
SELECTED READING ON HEALTH SYSTEMS_APRIL 2010 

Dear colleagues, 

As we all know, one of the biggest challenges for today’s health professionals is not 

getting information for his/her job, but on choosing the useful and good quality ones 

from the huge amount of articles that are published each month. We hope this list of 

commented selected publications can help our readers in this endeavor.  

Our purpose is to present a well balanced selection of articles, which includes most of 

themes that could be of interest for persons working for the strengthening of health 

services and systems, from local to national and international level. Therefore we try 

to include issues that are in the public health arena for many decades by now, but are 

still to be discussed and researched, such as maternal and child health or community 

participation, as well as up-to –date issues such as the impact of internet on clinical 

practice. We also try to include different approaches, types of publications, and 

articles referring to diverse settings. We further aim to stimulate reflection and 

discussion by providing reviews and comments.  

But the search for diversity goes even farther: each month our editorial team is getting 

not only larger, but also geographically widespread, and next time we hope to have 

also some of you “on board”!  

Information and diversity are very valuable resources and we want to demonstrate this 

with the selected readings. Our readers will judge, and hopefully give feedback, if we 

are successful in it or not.  

Enjoy your reading. 

On behalf of the editorial team, 

Karen Pesse 

‘Selected Readings’ is an initiative from partners networking on Health Systems Strengthening. Its aim 

is to provide a selection of recent health system articles with a short review of its relevance and utility. 

Items are attached or a link is provided, depending on the file size. An archive of the Selected Readings 

and other information can be found at www.strengtheninghealthsystems.be. The editorial team includes 

Werner Soors, Bruno Marchal, Sara Van Belle, Valéria Campos da Silveira, Delphine Boulenger, 

Fabienne Richard, Ernest Denerville, An Appelmans, Kristof de Koster, Saurabh Jain, Yibeltal Assefa, 

Hildegada Prosper, Xavier Caicedo, Myrian Buitron, Karen Pesse and Josefien van Olmen. We owe 

special to Dominique Dubourg and Vincent De Brouwere for their contribution to an extensive review 

on maternal health issues.  

Contact address for all contributions, subscriptions and remarks: healthsystems@itg.be.  

 

MATERNAL & CHILD HEALTH 

• Maternal mortality for 181 countries, 1980–2008: a systematic analysis 

of progress towards Millennium Development Goal 5 

Margaret C Hogan, Kyle J Foreman, Mohsen Naghavi, Stephanie Y Ahn, Mengru 

Wang, Susanna M Makela, Alan D Lopez, Rafael Lozano, Christopher J L Murray 



(Reviewed by Fabienne Richard, Dominique Dubourg, Vincent De Brouwere) 

Maternal mortality remains a major challenge to health systems worldwide. Reliable 

information about the rates and trends in maternal mortality is essential for resources 

mobilisation. This study sponsored by Bill & Melinda Gates Foundation assessed the 

levels and trends in maternal mortality (MM) for 181 countries. They constructed a 

database of 2651 observations of MM fro 1980-2008, from vital registration data, 

censuses, surveys, and verbal autopsy studies. They used robust analytical methods to 

generate estimates of maternal deaths and the MMR for each year between 1980 and 

2008. The webappendix of the article is very interesting; you can find the details for 

each country. Outliers in the data were identified and excluded after qualitative 

review. 314 of 2651 (11.8%) site-years data were excluded via expert review. Most of 

these outliers were from subnational studies with implausibly low rates. 

They estimated that they were 342 900 (uncertainty interval 302 100- 394 300) 

maternal deaths worldwide in 2008, down from 526 300 (446 400-629 600). The 

global MMR decreased from 422 (358-505) to 320 (272-388). More than 50% of all 

maternal deaths were in only six countries in 2008 (India, Nigeria, Pakistan, 

Afghanistan, Ethiopia, and the Democratic Republic of the Congo). Authors says that 

in the absence of HIV, there would have been 281 500 (243 900-327 900) maternal 

deaths worldwide in 2008 (28% less). 

There’s already a lot of debate around this article and a special website created by the 

Maternal Health Task Force to disseminate the reactions of opinion leaders in the 

world 
(http://maternalhealthtaskforce.org/index.php?option=com_wpmu&blog_id=1&p=1441&Itemid=115). 

