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ABSTRACT

Objectives We aimed to understand how capacity
building programmes (CBPs) of district health managers
(DHMs) have been designed, delivered and evaluated

in sub-Saharan Africa. We focused on identifying

the underlying assumptions behind leadership and
management CBPs at the district level.

Design Scoping review.

Data sources We searched five electronic databases
(MEDLINE, Health Systems Evidence, Wiley Online Library,
Cochrane Library and Google Scholar) on 6 April 2021 and
13 October 2022. We also searched for grey literature and
used citation tracking.

Eligibility criteria We included all primary studies (1)
reporting leadership or management capacity building of
DHMSs, (2) in sub-Saharan Africa, (3) written in English or
French and (4) published between 1 January 1987 and 13
October 2022.

Data extraction and synthesis Three independent
reviewers extracted data from included articles. We used
the best fit framework synthesis approach to identify an

a priori framework that guided data coding, analysis and
synthesis. We also conducted an inductive analysis of data
that could not be coded against the a priori framework.
Results We identified 2523 papers and ultimately
included 44 papers after screening and assessment for
eligibility. Key findings included (1) a scarcity of explicit
theories underlying CBPs, (2) a diversity of learning
approaches with increasing use of the action learning
approach, (3) a diversity of content with a focus on
management rather than leadership functions and (4) a
diversity of evaluation methods with limited use of theory-
driven designs to evaluate leadership and management
capacity building interventions.

Conclusion This review highlights the need for explicit
and well-articulated programme theories for leadership
and management development interventions and the need
for strengthening their evaluation using theory-driven
designs that fit the complexity of health systems.

INTRODUCTION
Many countries in sub-Saharan Africa failed
to achieve the health-related millennium

1234 Zakaria Belrhiti
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= We have used a systematic approach to search for
a best-fit framework against which to code the data
and a comprehensive strategy to search for primary
studies.

= Three reviewers performed the screening and data
extraction.

= We did not appraise the quality of the included pa-
pers, as scoping reviews do not require a quality
appraisal.

= We may have missed other relevant literature not
available publicly or published in languages other
than English or French.

= We have made some trade-offs between compre-
hensiveness and feasibility, as is often the case in
scoping reviews.

development goals." The continent accounts
for almost half of all deaths of children
under-byears worldwide and the highest
maternal mortality ratio. It bears the highest
burden of HIV/AIDS, malaria and tuber-
culosis in the world."' * This is partly due to
health system weaknesses, which may be
attributable to multiple causes,” including
weak leadership and management, especially
at the district level.™

The role of leadership and management in
improving the performance of health systems
is widely recognised in the literature.”"
Effective leadership and management at
the district level are crucial since this is the
operational level where national policies
and resources are translated into effective
services and where responsiveness to local
needs can be ensured.'”" Building leader-
ship and management capacity of district
health managers (DHMs) is likely to improve
the stewardship of the district health system
and is required to ensure the achievement
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of better health outcomes,” ' "7 particularly the health-

related sustainable development goals.'®

Capacity building programmes (CBPs) in the health
sector are complex.' 'Y They seek to produce change at
the individual, organisational and systemic level.* '* 2/~
They involve the interactions between several actors,
including policymakers, managers, providers, funders,
patients, communities, etc. These actors belong to various
institutions or social subsystems, and have different values,
norms, decision spaces, and possibly conflicting agendas
and expectations.”

Health districts are complex adaptive systems.*'*!” They
consist of interacting elements or subunits (ie, actors
at firstline health facilities, hospitals, district health
management teams, community, etc). Health districts are
open systems which are embedded in a broader (social,
political and economic) environment with which they
interact continuously. Consequently, health districts adapt
to changes in the environment and co-evolve with other
systems. From these interactions may arise behaviours
that may be unpredictable and non-linear. History also
shapes these emergent patterns.”’~*' This complexity has
consequences for capacity building: programmes that
work in one setting will not necessarily work in another
or may not function in the same location later.”*

Capacity building emerged in the development aid
field in the 1970s.” It is considered an elusive and broad
concept and has been described as an umbrella or
multidimensional term that is associated with a range of
(sometimes opposite) meanings among academics and
practitioners.” *' # * Often, the terms capacity building
and capacity development are used interchangeably.” *
Some authors prefer to use capacity development to stress
the importance of ownership by partner organisations and
to emphasise the importance of existing and potential
capacities.”*! Some authors simplistically refer to training
as capacity building.'” **** Such reductionist view tends
to restrict capacity building to its tangible or measurable
elements (eg, knowledge and skills, organisational struc-
ture, procedures and resources).42 M contrast, other
scholars® * * consider that capacity building should
be a systemic approach that also considers less tangible
aspects, such as leadership, motivation and organisational
culture.”*

The conceptual heterogeneity of capacity building, its
various interpretations, and the tensions between holistic
and reductionist perspectives may explain the diversity of
CBP designs, approaches, models and tools.” ' #' #* This
also contributes to the methodological challenges related
to CBP process evaluation™ and to their effectiveness
on organisational performance.?’ 2" 7% A good deal of
the literature of CBP evaluation is based on pretest and
post-test only and many programmes are not evaluated at
all.?” ®! Little attention has been paid to the underlying
theories, models or frameworks underpinning CBP. In
the field of health, few studies set out to assess what works,
how and why. Exceptions include papers by Kwamie et al,*
Prashanth et af* and Orgill et al.*’

The objectives of this review were to understand how
CBPs of DHMs have been designed, delivered and evalu-
ated in sub-Saharan Africa. We focused on identifying the
underlying assumptions and evidence behind CBPs at the
district level. We assessed how far these assumptions and
contextual conditions are discussed and, if so, what could
be learnt from these studies.

METHODS

We adopted the scoping review methodology, which is
appropriate for a topic that is complex and for which
there is a high degree of conceptual heterogeneity.52 % We
followed the five steps proposed by Arksey and O’Malley®
for a scoping review and subsequent recommenda-
tions.”* * These steps are (1) identifying the research
question, (2) identifying relevant studies, (3) study selec-
tion, (4) charting data and (5) collating, summarising
and reporting the results. A protocol review (online
supplemental text 1) was developed and approved by the
research team.

We combined the scoping review approach with the
‘best fit” framework synthesis, which provides a practical
and rapid method for qualitative evidence synthesis.”® *”
It allows for both a deductive analysis using an a priori
framework and an inductive analysis based on new
themes from selected studies that are not part of the a
priori framework.”®®’

The process of the scoping review and best-fit frame-
work synthesis is shown in figure 1. Based on the research
questions (step 1), we searched for and selected primary
studies (step 2a). Concurrently, we searched for and
selected frameworks, models or theories (step 2b). Next,
we summarised the characteristics of primary studies
included (step 3a) and generated an a priori coding
framework from the selected frameworks, models or
theories (step 3b). We then coded data from primary
studies against the a priori coding framework (step 4).
We performed a thematic analysis for data that could not
be coded against the a priori framework (step 5). This
resulted in a new framework comprising a priori and new
themes supported by the data (step 6).

