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ABSTRACT

Introduction. Governments in low- and middle-income countries (LMICs) and official 

development assistance agencies use a variety of performance measurement and management 

(PMM) approaches to improve the performance of healthcare systems. The effectiveness of 

such approaches is contingent on the extent to which managers and care providers use 

performance information or not. To date, major knowledge gaps exist about the contextual 

factors that contribute, or not, to performance information use by primary healthcare (PHC) 

decisionmakers in LMICs. This study addresses three research questions: 1) How do decision 

makers use performance information, and for what purposes? 2) What are the contextual 

factors that influence the use or non-use of performance information? and 3) What are the 

proximal outcomes reported by PHC decisionmakers from performance information use?

Methods and analysis. We present a theory-driven, qualitative study with a multiple case study 

design to be conducted in El Salvador, Lebanon, and Malawi. The study entails semi structured 

interviews and document review. Interviews will be conducted with approximately sixty 

respondents including PHC system decisionmakers and providers. We follow an 

interdisciplinary theoretical framework that draws on health policy and systems research, public 

administration, organisational science, and health services literature. Data will be analysed 

using thematic analysis to explore how respondents use performance information or not, and for 

what purposes as well as their experienced barriers and facilitators.

Ethics and dissemination. The ethical boards of the participating universities (anonymised) 

approved the protocol presented here. Study results will be disseminated through peer-reviewed 

journals and global health conferences. 
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Strengths and limitations of this study

 The study described here follows an interdisciplinary framework that helped inform the 

design of a multiple case study in El Salvador, Lebanon and Malawi. 

 The research will provide context-specific descriptions of performance information use 

and non-use. The evidence generated will be used to refine the theoretical framework 

for future evaluations of performance information use.

 The use of a case study design with embedded units in different country contexts can 

contribute to analytic generalizations about the influence of contextual factors on 

performance information use and non-use.

 Study limitations include a degree of desirability bias in semi-structured interviews and 

potential loss of rapport with respondents due to the use of virtual interviews.
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I. Introduction

PHC systems are first points of entry into health service delivery, are essential for people-

centred service delivery, and connect citizens to health systems (1). High-performing PHC 

systems are also central elements in the preparedness for and response to pandemics and 

other public health emergencies (2, 3). 

During the last forty years, PMM systems have become prevalent in healthcare management 

and organisation (4-6). Governments, official development assistance agencies, and various 

global health partnerships have used diverse PMM approaches to improve performance of 

policies and programs in maternal and child health (7, 8), HIV/AIDS, malaria, and tuberculosis 

(9), and other global health priorities. Outcomes-driven financing approaches have also been 

used as a means to improving PHC system performance (10). 

Performance measurement and management systems

PMM systems were originally conceived as ensembles of management control mechanisms 

designed to stimulate the delivery of organisational priorities and influencing desirable 

organisational behaviours (11-13). However, depending on contextual factors and historical 

antecedents, PMM systems have evolved in response to contrasting organisational logics (14). 

Directive systems tend to be guided by a logic of consequences, are prevalent in systems that 

favour audit cultures (15), are designed with a view towards accountability, and follow the utility-

maximising assumptions of Homo economicus in agency theory (16). Enabling approaches, on 

the other hand, are guided by logics of improvement and learning; can create conditions for 

adaptive and iterative cycles of error, reflection, sensemaking, and corrective action; and 

conceive of performance as emergent processes, influenced by managers and workers’ agency, 

motives, means, and opportunities (17, 18).
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Studies on PMM systems’ effectiveness have identified several sources of leverage for 

performance improvement in public sector organisations (19-22). Organisational performance 

tends to be positively associated with PMM systems that reinforce workforce motivation (23); 

promote performance measurement at multiple levels (i.e., individual, interpersonal, and inter-

organisational) (24); and where decisionmakers use of the information generated through 

performance appraisals (25, 26). 

Governments use and official development assistance agencies promote a diverse set of 

approaches to performance management including multifaceted financial arrangements, 

accountability approaches, and implementation strategies (27). An evidence gap map of PMM 

interventions in the PHC systems of LMICs showed that most primary studies to date have 

focused on provider-level implementation strategies such as in-service training and supervision, 

and on financial arrangements like pay-for-performance (28). The mapping exercise also 

identified absolute gaps in evidence for PMM interventions that operate at organisational levels, 

particularly accountability arrangements like public release of performance information or social 

accountability. There is also limited knowledge about the role of contextual factors in enabling or 

hindering the use of performance information at the organisational level of teams, facilities, and 

district health systems. Table 1 summarises the interventions mapped in the evidence gap map 

above.

The widespread use of PMM systems in the public sector, particularly in health, has shown that, 

when not tailored to context, PMM systems can not only be ineffective but can also contribute to 

negative outcomes such as gaming, goal displacement, and data manipulation (29). Further, 

public administration research has also shown that decision makers do not consistently use 

performance information and that, when they do, the largest impacts on service delivery are 

attained when it is used as part of organisational dialogues that inform changes in operational 

and strategic direction (25, 26, 30). The literature has also shown that official development 
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assistance agencies promote and use various PMM approaches for improving accountability to 

donors and beneficiaries; enhancing organisational learning and communications; and informing 

changes in strategic direction (31). 

Table 1 - Performance measurement and management interventions for the organisation and delivery of healthcare

Implementation strategies Accountability arrangements Financial arrangements

Provider-level: Clinical practice 
guidelines, reminders, in-service 
training, and continuous 
education

Organisational level: Clinical 
incident reporting; clinical 
practice guidelines; local opinion 
leaders; continuous quality 
improvement; and supervision

Individual- or organisational-
level: Audit and feedback

Community-level: Public release 
of performance information, 
social accountability

Individual and organisational 
level: Results-Based Financing, 
Pay for Performance, and other 
provider incentives and rewards.

The literature on routine health information systems (RHIS) in LMICs has identified 

organizational, behavioural, and technical challenges to the production and use of information 

including, among others, fragmentation, duplication, and poor data quality (32). It has also been 

shown that even when quality health information is available, LMIC health managers may not 

use it, leading to suboptimal decision-making processes that may negatively affect governance 

and healthcare management. Previous research has also found that non-use of data from RHIS 

can be explained by lack of motivation or scarce capacity among decision makers; and by non-

existing or poorly functioning feedback and supervision mechanisms (33-36). 

II. Methods and analysis

Study aims and research questions

The study described here will assess the experiences of PHC decisionmakers and providers 

with performance measurement and management in El Salvador, Lebanon, and Malawi. 

Research findings will be used to inform an applied research agenda on PHC system 
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performance; contribute to improve the measurement and management of PHC systems 

performance; and develop an evaluation framework for assessing performance information use 

in other country contexts. Our research questions are: 1) How do PHC system decision makers 

use performance information, or not, and for what purposes? 2) What are the contextual factors 

that influence the decision to use performance information, or not? 3) What are the proximal 

outcomes reported by PHC decision makers from performance information use and non-use?

Theoretical framework

Based on PMM models in public administration research, implementation research, and 

organisational science (5, 21, 37-39) we developed an interdisciplinary theoretical framework to 

help guide study design. PMM systems are conceptualised as continuous and recursive cycles 

of 1) organisational priorities and goals; 2) incentives; 3) performance measurement, feedback, 

and sense-making; 4) implementation strategies; and 5) performance outcomes (5), as 

represented in figure 1.

Figure 1- Performance measurement and management model

Organisational priorities and goals are the ultimate expression of what desirable performance 

ought to be; they are identifiable in policy documents, summarized in logical models, and 

sometimes reflected as measurable targets in performance frameworks. Incentive systems are 

managerial practices aimed at stimulating workforce motivation and fostering organisational 

performance by means of extrinsic and intrinsic stimuli. Extrinsic motivators include rewards, 

recognition, pay for performance, bonuses, and in-kind incentives, among others (40). Intrinsic 

motivators aim to trigger satisfaction of workers’ basic needs such as competence, autonomy, 

and connection (41, 42). It is believed that both types of motivators are central to organisational 

performance (43). 
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Performance measurement processes generate raw data about past performance and use 

metrics that reflect organisational priorities and goals. Performance data are usually compiled 

into registers that feed into routine health information systems (RHIS), and can be summarised 

and disseminates via reports, scorecards, and dashboards. Given the perceived low-quality of 

RHIS, particularly in LMICs (34), performance data is also sourced from cross-sectional 

population surveys. The latter have become one of the most frequently used data sources for 

tracking health programs’ performance (35, 36). 

The data acquired via RHIS and/or population surveys are usually contrasted against expected 

targets and goals which, in turn, are disseminated in ways that generate performance 

information flows aimed at different users. Upward flows bring information through 

organisational hierarchies usually for reporting and accountability purposes. Information can 

also be fed-back to the frontlines of service provision as part of feedback and audit, quality 

improvement, or supportive supervision processes (44). As organisational actors engage with 

performance data, ascribe meaning to it, and imagine future courses of action in response to 

perceived gaps in performance, the managerial processes above can contribute to collective 

sensemaking (45), a process that helps people ‘understand issues or events that are novel, 

ambiguous, confusing or in some other way violate expectations’ (46). It can also inform 

decisions among organisational actors to engage or not in addressing the gaps in performance 

made evident by available information. Action plans, budgets, changes in service delivery, and 

other processes of course-correction can thus be considered for future implementation. 

Once courses of action are decided, organisational actors can deploy various strategies to 

implement them. Implementation strategies help system actors appraise and respond in 

adaptive fashion to factors in their immediate environment that can enable or hinder collective 

action (see table 1). In the short term, performance information can be used for planning, 

compliance, reporting, or rapid course-correction purposes, among others; it can also be 
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misused through gaming processes, or not used (29). As iterative PMM cycles are repeated 

through time, performance information can also be used (or not) as the basis for testing new 

processes and services, for internal advocacy, and/or for policy formation.

PMM cycles can contribute to proximal performance outcomes that feed into long causal chains 

of outcomes occurring at multiple levels within an organisation (e.g., at individual, team, and 

organisational levels). Outcomes can include 1) proximal changes resulting from using 

performance information (or not), such as action plans implemented, compliance with 

procedural standards, timely reporting, and rapid course-correction; 2) intermediate effects 

emerge at the organisational behaviour level, and may include changes in workforce motivation, 

job satisfaction, morale, or organisational commitment; and 3) downstream population-level 

health effects and equity outcomes resulting from the iterative repetition of PMM cycles in 

dynamic and changing environments. 

We integrated the elements of the PMM model described above into a theoretical framework 

that represents the hypothetical process of performance change and the role played by 

performance information use and non-use. The framework contains the following elements: 

external context; PMM approaches in use within the public sector; performance information 

production and use; PHC systems’ internal organisational environment; and the causal 

pathways connecting performance information use and non-use to proximal, intermediate, and 

distal outcomes. 

The theoretical framework is represented in figure 2. Here, the managerial practices used to 

measure and change performance are influenced by external and internal contextual factors and  

by the implementation strategies in use, and modulated by the use and non-use of performance 

information. The processes of change thus generated can contribute, via long causal chains, to a 

variety of outcomes and impacts. Proximal effects from performance information use are 

represented by single-loop learning effects (47) such as changes in planned action, rapid course-
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correction, and improvements in service quality. The repetition of such iterative cycles may, in 

turn, contribute to the emergence of second-loop learning effects such as changes in strategic 

direction and new practices among service providers and managers (48). 

Figure 2 – Theoretical framework

The use of performance information is causally linked to proximal performance outcomes at the 

individual level of providers and patients; those outcomes are also causally connected to 

intermediate outcomes at the organisational level such as improved workforce motivation, 

enhanced organizational commitment, increased trust between providers and PHC system users, 

and reduced staff turnover, among others. These outcomes can contribute to distal population 

health and equity outcomes (intended and otherwise). Depending on context, the causal chain of 

outcomes described above can also be interrupted, be limited to isolated pockets of excellence, 

or be altogether absent.

Study design

The present study will explore the uses of performance information in the PHC systems in El 

Salvador, Lebanon, and Malawi. Investigation across different contexts allows for the generation 

of context-specific insights of value to local actors and, potentially, to broader understandings of 

the phenomena of interest (49). 