Even some advocates for women’s health tried to pressure the Lancet into delaying 

publications of the new findings, fearing that good news would detract from the 

urgency of their cause. 

“People who have spent many years committed to the issue of maternal health were 

understandably worried that these figures could divert attention from an issue that 

they care passionately about,” Dr. Horton said. “But my feeling is that they are 

misguided in their view that this would be damaging. My view is that actually these 

numbers help their cause, not hinder it.” 

What can we say about these results? 

This is a quantitative study and not a qualitative one so it can’t explore all the reasons 

why some countries decreased their MM and some not. Societies in which the total 

fertility rate decreases are also the places with declines in the MMR but whether this 

relations is causal or mediated through social changes that drives both is not clear.  

These are estimates and the confidence intervals should not be forgotten: in Yemen 

(point estimate 383 in 2000), the MMR is between 227 and 606 per 100,000 live 

births and in Angola (point estimate 1105 in 2000) between 425 and 2466! 

Even if total numbers are decreasing we should still be vigilant: 

- South Asia and Sub-Saharan Africa have still high MMR 

- Improvement in a country can hide huge equity gap (these data are national 

data and do not show the difference between rural and urban areas, and 

between rich and poor people) 



- MM attributable to HIV should be put into the perspective of the country HIV 

prevalence. Where HIV prevalence is low, direct obstetrical causes of death 

are still the main contributors of maternal deaths. The percentage of MM due 

to HIV is not the same in South Africa and in Senegal. Some newspapers in 

West Africa already call for more efforts in HIV based on this article saying 

that 30% of MM could be avoided with access to ARV (this is true in Southern 

Africa but not in a country with low HIV prevalence). Christopher Murray, 

one of the study's lead authors told IRIN 

(http://www.irinnews.org/Report.aspx?ReportId=88834) that "It is not 

emergency obstetric care that will make the biggest difference [in reducing the 

maternal mortality rate], but rather ARVs [antiretrovirals used to treat 

HIV/AIDS patients]." It could be a shortcut made by the journalist but we have 

to be very careful with this kind of declaration. 

Improving access to Quality Emergency Obstetric Care shouldn’t be forgotten even if 

it’s difficult because it is dependent on the functioning of the health system. 

http://www.sendspace.com/file/gq3khz 

 

• Improving Newborn Survival in Low-Income Countries: Community-

Based Approaches and Lessons from South Asia  

Nirmala Nair et al 

(Reviewed by XC and HM) 

Low and middle income countries have seen a good progress in child health in recent 

decades. However, this has not translated into significant reduction of newborn 

mortality which accounts for more than two thirds on infant mortality globally. Most 

deliveries in Low Income Countries occur in homes, with limited access to post-natal 

care, with the poorest in communities most affected. This is how Nair et al., (2010) 

introduce their paper titled “Improving Newborn Survival in Low-Income countries: 

Community Based Approaches and Lessons from South Asia”. 

The article describes the impact of some community based approaches, such as 

community health workers/birth attendants, which have contributed to the decrease of 

neonatal death in rural areas in LIC in South Asia. The authors show the usefulness of 

working with community members, to identify problems and solutions for newborn 

health.  

The article provides valuable evidence of these experiences, such as controlled trials 

on approaches combining community mobilization and home visits by community 

health workers. An interesting component of one experience is the development of 

maternity waiting homes to which women at risk move, shortly before delivery or if 

complications arise. Another important element for attaining lower neonatal deaths is 

community mobilization and home visits by community health workers. It refers to 

the competencies that should be developed among community health workers, while 

describing the limitations these workers have in order to provide better care in 

communities.  

This systematized research also provides readers with a contextual understanding of 

certain factors that constrain implementation and scaling up of the strategies and the 

integration within and among other programs. The authors point to some challenges 

which need further exploration beyond South Asia; such as linkage and integration 



with health services delivery, implementation at scale, keeping the community health 

workers motivated, public- private partnership and sustainability. Women groups that 

may already exist in communities have been recommended as potential resource.    

