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Chapter

1
The Case Study Project:  
An Introduction
Nancy Edwards 

Building research capacity is considered an essential 
component of strengthening healthcare systems in lower- 
and middle-income countries (LMICs) (ESSENCE 
on Health Research, 2011). When research capacity is 
limited, there is a void in the production of contextually 
relevant research, in the mobilisation of research 
evidence for societal benefits and in the synthesis of 
research evidence to inform practice, programmes and 
policies. Although many long-standing programmes 
have aimed to improve research capacity in LMICs, a 
substantial number of these have been primarily oriented 
towards enhanced graduate or postgraduate training 
opportunities (eg, WHO-TDR Fellowships), often with 
a basic biomedical research focus. 

While these types of programme have undoubtedly 
played an important role in the careers of trainees, 
such approaches are no longer considered adequate. 
Recognition of the 10/90 gap in research (that only 10% 
of worldwide resources devoted to healthcare research 
is put towards those countries where 90% of preventable 
deaths occur [Global Forum for Health Research 
2004]), coupled with limited progress on some of the 
Millennium Development Goals, has demonstrated 
the need for new models of research capacity building. 
In 1998, the Director General of the World Health 
Organization called for a ‘quantum leap in [research] 
capacity building’ to improve health and reduce poverty 
in developing countries (Nchinda, 2002, p. 1701). In 
response to these concerns, funding agencies have made 
research capacity building a higher priority and have 
developed new funding models for capacity building 
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across the spectrum of health research (Gadsby, 2011). These emergent 
models have attended to issues such as: career trajectories; institutional 
infrastructure and mentorship support for research; tailoring research 
capacity efforts to a wide range of disciplines in diverse fields of science 
and scholarship; and the inclusion of clinical, community and policy 
partners in the process.

REsEaRch capacity Building

The concept of capacity building remains somewhat elusive. As 
described in an initiative led by ESSENCE on Health Research (2011), 
there is often no clear understanding of what ‘supporting capacity’ 
implies and how this can be achieved in an efficient and sustainable 
manner. Some authors have suggested that the terms ‘capacity building’, 
‘capacity development’, ‘capacity strengthening’ and ‘capacity 
enhancement’ are used interchangeably (Blagescu & Young, 2006). In a 
review of research capacity strengthening by six international donors, 
Gadsby (2011) concluded that ‘understandings of and approaches to 
research capacity building are wide-ranging’ (p. 89). While there is no 
consensus on a definition for the term ‘research capacity building’, there 
does seem to be agreement that the goals of research capacity building 
have shifted from a primary focus on generating new knowledge to a 
more encompassing orientation that addresses the supply and demand 
side of research production and use (Gadsby, 2011). Furthermore, 
there has been a realisation that research capacity building must be 
aimed not only at enhancing skills of individual scientists but also at 
strengthening institutional systems that enable sustained scientific 
productivity (Sheikh et al, 2011; ESSENCE on Health Research, 2014; 
Interacademy Medical Panel, 2013). 

mEasuRing thE impact of REsEaRch capacity Building invEstmEnts

The necessary complexity of using a systems approach to build 
research capacity leaves donors and others with difficulties in 
tracking, measuring and accounting for their investments in this area. 
This measurement challenge has been a long-standing dilemma in both 
scholarship and practice. Simon (2000) observes that after 20 years 
of activity to strengthen research capacity and millions of dollars of 
investments, we still know very little about the impact of these efforts. 
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In his historic review of capacity building among donors from 1960 
to 2003, Whyte (2004) concludes that there is a lack of systematic 
monitoring and evaluation of these initiatives.  

Literature examining the impact of research capacity-building 
initiatives in the health sector is rather sparse and there is limited 
guidance on the use of indicators to assess these approaches and their 
sustained impact (Bates et al, 2011; Gadsby, 2011; Whitworth et al, 2008). 
Consequently, there are very few examples of systematic and integrative 
reviews documenting what has been learned about research capacity 
building across settings. The work of Segrott, McIvor and Green (2006), 
which examines capacity building for nurse researchers, is one of only 
a handful of reviews that have attempted this kind of synthesis. These 
authors found only six studies in LMICs that met their criteria. This gap 
has implications not only for understanding which approaches to building 
research capacity are effective, but also, in a parallel and closely related 
area, which approaches to strengthen health systems make a difference. 
Frenk (2010) observes that ‘the current surge of initiatives on health 
systems strengthening must be accompanied … by an effort to generate a 
process of shared learning among countries’ (p. 2).

More recent reports of larger-scale investments in individual and 
institutional research capacity building (Fogarty International Centre, 
2013; Ghaffar et al, 2008; Daar et al, 2008; Ogundahunsi et al, 2015; 
RAND Europe, 2014) indicate a stronger commitment to evaluating 
the impact of these programmes using a broader set of indicators. 
Conventional indicators, such as research funding levels, peer-reviewed 
publications, physical infrastructure and the number of trainees, are 
being complemented by indicators that examine institutional and systems 
strengthening approaches. Examples of emerging indicators in these 
domains include: research governance, management and administrative 
capacity; institutional leadership, global networks and research hubs 
(North–South and South–South collaboration); and sustainability.   

The Global Health Research Initiative background
The chapters in this book examine research capacity building 
and its measurement, using the cases of 13 teams co-led by 
Canadian and LMIC researchers as the basis for our analysis. 
The teams were supported by the Canadian GHRI, through  
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a strategic funding model called the Teasdale-Corti Initiative, with 
the specific target of research capacity building in LMICs. Chapters 
were contributed by members of these teams. Case study methods, 
examples and insights from the work of these teams help extend our 
understanding of critical elements of research capacity building, and 
in turn, what indicators capture the nuanced impact of initiatives 
with this focus. 

The GHRI was a consortium of federal agencies in Canada which 
formally joined together in 2002 with the aim of strengthening research 
capacity in developing countries to tackle global health challenges. 
In so doing, they promoted collaboration and shared learning across 
disciplines and sectors and between low- and middle-income countries 
and Canada (International Development Research Centre (IDRC)/
Centre de recherches pour le développement (CDRI)). The consortium 
originally included two research funding councils (Canadian Institutes of 
Health Research and IDRC), as well as Health Canada and the Canadian 
International Development Agency. The Public Health Agency of Canada 
joined the consortium in 2009. 

The aims of the GHRI are in keeping with principles that have 
been outlined by other organisations such as the Swiss Commission for 
Research Partnerships with Development Countries (KFPE) (1998), 
and in international agreements such as the Paris Declaration on Aid 
Effectiveness and the Accra Agenda for Action (2005/2008), and the 
Bamako Call to Action on Research for Health (2008).

A number of research initiatives were funded through the GHRI, 
including the Teasdale-Corti programme, which is the basis for the cases 
presented in this book. This programme was named after Drs Lucille 
Teasdale and Pierre Corti, who worked in health and healthcare in rural 
Uganda for many years until Lucille’s death in 1996 from occupationally 
acquired AIDS. 

The aims of the Teasdale-Corti team grants were to:

• enable the creation or further development of South–North teams 
of researchers working with research users to address one or more 
of the eligible thematic areas
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• enable teams to develop and implement integrated programmes 
that combine capacity strengthening, knowledge generation and 
its application, to improve the health of citizens, especially those 
most vulnerable, and strengthen health systems in low- and middle-
income countries

• enable teams and their host institutions to provide strong training 
and mentoring environments, build capacity, and develop and 
implement strategies for knowledge translation

• establish a foundation from which teams, individuals and institutions 
can more effectively secure other research and development grants 
in order to address pressing health challenges of LMICs.

The Teasdale-Corti programme focused on four thematic areas: 

1) health policy and system research

2) prevention and control of pandemics

3) prevention and control of chronic diseases 

4) interactions between health and environment and development. 

There were three components: team grants, supplementary awards and 
leadership awards. Team grants were awarded based on a two-stage 
selection procedure. Teams initially submitted requests for project 
development awards (maximum of $15 000). These seed funds were used 
to support a variety of proposal development activities, including joint 
face-to-face meetings for teams to develop their full-scale application. 
Final protocols were submitted and reviewed in 2007. The awards 
initially ran for four years, but most teams requested a no-cost extension, 
and many of the teams continued their work into 2012. Funded teams 
were eligible to apply for a supplementary grant focused on knowledge 
translation and scale-up. Leadership awards, aimed at early and mid-
career researchers in LMICs, were also launched. Although these award 
holders were considered part of the Teasdale-Corti programme, none of 
them worked directly with the Teasdale-Corti teams and this part of the 
programme operated separately from the team grants. The experience 
of the Teasdale-Corti teams is the focus of this book.  

The Teasdale-Corti team grant programme had a number of features, 
including requirements for a programmatic research approach, the 
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engagement of decision-makers, integration of a knowledge translation 
plan, inclusion of gender analysis and plans for a strong training and 
mentoring component. A total of $24 million (Canadian) was invested 
in the Teasdale-Corti programme between 2007 and 2012. Fourteen 
teams were chosen to receive funding through a highly competitive 
peer review process. These teams spanned 30 LMICs. Their project 
names and partner countries are provided in Appendix A. The teams 
addressed a range of substantive issues and included biomedical, 
clinical, health services and population health research.

As reflected in the overall aims of the Teasdale-Corti initiative, 
capacity building was a core element of the programme design. During 
an initial meeting of the co-principal investigators for each of the 
projects, capacity building was identified as a priority area for joint 
learning. A plan to assemble the case studies described in this book 
followed that meeting. A grant was subsequently awarded to the editors 
of this book to develop and implement the case study analysis.  

Approach
We began with a review of the literature to identify frameworks that 
captured elements of research capacity building and were consistent 
with a systems approach. Individual teams were invited to write 
chapters that highlighted core elements of capacity building within 
their projects and approaches to assess the impact of these initiatives. 
Seven of the 14 teams contributed chapters, discussing critical issues 
such as leadership for change; linking capacity-building efforts across 
systems or structural levels; and creating a culture of mentorship, 
research support and enabling structures for ongoing capacity building 
and sustainability.  

The overall experience of the teams was captured using a case study 
approach. Thirteen of the 14 teams agreed to participate in this portion 
of the project. This involved a review and analysis of the teams’ annual 
and end-of-project reports, and interviews conducted with Canadian 
and LMIC team members. Results of this composite case study are 
presented in the final chapter along with a discussion of strengths, gaps 
and limitations of indicators used and proposed directions for assessing 
research capacity building in future programmes of research.   
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Highlights for Funding Agencies and Links to Pertinent Chapters

In response to calls for a quantum leap in research capacity building in LMICs, 
funding agencies have developed new funding models.  

Emergent LMIC research funding models address issues such as: career 
trajectories; institutional infrastructure and mentorship support for research; 
tailoring research capacity efforts to a wide range of disciplines in diverse 
fields of science and scholarship; and the inclusion of clinical, community and 
policy partners in the process.

The goals of research capacity building have shifted from a primary focus 
on generating new knowledge to a more encompassing orientation that 
addresses the supply and demand side of research production and use, and 
recognises the need to strengthen institutional systems that enable sustained 
scientific productivity (see Chapter 2 for discussion of a framework for 
research capacity building).

The necessary complexity of using a systems approach to build research 
capacity makes it difficult for donors and others to track, measure and 
account for their investments in this area (see Chapter 10 for a discussion of 
potential indicators).  

This book contains individual case examples that illustrate various approaches 
to capacity building (see Chapters 3–9).

A composite case study of 13 Canadian-LMIC teams funded through the 
GHRI in Canada highlights the strengths, gaps and limitations of evaluation 
indicators. This case study also provides direction for funding agencies to 
assess what research capacity has been built through programmes of research 
(see Chapter 10).
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Chapter

2
Research Capacity Building: 
A Literature Review and 
the Theoretical Framework
Eulalia Kahwa, Nancy Edwards & Natasha Mortley

There have been recurring international calls to redress 
the 10:90 gap in research funding, whereby only 
10% of global spending on research addresses health 
challenges that disproportionately affect 90% of  the 
poor, marginalised and disadvantaged (Global Forum 
for Health Research, 2004). Building capacity for health 
research is widely acknowledged as one of the most 
effective ways to close this gap and achieve sustainable 
development and health equity, particularly in lower- 
and middle-income countries (LMICs) (Commission 
on Health Research for Development, 1990; Gadsby, 
2011; Global Forum for Health Research, 2004; Nuyens, 
2005; United Nations Development Programme, 2010; 
Wellcome Trust, 2013; White, 2002; Whitworth et al, 
2008). To promote greater equity in global research for 
health, the Bamako Call to Action on Research for Health 
(2008) by the Global Ministerial Forum on Research for 
Health strongly recommended that national governments 
build capacity for health research throughout health 
systems by ‘identifying national research priorities; … 
providing a conducive environment for development of 
a strong research culture; … improving education and 
training of researchers; integrating research for health 
within health systems; … and evaluating the impact of 
research for health’ (p. 2).  

In line with these recommendations, progress has 
been made in research production within LMICs over 
the last couple of decades. However, significant capacity 
gaps remain in all fields of health research including 
biomedical, clinical, health services and population 
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health. Various authors (Bennett et al, 2011; Frenk et al, 2010; Kilama, 
2009; Mirzoev et al, 2013; Yamey, 2012) and international panels 
(Interacademy Medical Panel, 2013) have described these research 
capacity gaps and related factors in LMICs. For instance, Kilama (2009) 
highlights the small number of researchers and the lack of competencies 
among researchers, weak research institutions, weak communication 
systems, and lack of opportunities for networking and collaboration in 
some countries and in some fields of research. With respect to clinical 
and health services research, authors in higher- and lower-middle-
income countries describe weaknesses in translating research evidence 
into policy, guidelines and protocols to guide practice (Kilama, 2009). 
Yamey (2012) argues that most evidence-based health interventions are 
not implemented in LMICs mainly due to the ‘know–do gap’ (p.  3). 
Others (Frenk & Chen, 2011; Frenk et al, 2010; Grimshaw, Eccles, Lavis, 
Hill, & Squires, 2012; Saxena, Paraje, Sharan, Karam, & Sadana, 2006; 
WHO Evidence Informed Policy Network (EVIP), 2012; WHO Special 
Programme for Research and Training in Tropical Disease (WHO-
TDR), 2011) have forcefully stated that critical factors underlying this 
implementation gap concern the relevance of research, which has 
predominantly been undertaken in higher-income settings and/or been 
driven by researchers and funding agencies in these settings. 

A lack of contextually relevant research to inform health system 
improvements has been increasingly identified as an important 
constraint to bridge the know–do gap (Luoto, Shekelle, Maglione, 
Johnsen, & Perry, 2014; Orton, Lloyd-Williams, Taylor-Robinson, 
O’Flaherty, & Capewell, 2011; World Health Organization (WHO), 
2005). This pertains to the focus of research in a particular setting, 
and whether applied research has a strong implementation 
orientation (Chambers, Glasgow, & Stange, 2013; Parry, Carson-
Stevens, Luff, McPherson, & Goldmann, 2013; WHO-TDR, 2011). 
A major related challenge concerns how to build capacity for 
health research so that less developed countries are not only main 
beneficiaries of research capacity-building interventions but also 
drivers of their own health research agenda (ESSENCE on Health 
Research, 2014). This includes the identification of priorities for 
utilising research evidence in policy and practice to improve the 
quality of healthcare and reduce the burden of disease (Bennett et al, 
2011; Frenk & Chen, 2011; Yamey, 2012). Finally, the orientation and  
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impact of research capacity-building efforts have also been affected 
by changes in the burden of disease (eg, HIV/AIDS) and subsequent 
shifts in research funding. The double burden of infectious and chronic, 
non-communicable diseases many LMICs are now facing illustrates the 
need for renewing capacity-building approaches to deal with emerging 
priorities (EVIP, 2012; WHO-TDR, 2011; Thornicroft, Cooper, Van 
Bortel, Kakuma, & Lund, 2012; WHO, 2011). 

While there is agreement on the need for capacity building, there 
is no single internationally accepted definition of it (Bates et al, 2006; 
ESSENCE on Health Research, 2011). A common understanding of 
what capacity building means would facilitate the design of appropriate 
research capacity-building interventions and the development of 
tools to measure subsequent improvements. The lack of consistent 
terminology across settings, organisations and individuals presents 
a challenge in planning, implementing, monitoring and evaluating 
outcomes of capacity-building interventions across projects (Cooke, 
2005; Ebbesen, Heath, Naylor, & Anderson, 2004; Goldberg & Bryant, 
2012; Miller, Bryant-MacLean, Coward, & Broemeling, 2009). This 
definitional issue may contribute to differing perspectives regarding 
the most effective and appropriate strategies, targets and foci for 
research capacity-building efforts and how to tailor these to national 
contexts and systems (ESSENCE on Health Research, 2011; Gadsby, 
2011; Ghaffar, IJsselmuiden, & Zicker, 2008; Marjanovic, Hanlin, 
Diepeveen, & Chataway, 2013). 

There are no easy answers to this constellation of challenges. 
However, a framework may provide useful parameters for learning 
from investments in research capacity-building initiatives. As a basis for 
developing a common framework to examine capacity building within 
the projects funded by the Teasdale-Corti programme, we conducted 
a review of the literature. The objectives of this review were as follows: 

• to explore definitions, concepts, approaches and frameworks for 
research capacity building 

• to identify frameworks for evaluating research capacity building in 
healthcare 

• to describe key challenges related to research capacity building in 
LMICs. 
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mEthods

In 2009, we conducted a search of HealthSTAR, CINAHL, PubMed, 
Global Health and SCOPUS databases to identify literature and 
theoretical frameworks related to capacity building. We developed 
a search strategy using keywords to identify relevant articles (see 
Appendix B). In 2012, we repeated our search so that we ultimately 
covered the period from 1999 to 2012.  

Articles were deemed potentially relevant if they were identified 
through a combination of the search terms relating to five concepts (see 
Table 2 in Appendix B). Titles and abstracts were reviewed and full 
articles retrieved for those deemed relevant. Additional articles were 
identified by searching through reference lists of retrieved articles. 
We reviewed all the articles to identify definitions of capacity building 
and potential evaluation indicators. Theoretically oriented articles 
were read in-depth and details regarding underlying constructs and 
frameworks were extracted. 

dEfinitions of capacity Building 
There is no shortage of definitions of capacity building (ESSENCE 
on Health Research, 2011; Goldberg & Bryant, 2012; Hailey & James, 
2003; Miller et al, 2009). Some have described capacity building as ‘an 
elusive concept, [that is] intangible and vague’ (LaFond & Brown, 2003, 
p. 19). Two classes of definitions of capacity building, namely generic 
and research-specific, are instructive. 

Generic definitions
Generic definitions describe the process of capacity building in 
different contexts such as development, health and education. The 
World Bank, for example, views capacity building as the development 
of people and institutions to enable countries to meet development 
goals. In a 1998 document, it describes ‘capacity’ as the combination of 
people, institutions and practices that permits countries to reach their 
development goals. It sees capacity building as investment in human 
capital, institutions and practices.     

In a 2009 document, the World Bank expands on this definition, 
integrating elements of leadership, engagement and ownership. In 
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this more recent definition, capacity building is described as ‘a locally 
driven process of learning by leaders, coalitions and other agents of 
change that brings about changes in sociopolitical, policy-related, 
and organizational factors to enhance local ownership for and the 
effectiveness and efficiency of efforts to achieve a development goal’ 
(World Bank Institute, p. 3). 

The United Nations Educational Scientific and Cultural 
Organization (UNESCO) – International Institute for Capacity 
Building in Africa (IICBA) focuses mainly on skill building to facilitate 
the achievement of development goals through education. It defines 
capacity building as ‘a long-term process of building technical abilities, 
values and attitudes that enable countries, organizations, groups and 
individuals at any level of society to carry out functions and achieve their 
development objectives over time …’ (Morgan, 1997, p. 2). Similarly, 
in a framework for building capacity to improve health, New South 
Wales Health (2001) defines capacity building as ‘… an approach to the 
development of sustainable skills, structures, resources and commitment 
to improvement in health and other sectors to prolong and multiply 
health gains many times over’ (New South Wales Health, p. 3).

Overall, these and other generic definitions of capacity building 
refer to the multi-level and multidimensional aspects of capacity 
building, stressing local ownership of capacity-building initiatives. 
They emphasise its iterative nature; refer to empowerment processes, 
and suggest that capacity building is aimed at improved performance 
and efficiency, and better problem-solving to meet goals and facilitate 
change. 

Research-specific definitions
Research-specific definitions of capacity building vary with respect to 
what capacity is being built. Some definitions exclusively emphasise 
individual capacity building (Finch, 2003; Miller et al, 2009), albeit with 
the intention to produce an aggregated improvement in a particular 
group (eg, ‘the ability within a discipline or professional group to 
undertake high-quality research’ [Finch, 2003, p. 427]). However, many 
of the definitions we found incorporate individual, institutional or, 
even more broadly, systems capacity-building dimensions. Illustrative 
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examples include: ‘enhancing the abilities of individuals, organizations 
and systems to undertake and disseminate high quality research 
efficiently and effectively’ (Department for International Development, 
2010, p. 3) or improving ‘the ability of individuals, organizations or 
systems to perform and utilise health research effectively, efficiently 
and sustainably’ (Bates et al, 2006, p. 1226). Lansang and Dennis 
(2004) also make reference to this broader set of players in capacity 
building, noting that it involves individuals, institutions and nations. 
The Global Forum for Health Research (2004) definition explicitly joins 
up this multi-level approach with broader development-oriented aims 
of research capacity strengthening. It emphasises how the process of 
capacity strengthening yields ‘abilities (individually and collectively) to 
perform functions effectively, efficiently and in a sustainable manner 
to define problems, set objectives and priorities, build sustainable 
institutions and bring solutions to key national problems’ (p. 149). 

Notably, many of these definitions describe the research production 
and dissemination phases, emphasising knowledge translation and 
uptake (Bates et al, 2006; Department for International Development, 
2010; Ghaffar et al, 2008; Lansang & Dennis, 2004). Similarly, Baird and 
Baron (2009) highlight the importance of strengthening both the supply 
and demand side of capacity-building efforts. Others (Global Forum 
for Health Research, 2004; Trostle, 1992; UNDP, 2010) stress research 
application as a means to contribute to sustainable development, noting 
for instance that research capacity ‘encompasses skills associated with 
identifying national health research priorities’ (Ghaffer et al, 2008, p. 
19). Similarly, Gadsby (2011) describes research capacity as inclusive 
of identifying health research priorities, generating and disseminating 
knowledge from research, and getting research knowledge into policy 
and practice.  

Iterative and concept-specific definitions
Two other aspects of research capacity building are apparent in the 
definitions. Some authors discuss the iterative nature of capacity 
building, describing it as ‘an ongoing process of empowering individuals, 
institutions, organizations and nations to: define and prioritize problems 
systematically, develop and scientifically evaluate appropriate solutions 
and share and apply knowledge generated’ (Lansang & Dennis, 2004, 
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pp 764–765). Others highlight the need for context-specific capacity-
building processes. Vogel (2011), for instance, defines research capacity 
strengthening as ‘a context specific, dynamic process that goes beyond 
a technical or value-neutral transfer of skills’ (p. 12). 