To address the research questions, we chose a theory informed, multiple case study design 

with embedded units of analysis  (50). Case studies are well-suited for obtaining an in-depth 

understanding of context-specific processes in complex systems (51). Here, a case is defined 

as each country’s PMM practices; the two units of analysis included are PHC service provision 

and PHC policy implementation at national and subnational levels. 
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Study setting

El Salvador

El Salvador is a lower-middle income country with a population of 6.4 million. Since the 

conclusion in 1992 of a civil war, the country reduced inequality by about 5 percentage points 

between 2007 and 2016; increased coverage of institutional deliveries and immunisation to 98% 

and 93%, respectively; and achieved the under-five mortality reduction for the Millennium 

Development Goals (52, 53).

Starting in 2009, El Salvador universalised access to free, comprehensive PHC. Existing 

infrastructure was reorganised into PHC networks, one for each of the Departments in which the 

country is administratively divided. Service delivery was delegated to multi- professional teams 

of PHC providers. The oversight of each Departments’ network is the responsibility of a 

decentralised MOH coordination team called SEBASI in its Spanish acronym. PHC teams have 

a nominal catchment area of 3,000 individuals and are co-located within the communities they 

serve. A basic PHC team is made up of one medical doctor, two nurses, and up to three 

community health promoters; some teams have specialised care providers. PHC teams provide 

community outreach as well as facility-based services and deliver a package of benefits 

containing approximately 300 interventions (54). 

In 2011, the government of El Salvador joined the Salud Mesoamerica Initiative (SMI), a public-

private partnership focused on improving the performance of PHC systems in the eight nation 

states of Mesoamerica. In El Salvador, SMI operates in 75 PHC teams operating in the poorest 

rural municipalities in the country. PMM interventions used include PHC team target-setting; 

monitoring of PHC teams’ performance using population and facility surveys and RHIS; 

provision of feedback to teams; and team-based in-kind incentives (54, 55). 
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Lebanon

Lebanon is home to approximately 6,8 million people and is classified as an upper-middle 

income country (56). However, the financial crisis that started in 2019 reduced real per-capita 

gross domestic product 37.1 percent between 2018 and 2021 The country also hosts the largest 

number of refugees per capita in the world (57) and has suffered additional internal shocks. The 

combined effect of these various shocks has put major pressure on an already stretched 

healthcare system (58, 59). 

PHC services in Lebanon are provided by a combination of private-for-profit and not-for-profit 

providers; the latter are the most accessible and used sources of care by vulnerable Lebanese 

and refugee populations (60, 61). Lebanon’s official PHC network is comprised of 213 centres 

that have contractual agreements with the Ministry of Public Health based on pre-met 

community care delivery standards. 

In terms of performance measurement at the PHC level, the MOH has developed policies and 

practices to monitor service delivery patterns, quality of care and performance of PHC centres 

within the national network (62).  Monitoring involves regular visits by MOH inspectors and 

administration of patient satisfaction surveys (62). Accreditation is also used to regulate the 

quality of care at the PHC level. By establishing a National Accreditation Program for PHC 

centres in 2009, the MOH aimed to ensure continuous and sustainable quality control, improve 

compliance with legal and safety standards, enhance transparency and accountability, and 

establish a positive image of standards of practice and service at PHC centres (62).

Despite the various health reforms implemented in Lebanon, there is still no active national 

strategic plan designed around PHC (63-66). Furthermore, many PHC centres remain 

underdeveloped with no availability of basic diagnostic imaging and laboratory medicine, 

resulting in perceived lack of confidence on the quality of services offered (59).
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Malawi

Malawi is a land-locked, low-income country with a population of approximately 18.6 million. The 

economy is mainly dependent on the agricultural sector which employs 80% of the population. A 

five-year development plan, Malawi’s Growth and Development Strategy, guides the country’s 

development; the current plan is focused on education, health, agriculture, energy, and tourism 

(67). 

Malawi’s epidemiological profile combines high burden of disease from both preventable 

conditions as well as noncommunicable diseases. The country has a high population density 

and a total fertility rate of 4.4. Prevalent social determinants of health include poverty and 

inequality, high levels of illiteracy and limited coverage of social safety programs (67, 68).

Primary care is the main platform for the delivery of health services in Malawi. However, the 

PHC system is characterised by poor distribution of human and physical resources, 

fragmentation of services and chronic shortages of staff (69). In an effort to reduce service 

fragmentation, Malawi developed in 2017 a new community health policy centred on a team-

based approach. Community health teams (CHT) comprise health surveillance assistants 

(HSAs), clinicians, environmental health officers and community health volunteers (70). 

Data collection

In the research presented here will utilize document review and semi-structured interviews with 

informants with ‘great knowledge…who can shed light on the inquiry issues’ (71). We will use 

document review to identify domestic priorities and explore the external context, available 

resources, ongoing official development assistance programs. Documents to be reviewed 

include MOH policy documents, strategic frameworks, operational plans, results frameworks, 

performance reports, and logical models, among others. Semi-structured interviews will be 

conducted with PHC decisionmakers at the national and subnational levels and with providers. 
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To be eligible for inclusion, decisionmakers will be current or former officials responsible for 

PHC system policy formulation or implementation at national and subnational levels; providers 

will be staff currently working as clinical care providers or community health workers. 

Respondent selection and recruitment will follow an information power approach based on 

criteria that are suitable for reaching saturation in qualitative studies using non-probabilistic, 

purposive sampling (72). We will design respondent sampling guided by our understanding of 

the types of participants that can provide highly specific information to address the study’s 

research questions; insights from the preliminary theoretical framework; and responsive to the 

quality of the dialogue elicited during data collection. The estimated number of respondents to 

be interviews in the three countries is 60 respondents. Respondent inclusion criteria will be 

calibrated to the context of each study setting; site-specific approaches to data collection will be 

reported in each country case study.  

In the interviews with service providers, we will explore experiences about the PHC system 

organisational environment; the ways in which PHC performance is measured, analysed, and 

made sense of; the extent to which performance information is used or not, and for what 

purposes, and the reported effects from using performance information. Interviews with 

decisionmakers at national and subnational levels will explore PHC priorities, goals and/or 

targets; characterise the public sector institutional context; explore sources and frequency of 

performance data appraisal; and inquire about the uses of performance information. We will 

also triangulate the data resulting from document review and interviews, and the experiences 

reported PHC by the two types of respondents. 

In each country, the research team will develop a Project Brief summarizing the study’s aims 

and highlighting the voluntary nature of participation. An invitation to participate in the interview 

will be sent individually via e-mail to each potential respondent. Once the respondent agrees to 
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participate in the interview, a remote interview will be scheduled (or in-person, if allowed by 

ethical review board). Before initiation of the interview, the interviewer shall read the consent 

form and obtain verbal consent from the interviewee which will be recorded and reflected in the 

interview transcript accordingly. Site-specific interview guidelines are available in the 

Supplementary file. 

Analysis

Interviews will be audio taped, transcribed verbatim and imported into NVivo 12.0. Transcripts 

will be coded independently by at least two researchers in each country. We will use an 

iterative, directed approach to analysis (73) informed by the theoretical framework. The latter 

shall also inform the design of a codebook to guide deductive coding of the data. Inductive 

codes emerging from the data will also be identified and included in the analysis. We will 

convene analytic workshops among the research teams in participating countries to discuss the 

codebook, the coding process, thematic analysis, and data synthesis procedures.

After the conclusion of coding in each country, we will execute code queries for each code, 

stratified by respondent type (e.g., providers and decision makers) to extract code-specific data. 

Subsequently, we will review and summarize the code-specific and respondent-specific data 

from the query outputs into code summary memos using a standardized template. 

Code summary memos will include a respondents table to capture brief and relevant information 

from each type of respondent, and narratives constructed by the researcher reviewing the query 

output, supported by exemplary quotes. Code summary memos will include deviant narratives 

and quotes that run counter to the main narrative(s) and a section for recording researcher 

insights on where and how codes may be connected to others. In a final step, the synthesized 

data in the code summary memos will be organized into thematic matrices to formalize linkages 

between codes and construct themes. The resulting themes will be used to report country-
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specific findings and to develop a refined theoretical framework. Results for each country case 

will be organised using the COREQ checklist (74) and will be disseminated through symposia 

and peer-reviewed journals. 

Study limitations include a degree of desirability bias in semi-structured interviews and potential 

loss of rapport with respondents due to the use of virtual interviews.

Patient and public involvement

Neither patients nor public were involved in the conduct, reporting or dissemination of the 

research presented in this protocol.

III. Ethical considerations

The ethical approval for this study was provided by the Institutional Review Boards of the 

following universities (anonymized). We will follow ethical principles of voluntary and informed 

involvement in the study, confidentiality, and safety of all participants. Verbal consent will be 

obtained from all respondents and be reflected in the respective interview transcripts. 

A database will be maintained containing information on all interviews completed, including 

demographic data and time of the interview as well as confirming verbal consent by each 

respondent. All identifying information will be stored in an encrypted database, hosted in 

encrypted and password protected cloud services provided by each of the hosting research 

institutions. The identifier information database will be permanently deleted after the completion 

of data analysis.
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IV. Study significance

Research on the use of performance information in PHC systems is scarce; multi-country case 

studies in LMICs are inexistent to the best of our knowledge. The study presented here can 

contribute to an understanding of the contextual factors and organisational environments that 

enable or hinder the use of performance information in the PHC systems of El Salvador, 

Lebanon, and Malawi. Such knowledge can inform future research and contribute to improve 

the strategies used in LMIC settings to measure and manage PHC system performance.
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Figure 1 - Performance measurement and management model 
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Figure 2 - Theoretical framework 
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El Salvador interview guidelines- PHC team 
members

Introduction. 
For the past decade, the Salud Mesoamerica Initiative has been working in collaboration with 
the Ministry of Health to promote maternal and child health in El Salvador. The overall objective 
of this study is to assess the ways in which MCH performance information is collected and used 
at the local and national levels in El Salvador. The team obtained non-objection from the 
Ministry of Health to conduct this research. The findings will be used to develop better health 
care practices in El Salvador and hopefully contribute to better health outcomes for 
Salvadorans.

1. Do you recall participating (being interviewed) in 2018 for a study by (anonymized) and 
the Salud Mesoamerica Initiative?

2. Could you describe to me what you remember about the study (studies) in which you 
participated?

Section 1 Priorities and goals
1.1 How long have you been in this position?

1.2. What was your previous position? 

1.3. Could you describe to me -in broad outline- the main activities you carry out in your current 
position?

1.4 What do you consider to be the priorities of the Ministry of Health in the primary health care 
system? What do you think of these priorities?

1.5. What are the priorities of your PHC team at this moment? How do they prioritize activities in 
the Unit to which you belong? 

1.6. What is the role of the PHC teams in the health system of El Salvador? 

1.7. Are you familiar with the Mesoamerican Health Initiative Program? If yes, is SMI currently 
supporting this Unit? Give me an example of how this support occurs? Based on your criteria, 
what has been the greatest contribution from SMI to this PHC team?

Section 2 - Performance Measurement
2.1. What is your perception of the work your PHC team is currently doing?

2.2. How do you know if your team is doing its job well or not?

2.3 The Salud Mesoamerica Initiative used to measure PHC team performance with some 
frequency. Rewards and recognition were often given to teams that were positively evaluated. 
Did you experience these? 

Please describe those experiences. 

How did you feel about those experiences (performance measurement and recognition)? 
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2.4. Are there other performance appraisal experiences?

2.5. How is your team's performance evaluated now?

Let's analyze the most recent example.

2.6. When did the appraisal occur?

2.7. Who did the evaluation?

2.8. How often is this done?

2.9. What data sources were used the last time one of these evaluations was conducted?

2.10. In the most recent evaluation of the team's performance, did the team receive any 
feedback?

2.11. How did you feel about this feedback?

2.12. How do you think the team felt? Elaborate on responses.

If feedback was provided:

2.13. How was the feedback provided? (Oral, written)

2.14. How often is feedback provided to your team about their performance?

2.15. How did you feel about this feedback?

2.16. What was done with the information contained in the feedback?

2.17. Were other team members made aware of the feedback? If yes, how was it shared?

2.18. Did the team do anything to correct their collective performance? Could you give me an 
example of an activity that was done?