We strongly recommend this article for its detailed description of the programs and its 

emphasis on community based approaches.  

http://bit.ly/cZM4WY 

 

• Empowering communities for maternal and newborn health 

Zulfi qar A Bhutta, Zohra S Lassi 

 (Reviewed by XC) 

The Lancet editorial briefly describes several experiences and outcomes of 

community based women’s support groups in rural areas of Bangladesh, India, Nepal 

and Pakistan.  The evidence prescribes that these community based strategies led by 

community health workers may improve maternal and newborn outcomes. 

The key message of this article is to further pursue strengthening these communities 

based strategies in light of the benefits it provides the communities in order to 

promote a healthier pregnancy, delivery and neonatal care, but it also provides us with 

information regarding confounding variables towards the assessment of the impact of 

such strategies.  The author could have made more reference and use of the figure 

(Forest plot of comparison between community groups versus control). 

http://bit.ly/bLX0RB 

http://www.sendspace.com/file/u2mfog 

 

PARTICIPATION, EMPOWERMENT 

• Untangling the Web - Patients, Doctors, and the Internet   

Pamela Hartzband and Jerome Groopman  

(Reviewed by KP)  

This short article tackles a very interesting and up to date theme: how the widespread 

use of internet and the resulting accessibility to information has profound effects on 

clinical practice and especially for the doctor –patient relationship. Authors argues 

that no other technological innovation has challenged this bond as Internet does, since 

it changes, or has the potential do so, roles and even power relations between actors. It 

also shows, although not explicitly, the importance of communications in medical 

practice.  

It presents an adequate balance between pros and contra of using this “tool” both by 

patients and doctors. It also details the various forms or field for its utilization: 

searching published information about their disease/condition, e-mailing of lab 

results, consulting other doctors (seeking second opinion), seek information about 

their doctors, etc.  

A main drawback of this article is that it is almost only based on authors own 

experience and opinions, as professionals working in a very specific context (a 



medical centre in Boston- USA). Thus, it makes a very strong case defending the 

importance of doctors, as the only ones capable to distinguish between false or truth, 

on what to consider good or bad information; and even sometimes assuming the role 

of judges of patient´s behaviors.   

Moreover, its applicability in other settings (i.e. developing countries with poor access 

to Internet and with “digitally illiterate” population) could be severely questioned. We 

refer to the Health Affairs issue about e-Health, from which we discussed one article 

in the Selected Readings of February. 

http://content.nejm.org/cgi/reprint/362/12/1063.pdf 
 

 

HEALTH SYSTEMS STRENGTHENING 

• How Might India’s Public Health Systems Be Strengthened? Lessons 

from Tamil Nadu 

Monica Das Gupta, B R Desikachari, Rajendra Shukla, T V Somanathan, P 

Padmanaban, K K Datta 

(Reviewed by WS) 

Less publicised than its neighbour Kerala and its near-neighbour Sri Lanka, the Indian 

state of Tamil Nadu has recently become an impressive performer as far as health is 

concerned. A concise 12-pages article (+references) as this nicely written and well-

documented Lessons from Tamil Nadu should thus be welcomed among Health 

Systems’ devotees. Monica Das Gupta and colleagues’ contribution to Economic & 

Political Weekly – based on a much larger 2009 World Bank working paper – is 

indeed worth reading, but cautiously. 

I frowned a bit on the author’s conceptual framework at the start of the article: 

population-wide and individual preventive services constitute public health; medical 

services do not. But it was a final recommendation that totally unnerved me: (…) 

separate services for public and medical care, each with its own budgets and 

workforce, to improve the efficiency of each service. For those unaware, Tamil Nadu 

reached better health – amongst other factors – through improved and more equitable 

‘medical’ services, and by starting to overcome the historical Indian divide between 

programmes and care. 

I’m confident that Tamil Nadu policy-makers will disagree with Das Gupta. I can 

only hope that others will not follow her recommendations. 

http://www.sendspace.com/file/683f2o 
 

 

EQUITY 

• Dengue and primary care: a tale of two cities  

Matheus Roriz-Cruz et al 

(Reviewed by WS) 

A one-page article with an original view and a message? Rare. Such an article in the 

WHO Bulletin? Even more rare, but here it is. The authors take a look at cidade 



maravilhosa Rio de Janeiro and its neighbour Niterói. They consider two variables: 

dengue incidence and primary-care implementation. After all, Brazil hosts 61% of all 

reported dengue cases in the world. For those unfamiliar with febrile pathologies 

beyond le palu, just remind that dengue exists also, and that vapour pressure was 

believed to be the single best predictor of its occurrence. Was, until this article 

appeared. 