Based on these elements, we developed the following working 
definition of research capacity building and then used this as a basis to 
identify relevant conceptual frameworks:

Research capacity building: An ongoing and iterative process 
of empowering individuals, interdisciplinary teams, networks, 
institutions and societies to identify health and health-related 
challenges; to develop, conduct and manage scientifically 
appropriate and rigorous research to address those challenges in a 
dynamic and sustainable manner; and to share, apply and mobilise 
research knowledge generated with the active participation of 
engaged stakeholders and decision-makers.

A systems orientation to research capacity building
Consistent with the working definition presented above, there has 
been a pronounced shift in descriptions of research capacity building, 
from an individual orientation to a systems orientation (Interacademy 
Medical Panel, 2013; ESSENCE, 2014). Traditional models of research 
capacity building focused on building the research skills of individual 
researchers (producers of research), mainly through graduate 
programmes, postgraduate training, mentoring and apprenticeship-
style and learning-by-doing approaches. Earlier indications of a 
systems orientation included the explicit intent of some programmes 
to build a critical mass of researchers in specific institutions, 
settings or fields of research (Edwards et al, 2009; Golenko, Pager & 
Holden, 2012; Higginbotham, 1994; Nuyens, 2005; Wellcome Trust, 
2013). In some instances, this was coupled with or followed by the 
establishment of institutional structures such as research centres or 
formal networks to mobilise this critical mass. Over the past decade, 
a systems orientation to capacity building has taken hold, recognising 
the importance of adequate capacity within not only research 
production systems but also research utilisation systems. Creating 
an interface between academics who generate research and front-
line clinicians, decision-makers and policy-makers who use research 
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has been a primary focus of discussion and effort. Nuyens (2005), for 
example, argues that research capacity strengthening is concerned 
not only with individual researchers and institutions but also with the 
health system as a whole. While individual capacities are essential, 
‘… individual and collective abilities combine in some way into a 
larger overall systems capacity …’ (Morgan, 2005, p.18). This systems 
orientation is reflected in evaluation frameworks to examine returns 
on research investments (Panel on Return on Investment in Health 
Research, 2009), an extensive literature on knowledge translation, 
and more recent funding opportunities for capacity building (Sacco 
et al, 2011; Wellcome Trust, 2013). However, with respect to research 
capacity building within LMICs, a number of recurring challenges 
have emerged (ESSENCE on Health Research, 2011; Mahmood et al, 
2011): 

• establishing and retaining a critical mass 

• making advances in institutional capacity and support that keep 
pace with the production of researchers 

• creating the demand side for research in settings where health 
systems are fragile

• addressing the challenge of limited within-country funding for 
research and the subsequent dependence on external agencies.  

Morgan (2005), who examined capacity from a systems perspective, 
argues that ‘capacity is an emergent property that comes about through 
the interrelations and interactions amongst the various elements of the 
system of which it is a part’ (p. 18). He highlights the intentionality 
that underlies collective capacities, noting that ‘collective capacities 
form within a system and depend to a large degree on the willingness 
of individuals, groups and organizations to collaborate in pursuit of 
shared goals’ (p. 18). 

Nuyens (2005) suggests that research capacity strengthening could 
be addressed at different levels, through various functions of the health 
research system and in multiple phases of the research process. Thus, 
current models of research capacity building emphasise a systems 
approach, using a combination of strategies aimed at individual, 
institutional, organisational, national and international levels, and 
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at research networks (Cooke, 2005; Department for International 
Development, 2010; ESSENCE on Health Research, 2011; Farmer & 
Weston, 2002; Ghaffar et al, 2008; Lansang & Dennis, 2004; Nuyens, 
2005). Ebbesen et al (2004) also note that capacity building occurs in 
many inter-connected domains. They argue that for capacity building 
to take place, there must be change at more than one structural level. 

Cooke (2005) observes that the culture of an organisation in which 
teams and individuals work may have an influence on their abilities and 
opportunities to do research. The interplay and nested relationships 
between the different structural levels may have an effect on outcomes at 
other levels. For this reason, a sound understanding of the relationships 
and interconnections among system levels is key to measuring progress 
in capacity development. As Morgan (2005) notes:

In practice, most systems draw information, resources and 
energy from a whole range of places and span many boundaries 
and levels. The question is less about the identification of the 
hierarchical levels and more about the nature, distribution and 
interconnection of the system actors (p. 15).

concEptual fRamEwoRks foR REsEaRch capacity Building

Conceptual frameworks provide a structured approach to designing, 
coordinating and evaluating the complex processes inherent in 
research capacity building (Bordage, 2009; Goldberg & Bryant, 2012). 
Nuyens (2005) argues that organising frameworks for research capacity 
building is critical in planning capacity-building interventions which 
are ‘more integrated and less fragmented, more coordinated and less 
vertical, more long-term and sustainable, less one-shot and unplanned, 
more client-oriented and less donor-driven’ (p. 35). We sought 
to identify conceptual frameworks that were consistent with our 
working definition of research capacity building and which had some 
demonstrated utility for both implementing and evaluating capacity-
building initiatives.

Our literature review yielded a variety of research capacity-building 
frameworks, ranging from those with a primary focus on individuals 
(Farmer & Weston, 2002; Whitworth, Haining, & Stringer, 2012) or 
organisations (Golenko et al, 2012) to those with a stronger systems 
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orientation (Cooke, 2005; Department for International Development, 
2010; ESSENCE on Health Research, 2011; Ghaffar et al, 2008; Lansang 
& Dennis, 2004). Some frameworks (Department for International 
Development, 2010; Ghaffar et al, 2008; Whitworth et al, 2012) 
highlighted specific competencies that should be addressed through 
capacity-building efforts. All the frameworks incorporated strategies 
and/or incentives that might be used to build research capacity and/or 
identified potential evaluation indicators. However, the rather sparse 
empirical evidence supporting best practices for integrated systems-
oriented approaches to capacity building was notable. 

Frameworks with a systems orientation described the need 
for strategies directed at many levels simultaneously: individuals, 
institutional or organisational, national and international, and through 
networks and collaborative activities (Cooke, 2005; Department for 
International Development, 2010; ESSENCE on Health Research, 
2011; Ghaffar et al, 2008; Lansang & Dennis, 2004). Similarly, these 
authors recommended the concurrent development of human 
resources, enhanced research infrastructure and a strengthened 
research environment as the basis for developing a sustainable national 
health research system. 

A framework to evaluate research capacity building in healthcare
Following a review of existing frameworks, we determined that the 
widely cited framework developed by Cooke (2005) best captured 
the systems orientation and articulated critical dimensions of research 
capacity building more clearly than other frameworks. Given its origins 
in health system research, and more specifically primary healthcare, 
Cooke’s framework (2005) reflects the knowledge production–user 
interface. Others have also presented frameworks reflecting a multi-
level approach (ESSENCE on Health Research, 2011; Ghaffar et al, 
2008; Lansang & Dennis, 2004), but Cooke’s framework has several 
additional strengths. It takes into account the reciprocal influences of 
the research capacity-building process and the implementation context. 
It recognises the influence of the policy context whereby prevailing 
sociopolitical conditions may facilitate or restrict the capacity-building 
process. The framework also explicitly addresses the need to consider 
sustainability and continuity.
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We used this framework as a foundation, but then added a 
structural level and several dimensions to incorporate the wider 
set of findings from the literature review. Before discussing these 
adaptations, we describe the published framework. It was developed to 
measure progress for initiatives aimed at research capacity building in 
healthcare systems. The framework is also intended to provide a basis 
for examining what and how capacity-building initiatives work in the 
short and long term, providing process and outcome indicators for 
measuring progress (Cooke, 2005). 

Cooke’s framework consists of two elements: structural levels and 
dimensions. Four structural levels of capacity development activity are 
identified: individual, team, organisational and the network or supra–
organisational support level (networks and support units). Consistent 
with systems thinking, capacity building occurs within and across 
structural levels, with capacity changes at one level influencing capacity 
development at other levels. 

The six dimensions of research capacity building in Cooke’s 
framework are as follows: 

1) Building skills and confidence: this refers to the development of 
research skills, self-assuredness and a positive attitude towards 
doing and using research. It is achieved through ongoing training, 
mentoring and supervision, sharing of skills and expertise as well 
as providing opportunities to apply acquired skills. The framework 
emphasises the importance of conducting a needs assessment to 
identify capacity-building requirements, and planning capacity-
building interventions that are appropriate to the participants’ 
backgrounds and level of skill development and relevant to different 
professional groups (Cooke, 2005; Farmer & Weston, 2002).  

2) Ensuring research is close to practice: research should be useful, 
relevant and inform practice. This practice orientation stems from 
the fact that the framework was originally developed for primary 
care. The authors emphasise the importance of research questions 
that are generated in consultation with users (practitioners and 
other service providers, and policy-makers), in order to produce 
research evidence that is relevant to prevailing health issues 
and concerns. The framework encourages the use of research 
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approaches and methodologies to facilitate the engagement of, 
and ultimately the uptake of research findings by, practitioners, 
research users and policy-makers. This approach is described as 
fostering development of a research culture. 

3) Developing partnerships and linkages: this is identified as key to 
expanding intellectual and social capital, which can facilitate the 
exchange of research skills, knowledge and expertise. Establishing 
relationships among diverse groups (professional associations, 
practitioners and academics, novice and expert researchers, service 
users, researchers and policy-makers) is the basis for information 
exchange and collaboration that ultimately provides the required 
evidence to tackle complex health problems.

4) Supporting appropriate dissemination: Cooke (2005) recognises 
dissemination as critical for enhancing the social impact of research 
and ensuring that it effectively influences practice. She suggests 
a range of dissemination techniques including peer-reviewed 
publications and conference presentations; the development of 
protocols of care, lay publications, and fact sheets; and using the 
media.

5) Including elements of continuity and sustainability: Cooke suggests 
that the capacity gains of individuals can be sustained by establishing 
essential research structures and by providing opportunities to 
apply and extend knowledge and skills gained into practice. Cooke 
also indicates that establishing mentoring relationships in which 
experienced researchers work with novice researchers is key to 
sustaining capacity. 

6) Making investments in infrastructure to enhance research capacity 
building: the final dimension is an appropriate infrastructure to 
support participation in research and related capacity-building 
initiatives. Illustrative examples include involving both academic 
and management staff to supervise and manage projects, providing 
protected time for research, creating research positions, and 
enhancing knowledge about and access to research funding 
opportunities.

These six dimensions of Cooke’s framework are similar to those 
described in a number of other frameworks (Department for 
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International Development, 2010; ESSENCE on Health Research, 
2011; Ghaffar et al, 2008; Lansang & Dennis, 2004; Panel on Return 
on Investment in Health Research, 2009). However, our review of the 
literature suggested the need for some revisions to and expansion of 
Cooke’s framework. We added a fifth structural layer (national research 
infrastructure/bodies), modified two dimensions (close to practice 
and dissemination to maximise impact) and integrated two other 
dimensions (leadership and empowerment). Each of these is discussed 
below. Figure 2.1 presents the modified framework that we then used 
to guide the composite case study outlined in the final chapter of this 
book.

RESEARCH  
CAPACITY  
BUILDING

National Research

SOCIO-POLITICAL & POLICY CONTEXT

Network & Support

Health Services

Teams
Individuals

Skills & confidence

Research applicability
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Dimensions from the original framework

Modifications from dimensions in original framework

Additional dimensions to original framework

Figure 2.1 The integrated framework. This figure illustrates the elements/
dimensions we added to Cooke’s (2005) framework as a result of our 
literature search.
Source: Adapted from Cooke (2005, p. 44)
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The structural layer, national research infrastructure/bodies, 
was added to Cooke’s framework as there is growing international 
consensus that this is an essential system element needed to sustain 
research capacity (ESSENCE on Health Research, 2011; Ghaffar et al, 
2008; Lansang & Dennis, 2004). 

Within Cooke’s framework, the dimension close to practice is 
specific to clinical care. We broadened this dimension to cover other 
domains of health research, specifically health services, policy, and 
biomedical, clinical and population health. We have therefore expanded 
this dimension and called it research applicability, referring to the 
importance of making research relevant to the priorities and challenges 
of countries, organisations, institutions and key stakeholders. 

Appropriate dissemination to maximise impact is another dimension 
in Cooke’s original framework, but this implies a one-way flow of 
information. Extensive literature in the field of knowledge translation 
indicates that a more complex set of push-and-pull strategies is 
necessary to maximise the uptake and impact of research in practice, 
programmes, and policies (Ginsburg, Lewis, Zackheim, & Casebeer, 
2007; Lavis et al, 2012; Lomas, 2007). We therefore modified this 
dimension to appropriate dissemination and knowledge translation to 
maximise impact. 

We added the dimension of leadership to the framework since it 
has been identified as ‘one of the key factors that facilitates research 
capacity building’ (Ghaffar et al, 2008, p. 55) and authors have described 
its pertinence at all system levels (Frenk et al, 2010). Leadership skills, 
such as servant leadership approaches ( Jackson, 2008), are necessary 
at the individual and team level to enable senior researchers to support 
junior researchers and to champion the development of institutional 
supports for research (including protected time for research) and 
essential technical and human infrastructure, such as research space 
and information technology, financial and administrative policies and 
procedures, ethics review processes, and experienced research staff. 
At the organisational level, successful capacity building is dependent 
on dynamic leadership with a long-term vision. Competent and 
committed scientific leadership is needed for various aspects of the 
work, including fundraising; managing teams; developing institutional 
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strategic research priorities that are mirrored in the recruitment of 
faculty, graduate students and postdoctoral fellows; and engaging with 
national and international research networks and decision-makers 
(Ghaffar et al, 2008; Nchinda, 2002). Leadership and management 
competence are also necessary for effective national health research 
systems (Lansang & Dennis, 2004). Political will and vision are required 
at the highest level of government (Bamako Call to Action on Research 
for Health, 2008), and competent leaders need to be stewards of the 
health research system. 

Finally, we added the dimension of empowerment to the framework. 
Empowerment is the process by which all stakeholders are given the 
necessary tools to engage in and undertake effective and relevant 
research (Farmer & Weston, 2002; Lansang & Dennis, 2004; Rifkin, 
2003). It is particularly relevant to research capacity building within 
LMICs because it can help shift the power dynamics and subsequently 
the control over decisions about resources when research funds are 
externally driven (Goldberg & Bryant, 2012; Rifkin, 2003). Thus, the 
addition of empowerment to the framework emphasises the need 
to give LMIC researchers and research users the power to prioritise 
context-relevant approaches to capacity building, and to use and 
mobilise fully their skills, influence, networks and resources to get 
things done. This is an essential dimension to influence both shorter 
and longer term change. 

Recommended approaches for effective research capacity building 
In line with the modified version of Cooke’s framework, a number of 
approaches that are critical for effective research capacity building are 
described in the literature. These include assessing capacity-building 
needs and gaps, involving stakeholders at the outset and throughout 
the entire process, and using systems-oriented and participatory 
approaches to build partnerships. In order to be effective, research 
capacity-building initiatives have to start with assessing existing 
strengths, gaps and needs at individual and organisational levels 
(Cooke, 2005; Department for International Development (DFID), 
2010; UNDP, 2010). Interventions can then appropriately build 
on those strengths and local expertise to tailor capacity-building 
strategies to particular contexts (Baillie, Bjarnholt, Gruber, & Hughes, 
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2009; Department for International Development, 2010; ESSENCE 
on Health Research, 2011).

The United Nations Development Programme (UNDP) (2010) 
describes capacity assessment as ‘an analysis of desired capacities against 
existing capacities, which generates an understanding of capacity assets 
and needs that informs the formulation of a capacity development 
response’ (p. 2). DFID (2010) proposes a four-step approach to research 
capacity building which entails capacity assessment, strategising 
and planning, implementation and monitoring and evaluation. The 
assessment process involves an analysis and identification of strengths 
and weaknesses at the individual, institutional and organisational levels. 
DFID suggests conducting a skills audit to identify knowledge gaps and 
the quality of research produced in order to identify training needs. 

Capacity assessment at the organisational level should focus on 
systems, resources and core capabilities, and should be undertaken 
collaboratively by engaging all key partners (DFID, 2010). Engaging 
stakeholders in consultative processes about capacity needs has been 
identified as key to the success of interventions (Cooke, 2005; Ghaffar 
et al, 2008). However, conducting a detailed assessment, particularly 
in resource-poor settings, may prove a big challenge depending on 
the context, the diversity of stakeholders, their interests and available 
resources (Goldberg & Bryant, 2012).

Both Cooke’s framework (2005) and the ESSENCE document on 
health research (2011) highlight the importance of analysing contextual 
factors such as socio-cultural norms and practices within organisations, 
as well as the broader socio-political and policy contexts, in order to 
understand the opportunities for and barriers to capacity building. The 
authors suggest that identifying critical gaps in research capacity at the 
design phase of a project or activity will enable those gaps to be addressed. 
According to the Department for International Development (2010), 
an understanding of existing capacities and the contextual factors that 
might influence the capacity-building process will facilitate needs-based 
priority-setting for research, build on existing skills and experiences, 
and form a basis for monitoring and evaluation. Morgan (2005) proposes 
a situation-specific contextual analysis and emphasises the importance 
of recognising the capacity to adapt to change and innovation. 
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Consistent with the principles articulated in the Paris Declaration 
on Aid Effectiveness in 2005 and the Accra Agenda for Action in 2008, 
Marjanovic et al (2013) suggest the alignment of capacity-building 
initiatives with the researchers’ experiences, interests and capacity-
building needs, and with institutional research agendas and regional 
health priorities. They also note that identifying capacity-building 
priorities with all partners at the onset, through a consultative process, 
contributes to early stakeholder buy-in. Bates et al (2011) suggest a phased 
approach to capacity building and emphasise engaging stakeholders 
from the start. Similarly, a report by ESSENCE on Health Research 
(2011) concludes that effective capacity building requires approaches 
which align with local, national and institutional research priorities.  

Effective capacity building also requires enabling approaches and 
processes which support systems learning (Morgan, 2005; ESSENCE 
on Health Research, 2011). Lansang and Dennis (2004) suggest 
that a combination of short- and long-term, multi-level strategies 
will contribute to a sustainable system of health research in LMICs. 
Additionally, adequate human resources in number, type, skill levels 
and mix are key components of research capacity-building processes. 
They propose the use of joint approaches such as co-supervising and co-
leading graduate/postgraduate training, and establishing institutional 
partnerships between developing and developed countries or linking 
centres of excellence in different LMIC countries. 

According to Lansang and Dennis (2004), an effective health 
systems research entity in developing countries requires ‘competent 
indigenous scientists and a strongly supportive and enabling 
environment that will allow research communities to grow’ (p. 764). 
Therefore, training programmes for research users, such as policy-
makers, programme managers, healthcare practitioners and civil 
society, are necessary. This kind of activity would foster knowledge 
sharing and contribute to developing a critical mass of researchers and 
stakeholders, creating an environment in which the producers and the 
users of research can learn together and contribute to the development 
of a health research agenda (Hoffman et al, 2012). 

Capacity building occurs through inter-relationships and 
interactions (Morgan, 2005). Processes involving feedback and 
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mentoring, information sharing and knowledge management are 
critical. Lansang and Dennis (2004) highlight the development of 
partnerships between developing and developed countries as key to 
reducing global inequities and facilitating mutual access to new ideas, 
technical expertise, best practices and resources. They recommend 
learning-by-doing approaches, supported by developmental or seed 
grants and hands-on training provided through ongoing mentorship 
programmes that complement individual training. Participatory 
approaches can facilitate the development of partnerships and 
networks, by engendering a commitment to learning and ultimately 
the ownership of newly acquired knowledge, skills and experiences. 
Furthermore, participatory processes enable participants to learn 
experientially, share knowledge and ideas, and work together 
toward common learning goals. These approaches may also 
empower participants to analyse their own situation critically, 
identify factors that hinder or facilitate their capacity and take steps 
to improve it (Neilson & Lusthaus, 2007). Flexibility is necessary 
so that differences in learning styles and pace can be acknowledged 
and taken into account to build on the group’s existing knowledge 
and experiences.

kEy challEngEs

Monitoring, measuring and evaluating research capacity building is 
necessary to determine progress, examine intervention effectiveness 
and assess whether the investments in capacity building are producing 
the desired outcomes (Bates et al, 2011; Cooke, 2005; LaFond & Brown, 
2003; Wellcome Trust, 2013). But there are some critical challenges in 
this field.

Lack of consensus on the concept(s) and definition of research 
capacity has adversely affected the development of meaningful 
assessment, monitoring and evaluation measures (LaFond & Brown, 
2003). In part, this may account for the lack of valid and reliable 
measures to assess capacity development. In addition to these concerns 
and constraints, Hughes, Black and Kennedy (2008) identified two 
factors which have affected research in this field: 

1) the context-specific nature of tailored research capacity-building 
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interventions and the limitations this poses on the external 
generalisability of findings

2) the inherent complexity and multidimensional nature of capacity-
building strategies. 

Both these factors make it difficult to attribute successful elements to 
specific interventions. 

Lack of research funding, particularly in LMICs, is one of the main 
issues adversely affecting the development of strong and active national 
research systems (Lansang & Dennis, 2004). Many researchers and 
organisations based in LMICs seek funding from international agencies 
based in higher-income countries because of the lack of local funding. 
However, the dependency of LMICs on external funding from donors 
may result in short-term, intermittent and fragmented capacity-building 
initiatives. For highly trained researchers, the lack of local funding 
may limit their career options and encourage them to seek academic 
posts outside their country, contributing to a brain drain (Lansang & 
Dennis, 2004). This in turn jeopardises institutional capacity and local 
mentorship and supervisory support for trainees (ESSENCE, 2014). 
LMIC’s dependence on external donors also means that donors have an 
undue influence on setting agendas, which may not reflect the health 
research needs and priorities of the recipient countries. The research 
findings may neither respond to national priority issues nor be valued, 
leading to low demand for research generation (Ghaffar et al, 2008). 
South—South partnerships among LMICs have been described as one 
means to address some of these issues (ESSENCE, 2011).