Step 1: identifying the research questions

Our review aimed at answering the following research
questions: (1) how has capacity building of DHM:s in sub-
Saharan Africa been designed in terms of theory, mode,
level, approach and contents?; (2) how have such CBPs
been delivered? and (3) how have such CBPs been evalu-
ated and what were the outcomes? The answers to these
questions allowed us to map the designs, approaches,
underlying theories, approaches content, outcomes,
methodological issues and research gaps.

Step 2: identifying relevant studies

Identifying primary studies

We used four databases (Medline/PubMed, Health
Systems Evidence, Wiley Online Library, Cochrane
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Step 1 Identifying the research question
52 Identifyi I ) Ji ) 2b. Identifying relevant publications of
a. ldentifying relevant primary studies usin . .
Step 2 Y hg oer P I:y . g frameworks, models, or theories using the
the " approach"
e "BeHEMoTh approach" **
3a. Extracting data on study characteristics 3b. Generating the a priori framework from
Step 3 . . A i
from included studies identified publication
Step 4 Coding evidence from included studies against the a priori framework
Step 5 Creating new themes by performing thematic analysis on any evidence that cannot be coded
e
g against the framework
Step 6 Producing new framework composed of a priori and new themes supported by evidence
Figure 1 Process of best fit framework synthesis.56 21 BeHEMoTh, behaviour of change, heath content, exclusion models of

theories; PCC, population concept and context.

Library) and Google Scholar. We also searched for grey

literature from international organisations that support

CBPs in health systems in sub-Saharan Africa (incl. WHO,

European Union, USAID, Management Sciences for

Health, Belgian Development Agency, etc). In addition,

we used the citation tracking to identify papers.

Our search strategy was based on the Joanna Briggs

Institute’s ‘Population Concept Context approach’™:

» Population: DHMs are health officers who work in
local health systems and spend some of their time in
management and/or administrative roles. They can
have various professional profiles (physicians, nurses,
pharmacists, administrators, etc) and play different
roles, possibly combining them, within the district
health system (district medical officers, hospital direc-
tors, clinicians, nursing officers, nurse supervisors,
etc).”

» Concept: the main concept is ‘capacity building’,
that is, any programme or intervention whose aim
is to enable an individual or organisation to achieve
its stated objectives.”’ CBP comprises both hard or
measurable (eg, knowledge and skills, organisational

structure, procedures and resources, etc) and soft or
intangible (eg, leadership, motivation and organisa-
tional culture) components. Search terms included
“capacity building” or ‘capacity development’ or
‘capacity strengthening’ and ‘health district manage-
ment’ or ‘leadership development’.

» Context: sub-Sahara African countries according to
the World Bank classification.®”’

Table 1 outlines the search strategies used in PubMed
and other electronic databases on 6 April 2021. On 13
October 2022, we performed additional searches in all
electronic databases to update the included studies.

Identifying relevant frameworks, models and theories

We used PubMed and Google Scholar to search for suit-
able published theories or models to generate the a priori
framework for synthesising data from primary studies to
be selected. We based our search strategy on the BeHE-
MoTh approach™ **:

» Behaviour of interest (Be): management and leader-

ship capacity of health workers.
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Table 1 Search strategies for primary studies

Databases

Search strategies

MEDLINE/PUBMED

Wiley Online Library

Cochrane Library

Health Systems
Evidence

Google Scholar

((((((“Health Personnel”(Mesh)) OR (“District health management teams”)) OR (“Institutional
Management Teams” (Mesh))) OR (“Public Health Administration” (Mesh))) OR (District Health

manage*)) OR (“District medical officers”)) OR (“Nursing officers”)) OR (“Nursing directors”)) OR

(“Nurse supervisors”)) OR (“Nurse Administrators” (Mesh))) OR (“District health administrators”))) AND
((((((“capacity Building”(Mesh)) OR (“Capacity Development”)) OR (Capacity Strengthening)) OR (District
Health Management Development)) OR (District Health Leadership Development)) OR (District Health
System Strengthening)))) AND ((((“Sub Saharan Africa”) OR (“Africa South of the Sahara”(Mesh))) OR
(Angola OR Benin OR Botswana OR “Burkina Faso” OR Burundi OR Cameroon OR “Cape Verde” OR
“Central African Republic” OR Chad OR Comoros OR “Democratic Republic of Congo” OR Zaire OR
“Republic of Congo” OR “Ivory Coast” OR Djibouti OR “Equatorial Guinea” OR Eritrea OR Ethiopia OR
Gabon OR Gambia OR Ghana OR Guinea OR “Guinea-Bissau” OR Kenya OR Lesotho OR Liberia OR
Libya OR Madagascar OR Malawi OR Mali OR Mauritania OR Mozambique OR Namibia OR Niger OR
Nigeria OR Rwanda OR “Sao Tomé and Principe” OR Senegal OR Seychelles OR “Sierra Leone” OR
Somali OR “South Africa” OR Sudan OR South Sudan OR Swaziland OR Tanzania OR Togo OR Uganda
OR Zambia OR Zimbabwe))) Filters: Humans, English, French, from 1987/1/1-2021/04/06 and from
2021/04/07-2022/10/13

Health District Systems) AND (Management OR Leadership) AND (Capacity Building OR Capacity
Development OR Capacity Strengthening) AND (Sub Saharan Africa)

Filters: MEDICAL SCIENCE, Journals, 1987-2021 and 2021-2022

District Health Systems in Title Abstract Keyword AND management in Title Abstract Keyword OR
leadership in Title Abstract Keyword AND capacity building in Title Abstract Keyword AND “sub-Saharan
Africa” in Title Abstract Keyword

Health District AND (Manage* OR Leader*) AND Capacity Building

(Health District Systems) AND (Management OR Leadership) AND (Capacity Building OR Capacity
Development OR Capacity Strengthening) AND (Sub-Saharan Africa)

» Health context (H): CBPs, health systems or public Step 3: study selection

health.

Selection of primary studies

> Exclusions (E): non-theoretical/technical models, e selected papers based on their titles and abstracts.””

that is, terms often used in biomedical research such
as ‘epidemiological model’, ‘disease model’, ‘care
model’ or ‘statistical model’ that do not fit the theo-
retical focus of the best fit framework strategy.

» Models of theories (MoTh): theory, model, concept,

and framework.