Río and Niterói – respectively West and East of the beautiful Guanabara Bay – have 

the same vapour pressure. Yet Río doubles Niterói’s dengue incidence. What made 

for the difference? Primary health care coverage, which is 10 times higher in Niterói 

than in Río. So far the good news: primary-care implementation is again confirmed as 

a positive social determinant of health. 

In the very same month that this article was published, April 2010, hundreds of people 

of Niterói died when their slum slid down the hill. Just to remind us that working on 

social determinants in health care only is insufficient. 

 

 

HEALTH FINANCING 

• Direct facility funding as a response to user fee reduction: 

implementation and perceived impact among Kenyan health centres 

and dispensaries 

Antony Opwora, Margaret Kabare, Sassy Molyneux2 and Catherine Goodman 

 (Review by GB)  

The article reports on an innovative way of funding first line health services in 

Kenya’s Coast Province. The Direct Facility Fund was initiated to counteract the 

harmful effects on health service delivery caused by the Ministry of Health’s decision 

to drastically reduce user fees without compensating for the loss of income. The 

article provides an insight in how a modest increment in funding, which is not based 

on performance targets, has a positive impact on the utilisation and the quality of 

services provided by first line health facilities.  

http://heapol.oxfordjournals.org/cgi/reprint/czq009v1 

 

 

HUMAN RESOURCES 

• Report on the second expert consultation on increasing access to health 

workers in remote and rural areas through improved retention  

World Health Organization 2009  

(Reviewed by BMa) 

This report presents the findings of an expert panel on strategies to increase retention 

in rural areas. Being a meeting report, the truely interesting part is quite short and the 

report does not add much to the existing body of knowledge.  

Other papers did the same job:  



- WILLIS-SHATTUCK, M., BIDWELL, P., THOMAS, S., WYNESS, L., 

BLAAUW, D. & DITLOPO, P. (2008) Improving motivation and retention of health 

professionals in developing countries: a systematic review. BMC Health Serv Res, 8, 

247 and  

- MANAFA, O., MCAULIFFE, E., MASEKO, F., BOWIE, C., MACLACHLAN, M. 

& NORMAND, C. (2009) Retention of health workers in Malawi: perspectives of 

health workers and district management. Hum Resources Health, 7, 65. 

 

http://www.who.int/hrh/events/report_second_full_expert_meeting.pdf 

http://www.sendspace.com/file/14elnz 

 

• A systematic review of task shifting for HIV treatment and care in 

Africa 

Mike Callaghan Nathan Ford, Helen Schneider  
(Reviewed by YA) 

There is international consensus that without urgent improvements in the performance 

of health systems, including significant strengthening of human resources for health 

(HRH), the world will fail to meet the MDG for health or to achieve universal access 

to HIV services by 2010. It is evident that more resources are needed to strengthen 

HRH. But we must also seek innovative ways of harnessing and focusing on the 

human resources that already exist.  

Sub-Saharan Africa suffers from the world’s most pronounced crisis in HRH. These 

shortages exacerbate and are exacerbated by the HIV/AIDS pandemic. Much attention 

has recently been paid to how to rationalize HIV care to expand access and improve 

the quality of care for people living with HIV.  

One response to the HRH shortage has been the reassignment of clinical roles by 

shifting tasks to different cadres of health workers. Task shifting involves the rational 

redistribution of tasks among health workforce teams. Specific tasks are moved, 

where appropriate, from highly qualified health workers to health workers with 

shorter training and fewer qualifications in order to make more efficient use of the 

available human resources for health. 