If NO, comments or feedback were provided:

2.19. Would you like feedback on your team's performance?

Why?

2.20. Do you have any meetings with the MOH that you attend to discuss your team's 
performance?

If YES:

2.21. What is your opinion of these meetings, and why?

2.22. Are comparisons made between your team's performance and the performance of other 
teams?

Yes/no, please inquire:

2.23. How important would it be for you to attend these meetings? Do you feel it would be 
important to attend as a team? Why?

Section 3 - First Level of Care team performance management and 
individual work motivation
3.1. What aspects of your work as part of a PHC team are most rewarding to you?
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3.1.1. Tell me about a recent work event that made you feel deeply rewarded or 
gratified.

3.1.2. Why did you feel this way? (Explore the 'why' in terms of emotions and feelings)

3.2. Sometimes the work is hard. Apart from COVID, what aspects of your work in a PHC team 
have been negative?

3.2.1. Tell me about a recent work event that affected you negatively.

3.2.2. Why did you feel this way? (Explore the 'why' in terms of emotions and feelings)
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El Salvador decisionmakers at national and 
subnational levels

Introduction. 
For the past decade, the Salud Mesoamerica Initiative has been working in collaboration with 
the Ministry of Health to promote maternal and child health in El Salvador. The overall objective 
of this study is to assess the ways in which MCH performance information is collected and used 
at the local and national levels in El Salvador. The team obtained non-objection from the 
Ministry of Health to conduct this research. The findings will be used to develop better health 
care practices in El Salvador and hopefully contribute to better health outcomes for 
Salvadorans.

Section 1 - Current Ministry of Health Primary Health Care Priorities
1.1. Tell me about the Ministry's priorities in the area of primary health care.

1.2. What are the strategic principles that guide the Ministry's PHC priorities? 

Probe for: 

1.2.1. Urban vs. rural; Comprehensive versus selective. 

1.2.3. Efficiency and equity in the allocation. 

1.2.4. Universalization versus targeting.

1.3. What role do the PHC teams now have in the functioning of the PHC system?

1.4. How well do you think PHC teams are doing their work?

1.5. What is the current role of SMI in relation to the priorities of the Ministry of Health in PHC?

Probe: 

1.5.1. What is your perception of the value of MCH assistance to the MOH? 

1.5.2. Could you give me an example?

Section 2 - Measuring PHC Team Performance

2.1 How does the Ministry evaluate the performance of the country's PHC system?

2.2 And in particular, how does the Ministry monitor the activities of the PHC teams?

2.3. Does the Ministry discuss any specific service delivery objectives with the teams?

2.3.1. What role do the teams play in the establishment of these objectives?

2.3.2. Describe the process (Investigate frequency, types of objectives, e.g., scope 
and/or facilities).
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2.3.3. What performance indicators are now used?

Probe for: 

- number of indicators used and request a list of key performance indicators in use.

2.3.4. Are performance targets used in all teams in the country? (If only the 75 teams in SMI's 
area of influence, ask why.)

2.4. In terms of service delivery, how does the Ministry evaluate the performance of the PHC 
teams?

Probe:

2.4.1. Using a recent example from a specific rural region, describe the process in detail.

2.4.2. What data sources did you use?

2.4.3. Who collects performance data from PHC teams?

2.4.4. Who analyzes the PHC team performance data?

2.4.5. How are the results presented to the PHC teams?

Section 3- Performance Management of PHC Teams
3.1. What are the PHC teams supposed to do with the results of the performance evaluation?

3.1.1. Does the ministry support the teams in understanding the results? How?

3.1.2. The Ministry has a long tradition of convening team managers and regional 
officers in frequent weekly or biweekly meetings to monitor progress. Is it still done? 
What are the results?

Section 4: Managing the overall performance of the PHC system
4.1 Beyond performance management of PHC teams, what else is the ministry doing with the 
results?

Probe:

4.1.1. Are the results used for planning? (If yes, ask for a recent example) 4.1.2.

4.1.2. Are the results used for budgeting? (If yes, ask for a recent example) 4.1.3.

4.1.3. Are the results used for any internal Ministry of Health reporting? (If yes, please 
ask for a recent example) 4.1.4.

4.1.4. Are the results used for MCH reporting? (If yes, please ask for a recent example) 
4.2.

4.2. Does the MOH use aggregated data from PHC teams to adjust its priorities? How? Could 
you give me examples?
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Lebanon interview guidelines - Health service 
providers and data collectors in the First Level 
of Care

Section 1- PHC Performance Measures 

How is the aggregate performance of PHC system determined? Is there a performance 
assessment? What does it include?

Can you reflect on the processes and tools through which PHC system performance information 
is collected and processed? How would you characterize these?

Are there established performance indicators for PHC? If yes, can you share a sample of the 
performance indicators template (without any patient information or any other personally 
identifiable data)

How are the performance indicators selected? Which entity/department/unit/platform/team has 
input in this process (please provide only titles, not individual names)? Are these selected 
according to explicit criteria including usefulness, scientific soundness, reliability, 
representativeness, feasibility, accessibility?

Is there a guide/manual on how to calculate and interpret performance indicators? Does 
reporting on the performance indicators occurs on a regular basis? 

How is information about performance measures communicated to you? For example, how did 
you first hear about them? 

When a decision is made at the national level, how is it translated /monitored/implemented at 
subnational levels? Which entity/department/unit/platform/team is responsible for the 
communication from national to subnational level (please provide only titles, not individual 
names)? From subnational back to national level? How quickly does this happen?

What interventions or programs, if any, are implemented to ensure an enabling system 
environment for quality at level of PHC? 

Registration and licensing; External evaluation/accreditation; Clinical governance; Public 
reporting and comparative benchmarking
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Section 2- Performance Targets and Goals 

2.1. How are performance targets for PHC set? Which entity/department/unit/platform/team is 
involved in the process (please provide only titles/department/unit, not individual names)?  Are 
these typically set at a national, sub-national, or sub-regional level or left to the discretion of the 
facility?

Section 3- Data collection, analysis and sharing 
3.1. Data collection

3.1.1. Is the data needed to construct the performance measure feasible to collect?

3.1.2. In what format is data collected? Is there a designated person to enter data/compile 
reports from the different units in the health facility? 

3.1.3. What is the frequency of data collection? Is there a set data submission schedule?

3.1.4. Is there coordination of data collection across all PHC, e.g. via a unique identifier or a 
centralized data storage platform?

3.2. Data storage 

3.2.1. In what database or file do you enter or store the data after you receive them?  What 
computer program do you use?  How frequently do you enter/store the data? 

3.2.2. Any challenges in entering/storing the data? Any privacy issues when storing data?

3.3. Data aggregation 

3.3.1 Do you perform any data aggregations? Which ones? Using which calculations? How 
often?  Are there any challenges in aggregating data?

3.4. Data quality 

3.4.1. What quality checks do you perform on the data? Is there a designated person to review 
the quality of compiled data prior to submission to the next level, e.g., to districts, to regional 
offices, to the central HMIS, etc.?

3.4.2. Are there any known issues with data quality?  

3.5. Data reporting & sharing 

3.5.1. Are there written guidelines available on reporting protocols, including the following: what 
they are supposed to report on; how reports are to be submitted, e.g., in what specific format; to 
whom the reports should be submitted and when the reports are due?

3.5.2. In what format do you share the data (type of form, file, database, aggregation levels)? 
Are data visuals prepared (graphs, tables, maps, etc., balanced scorecards) showing 
achievements toward targets (indicators, geographic and/or temporal trends, and situation 
data)?

3.5.3. With whom do you share the data? How often do you share the data?
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3.5.4. How do you share the data (e.g., internet, email, USB flash drive, disk, hard copy)?

3.5.5. Are there any delays or challenges in preparing data & sending them?

Section 4- Performance Monitoring & Feedback

How is progress towards the performance targets monitored/tracked? Can you give us an 
example? Is this considered routine?  

Is there a performance monitoring or management team?  

Which entity/department/unit/platform/team is the most responsible for managing or tracking 
progress for performance measures? (please provide only titles, not individual names)

Which entity/department/unit/platform/team do they report to/who manages this process? 
(Please provide only titles, not individual names)

Which entity/department/unit/platform/team is in charge of the data pulls and reports? (please 
provide only titles, not individual names)

Which entity/department/unit/platform/team do the data analysts and the performance manager 
report to?  (Please provide only titles, not individual names)

Section 5- HIS and data quality assessment
5.1. What specific information flows has the organization in place to support the performance 
management systems? Are systems interoperable so that information can be shared across 
geographic areas, types of facilities, etc.?

5.2. Are staff trained in how to use the information systems (not only collecting data, but also 
collating, analysing and interpreting data)

5.2.1. Do these staff typically have dedicated time allocated for using information systems and 
interpreting data? 

5.2.2. Do they have capacity to explain the implications of the results of data analysis?

5.2.3. Are the information systems accessible to these individuals? 

5.3. Are there data quality assessment mechanisms in place?

5.3.1. Are there written instructions/guidelines on how to perform a data quality review or data 
quality check? 

5.3.2. Do data management staff conduct regular checks of the accuracy and completeness of 
data prior to submitting reports to the next level (using automated electronic checks, where 
appropriate)?

5.3.3. Does the health facility receive periodic feedback from higher levels (e.g., MOPH) on data 
quality?
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5.3.4. What is your perception of the quality of existing data on PHC performance? How can it 
be improved?

Section 6- Supervision & Feedback on performance
Do you receive technical support or supervision in your work?

Which entity/department/unit/platform/team conducts supervision? What sort of support of 
qualifications do these individuals have? (please provide only titles, not individual names)

Which entity/department/unit/platform/team receives supervision? Which ones do not?  (please 
provide only titles, not individual names)

Where do supervisory visits take place and how long do supervisory visits last?

What sort of activities do supervisory visits cover?  Does the supervisor use a standard checklist 
for assessment? 

How frequently does supervision occur? 

Is there an established schedule for supervision, or do visits need to be requested? 

Does the supervisor send report/ written feedback on the past supervisory visit(s)?

Do you get feedback on your performance?  How?  Frequency?  What does it look like?  How 
would you improve this process? 

Feedback on data quality (including data accuracy, reporting timeliness, and/or report 
completeness) 

Feedback on service performance based on reported data (e.g., appreciation/acknowledgement 
of good performance; resource allocation/mobilization)

What, if any, feedback loops exist between the facility level, regional, sub-national level and 
national level and how do they function? 

What rewards — financial and/or non-financial — will managers and other employees gain by 
achieving performance targets or other assessed aspects of performance (and what penalties 
will they suffer by failing to achieve them)?’ 

Section 7- Implementation of quality improvement activities

Are discussions often held to review key performance targets (tracking progress against targets) 
based on performance measure information?

Are quality improvement activities implemented to take corrective action?

How are the objectives of quality improvement activities set? 
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Which entity/department/unit/platform/team initiates these activities?  (please provide only titles, 
not individual names)

Which entity/department/unit/platform/team monitors them? (please provide only titles, not 
individual names)

Section 8- Overall perceptions on collection of performance measure 
information
8.1. To what extent to do you agree with the following:

I can use data for identifying performance gaps and setting targets

I feel discouraged when the data that I collect/record are not used for taking action (either for 
monitoring or decision making)

I find collecting/recording data to be tedious (i.e., repetitive or duplicative)

I find that the data that I collect burdens my workload, making it difficult for me to complete my 
other duties

Collecting data is meaningful/useful for me 

I feel that the data I collect are important for monitoring the performance of the health services 
provided at my facility/unit

My work of collecting data is appreciated and valued by decision-makers at national and 
subnational level
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Lebanon decisionmakers at national and 
subnational levels

Section 1- PHC Performance Measures
How is the aggregate performance of PHC systems measured (organizational and whole-
system level)? 

How do you track progress toward goals? Can you show us an example? 

Which entity/department/unit/platform/team are most responsible for managing or tracking 
progress for performance measures? (please provide only titles, not individual names)

Which entity/department/unit/platform/team do they report to/who manages this process? 
(please provide only titles, not individual names)

Which entity/department/unit/platform/team is in charge of the data pulls and reports? (please 
provide only titles, not individual names)

Which entity/department/unit/platform/team do the data analysts and the performance manager 
report to? (please provide only titles, not individual names)

What rewards — financial and/or non-financial — will managers and other employees gain by 
achieving performance targets or other assessed aspects of performance (and what penalties 
will they suffer by failing to achieve them)?