A third challenge concerns the lack of recognition and tenuous 
career paths for researchers in developing countries (Cooke, 
2005; Ghaffar et al, 2008; Segrott, McIvor & Green, 2006). Uneven 
opportunities for graduate training in certain fields and the lack of 
funding opportunities for postgraduate training have also been cited as 
research career barriers (Edwards et al, 2009; Segrott et al, 2006). For 
those who have completed graduate preparation, low salaries, lack of 
status and limited opportunities for career growth have been described 
as key factors that undermine research capacity building. Proactive 
retention strategies for experienced researchers in LMICs are badly 
needed (Ghaffar et al, 2008). 
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Research infrastructure constraints have been described as another 
important challenge in many LMIC settings. Regardless of the discipline, 
the growing digital divide is of particular concern. While fundamental 
global changes to the dissemination of knowledge, including publishing 
in open access journals, are helping to make research more accessible, 
access is still dependent on critical intermediate technology and related 
supports such as computers, regular internet providers and technical 
support, and electricity. This digital divide has many direct and indirect 
consequences. It may adversely affect the quality of research applications 
submitted by those in LMICs and it influences the scope and scale of 
research networks. Other infrastructure constraints in LMICs are the lack 
of laboratories, modern research equipment and office space in which 
to accommodate researchers. These deficiencies may hinder research 
productivity and influence the quality of research produced in LMICs.

conclusion

The importance of a systems approach to research capacity building 
for health research in LMICs has been well articulated. Numerous 
challenges must be overcome to make significant gains in this arena. 
Several multi-level and systems-oriented frameworks for research 
capacity building exist. We have proposed modifications to Cooke’s 
existing framework, integrating many of the research capacity-building 
concepts we have identified in the literature. The following chapters 
illustrate how the Teasdale-Corti teams operationalised and assessed 
various dimensions of capacity building and the challenges they faced. 
The final chapter uses our amended framework as a basis for identifying 
the indicators to assess capacity building across a composite case study 
by the Teasdale-Corti teams.
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Highlights for Funding Agencies and Links to Pertinent Chapters

A scoping review explores definitions, approaches and frameworks for 
research capacity building that are pertinent to LMICs. Detailed methods for 
the review are provided in Appendix A.

The definitions of research capacity building make reference to its multi-
level and multidimensional structure, stressing the importance of local 
ownership of capacity-building initiatives. Capacity building is described as 
iterative; context-specific, involving empowerment processes for individuals, 
organisations and nations; and encompassing knowledge production and 
use. It is aimed at improved performance and efficiency, and better problem 
solving to meet goals and facilitate change.

There has been a pronounced shift in concepts of capacity building from those 
targeting individuals to those with a systems orientation.

Cooke’s framework for research capacity building is introduced. It contains six 
dimensions which are featured in case studies in later chapters:
• building skills and confidence (Chapters 3, 5, and 7) 
• ensuring research is close to practice (Chapters 4 and 7) 
• developing partnerships and linkages (Chapters 3, 6, 7 and 8) 
• supporting appropriate dissemination (Chapters 7, 8 and 9) 
• including elements of continuity and sustainability (Chapters 6 and 9) 
• making investments in infrastructure to enhance research capacity 

building (Chapter 6).

Our changes to Cooke’s framework include adding a fifth structural layer 
(‘national research infrastructure/bodies’), and modifying two dimensions 
(‘close to practice’ and ‘dissemination to maximise impact’). We also integrate 
two new dimensions (leadership and empowerment). Examples of these 
dimensions appear in most of the case studies.

The following key challenges to research capacity building in LMICs are 
identified:
• few valid and reliable measures to assess the complex entity of capacity 

development and the context-specific nature of tailored research capacity-
building interventions (see Chapter 10 for a discussion of indicators)

• lack of local research funding, coupled with a dependence on external 
donors (see Chapters 3, 4 and 6 for examples of innovations in funding) 

• lack of recognition and tenuous career paths for researchers and the need 
for proactive retention strategies for experienced researchers in LMICs 
(see Chapters 5 and 6 for a discussion of approaches used)

• research infrastructure constraints and the digital divide (see chapters 6 
and 8).
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The Revitalizing Health for All: Towards Comprehensive 
Primary Healthcare (RHFA) project began in 2007 as an 
innovative health study formulated and implemented 
by approximately 50 collaborators in some 20 countries 
throughout Africa, Asia, Latin America, Europe, North 
America and Australia. The project was concluded in 
July 2011. The principal goal of the RHFA project was 
to enhance the capacities of researchers to generate and 
use new comprehensive primary healthcare (CPHC) 
research knowledge for policy and programme change 
in specific country contexts. As outlined in the Alma Ata 
Declaration (World Health Organization & UNICEF, 
1978), comprehensive primary healthcare (CPHC) not 
only combines first-line medical and allied healthcare 
workers offering a range of care from prevention to 
treatment but also includes other elements such as equity 
of access, collaboration across sectors beyond health, 
and community empowerment and participation in 
the services made available. The importance of primary 
healthcare was reaffirmed on the 30th anniversary of 
the Declaration in the WHO World Health Report 2008 
(World Health Organization, 2008) and a special issue of 
The Lancet was devoted to the theme (The Lancet, 2008).

From the outset, the RHFA project aimed to improve 
‘research-to-action’. To do so, 20 research teams, from 16 
countries and four different regions, were accepted into 
the RHFA project to conduct new studies on CPHC and 
to participate in annual capacity-enhancing workshops 
in all aspects of such studies facilitated by RHFA project 
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faculty. Uniquely, all research projects had to be comprised of triads: 
early career researchers, research users and senior research mentors. 
By establishing such mixed research teams, it was anticipated that the 
research undertaken would better suit the needs and interests of the 
research user, would find stakeholder support throughout the data 
collection process, and would increase the likelihood of uptake or 
implementation of the research findings. No explicit theory for the use 
of triads was used in this research study. Rather, the concept of triads 
was developed from the two co-principal applicants’ experiences in 
enhancing research capacities in low-resource settings (such as many 
low-income countries), where the role of research mentors is important. 
In the several community/university research partnerships undertaken 
by Labonté in the 1990s and early 2000s, the engagement of research 
users throughout all stages of research activity (including design of 
questions, methods, analyses, and final write-up and publication) proved 
successful in developing policy responsiveness to the study findings. 

The researcher in each team was an individual at the early stage of his 
or her career and was assigned to manage, facilitate and implement the 
research project. The research user was a health practitioner, manager 
or policy-maker in a mid- or senior-level position. Finally, the mentor 
was an experienced researcher who was required to help develop and 
nurture the collaboration between the early career researchers and 
research users. All three members of the team had to submit a letter 
signed by their institutions stating that they would be given the time 
to commit to this project and participate in the capacity-building 
and research process over a three-year period. Together, they would 
develop the research protocol, implement the study and disseminate 
the findings.

Our funded mixed teams conducted regular self-assessments of the 
effectiveness of their partnerships in order to advance their projects’ 
potential to transform research into practice. This process began with 
a structured exercise during the second round of regional training 
sessions with the focus on some of the key elements of a ‘knowledge 
translation and exchange’ (KTE) process:

• Context evaluation: what problems and conditions are most 
appropriate to research/research-user engagement? Context 
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evaluation assumes that some research may not be adopted by 
research users, either for political or potential bias reasons, or due to 
time and financial constraints. Although this was discussed among 
the groups, we were confident that the process by which we had 
elicited expressions of interest for research triads, and the time spent 
refining research questions and approaches during the first regional 
meeting, had already ensured that the problems they were studying 
were a good fit for such engagement.

• Process evaluation: how can the researcher/research-user 
relationship be best developed and conducted? The process 
evaluation addressed such issues as trust, reciprocity/benefit 
sharing, confidentiality, day-to-day research task management, data 
analysis and interpretation, ‘ownership’ and use, publication and the 
means by which these relationship issues could be best managed by 
the teams. It also explored barriers and the organisational conditions 
that enable effective KTE experiences.

• Outcome evaluation: what new or different changes arise among 
researchers/research users (and their institutions) as a result of 
the team/KTE experience? Outcome evaluation examined the 
perceived benefits to the parties of a KTE experience. These 
benefits could be in terms of new content knowledge gained; new 
appreciation for the demands faced by researchers, and by policy 
and programme decision-makers; new opportunities; an assessment 
of whether benefits offset costs; and other outcomes that directly 
affect the individuals and their organisations participating in the 
KTE experience.

• Impact evaluation: how did the researcher/research-user partnership 
and overall KTE experience improve the potential to achieve greater 
health equity within and between population groups? Impact 
evaluation in our study consisted of a final reflection by research 
teams on what they anticipated in new policy or programme changes 
based upon their strategies to: 1) locate their own study within a 
broader research literature, and 2) share the findings across a wide 
range of individuals, groups and organisations they had ‘mapped’ 
(described later) as being important to achieve the research-
informed changes. 
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sElEcting paRticipating tEams: thE fiRst assEssmEnt of 
potEntial foR capacity dEvElopmEnt

A ‘call for expressions of interest to participate in new research and 
research training in CPHC’ was broadly circulated in English and 
Spanish through the Teasdale-Corti CPHC network and relevant 
listservs, notably that of the People’s Health Movement. Among the 
criteria for submitting an expression of interest (EOI) was that each 
team had to be made up of three individuals: 

1) an early career researcher

2) someone working in health systems development or implementing 
primary healthcare policies or programmes (ie, a research user) 

3) a mentor or more senior researcher with experience in research on 
CPHC, health systems, health and development or other related 
social development areas. 

Eighty-five applications were received. These were separated by 
region and given to regional teams of evaluators along with a protocol 
for reviewing the EOIs, which included a scoring chart. The protocol 
enabled evaluators to score the EOIs on 18 different criteria, which 
included the following:

• whether the research-user team member had a mid- or senior-level 
position capable of ensuring relevance and uptake of the research 
findings

• the effectiveness of the proposed strategy for working with a broader 
network of research users to ensure relevance and uptake of the 
research findings

• the potential for research activity to build the research capacity of 
early career researchers

• the degree of engagement of research triad members with civil 
society groups active in promoting CPHC reforms/programmes 
within their community or country context.

These criteria ensured that teams had the fundamental capacities 
to engage critically with the research, and to enhance the research/
research-user relationship as the study progressed. In the end, 20 teams 
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were selected for participation in the FH (RHFA) project. Two extra 
teams based in Ecuador and Nicaragua participated in the regional 
training sessions in Latin America at their own cost throughout the 
life of the project. Another team in Asia (Gonoshasthaya Kendra in 
Bangladesh) also participated in the regional training sessions in Asia, 
at their own cost, although extra funding was sought and received from 
IDRC to cover the costs of carrying out their research.

mEntoRing guidElinEs

Given the important role of the mentors in the research partnerships, 
the RHFA project staff researched existing guidelines on mentoring 
and developed its own set of mentoring guidelines. These guidelines 
were delivered and discussed with the mentors at the end of the first 
round of regional training sessions (see Box 3.1).

Box 3�1 Guidelines for Mentors

As mentors to teams of researchers and research users formulating and 
implementing research projects on CPHC, you hold knowledge and experience 
which will accelerate their process of learning. The main features of mentoring 
are that you help the researcher and research user (hereafter referred to as 
the ‘team’):
• think critically
• think realistically (ie, what can realistically be done in the parameters of 

time, funds and resources at hand)
• think ethically (keep the team thinking about the community intended to 

benefit from the research; ensure the community is involved)
• think strategically (eg, how will the ideals, questions and findings studied 

fit into the policy agenda of decision-makers?).

Over the course of the research, mentors should plan to have regular meetings 
with their teams either in person (if the stipend budget enables such meetings) 
or virtually.

The mentor’s principal role is to provide guidance and support to the team and 
ensure that it is undertaking the research according to schedule and budget. 
Sometimes, unexpected challenges arise threatening the development and 
implementation of the research. It is at this time that teams need the extra 
support which comes from the experience and wisdom of mentors.
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Development of the research protocol phase
During this phase of the research, mentors can assist by
• guiding the team to apply what they learned in the regional training in 

developing a successful research protocol
• ensuring the researcher and research user are working together
• challenging the team to stick to their schedule
• ensuring the team is giving appropriate consideration to the community 

they are researching
• ensuring the team seeks ethics approval from the relevant body (note that 

continued funding for research under the RHFA grant is incumbent on 
obtaining ethics approval by the relevant domestic body)

• ensuring compliance with the terms of institutional ethics approval for 
carrying out the research.

Research and data analysis phase
During this phase of the research, mentors can assist by
• checking that the team is sticking to their schedule
• providing critical input when the team undertakes the literature review 

(eg, by suggesting literature to review or advising on the review process)
• checking on the quality of the research process
• being ‘on call’ to provide advice, particularly when challenges arise
• providing guidance on preliminary data analysis.

Knowledge translation phase
The mentors will assist the team to
• focus on how best to undertake knowledge translation
• present the data in a manner which suits the audience
• identify where best to publish or present their results
• develop policy briefs
• engage with policy-makers.

Other support throughout the research
Mentors can also help the team access other resources if needed to complete 
the research.

Communication with RHFA project managers and regional 
trainers
Mentors can contact any of the RHFA project managers or regional training 
coordinators for feedback or support.
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mEthodology

All team members participated in three annual training sessions, 
offered over three years, and representing over four weeks in total, in 
which aspects of research and policy development were explored. The 
curriculum at the first training session addressed the following:

• understanding the history, theory and practice of CPHC

• an overview of basic research and evaluation skills for proposed 
studies

• revision and development of research protocols from original EOIs.

By the end of the training session, teams were expected to have 
collaboratively developed and finalised robust research protocols 
which were ready to be submitted for ethics approval by local academic 
institutions.

At the second training session, teams reviewed and analysed 
preliminary results from their field research. The facilitators also 
worked to help them develop preliminary knowledge, translation 
and exchange strategies. At the third and final training session, teams 
presented the final analyses of their research findings and discussed 
their publication strategies. The facilitators addressed how researchers 
could build up their skills in relation to dissemination of the research 
results (eg, through the media or in policy reviews).

Given the emphasis on ‘hands on’ learning and capacity 
enhancement that characterised the project, the triads were asked to 
assess the effectiveness of their partnership. At each training session, 
teams were given time to reflect on the ‘triad’ experience. They 
described the difficulties, expected and unexpected challenges, and 
successes they had encountered while working together as a team, as 
well as the strategies they had developed to overcome these problems.

A generic KTE and outcome mapping curriculum was adapted 
prior to the training and incorporated into each of the regional training 
sessions. The KTE curriculum drew extensively from the SUPPORT 
tools for evidence-informed health policy making (STP) resource 
(Oxman, Lavis, Lewin, & Fretheim, 2009a; 2009b), while the mapping 
exercise was adapted from the outcome mapping tool developed by 
IDRC (Earl, Carden, & Smuytlo, 2001). 
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Most of the work done by the triads in developing their dissemination 
strategy using these tools began in the second regional training session. 
This work included the creation of detailed charts and visual maps of 
those with whom they worked (‘boundary partners’) who would be in 
positions to change policies or programmes based upon their own study 
findings, and the larger context of the studies and literature reviews 
undertaken by the RHFA project as a whole. This work was revisited for 
discussion and updating at the third regional training session. 

To help the core faculty and research triads understand how well 
this novel research team approach was working, teams were sent a list 
of questions (see Box 3.2) prior to the second regional training session 
and they were asked to prepare responses ahead of time. They were also 
given a small portion of time to prepare during the training sessions.

Box 3�2 Questions on Research / Research-User Partnerships

1. How did the triad work together during the research period (frequency of 
meeting, nature of meeting, or any other forms of interaction)?

2. Did the triad experience challenges working together?
3. Did their research/research-user partnership(s) bring forth benefits or 

barriers in preparing research protocols? If so, what were these?
4. How were both parties involved in the development of the research 

protocols and data collection?
5. What suggestions do you have for how the research/research-user 

partnership can be improved?
6. What were the major barriers or benefits arising from the researcher/

research-user partnership(s) up to now?
7. What obstacles or opportunities from this researcher/research-user 

partnership might exist in the next phase of your research (ie, the data 
analysis and drafting of findings)?

8. How do you see such research partnerships contributing to the uptake 
of your findings by ‘boundary partners’ — and specifically in advocating 
for the implementation of more comprehensive approaches to primary 
healthcare?

9. Given this Teasdale-Corti experience, to what extent would you as a 
researcher or a mentor and a research user insist on an identical or similar 
type of arrangement in other/future research projects? Would there be 
anything that you would modify or change in terms of the arrangement 
that has existed within this project?
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At the third (and final) regional training session, teams were asked to 
reflect on a similar set of questions that focused more closely on their 
experience in their triads. Answers to both sets of questions and the 
discussions that followed are summarised in the following section.

fEEdBack fRom tEams

On the triad experience 
Overall, triad groups met quite frequently (monthly) and informally 
to discuss the scope of the research. Meetings were held in person, 
via e-mail, by teleconference, or by Skype or Vonage. Regular 
communication was upheld between the researcher and the research 
user. The frequency of the meetings was dependent on the need for 
discussions about specific issues at that time.

Working in a triad was phenomenal. I really feel that the 
arrangement is a revolutionary innovation and hope that it will 
be replicated in many research initiatives in the future. Working 
with a mentor and a research user made for rich and stimulating 
input while the research user added a practical dimension. We as 
researchers/academics have now forged a long-term relationship 
(researcher).

I really appreciate the ‘triad’ concept. This has made it possible 
to bring out the best – to hand hold the young researcher, utilise 
the wisdom of mentors and include the research user from the 
beginning to facilitate ownership of the research findings and 
recommendations. It was a good learning experience (research 
user).

It was lovely to work with (researcher) and see her growing 
confidence in writing and analysis over the course of the project 
(mentor). 

On the challenges experienced
The biggest challenge reported was that of getting everyone together 
for physical meetings. Multiple teams also reported having difficulties 
with virtual meetings due to time differences, internet connectivity 
and speed, and the differing availability of participants. A few teams 
reported that they experienced no difficulties at all working together.
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On benefits or barriers in preparing research protocols as triads
The positive reports included the advantage of research protocols 
already addressing the various possible approaches and interests. It 
was also stated that the joint (researcher/research user) preparation of 
research protocols played a role in quick and successful ethics approval, 
field-trip preparations and easy collaboration with universities.

As a research user — a total pragmatist and definitely not an 
academic — this has been a fascinating learning experience for 
me. I have always been a user of anecdotal information in project 
proposals and reports; I now see its place in a rigorous framework 
of a research protocol to bring data to life and communicate the 
living reality of some pretty graphs and tedious tables that are 
produced by quantitative methods.  I love these mixed methods 
(research user).

The only barriers addressed were those of differing skill sets and interests.

On how the researcher/research-user partnership can be improved
Many suggestions were made, including the following:

• Have more time for preliminary discussions to get a sense of research 
users’ needs. 

• Have regular interaction and updates.

• Attempt a joint effort in publication (many teams have done this).

• Have joint participation in international seminars and meetings 
(some teams have managed to do this).

• Share the results of the study within both the researcher’s and the 
research user’s organisations for broader partnerships (all teams 
have accomplished this task).

• Establish broader stakeholders within the country (eg, with domestic 
or international NGOs); this was partly accomplished through one 
or two day open events that took place during each regional training 
session. 

• Have joint presentations of the research (this was accomplished by 
several teams).



Chapter 3  Improving ‘Research-to-Action’ through Research Triads

49

• Make a link between the researcher and government body (policy-
makers, local universities, etc) through the research user so that 
the research findings can be effectively disseminated and research 
findings can be translated into policy (this was achieved by many of 
the teams).

• Better engage the research user in different stages of the study (this 
varied by the availability of the research user, but was a characteristic 
of all teams).

On the major benefits or barriers arising from the researcher/
research-user partnership 
The benefits that were reported include:

• having an opportunity to work together and translate research 
findings into action

• gaining access to relevant actors in government

• gaining access to rich resources of government primary healthcare 
policy documents for review

• gaining access to facilities, clinics and the like

• assistance in overcoming complicated official bureaucracy.

As a researcher who was early in the field, the triad gave me 
the space to grow in leaps and bounds. It gave me the space to 
take a lead in the content direction of the research. It gave me 
the space to make fundamental decisions regarding the research 
process and most importantly, the triad showed confidence in me 
to present our work to the rest of the world (researcher).

Few barriers were reported, in some cases, as a result of differing 
interests between researchers and the research users.

On obstacles or opportunities arising from this form of partnership 
The opportunities that were noted included the informal addition of 
research users, ie, although only one research user may have been 
formally indicated as a member of the team, that research user was 
able to draw in other research users. This allowed for better input and a 
strengthening of the projects.
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Other opportunities were the learning and gaining of experience in 
performing qualitative research, which would help strengthen linkages 
within field sites. Partnerships in publication, and exploring further 
joint research, were other opportunities mentioned.

I would also like to thank you for the opportunity to participate 
throughout the process, and I would like to say that as a research 
user, the experience was very enriching. It was much more than 
just researching the answers to questions, I was able to review 
the vision of comprehensive primary care, its different concepts 
and understandings, in different contexts (research user).

Again, few obstacles were noted with the exception of difficult time 
factors and the complexity of data analysis and interpretation.

On how research partnerships contribute to the uptake of findings 
by ‘boundary partners’ 
The mapping exercise was instructive in that many teams began by listing 
every potential interested group, creating an impossibly large wish 
list. The requirement to name specific people to approach, how they 
would do so, and what they expected to achieve by this (from minimal 
response to idealised outcome) forced an important condensing of the 
impossible to the feasible. Triads reported that they saw their research 
partnerships contributing to successfully raising primary health care 
(PHC) issues with policy-makers/stakeholders in health, generating 
public debates on PHC, providing information to NGOs for advocacy 
for change, and to informing/influencing policy-makers so that policies 
may be reviewed or changed.

On overall lessons learned on research/research-user partnerships 
Triads reported many lessons learned through their team experience. 
The following were recurring themes gathered over the course of the 
research, notably from the second and third regional training sessions; 
and then from the final global meeting of all of the research teams held 
in Ottawa in June 2011:

• Have flexible research protocols to be able to adapt to field realities.

• Ensure clear role definitions for members of the triad.
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• Ensure research users engage actively in the study itself, to increase 
their sense of ownership in the study and its findings.

• Ensure researchers are engaged in policy making and implementation.

conclusion

The feedback from the research groups on the triad experience was 
overwhelmingly positive. Most groups suggested that having individuals 
with different expertise enhanced the research relevance and usefulness 
as well as the ability to develop relationships and disseminate the 
research findings. The major negative factor appeared to be difficulty 
communicating between group members due to location differences 
and schedule conflicts. 

The involvement of the research user was perceived as significantly 
increasing the opportunities and effectiveness of the programme 
for better relationships with both policy developers and local health 
workers. Many of the teams commented that the triad was a model that 
other researchers, government organisations, NGOs and communities 
could use to strengthen their research-to-action, and to bridge 
effectively the worlds of people engaged in policy and programme 
design and implementation, and those involved in generating research 
and evaluation evidence. 