When task shifting was recommended as an emergency approach to tackle the HRH 

crisis in developing countries, there were many criticisms that it would compromise 

the quality of care provided, it might be costly, patients and the community might not 

accept it, and others. Since the launching of the WHO’s Global Recommendations 

and Guidelines in a workshop conducted in Addis Ababa, Ethiopia, in January 2008, 

there have been a lot of researches in many countries to evaluate the implementation 

of task shifting. As a result many papers have been published in peer reviewed 

journals and presented in international conferences. Many other papers might also be 

in the pipeline.   

The systematic review by Mike Callaghan, Nathan Ford and Helen Schneider is very 

good and timely that it synthesizes the evidence, so far, for the successes and 

challenges during the implementation of task shifting. They looked at the different 

effects task shifting might have on HIV/AIDS care and treatment: efficiency, access, 

quality of care, health outcomes and team dynamics. The authors concluded that task 

shifting has been identified as an effective strategy, offers high-quality, cost-effective 



care.  

Reorganization and decentralization of health services according to a task shifting 

approach can help to address the current shortages of health workers. However, task 

shifting is not a panacea, and it should be implemented alongside other strategies that 

are designed to increase the total numbers of health workers in all cadres.  

An effective implementation of task shifting requires (1) standardization of task, who 

should do what and who shouldn’t do what, (2) initial training to provide adequate 

knowledge and skills for the competency expected from the cadre, (3) adequate and 

appropriate mentorship, supervision and support (4) continuing education and 

refreshment training (5) financial incentives for the additional and/or new roles (6) 

clear career ladder, and (7) strong regulatory and policy environment.  

What can other health programs which are also facing the same challenge learn from 

HIV/AIDS program? I think this should be highlighted in the paper.  

The article is worth reading. 

 

http://www.human-resources-health.com/content/pdf/1478-4491-8-8.pdf 

 

 

NATIONAL HEALTH POLICIES 

• EFFECTIVE WAYS TO REALISE POLICY REFORMS IN HEALTH 

SYSTEMS  

Jeremy Hurst 

(Reviewed by MB and KP)  

The paper outlines a number of factors lying behind successful implementation 

reforms. Based on literature review and evidence from five case studies consider the 

importance the need for reform in health systems and to focus on governance of 

reforming health systems. 

The case studies include low, middle and high income countries: Finland, Korea, 

Mexico, Switzerland, Turkey. They do not represent a large evidence base, but they 

help to have some light on factors associated with success and failure of health system 

reform. It considers that reforming health systems is a complex and multistage process 

and all stages must be completed to successfully reform the systems as a whole. Main 

factors influencing the success of reforms are: the existence of appropriate 

institutions; the impact on those affected by the reform; reforms agenda, timing 

(identifying “windows of opportunity”) and interactions across different policy areas; 

as well as the role of evidence and international organizations to sustain reforms. It 

also emphasises the importance of actors, giving examples on how medical 

professional can hinder the implementation of certain strategies or policies; and how 

to counteract this. Based on these findings author’s recommendations are to maximize 

the success and sustainability of reforms, and to spread the reform they are carrying 

out, minimizing at the same time the resources invested in its implementation.  

Nevertheless, the article shows some weakness too: the proposed model for the 

process of designing and implementing health reforms follows a linear and quite 

rational pathway, clearly differentiating between each sequential step; in real life 

things are far more complex. It helps in organizing the factors that influence, and 



could be use as “predictors” for the success of the implementation of reforms, but it 

also leaves some outside the analysis. The ones identified by this paper are actually 

not very new, nor surprising. Moreover, description of some of the reform processes 

seems to be a bit biased: in the case of the Mexican Health Insurance for the Poor it 

speaks of success only on the basis of number of enrolled persons, not considering the 

(lack of) improvement in real access to good quality health care by these persons (see 

WS comments on the article by A. Laurell).  

http://bit.ly/9zoQRS 

http://www.sendspace.com/file/v4meug 

 

• An Overview of Contemporary Latin American Health Policies and 

Discourses  

Asa Cristina Laurell, K 

(Reviewed by KP)  

This paper reviews the health policies and discourses predominating in Latin America 

over the past 15 years; starting with what is called the second wage of reforms 

proposed by WB and IDB. These reforms were launched after it became evident that 

the reduction of the role and size of the state and free market approaches during the 

90´s did increase poverty and inequity, and led to governability crises.  