Section 2- Awareness of data flow at different levels
2.1. Are you aware of how PHC performance measurement information is collected and 
processed at different levels?  

2.2. Can you reflect on data flow from facility level to district/subnational to MoPH? What is your 
perception of the process?

Section 3- Data format
3.1. In what format do you receive performance measure information? 

3.1.1. Are data visuals (e.g. summary tables, graphs, geographic information system, maps, 
pivot tables, decision support systems, etc.) showing achievements toward targets (indicators, 
geographic and/or temporal trends, and situation data) prepared and used to display information 
at MOPH level and within health facilities. They are up to date and clearly understood

3.1.2. Are reports or bulletins (annual, quarterly, etc.) periodically produced based on an 
analysis of performance measurement information and distributed to key stakeholders? Do they 
contain discussions and decisions/recommendations based on key performance targets?
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3.1.3. Are there challenges with interpreting the information?

3.2.3. What is the frequency of receiving performance measure information? Is there a set 
schedule for receiving such information? What is your perception of the process? 

3.2. How do you receive the performance measure information (e.g., internet, email, USB flash 
drive, disk, hard copy)? In what database or file is data stored or entered after you receive 
them?  

3.3. What quality checks do you perform on the data? Are there any known issues with data 
quality? 

3.4. How could (or should) health information products look like for policy-makers? and at what 
level of disaggregation and/or in which quality?

3.5. With whom do you share the data? In what format do you share the data (type of form, file, 
database, aggregation levels)? How do you share the data (e.g., internet, email, USB flash 
drive, disk, hard copy)?

Section 4- Feedback on data received
4.1. When a decision is made at the national level, how is it translated /monitored/implemented 
at subnational levels? Which entity/department/unit/platform/team is responsible for the 
communication from national to subnational level (please provide only titles, not individual 
names)? From subnational back to national level? How quickly does this happen? 

4.2. Is feedback systematically provided to all sub-reporting units on the quality of their reporting 
(that is, accuracy, completeness, and timeliness)?

4.3. Is feedback systematically provided to all sub-reporting units on the use of performance 
measure information for decision-making?

Section 5- Decision-making process 
 5.1. How are decisions made at your institution? What factors have strong influence on 
decision-making process:

Personal preference of decision makers

Superiors’ directives

Evidence/facts/data (RHIS data)

Funding directives from higher levels

Political considerations

Official health sector strategic objectives

Locally identified health needs of the population

The relative cost of interventions
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5.2. Is there a mandate to use data to inform decision-making? What incentive structures are in 
place to promote the use of data in decision-making? Are there any consequences for NOT 
using data to inform critical decision-making?

Section 6- Use of data in decision-making process
6.1. Can you reflect on the processes through which decision makers (at national and district 
levels) make sense of, and use PHC system performance information? What is your perception 
of the process?

6.2. Do the existing performance measure information respond to policymakers’ priorities and 
needs? Are data producers and users brought together periodically to discuss ways of making 
routine data more relevant to policy makers and planners and to enhance the understanding of 
routine health statistical findings?

6.3. How is aggregate PHC system performance information used by decision makers at the 
national and district level? 

6.4. Were any decisions made based on the discussions of the performance measurement 
information? Such as:

Advocacy for policy, programmatic, or strategic decisions 

Formulation of plans

Budget preparation/reallocation

Medicine supply and drug management

Human resource management (training, reallocation, etc.)

Promotion of service quality/improvement, equity

Section 7- Impact
7.1. Would your organizational priorities be different without performance measures?  How? 
How do measures affect your relationship or interactions with staff?

7.2. How have performance measures changed the way you operate?

7.3. How do performance measures affect policy decisions?  Budget decisions? Staff decisions? 
Scheduling?  Education/training/orientation? 

7.4. To what extent is (staff) compensation linked to performance measures? Can you explain 
how that works? How does this affect your perception of performance measures?
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Section 8- Perceptions on data use culture
8.1. What is your perception of the prevailing culture for data use at your institution?

Probes:

A culture of information use is promoted by policy leaders and decision-makers, and is reflected 
in the use of facility and community-based data in planning, monitoring, and evaluation reports

Performance measure information is readily available in written periodic reports or bulletins that 
pulls together and analyses critical health information from all subsystems

Senior managers and policymakers demand complete, timely, accurate, relevant and validated 
HIS information

Policy and decision makers regularly use performance measure information to evaluate 
performance and set policies on health.

Data visualizations are widely used to display information at subnational health administrative 
offices and health facilities. They are up to date and clearly understood

Performance measurement information is demonstrably used in the national planning and in the 
resource-allocation processes (e.g., for annual integrated development plans, medium-term 
expenditure frameworks, long-term strategic plans, and annual health sector reviews) 

Performance measure information is widely used, by sub-national management teams to set 
resource allocation in the annual budget processes

Performance measure information is used to advocate for equity and increased resources to 
disadvantaged groups and communities 

Managers at all levels use health information for health service delivery management, 
continuous monitoring, and periodic evaluation   

Section 9- Big Picture
9.1. How would you characterize the use of performance health information in Lebanon? All in 
all, do you think there is too much/not enough emphasis on performance measures?

9.2. What are the challenges that hinder the use of performance measurement information to 
inform health policymaking and decision-making processes? 

9.3. Do you have suggestions on how to improve the role of performance measure information 
in informing the policymaking process? 

Relevance

Quality

Timeliness/Accessibility 

Analysis and interpretation
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9.4. Can you suggest up to three policies/ strategies/mechanisms that can help improve your 
institution’s capacity to use data in policy and program development and implementation?
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Malawi – Interview guide for Decision Makers

Participant details
Facilitator’s Name: _____________________Date of the interview _____________

          Name of the Facility:__________________    Location _____________

          Respondent’s age___________________        Respondent’s Sex_________

          Respondent’s Position ________________      Qualification_____________

          Respondent’s years of experience___________________________

Introduction
What is your role in this organization?

What is your qualification

How long have you worked in this organization?

How long have you worked at your current position?

What are the main priorities of MOH in PHC?

What are your PHC priorities?

Currently, how can you rate your impact in PHC? Is your performance improving or not? How do 
you know?

Knowledge about data collection and use
Do you know how PHC data is collected at your institution?

If yes, may you briefly explain how it is done?

Do you think PHC data is collected in honest and effective manner?

Why is data collection and use important in your organization?

How is data utilized in policy formulation?

Performance Measurement
Please describe the ways in which the performance of PHC at your level is evaluated? 
Specifically, let us look at

Who does the evaluation?

When did the evaluation happen?

Page 41 of 43

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

What data was used to assess the team’s performance

How frequently is this done

When the performance assessment is complete, what type of feedback do you receive (oral or 
written)

How frequently do you receive the feedback about your performance?

What do you do with the feedback you receive about the PHC performance? May you give an 
example of a recent situation in which you used the performance results in your daily practice 
and services

Probe on: a. planning    b. budgeting     c.  policy formulation

Do you have any specific example of a situation in which PHC performance results did not help 
you?

What do you think are the challenges associated with performance measurement?

What do you think can be done to address the challenges?

Factors affecting data driven decision making (DDDM)
May you briefly explain the things you consider when making a decision in your organization?

Probe on: data consultation, political factors, group/personal influence etc

Why are these things important in decision making?

Have you ever made important decision without relying on the available data?

If yes, why was data not relevant for that decision?

If not, why is relying on data important?

Are there factors/reasons for making a decision without relying on data?

Probe on: lack of data authenticity/trustworthiness, political influence, lack of understanding of 
data, lack of time to study the data, negligence etc

What do you think are the challenges associated with data driven decision making?

What do you think can be done to address the challenges?

Theme 3: Policies on data driven decision making

Are there policies that guide managers on data driven decision making?

If not, what drives managers to make a decision by relying on data? 

Are all policies in PHC made in consultation with data?

If not, why?

What could be the result of formulating a policy without consulting data?

What does the ministry do? 

Challenges and recommendations
Do you have any challenges on data collection and use in your organizations?
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If yes, what are the challenges?

Probe on: lack of understanding of the data, bulkiness of the data, lack of time to study the data, 
lack of data authenticity, political interference etc 

What do you think should be done to improve data collection and use in your organization?

Probe on:  a.  what should the data collectors and users do?

      b. what should the government do?

Thank you very much. This is the end of our discussions. 
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ABSTRACT

Introduction. Governments in low- and middle-income countries (LMICs) and official 

development assistance agencies use a variety of performance measurement and management 

(PMM) approaches to improve the performance of healthcare systems. The effectiveness of 

such approaches is contingent on the extent to which managers and care providers use 

performance information. To date, major knowledge gaps exist about the contextual factors that 

contribute, or not, to performance information use by primary healthcare (PHC) decisionmakers 

in LMICs. This study will address three research questions: 1) How do decision makers use 

performance information, and for what purposes? 2) What are the contextual factors that 

influence the use or non-use of performance information? and 3) What are the proximal 

outcomes reported by PHC decisionmakers from performance information use?

Methods and analysis. We present the protocol of a theory-driven, qualitative study with a 

multiple case study design to be conducted in El Salvador, Lebanon, and Malawi. The study 

entails semi structured in-depth interviews and document review. Interviews will be conducted 

with approximately sixty respondents including PHC system decisionmakers and providers. We 

follow an interdisciplinary theoretical framework that draws on health policy and systems 

research, public administration, organisational science, and health service research. Data will 

be analysed using thematic analysis to explore how respondents use performance information 

or not, and for what purposes as well as barriers and facilitators of use.

Ethics and dissemination. The ethical boards of the participating universities approved the 

protocol presented here. Study results will be disseminated through peer-reviewed journals and 

global health conferences. 
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Strengths and limitations

 Strengths include the use of theory to guide study design, data collection, and reporting; 

the consideration of rival explanations; and the use of triangulation of data sources, 

respondent accounts, and researcher interpretation. 

 The use of a case study design with embedded units in different country contexts can 

contribute to theoretical generalizations about the influence of contextual factors on 

performance information use and non-use, and thus influence future comparative 

research.

 Limitations include reduced transferability of findings to contexts other than the three 

participating countries and to other populations of decision makers and providers. The 

use of virtual interviews may create potential loss of rapport between interviewers and 

respondents. The use of virtual interviews may create potential loss of rapport between 

interviewers and respondents. 
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I. Introduction

This protocol aims to describe how decision makers and providers in three low- and middle-

income countries use available data to assess the performance of their PHC systems. Acquiring 

this knowledge is important for improving PHC systems responsiveness and can contribute to 

the achievement of Universal Health Coverage in the era of Sustainable Development Goals. 

High-performing PHC systems have also proven to be key in the preparedness for and 

response to pandemics and other public health emergencies (1, 2).

PHC has been defined as a whole-of-government and whole-of-society approach that combines 

multisectoral policy and action, empowered people and communities, and primary care and 

essential public health functions as the core of integrated health services (3). PHC systems are 

first points of entry into health service delivery, are essential for people-centred service delivery, 

and connect citizens to health systems (4). 

During the last forty years, PMM systems have become prevalent in healthcare management 

and organisation (5-7). Governments, official development assistance agencies, and various 

global health partnerships have used diverse PMM approaches to improve performance of 

policies and programs in maternal and child health (8, 9), HIV/AIDS, malaria, and tuberculosis 

(10), and other global health priorities. Outcomes-driven financing approaches have also been 

used as a means to improving PHC system performance (11). 

Performance measurement and management systems

PMM systems were originally conceived as ensembles of management control mechanisms 

designed to stimulate the delivery of organisational priorities and influencing desirable 

organisational behaviours (12-14). However, depending on contextual factors and historical 

antecedents, PMM systems have evolved in response to contrasting organisational logics (15). 

Directive systems tend to be guided by a logic of consequences, are prevalent in systems that 
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favour audit cultures (16), are designed with a view towards accountability, and follow the utility-

maximising assumptions of Homo economicus in agency theory (17). Enabling approaches, on 

the other hand, are guided by logics of improvement and learning; can create conditions for 

adaptive and iterative cycles of error, reflection, sensemaking, and corrective action; and 

conceive of performance as emergent processes, influenced by managers and workers’ agency, 

motives, means, and opportunities (18, 19).