One interesting and unexpected finding from the overall 
experience of the triads was that: the distinction between researcher 
and research user was often artificial and, in some cases, was resented. 
‘Research users’ were often competent researchers themselves and not 
passive consumers of research knowledge or subordinate members to 
the methodological expertise of researchers. Researchers, in turn, often 
had important insights into programme and policy work. In one case, 
there was actually a full swapping of roles within the research triad as 
the political context of the study changed: the original research user 
became the junior researcher, the junior researcher became the research 
mentor, and the research mentor became the research user. This in no 
way weakens the conceptual importance of establishing research triads, 
but cautions that care and sensitivity need to be invoked when assigning 
the different labels. 
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Chapter

4
Developing Capacity 
through a Participatory 
Action Research Approach
Amy Bender, Nancy Edwards, Eulalia Kahwa & Dan Kaseje 

Common sense suggests a natural fit between 
participatory action research (PAR) as a methodological 
approach and capacity development as an objective in 
international health research. This fit is explored more 
closely in this chapter, drawing from the experiences 
and outcomes of the Strengthening Nurses’ Capacity in 
HIV Policy Development in sub-Saharan Africa and the 
Caribbean programme (hereafter, Strengthening Nurses’ 
Capacity programme). This research collaboration 
aimed to promote dialogue and collaboration among 
health professionals and community members at all 
levels of the health system and integrate best practices 
for knowledge translation into nurses’ and midwives’ 
HIV/AIDS work in Jamaica, Kenya, South Africa and 
Uganda. To meet capacity-development objectives, 
nurses and midwives were supported to develop and 
carry through empirically based strategies for change 
at the practice and policy level of HIV programming 
in their respective countries through a PAR approach 
involving the establishment of ‘leadership hubs’. This 
chapter presents a critical analysis of PAR and how this 
approach in particular contributed to the development, 
functioning and contributions of these hubs in terms of 
building capacity. 

The analysis is guided by Heron and Reason’s (1997) 
explanation of the participatory worldview, including 
concepts of critical intersubjectivity and collaboration. 
After a brief background of PAR and overview of 
this theoretical perspective, a description of the 
Strengthening Nurses’ Capacity programme is provided. 
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The themes, generated from the comparative analysis of five cases (four 
being country-specific: Jamaica, Kenya, South Africa and Uganda; and 
one international), are then discussed: ‘power and empowerment’, 
‘change’, ‘context and time’, and ‘values and assumptions’. The chapter 
concludes with identification of some key points from across these 
themes that compliment and extend Heron and Reason’s philosophical 
standpoint, particularly as one considers the international situation, 
when research projects span continents and involve economically and 
socio-politically diverse settings. 

BackgRound: paR mEthodologiEs and capacity Building in 
hEalth REsEaRch

PAR is an approach to research that has its beginnings in the work of 
academics committed to using research for the explicit purpose of 
bringing about social change (Borkman & Schubert, 2009; Brydon-
Miller, Greenwood & Maguire, 2003; Young, 2006). Some authors make 
distinctions between ‘participatory research’ and ‘action research’, but 
one is implicated in the other. The manifesto of the Action Research 
Journal (2012) declares that PAR is a reflexive process, oriented towards 
action and evolving in partnership and participation; that is, through 
‘the quality of the relationships we form with primary stakeholders and 
the extent to which all stakeholders are appropriately involved in … the 
inquiry and change’ (p. 1). Bradbury-Huang (2010) argues that ‘theory 
without practice is not theory but speculation’ (p. 93). Researchers 
claiming a PAR approach are confronted with two challenges: is it 
truly participatory, and what constitutes action? For the first challenge, 
authors have raised such issues as structuring and defining the process of 
participation (Bell, Morse, & Shah, 2012; David, 2002); power relations 
outside the research team (Dworski-Riggs & Langhout, 2010); and 
seeing participation as work which requires compensation (Davidson 
& Page, 2012). The second challenge centres on issues of emancipatory 
practices and social justice (Heron, 1996; Reason & Bradbury-Huang, 
2001); advocacy as action (David, 2002), and sustainability of change 
(Bell, Morse, & Shah, 2012). In short, the thrust of PAR ought to be 
toward making lasting change in the interest of a more equitable world. 
In this sense, PAR is an approach to knowledge production which brings 
evidence and evidence-based actions together as one research endeavour. 
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thEoREtical pERspEctivE: a paRticipatoRy woRldviEw

Our knowing of the world is consummated as our action in the 
world, and participatory research is thus essentially transformative 
(Heron & Reason, 1997, p. 288).

Heron and Reason (1997) describe the concepts of critical 
intersubjectivity and collaboration, and emphasise practical knowing 
in their articulation of the participatory worldview in research. A 
participatory worldview presupposes that human beings understand 
the world in at least four interdependent ways: experientially, 
presentationally, propositionally and practically (Heron, 1996; Heron & 
Reason, 1997; Reason, 1999). Experiential understanding refers to direct 
encounters with some person, place, thing, energy or process through 
which we come to ‘know’; the kind of knowing that is most difficult to 
put into language. Presentational knowing involves expressive imagery 
such as art forms, metaphor and symbols. Propositional knowing means 
knowing in conceptual terms, through statements and theories. Finally, 
knowing how to do something (competence and skill) is referred to as 
practical knowing, which is considered central since the previous three 
are made most apparent in action. 

Critical subjectivity is an awareness of these four ways of knowing, 
how they intersect in the moment, and how the relations among 
them change. It means being self-reflexive about our experiences; 
using presentational and propositional knowing; to clarify or explain 
experiences in a way that informs practical knowing and leads to new 
understandings. Yet, this ‘critical consciousness’ of the world is not 
solitary; it develops partly by sharing experiences and dialoguing with 
others. In this way, subjectivity extends to critical intersubjectivity 
(Heron & Reason, 1997). 

Research, as a form of knowledge creation, rests on critical 
intersubjectivity. Heron and Reason critique more traditional research 
paradigms for stopping short at practical knowing; they emphasise 
action as this approach’s overt commitment to social change. They 
suggest that finding an ‘enabling balance within and between people 
of hierarchy, cooperation, and autonomy’ can be an end in itself (1997, 
p. 287) and therefore stress the collaborative nature of good research. 
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Collaboration is a natural extension of the participatory worldview 
and guided by two key principles: 

1) All knowledge is participatory in nature: any propositional 
knowledge, including that of researchers and policy-makers, rests 
on experiential knowledge (ie, researchers are also subjects).

2) Participation is political: people have a human right to 
participate in research being done about them, which calls for 
the democratisation of the research process (ie, subjects are also 
researchers) (Appadurai, 2006; Heron, 1996; Heron & Reason, 
1997; Koch, Selim, & Kralik, 2002). 

Collaboration is a form of this democratisation. It involves, as far as 
socio-structural realities will allow, ‘subjects’ engaging in the range of 
research issues and decisions where possible, and ‘researchers’ directly 
participating in the contexts under investigation as much as possible. 
This serves in meeting the participatory-action aim of conducting 
research with, rather than on, people and in sharing outcomes beyond 
the academic research community which reflect ‘creative action of 
people to address matters that are important to them’ and ‘enabling 
balance within and between people of hierarchy’ (Reason, 1999, p. 208). 
Heron and Reason’s emphasis on collaboration as an indicator of good 
research is found in the Strengthening Nurses’ Capacity programme’s 
hub membership intentionally designed so that various levels of the 
health system were represented. That is, hub members were engaging 
and collaborating in both ‘horizontal’ relationships (those with 
professional peers) and ‘vertical’ relationships (those that cross levels 
of authority in the healthcare system). 

thE stREngthEning nuRsEs’ capacity pRogRammE

The capacity development objectives of the Strengthening Nurses’ 
Capacity programme addressed system, organisational, work team 
and individual capacities. With the focus being on HIV/AIDS, the 
programme comprised four intersecting research projects (Edwards et 
al, 2007). It was aimed at the following: 

• promoting ongoing, long-term, interactive dialogue and 
collaboration among various stakeholders 
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• strengthening academic institutions’ and research-user groups’ 
capacity to engage in nurse-led relevant health research

• integrating knowledge translation best practices into nurses’ work 
at senior levels

• providing mentorship for nurses as they learned to conduct and use 
policy-related research. 

The creation of ‘leadership hubs’ was the foundational strategy for 
meeting these objectives. These hubs were intended as collaborative 
work groups to bring about policy and practice change in the area 
of HIV/AIDS care and involved a mix of front-line and management 
nurses among other stakeholders. To further strengthen nurses’ links 
with decision-making higher up in the health system, national advisory 
committees were established in three of the countries. Specific 
individual and institutional capacity-focused efforts included policy 
workshops for hub members (topics determined jointly by senior 
researchers and hubs), teaching modules to be used by hub members 
in workplaces and other professional settings, communiques of the key 
baseline findings, and the hub evaluation projects that were based on 
members’ identification of context-relevant aspects of these findings. 
There was ongoing mentoring for hub members, the research assistants 
(RAs) who coordinated the hubs, and the graduate students affiliated 
with the participating institutions. Research team meetings included 
senior researchers, country directors, the programme coordinator and, 
over time, country RAs. 

thE paR casE study pRojEct

A comparative case study of the PAR approach in this programme was 
undertaken in order to articulate how the participatory and action-
oriented aims of the overall initiative translated into strengthening 
capacity through the development, functioning and outcomes of 
leadership hubs. The specific guiding questions were as follows: 

• How is the PAR approach understood and enacted in meeting the 
capacity-building and knowledge translation objectives in and 
across the four countries involved? 
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• What are the similarities/converging factors across countries in how 
the PAR approach manifested and contributed to meeting capacity-
building objectives?

• What are the differences/diverging factors across countries and how 
are these differences accounted for?

A case study essentially involves two parts: the creation of cases, and 
comparisons across cases (Anaf, Drummond, & Sheppard, 2007; Aryes, 
Kavanaugh, & Knalf, 2003; Yin, 2009). In this project, the leadership 
hubs were used as the focus for creating five cases: Jamaica, Kenya, 
South Africa, Uganda, and the international network of hub members. 
Descriptive outlines of each country context and the coordination role 
of the international network provided a basis for comparisons across 
cases. These comparisons fuelled a detailed thematic analysis of PAR as 
the overall approach. 

Data collection 
Yin (2009) suggests that good case studies adhere to the following three 
principles regarding data sources: 

1) Multiple sources are used to enhance the development of 
converging lines of inquiry and to strengthen triangulation. 

2) A database is created to organise case study data.

3) A chain of data is maintained which indicates how it all fits together 
and conclusions are made. 

Sources of data in the Strengthening Nurses’ Capacity programme 
included hub leaders (HLs), RAs, country directors, hub focus group 
transcripts, programme documents, and field notes of the first author. 
The documents included the programme proposal and appendices, 
teams’ meeting minutes, RA progress notes, hub action plans and 
newsletters. All data (documents and transcripts) was stored, managed 
and coded using Word and Nvivo 9 software, in folders created for each 
type of document and in folders for each ‘case’ to facilitate within and 
cross-case comparisons, thereby creating a ‘chain of data’ (Yin, 2009). 
All data was encrypted and stored in a password-protected computer. 

Semi-structured conversational interviewing was used to allow for 
open dialogue that would tap into participants’ experiential knowledge 



Chapter 4  Developing Capacity through a Participatory Action Research Approach

59

of the hubs and yet still followed lines of inquiry which addressed the 
research question (Yin, 2009). The first author conducted six separate 
RA interviews via Skype and telephone. The focus of these interviews 
was to understand PAR from their coordination perspective, particularly 
the experience of adopting such an approach in terms of facilitating 
capacity development for respective hubs as well as their own research 
capacity. This was followed by face-to-face group interviews with HLs 
(10 participants, grouped by country). The first author interviewed HLs 
separate from RAs, with the aim of understanding what it was like to 
be involved in a PAR project and how their relationships with research 
team members facilitated capacity development for themselves and 
all hub members in general. These 16 interviews were audio-recorded 
and transcribed. Additionally, conversations with country programme 
directors provided important contextual information about the country, 
which formed the basis of the background for each case.

Recruitment occurred in two phases. First, an introductory 
email was sent to all RAs (past and current) explaining the study, 
with a consent form attached. Those willing to participate returned 
the signed consent form and interviews were scheduled. Next, RAs 
were asked to seek permission from all HLs to be contacted regarding 
their participation in the case study project. The contact information 
for those who were willing was sent to the first author, who sent an 
introductory email explaining the study, obtained written consent and 
arranged interviews. One notable exception occurred in Jamaica, where 
the RA interviewed individual HLs. These interviews were followed up 
by the first author with the group of HLs to ensure that they had the 
opportunity to comment freely about their relationship with the RA. All 
email communications for the purposes of recruitment and clarification 
of interview data was saved with the consent of participants. 

Data analysis 
Data analysis was structured through the use of matrice, which helped 
to organise the converging, diverging and complementary points 
in and across cases according to research questions and to guide 
interpretations (Averill, 2002). Along one axis were the following 
aspects of the Strengthening Nurses’ Capacity programme: 

• structural conditions/elements (funder, participating universities, 
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workplaces of hub members and the broader social/geographical 
context) 

• research process elements (the research proposal and supporting 
documentation, data collection tools, timelines, personnel issues 
and communications)

• capacity-building outcomes (intended and unintended)

• knowledge translation outcomes (intended and unintended). 

Two aspects of PAR comprised the second axis: the ‘participatory’ 
(experiential knowing) and the ‘action’ (practical knowing) elements. 
Each of these were subdivided into ‘facilitating’ and ‘constraining’ as 
a way to ensure that positive and negative aspects of PAR would be 
considered. Analysis generally proceeded through multiple readings 
of documents, interview and focus group transcripts, conversations 
with principal investigators regarding evolving thematic categories, 
and detailed researcher notes for each case. While the programme 
documents were a vital component, emphasis throughout analysis was 
given to the perspectives of hub members, hub leaders and the RAs. This 
was done with the intent of staying close to participants’ experiences of 
PAR and the related perceived changes in capacity stemming from this 
research approach. 

Case descriptions 
Two of the participating countries are classified as low income (Kenya 
and Uganda) and two as upper middle income (South Africa and 
Jamaica) (World Bank, 2012). The histories of all four are marked by the 
effects of colonisation and corresponding struggles for independence. 
These countries have produced political and social leaders who have 
made significant contributions to the international understanding of 
human rights, decolonisation and economic cooperation. 

All of the country directors for the programme were affiliated with 
academic institutions. Three had primary responsibilities within the 
University of West Indies (UWI) in Jamaica, the Great Lakes University 
of Kisumu (GLUK) in Kenya and Northwest University (NWU) in 
South Africa respectively, and the fourth (affiliated with Makerere 
University in Uganda) had primary responsibilities as an administrative 
leader for large teaching hospitals. The cases are presented below. 



Chapter 4  Developing Capacity through a Participatory Action Research Approach

61

Jamaica
Jamaica is the largest English-speaking island in the Caribbean Sea, with 
its closest neighbours being Haiti, Cuba and the Cayman Islands. In 
2012, Jamaica celebrated its 50th anniversary of independence and still 
remains a Commonwealth nation, made up of 14 parishes. As of 2010, 
the population was 2.7 million and levels of international migration 
were high, notably among graduates of the health professions. In 2007, 
approximately 27 000 people were living with HIV and as of 2010, life 
expectancy at birth for men/women was 69/74 years (WHO, 2013a). 
Though recently reclassified as an upper-middle-income country, 
poverty remains a concern, particularly in rural areas where the economy 
is mostly based on agriculture, mining and natural resource-based 
tourism. Its geographical location puts Jamaica in the path of tropical 
storms and hurricanes, which means that the country has needed to 
rely on international development partners to assist in post-hurricane 
recovery and rehabilitation (WHO, 2010). Public sector health service 
delivery is managed by the country’s four regional health authorities, via 
two avenues: 1) a network of secondary and tertiary care organisations 
consisting of 24 hospitals, five of which are specialised facilities, and  
2) primary care organisations consisting of 348 health centres. 

Additionally, there are two national hospitals. However, the 
continuing shortage of healthcare providers to staff these facilities has a 
significant impact on key areas of service delivery (WHO, 2013a). 

Parishes where leadership hubs were established in Jamaica were 
chosen based on proximity to the UWI Mona campus, located in the 
capital city of Kingston and falling under the Southeast Regional Health 
Authority. Three hubs were formed in the parishes of Kingston and  
St Andrew, St Catherine and St Thomas, with the St Thomas hub being 
the farthest distance (90 minutes by car) from UWI. A co-investigator of 
the Strengthening Nurses’ Capacity programme provided mentorship 
to each hub. 

Key contextual elements in Jamaica
Geography and deliberate choices based on proximity 
All hub trainings and meetings were held at UWI. A room and food 
were provided, which helped hub members to focus on the work at hand 
without distraction. The close proximity also meant that the researchers 
could easily travel to the participating institutions to give information 
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sessions as necessary. This was vital for relationship building in these 
settings, to familiarise managers and other staff with the project. 
Part of this deliberate choice of closer proximity was the researchers’ 
intention to change the way researchers and practitioners typically 
worked together. It was noted by the Jamaican team that front-line 
nurses and nurse managers were generally intimidated by the research 
process, not perceiving it as something within their role. Therefore, 
the short distance between the researchers and the hubs helped create 
a more direct and collegial working relationship by allowing time for 
the researchers to be more ‘hands-on’ with the hub members and to 
be present to address their learning needs as projects progressed. For 
example, heavy writing work such as proposals and reports was cited as 
an activity that was better done at UWI where the hub members could 
focus on the work and have immediate help and feedback as they were 
writing. Conversely, as particular hubs carried out activities on site 
in their respective settings, researchers from UWI could attend more 
easily. This all served in cultivating strong working relationships. 

Severe nursing shortage and professional politics 
A dominant issue affecting the hubs that was identified by the Jamaican 
researchers and the participants was the severe shortage of nurses in 
all institutions in the three parishes. While the nurses were interested, 
the challenge came in their being able to participate regularly in 
meetings. Despite initial buy-in from the institutions, when nurses left 
to attend meetings at UWI they encountered problems with managers 
and colleagues in their work settings because it usually meant leaving 
an already under-staffed unit even more short of nurses. A further 
complication was that although broad representation from parish 
hospitals and health centres was the aim, in the Kingston-St Andrew 
hub, for example, the majority of nurses were from one large general 
hospital and a maternity hospital, given their large size and staff 
complement. 

Professional politics in terms of interpersonal stressors and power 
struggles was at times an issue within the hubs. Some of this had to do 
with differences in interpretations of nursing between those with longer 
histories as practitioners and those who were newer to the profession. 
In one instance, an older nurse’s perspective of ‘knowing best’ produced 
a dominating kind of facilitation that felt argumentative for younger 
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hub members and inhibited their participation. This situation was 
resolved through one-to-one supportive dialogue with the individuals 
involved, and is an example of what Jamaican participants felt was 
partly a reflection of the hierarchical culture of nursing and healthcare 
at a broader level in Jamaica. 

Kenya
With a population of 40 million, Kenya is ranked 143rd of 177 countries 
on the Human Development Index. As of 2009, approximately  
1.5 million people were living with HIV in this eastern African country 
(World Bank, 2009), and life expectancy at birth for men/women was 
58/62 years (WHO, 2012b; CIA, 2012). At the time of this study, the 
health sector was governed through two ministries: the Ministry of 
Medical Services and the Ministry of Public Health and Sanitation. 
Government is the main provider of health services. However, it faces 
challenges in terms of inadequate human resources, infrastructure 
and financial resources. Therefore the private sector provides care 
to a significant proportion of the population (WHO, 2009). Nyanza 
province, the site of the Strengthening Nurses’ Capacity programme, is 
located in the western part of the country on Lake Victoria. Politically, 
this area has been the seat of opposition for more than 40 years. At 
the time of independence in 1963, it enjoyed the benefits of many 
universities, lawyers and health professionals. It was historically at the 
top of national health indicators and is now at the bottom. 

The Kenyan leadership hubs represented three levels of the health 
system and were located in three districts: Kisumu, Nyando and Suba. 
Kisumu city is where GLUK is located, so these members had the 
easiest access to university-based hub activities. Nyando is the next 
closest (30 minutes by car), and the Suba hub represented a district 
that is geographically comprised of a number of islands, meaning hub 
members here provided services for very hard-to-reach communities 
of 10  000–15  000 people. These locations were selected according to 
the government’s restructuring of districts into smaller ones after 2002. 
Although the newly formed districts remained similar in terms of 
allocation of health resources, there were other changes that affected 
the functioning of the hubs after the 2008 post-election violence. 
Kisumu retained the older health services infrastructure. Both the 
old district hospital and the provincial general hospitals are located in 
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Kisumu district, since Kisumu city is the headquarters for both Kisumu 
district and Nyanza province. Suba and Nyando, having been carved 
out of other districts, had at the time newer and less developed health 
infrastructures. Therefore, Kisumu had well-established, complex 
systems in place while new districts, like Nyando and Suba, needed time 
to reorganise in the years following the restructuring. It was agreed that 
the programme would continue according to former administrative 
units, partly due to the lack of sufficient system structures in the newly 
formed provinces (RA progress report, 2009). 

Key contextual elements in Kenya
National election of December 2007 
The 2007 pre- and post-election context for Kenyan hubs was one 
of relative deprivation of the region of chosen districts and political 
upheaval for the country as a whole. Nyanza was the location of 
comparatively high rates of infectious diseases and poverty. This meant 
generally higher workloads for nurses and other health professionals 
than in other parts of the country. It also meant that the establishment 
of hubs was affected by pre-election politics. Practically, hub activities 
needed to be altered at times due to campaigning and related activities. 
Post-election, when reportedly fraudulent results were announced and 
the ruling president was sworn in at night, opposition protests began 
and erupted into violence. People were expelled from areas based 
on ethnic community and political party divisions. This affected hub 
members, some of whom had to leave the region because it was not 
safe for them, meaning a depletion of members. In an estimated period 
of seven weeks following the election, roads were blocked and daily 
life came to a standstill. The hubs, just forming, were greatly affected. 
No hub activities took place until after successful negotiations between 
parties resulted in a new coalition government and the opposition 
leader being placed in the newly formed position of prime minister 
several months later. The tangible effects of this on the hubs were that 
because many members had to leave, hubs became more ethnically 
homogenous, and a sense of solidarity emerged within and across them 
in terms of the history and the hope that people had for change.

GLUK as the setting 
The influence of GLUK, as the university setting for the Strengthening 
Nurses’ Capacity programme, cannot be overemphasised as a key 
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element in the formation and outcomes of the hubs. As a private 
university set up explicitly to offer an alternative to the metaphorical 
‘ivory tower’ of academia, GLUK’s philosophy is one of shaping students 
for the context and kind of work the country requires. Embedded in 
this is an assumption that learners ought to be making a contribution 
as they learn. Engaging students in this way is thought to enhance their 
capacity so that they are equipped to manage the environment and their 
resources. Hub members have been deliberately included as learners in 
this environment with the intention of bringing about changes that are 
in line with principles of primary healthcare. As RA2 stated, ‘we come 
back to the people, we work with the people, … and hub members know 
the reputation of GLUK’. In short, PAR is already a way of working at 
GLUK. 

South Africa
South Africa occupies the southern tip of the African continent. It is a 
multicultural country with 11 official languages, but politically it is still 
a relatively young democracy (WHO, 2011). The country has one of the 
strongest economies in the African region, and has high rates in some 
health-related indicators, such as adult literacy (82.5%), household 
access to piped water (92%) and waste removal services (61.6%) (WHO, 
2011). However, average life expectancy at birth in 2010 was still low for 
men and women (55.3 and 60.4 years, respectively) (WHO, 2011). This 
is partly attributable to an 11% HIV prevalence rate in 2009 (WHO, 
2011). Poverty remains an important concern despite its ranking as 
an upper-middle-income country. Contextual factors that support 
health in the country have been identified as a favourable political 
environment for investment and social development, well-developed 
health policies with budgetary support and a national health act along 
with a functioning decentralised government structure (WHO, 2011). 