In the next step, three reviewers (SB, JE and CK) exam-
ined the full texts of the articles independently to decide
on their final selection on the basis of the inclusion
criteria (table 3). We selected all studies that met the
inclusion criteria regardless of their quality, as we aimed

Table 2 provides the search strategy in PubMed—(Be  to map key concepts, types of evidence and research
AND H AND MoTh) NOT E. gaps.”® % Disagreements among reviewers were solved by

Table 2 MEDLINE/PUBMED search strategy for models, theories or frameworks

Terms Search strategy

Behaviour of interest (Be) Management and leadership (“health”) AND (“manage*” OR “leader*” OR “work*")
capacity of health workers

Health context (H) Capacity building programmes, (“capacity building” OR “capacity-building” OR “capacity
health systems or public health development” OR “capacity strengthening”) AND (“health

Exclusion (E)

systems” OR “public health”)

Non-theoretical/technical models “epidemiological model” or “disease model” or “care model”
or “statistical model”

Models of theories (MoTh) Theory, model, concept, framework model* OR theor* OR concept* OR framework*

((“health”) AND (“manage*” OR “leader”” OR “work*“)) AND ((“capacity building” OR “capacity-building” OR “capacity
development” OR “capacity strengthening”) AND (“health systems” OR “public health”))) NOT (“epidemiological model” or
“disease model” or “care model” or “statistical model”)) AND (model* OR theor* OR concept* OR framework?®) Filters: English,

French, Humans
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Table 3 Inclusion and exclusion criteria
Inclusion criteria Exclusion criteria
Type of paper Papers reporting primary research published Literature reviews, editorials, opinions, commentaries,

in peer-reviewed journals, working papers,
intervention reports, research reports

Studies related to DHM leadership and
management CBPs in SSA countries

workshop reports, conference abstracts, conference
proceedings, research protocols

Studies related to other health workers, the
management of specific diseases or waste

Content of paper
(population, concept,

context) management; and non-SSA countries

Language Paper published in English or French Paper published in another language than English and
French

Time Paper published from 1987* to 2022 Paper published before 1987

*We chose this year in reference to the Harare declaration on strengthening district health systems.
CBPs, capacity building programmes; DHM, district health manager; SSA, sub-Saharan Africa.

54
consensus.”” We used the Rayyan software to manage the
review process.

Identification of frameworks, models and theories

Also here, we selected papers based on their titles and
abstracts.”! Papers that met the following criteria were
included (1) papers presenting a model, theory or frame-
work that fit the research purpose, that is, allow the full
description of design, implementation and evaluation of
CBPs; (2) papers presenting a description, evaluation or
test of a capacity building model, theory or framework
with a focus on leadership or on overall management;
and (3) papers published in English or French. Box 1
outlined the definitions of theories, models and frame-
works used.® %

Step 4: charting data

Generating the a priori framework

Based on the two selected models, we generated a
list of a priori themes and codes related to the rationale,
process (strategies, implementation and evaluation) and
outcomes of CBPs (table 4). According to Labin et al™
the need for conducting a CBP affects its process (design,
implementation and evaluation), which, in turn, affects
outcomes.

64 65

Data extraction

Using an Excel form, three reviewers (SB, JE and CK)
extracted separately three groups of data from the selected
studies: (1) study characteristics (author, year, country,
type, objectives, design and methods); (2) data related to

Box 1 Definition of theories, models and frameworks

from Bergeron et af?

= ‘Theories include constructs or variables and predict the relation-
ship between variables’.

= ‘Models are descriptive, simplification of a phenomenon and could
include steps or phases’.

= ‘Frameworks include concepts, constructs or categories and iden-
tify the relationship between variables, but do not predict this
relationship’.

CBPs that were coded against the a priori framework and
(3) new relevant data that did not fit the a priori codes.
We compared results and merged when necessary.

Step 5: collating, summarising and reporting the results

We described the main characteristics of the included
studies using descriptive statistics. We carried out a deduc-
tive thematic analysis to summarise the main review find-
ings from the a priori framework® ** *® and an inductive
thematic analysis to generate new themes from data that
did not fit the a priori framework. We report the results
according to the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses Extension for Scoping
Reviews guidelines (online supplemental table 1).%

Patient and public involvement
Patients or the public were not involved in this research.

RESULTS

Selection of frameworks, models and theories

The search yielded 934 articles. After removing dupli-
cates and screening records based on titles and abstracts,
23 full-text articles were assessed for eligibility. Two full-
text articles met the inclusion criteria (figure 2). The
two included papers reported on the models of evalua-
tion capacity building: the multidisciplinary model of
evaluation capacity building® and the integrated model
of evaluation capacity building.”* The two models have
similarities as the second model development was largely
inspired by the first model.

Selection of primary studies

We identified 2704 articles. After removing duplicates
and screening records based on titles and abstracts, we
assessed 194 full-text articles for eligibility. Thirty-five full-
text articles met the inclusion criteria. Nine additional
full-text articles were included after reference tracking
(n=5) and additional searches (n=4). In total, 44 papers
were included in this review (figure 3). Online supple-
mental table 2 provides the description of included

papers.
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Table 4 The coding framework

Themes from original
models

Codes

Definitions

Rationale for conducting
capacity building
programmes

Motivation
Assumptions

Expectations

Trigger or motivating reasons for conducting a capacity building
programme

Suppositions or hypotheses (explicit or implicit) that underlie the
actors’ desire to engage in a capacity building programme

Intended outcomes or results expected from a capacity building
programme

Key features of the environment in which the health organisation
targeted by a capacity building programme is embedded

Any (explicit or implicit) theory that can inform the design,
implementation and evaluation of a capacity building programme

How capacity building programme is provided: in-presence, online,
written materials, etc

Capacity building programme entry point: individual, organisational
and system levels.

Teaching and learning methods: training, workshop, coaching,
mentoring, supervision, technical assistance, community of practice,

Substance of capacity building programme activities
Providers or facilitators’ professional profile, participants’ professional

Time during which capacity building programme took place

Context
Strategies of capacity Theory
building programmes
Mode
Level
Approach
etc
Content
Implementation of Actors
capacity building profile
RICJISIIICS Duration
Barriers

Bottlenecks that hindered the achievement of expected outcomes

Evaluation of capacity
building programmes

Design and methods

Timeframe

Cross-sectional, case study, (quasi)experimental, pre-post,
quantitative, qualitative, mix-methods, theory-driven, etc

Period within which evaluation is conducted: time after capacity

building programme implementation or completion

Evaluator position

Evaluator may be internal to (involved in) the programme or external

(independent) to programme

Outcomes of capacity
building programmes

Individual outcomes
Organisational outcomes

Knowledge, skills, attitudes and behaviours of health managers
Leadership and management practices, organisational culture

Population health outcomes Access, quality and equity of healthcare and services

Sustainability

Maintenance of capacity building programme activities and outcomes

over time

Unexpected outcomes
Lessons learnt

Unintended results: may be positive or negative
Knowledge or understanding gained from capacity building

programme process

Characteristics of primary studies included
The characteristics of primary studies included in this
review are summarised in table 5.