Studies on PMM systems’ effectiveness have identified several sources of leverage for 

performance improvement in public sector organisations (20-23). Organisational performance 

tends to be positively associated with PMM systems that reinforce workforce motivation (24); 

promote performance measurement at multiple levels (i.e., individual, interpersonal, and inter-

organisational) (25); and where decisionmakers use of the information generated through 

performance appraisals (26, 27). 

Governments use and official development assistance agencies promote a diverse set of 

approaches to performance management including multifaceted financial arrangements, 

accountability approaches, and implementation strategies (28). An evidence gap map of PMM 

interventions in the PHC systems of LMICs showed that most primary studies to date have 

focused on provider-level implementation strategies such as in-service training and supervision, 

and on financial arrangements like pay-for-performance (29). The mapping exercise also 

identified absolute gaps in evidence for PMM interventions that operate at organisational levels, 

particularly accountability arrangements like public release of performance information or social 

accountability. There is also limited knowledge about the role of contextual factors in enabling or 

hindering the use of performance information at the organisational level of teams, facilities, and 

district health systems. Table 1 summarises the interventions mapped in the evidence gap map 

above.
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The widespread use of PMM systems in the public sector, particularly in health, has shown that, 

when not tailored to context, PMM systems can not only be ineffective but can also contribute to 

negative outcomes such as gaming, goal displacement, and data manipulation (30). Further, 

public administration research has also shown that decision makers do not consistently use 

performance information and that, when they do, the largest impacts on service delivery are 

attained when it is used as part of organisational dialogues that inform changes in operational 

and strategic direction (26, 27, 31). The literature has also shown that official development 

assistance agencies promote and use various PMM approaches for improving accountability to 

donors and beneficiaries; enhancing organisational learning and communications; and informing 

changes in strategic direction (32). 

Table 1. Interventions and approaches in PHC systems performance measurement and 

management

Implementation strategies Accountability arrangements Financial arrangements

Provider-level: Clinical practice 
guidelines, reminders, in-service 
training, and continuous 
education
Organisational level: Clinical 
incident reporting; clinical 
practice guidelines; local opinion 
leaders; continuous quality 
improvement; and supervision

Individual- or organisational-
level: Audit and feedback
Community-level: Public release 
of performance information, 
social accountability

Individual and organisational 
level: Results-Based Financing, 
Pay for Performance, and other 
provider incentives and rewards.

The literature on routine health information systems (RHIS) in LMICs has identified 

organizational, behavioural, and technical challenges to the production and use of information 

including, among others, fragmentation, duplication, and poor data quality (33). It has also been 

shown that even when quality health information is available, LMIC health managers may not 

use it, leading to suboptimal decision-making processes that may negatively affect governance 

and healthcare management. Previous research has also found that non-use of data from RHIS 
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can be explained by lack of motivation or scarce capacity among decision makers; and by non-

existing or poorly functioning feedback and supervision mechanisms (34-37). 

To address these gaps in literature and increase the understanding of performance information 

use, or not, in LMIC settings, this article presents the protocol of a multisite, qualitative case 

study. 

II. Methods and analysis

Study aims and research questions

The study described here will assess the experiences of PHC decisionmakers and providers 

with performance measurement and management in El Salvador, Lebanon, and Malawi. 

Research findings will be used to inform an applied research agenda on PHC system 

performance; contribute to improve the measurement and management of PHC systems 

performance; and develop an evaluation framework for assessing performance information use 

in other country contexts. Our research questions are: 1) How do PHC system decision makers 

use performance information, or not, and for what purposes? 2) What are the contextual factors 

that influence the decision to use performance information, or not? 3) What are the proximal 

outcomes reported by PHC decision makers from performance information use and non-use?

Theoretical framework

Based on PMM models in public administration research, implementation research, and 

organisational science (6, 22, 38-40) we developed an interdisciplinary theoretical framework to 

help guide study design. PMM systems are conceptualised as continuous and recursive cycles 

of 1) organisational priorities and goals; 2) incentives; 3) performance measurement, feedback, 
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and sense-making; 4) implementation strategies; and 5) performance outcomes (6), as 

represented in figure 1.

Figure 1

Organisational priorities and goals are the ultimate expression of what desirable performance 

ought to be; they are identifiable in policy documents, summarized in logical models, and 

sometimes reflected as measurable targets in performance frameworks. Incentive systems are 

managerial practices aimed at stimulating workforce motivation and fostering organisational 

performance by means of extrinsic and intrinsic stimuli. Extrinsic motivators include rewards, 

recognition, pay for performance, bonuses, and in-kind incentives, among others (41). Intrinsic 

motivators aim to trigger satisfaction of workers’ basic needs such as competence, autonomy, 

and connection (42, 43). It is believed that both types of motivators are central to organisational 

performance (44). 

Performance measurement processes generate raw data about past performance and use 

metrics that reflect organisational priorities and goals. Performance data are usually compiled 

into registers that feed into routine health information systems (RHIS), and can be summarised 

and disseminated via reports, scorecards, and dashboards. Given the perceived low-quality of 

RHIS, particularly in LMICs (35), performance data is also sourced from cross-sectional 

population surveys. The latter have become one of the most frequently used data sources for 

tracking health programs’ performance (36, 37). 

The data acquired via RHIS and/or population surveys are usually contrasted against expected 

targets and goals which, in turn, are disseminated in ways that generate performance 

information flows aimed at different users. Upward flows bring information through 

organisational hierarchies usually for reporting and accountability purposes. Information can 

also be fed-back to the frontlines of service provision as part of feedback and audit, quality 

improvement, or supportive supervision processes (45). As organisational actors engage with 
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performance data, ascribe meaning to it, and imagine future courses of action in response to 

perceived gaps in performance, the managerial processes above can contribute to collective 

sensemaking (46), a process that helps people ‘understand issues or events that are novel, 

ambiguous, confusing or in some other way violate expectations’ (47). It can also inform 

decisions among organisational actors to engage or not in addressing the gaps in performance 

made evident by available information. Action plans, budgets, changes in service delivery, and 

other processes of course-correction can thus be considered for future implementation. 

Once courses of action are decided, organisational actors can deploy various strategies to 

implement them. Implementation strategies help system actors appraise and respond in 

adaptive fashion to factors in their immediate environment that can enable or hinder collective 

action (see table 1). In the short term, performance information can be used for planning, 

compliance, reporting, or rapid course-correction purposes, among others; it can also be 

misused through gaming processes, or not used (30). As iterative PMM cycles are repeated 

through time, performance information can also be used (or not) as the basis for testing new 

processes and services, for internal advocacy, and/or for policy formation.

PMM cycles can contribute to proximal performance outcomes that feed into long causal chains 

of outcomes occurring at multiple levels within an organisation (e.g., at individual, team, and 

organisational levels). Outcomes can include 1) proximal changes resulting from using 

performance information (or not), such as action plans implemented, compliance with 

procedural standards, timely reporting, and rapid course-correction; 2) intermediate effects 

emerge at the organisational behaviour level, and may include changes in workforce motivation, 

job satisfaction, morale, or organisational commitment; and 3) downstream population-level 

health effects and equity outcomes resulting from the iterative repetition of PMM cycles in 

dynamic and changing environments. 
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We integrated the elements of the PMM model described above into a theoretical framework 

that represents the hypothetical process of performance change and the role played by 

performance information use and non-use. The framework contains the following elements: 

external context; PMM approaches in use within the public sector; performance information 

production and use; PHC systems’ internal organisational environment; and the causal 

pathways connecting performance information use and non-use to proximal, intermediate, and 

distal outcomes. 

The theoretical framework is represented in figure 2. Here, the managerial practices used to 

measure and change performance are influenced by external and internal contextual factors and 

by the implementation strategies in use and modulated by the use and non-use of performance 

information. The processes of change thus generated can contribute, via long causal chains, to a 

variety of outcomes and impacts. Proximal effects from performance information use are 

represented by single-loop learning effects (48) such as changes in planned action, rapid course-

correction, and improvements in service quality. The repetition of such iterative cycles may, in 

turn, contribute to the emergence of second-loop learning effects such as changes in strategic 

direction and new practices among service providers and managers (49). 

Figure 2

The use of performance information is causally linked to proximal performance outcomes at the 

individual level of providers and patients; those outcomes are also causally connected to 

intermediate outcomes at the organisational level such as improved workforce motivation, 

enhanced organizational commitment, increased trust between providers and PHC system users, 

and reduced staff turnover, among others. These outcomes can contribute to distal population 

health and equity outcomes (intended and otherwise). Depending on context, the causal chain of 

outcomes described above can also be interrupted, be limited to isolated pockets of excellence, 

or be altogether absent.
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Study design

The present study will explore the uses of performance information in the PHC systems in El 

Salvador, Lebanon, and Malawi. Investigation across different contexts allows for the generation 

of context-specific insights of value to local actors and, potentially, to broader understandings of 

the phenomena of interest (50). 

To address the research questions, we chose a theory informed, multiple case study design 

with embedded units of analysis  (51). Case studies are well-suited for obtaining an in-depth 

understanding of context-specific processes in complex systems (52). Here, a case is defined 

as each country’s PMM practices; the two units of analysis included are PHC service provision 

and PHC policy implementation at national and subnational levels. 

Study setting

El Salvador

El Salvador is a lower-middle income country with a population of 6.4 million. Since the 

conclusion in 1992 of a civil war, the country reduced inequality by about 5 percentage points 

between 2007 and 2016; increased coverage of institutional deliveries and immunisation to 98% 

and 93%, respectively; and achieved the under-five mortality reduction for the Millennium 

Development Goals (53, 54).

Starting in 2009, El Salvador universalised access to free, comprehensive PHC. Existing 

infrastructure was reorganised into PHC networks, one for each of the Departments in which the 

country is administratively divided. Service delivery was delegated to multi- professional teams 

of PHC providers. The oversight of each Departments’ network is the responsibility of a 

decentralised MOH coordination team called SEBASI in its Spanish acronym. PHC teams have 

a nominal catchment area of 3,000 individuals and are co-located within the communities they 
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serve. A basic PHC team is made up of one medical doctor, two nurses, and up to three 

community health promoters; some teams have specialised care providers. PHC teams provide 

community outreach as well as facility-based services and deliver a package of benefits 

containing approximately 300 interventions (55). 

In 2011, the government of El Salvador joined the Salud Mesoamerica Initiative (SMI), a public-

private partnership focused on improving the performance of PHC systems in the eight nation 

states of Mesoamerica. In El Salvador, SMI operates in 75 PHC teams operating in the poorest 

rural municipalities in the country. PMM interventions used include PHC team target-setting; 

monitoring of PHC teams’ performance using population and facility surveys and RHIS; 

provision of feedback to teams; and team-based in-kind incentives (55, 56). 

Lebanon

Lebanon is home to approximately 6,8 million people and is classified as an upper-middle 

income country (57). However, the financial crisis that started in 2019 reduced real per-capita 

gross domestic product 37.1 percent between 2018 and 2021 The country also hosts the largest 

number of refugees per capita in the world (58) and has suffered additional internal shocks. The 

combined effect of these various shocks has put major pressure on an already stretched 

healthcare system (59, 60). 

PHC services in Lebanon are provided by a combination of private-for-profit and not-for-profit 

providers; the latter are the most accessible and used sources of care by vulnerable Lebanese 

and refugee populations (61, 62). Lebanon’s official PHC network is comprised of 213 centres 

that have contractual agreements with the Ministry of Public Health based on pre-met 

community care delivery standards. 

In terms of performance measurement at the PHC level, the MOH has developed policies and 

practices to monitor service delivery patterns, quality of care and performance of PHC centres 
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within the national network (63).  Monitoring involves regular visits by MOH inspectors and 

administration of patient satisfaction surveys (63). Accreditation is also used to regulate the 

quality of care at the PHC level. By establishing a National Accreditation Program for PHC 

centres in 2009, the MOH aimed to ensure continuous and sustainable quality control, improve 

compliance with legal and safety standards, enhance transparency and accountability, and 

establish a positive image of standards of practice and service at PHC centres (63).