The initial plan for leadership hubs in South Africa was to include 
two provinces, namely North-West and Gauteng, given the close 
proximity of NWU in Potchefstroom to the border between them 
and two major cities, Johannesburg and Pretoria. However, the team 
recognised the challenges of developing hubs in both, and decided 
to restrict the programme to the North-West province, with hubs in 
Potchefstroom, Dr Kenneth Kaunda district; Rustenburg, Bojanala 
district; and Lichtenburg, Dr. Ngaka Modiri Molema district. Early 
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on, two RAs divided the work along geographical lines; that is, one 
took responsibility for the Rustenburg and Lichtenburg hubs, while 
the other took responsibility for the hub in Potchefstroom along with 
administrative duties for the programme. This division of responsibility 
worked until the former RA withdrew from the programme, leaving the 
latter to establish working relationships with these hubs. Maintaining 
the Bojanala hub became a challenge in terms of members’ participation 
in hub activities. The other two hubs sought ways to connect with 
Bojanala, to involve their members and to ‘revitalise’ that hub. In the 
end, in spite of several attempts and various means to engage, the best 
attendance of Bojanala at joint hub meetings was only ever one or two 
people. 

Key contextual elements in South Africa
Elections and the World Cup 2010 
Two important events took place during the span of the programme 
that were seen to have a small effect on the hubs. First, the elections in 
early 2010 created some tension in how hub members related to one 
another during that time. As explained by South African participants, 
there was no doubt of the African National Congress winning again 
nationally, but other parties had gained momentum in the years leading 
up to the election and in fact won elections in several subdistricts. 
During the election period, there were some subtle shifts in how hub 
members communicated and worked with one another, depending 
on their political views. While violence like that seen in Kenya in 2007 
did not happen, there was a palpable tension in different institutions. 
However, this passed post-election. Also, only minor changes in local 
structures post-election meant that hub activities carried on as planned 
within a month afterward. 

South Africa also hosted the World Cup in 2010. Described as 
a time when Africans came together, regardless of race or culture, it 
generally lightened the air in hub dynamics. It was a big event, which 
added work for hub members, and participation in meetings was 
affected for some because they were managing extra commitments to 
public health campaigns during World Cup events. However it did not 
significantly sidetrack members from hub activities. 

Distances within provincial boundaries 
The selection of hub locations within one province presented a unique 



Chapter 4  Developing Capacity through a Participatory Action Research Approach

67

challenge and opportunity. Distances between the hubs and NWU 
within North-West province were far greater than the original choices 
of districts in Gauteng and Free State. Since the hub members came 
from a single province, they formed a provincial ‘identity’ or ‘loyalty’. 
As the members worked together, they began thinking at a provincial 
level rather than an individual institutional level. Their commitment 
to making changes at the provincial level also grew. They reportedly 
wanted their work to have an impact further up the healthcare system. 
Hub activities brought people together who might otherwise never have 
met or worked as a team. But this came with a significant challenge in 
terms of the practicalities of travel between locations and the struggles 
of relationship building at a distance. Despite the distances, the RA 
described a sense of reward in contributing to change in rural/remote 
areas that tended to get overlooked for research projects. 

Crossing institutional cultures and politics 
Many administrative activities are necessary in all research and 
particularly in a programme such as this. In South Africa, the time-
intensive practicalities of managing these activities stood out. For 
example, the financial reimbursement of hub members for their travel 
expenses related to joint hub meetings was a two-day process for the 
RA: one day was needed to do the paperwork and obtain a cheque, 
and the next day to go to the bank, stand in the queue and cash the 
cheque. This was necessary so that on the day of the meeting, there 
would be cash in hand to give to hub members. Additionally, there 
were different requirements for financial and staffing record-keeping 
across institutions (University of Ottawa versus NWU as well as study 
hospitals); this also increased the administrative workload. 

More subtly, NWU has traditionally been a conservative Afrikaans 
university and has three campuses in the province, including one 
considered to be a black university with strong partnerships with 
the Rustenburg hospital. These historical cultural differences have 
continued to play out in relations among the campuses, which may also 
have affected relationship building with the Bojanala hub members. 
When attempting to engage some of the Bojanala hub members, it 
became evident that their perception of NWU was not positive. This 
might have contributed to administrators and nurse managers in 
Rustenburg restricting staff from attending the Bojanala hub meetings. 
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Despite the sensitive nature of these communication challenges, the 
leadership hubs created rich opportunities for cross-cultural learning. 

Uganda 
Uganda is located in Eastern Africa and is a fast growing country with 
an estimated population of 35.5 million, 78% of whom live in rural 
areas. It is ranked 143rd of 177 countries on the Human Development 
Index (World Bank, 2012) and receives high levels of development 
assistance. In 2007, there was a 5.4% prevalence rate for HIV and 
almost one million people were living with the disease (WHO, 2013b). 
Peace talks in the long-standing armed conflict in Northern Uganda 
have brought about the return of 95% of the approximate 1.6 million 
internally displaced people to their homes (UNHCR, 2013). In 2011, 
national elections resulted in the re-election of the president. In terms 
of health service delivery, the key challenge, as of 2009, was identified 
as inadequate capacity in planning, management and human resource 
development (WHO, 2013b). 

The Ugandan leadership hub locations selected were the districts 
of Luwero, Jinja and Kampala. The members were individually invited 
to join in each district based on their known interest in international 
research and word-of-mouth recommendations. Kampala, as the 
capital of the country and largest city, represented an urban location. 
Luwero is a rural area, and Jinja is considered semi-urban. All districts 
are within relatively easy travel distance for meetings in Kampala. 
The composition of Ugandan hubs was considered in terms of having 
a mix of members with research knowledge and with the intention of 
providing good learning opportunities. 

Key contextual elements in Uganda
Working for the government 
Changes in the research team and the hubs came about as a result of several 
members being government employees. After the election, the Ministry 
of Health was reshuffled, affecting everyone in leadership positions 
including the country director, who moved from Kampala to Jinja. This 
disorganised the work of the hubs, which contributed to a decline in 
momentum. For example, changes in leadership at Jinja hospital (where 
most of the hub members worked) contributed to the slow start of their 
hub. According to the country director, these hub members struggled on 
their own for a while but ultimately the work of the hubs was completed. 
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Social dimensions of nursing 
There was a sense of strong nursing leadership and advocacy in the 
identity of the Ugandan hubs. Despite workplace leaders’ interest in 
the Strengthening Nurses’ Capacity programme, their support for staff 
nurses to participate in the hubs was lacking. This gave rise to the need 
for extra support and encouragement from HLs and researchers in terms 
of flexibility in meeting schedules for members, periodically assuming 
heavier portions of the workload and coaching members on new 
learning, such as computer skills. Additionally, the nursing profession 
was framed within an understanding of collegial relationships. Nurses 
identify with each other socially, which aided in recruitment for the hubs 
as well as a kind of peer support to continue the work of the hubs. In 
fact, some individuals were approached directly to participate because 
they were known to have particular skills, including interpersonal ones. 
There seemed to be an understanding of colleagues’ personal lives and 
circumstances that was assimilated as part of sorting out challenges in 
completing hub work. 

Elections, travel and safety 
The social and political unrest around election time was an important 
contextual point. That is, as the country director explained, such 
instabilities created a need to strategise and to have a back-up plan. For 
instance, there was a situation during data collection when members 
of the research team felt anxious, recalling the post-election violence 
in Kenya. They discussed a safety plan for completing data collection. 

International network 
The Strengthening Nurses’ Capacity programme was comprised of a 
network of researchers, programme staff and hub members, as well as 
experts in healthcare in and across countries who provided advisory 
guidance. Central coordination took place from Canada, which was the 
fifth country location. Canada’s research team had representatives from 
Ottawa, Edmonton, Halifax, Lethbridge and Toronto. There was no 
leadership hub in Canada. Notably, the global composition of the senior 
research team was based on pre-existing relationships across Canada 
and across countries. 

Key contextual elements internationally
The detailed guidelines/structure of the programme 
Handbooks created by the programme coordinator provided clear 
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guidelines for each research activity and an overall reference point for 
the research team as the programme proceeded over five years. The 
importance of these guidelines is reflected in country directors’ and 
RAs’ reference to them as ‘the bible’. Correspondingly, RA training 
sessions were offered that laid out, step by step, the requirements of 
every data collection tool. The training sessions were structured with 
short didactic presentations of information, group discussion and 
related exercises and activities. Several research team members were 
involved in the development and facilitation of these sessions, which 
were held on-site in the countries and via Skype. 

Communications across distance 
The second element, communications across distance, is an aspect 
of working within an international network that is often taken for 
granted. It stands out in this programme as a pragmatic consideration 
that was given careful attention in ensuring completion of all projects 
in all four countries, and in the case of PAR, for its relational effects. 
There were trips by team members, RAs and some hub members 
across the participating countries at various points in time allowing 
for focused face-to-face work, much like hubs were brought to the 
university within countries to work without distraction. An RA 
described how much could be accomplished by being physically 
together as a team: ‘now we have to sit together and agree on how to 
do this … we worked as a team as never before; for the first few hours 
we took to argument and discussion … [then] we settled to working 
and doing the writing’ (South Africa training notes). The telephone 
and creative uses of the internet also served not only as a means of 
information sharing but also as a means of support for participants 
in-between face-to-face meetings. Senior researchers were accessible 
and approachable across distances, and the programme coordinator 
was consistently responsive to the needs of the programme team and 
participants. The importance of tending to communications across 
distance is well described by another RA: 

I wouldn’t have learned so much as I have learned if it was only 
a national study. Being an international study you have this 
intangible thing inside you that actually drives you because 
[other countries are] doing it, so [my country] also has to do it. 
And if you run into a roadblock then you have the international 
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network … And through that process, even if it was virtual … you 
can bring that back to the environment you function in … (RA4).

Quality relationships and relationship-building 
The last key element of the international network is inseparable from 
the first two points. The quality of relationships between researchers 
and participants in a PAR programme relies to some extent on pre-
existing relationships. Part of the foundation for working well together 
was the fact that researchers knew and respected one another before this 
programme formed. Furthermore, pre-existing relationships between 
country directors, RAs and even some hub members created a strong 
relational foundation for the programme. The research team’s own 
interpersonal and group dynamics were consistent with the in-country 
team dynamics, which in turn were consistent with the researcher–
hub member relationships. This modelled for hub members a way of 
behaving in vertical relationships in their own work contexts. 

In a slightly different vein, the relationship of the funder to the 
programme bears noting. The ‘representative of research funding 
agencies’ is an administrative role and often the actual person in 
this role is only known by the researchers. In this programme, the 
representative was known to participants as well, having made visits 
to the countries during which he heard directly from hub members 
about their work. From the participants’ perspective, this served in 
building presentation skills and allowed a ‘rich exchange’ between 
the funder and the local participants who may not otherwise ever 
be engaged in such discussions (GHRI visits to country sites). Hub 
members’ learning happened in preparing for and attending these 
meetings. With the help of the research team, they reflected together 
in advance on what they hoped to convey about themselves and 
the programme.

Summary
Each case presents interesting ideas for considering how PAR works in 
different international contexts. From the Kenyan experience, we learn 
that the support of an organisation that embraces tenets of PAR in its own 
mandate is invaluable grounding for successful programme outcomes. 
In light of the election situation in 2007, it seems remarkable that the 
leadership hubs survived at all let alone completed evaluation projects 
and developed momentum toward sustainability. There is something 
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in this example that also reflects PAR’s commitment to change, not 
only in terms of bringing it about but also in the perseverance required 
when sudden change is thrust upon a programme and new strategies 
are required. 

In South Africa, the situation of Bojanala is a poignant reminder 
of how subtle cultural differences and historical context are always in 
play. It highlights that awareness of cultural difference grows through 
careful and critical reflection about the programme, the participants 
and how to cultivate trust in working relationships. It was suggested 
that had the approach not been PAR, these cultural aspects of the South 
African experience may have been lost as a part of the learning and the 
outcomes. PAR gave ‘the freedom’ for cross-cultural learning to happen 
precisely because the expectation was set that hub members actively 
participate with one another and with the researchers, ethnicity or race 
notwithstanding. 

In Uganda, the biggest factor in managing the hubs was the 
nurses’ lack of familiarity with research and their nervousness about 
this knowledge gap, yet this was countered with supportive social 
relationships within nursing networks across hospital and academic 
settings. We are reminded by this case of the necessity to appreciate 
fully participants’ starting standpoint; that is, the capacities they bring 
to the research programme and the kind of persistent support that is 
required – both social and research focused. 

The Jamaican case highlights interesting questions regarding 
how strengthening the capacity of individual nurses strengthens the 
profession as a whole. Conversely, the question of how the culture and 
internal politics of a profession strengthen or inhibit the capacity of its 
members seems equally important to consider. 

The case of the international network highlights a need to 
reflect on the labour-intensive nature of PAR and the importance of 
having a clear plan laid out initially by those with the most research 
knowledge, adapted and adjusted over time by those with the most 
context knowledge. The plan must be carried out through respectful 
and consistent communication, which leads to trusting relationships 
between researchers and participants, and develops into successful 
outcomes. 
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Overall, the cases offer three important converging points. The first 
is that institutional and cultural factors bear consideration in planning an 
international PAR programme. Specifically, how carefully programmes 
adapt to differences in bureaucratic processes across countries has a 
direct impact on how and when the work gets done. Next, the hurdles of 
distance, geography, safety, infrastructure and political divides are also 
representations of difference that researchers and participants must 
negotiate together if the programme is to be successful. The third point 
arises from hub members identifying themselves not only as part of a 
local or even national initiative but also as part of a global movement. 
This can be attributed in part to the careful attention to communication 
at all levels of participation across international borders. This sense 
of being part of something ‘bigger’ facilitated new learning, new 
connections to others doing similar work, and new educational goals 
and possibilities. 

thE paR thEmEs

This section focuses on the results of the comparative analysis of 
the cases, namely, four themes that represent the complementary 
points about the experience of PAR across countries – power and 
empowerment, change, time and context, and values and assumptions. 
All participants were asked how they understood PAR. Various 
definitions were offered that reflect both participation and action, as 
seen in the following examples:

different kinds of people, different groups of people in the whole 
research process that includes right from the design of the 
research project and implementation … putting all that together 
and then sharing so that everybody works hard (RA2).

where somebody is asking you to come and participate in the 
research … not just to participate but you are supposed to be 
an active member of the research approach whereby there will 
be different categories of people so that there should be a clear 
understanding of the project itself. … you don’t just participate 
and keep quiet … you are hands-on, you are the one that is doing 
that so it becomes more visible…you are the one that is expected 
to give feedback … (HL6).
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HLs and RAs distinguished PAR from ‘the typical’ or ‘usual’ way 
of doing research. As one RA explained, ‘not the other way of doing 
research, action comes later, but action or responses or participation comes 
along as you do your research’ (RA6). It was seen as something ‘ongoing’, 
‘cyclical’, ‘continuous’ – a process whereby information was the basis 
for action and reflective group discussion about actions and this, in 
turn, provided new information (RA6, HL4, HL6). The importance of 
relationship-building between researchers, HLs, members and their 
respective communities was also stressed. Certainly there were time 
and expense issues in determining the setting up of hubs, as one RA 
pointed out, but 

when you have the relationship, really it’s much easier and it’s 
context specific – you’d have individuals in the same [work] 
context and the impact of that relationship boils over to other 
aspects … which is a good thing. If you have the typical approach 
of just entering a country, doing your research, and then turning 
around and heading out, that will actually have a bad impact. But 
with the PAR approach, there’s a prolonged positive impact on 
the context where the research happened (RA4). 

One such positive impact was described by an HL as she explained her 
understanding of PAR: ‘in cases where you involve the communities, you 
get information in much simpler terms that [they] are able to understand … 
from maybe bottom up and stuff like this’ (HL7).

But interviewees also articulated drawbacks of such an approach, 
the first being that as participants become engaged, particularly as they 
recognise new areas of need, there is a risk of losing focus on achievable 
objectives for the project. One interviewee put it like this: ‘When you go 
to the field something else is happening so … you can end up totally digressing 
from your objective’ (HL10). An example from Uganda highlights this as 
they struggled to identify an evaluation project topic: 

Initially we had a whole big five-year project. So we’re looking 
at HIV as something wide. We wanted to work on stigma, we 
wanted to work on all the dimensions of HIV. So because of the 
direction we were given, because of the guidance … we ended up 
with a specific focus. But otherwise we had about five objectives 
... [country director] was always on us, ‘you prioritise those 
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objectives, you identify one or two that you can work on in this 
small period with those resources’. But for us,… we want to do 
stigma, we want to go to the caretaker ... to the nurse, and the 
community (laughing)… so that was very important for us that 
we had a sense of focus, a sense of direction … and specificity 
(HL9).

The participatory nature of the PAR approach also added to confusion 
at times. For example, ‘you may wonder, am I evaluating a project that 
was already implemented or … what am I evaluating?’ (HL10). So PAR, 
in this programme, is a cyclical process that engages different people 
from different areas throughout its duration. It means translating 
information into understandable terms for all involved, taking action 
in a focused, deliberate way, and expecting change to come from both 
these actions and the relationships that formed along the way. This 
understanding of PAR is further refined through the following themes.

Power and empowerment
This theme highlights assumptions about the power of all individuals (ie 
that capacities for different kinds of work/engagement already exist), 
reflected in the emphasis on personal and collective responsibility. The 
theme of power and empowerment is foundational in understandings 
of PAR, expressed in several ways across all interviews. First, the 
intentional arrangements of roles within the research team, the 
leadership hubs’ membership, and the relationships between these 
groups were established with explicit attention to power. 

On the premise of relational capital, membership in hubs and 
delineation of roles in the research programme were given careful 
consideration, as reflected, for instance, in the terms of reference for 
membership of leadership hubs and national advisory committees. 
This was all set within parameters laid out by the senior team and in 
how the team communicated with each other and with RAs and hubs. 
Transparency and accountability were central, which is thought to have 
been a contributing factor in the success of the programme. 

Hubs were purposefully created, bringing together professionals 
and lay people from different sectors in the health system with different 
levels of power and authority. This established structure served to 
acknowledge power relationships and opened a way for the process 



76

Building and Evaluating REsEaRch capacity in hEalthcaRE systEms 

and content of the work to become empowering, notably in regard 
to individual knowledge, confidence and skills. One HL explained 
it as members developing ‘confidence and certainty in the ongoing 
activities, which contributes to self-worth’ (HL4). Another shared that 
‘the experience leads you to also develop your own assessment at your 
workplace to say, oh there’s a problem, how can I approach it? ... It’s not 
like [it was previously] to say there’s nothing that I can do’ (HL7). RAs also 
observed this empowerment:

… [hub members] were able to write the [evaluation] proposals 
themselves … It is one thing to identify the problem and another 
thing to put the problem into scientific writing. They were able to 
write … with guidance from us and the team in Ottawa of course 
(RA6).

This was a nurse who from the onset said no to the hub activity, 
but the first day she came in… she contributed to the writing 
of the protocol … She also said she had learned a lot from 
the research project … I would say apart from improving their 
participation in pushing forward the agenda for quality health 
service, I saw them push the agenda of research … (RA3).

Another stated that empowerment was evident in ‘the way they express 
themselves, they become more confident’ (RA2), adding that rather 
than typical didactic teaching about research design, this programme 
involved nurses throughout a whole process of proposal development, 
which built writing and presentation skills as well as communication 
skills for speaking with leaders in the health system. The RA pointed 
out that these things are often taken-for-granted skills that are therefore 
often passed over in research courses, and she continued, shifting to her 
own new sense of empowerment: 

In many research programmes, as a fact, like all you do is push 
paper but in [Strengthening Nurses’ Capacity] the research 
assistant title is a lot, it means you’re involved in every aspect 
of the programme. It means that … your capacity is built … 
Before I was on the team, I had absolutely no experience … 
it was only when I joined that I learned how to connect, to 
transcribe, to do preliminary analysis and that is something 
that I could take away … when the project is coming to an end  
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I have more resources, I have more confidence and experience 
as a researcher (RA2).

Other RAs echoed this. One explained that through his role in this 
programme, he learned to critique and write grant proposals, having 
‘full samples to fully understand’ (RA3). Another named empowerment 
directly: ‘the empowerment of myself as a novice researcher was, I cannot 
describe it in words. It was marvelous’. (RA5). 

This experience of empowerment has two dimensions: 
responsibility and support. One RA pointed out, ‘interest doesn’t equal 
change’ (RA6), referring to the responsibility required of hub members. 
There seemed to be an emphasis on the difference between desire to 
be empowered and actually exercising one’s power. In this sense, 
participants identified that with power and increased capacity to take 
action came responsibility. ‘Those who have taken the responsibility and 
leadership … we have seen that they have come out as very different people’ 
(RA2). One example is a Kenyan hub member who was not active 
early on, but then began volunteering to do things to get hub activities 
moving. The RA witnessed that as he took on more responsibility, 
his confidence grew. One HL also voiced a new awareness of the 
responsibility that comes with a leadership role: 

… we always feel, if I don’t do this I’m going to fail the whole 
project and it’s not what I want to happen. How are other people 
going to see me? When everybody’s busy trying to make a 
difference then I come with failures …? (HL6).

Clarifying levels of responsibility was also highlighted. As explained 
by the programme coordinator, each country had an identified 
programme director and researcher who assumed responsibility 
for ensuring follow-through on all projects. They also assumed 
responsibility within their respective institutions for administering 
programme funding, which meant that other levels of authority 
required to manage funds needed to be clearly established. Similar 
kinds of administrative clarifications were learning opportunities for 
some hubs. The value of documentation, for example, was highlighted 
by one HL. The senior researchers’ insistence on having signed 
administrative approval for evaluation projects was new to these 
members and initially even seemed excessive:
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there was a lot of emphasis in ethical consideration so we as 
a team in a district are not seeing why it is important to ask 
for permission to carry out an evaluation in our own district … 
because they insisted we had to follow the right process and this 
really helped us a lot because at one given time, the politicians 
wanted to question our evaluation … So we produced the initial 
letter that was signed and stamped by the district health officer 
… otherwise if we didn’t have that letter we would have had 
many questions. And of course when politicians intervene in the 
project so much it may not succeed as it is intended. So that 
ethical consideration became a reality to us … the fact that 
we had to practically do it helped us to learn more about its 
implications (HL9).

The first author probed with another HL from the same country when 
she, too, raised this example: ‘So what’s the benefit of doing that – insisting 
on permissions, having letters, having ethics consent forms ... over the way 
that it’s traditionally done?’ HL8 then named it: ‘It gives you a sense of 
responsibility in terms that whenever you’re doing something it should be 
evidenced, it should be on paper, it should be signed making an agreement. 
That shows that really this person is doing something’.

