawi, the resource team and steering group par-
ticipants stated that the flexibility of the country team in 
their approach to scale-up – i.e. being open to adapt the 
approach based on suggestions from MoH stakeholders 
– has been very important in the scale-up. This resulted 
in a scale-up approach that was driven by the Quality 
Management Department. Country team members in 
Uganda considered that at the start of the project they 
had focused too much on preserving the intervention 
and scale-up strategy as developed by PERFORM2Scale, 
but that because of resistance from the stakeholders in 
the technical working groups and discussions with the 
steering group focal person they realized the importance 
of adapting the scale-up strategy to the Ugandan context. 
This resulted in reflections about what exactly the differ-
ences were between the PDSA and the action research 
cycles of the intervention, what niche/possible contri-
bution PERFORM2Scale would make towards quality 
improvement and how those contributions could be ‘sold’ 
to the stakeholders as a way to engage them.
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“And this is something that we have learned over 
time: the issue of context is key to scale-up itself. 
What does it mean? It means you have to listen in 
to what the context is saying. You have to listen to 
what is available in the context and then find those 
windows of opportunities that R1 has been talking 
about, but at the same time you have to take another 
moment and reflect and say, ‘Alright, so how can we 
go about this?’.” —Country team member, Uganda, 
2021

This flexibility in approach also included a deliberate 
shift in language used with the relevant stakeholders. 
Instead of talking about scaling up the intervention in 
Uganda, emphasis was put on ‘improving on’ or ‘integrat-
ing with’ the QI framework, highlighting that this is not 
a new intervention, but rather improves existing efforts.

Understanding and using the context of decentralization
Another facilitator of scale-up that appeared in two 
countries was the context of decentralization. The con-
text of decentralization influences the roles and respon-
sibilities of stakeholders involved in the (health) systems 
and, therefore, influences the politics and power dynam-
ics around scale-up. In Ghana, although the health sector 
has been decentralized, a strong hierarchy is pervasive. 
In hindsight, all country team members realized that 
the composition of the resource team could form a bar-
rier to vertical scale-up, as DHMT members do not have 
any substantial influence on national-level stakeholders. 
Country team participants also explained that, in hind-
sight, targeting the national level for setting up the steer-
ing group might have been less suitable in the Ghanaian 
context. Stronger engagement of the regional level – by 
setting up a regional scale-up steering group, for exam-
ple – could have been a more appropriate structure for 
steering the scale-up. The regional level has substantial 
influence on the districts and thus on the implementation 
of the intervention and horizontal scale-up. In addition, 
through their review meetings, the regional level could 
have advocated for the intervention with national-level 
stakeholders to steer vertical scale-up.

Decentralization also determined certain policy priori-
ties and, therefore, influenced the interest in the inter-
vention and its scale-up. In Malawi, scale-up took place 
in a transition phase of decentralization. Several resource 
team participants mentioned that the intervention, 
therefore, fits well, as it enables DHMTs to strengthen 
capacity and optimize their increased decision-making 
space. However, the decentralization process in Malawi 
is dynamic, and this resulted in a lack of clarity around 
existing structures, roles and responsibilities, and 
mandate between the MoH and the Ministry of Local 

Government and Rural Development. Country team par-
ticipants explained that setting up the steering group (in 
2018) was challenging, as it was unclear whether PER-
FORM2Scale would fall under the MoH or the Minis-
try of Local Government and Rural Development. In 
addition, within the MoH, there were discussions about 
under which department the intervention fits best.