Despite the various health reforms implemented in Lebanon, there is still no active national 

strategic plan designed around PHC (64-67). Furthermore, many PHC centres remain 

underdeveloped with no availability of basic diagnostic imaging and laboratory medicine, 

resulting in perceived lack of confidence on the quality of services offered (60).

Malawi

Malawi is a land-locked, low-income country with a population of approximately 18.6 million. The 

economy is mainly dependent on the agricultural sector which employs 80% of the population. A 

five-year development plan, Malawi’s Growth and Development Strategy, guides the country’s 

development; the current plan is focused on education, health, agriculture, energy, and tourism 

(68). 

Malawi’s epidemiological profile combines high burden of disease from both preventable 

conditions as well as noncommunicable diseases. The country has a high population density 

and a total fertility rate of 4.4. Prevalent social determinants of health include poverty and 

inequality, high levels of illiteracy and limited coverage of social safety programs (68, 69).

Primary care is the main platform for the delivery of health services in Malawi. However, the 

PHC system is characterised by poor distribution of human and physical resources, 

fragmentation of services and chronic shortages of staff (70). To reduce service fragmentation, 

Malawi developed in 2017 a new community health policy centred on a team-based approach. 
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Community health teams (CHT) comprise health surveillance assistants (HSAs), clinicians, 

environmental health officers and community health volunteers (71). 

Data collection

The proposed study will utilize document review and semi-structured interviews with informants 

who typically hold ‘great knowledge…[and] who can shed light on the inquiry issues’ (72). We 

will use document review to identify domestic priorities and explore the external context, 

available resources, and ongoing official development assistance programs. Documents to be 

reviewed include MOH policy documents, strategic frameworks, operational plans, results 

frameworks, performance reports, and logical models, among others. Semi-structured 

interviews will be conducted with PHC decisionmakers at the national and subnational levels 

and with PHC providers. To be eligible for inclusion, decisionmakers will be current or former 

officials responsible for PHC system policy formulation or implementation at national and 

subnational levels; providers will be staff currently working as clinical care providers or 

community health workers. 

Respondent selection and recruitment will follow an information power approach based on 

criteria that are suitable for reaching saturation in qualitative studies using non-probabilistic, 

purposive sampling (73). We will design respondent sampling guided by our understanding of 

the types of participants that can provide highly specific information to address the study’s 

research questions; insights from the preliminary theoretical framework; and responsive to the 

quality of the dialogue elicited during data collection. The estimated number of respondents to 

be interviews in the three countries is approximately 20 respondents per site, for a total of 60 

respondents. However, sampling numbers will be further refined, and may be expanded, based 

on preliminary analysis of data as data collection is ongoing. Respondent inclusion criteria will 
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be calibrated to the context of each study setting; site-specific approaches to data collection will 

be reported in each country case study.  

In the interviews with service providers, we will explore experiences about the PHC system 

organisational environment; the ways in which PHC performance is measured, analysed, and 

made sense of; the extent to which performance information is used or not, and for what 

purposes, and the reported effects from using performance information. Interviews with 

decisionmakers at national and subnational levels will explore PHC priorities, goals and/or 

targets; characterise the public sector institutional context; explore sources and frequency of 

performance data appraisal; and inquire about the uses of performance information. We will 

also triangulate the data resulting from document review and interviews, and the experiences 

reported PHC by the two types of respondents. 

In each country, the research team will develop a Project Brief summarizing the study’s aims 

and highlighting the voluntary nature of participation. An invitation to participate in the interview 

will be sent individually via e-mail to each potential respondent. Once the respondent agrees to 

participate in the interview, a remote interview will be scheduled (or in-person, if allowed by 

ethical review board). Before initiation of the interview, the interviewer shall read the consent 

form and obtain verbal consent from the interviewee which will be recorded and reflected in the 

interview transcript accordingly. Site-specific interview guidelines are available in supplementary 

file 1. 

Analysis

Interviews will be audio taped, transcribed verbatim and imported into NVivo 12.0. Transcripts 

will be coded independently by at least two researchers in each country. We will use an 

iterative, directed approach to analysis (74) informed by the theoretical framework. The latter 

shall also inform the design of a codebook to guide deductive coding of the data. Inductive 
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codes emerging from the data will also be identified and included in the analysis. We will 

convene analytic workshops among the research teams in participating countries to discuss the 

codebook, the coding process, thematic analysis, and data synthesis procedures.

After the conclusion of coding in each country, we will execute code queries for each code, 

stratified by respondent type (e.g., providers and decision makers) to extract code-specific data. 

Subsequently, we will review and summarize the code-specific and respondent-specific data 

from the query outputs into code summary memos using a standardized template. 

Code summary memos will include a respondents table to capture brief and relevant information 

from each type of respondent, and narratives constructed by the researcher reviewing the query 

output, supported by exemplary quotes. Code summary memos will include deviant narratives 

and quotes that run counter to the main narrative(s) and a section for recording researcher 

insights on where and how codes may be connected to others. In a final step, the synthesized 

data in the code summary memos will be organized into thematic matrices to formalize linkages 

between codes and construct themes. The resulting themes will be used to report country-

specific findings and to develop a refined theoretical framework. Results for each country case 

will be organised using the SRQR checklist (75) (Supplementary file 2). To increase credibility in 

our findings we will consider rival explanations and triangulate across data sources (i.e., SMI 

relevant program documents and in-depth interviews), respondents (decision makers and 

providers), researchers, and social and behavioural science theories. Data collection and 

analysis will take place between June 2020 and June 2022.

The proposed study has several strengths including the use of theory to guide study design, 

data collection, and reporting; the consideration of rival explanations (76); and the use of 

triangulation of data sources, respondent accounts, and researcher interpretation (77). Case 

study research has limitations including reduced transferability of findings to other contexts and 
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different populations of decision makers and PHC providers (76). Also, the use of virtual 

interviews may create potential loss of rapport between interviewers and respondents.

Patient and public involvement

Neither patients nor public were involved in the conduct, reporting or dissemination of the 

research presented in this protocol.

III. Ethical considerations & dissemination

The ethical approval for this study was provided by the Institutional Review Boards of the 

participating universities (Study numbers NCR203102 for the George Washington University; 

SBS-2021-0162 for American University in Beirut, and P.11/20/3198 for the University of 

Malawi). We will follow ethical principles of voluntary and informed involvement in the study, 

confidentiality, and safety of all participants. Verbal consent will be obtained from all 

respondents and be reflected in the respective interview transcripts. 

A database will be maintained containing information on all interviews completed, including 

demographic data and time of the interview as well as confirming verbal consent by each 

respondent. All identifying information will be stored in an encrypted database, hosted in 

encrypted and password protected cloud services provided by each of the hosting research 

institutions. The identifier information database will be permanently deleted after the completion 

of data analysis.

Findings will be reported to the participating ministries of health, the commissioners of this 

study, and to development finance partners, where applicable. Results will also be presented at 

local, national, and international conferences and disseminated via peer-review publications. 
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We aim to produce individual country case study manuscripts followed by a multiple case study 

synthesizing findings from the three study sites. 

IV. Study significance

Research on the use of performance information in PHC systems is scarce; multi-country case 

studies in LMICs are inexistent to the best of our knowledge. The study presented here can 

contribute to an understanding of the contextual factors and organisational environments that 

enable or hinder the use of performance information in the PHC systems of El Salvador, 

Lebanon, and Malawi. Such knowledge can inform future research and contribute to improve 

the strategies used in LMIC settings to measure and manage PHC system performance.
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Figure Legend

Figure 1. Performance measurement and management system

Figure 2 - Theoretical framework
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Figure 2. Theoretical framework 
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Supplementary file – Interview guidelines 
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El Salvador interview guidelines- PHC team 
members 

Introduction.  

For the past decade, the Salud Mesoamerica Initiative has been working in collaboration with 
the Ministry of Health to promote maternal and child health in El Salvador. The overall objective 
of this study is to assess the ways in which MCH performance information is collected and used 
at the local and national levels in El Salvador. The team obtained non-objection from the 
Ministry of Health to conduct this research. The findings will be used to develop better health 
care practices in El Salvador and hopefully contribute to better health outcomes for 
Salvadorans. 

1. Do you recall participating (being interviewed) in 2018 for a study by (anonymized) and 

the Salud Mesoamerica Initiative? 

2. Could you describe to me what you remember about the study (studies) in which you 

participated? 

Section 1 Priorities and goals 

1.1 How long have you been in this position? 

1.2. What was your previous position?  

1.3. Could you describe to me -in broad outline- the main activities you carry out in your current 
position? 

1.4 What do you consider to be the priorities of the Ministry of Health in the primary health care 
system? What do you think of these priorities? 

1.5. What are the priorities of your PHC team at this moment? How do they prioritize activities in 
the Unit to which you belong?  

1.6. What is the role of the PHC teams in the health system of El Salvador?  

1.7. Are you familiar with the Mesoamerican Health Initiative Program? If yes, is SMI currently 
supporting this Unit? Give me an example of how this support occurs? Based on your criteria, 
what has been the greatest contribution from SMI to this PHC team? 

Section 2 - Performance Measurement 

2.1. What is your perception of the work your PHC team is currently doing? 

2.2. How do you know if your team is doing its job well or not? 

2.3 The Salud Mesoamerica Initiative used to measure PHC team performance with some 
frequency. Rewards and recognition were often given to teams that were positively evaluated. 
Did you experience these?  

Please describe those experiences.  

How did you feel about those experiences (performance measurement and recognition)?  
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2.4. Are there other performance appraisal experiences? 

2.5. How is your team's performance evaluated now? 

Let's analyze the most recent example. 

2.6. When did the appraisal occur? 

2.7. Who did the evaluation? 

2.8. How often is this done? 

2.9. What data sources were used the last time one of these evaluations was conducted? 

2.10. In the most recent evaluation of the team's performance, did the team receive any 
feedback? 

2.11. How did you feel about this feedback? 

2.12. How do you think the team felt? Elaborate on responses. 

 

If feedback was provided: 

2.13. How was the feedback provided? (Oral, written) 

2.14. How often is feedback provided to your team about their performance? 

2.15. How did you feel about this feedback? 

2.16. What was done with the information contained in the feedback? 

2.17. Were other team members made aware of the feedback? If yes, how was it shared? 

2.18. Did the team do anything to correct their collective performance? Could you give me an 
example of an activity that was done? 

If NO, comments or feedback were provided: 

2.19. Would you like feedback on your team's performance? 

Why? 

2.20. Do you have any meetings with the MOH that you attend to discuss your team's 
performance? 

If YES: 

2.21. What is your opinion of these meetings, and why? 

2.22. Are comparisons made between your team's performance and the performance of other 
teams? 

Yes/no, please inquire: 

2.23. How important would it be for you to attend these meetings? Do you feel it would be 
important to attend as a team? Why? 

Section 3 - First Level of Care team performance management and 
individual work motivation 

3.1. What aspects of your work as part of a PHC team are most rewarding to you? 
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3.1.1. Tell me about a recent work event that made you feel deeply rewarded or 
gratified. 

3.1.2. Why did you feel this way? (Explore the 'why' in terms of emotions and feelings) 

3.2. Sometimes the work is hard. Apart from COVID, what aspects of your work in a PHC team 
have been negative? 

3.2.1. Tell me about a recent work event that affected you negatively. 

3.2.2. Why did you feel this way? (Explore the 'why' in terms of emotions and feelings) 
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El Salvador decisionmakers at national and 
subnational levels 

Introduction.  

For the past decade, the Salud Mesoamerica Initiative has been working in collaboration with 
the Ministry of Health to promote maternal and child health in El Salvador. The overall objective 
of this study is to assess the ways in which MCH performance information is collected and used 
at the local and national levels in El Salvador. The team obtained non-objection from the 
Ministry of Health to conduct this research. The findings will be used to develop better health 
care practices in El Salvador and hopefully contribute to better health outcomes for 
Salvadorans. 