Appropriate support is another important dimension of 
empowerment. An empowering process is not simply about giving 
information and assigning responsibility; it must involve engaging 
people in new ways of learning, providing guidance, and clearly 
identified milestones. This was most pertinent to the development of 
hub evaluation projects. One HL expressed that ‘if it were not for the 
involvement of research team members’, hub members would not have 
been able to identify a gap to focus on; they were present ‘physically and 
through email’ throughout the proposal-writing and implementation 
phases, and followed up regularly with encouraging questions like, 
‘How far have you gone? And how are you?’ (HL9).

HLs and RAs also talked about the importance of realising they 
were not alone in the process, either individually or collectively as a 
hub, or network of hubs. This is reflected in the following quotes: 

The country directors used to organise joint hub meetings for 
the capacity building in our countries and … we had mentors, 
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we had collaborators, and also we had the advisory team from 
Teasdale-Corti who are reviewing each particular proposal being 
made’ (HL8). 

The PAR provided hub members with quality time to adequately 
gain from facilitators who form part of the team in all stages of 
the project’ (HL4).

[The research team] made time, always ready to assist. And I think 
that is part of the capacity building that we are capable of facing 
decision-makers … we are one of the decision-makers in my 
mind… because you think, am I going to be able to communicate 
with these people? But we can because they’re very approachable 
(HL7).

We all had our way in which we were supporting each other’s 
progression … It was recognised that it was necessary for the 
coordinators of the various programmes to have their own 
meetings to discuss their issues ... It gave the programme the 
ability to compare and contrast as they moved through each and 
every challenge (RA3). 

The supportive nature of the RA role for hub members was further 
elaborated by RA6: 

I was having issues with the hub members. Their skills of proposal 
writing were not the best and they needed more efforts so to 
exchange … what is happening in the rest of the countries, and I 
[got] really very constructive feedback … to make sure that they 
all move at the same speed without leaving some behind … I 
thought it was unique to [my country] but I realised even other 
hubs in other countries were having troubles related to skills in 
proposal writing.

This theme accentuates developing capacity as a kind of 
transformational learning. The PAR approach served to create a culture 
of learning throughout all activities of the programme, which in itself 
was empowering. This connection between feeling empowered and 
learning was expressed by HL8: ‘You learn a lot. You learn from the 
research participants and … from the fellow hub members and the team 
leaders or the director and the technical team when they come to [the 
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country]’. Moreover, developing capacity meant the researchers 
supported the hubs and the RAs so that they did not feel alone in 
more stressful moments of learning (working through something 
new; adapting new knowledge for the context, etc). The participants 
identified the critical role of this support not just in terms of providing 
access to information, but more in terms of relational aspects like active 
listening and consistency in communications. 

Change
PAR insists on intentional action which brings about change through 
the research process itself. This begs questions regarding what 
constitutes ‘change’ and how change happens. Capacity development 
as interpreted in the Strengthening Nurses’ Capacity programme 
manifested in action-reflection. This emphasis on nurses’ capacity was 
evident in various opportunities for hubs to reflect critically on changes 
in their own practice/careers and relationships within their respective 
healthcare systems. Capacity development as a form of action was 
stated at the outset of the programme:

Hubs of nurse researchers, front-line nurses and managers, 
decision-makers and community representatives will be 
assembled to begin work on building strategies for change 
processes. We will use existing structures and national advisory 
committees within each country to identify hub participants 
from each of the stakeholder groups, based upon local context, 
availability, potential for buy-in and investment. 

The capacity development intention was discussed during hub project 
meetings: ‘to have a fairly strong and dynamic impact on people’s thinking 
based on the evidence we are able to accumulate over the course of the 
project’.

RAs saw the change in capacity as a starting point for action and 
a valuable end in itself, even if other actions were not immediately 
observed. They emphasised the importance of the initial training 
workshops as the starting point of an iterative process of change, to ‘help 
hubs to begin thinking … to consider actions’ (RA1 debriefing interview). 
Another RA stated that ‘process outcomes do count’ because ‘several 
learning elements’ are happening simultaneously in the hubs; ‘even if 
hubs fail with implementing their projects they will have still succeeded in 
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many ways’ (RA3 debriefing interview). An example from a Kenyan 
hub supports this RA’s observation that even the ability to identify 
relevant policy documents was a positive change. In the process of 
deciding which issue the hub wanted to address, one nurse identified a 
reproductive health policy document that encompassed motherhood. 
The RA noticed that the member was applying what she had learned in 
the hub training to examine real-life policies in her context, and in fact 
this discussion contributed to the hub’s decision about the next steps 
for action (Kenya debriefing interview). 

In Uganda, change was similarly observed in the development of 
hub members’ interests in research, which led the majority of them 
to attend monthly journal clubs at their institutions (2010 RA training 
notes). The presentation of earlier projects’ findings in a Jamaican all-
hubs meeting generated rich discussion about nurses’ knowledge of 
and access to policies. This discussion stirred members to locate their 
relevant institutional policies. In carrying through with this small action, 
one hub discovered a gap between the policy and practices of voluntary 
consent and testing (VCT) consent procedures, and addressing it 
became the focus of their evaluation project (2010 RA training notes). 

These examples emphasise how the participatory dimension of 
PAR brought about a change in individuals, perhaps not consciously 
identified in the immediate moment, but rather a shift that manifested 
at some later point. This was articulated by one RA as the ‘ripple effect’: 

It’s impossible to quantify or measure the capacity that has 
happened and the ripple effect is definitely big. I think some of 
the informal feedback that I get when I’m in the field – it’s really 
good feedback. There’s also the flip side to that where nothing 
has happened, which is the bad side of it but again there’s a 
ripple effect on places that you didn’t expect. Maybe to give an 
example… I had an interview with one of the leadership hub 
members and afterwards I talked about … the action plans, 
and she mentioned that she did a total turnaround at this one 
institution, which was a clinic in a rural area, whereby they 
took down all the policies they had in the institution, physically 
putting everything on the table and they went through all the 
policies and they made sure … they did a policy check … and 
then they also started to do training with the staff on those 
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policies and that’s still happening. And that to me was wonderful. 
Unfortunately it wasn’t an institution that’s part of the study but 
that’s the ripple effect (RA4).

The leadership hubs set context-specific goals for practice and policy 
change, and involvement in the hubs led to individual change for 
the members. RAs observed these individual changes. In reflecting 
on where the Kenyan hubs started versus where they ended up, one 
assistant described a hub that began with only four members and 
became ‘a team of eight or nine’. This along with seeing ‘great growth in 
the nurses’ was considered a ‘great success’ of PAR (RA3). In Jamaica, 
there was one hub member ‘who at the beginning was very shy, very 
quiet, didn’t really participate’, perhaps due to a lack of experience 
with research, but over time ‘blossomed’ and became ‘very vocal’ in 
meetings (RA1).

Individual changes fuelled collective changes. For example, in a final 
focus group, Kenyan hub members articulated changes that included 
members agreeing to ensure policy utilisation in their workplaces, 
and to use research findings ‘for the improvement of the service delivery’. 
Another HL explained that participation in the programme led to 
‘ideas of what we could do looking forward’, for instance, HIV home care 
in Jamaica, ‘to see how we could improve patients who … don’t come to 
primary care and they’re not in secondary care’ (HL1). Another Jamaican 
hub wanted to change the method of voluntary counselling and testing 
in their institutions by drafting a policy (RA1). Kenyan hubs identified 
the unmet needs of nurses and other staff caring for HIV-positive 
patients as a problem, and planned to develop ‘something known as 
awareness centre’ (Kenya focus group 1).

The change depended on levels of interest, motivation and 
involvement. Recognising that the programme would not ‘change 
everyone’ and needed ‘the leaders to get it moving’ (RA2), RAs focused 
on identifying and supporting leaders whose motivation was high, 
who were ‘keen no matter what, [to] take initiative’ (RA debriefing 
interview). For example, a South African hub was led by a nurse ‘with 
minimal research skills but very motivated’ (RA debriefing interview). 
Other quotes demonstrate similar observations in Kenya, Uganda and 
Jamaica:
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Members seem to have huge expectations from this project. 
When I thought about this later, I felt that I should have told 
them that the hub will become what they want it to be. If they 
want it to be a wheel of change, it will. The opposite is equally 
true (RA2).

They are very enthusiastic and they have big plans because our 
hubs are mixed with many different kinds of people … They are 
really focused now and they know what they want. Especially 
when we had the last workshop and they were able to identify 
their own projects (RA6).

 … the willingness to participate never left at any point … At 
times it was challenging and difficult, however, we found ways to 
work around that … at the end of the day everybody had an input 
of some sort and was able to participate in some way (HL1).

This motivation was fuelled by new learning, particularly in regard to 
understanding the findings from specific projects and interpreting their 
meaning for specific workplaces. In this sense, change happened by 
connecting data with experience. One HL described when PAR fully 
made sense for her: 

when the results of the initial findings were disseminated to us. 
That’s when I said, yes, this is really a problem and it’s a problem 
affecting nurses so it’s nurses who must do something about this 
… Then we went ahead to say what can we do? So through that 
process of asking ourselves and sharing we came up with a gap 
and an action goal (HL9). 

RAs observed this change across all hubs. One stated, ‘it is during the 
application that it becomes exciting for the hubs’, adding that ‘huddling’ 
around laptops to review findings and draft evaluation project proposals, 
‘even if their computer skills weren’t so good’ could not be ‘underestimated 
[as] capacity building’ (RA4 and 5 debriefing interview). One RA 
explained that as hub members were encouraged to discuss findings, 
stories from practice came out and they began to identify issues: 

They started visualising, saying that these were the everyday 
situations that we’re living within [our] districts. For example, 
there was a hub that designed an intervention to look at HIV 
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stigma among nurses. We were just presenting figures and 
percentages, but when they started talking, actually they were 
citing examples of some of the nurses that have been stigmatised. 
It was hard to seek care [because] they were the same services 
being offered at their [work]places … And they moved forward to 
develop the full proposal which was later funded (RA6).

As the same RA explained to the funder representative during a country 
visit,

this being a multi-country programme of research, different 
aspects of research apply differently in the different countries. 
Even within this data that is collected, some things may not be 
clearly understood by just mentioning them. So what happens 
is that after the data has been collected and analysed, it’s the 
hubs, because these are nurses that are facing these challenges 
every day,… that provide country specific interpretations to these 
findings (meeting notes, country visit, 2011).

Participants were careful to point out that interpreting research findings 
is not an easy or simple process, that is comprised of one activity like 
a presentation of findings to hubs and that is enough: ‘it does take time 
and a lot of patience to share findings’; hub members participated more 
when they had detailed summaries of findings explained to them, when 
they felt there was a trusting working relationship with the research 
team, including RAs who were open about what they did not know and 
when they needed to ‘follow up and provide missing information later’ 
(RA3, South Africa 2010 training notes). And, as one HL explained, 
hubs needed to recall repeatedly what they were supposed to be doing 
with the data: 

This happened to all of us, even at the latest stage of 
implementation we’re still asking ourselves, what are we 
evaluating? So for us until we remembered that oh there is a 
baseline which was done. There was baseline information that we 
have about nurses’ knowledge, attitude and practice about. Then 
we are looking at it’ (HL9).

Another key dimension of understanding change is that it happens 
in and through vertical relationships. In envisioning the leadership 
hubs, the research team articulated ‘purposeful connectivity’ as a key 
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concept. This requires learning to network, specifically to cultivate 
vertical relationships in the healthcare system, in an evidence-based 
and purposeful way that also draws from experiential knowing. This 
was translated through the participatory nature of the work, and hub 
members and RAs developed a critical consciousness of their power 
to affect change in vertical relationships and particularly through 
the vertical relationships within the Strengthening Nurses’ Capacity 
programme. 

To get ‘political’ blessing we involve the District Medical Officer 
of Health (DMOH). The DMOH is in charge of all health services 
in a district and the secretary in the District Health Management 
Team (DHMT). We have had a strong partnership with the DMHT 
and this could make a positive contribution (Kenya field notes, 
2010). 

Another Kenyan example reflects the growing awareness and comfort 
of communicating in vertical relationships: 

the decision that we made after the research [was that] we gave 
feedback to our … top decision-makers. And also since the project 
was coming to an end, we were wondering what next, [so] we gave 
feedback to the top decision-makers and they really supported us 
and I think they are going to follow up (Kenya FG1). 

This comfort in vertical relationships worked both ways. Hub members 
who held management positions in the healthcare hierarchy also 
experienced new realisations about their place in effecting change. One 
focus group participant explained that she became aware of many gaps 
in her manager role: ‘I find the hub to be very resourceful such that you 
realise that policy issues are just one aspect of leadership… so I am really 
yearning to get other aspects …’ (FG Kenya).

The PAR approach as it manifested in the research team’s conduct, 
rather than the training content per se, is what participants identified as 
a unique feature of the changes they experienced. Specifically through 
these vertical relationships within the programme, hubs learned 
accountability in ‘sharing with the people you’re meant to share it with’ 
(RA6). The empowering effect of this realisation was expressed by 
several HLs as a kind of role modeling of new ways of doing things. 
One such example was the research team’s insistence on having signed 
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institutional approvals for hub evaluation projects as well as time away 
from work. When asked to clarify, one HL explained, 

… it paved the way for us. Because we had to think always about 
ethical considerations and the responsibility … now even if [a 
nurse is] going for two days [she must] seek for permission from 
immediate supervisor and they approve. Like the time we went to 
Kenya … it was very easy for us, we got their permission, written. 
So it a bit protected us because we are sure our supervisors are 
aware that we are in this place (HL9). 

This role modelling was also evident in hub members’ descriptions of 
how the researchers and RAs communicated with them. Specifically, 
there were consistently firm messages about the obligations and 
expectations associated with the work of the hubs coupled with 
encouragement and implicit positive expectations of hubs’ capacity. 
This was important for the hubs, who at times felt that change would be 
nearly impossible. For example, the first author asked one HL to clarify 
a comment about feeling hesitant about her ability to effect change. She 
answered: ‘Yes, we were seeing this as something that cannot be done. So 
we are seeing this as something that is big. We did not have the confidence 
… it is very difficult to influence policy’ (HL9).

Role modelling was identified as part of the PAR approach. It was 
described by one HL as ‘they are there, they are in the session, … they 
communicate at the level [where] we understand each other …’ (HL6). 
Regarding the country’s RA specifically: 

If you come in with an idea he won’t say, no, no, no, it’s out of line 
or whatever. He’ll always go into … let me understand what you 
are trying to say so that you should reach consensus. There are 
people that say, no, that’s out. He’s not that kind of a person. He 
went to the bottom of an issue to really understand… 

This HL credited the PAR approach, ‘where you involve people, try to 
get their ideas, don’t just impose, get to the root of problems’, as the basis 
for learning a different approach to communicating with people at 
different levels of power.

Finally, conceptualising change as the core of action-oriented 
aims in capacity development revealed two important considerations 
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about PAR that derived from this programme. First, a key challenge of 
PAR is setting and meeting achievable objectives (making intentional 
changes), while remaining open to the mystery of unintended change 
that is particularly the case when capacity is the target. Developing 
capacity is a kind of change that is not necessarily seen in measurable or 
immediate ways. One RA articulated it this way: 

It’s very difficult to pinpoint those actions … We can say for instance 
this capacity development workshop we had on this day, we can 
get immediate feedback from the participants involved in that 
workshop, but we can’t necessarily pinpoint anything happening 
afterwards. We can get feedback from the members in terms of 
maybe what happened at the institutions or things like that but 
you can’t really… say, here is my report in terms of exactly what 
happened with this. So I think the [participatory] action plays a big 
part but I think it’s very difficult … to flag them the whole time or 
to say for all the inputs these were the outcomes (RA4). 

This links to a second consideration, that developing capacity rests 
on a good understanding of the capacities that already exist. In the 
case of the Strengthening Nurses’ Capacity programme, this was not 
neatly determined at the beginning, but became apparent as the hubs 
formed and specific strategies were carried out. In some cases, as RA6 
identified, minimal or non-existent capacity in research meant that hub 
members needed first to learn about the research endeavour itself. RA2 
explained it this way: 

The main challenge is that people are at different levels in terms 
of capacity, in terms of research, in terms of involvement and so, 
because in PAR people are supposed to work together, sometimes 
it takes much longer for some people to get in cue. 

Context and time
PAR, as manifested here, emphasises the need for openness and 
adaptability in terms of time and shifting social circumstances in 
different contexts, especially in an international collaboration. The 
context and time challenges influenced both hub membership and hub 
functioning. For example, 

the initial members ... in South Africa and the ones in, for instance, 
Uganda were a bit different. It did change over time because I 
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did realise that it’s not necessarily how you present yourself but 
it’s what you know of your context and what you know of what 
you’re busy with … and even in Kenya it seems that … there’re 
people doing their Master’s degrees, there’re people doing their 
PhD degrees and … I think they have more support when it comes 
to research because they have this person they can talk to, they 
don’t necessarily have to approach the RA or somebody at a 
tertiary institution …. in Jamaica, well I think the picture there is 
very different because it’s a very small community, Jamaica is an 
island, it’s small … The people know of each other… (RA4).

Geographical proximities played a vital role in the establishment and 
activities of the hubs in all countries. Proximity was considered at 
early and later stages of planning the leadership hubs. Participants 
described it as the single most challenging feature of the PAR approach. 
The physical distance between hubs and countries revealed a kind of 
paradox of the PAR approach in this international programme; that 
is, capacity developed both because of and in spite of communication 
channels. Telephone and internet connectivity within countries was 
often poor or inaccessible and the associated costs with either of these 
means of communication were high. Kenya, South Africa and Uganda 
shared similar challenges in this vein, while in Jamaica these issues were 
perhaps less significant. For example, it was estimated that of all the hub 
members in South Africa, only three could reliably communicate by 
email, and some even had no access to fax machines, in which case the 
document would be faxed to a colleague who could pass it on. In short, 
material communication channels were often poor and this is where the 
relational channels of communication were critical.

All participants agreed that meetings in person were most valuable 
because, as RA4 explained, ‘if you [only] talk to a person over the 
telephone … it’s not [as likely that] something [is] going to happen after 
the conversation’. However, in-person meetings involved travel issues of 
scheduling and cost. For example, RA3 described a meeting that started 
almost three hours late with members still ‘trickling in’ later, which 
he knew was due to the distance and work assignments. The reverse 
situation also occurred for RAs visiting the hubs: 

If I drove from here two and a half hours to the venue and there’s 
only three or four members, that was very difficult …. I remember 
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one morning I was driving back from [hub location]… at three 
in the morning, because I included the night shift staff to also 
become aware of the research program… And another time it was 
eleven’ (RA5). 

The value of working in close proximity to one another created 
opportunities for more frequent meetings, more time just to check in, 
which overall facilitated more familiarity and trust. One RA explained 
how much he came to value the ‘drop-in’ aspect of the work in conveying 
to hub members an inclusive ‘team’ attitude: 

… those individuals that you said ‘hi’ to are the ones who attended 
or really tried to attend meetings. And when it came to doing 
the action plans, or for them to go to their supervisors, it was 
easier for those individuals because they had that relationship 
with the project, which made them feel good and … gave them 
the willingness to do more in their context (RA4).

There were also weather considerations, a point not often identified 
as a factor in conducting traditional health research, but an important 
one for PAR projects in places where access and infrastructure are key 
issues. In Jamaica and South Africa, for example, storms led to bridges 
being washed away at times when hub meetings were planned. 

Workplace arrangements and conditions also played a 
significant contextual role throughout the programme. PAR assumes 
expectations about people participating and taking action to bring 
about change. The hub members’ ability to participate and take action 
in this programme was influenced by workload, schedules and other 
unforeseen demands that are part of the everyday nature of healthcare, 
especially in resource-constrained conditions. Yet, the hub members’ 
participation led to new learning, particularly regarding policies, 
and dissemination of their new learning with colleagues. In short, 
the workplace (and by association, the nature of the work) both 
dictated the level of involvement in the leadership hubs and reaped 
the beneficial outcomes of hub activities. This was an ever-present 
understanding throughout the programme. For example, ‘I know in 
Jamaica we were able to pull ourselves away … not all the hub members 
every time, [but] a representative or two from each hub to be at a central 
meeting’ (HL1). 
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Challenges experienced included movement of members and 
their replacement occasionally pulling the team back, since it 
would require bringing new members on board to enable the 
whole team to move at the same pace. Convening meetings 
became challenging with time since all members moved from 
their original stations and with added responsibilities, meetings 
were rescheduled many times (HL5). 

Timing also factored in the Strengthening Nurses’ Capacity programme, 
not unlike other PAR projects. This theme is captured in the phrase, 
‘the importance of understanding the pace’ (RA6), and the nuances of this 
are summarised in the following quote:

The two biggest things come to mind, one is time and the other 
one is expectations … I think there was so much happening … 
with the data collection and it was really hard to actually do the 
initial relationship building with the individual members of the 
hubs and getting them involved and making sure they attended 
all the different meetings because you can only really progress if 
there is continuous attendance by the members because … what 
we’ve realised in our context is they start to carry and learn and 
teach each other on what’s happening. So I think the time … the 
time and the amount of work that had to be done within the 
small timeframe – I think that was a big challenge. Because of the 
distances that the hub members travelled we were very limited … 
and finances also limited the context that we can have with the 
members. So we could have been together for one day and then 
we try to do so much in that one day that I kind of felt that we 
… the leadership hub members might have experienced a type of 
information overload, that they might have just taken little bits 
and snipits of what’s important to them or what got them hooked 
and they didn’t always walk away with the big picture (RA4).

The five-year timeframe of the programme came to be understood by 
RAs and HLs as a relatively short span for the full benefits of PAR 
to be seen. RAs were in agreement that only in the last year and a 
half of the project could substantial hub activity be seen, recognising 
that it takes time ‘to get buy-in from everyone and get them all involved 
at the level of participatory’ (RA2). One RA wondered if, because of 
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the time pressure connected with project expectations, they rushed 
the evaluation proposal process with the persistent reminders of the 
deadlines. 

Pacing therefore became important in planning and carrying out 
hub meetings. In Kenya, for example, recognising that the original 
timeframe of quarterly meetings proved to be insufficient for the 
learning needs and work of the hubs, the team increased the frequency 
of meetings to allow more time together. This also led to a decision to 
hold joint meetings of all hubs in Kenya, which not only addressed time 
issues but also generated richer discussion in the meetings. By contrast, 
Ugandans kept to the quarterly timeline, but invested more energy 
in giving lots of advance notice so that hub members could schedule 
their lives accordingly. The structure of meetings was also continually 
negotiated and re-adjusted according to members’ needs, and although 
noted as challenging, moving the agenda at the members’ pace of 
learning proved most valuable (RA3, RA4). Pacing at the international 
level also became apparent and the temporal dimension of PAR was 
expressed in several ways:

At one point the hubs were moving at different speeds so … what 
I learned [about] the action research was basically understanding 
the pace … the speed at which we should move with the different 
hubs and … in the interest of making sure that all do follow … So 
if it’s going to be participatory action research really it requires 
time, patience and perhaps mentoring based on those two factors 
… For example, if people in [one country] are ahead they can 
go but also give time for people in [another country] to move 
at that pace that will enable them to absorb things and make 
meaningful actions (RA6).