“… We were being pushed from the Ministry of 
Health to Local Government, and even within the 
Ministry of Health, it was like… should it be the 
Planning, should it be the Human Resources and 
so forth? Even when we are presenting at techni-
cal working groups I have been told, ‘We do not 
need you here. You better liaise with the Ministry 
of Local Government.’ ... So we have been to Human 
Resources, we have been to Planning, but to meet 
the Quality Management Department director was 
not easy, so that was why we met him much later 
when we had been told to go to Local Government. 
But when he got the concept of PERFORM2Scale, he 
grabbed it by the horns and said it was something he 
would go for, and that is why today vertical scale-up 
has gone on very well because it has been accepted, 
and even other directors are appreciating it.” —
Country team member, Malawi, 2021

Discussion
This comparative case study has shown that scale-up is 
a challenging and non-linear process. In all three coun-
tries we conclude that the horizontal scale-up took place 
as envisaged during the project in terms of the number 
of districts adopting the intervention (from three to nine 
per country). It remains to be seen, however, whether 
horizontal scale-up will continue beyond the project. The 
role of the resource team in the horizontal scale-up var-
ied across the countries. In Ghana and Malawi, the lead 
role in horizontal scale-up moved from the research team 
to the resource team, whereas in Uganda the research 
team continued to be in the lead. Furthermore, the verti-
cal scale-up has been quite challenging in all countries, 
partly because of challenges in the functioning of the 
steering groups. In Ghana, a strategy for vertical scale-
up remained absent. In Malawi and Uganda, a strategy 
has been developed, but at the time of data collection it 
was unknown whether the identified strategies will suc-
ceed, as they depend on, among others, the allocation of 
(extra) resources, the revival of existing structures, and 
enhanced capacity of people who will be involved. With-
out vertical scale-up, the continuation of the horizontal 
scale-up is likely to be seriously constrained.

This study identified several key factors and processes 
of scaling up. These facilitators are strongly interlinked. 
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The identified facilitators in this study go a step further 
than the identification of systemic and general contex-
tual factors influencing scale-up, such as the need for 
aligning the scale-up with policies and guidelines and 
the importance of political will, as often discussed in the 
literature [13]. Our findings provide insights into fac-
tors and processes that positively facilitated scale-up 
within contexts shaped by different systemic and gen-
eral contextual factors. Having a shared vision about the 
scale-up and a scale-up strategy are critical, as was also 
identified in the WHO/ExpandNet scale-up guidance 
documents [4]. This study emphasizes the importance of 
a collaborative approach among relevant stakeholders in 
the development of a scale-up strategy so that there is a 
common understanding and vision concerning how and 
what to scale up in a specific context. The importance of 
change agents who create buy-in from different key deci-
sion makers shows that scale-up is strongly influenced by 
stakeholders’ interests and incentives, as well as by power 
dynamics and politics. For example, in Ghana, although 
the health sector has been decentralized, there is still a 
clear hierarchy across the different levels [15], which 
thus needs to be taken into account during scale-up. In 
Malawi, recent changes as a result of decentralization 
sometimes cause friction and a lack of clarity regard-
ing the different roles and responsibilities between the 
MoH and the Ministry of Local Government and Rural 
Development [11]. The importance of power dynam-
ics between different stakeholders involved in scale-up, 
therefore, requires thinking and working politically [16]. 
A window of opportunity can trigger scale-up, as illus-
trated in Malawi and Uganda, and shows the impor-
tance of identifying and seizing the opportunity. Lee, Van 
Nassau [17] also indicate that scale-up is not linear and 
depends on an interplay of factors that together might or 
might not create a window of opportunity for scale-up. 
This study also underlines the importance of a flexible 
approach towards scale-up. In the literature, consider-
able attention is paid to adaptation of the intervention, 
to ensure it fits across different contexts [18]. Besides 
the importance of adaptation of the intervention that is 
being scaled up, this study also highlights the importance 
of flexibility in terms of valuing and acting on input into 
the scale-up strategy from relevant stakeholders. This 
contributes to a feeling of ownership of the scale-up and 
increases the chances of political and financial support 
from, for example, national institutions.