Laurell controversial opinion is that, even if the explicitly stated goal of these reforms 

was to increase the effectiveness of the state actions in social issues, the core of the 

former health reforms, that is the neoliberal economic model, is still present and 

remains largely untouched. She makes a critical appraisal of the common 

understanding of some of the main concepts such as: expanding coverage by universal 

health insurance schemes, purchaser/provider split and separation of functions in 

general, public-private partnership for building up health care infrastructure, and 

patient’s referral networks.  

For each of these strategies she exemplifies her opinions with practices carried out in 

different countries of Latin America, and hypostatizes about the creation of a new 

discourse that understands health just as an economic resource, thus amenable of 

being commercialized. Under this model, great value is given to “social dialog” and 

one important role of the state is to facilitate this kind of interactions among actors; 

conflicts are buried behind the concept of “human capital”. 

A very interesting, although quite confrontational, message is that the “evidence-

based policy” strategy should be seen as a way for justifying the above mentioned 

model by providing a “scientifically sound” discourse, supported by academic 

networks whose role is to maintain commonly accepted “truths” by means of cross- 

citing each other in numerous publications.  

In summary: a very interesting and controversial article that might help its readers to 

look and see behind the politically correct discourses and the expressions of good 

will.  

 
(Additional comment by WS) 

An interesting and controversial review indeed. Interesting above all because 

implementing health reform without first looking at Latin America is dangerous. That 



would carry the risk of falling in old traps (could you please read this, dear African 

colleagues?). And controversial not because Laurell is an auto-defined leftist, but 

because she constructs her arguments almost as a complot theory while shooting in all 

possible directions. Doing so carries the risk of setting off many a reader. That would 

be a pity, because Laurell has relevant messages for all of us. I pick an additional one: 

universal insurance coverage doesn’t necessarily translate in universal coverage. 

Obvious of course, but too often ignored. 

http://www.sendspace.com/file/v2b4rk 

 

• Getting research into policy, or out of practice, in HIV? 

Justin Parkhurst, Ian Weller, Julia Kemp 

 (Review by BMa) 

This comment argues that instead of GRIP we should do GROP: get research (or 

better knowledge) out of practice. The authors argue that much more could be learned 

from interventions in domains about which existing knowledge is limited if 

monitoring or evaluation of such interventions would systematically include the 

elements of hypotheses development, operational research, process evaluation and 

outcome evaluation. 

http://www.thelancet.com/journals/lancet/article/PIIS0140673610605855/fulltext?rss

=yes 

 

MISCELLANEOUS 

• Use of Community of Practice in business and health care sectors: a 

systematic review 

Linda C Li, Jeremy M Grimshaw, Camilla Nielsen et al.  

 (Reviewed by DB) 

An interesting article, especially as it deals with a concept that – applied to the health 

sector - enjoys ever broader success, also within the donor community. The authors 

reviewed literature written on the subject of Communities of Practice (CoPs) upto 

2005, with the objective of i) clarifying their definition and use in the business and in 

the health sector and ii) assessing evidence of effectiveness of Health sector CoPs . 

The article first looks at the historical rooting of the concept, the development of the 

‘situated learning theory’, the principal dimensions of CoPs and their main 

characteristics, as primarily defined by Lave and Wenger. The analysis itself is based 

on an extensive, systematic review of existing descriptions of business and Health 

sector CoPs (primary studies, used to clarify on definition and use in practice), and 

‘evaluation’ papers related to health sector CoPs. The study shows the great variation 

in the operationalisation of the concept. This applied to the structure of CoP groups, to 

the practical implementation of CoPs, to the role of CoP facilitators as well as the way 

power dynamics are handled with within the groups.  Moreover, effectiveness of 

health sector CoPs was found difficult to proove due to somehow blurred boundaries 

of experiences and the resulting lack of papers allowing for quantitative analysis.  



The need for further research as indicated by the authors should be put in perspective 

with the limitations of the study itself, especially as experiences and further 

publications have continued to pile up since 2005. With regards to the specificity of 

health sector CoPs, the later work published by Andrée le May (Communities of 

Practice in Health and Social Care, Wiley, 2008) may provide further insights. 

 

http://www.sendspace.com/file/71kmvi   

 

 