Rationale for conducting a CPB

Motivation, assumptions and expectations (goals)

A good deal of the literature included in this review have
reported weak leadership and/or management capacities
of DHMs as the most frequentreason for conducting CBPs.
Weak leadership and/or management were considered
the major causes of poor health outcomes in low-income
and middle-income countries.* © ' ¥ 788 Frequently
mentioned causes of weak leadership and/or manage-
ment capacity were (1) inadequate professional profiles

of health managers (often being clinicians without formal
training on leadership and management)'” ™ 7 889% a4
(2) inadequate efficacy of leadership and management
courses (usually classroom-based and knowledge-focused
instead of practice-based and providing know-how to deal
with real-life situations).*” %% 78

Twenty-three papers presented the assumptions under-
lying the CBPs. Most programmes assumed that strength-
ening the leadership and/or management knowledge,
skills and practices of health managers would improve
their leadership and/or management capacities.
These improvements would, in turn, lead to improved
health system performance and then better health

6
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oy

Records retrieved through data
base searching (n=934)

l

Records remaining after
duplicates removed (n=931)

Records screened (n=931)

v

Full text articles assessed for

eligibility (n=23)

Full text articles included (n=2)

Included [ Eligibility J [Screening} [Identification

» Records excluded (n=908)
Full text articles excluded with
reasons (n=21)
» - Nomodel/theory/framework: 10

- Model/theory/framework not
related to management and
leadership CBP: 4

- Model/theory/framework not
fitting to the research question: 7

Figure 2 Preferred Reporting Items for Systematic Reviews and Meta-Analyses flowchart of the search for models, theories

and frameworks. CBP, capacity building programme.
outcomes,* 17 47 68 70 75-78 81-84 86 87 90-95 T . CBP were
supposed to trigger health team members’ self-confidence
to undertake good leadership and/or management
practices which would, in turn, activate their job satis-
faction, motivation and sense of ownership.68 99 The
good management practices reported included: effec-
tive and efficient use of resources,70 85 86 92 priority setting
and better lanning,17 7078868792 1156 of data for decision
. 178792 - 17 70 86 91 93
making, supervision of health workers,
. . . 818694
ensuring monitoring and evaluation, teamwork and
. 17 49 70 89 . .
regular meetings. The good leadership practices
. . .. . 4178384
reported included creating a positive work climate,
and relationship building among stakeholders.? %
Thirty-seven articles outlined the objectives or
expected outcomes of the programme. Analysis
shows that they all refer to the improvement of either
the management knowledge, skills and practices of
DHMs? 17 49 68-73 75-77 81 82 8487 89 95-97 " aodar
ship and management knowledge, skills and prac-
.4 17 47 77 82-84 .
tices as the main outputs. The outcomes
expected from these main outputs were the increase of
. 77 78 93 97 .
health service access and coverage, the improve-
ment of the (quality and equity of) health service
. 47 67 75 80 83 84 89 93 96 98 99 .
delivery, the improvement of
maternal and child health outcomes.”? 7> 70 788797

Context of CPBs
The included studies identified various features
of the context within which the programme took

place. The most cited was the decentralisation from
national (or regional) to the district (or subdistrict)
9 19 47 49 67 70-72 75 76 78 79 81 84 87 90 92 96-98 100
level. However,
seven studies reported narrow decision space of DHMs
. . 4 49 70 78 87 90 97
regarding financial and human resources.
Three papersnoted the persistence of a hierarchical organ-
isational culture within the decentralisation setting. 6
Other context features included resource constraints and
issues (human, financial, eq7ui ment, infrastructures,
. 472773 75 81 92 94 96 98 101 105
drugs and other supplies), ” 29496 98 101 102 poor

oy eye . J . 7993 .
accessibility and availability of health services, 29 conflicts
. - 100108
and crisis. )

Capacity building strategies

Underlying theories, frameworks and models

None of the included papers explicitly refers to a theory
underlying the reported CBP. Sixteen articles explicitly
mentioned seven frameworks or models on which the
reported programmes were based (table 6).

An analysis of approaches used in other CBPs showed
that most authors referred implicitly to the management
competency framework and/or the participatory action
research cycle.

Levels, modes and approaches

We found that CBPs reported in the included papers
of this review had two entry points: the individual and
organisational levels. Nine CBPs focused on strength-
ening individual health managers’ knowledge and

Bosongo S, et al. BMJ Open 2023;13:€071344. doi:10.1136/bmjopen-2022-071344
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‘3 - Health Systems Evidence (n=19) Records identified through other

z - Google Scholar (n=200) sources: grey literature (n=32)
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Records remaining after duplicates
removed (n=2523)

=

@

u

@
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(n=2523)

Records excluded (n=2329)

0 l

Full text articles excluded with

reasons (n=159)
| - Mot primary studies: 46
- Mot related to DHMs: 83

- Mot related to Management
and Leadership CBP: 28
- Not related to 554: 2

g Full text articles assessed
2 for eligibility (n=194
) igibility [ ]
w
/
Full text articles eligible
(n=35)

Additional articles (n=9)
- Reference tracking: 5
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h J
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scoping review (n=44)

\ -

Figure 3 Preferred Reporting Items for Systematic Reviews and Meta-Analyses flowchart for primary studies. CBP, capacity
building programme; DHMs, district health managers; SSA, sub-Saharan Africa.

skills,!7 69 71 73 82 85 86 94102 pp remaining CBPs took an
organisational entry point to strengthen the capacity of
the health management teams to perform their manage-
rial functions and achieve health outcomes.

All CBPs reported were delivered face-to-face, either in
a specific room, at the workplace or alternating between
the two. No online CBP was reported in the included
papers of this review.

A diversity of methods was used (alone or in combina-
tion) to build health managers’ capacity. We summarised
these approaches using the classification of Kerrigan and
Luke™ in table 7: formal training, on-the-job training,
action learning and non-formal training.