Section 1 - Current Ministry of Health Primary Health Care Priorities 

1.1. Tell me about the Ministry's priorities in the area of primary health care. 

1.2. What are the strategic principles that guide the Ministry's PHC priorities?  

Probe for:  

1.2.1. Urban vs. rural; Comprehensive versus selective.  

1.2.3. Efficiency and equity in the allocation.  

1.2.4. Universalization versus targeting. 

 

1.3. What role do the PHC teams now have in the functioning of the PHC system? 

1.4. How well do you think PHC teams are doing their work? 

1.5. What is the current role of SMI in relation to the priorities of the Ministry of Health in PHC? 

Probe:  

1.5.1. What is your perception of the value of MCH assistance to the MOH?  

1.5.2. Could you give me an example? 

Section 2 - Measuring PHC Team Performance 

 

2.1 How does the Ministry evaluate the performance of the country's PHC system? 

2.2 And in particular, how does the Ministry monitor the activities of the PHC teams? 

2.3. Does the Ministry discuss any specific service delivery objectives with the teams? 

2.3.1. What role do the teams play in the establishment of these objectives? 

2.3.2. Describe the process (Investigate frequency, types of objectives, e.g., scope 
and/or facilities). 
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2.3.3. What performance indicators are now used? 

Probe for:  

- number of indicators used and request a list of key performance indicators in use. 

2.3.4. Are performance targets used in all teams in the country? (If only the 75 teams in SMI's 
area of influence, ask why.) 

2.4. In terms of service delivery, how does the Ministry evaluate the performance of the PHC 
teams? 

Probe: 

2.4.1. Using a recent example from a specific rural region, describe the process in detail. 

2.4.2. What data sources did you use? 

2.4.3. Who collects performance data from PHC teams? 

2.4.4. Who analyzes the PHC team performance data? 

2.4.5. How are the results presented to the PHC teams? 

Section 3- Performance Management of PHC Teams 

3.1. What are the PHC teams supposed to do with the results of the performance evaluation? 

3.1.1. Does the ministry support the teams in understanding the results? How? 

3.1.2. The Ministry has a long tradition of convening team managers and regional 
officers in frequent weekly or biweekly meetings to monitor progress. Is it still done? 
What are the results? 

Section 4: Managing the overall performance of the PHC system 

4.1 Beyond performance management of PHC teams, what else is the ministry doing with the 
results? 

Probe: 

4.1.1. Are the results used for planning? (If yes, ask for a recent example) 4.1.2. 

4.1.2. Are the results used for budgeting? (If yes, ask for a recent example) 4.1.3. 

4.1.3. Are the results used for any internal Ministry of Health reporting? (If yes, please 
ask for a recent example) 4.1.4. 

4.1.4. Are the results used for MCH reporting? (If yes, please ask for a recent example) 
4.2. 

4.2. Does the MOH use aggregated data from PHC teams to adjust its priorities? How? Could 
you give me examples? 
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Lebanon interview guidelines - Health service 
providers and data collectors in the First Level 
of Care 

Section 1- PHC Performance Measures  

How is the aggregate performance of PHC system determined? Is there a performance 
assessment? What does it include? 
 

Can you reflect on the processes and tools through which PHC system performance information 
is collected and processed? How would you characterize these? 
 

Are there established performance indicators for PHC? If yes, can you share a sample of the 
performance indicators template (without any patient information or any other personally 
identifiable data) 
 

How are the performance indicators selected? Which entity/department/unit/platform/team has 
input in this process (please provide only titles, not individual names)? Are these selected 
according to explicit criteria including usefulness, scientific soundness, reliability, 
representativeness, feasibility, accessibility? 
 

Is there a guide/manual on how to calculate and interpret performance indicators? Does 
reporting on the performance indicators occurs on a regular basis?  

 

How is information about performance measures communicated to you? For example, how did 
you first hear about them?  
 

When a decision is made at the national level, how is it translated /monitored/implemented at 
subnational levels? Which entity/department/unit/platform/team is responsible for the 
communication from national to subnational level (please provide only titles, not individual 
names)? From subnational back to national level? How quickly does this happen? 
 

What interventions or programs, if any, are implemented to ensure an enabling system 
environment for quality at level of PHC?  

Registration and licensing; External evaluation/accreditation; Clinical governance; Public 
reporting and comparative benchmarking 
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Section 2- Performance Targets and Goals  
 

2.1. How are performance targets for PHC set? Which entity/department/unit/platform/team is 
involved in the process (please provide only titles/department/unit, not individual names)?  Are 
these typically set at a national, sub-national, or sub-regional level or left to the discretion of the 
facility? 

Section 3- Data collection, analysis and sharing  

3.1. Data collection 

3.1.1. Is the data needed to construct the performance measure feasible to collect? 

3.1.2. In what format is data collected? Is there a designated person to enter data/compile 
reports from the different units in the health facility?  

3.1.3. What is the frequency of data collection? Is there a set data submission schedule? 

3.1.4. Is there coordination of data collection across all PHC, e.g. via a unique identifier or a 
centralized data storage platform? 

3.2. Data storage  

3.2.1. In what database or file do you enter or store the data after you receive them?  What 
computer program do you use?  How frequently do you enter/store the data?  

3.2.2. Any challenges in entering/storing the data? Any privacy issues when storing data? 

 
3.3. Data aggregation  

3.3.1 Do you perform any data aggregations? Which ones? Using which calculations? How 
often?  Are there any challenges in aggregating data? 

 
3.4. Data quality  

3.4.1. What quality checks do you perform on the data? Is there a designated person to review 
the quality of compiled data prior to submission to the next level, e.g., to districts, to regional 
offices, to the central HMIS, etc.? 

3.4.2. Are there any known issues with data quality?   

3.5. Data reporting & sharing  

3.5.1. Are there written guidelines available on reporting protocols, including the following: what 
they are supposed to report on; how reports are to be submitted, e.g., in what specific format; to 
whom the reports should be submitted and when the reports are due? 
 

3.5.2. In what format do you share the data (type of form, file, database, aggregation levels)? 
Are data visuals prepared (graphs, tables, maps, etc., balanced scorecards) showing 
achievements toward targets (indicators, geographic and/or temporal trends, and situation 
data)? 
 

3.5.3. With whom do you share the data? How often do you share the data? 
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3.5.4. How do you share the data (e.g., internet, email, USB flash drive, disk, hard copy)? 
 

3.5.5. Are there any delays or challenges in preparing data & sending them? 

 

Section 4- Performance Monitoring & Feedback 

 

How is progress towards the performance targets monitored/tracked? Can you give us an 
example? Is this considered routine?   

Is there a performance monitoring or management team?   

Which entity/department/unit/platform/team is the most responsible for managing or tracking 
progress for performance measures? (please provide only titles, not individual names) 

Which entity/department/unit/platform/team do they report to/who manages this process? 
(Please provide only titles, not individual names) 

Which entity/department/unit/platform/team is in charge of the data pulls and reports? (please 
provide only titles, not individual names) 

Which entity/department/unit/platform/team do the data analysts and the performance manager 
report to?  (Please provide only titles, not individual names) 

 

Section 5- HIS and data quality assessment 

5.1. What specific information flows has the organization in place to support the performance 
management systems? Are systems interoperable so that information can be shared across 
geographic areas, types of facilities, etc.? 

5.2. Are staff trained in how to use the information systems (not only collecting data, but also 
collating, analysing and interpreting data) 

5.2.1. Do these staff typically have dedicated time allocated for using information systems and 
interpreting data?  

5.2.2. Do they have capacity to explain the implications of the results of data analysis? 

5.2.3. Are the information systems accessible to these individuals?  

5.3. Are there data quality assessment mechanisms in place? 

5.3.1. Are there written instructions/guidelines on how to perform a data quality review or data 
quality check?  

5.3.2. Do data management staff conduct regular checks of the accuracy and completeness of 
data prior to submitting reports to the next level (using automated electronic checks, where 
appropriate)? 

5.3.3. Does the health facility receive periodic feedback from higher levels (e.g., MOPH) on data 
quality? 
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5.3.4. What is your perception of the quality of existing data on PHC performance? How can it 
be improved? 

Section 6- Supervision & Feedback on performance 

Do you receive technical support or supervision in your work? 

Which entity/department/unit/platform/team conducts supervision? What sort of support of 
qualifications do these individuals have? (please provide only titles, not individual names) 

Which entity/department/unit/platform/team receives supervision? Which ones do not?  (please 
provide only titles, not individual names) 

Where do supervisory visits take place and how long do supervisory visits last? 

What sort of activities do supervisory visits cover?  Does the supervisor use a standard checklist 
for assessment?  

How frequently does supervision occur?  

Is there an established schedule for supervision, or do visits need to be requested?  

Does the supervisor send report/ written feedback on the past supervisory visit(s)? 
 

Do you get feedback on your performance?  How?  Frequency?  What does it look like?  How 
would you improve this process?  

Feedback on data quality (including data accuracy, reporting timeliness, and/or report 
completeness)  

Feedback on service performance based on reported data (e.g., appreciation/acknowledgement 
of good performance; resource allocation/mobilization) 
 

What, if any, feedback loops exist between the facility level, regional, sub-national level and 
national level and how do they function?  
 

What rewards — financial and/or non-financial — will managers and other employees gain by 
achieving performance targets or other assessed aspects of performance (and what penalties 
will they suffer by failing to achieve them)?’  

Section 7- Implementation of quality improvement activities 

 

Are discussions often held to review key performance targets (tracking progress against targets) 
based on performance measure information? 
 

Are quality improvement activities implemented to take corrective action? 

How are the objectives of quality improvement activities set?  
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Which entity/department/unit/platform/team initiates these activities?  (please provide only titles, 
not individual names) 
 

Which entity/department/unit/platform/team monitors them? (please provide only titles, not 
individual names) 

Section 8- Overall perceptions on collection of performance measure 
information 

8.1. To what extent to do you agree with the following: 

I can use data for identifying performance gaps and setting targets 

I feel discouraged when the data that I collect/record are not used for taking action (either for 
monitoring or decision making) 

I find collecting/recording data to be tedious (i.e., repetitive or duplicative) 

I find that the data that I collect burdens my workload, making it difficult for me to complete my 
other duties 

Collecting data is meaningful/useful for me  

I feel that the data I collect are important for monitoring the performance of the health services 
provided at my facility/unit 

My work of collecting data is appreciated and valued by decision-makers at national and 
subnational level 
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Lebanon decisionmakers at national and 
subnational levels 

Section 1- PHC Performance Measures 

How is the aggregate performance of PHC systems measured (organizational and whole-
system level)?  
 

How do you track progress toward goals? Can you show us an example?  

Which entity/department/unit/platform/team are most responsible for managing or tracking 
progress for performance measures? (please provide only titles, not individual names) 

Which entity/department/unit/platform/team do they report to/who manages this process? 
(please provide only titles, not individual names) 

Which entity/department/unit/platform/team is in charge of the data pulls and reports? (please 
provide only titles, not individual names) 

Which entity/department/unit/platform/team do the data analysts and the performance manager 
report to? (please provide only titles, not individual names) 
 

What rewards — financial and/or non-financial — will managers and other employees gain by 
achieving performance targets or other assessed aspects of performance (and what penalties 
will they suffer by failing to achieve them)? 

Section 2- Awareness of data flow at different levels 

2.1. Are you aware of how PHC performance measurement information is collected and 
processed at different levels?   
 

2.2. Can you reflect on data flow from facility level to district/subnational to MoPH? What is your 
perception of the process? 

Section 3- Data format 

3.1. In what format do you receive performance measure information?  

3.1.1. Are data visuals (e.g. summary tables, graphs, geographic information system, maps, 
pivot tables, decision support systems, etc.) showing achievements toward targets (indicators, 
geographic and/or temporal trends, and situation data) prepared and used to display information 
at MOPH level and within health facilities. They are up to date and clearly understood 
 

3.1.2. Are reports or bulletins (annual, quarterly, etc.) periodically produced based on an 
analysis of performance measurement information and distributed to key stakeholders? Do they 
contain discussions and decisions/recommendations based on key performance targets? 
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3.1.3. Are there challenges with interpreting the information? 

3.2.3. What is the frequency of receiving performance measure information? Is there a set 
schedule for receiving such information? What is your perception of the process?  

3.2. How do you receive the performance measure information (e.g., internet, email, USB flash 
drive, disk, hard copy)? In what database or file is data stored or entered after you receive 
them?   
 