The message from me about PAR is that [researchers] need to be 
aware of the fact that people will come in at different levels of 
understanding, of interest … and if you want people to be able to 
understand the research it takes time (RA2).

Hub members identified the long-term commitment required of PAR: 
‘Other approaches do not require time and funds but comparatively, action 
research needs the same team members from the beginning to the end if 
reliable information is to be obtained’ (HL4).
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Embedded in the importance of pacing and context is the notion 
of commitment. RAs and HLs referenced commitment many times 
in describing their experiences of PAR, alluding to it as a character 
trait, a kind of tenacity or determination that is required in light of 
the contextual and timing hurdles. Participants seemed to describe 
their commitment to hub activities in a way that raises the question of 
volunteerism as a necessary component of successful PAR projects. For 
example: ‘there’s been a lot of them for whom [the work of the hub] is really 
in their extra time’ (RA2); and 

there was sacrifice, definitely I could sacrifice time before the 
[evaluation] project was funded. I could sacrifice time and they 
fund the money for airtime, and I call these people … I had the 
feeling that if we had started something we really need to see 
results (HL9). 

Closely related was an assumption that the action nature of PAR 
implied something ‘ongoing’ must come from the work along with a 
corresponding commitment to ensuring the work continues (RA6; 
HL6). This raises the need for critical reflection on how interest 
and motivation of the participants are taken into account in light of 
careful contextual understanding; that is, there are sound reasons why 
motivated people are unable to follow through on initiatives. 

Values and assumptions
The articulation of values, and the assumptions that derive from them, 
is a hallmark of the PAR approach. Values were therefore expressed as 
the premises of the Strengthening Nurses’ Capacity programme and 
reflected in the proposal submitted for funding and in corresponding 
documents such as role definitions, guidelines for authorship, and 
through team practices such as the rotating chair position in team 
meetings. Examples included the following: 

• Through the use of PAR and authentic engagement, stakeholders 
will be able to address the root determinants of health and will 
enhance sustainability of health systems strengthening. 

• PAR enables researchers to be effective brokers for knowledge 
transfer between front-line nurses and policy-makers.

• The potential for evidence uptake is enhanced by the development 
of relational capital and dynamic collaboration among front line 
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nurses, decision-makers and researchers, which promote vertical 
rather than horizontal relationships.

A declaration of researcher values and assumptions at the beginning of a 
PAR programme is important as a kind of propositional knowing (Heron 
& Reason, 1997). However, the experiential knowing that emerged 
from being engaged in PAR led participants to question the status quo 
and re-examine their assumptions about health systems and the nursing 
profession, academia and research, and collaboration and equity. 

With respect to the health system and the nursing profession, 
participants critiqued hierarchical models and reconciled misunder-
standings of nursing. For example:

I think [PAR] is actually exactly what’s needed in our context 
because there’s such a sharp divide in terms of hierarchy on so 
many levels, you know, that there are … and I mean I’m not only 
speaking about the healthcare system but if we want to go there 
and speak only about the healthcare system the hierarchy is … 
it’s real and the persons at the front line don’t feel valued (RA1).

It has been known far and wide that nurses in general are 
difficult people to deal with, including myself … when I got into 
this project everybody asked will you manage to work with the 
nurses? But one thing that I said from the onset I said I think 
it’s an opportunity for me to try … I realised I had a very wrong 
perception of who nurses are … in the process of interacting with 
them I clearly realised … given their kind of work environment they 
would be happy to have somebody who listens and understands 
them (RA3). 

There were also assumptions about academia and research, specifically 
regarding the differences between universities and healthcare 
institutions that they reflected on or questioned. As described in the 
Kenyan case, GLUK actively engages students and community members 
in projects, breaking down traditional ivory-tower stereotypes. An 
RA in another setting articulated how the academia practice setting 
relationship was beginning to shift as a result of the PAR approach: 

We do place students at the different clinics and at the hospital, 
but that’s very formal, just over email … with the research and 
continuous conversations we’ve actually built a relationship 
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whereby they phone us up … and say, we’ve got a community 
dialogue coming up next week and we would like to talk to them 
about alcohol abuse and HIV and AIDS. Is it possible that you can 
give us a brief summary of some of the literature out there that we 
could use to talk to the youth?… that’s something that happens 
while you’re just going on and you don’t realise what’s happening 
… because you would say, yes, we can do that and we quickly get 
someone to do the literature review and you get the one or two 
pages out to them. And after you realise, but wow this wouldn’t 
have happened two years back, … you can leave the idea with them 
that there is an institution that you can receive academic support 
from and they can in turn, in their institutions, leave a type of 
culture behind from the youngsters coming up in that institution 
that, you know what, there is that place called the university and 
there are those individuals and they can make research accessible 
to you and they can make it understandable to you and they can 
put it in a way that you can actually learn from that. You don’t 
have to … think because it’s an academic institution and they’re 
doing research it’s something only for academics (RA4). 

PAR assumptions regarding how research is conducted also shifted RAs 
perceptions of the research endeavour more broadly. For example, RA3 
stated: 

the world has many problems and already there are many 
researchers with many research questions … pulling this kind of 
information and writing it as part of a report for the project … to 
me is about contribution to solving a problem in society, and it’s 
more effective than writing a thesis dissertation that is going to 
sit on a shelf because no one wants to look at it (RA3). 

Other RAs highlighted assumptions regarding capacity of the 
participants in a PAR programme such as this: 

I think people’s skills need to be put into consideration really, if 
there are specific results that you are looking at accomplishing 
… For example, if you want them to develop proposals, then the 
people you recruit should be the kind that can really write up. 
Sometimes beginning at zero you get frustrations from here and 
there, yet it’s not your problem and it’s not their problem … So 
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for short-term outcomes, I think it needs to consider the skills. 
Like existing skills within the people and the skills that you may 
have to give them. Like if it’s participatory action research and 
along the way you have milestones that you want to accomplish, 
you can use the milestones to design the kind of mentoring that 
will make people accomplish those milestones, but also looking 
at the time in which the slower person can be able to accomplish 
something within that strict time (RA6).

It does take time and a lot of patience to share findings … [we] 
need to understand each of the hub members and their strengths 
and weaknesses. Sometimes they will sharply differ in what they 
want to discuss, [and] we need to know how to handle this kind 
of situation (RA3, SA training notes). 

There were also assumptions expressed about collaboration and equity, 
notions of what these terms mean and how they are linked in PAR. 
Specifically, the understanding was that there cannot be one without 
the other if the approach is to be truly participatory. This is exemplified 
in RA1’s comment: 

as a dynamic collaboration, we have been able to achieve the whole 
formation of the hub … working together and recognising their role 
and shared vision and goals and so on … that has been completely 
concretised here in our setting … to bring a group of persons 
together from different backgrounds, different settings etcetera 
and have them try to work together… to get them to understand 
and take on their role as a leadership hub member, I think that’s a 
major success that we have been able to achieve here. 

Furthermore, one dimension of collaboration is the responsibility that 
comes with empowerment. Collaboration, according to RA2, implies 
‘putting all together and sharing [so] that everybody works hard’. Yet, in 
the reality of the work itself, this assumption may not be shared by all 
participants; ‘in the end you might find that you have participatory action 
research approaches but maybe not everybody was really involved in the 
whole research as I think they should have been’ (RA2).

Finally, one RA talked at length about expectations in the 
Strengthening Nurses’ Capacity programme which seemed also to 
express the importance of explicating assumptions in any PAR project: 
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Individual expectations, when you have a joint leadership hub 
meeting and you have those individuals in front of you and you 
say, today we’re going to talk about this practice guideline or 
about policy development, then there is a certain expectation 
that you put on the table. And if you put it on the table you take 
responsibility for that and you would really like them to step away 
from that session being confident in what they’ve learned. So 
there’s expectations that you have on yourself, there’s expectations 
you have for the experts … and there’s also the expectations that 
you have in terms of capacitating these individuals so that they 
will have an impact that you will be able to measure at the end of 
the day … Speaking to the whole PAR approach at different stages 
there’s different expectations from different individuals and just 
keeping tabs on what those expectations are and how you would 
reach them is very difficult to do (RA4). 

These themes highlight that assumptions about capacity and how 
best to develop it are important. Notably, in articulating values, the 
notions of capacity and power are closely aligned. As stated, PAR 
makes power explicit, and this programme’s emphasis on transparency 
in team processes and careful attention to support, rather than to 
more hierarchical ‘instruction’ or ‘directives’, are examples of doing 
so. Furthermore, respectful identification and acknowledgement of 
existing and required capacities of the leadership hubs were critical for 
effectively developing capacity. 

capacity dEvElopmEnt and thE paRticipatoRy woRldviEw

The Strengthening Nurses’ Capacity programme serves as an informative 
case study of the intersection of capacity development as an objective 
and PAR as an approach to meeting such objectives. Notably, there are 
three distinctions in the programme’s conceptualisation of capacity 
development. It was understood as an ongoing process of empowering 
individuals, interdisciplinary teams and networks, and nations, so they 
are able to: 

1) identify health and health-related challenges 

2) conduct, develop and manage research and evaluation processes 
that answer these dynamic challenges as they arise
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3) contextualise, share and apply knowledge generated from research 
and evaluations. 

The achievement of ‘strengthened’ capacity was seen to rest on the active 
participation of engaged stakeholders and decision-makers. Notable, 
however, is that the interviewees of this case study used the actual word 
‘capacity’ far less than they used variations of the word ‘learn’ as they 
discussed the leadership hubs. The participants talked about learning 
opportunities, what they had learned, how learning happened, and 
the tangible results of their learning in terms of experiencing changes 
in themselves, their work and workplaces, and feeling empowered to 
ignite change in their colleagues. 

The expression of capacity development as learning resonates with 
Heron and Reason’s (1997) ‘critical consciousness’ that is part of the 
intersubjectivity of the research process. As described in the related 
theme, the hub members encountered change through various learning 
opportunities – writing, presentations and linking data with their 
experiences to bring research findings into useable forms. They learned 
how to dialogue and in dialogue with stakeholders and decision-makers, 
found balance, as Heron and Reason describe, ‘within and between 
people of hierarchy’ (p. 257). 

Heron and Reason (1997) also stress the collaborative nature 
of good research. The Strengthening Nurses’ Capacity programme 
reflected such collaboration, not only between the research team and 
leadership hubs, but more to the point, within the hubs, that were 
comprised of staff nurses, managers and leaders in regional health 
organisations. This deliberate crafting of hub membership created a 
space, in otherwise hierarchical systems, where vertical relationships 
could flourish, thereby reflecting the assumption that all knowledge 
is experientially based, including that of the researchers and decision-
makers. Similarly, the call for the democratisation of the research 
process (Heron & Reason, 1997) was also heeded in this programme. 
Yet, a subtle clarification of this aspect of what it means to ‘collaborate’ 
in PAR is noteworthy. 

Democratisation, or the meaningful involvement of participants 
throughout the research process, does not eliminate the need for 
leadership — from those with more expertise, for those with less. For 
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example, the ‘bible’ of project guidelines was written by the senior 
researchers and programme coordinator primarily to set direction 
and to guide data collection across all the projects. This was taken up 
gratefully by RAs and country directors, interpreted not as a top–down 
authoritarian ‘rule’ but rather as a useful structure that, while serving 
the purpose of rigorous consistent data collection across countries, 
also offered a model, more generally, for conducting quality research 
studies, thereby enhancing the in-country research team members’ 
learning (capacity). Also, as RAs stressed, leadership hubs needed to be 
well understood in terms of how capacity both existed and was lacking, 
and researcher-directed strategies were necessary to address the latter. 

Leadership from the senior researchers, while at times experienced 
as demanding on workload and timelines for each country, was also 
valued, welcomed and even requested. ‘Understanding the pace’ 
in completing the projects meant understanding individuals’ and 
organisations’ readiness for change. In short, in PAR, changes are 
enacted only when those involved feel ready, equipped, informed 
and confident. The success of collaborative efforts in PAR, then, must 
involve discerning such readiness and ensuring that those who feel less 
ready are supported by leaders. 

conclusion

The workplace challenges that members faced by participating in the hubs, 
as well as the unexpected positive linkages between academia and clinical 
care settings, call attention to questioning the readiness for change at the 
system level. For example, do individual changes in capacity necessarily 
translate into institutional capacity? Should this be the expectation of PAR 
programmes? Specific to the case of the Strengthening Nurses’ Capacity 
programme, how did the very existence of the leadership hubs affect 
institutional capacity for the organisations involved? 

Heron and Reason (1997, p. 287) state that participation in 
itself is a form of practical knowing, ‘knowing how to choose to act 
— hierarchically, cooperatively, autonomously’. As we have seen 
in this case study, collaboration as the democratisation of research 
becomes more complicated in international research situations. The 
strengthening of capacity through PAR does not always fit neatly 
into measurable outcome definitions or funding timelines. This is 
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particularly the case in international collaborations such as the one 
presented here. The anticipated as well as the ‘ripple effect’ positive 
changes in individuals, hubs and institutions were largely attributed, by 
participants of this study, to the PAR approach taken in the programme. 
The Strengthening Nurses’ Capacity programme also demonstrates, 
however, that the significant contextual challenges to relationship 
building and communication across different social, political, historical 
and geographical arrangements must be carefully considered and 
consistently accommodated through an interpretation of PAR that 
balances ideology with pragmatism. 
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Childhood obesity is a global problem that calls for 
immediate action. While the rise in childhood obesity 
was first observed in Western countries and progressed 
at a moderate pace, developing countries are now 
witnessing similar increases, but at an accelerated rate 
(Popkin, Adair, & Ng, 2012). In fact, in the last decade, 
obesity rates have tripled in many low- and middle-
income countries (Popkin et al, 2012). As a result, in 
addition to malnutrition and infectious diseases, obesity 
and its related chronic diseases are now recognised as 
being major health problems and research priorities 
in low- and middle-income countries (Lim et al, 2012; 
Lozano et al, 2012). For example, in 2010, the Ministry 
of Health in Mexico, in collaboration with the President 
of the country, launched a comprehensive, multisectoral 
national agreement and strategy for preventing and 
controlling obesity (Barquera Cervera, Campos-
Nonato, Rojas, & Rivera, 2010). This call to action is not 
surprising seeing that the rate of obesity in Mexico has 
surpassed epidemic proportions and is now comparable 
to that of Canadian and American children (Ogden et al, 
2011). 

A substantial amount of research on childhood 
obesity has been completed in developed countries in an 
effort to gain a better understanding of the determinants 
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of obesity and strategies for preventing and treating it (Sokar-Todd 
& Sharma, 2004). Far less research has been produced in developing 
nations such as Mexico ( Janssen et al, 2010). This may be due to limited 
resources and a lesser priority given to research in the developing world 
(Popkin et al, 2012). For example, a study by Janssen and colleagues 
(2010) found that about 0.5% of global obesity research conducted in 
recent years (about 28 published articles per year) was completed by 
Mexican researchers, despite the fact that Mexico accounts for 1.6% 
of the global population (World Bank, 2010). In contrast, Canada 
accounts for 3.8% of global obesity research (Sokar-Todd & Sharma, 
2004) despite the fact that it only accounts for 0.5% of the global 
population (World Bank, 2010). Clearly, high-income countries such as 
Canada have more resources to support research and research training 
in obesity and other disciplines than middle-income countries such as 
Mexico. Building or enhancing research capacity may be an effective 
and pertinent way in which high-income countries can provide middle- 
and low-income countries with guidance to address childhood obesity. 

In order to gauge the impact of research capacity building, it is 
important to document and analyse the processes and outcomes of 
such initiatives. Others wanting to replicate a successful initiative will 
require details on how the initiative was designed and implemented, 
what problems were encountered along the way, and what changes 
are needed for improvement. A good programme implementation 
evaluation should provide a clear description of what the capacity-
building (or other health promotion initiative) programme staff and 
participants did and what they experienced as they engaged in those 
activities (McGraw et al, 1994). This is often measured as programme 
reach, dose delivered and dose received. While definitions vary slightly 
among authors, there is a general consensus that reach refers to the 
proportion of the intended audience that participates in the programme, 
dose delivered refers to the number or amount of intended units or 
components provided, and dose received refers to the extent to which 
participants actively engaged with, interacted with, were receptive to, 
and/or used materials or recommended resources (Linnan & Steckler, 
2002). 

Unfortunately, to our knowledge few capacity-building efforts 
have been implemented in the field of obesity in low- to middle-income 
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countries and even fewer have been evaluated. The Guide for Useful 
Interventions for Activity in Brazil and Latin America (GUIA) is an 
example of an initiative between the US Centers for Disease Control 
and Prevention (CDC) and Brazil that takes a knowledge translation 
approach (with aspects of research capacity building) to address 
physical inactivity, which indirectly addresses obesity. Among other 
things, GUIA strives to establish and build cross-national collaborative 
relationships with researchers, practitioners and institutions in 
Brazil, conduct formative research and evaluate ongoing community 
interventions (Pratt et al, 2010). 

Another initiative, CAMBIO, was developed in response to 
the alarming rise in obesity rates in Mexico (Bonvecchio et al, 2009) 
coupled with the lack of research on the issue ( Janssen et al, 2010). The 
CAMBIO programme, as a whole, is a knowledge translation initiative. 
The four main components of the CAMBIO programme are as follows: 

1) to facilitate and fund faculty and student exchanges and researcher 
visits 

2)  to develop and fund a collaborative programme of obesity research 
between obesity researchers in Canada, Mexico and the US 

3) to build partnerships and promote networking, including the 
development of a national obesity network within Mexico

4)  to foster research training by developing and delivering an annual 
obesity research short course for Mexicans. 

This chapter and study, focuses on CAMBIO’s fourth component. The 
specific objective was to conduct a process evaluation of the 2009/2010 
CAMBIO short course in an effort to add to the literature pertaining 
to the evaluation of obesity-related research capacity initiatives. 
Although the short course was only one aspect of CAMBIO’s research 
capacity-building efforts, an evaluation was conducted on this aspect 
only. Essentially, the course was conducted in an effort to improve 
research skills among emerging Mexican researchers in the field of 
obesity and was developed to provide these researchers with the tools 
and knowledge needed to conduct such research with the ultimate 
goal of empowering participants and promoting confidence to take on 
the obesity problem in Mexico. The course utilised a ‘learn by doing’ 
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approach (Lansang & Dennis, 2004) and sought to mentor students as 
well as to promote skill development.

mEthods 
Short course participants 
Sixteen Mexican graduate students and new professionals (10 women) 
between the ages of 22 and 54 (median = 33 years) participated in the 
10-day course taught by Canadian, American and Mexican faculty. 
Participants were selected through an application process that involved 
nomination by a faculty member working at a Mexican university or 
research agency and after nomination, submission of their curriculum 
vitae and a short essay on why they wanted to take the course. Sixteen 
applicants were selected out of 24 nominations.

Course description
The objective of the short course was to provide an intensive research 
training experience and to increase research skills within a small, select 
group of graduate students and new professionals with an interest 
in research in the area of obesity. The short course was designed to 
guide participants through the research process — from developing 
research questions to writing manuscripts — and included theoretical 
(ie, lectures, web tutorials) and practical (ie, labs, fieldwork) teaching 
approaches. The course was developed by CAMBIO’s primary 
investigators (Drs Ian Janssen and Juan López Taylor), other CAMBIO 
team members (Drs Edtna Jáuregui Ulloa, Robert Malina, Mark 
Tremblay, Lucie Lévesque and Louis Ortiz Hernandez) and CAMBIO’s 
management team (Donna Ivimey and Gabriela Ibarguchi). The course 
components were designed to engage students to learn and undertake 
the steps involved in conducting research in the field of obesity, using 
a population and public health disciplinary approach. The course 
curriculum was based on theoretical and empirical literature and the 
personal experiences and knowledge of the course instructors. The 
course instructors were selected based on their methodological and 
content expertise.

The main part of the course was divided into two in-person sessions 
that were six and four days long (in November 2009 and February 2010, 
respectively). The in-person sessions covered eight main domains: 
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1) overview of the research process 

2) how to conduct literature searches 

3) how to develop a research plan 

4) how to evaluate and critique research papers

5) how to obtain measures relevant for the fieldwork component of 
the short course research project

6) how to create a database and accurately enter information 

7) statistics and use of the SPSS statistical software program 

8) scientific writing. 

Table 5.1 displays the itinerary from the short course outlining the sub-
topics covered within each of the eight domains, the amount of time 
spent on each sub-topic, and when pre- and post-course questionnaires 
were administered. Specific session objectives were also identified and 
are also displayed in Table 5.1. 