We analysed the CBP approach using Roger et al’s
framework cited by Hartley and Hinksman'"* to see to
what extent the CBP approaches were individual or
collective on the one hand and prescribed or emergent
on the other. The prescribed approach refers to a blue-
print approach or a normative process in which inputs
(eg, competencies) and outputs (eg, standards, perfor-
mance) required for leadership or management capacity
development are specified. The emergent approach
entails a dynamic, flexible or adaptable process that

emerges from stakeholders’ interactions. We found

that most CBP approaches were prescribed and collec-
< . 491947677072 75-79 81 84 85 87 89-93 95-100 103 105 .
, 27T > and prescribed

tive
g 17 68 69 71 73 80 82 83 86 94 101 10
and individual. ! ® The emergent

and collective approach was marginal’ ** (figure 4).

Learning content

Twenty-two papers specified the learning contents, which
varied in terms of terminology and could be categorised
under the headings outlined in table 8. This table indi-
cated that the most prevalent learning contents were the
problem-solving cycle, human resource management,
financial management and leadership development.

Implementation of CPBs

Actors: participants and providers

Participants in CBPs were mainly district health and
hospital management team members. The composition
of these teams varied from one country to another and
was often not specified. Other participants included
subdistrict management team members,” ” % facility
managers and staf] 1772859199 and district administrative
and political leaders.”” ® The programmes were provided

8
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Table 5 Characteristics of included papers

Characteristics of included studies Number Percentage References
Years 1991-2000 ) 11 67-70 95
2001-2010 9 20 71-74 96 98 99 102 122
2011-2020 24 55 4917 19 75-86 91-94 97 101 103 105
2021-2022 6 14 47 49 87 89 90 100
Languages English 41 93 4917 19 47 49 67-87 89-99 101 102 122
French S 7 100 103 105
Countries  Uganda 8 18 1967 7576 78 86 87 97
South Africa 6 14 694985102122
Ethiopia 5) 11 73 80 83 96 98
Ghana 4 9 4687493
Kenya 4 9 47 77 84 99
Democratic Republic of Congo 4 9 69 100 103 105
Tanzania S 7 7291 95
Botswana 2 5 94 101
Mozambique 2 5) 8192
Liberia 1 2 71
Zambia 1 2 17
Gambia 1 2 70
Ghana, Tanzania and Uganda 1 2 79
Ghana, Malawi and Uganda 2 5 89 90

by facilitators from the Ministry of Health at the national,
. . . 4 5 .
regional or district leve],* 496768 81869399 100 103105 ;) - Jemic
and research institutions,’ TLTBT5 798285899095 5 ternational
a7 94 :
non-governmental organisations or a mix of these

institutions. 1778 84 87 92 96 97

Duration

The duration of the programme was highly vari-
able, from 10 days to 8 years. We found 1 programme
of less than lmonth,” 13 programmes of 1-12

5 595
months,4 17 68 69 71 77 81 82 84 85 95 96 102 8 programmes of 13-24
49 67 70 73 79 83 94 97

months and 8 programmes of more than
94 months,? 72 75 8191-93 103
Barriers

Barriers to the successful implementation of CBPs
mentioned by authors included human resource issues,
such as staff shortage, staff turnover or staff mobility
within or across districts,* *7 70 77 7 89 91929 jp, dequate
support from the national or provincial level,”” * insuf-
ficient mentorship after course completion,17 8
rity,77 92 drop out of facilitators due to busy schedules,86
lack of funding,79 poor working conditions,47 the over-
lapping activities of vertical programmes that negatively
affect the availability of supervisors and the regularity of
supervisions visits'” and the negative influence of donors,
such as imposing a standardised intervention with top-
down decision making.”

insecu-

Evaluation of CPBs
Approach, design and methods
Almost half of the included papers did not specify an
explicit evaluation design. The study designs and data
collection methods reported in the included study are
summarised in table 9. Three studies were theory-based
evaluations.* ** %

Seven studies used frameworks for evaluation purposes
(table 10).

Evaluation timeframe

The evaluation of the reported CBPs adopted various time-
frames. Some CBPs were evaluated during their imple-
mentation: five programmes after 0—12 months,* 7 78 %89
six programmes after 13-24 months*? 770 7 8 97
programmes after more than 24 months.
Other CBPs were evaluated after their completion: four
programmes after 0-12 months,*'” " ** three programmes
after 13-24 months*” ”* and one programme after more
than 24 months.” Two programmes were evaluated at
different time points during their implementation and
after completion.”” *

and six
75 82 87 91 92 101

Position of the evaluators

Since we found that the position of the evalua-
tors regarding the programme was often not made
explicit, we analysed the authors’ affiliations. We
found that most CBP evaluations were reported by
people involved in the design, implementation or

Bosongo S, et al. BMJ Open 2023;13:€071344. doi:10.1136/bmjopen-2022-071344
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Table 6 Capacity building frameworks or models

Frameworks/Models Description Papers (n) References
Participatory action The cycle comprises four or five phases related to the 5 7576 79 89 90
research cycle problem-solving: problem diagnosis and action planning

(plan), action (act), evaluation (observe) and specifying learning

achieved (reflect)
Leadership and The framework focuses on core management or leadership & 477179
management skills of health managers, such as problem-solving, planning,
competency framework resource management, monitoring and evaluation, strategic

thinking
Leading and managing The framework includes a set of practices organised into four 3 477 84
framework leadership domains (scanning, focusing, aligning/mobilising

and motivating) and four management domains (planning,

organising, implementing, monitoring and evaluation)
Potter and Brough’s Systemic capacity-building consists of four levels of a pyramid 2 72 86
capacity pyramid of needs that contribute to improved performance: tools, skills,
framework staff and infrastructure, structures and systems, and roles
Thinking environment ~ The thinking environment includes 10 elements related to 1 9
principles behaviours, attitudes, values and beliefs that shape the culture

and the relationships necessary for good team collaboration.

These elements are attention, equality, ease, appreciation,

encouragement, feelings, information, diversity, incisive

questions and place
Attitudes, knowledge, The framework posits that relevant attitudes, knowledge 1 82
skills and behaviours  and skills allow students to develop a personal framework of
framework practice to act in and on the health system through various

positive behaviours
Combination of The Kirkpatrick model consists of four levels which are 1 17

Kirkpatrick’s evaluation reaction (participants’ reaction to training content and

model and Mc Le Roy

methods), learning (what participants learnt), behaviour (how

socio-ecological model well participants apply their training) and results (effects of

of behaviour

training on the organisation’s outcomes). The Mc Le Roy’s

socio-ecological behaviour model posits that personal,
institutional and community factors shape behaviour

- 917 47 49 67-69 71-73 75-77 79-81 83-85 87 89 90 93-96 98 101 103
funding.

Some programmes were evaluated by people not involved
. c . . . 449829297105
in the design, implementation or funding.

Outcomes of CPBs
The outcomes of CBPs reported in the included primary
studies are summarised in table 11.