3.3. What quality checks do you perform on the data? Are there any known issues with data 
quality?  
 

3.4. How could (or should) health information products look like for policy-makers? and at what 
level of disaggregation and/or in which quality? 
 

3.5. With whom do you share the data? In what format do you share the data (type of form, file, 
database, aggregation levels)? How do you share the data (e.g., internet, email, USB flash 
drive, disk, hard copy)? 

Section 4- Feedback on data received 

4.1. When a decision is made at the national level, how is it translated /monitored/implemented 
at subnational levels? Which entity/department/unit/platform/team is responsible for the 
communication from national to subnational level (please provide only titles, not individual 
names)? From subnational back to national level? How quickly does this happen?  
 

4.2. Is feedback systematically provided to all sub-reporting units on the quality of their reporting 
(that is, accuracy, completeness, and timeliness)? 
 

4.3. Is feedback systematically provided to all sub-reporting units on the use of performance 
measure information for decision-making? 

Section 5- Decision-making process  

 5.1. How are decisions made at your institution? What factors have strong influence on 
decision-making process: 

Personal preference of decision makers 

Superiors’ directives 

Evidence/facts/data (RHIS data) 

Funding directives from higher levels 

Political considerations 

Official health sector strategic objectives 

Locally identified health needs of the population 

The relative cost of interventions 
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5.2. Is there a mandate to use data to inform decision-making? What incentive structures are in 
place to promote the use of data in decision-making? Are there any consequences for NOT 
using data to inform critical decision-making? 

Section 6- Use of data in decision-making process 

6.1. Can you reflect on the processes through which decision makers (at national and district 
levels) make sense of, and use PHC system performance information? What is your perception 
of the process? 

6.2. Do the existing performance measure information respond to policymakers’ priorities and 
needs? Are data producers and users brought together periodically to discuss ways of making 
routine data more relevant to policy makers and planners and to enhance the understanding of 
routine health statistical findings? 

6.3. How is aggregate PHC system performance information used by decision makers at the 
national and district level?  

6.4. Were any decisions made based on the discussions of the performance measurement 
information? Such as: 

Advocacy for policy, programmatic, or strategic decisions  

Formulation of plans 

Budget preparation/reallocation 

Medicine supply and drug management 

Human resource management (training, reallocation, etc.) 

Promotion of service quality/improvement, equity 

Section 7- Impact 

7.1. Would your organizational priorities be different without performance measures?  How? 
How do measures affect your relationship or interactions with staff? 
 

7.2. How have performance measures changed the way you operate? 
 

7.3. How do performance measures affect policy decisions?  Budget decisions? Staff decisions? 
Scheduling?  Education/training/orientation?  
 

7.4. To what extent is (staff) compensation linked to performance measures? Can you explain 
how that works? How does this affect your perception of performance measures? 
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Section 8- Perceptions on data use culture 

8.1. What is your perception of the prevailing culture for data use at your institution? 

Probes: 

A culture of information use is promoted by policy leaders and decision-makers, and is reflected 
in the use of facility and community-based data in planning, monitoring, and evaluation reports 

Performance measure information is readily available in written periodic reports or bulletins that 
pulls together and analyses critical health information from all subsystems 

Senior managers and policymakers demand complete, timely, accurate, relevant and validated 
HIS information 

Policy and decision makers regularly use performance measure information to evaluate 
performance and set policies on health. 

Data visualizations are widely used to display information at subnational health administrative 
offices and health facilities. They are up to date and clearly understood 

Performance measurement information is demonstrably used in the national planning and in the 
resource-allocation processes (e.g., for annual integrated development plans, medium-term 
expenditure frameworks, long-term strategic plans, and annual health sector reviews)  

Performance measure information is widely used, by sub-national management teams to set 
resource allocation in the annual budget processes 

Performance measure information is used to advocate for equity and increased resources to 
disadvantaged groups and communities  

Managers at all levels use health information for health service delivery management, 
continuous monitoring, and periodic evaluation    

Section 9- Big Picture 

9.1. How would you characterize the use of performance health information in Lebanon? All in 
all, do you think there is too much/not enough emphasis on performance measures? 
 

9.2. What are the challenges that hinder the use of performance measurement information to 
inform health policymaking and decision-making processes?  
 

9.3. Do you have suggestions on how to improve the role of performance measure information 
in informing the policymaking process?  

Relevance 

Quality 

Timeliness/Accessibility  

Analysis and interpretation 
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Format 
 

9.4. Can you suggest up to three policies/ strategies/mechanisms that can help improve your 
institution’s capacity to use data in policy and program development and implementation? 
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Malawi – Interview guide for Decision Makers 
 

Participant details 

Facilitator’s Name: _____________________Date of the interview _____________ 

          Name of the Facility:__________________    Location _____________ 

          Respondent’s age___________________        Respondent’s Sex_________ 

          Respondent’s Position ________________      Qualification_____________ 

          Respondent’s years of experience___________________________ 

 

Introduction 

What is your role in this organization? 

What is your qualification 

How long have you worked in this organization? 

How long have you worked at your current position? 

What are the main priorities of MOH in PHC? 

What are your PHC priorities? 

Currently, how can you rate your impact in PHC? Is your performance improving or not? How do 
you know? 

Knowledge about data collection and use 

Do you know how PHC data is collected at your institution? 

If yes, may you briefly explain how it is done? 

Do you think PHC data is collected in honest and effective manner? 

Why is data collection and use important in your organization? 

How is data utilized in policy formulation? 

Performance Measurement 

Please describe the ways in which the performance of PHC at your level is evaluated? 
Specifically, let us look at 

Who does the evaluation? 

When did the evaluation happen? 
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What data was used to assess the team’s performance 

How frequently is this done 

When the performance assessment is complete, what type of feedback do you receive (oral or 
written) 

How frequently do you receive the feedback about your performance? 

What do you do with the feedback you receive about the PHC performance? May you give an 
example of a recent situation in which you used the performance results in your daily practice 
and services 

Probe on: a. planning    b. budgeting     c.  policy formulation 

Do you have any specific example of a situation in which PHC performance results did not help 
you? 

What do you think are the challenges associated with performance measurement? 

What do you think can be done to address the challenges? 

Factors affecting data driven decision making (DDDM) 

May you briefly explain the things you consider when making a decision in your organization? 

Probe on: data consultation, political factors, group/personal influence etc 

Why are these things important in decision making? 

Have you ever made important decision without relying on the available data? 

If yes, why was data not relevant for that decision? 

If not, why is relying on data important? 

Are there factors/reasons for making a decision without relying on data? 

Probe on: lack of data authenticity/trustworthiness, political influence, lack of understanding of 
data, lack of time to study the data, negligence etc 

What do you think are the challenges associated with data driven decision making? 

What do you think can be done to address the challenges? 

Theme 3: Policies on data driven decision making 

Are there policies that guide managers on data driven decision making? 

If not, what drives managers to make a decision by relying on data?  

Are all policies in PHC made in consultation with data? 

If not, why? 

What could be the result of formulating a policy without consulting data? 

What does the ministry do?  

Challenges and recommendations 

Do you have any challenges on data collection and use in your organizations? 
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If yes, what are the challenges? 

Probe on: lack of understanding of the data, bulkiness of the data, lack of time to study the data, 
lack of data authenticity, political interference etc  

What do you think should be done to improve data collection and use in your organization? 

Probe on:  a.  what should the data collectors and users do? 

       b. what should the government do? 

 

Thank you very much. This is the end of our discussions.  
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Reporting checklist for qualitative study. 

Based on the SRQR guidelines. 

Instructions to authors 

Complete this checklist by entering the page numbers from your manuscript where readers will find 

each of the items listed below. 

Your article may not currently address all the items on the checklist. Please modify your text to 

include the missing information. If you are certain that an item does not apply, please write "n/a" and 

provide a short explanation. 

Upload your completed checklist as an extra file when you submit to a journal. 

In your methods section, say that you used the SRQR reporting guidelines, and cite them as: 

O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: 

a synthesis of recommendations. Acad Med. 2014;89(9):1245-1251. 

Reporting Item 

Page 

Number 

#1 Concise description of the nature and topic of the study 

identifying the study as qualitative or indicating the 

approach (e.g. ethnography, grounded theory) or data 

collection methods (e.g. interview, focus group) is 

recommended 

10-11

#2 Summary of the key elements of the study using the 

abstract format of the intended publication; typically 

includes background, purpose, methods, results and 

conclusions 

2-3

Problem formulation #3 Description and signifcance of the problem / phenomenon 

studied: review of relevant theory and empirical work; 

problem statement 

4-10

Purpose or research 

question 

#4 Purpose of the study and specific objectives or questions 7

Qualitative approach 

and research 

#5 Qualitative approach (e.g. ethnography, grounded theory, 

case study, phenomenolgy, narrative research) and 

7-11 
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paradigm guiding theory if appropriate; identifying the research 

paradigm (e.g. postpositivist, constructivist / interpretivist) 

is also recommended; rationale. The rationale should 

briefly discuss the justification for choosing that theory, 

approach, method or technique rather than other options 

available; the assumptions and limitations implicit in those 

choices and how those choices influence study 

conclusions and transferability. As appropriate the 

rationale for several items might be discussed together. 

Researcher 

characteristics and 

reflexivity 

#6 Researchers' characteristics that may influence the 

research, including personal attributes, qualifications / 

experience, relationship with participants, assumptions 

and / or presuppositions; potential or actual interaction 

between researchers' characteristics and the research 

questions, approach, methods, results and / or 

transferability 

n/a 

Context #7 Setting / site and salient contextual factors; rationale 11-13

Sampling strategy #8 How and why research participants, documents, or 

events were selected; criteria for deciding when no further 

sampling was necessary (e.g. sampling saturation); 

rationale 

13-15

Ethical issues 

pertaining to human 

subjects 

#9 Documentation of approval by an appropriate ethics 

review board and participant consent, or explanation for 

lack thereof; other confidentiality and data security issues 

17

Data collection 

methods 

#10 Types of data collected; details of data collection 

procedures including (as appropriate) start and stop dates 

of data collection and analysis, iterative process, 

triangulation of sources / methods, and modification of 

procedures in response to evolving study findings; 

rationale 

13-16

Data collection 

instruments and 

technologies 

#11 Description of instruments (e.g. interview guides, 

questionnaires) and devices (e.g. audio recorders) used 

for data collection; if / how the instruments(s) changed 

over the course of the study 

14,

Appendix 

Units of study #12 Number and relevant characteristics of participants, 

documents, or events included in the study; level of 

14
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participation (could be reported in results) 

Data processing #13 Methods for processing data prior to and during analysis, 

including transcription, data entry, data management and 

security, verification of data integrity, data coding, and 

anonymisation / deidentification of excerpts 

15-16

Data analysis #14 Process by which inferences, themes, etc. were identified 

and developed, including the researchers involved in data 

analysis; usually references a specific paradigm or 

approach; rationale 

15-16

Techniques to 

enhance 

trustworthiness 

#15 Techniques to enhance trustworthiness and credibility of 

data analysis (e.g. member checking, audit trail, 

triangulation); rationale 

16 

Syntheses and 

interpretation 

#16 Main findings (e.g. interpretations, inferences, and 

themes); might include development of a theory or model, 

or integration with prior research or theory 

n/a

Links to empirical data #17 Evidence (e.g. quotes, field notes, text excerpts, 

photographs) to substantiate analytic findings 

n/a 

Intergration with prior 

work, implications, 

transferability and 

contribution(s) to the 

field 

#18 Short summary of main findings; explanation of how 

findings and conclusions connect to, support, elaborate 

on, or challenge conclusions of earlier scholarship; 

discussion of scope of application / generalizability; 

identification of unique contributions(s) to scholarship in a 

discipline or field 

n/a

Limitations #19 Trustworthiness and limitations of findings n/a

Conflicts of interest #20 Potential sources of influence of perceived influence on 

study conduct and conclusions; how these were managed 

n/a

Funding #21 Sources of funding and other support; role of funders in 

data collection, interpretation and reporting 

18

The SRQR checklist is distributed with permission of Wolters Kluwer © 2014 by the Association of 

American Medical Colleges. This checklist can be completed online using 

https://www.goodreports.org/, a tool made by the EQUATOR Network in collaboration with 

Penelope.ai 
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