The study findings show that full integration of the 
intervention into the health system was challenging in 
all countries. Woltering and colleagues [19] have also 
observed that “dealing with or influencing” the exist-
ing system is difficult and seldom leads to successful 
vertical scale-up. PERFORM2Scale took spreading the 

intervention (horizontal scale-up) as the starting point 
and assumed that embedding the intervention into the 
system in which (vertical) scale-up was to take place 
would increase the chances for success [20]. However, 
Woltering, Fehlenberg [19] state that projects should 
focus on bringing sustainable systems change at scale, 
rather than aiming for horizontal scale-up and then 
embedding the intervention in the system.

If the scale-up of the management strengthening inter-
vention in PERFORM2Scale had been approached from 
a systems change perspective, the scale-up approach 
would have looked different and might have had different 
outcomes. Instead of focusing on scaling up the specific 
management strengthening intervention, which was the 
aim of the research project and the request for proposal, 
the focus could rather have been on how to transform 
the current normal to a ‘new normal’, as aligned with the 
transition theory [21–24]. Instead of having the ‘solu-
tion’ as the starting point (in this case, the management 
strengthening intervention), the problem could have been 
the starting point (in this case, DHMTs making limited 
use of decision space, leading to suboptimal health ser-
vice delivery and workforce performance). Based on the 
understanding of this problem, a combination of several 
interventions or approaches could have been developed 
and implemented at the same time, through a collabora-
tive approach with a broad variety of stakeholders from 
different disciplines and backgrounds (Rotmans and 
Loorbach [25] call this ‘transition experiments’). Depend-
ing on the country, one could think about the integration 
of a management course into the public health cur-
riculum, strengthening the regional level in providing 
technical assistance to DHMTs or supporting district 
councils in local resource allocation, and strengthen-
ing management capacity of DHMTs on the job through 
action research and inter-district learning meetings, as 
was done in PERFORM2Scale. When several interven-
tions are implemented, it is important to explore which 
intervention or combination of interventions is able to 
succeed in contributing to a ‘new normal’. Cyclical and 
participatory approaches to implementation of the inter-
ventions, with a focus on (social) learning are, therefore, 
crucial. Based on the learnings, the interventions can be 
adapted to allow for improvement [21, 23–26].

The findings of this study show that it is challenging to 
first focus on the spread an intervention, and then on its 
integration in the existing system. A systems change per-
spective encourages reflection on how to “create a new 
normal” and sometimes even change (elements) of the 
existing system from the start. This could be best done 
through flexible and adaptive approaches while imple-
menting a mix of interventions during a longer time 
period. Though approaching scale-up from a systems 
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change perspective sounds promising, there are as yet 
few examples; therefore, limited evidence is available to 
showcase the effectiveness [19]. This could be because of 
the challenging context, particularly in low- and middle-
income countries. In addition, the donor landscape sel-
dom allows for flexible and adaptive approaches with a 
mix of interventions over long time periods. While this 
is the case, our discussion shows that a systems change 
approach offers relevant lessons for scaling up interven-
tions in complex systems.

A strength of this study is the use of a comparative case 
study approach, which allowed to study, compare and 
follow the scale-up of the intervention in different con-
texts over time, using a variety of data collection meth-
ods and involving a variety of stakeholders. During the 
second round of data collection, the interviews in Ghana 
and Uganda had to be conducted online because of the 
COVID-19 pandemic, which may have resulted in less 
rich data in Ghana and Uganda, compared to Malawi. 
In Uganda, the first country team reflection did not take 
place. This may have resulted in less deeper reflection of 
the findings at that time. However, the data collected dur-
ing the first round were validated by the country teams 
and discussed during the second round of country team 
reflections.

Conclusion
The experience of scaling up a district health manage-
ment strengthening intervention in Ghana, Malawi and 
Uganda has revealed several interlinked facilitators of 
scale-up. When scaling up, it is important to take the 
system in which the intervention is being scaled into 
account, but it is questionable whether this is always suf-
ficient for scale-up to succeed. Looking at scale-up from 
a systems change perspective provides relevant lessons 
for scaling up future health interventions, which is essen-
tial for achieving Universal Health Coverage. 
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