Four papers reported limited effects of CBPs. A
comparison of the effects of two models of supervision
(the matrix modified model and the centre for health
and social studies model) showed no differences in the
quality of care and the job satisfaction of nurses in South
Africa.'” An assessment of facilitative supervision visits by
the regional health team to nine district health manage-
ment teams in northern Ghana showed that the perfor-
mance of six out of nine districts (67%) was adjudged
only fair.”” The realist evaluation of a leadership develop-
ment programme in Ghana® pointed out the lack of insti-
tutionalisation of leading and managing practices and
systems thinking. The study by Chuy et al'” highlighted
poor coherence and relevance of provincial-level support,
which impeded developing leadership and governance
capacity of district health management teams.

Sustainability

Four papers discussed the sustainability of the outcomes
and processes of CBPs. Using the sustainability definition
of Moore et al,'” we found that all four papers referred to
one construct: the continued delivery of the programme.
In the Democratic Republic of Congo, De Brouwere and
Van Balen® reported that doctors trained in the Kasongo
project were still applying the skills they had learnt 7years
after the last training without saying more about the factors
that explain this sustained effect. While acknowledging
that it was early to make a final judgement on sustain-
ability, Cleary et al”® reported promising signs in the Popu-
lation Health Implementation and Training partnerships
in Mozambique. They attributed this to the project’s flex-
ibility, allowing for adaptations according to local realities
and creating a sense of ownership among health system
actors. In South Africa, Orgill et al”® were optimistic about
the sustainability of the management CBP on the basis of
the outputs observed over 18 months of implementation.
The emergent nature of the intervention, which ensures
ownership and commitment of team members, was cited
as the main driver of this sustainability. In Kenya, Seims

10
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Table 7 Approaches of capacity building programmes

Approach Description

Papers (n) References

Action
learning
approach

This approach focuses primarily on the
problem-solving cycle (plan, do, study and

act) and emphasises action as the vehicle for
learning.®® The process includes an alternating
mix of workshops or classroom training,

actual project implementation, on-the-ground
coaching, mentoring or supervision, and
review meetings to monitor progress and share
experience and learning

This approach aims at supporting health
managers in carrying out their tasks through
various approaches such as classroom training,
on-site mentoring, coaching or supervision
visits and technical assistance.

On-the-job
training

Mixed
approaches

Combination of formal training (usually provided
by academic institutions) with on-the-job
training

Combination of formal training with action
learning

Combination action learning with on-the-job
training

et al’” reported that two-thirds of the districtlevel and
facility-level teams who received leadership development
training achieved sustainability of results at least 6 months
after completion of the programme. Underlying factors
included ‘an improved work climate due to renovated
staff quarters, training, or supervision’.

In 11 papers, the authors mentioned conditions for
sustainability. These include collaboration, support,
commitment and ownership by the Ministry of

18

9

3

1

4947 676870717576 79 83-85 92 95 96 98 99

69 72 81 86 93 94 101-103

17 73 80

82

91

Health,67 71 81 98 101 collaboration, transfer of skills and
institutionalisation of training to a local academic institu-
tion,'” ™' ™ alignment with and strengthening of existing
local stakeholders and structures,” " %7 alignments of
management strengthening interventions with the district
planning cycles and budget without providing additional
resources.

In three papers, the authors raised concerns about
sustainability. Kokku’® reported that health trainers

Prescribed

17, 68, 69, 71,
73, 80, 82, 83,
86, 94, 101, 102

Individual

A

4,9,19, 47,67,
70, 72, 75, 76, 77,
78, 79, 81, 84, 85,
87, 89, 90, 91, 92,
93, 95, 96, 97, 99,
100, 103, 105

p Collective

\{

9,49

Emergent
Figure 4 Capacity building programme approaches using Roger et al (2003) framework.
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Table 9 Evaluation designs and data collection methods

Papers (n) References

Evaluation
design

Case study

Prestudy and poststudy
(Quasi-)experimental design
Cross-sectional study
Action learning design

Data collection Quantitative methods (checklists, questionnaires,
pretraining and post-training test, data from health

methods
information management systems)

Qualitative methods (interviews, focus group

discussions, observations and document reviews)

Mixed-methods

placed in district health management teams moved from
a facilitator role to an implementor role in the Siman-
jiro Mother-child health capacity building project in
Tanzania. Balinda et al*® reported the absence of a rollout
plan for the governance, leadership and management
training to other districts not supported by the Institu-
tional Capacity Building project in Uganda. In Ghana,
Kwamie et al' reported the lack of institutionalisation
of the leadership development programme, which they
attributed to changes in leadership at regional, district
and subdistrict levels.

Lessons learnt

Lessons learnt from CBPs reported in the included
papers of this review are (1) the need for sufficient time
for skill acquisition,98 continuous 1(—“:21rning,79 8 and insti-
tutionalisation of leadership and management practices4;
(2) the alternation of short workshops and on-the-
ground follow-up visits, and the use of action learning

9 449 72 86 92 95 98 103 105

4 17 71 80 96

5 47 77 84 87 91

4 83 8593 100

1 9

13 47 7178 80 81 83 84 87 91 93 96 100 102

14 491949727576 86 88 8992 97 101 103
9 1774 77 79 82 85 94 98 105

approach which links training to real-world practice are
essential to enable both theoretical knowledge and prac-
tical skills”! 7 84 88 97, (3) a more reflective and context-
sensitive approach in order to address complexity of
health systems,! enable flexibility” and promote emer-
gence and self-organisation49; (4) the collaboration with
stakeholders such as local politicians and government
leaders,67 provincial health authoritif:s,79 other health
partners,97 and northern and southern academic insti-
tutions”' is central for CBPs as it allows for support,
scaling up and accountability; and (5) the importance
of mitigating health workforce issues such as turn over
by ensuring job satisfaction, job security career, appro-
priate trajectory and by developing strategies for efficient
recruitment and training.'"" *

Other themes
Our analysis identified other themes to consider in
designing, implementing and evaluating CBPs. These are

Table 10 Frameworks/models used to assess capacity building programmes

References Frameworks/models used Purposes

Kokku"? Potter and Brough’s capacity To assess the Simanjiro Mother and Child Health Capacity Building
building framework project in Tanzania

Tetui et al’® Competing values framework of To assess the DHMs’ capacity strengthening within the MANIFEST

Quinn

(Maternal and Neonatal Implementation for Equitable Systems) project

in Uganda

Martineau et al”®  Kirkpatrick’s evaluation model

To assess the effects of management development intervention within

the PERFORM project in Ghana, Tanzania and Uganda

Adjei et al” Five core capabilities framework

To assess the capacity development at the district level of the health

sector in Ghana

Byleveld et al®® A leadership and management
framework developed from the

document review
Chuy et a/'®
from the literature

CORRECT criteria to from WHO/
ExpandNet

Bulthuis et a/®®

DHM, district health manager.

To assess the DHMT members’ perceptions of the importance of 14
leadership and management competencies in South Africa

A conceptual framework developed To assess the coherence and relevance of provincial-level support to
develop the capacity of DHMTs in the Democratic Republic of Congo

To assess the scalability of the PERFORM2Scale project in Ghana,
Malawi and Uganda
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Table 11 Reported outcomes

Levels Reported outcomes Papers (n) References
Individual level Increased management or leadership knowledge 3 17 86 94
Increased management or leadership skills 10 69 71 72 79 82 85 86 89 94 96
Work commitment 1 89
Openness to being mentored and willingness to implement 1 98
recommended changes
Increased self-confidence to undertake management tasks 1 17
Changes in the behaviour of supervisors who became more supportive 1 91
Organisational Improvement in overall leadership and management practices, such as 1 86
level systems thinking, change management or performance management
Use of management tools to systematically set priorities, develop & 87 94 101
evidence-based work plans and allocate resources
Improved district performance 2 83 100
Improved financial management 8 47 68 70 81 95 96 98 99
Improved human resource management, 4 47 73 81 96
Improved health information management 4 47 82 94 101
Improved supply chain and transportation management 4 47 68 70 82
Improved supportive supervision 2 72 82
Improved hospital management 4 73 80 96 98
More regular and effective team meetings 8 417 4968 70 72 85 95
Improved team confidence to undertake management tasks 4 468 79 95
Increased team and staff morale, motivation or commitment 7 49 67 68 70 89 90 99
Improved work climate or environment 2 17 99
Improved community engagement 2 68 72
Improved collaboration between district health teams and local 1 67
administrators
Health Reduction in maternal mortality among pregnant women referred to a 1 67
outcomes district hospital
Markedly reduced incidence of measles cases in a district 67
Increased health service usage ) 67 77 84 99 103
Increased immunisation coverage 4 72 73 89 103
Increased antenatal care, skilled birth attendance 4 72 73 89 103
Increased yaws and Buruli ulcer detection rate 1 89
Increased health service coverage 1 77
Improved (quality of) service delivery 5 47 73 74 96 105
Improved malaria, pneumonia and diarrhoea treatment for children 1 87
Increased tuberculosis cure rate 1 89

(1) the certification or accreditation (in the case of training)
and (2) the success factors and underlying mechanisms.

Certification or accreditation

Four CBPs delivered either a university postgraduate or
master diploma73 %2 or a government certificate in health
leadership and management.'”* Certification or accred-
itation valued the CPBs and made them attractive to
health managers as the resulting diploma offers opportu-
nities for career development.17

Success factors and underlying mechanisms

Papers reported various success factors or mechanisms.
These include (1) CBP methods, which empower DHMs

and activate a can-do attitude (self-efficacy). These
methods are team-based training,”'”%** learning-by-doing
approach,'” 778 ajternation of short workshops and
on-the-ground follow-up visits,"” ” shift from administra-
tive and control to a supporting model of supervision,'”’
placing trainers within the management teams for day-
to-day support,”® * reflective discussions for continuous
learning,” " and combination of learning methods™; (2)
supportive interactions between facilitators and DHMs, '
which enable mutual trust and enhance motivation and
commitment of DHMs to actively participate in the CBP
process and to engage with changes.70 8999 Such interac-
tions require facilitators to have good relational skills,

14
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Box2 Features of effective capacity building

programmes

—_

A learning-by-doing approach.

An alternation of short workshops and on-the-ground follow-up
visits.

A team-based approach.

The flexibility and adaptability of CBP processes.

Supportive interactions among facilitators and participants.
Collaboration with and involvement of different stakeholders.

A long-term perspective.

S

No ok w

CBP, capacity building programme.

which are central in the adult learning process'”’; (3)
safe work environment, which enables teamwork and
promotes distributed leadership® 7% %; (4) adaptability
and flexibility of CBP processes make them more respon-
sive as they consider the needs of DHMs and their context,
which contribute to increased perceived relevance and
sense of ownership by DHMs™ ™%, (5) support from and
collaboration with the government authorities® *; and
(6) the role of the head of health district, who can act as
a local champion by using sensemaking and sense giving
micro-practices to trigger motivation and buy-in of CBP
by the DHMs.*

From the lessons learnt and success factors of CBPs
reported in the included papers of this review, we
summarise the key features of an effective leadership and

management CBP in box 2.

DISCUSSION
This review highlights the growing interest in leadership
and management in health systems, especially in the
era of millennium development goals and sustainable
development goals. Most papers point to weak leader-
ship and management as a leading cause of poor health
outcomes in sub-Saharan Africa and assume that better
health outcomes cannot be achieved without proper
leadership and management. This widespread assump-
tion explains the increasing number of management and
leadership CBPs in the last decade, as shown in this review
and others.”” '” The decentralisation movement in sub-
Saharan countries has been a solid argument for strength-
ening DHMS’ capacity to steer their health districts.
While most authors agree on the need to strengthen
DHMs’ leadership and management capacities, there
needs to be more consensus on how to do and evaluate
this. Strikingly, we did not find one paper explicitly refer-
encing a theory underlying the CBP reported on. Since
programmes are ‘theories incarnate’,'” the lack of an
explicit theory may jeopardise the understanding of how
these programmes are supposed to work as well as their
evaluation. Therefore, while designing a CBP, it is good to
make explicit the theoretical assumptions and evidence
explaining the pathway to the expected outcomes.”
Making the programme theory explicit allows for a

better understanding of the programme functioning by
different stakeholders and will facilitate its evaluation.

Despite the diversity oflearning methods used in capacity
building, there is a general tendency to combine methods
to foster the acquisition of both theoretical knowledge
and practical skills. Action learning is becoming the most
widely used method. This result mirrors those of Geerts
et al'™ and Lyons et al''' who stressed the increase use
of experiential approaches to leadership development.
Action learning is based on Kolb’s experiential learning
theory, which states that learning occurs through experi-
ence' ' and emphasises real-ife actions as the vehicle
for learning.*® Action learning features advantages that
can help strengthen DHMS’ leadership and management
capacities. First, it goes beyond knowledge acquisition
and enables skills development. It also enables partici-
pants to benefit from faculty or supervisor support after
having attempted to apply their learning. It may be an
interesting alternative to inadequate efficacy of leader-
ship and management courses decried in some included
papers of this review. Second, action learning stimulates a
reflective attitude necessary for individual and collective
learning.""*'"” Third, action learning promotes teamwork
and distributed leadership within district health manage-
ment teams.'"” It can thus help to minimise the effects of
the hierarchical culture and gradually develop learning
management teams that favour innovation, creativity and
flexibility.'™*

The bulk of CBPs was delivered following a prescribed
or normative approach, and the scarcity of the emergent
approach was striking. This situation reflects the hier-
archical culture still predominant in most sub-Saharan
health systems® and the dominance of international
agencies funding or implementing ‘standardised’ CBPs.
However, the normative approach has some weaknesses
which may limit its effectiveness. First, it reinforces the
‘command-and-control’ system and can hinder learning,
innovation and creativity.* ''° Second, it often assumes
linear cause-and-effect relationships and tends to ignore
the influence of context and the complex and adaptive
nature of district health systems.* ''® ! Finally, it is often
externally led and funded, and likely to be less sustain-
able as the risk of disruption at the end of the programme
or funding is high.* "'® "7 Since district health systems
are complex and adaptative, some authors*** 1% !'7 argue
that CBPs need to be emergent. Moreover, Geerts et al'"’
warned that the prescriptive approach forallis not optimal,
as if to say ‘one size does not fitall’. Unlike the prescribed
approach, the emergent approach considers capacity as a
result of interactions between system actors and elements.
Itis often internally led, bottom-up et likely more sustain-
able as it is ‘anchored in the daily routines’.* ''® The
systematic review from Lyons et al''' suggest that lead-
ership development programmes tailored to meet local
needs may result in greater organisational impact than
pre-packaged approaches to leadership development. A
balance between the two approaches would benefit the
DHMs who are at the ‘interface between strategic policy
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direction and operational service implementation’,

that is, the best place of convergence between top-down
and bottom-up processes in health systems.

This review highlighted the diversity of learning
contents. This result is consistent with that of Lyons et
al''' Our analysis shows that most CBPs emphasised
management rather than leadership. The same observa-
tion has been made by Johnson et al,'”™ who noted that
some CBP labelled as leadership development focused
virtually on management training. This seems to confirm
Kotter’s statement, quoted by Kwamie,''® that ‘most
organisations are over-managed and under-led’. It is also
possible that the focus on management is because most
DHMs are clinicians who need more basic management
knowledge and skills since they have had little training
in the area before. In any case, the content of CBPs for
DHMs must consider the balance between management
and leadership in complex and adaptive health systems,
as advocated by Kwamie.'®

This review found various evaluation designs and
methods, reflecting the lack of ‘agreed approaches’ to
CBP evaluation.” ' "1 Most evaluation designs from
this review fell under three types of @vretveit’s evaluation
design classification: the descriptive, before and after, and
comparative design.'’ While these designs help to under-
stand the process and measure the effectiveness of CBPs,
such ‘black box’ designs provide limited insights into the
conditions of success.' We concur with DeCorby-Watson
et af' and Johnson et al,'”™ who call for strengthening
CBP evaluations by basing them on explicit theories and
evidence that describe how a CBP is supposed to lead
to expected outcomes. Therefore, evaluators should go
beyond the positivist paradigm and adopt a complex
systems perspective that values context, interactions and
emergence.

Most papers in this review pointed out a short time-
frame as a limit for achieving changes in leadership or
management behaviour, practices and health outcomes.
Indeed, management and leadership CBPs are not one-off
processes. They take time to bring about desired changes.
Thus, it is crucial to consider a long-term perspective
when designing and funding such programmes™ '*
as time allows for progressive adoption and ownership
by stakeholders, adaptation based on the context and
learning.

The implications for practice and research suggested
by this review are summarised in box 3.

Limitations

This review has some limitations. First, we did not appraise
the quality of the included papers as scoping reviews do
not require a quality appraisal.” Yet, we noted that most
of the included articles that presented an evaluation had
some methodological issues that call for caution when
interpreting results. Second, we may have missed other
relevant literature not available publicly or published in
languages other than English or French. Third, the fact
that we have not included any papers related to online

Box 3 Implications for practice and research

1. While designing a CBP, it is good to make explicit the (evidence-
informed) theoretical assumptions that explain how different pro-
gramme components, underlying assumptions, and contextual
elements are supposed to lead to the expected outcomes. Such a
theory is fundamental for programme implementation and evalua-
tion success.

2. Inadequate training approaches have been identified as a cause of
health managers’ weak leadership and management capacity. This
review highlights the importance of a mix of didactic and practi-
cal approaches to acquiring knowledge and skills, self-efficacy and
learning through real-life action.

3. This review suggests balancing prescribed and emergent approach-
es to CBPs. When relying on standards, guidelines or competency
frameworks implemented through a hierarchical structure, it is cru-
cial to leave room for innovation, adaptation and emerging local ini-
tiatives. Such ‘homegrown’ initiatives are more likely to boost health
managers’ ownership, motivation and commitment, and ultimately
the sustainability of the intervention.

4. Although conceptually different, leadership and management are
closely linked in practice. Indeed, while health organisations need
strong managers to plan, organise and coordinate activities, these
managers need also to be good leaders who can anticipate, inspire,
motivate and bring about changes. Therefore, the content of CBPs
for DHMs must consider the balance between management and
leadership.

5. There is still a need for strengthening the evaluation of management
and leadership CBP evaluations in sub-Saharan Africa. Evaluators or
researchers should go beyond the positivist paradigm and adopt a
complex systems perspective that values context, interactions and
emergence. From such a perspective, theory-driven evaluations are
a good fit.

6. Management and leadership CBPs are not one-off processes. They
take time to bring about desired changes. Time is necessary for
successful implementation as it allows for progressive adoption and
ownership by stakeholders, an adaptation based on the context and
learning. It is thus crucial to consider a long-term perspective when
designing and funding CBPs.

CBPs, capacity building programmes; DHMSs, district health managers.

CBPs is a limitation of this review, particularly in the
digital and COVID-19 era. Finally, we have made some
trade-offs between comprehensiveness and feasibility, as
it is often the case in scoping reviews." !

Conclusion

In the era of sustainable development goals, leadership
and management capacities are crucial at the health
district level. This review showed a paucity of theory-
driven CBPs, a diversity of learning approaches, methods
and content, and no agreed methods to CBP evaluation of
DHMs in sub-Saharan Africa. These results call for more
consistent theories to guide the design, implementation
and evaluation of CBPs for DHMs in sub-Saharan Africa.
CBPs need a balance between prescribed and emergent
approaches, an optimal mix of didactic and practical
learning methods, a balance between management and
leadership content, and robust evaluations. Considering
the complex and adaptative nature of health districts and
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adopting a long-term perspective will likely enable condi-
tions and mechanisms to sustain management and lead-
ership CBPs.
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