Table 5.1 Schedule of events for CAMBIO’s obesity short course and associated 
domains

Time Activity Objectives Format Domain
Pre-course

~6h • Complete online 
CITI course 
on their own 
time before 
attending the 
course

• Understand the 
importance of 
ethics

• Understand how to 
conduct ethically 
sound research

• 100% 
independent 
work

• The research 
process

In-person session 1 (6 days)

2h • Overview of 
CAMBIO 

• Purpose of 
course

• Introductions 
• Pre-course 

questionnaire 
(~1h)

• Understand the 
purpose of the 
course

• Get to know each 
other

• 50% lecture
• 50% practical

• The research 
process
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1h • Students: use 
evening to start 
readings/look 
over material; 
ensure that CITI 
ethics course is 
completed

• Get prepared for 
the course

• 100% 
independent 
work

• The research 
process

1.5h • Begin the 
research 
process: nature 
and purpose 
of research, 
developing 
questions, 
ethics 

• Understand the 
various steps in the 
research process

• Understand the 
different types of 
research questions

• Understand how to 
develop a research 
question

• Recognise the 
different types of 
variables

• Understand the 
various types of 
research studies 
and how they are 
applied

• 100% lecture • The research 
process

1.5h • Conducting 
literature 
searches 

• Understand the 
importance of a 
thorough literature 
review

• Appreciate 
the different 
computerised 
databases that can 
be used to perform 
a literature search

• Establish a system 
for conducting 
a computerised 
literature search

• Conduct a 
computerised 
literature search

• Establish a system 
for keeping track of 
citations

• 40% lecture
• 60% practical 

(computers) 

• Literature 
searches
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1.5h • Developing the 
research plan 

• Selecting 
the research 
approach

• Selecting 
instruments 
(validity/
reliability, 
feasibility, etc)

• Writing a 
research plan

• Know how to select 
the proper research 
design given the 
research questions

• Know the various 
methods in 
selecting research 
participants

• Appreciate how 
to select the 
appropriate 
measures and 
measurement 
techniques 

• Understand the 
various sections of 
a research plan

• Create a research 
plan

• 100% lecture • Research 
plan

1.5h • Reading and 
evaluating 
research reports 

• Understand the 
various sections of 
a research report 
and the information 
required within 
each section

• Identify the steps 
involved in the 
critical review of a 
research paper

• Critique and 
evaluate a research 
paper in their 
research field 

• 100% lecture • Evaluating 
papers

1.5h • Introduction 
to the research 
component of 
short course 
and CPAFLA 
(Canadian 
Physical 
Activity and 
Fitness Lifestyle 
Appraisal) 

• Understand the 
purpose of the 
CPAFLA

• Understand the 
components (tests 
and measures) 
involved in the 
CPAFLA

• 100% lecture • Measures
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32.5h • Development 
and 
organisation of 
research teams/
groups

• Musculoskeletal 
fitness tests, 
including sit-
and-reach and 
grip strength 

• Anthropometric 
measures 
including 
height, weight, 
tricep and 
bicep skinfolds, 
calf skinfold 
and waist 
circumference 

• Aerobic fitness 
test: shuttle 

• Health 
behaviour 
survey for field 
research 

• Data recording 
for short course 
research study

• Organisation 
for short course 
field research

• Additional 
practice 
time for 
musculoskeletal 
fitness, 
anthropometric, 
aerobic fitness 
and survey 
measurement 
techniques 

• Data collection 
(fieldwork)

• Be prepared for 
data collection 
phase

• Accurately and 
reliably conduct 
partial curl-up, 
grip strength and 
flexibility tests 
according to the 
CPAFLA protocol 

• Accurately and 
reliably measure 
height, weight, 
skinfolds and waist 
circumference 
according to the 
CPAFLA protocol 

• Conduct the 20 
metre shuttle run 
test

• Use the equipment 
to conduct the 
aforementioned 
tests

• Understand the 
components of the 
health behaviour 
questionnaire that 
will be used for 
the field course 
research study

• Conduct an 
interview to 
collect the data 
on the field course 
health behaviour 
questionnaire

• Understand the 
data recording 
sheet that will be 
used for the field 
course research

• Correctly record the 
data that will be 
obtained in the field 
course research on 
the data recording 
sheet 

• 6% lecture
• 20% practical
• 74% fieldwork

• Measures
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• Work on and 
improve skills 
required to obtain 
the musculoskeletal 
fitness measures, 
aerobic fitness 
measures, 
anthropometric 
tests, and health 
behaviour 
questionnaire 

• Collect research 
data in a field 
setting

• Apply measurement 
techniques learned 
in prior short 
course session in a 
practical setting

• Gain experience 
dealing with 
research 
participants

• Apply research 
ethics principles

4h • Data entry • Understand the 
necessity of using 
an electronic 
database

• Learn how to set 
up a database to 
transform data 
from paper to 
electronic format 
in an efficient and 
accurate manner

• Gain practical 
experience in data 
entry

• 12% lecture
• 88% practical 

• Database 
creation

1h • Data cleaning • Understand the 
importance of 
cleaning the 
database

• Identify data 
cleaning principles

• Gain practical 
experience in data 
cleaning

• 50% lecture
• 50% practical

• Database 
creation
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1.5h • Creating a data 
dictionary 

• Understand the 
importance of 
setting up a data 
dictionary

• Understand the 
components of a 
data dictionary

• Gain practical 
experience in 
setting up a data 
dictionary

• 25% lecture
• 75% practical

• Database 
creation

1.5h • Wrap up of 
session #1 and 
instructions for 
session #2 

• Homework 
assignment

• 100% lecture

In-person session 2 (4 days)

0.5h • Welcome and 
orientation, 
and outline for 
session 2 

• 100% lecture

13h • SPSS • Understand how to 
use SPSS

• Learn how to enter/
import data

• Learn how to do 
basic analyses 
(mean, median, 
standard deviations, 
confidence 
intervals)

• Learn more complex 
analyses (ie, 
regression)

• 20% lecture
• 80% practical 

(computer)

• Statistics

0.5h • Overview of 
fieldwork 
data file (data 
collected from 
schools in 
November) 

• Review the data 
from the fieldwork 

• Explore variables

• 100% lecture • Statistics
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0.75h • Scientific 
writing style

• Learn the correct 
grammatical and 
tense structure of 
scientific writing

• Learn the correct 
structure of 
scientific writing

• 100% lecture • Writing

0.75h • Putting together 
a paper 

• Understand the 
correct structure 
and layout of 
scientific papers

• Understand the best 
ways to approach 
putting together a 
paper

• 100% lecture • Writing

0.5h • Overview 
of writing 
assignment

• Understand 
requirements of 
assignment

• 100% lecture • Writing

5.5h • Students to 
formulate 
research 
questions, 
develop 
Introduction 
and Methods for 
paper with help 
from faculty

• Apply skills learned 
throughout the 
course to write a 
paper

• 20% lecture
• 80% practical 

(computer)

• Writing

7h • Full day to run 
statistics, start 
to write and put 
together paper 

• Students 
to work 
independently 
or in small 
groups 
(maximum of 3) 

• Faculty 
available to 
meet, discuss, 
help, etc

• Post-course 
questionnaire 
(~1h)

• Apply skills learned 
throughout the 
course to write a 
paper

• Apply statistical 
skills to analyse 
data

• 100% practical
• (computer)

• Research 
process

• Literature 
search

• Evaluating 
papers

• Statistics
• Writing

Source: Authors
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A common objective among all sessions was for students to gain 
proficiency in the topic area. Lectures were presented in Spanish 
and English, depending on the speaker’s proficiency in the Spanish 
language. A live translation was provided by a certified translator for all 
English lectures.

Students were also required to complete an internet-based human 
subjects ethics training module and test prior to attending the first 
in-person session, unless they had previously completed equivalent 
training. The ethics portion of the course was integral as ethics training, 
while a key aspect of conducting research and a requirement of the 
ethics boards that approved the short course research activities, was 
lacking at many Mexican universities. The course was offered in Spanish 
and included 12 modules. Further details about the ethics portion of the 
course can be found online (https://www.citiprogram.org/aboutus.
asp?language=english). 

Students also completed two assignments between the in-person 
sessions. For the first of these assignments, students were asked to write 
a brief two- or three-page report on one of the research measures used 
during the fieldwork component of the short course (see Table 5.1). 
Reports were to: 

• provide an explanation of what was being measured (psychological 
basis of the test) 

• provide an explanation of the relevance of the measure (eg, what 
does the measure tell us about the current or future health of the 
participants?) 

• discuss the objectivity, reliability, validity and limitations of the 
measure within child populations. 

This assignment was to be submitted via e-mail within two months 
of the completion of the first in-person session. For the second 
assignment, the students were asked to develop a research question 
based on the data collected during the fieldwork component of the 
first in-person session, and to prepare the introduction and methods 
sections for a research paper that they would continue to work on (with 
guidance and assistance from the course instructors) during the second 
in-person session. This assignment was to be completed in time for 
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the second in-person session. Students could complete assignments in 
Spanish, however those proficient in English were encouraged to do so 
in English so that they could work with the English-speaking faculty.

Finally, the students were asked to complete an assignment after 
the second in-person session. This assignment consisted of finishing 
the scientific paper they had started to work on prior to and during 
the second in-person session. While completing this last assignment, 
students also had the opportunity to maintain contact with the course 
instructors, primarily to receive feedback on written work and, if 
desired, to work towards submitting the paper for publication at a peer-
reviewed journal. 

Students were asked to bring their personal laptop computers to 
the in-person course sessions. If students did not have a laptop, they 
could borrow one from the course organisers. Each student was given 
a USB flash drive, which contained the course itinerary, assignment 
instructions and all PowerPoint lecture presentations. 

Short course process evaluation components – process measures
Quantitative process evaluation data were collected prior to, during 
and after the course, and were used to conduct the process evaluation. 
The questionnaires that the participants were asked to complete were 
modified for the short course by CAMBIO team members (Donna 
Ivimey, Mariane Héroux and Gabriela Ibarguchi) and were based in 
large on evaluative instruments developed by Ottoson and Patterson 
(2000) and Woodward (2004). The short-course evaluator (Mariane 
Héroux) administered all of the questionnaires and observed the 
participants throughout the short course to measure the three process 
evaluation components — reach, dose delivered and dose received — as 
defined by Linnan and Steckler (2002). Each questionnaire is described 
in more detail below in relation to its use in measuring the above-
mentioned process evaluation components. Sample questions from 
each questionnaire (translated into English) are provided in Table 5.2. 
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Table 5.2 Sample questionnaire questions

Questionnaire Example questions Response options
Session-specific 
questionnaire

Please rate the amount of new information 
that you learned at the session The Research 
Process

Scale 1–7 (not very 
much to a great deal)

In your current position, how likely are you to 
use the information presented at the session 
The Research Process?

Scale 1–7 (not very 
likely to very likely)

I expect to use the information learned at the 
session The Research Process within the next 
6 months

Scale 1–7 (not very 
likely to very likely)

I found the information presented at the 
session The Research Process to be credible

Scale 1–7 (not very 
credible to very 
credible)

I am interested in learning more about the 
topics presented at the session The Research 
Process at a future short course

Scale 1–7 (not very 
interested to very 
interested)

Pre- and post- 
course repeated 
questionnaire

Please rate your current knowledge of 
conducting literature searches 

Scale 1–5 (no 
knowledge to very 
knowledgeable)

How many courses on conducting literature 
searches have you taken in the past (before 
this survey)?

Scale 0–4 (no 
courses to 4 or more 
courses)

In your current position, what percentage of 
time do you devote to conducting literature 
searches?

Scale 1–5 (0–10%, 
11–25%, 26–50%, 
51–75%, 76-100%)

I possess sufficient skills and knowledge to 
describe how to conduct a literature search 
to my peers and colleagues

Scale 1–5 (strongly 
disagree to strongly 
agree)

I possess sufficient skills and knowledge to 
design and conduct a literature search 

Scale 1–5 (strongly 
disagree to strongly 
agree)

I possess sufficient skills and knowledge to 
evaluate a literature search

Scale 1–5 (strongly 
disagree to strongly 
agree)

I possess sufficient skills and knowledge to 
apply for funding to conduct a literature 
search

Scale 1–5 (strongly 
disagree to strongly 
agree)

I possess sufficient skills and knowledge to 
publish the results of a literature search

Scale 1–5 (strongly 
disagree to strongly 
agree)
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I possess sufficient knowledge to teach 
graduate students about conducting a 
literature search

Scale 1–5 (strongly 
disagree to strongly 
agree)

Follow-up 
questionnaire

How many scientific conferences have you 
attended since the short course?

Scale 0–4 (none to 4 
or more)

In the last 12 months, how often have you: 
conducted literature searches, prepared 
ethics proposals, developed a research 
plan, read and evaluated research reports, 
conducted fitness testing and anthropometric 
measures, recorded and entered data, 
conducted statistical analyses, written 
scientific papers?

Scale 0–4 (never, 
a few times a year, 
monthly, weekly, 
daily)

List 3 major barriers to conducting research 
and applying the skills learned during the 
short course

Source: Authors

Reach assessed the proportion of the intended target audience that 
participated in the programme. During the recruitment period, the 
CAMBIO programme managers attempted to recruit a large group 
of students from the Guadalajara, Jalisco region (a region of focus for 
CAMBIO’s research capacity building) and several students from other 
regions and states. One Kenyan student was invited as he was part of a 
similar research initiative that was being led by CAMBIO team members. 
Basic demographics obtained at baseline were used by the CAMBIO 
programme managers to determine if the participants attending the 
course fit the characteristics of the target population outlined prior to 
the start of the study (this being students or new professionals from 
Mexican institutions interested in obesity research). Attendance at each 
in-class session was also taken to calculate the proportion of students 
attending sessions. 

Dose delivered recorded the number of intended units actually 
used. This was measured for the in-class components of the short 
course by comparing the course itinerary and prepared materials to 
what was actually taught and what materials were provided during the 
course. These observations were recorded by the CAMBIO programme 
evaluator. 

Dose received measured the extent to which participants understood 
what they learned from the lessons that were taught, the degree of 
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perceived knowledge uptake, whether or not participants reported that 
they continued to use what they had learned after the course was over, 
and if they were able to successfully apply the skills learned from the 
course. 

Participant understanding of individual in-class lessons was 
assessed using the session-specific questionnaire. The questionnaire 
asked participants to rate how much new information was learned. The 
same five questions (amount of information learned during the session, 
likelihood of using the information in their current position, likelihood 
of using the information in the next six months, degree to which the 
presented information was perceived to be credible, and level of interest 
in learning more about the topic) were repeated at the end of each course 
section taught, as outlined in Table 5.1. The participants’ answers were 
based on a 7-point rating scale, with 1 representing a negative response 
and 7 indicating a positive response. An overall mean score was created 
for each of the five questions by adding the participants’ numeric 
responses across all 21 session-specific questionnaires and dividing the 
total by the overall number of questionnaires (ie, answers for Question 
1 across all 21 questionnaires were added together and then divided 
by 21 to obtain a mean score for Question 1 for each participant). The 
session-specific questionnaires also provided a place for comments 
where participants were able to provide feedback they felt was relevant 
to the lesson. 

The degree of perceived knowledge uptake was obtained from 
the pre- and post-course repeated questionnaire. Before the course 
started, students were asked to complete a pre-course questionnaire, 
which was repeated at the end of the second in-person session (post-
course repeated questionnaire). These questionnaires contained 
several demographic questions and questions about current knowledge 
and experience in the eight in-class course domains (research process, 
literature searches, research plans, evaluating papers, measures, 
database creation, statistics and writing). Each course domain consisted 
of nine questions rated on a 5-point scale, with 1 being ‘strongly 
disagree’ and 5 being ‘strongly agree’. An overall summary score (out of 
45) was created for each question by summing the responses for each 
course domain.
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The one-year follow-up questionnaire asked students how often 
they have applied the skills that they learned during the short course. 
The questionnaire consisted of eight items (each on a 5-point frequency 
scale ranging from ‘never’ to ‘daily’) related to the eight previously 
mentioned course domains. The questionnaire also asked students to 
list what they perceived as barriers to conducting research. Finally, 
space was provided at the bottom of the questionnaire for students to 
write whatever comments and feedback they felt was relevant. A one-
year follow-up period was chosen as this allowed adequate time for 
students to apply the skills acquired during the course. The one-year 
follow-up also coincided with the funding provided to the CAMBIO 
programme to complete its research activities.

In addition, a select group of students were contacted 18 months 
after the course was completed and asked to write a short personal story 
expressing how they felt the short course helped them become a better 
skilled and more confident researcher. They were asked to address the 
following topics in their story: 

• their occupation before attending the course

• why they were interested in taking the course 

• what they learned from the course 

• how the course helped them with their future career goals. 

The personal stories helped illustrate to what degree the course was 
utilised by the students as well as how it impacted their careers.

Finally, the three assignments given to the students throughout 
the duration of the course (described in ‘course description’) were 
developed to give students a chance to apply the knowledge learned 
throughout the course and to demonstrate whether or not they 
understood the concepts. 

Statistical analysis
All quantitative data was analysed using SAS 9.2 (SAS Institute, 
Cary, North Carolina). Scales from the session-specific and follow-up 
questionnaires were assessed using the FREQ procedure. Pre- and 
post-course repeated questionnaire scores (eg, knowledge and skills 
in the research process, conducting literature searches, developing a 
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research plan, evaluating papers, obesity measures, creating a database, 
conducing statistics and writing a paper) were compared within the 16 
participants using paired t-tests. 

REsults 
Short course participants
Each of the 16 participants completed a Bachelor’s degree, nine also 
completed Master’s degrees, two were medical doctors and one 
completed a PhD. Five participants were still students, while the 
remaining 10 had just entered the workforce. The students represented 
four Mexican universities (Universidad de Guadalajara, Universidad 
de Chihuahua, Universidad Autonoma de Colahuila and La Salle 
Universidad), one African university (Kenyatta University), one 
Mexican hospital (Hospital General Instituto Mexicano del Seguro 
Social) and one Mexican public health institution (Instituto Nacional 
de Salud Publica). In general, the response rates to the questionnaires 
were excellent. Each of the 16 participants returned the pre-course 
questionnaire and 100% of the session-specific questionnaires. Only one 
student did not complete the post-course questionnaire while four of 
the 16 students did not complete the one year follow-up questionnaire. 

Short-course process evaluation components – process measures
Reach 
All of the participants met the intended target population identified by 
CAMBIO managers. There was also a 100% attendance recorded for all 
course sessions.. 

Dose delivered 
All of the 21 course sections were taught as planned and all four 
assignments were delivered as planned, with only one not going 
according to plan. The one exception was for the data dictionary 
component of the first in-person session, wherein the topic was taught, 
but the students did not (as originally intended) create a dictionary due 
to time constraints (data entry and cleaning took longer than expected). 
All course materials were utilised as planned including PowerPoint 
presentations, handouts, the use of fitness testing equipment and the 
use of laptop computers for conducting literature searches, entering 
data, completing statistical analyses and writing scientific papers. 
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Dose received 
Figure 5.1 shows the average results from the five questions addressed 
at the end of each of the 21 in-person class sessions. These questions 
were rated on a 7-point rating scale (1 = most negative response, 7 
= most positive response). None of the 16 students had an average 
score of less than 4 out of 7 for any of the five questions. At least 10 
(and up to 15) of the 16 participants had an average score of 6 or 7 
out of 7 for all five questions. Thus, high ratings were reported for the 
amount of new information learned (Question 1), likelihood of using 
the information taught in current position (Question 2), expectation of 
using the information in the next six months (Question 3), belief that 
the information presented was credible (Question 4), and interest in 
learning more about the topic area (Question 5). 
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Figure 5.1 Session-specific questionnaire scale responses (n = 15)
Source: Authors

The results from the pre- and post-course repeated questionnaires, 
which were available for 15 of the 16 students, suggested that perceived 
knowledge uptake was achieved in different research process areas (see 
Figure 5.2). 
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Figure 5.2 Comparison of pre- and post-course questionnaire responses regarding 
sessions (n = 15). Statistically significant results from the t-test (p < 0.05) are 
denoted by a *
Source: Authors

Although statistically significant (p < 0.05) differences from pre- to 
post-course findings were observed only for one of the eight individual 
domains (writing), there was a consistent pattern which indicated that 
the post-course scores for the self-perceived research skills were higher 
than the pre-course scores. Summary scores across all eight domains 
were higher post-course (mean = 205, SD = 59) than they were pre-
course (mean = 174, SD = 66), but the differences were also not 
statistically significant (p = 0.20) (data not shown). It must be noted 
that the curriculum placed significant emphasis on writing activities (in 
terms of number of hours spent writing and one-on-one interactions 
with the faculty). Thus significant differences from pre- to post-course 
for this specific domain may be a reflection of the time dedicated to it.

Figure 5.3 shows how often the students reported that they used 
the skills learned across the eight course domains in the year following 
the completion of the in-person short-course sessions. 
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Figure 5.3 Results from the post-course questionnaire displaying how often 
students used skills learned in the 12-month period following course completion 
(n = 12)
Source: Authors

Th is questionnaire was completed by only 12 of the 16 students. Eight 
of the 12 students prepared an ethics application within the year. Each 
of the 12 students conducted a literature search within the year, and 5 of 
the 12 students did so at least weekly. Nine of the 12 students evaluated 
a scientifi c paper/report in the year, and four of them did so weekly. All 
but one or two of the 12 students recorded/entered data, conducted 
statistical analyses and participated in the writing of a scientifi c paper/
report in the year, but few participated in these activities on a weekly 
or daily basis. 

In terms of the written assignments, 14 out of 16 students handed 
in the fi rst assignment and 12 of 16 students handed in the second 
assignment. Although a formal evaluation of these assignments was not 
conducted, the course instructors who reviewed these assignments, for 
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the most part, felt that they were not of a high quality as defined by 
Western research standards. Several students maintained contact with 
course instructors following the second in-person session in an attempt 
to continue working on their paper until it was ready for submission to 
a peer-reviewed journal. Five of these students subsequently submitted 
their papers for publication. 

The personal stories submitted by students demonstrated the 
positive impact that attending the course had on their career paths. 
Students also spoke about the strong connections that they formed with 
peers and instructors. Two personal stories are shared in Box 5.1 below.

Box 5�1 Personal Story 1 (English translation)

When the CAMBIO short course started, I was finishing my undergraduate 
studies and was starting my social service at the Human Nutrition Institute 
at the University of Guadalajara.

When I found out about the CAMBIO course and that I could be part of it, 
I was very interested and excited to attend, given that I was starting my 
research journey and that I had a great interest in learning more about this 
process. Furthermore, my interest in the CAMBIO course grew as it was 
focused on childhood obesity which is a very important topic in relation 
to health and given that this was the topic I wanted to work on for the 
upcoming stages of my studies. At that time, I was considering starting my 
graduate studies and I was sure that this course would be the milestone to 
support my decision.

Once the course began, my expectations were fulfilled and were exceeded 
given the way we worked and the way the organisers taught. Some learning 
experiences that marked my development as a researcher are the detailed 
manner for doing fieldwork, the patience and care of the data entry, the 
clarity of the statistical classes, the great literature review and the initiation 
of a scientific article, among others. I also made great friends whom I 
still have contact with and who have helped me through my professional 
development. I had the opportunity to meet recognised researchers from 
different fields who are passionate about health topics and who shared their 
experiences and comments with all of the course attendees. It is clear to me 
that the research process is a lot of work, but all that it involves is great 
and satisfying. 
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At the end of the CAMBIO course, I continued writing a scientific manuscript 
which is currently under publication process and from which I have learned 
a lot. I am currently doing my master’s studies at the National Institute of 
Public Health and the experience I obtained from the CAMBIO course has 
been of great help, just as it will be throughout my professional career. I 
am very grateful to have been allowed the opportunity to be part of the 
CAMBIO course which I enjoyed and used as much as I could, and I hope 
I can collaborate with this great team again some day and that I keep in 
touch for a long time.

Personal Story 2 (English translation)

Before attending the CAMBIO short course, I was working at the Public 
Health Institute in Mexico, mainly as a researcher assistant. This was a 
challenging job, because I could not completely understand many aspects 
of my job. Thus I was only able to collaborate doing small things. I felt 
frustrated because since I had finished my undergraduate degree I wanted 
to work in research. My boss told me that the CAMBIO course was a great 
opportunity to learn more about research, and he helped me to contact the 
organisation committee and apply to the course.

I was lucky to be selected for this course. When I took it I was preparing, with 
a researcher team, a proposal to evaluate physical activity in adolescents. It 
was the perfect time to get some feedback from the course. I learned many 
useful things for my research project; starting from very simple ones (like 
making questionnaires), to strategies for cleaning and analysing data. This 
course also introduced me to many wonderful and generous people willing 
to teach and help me. Some of them are working at the Mexican National 
Institute of Public Health. Thanks to this course I had the opportunity to 
study English at Queen’s University and later to be admitted in their Master 
of Science programme.

Therefore, this course not only gave me background and tools for my work 
but it also defined the next steps in my career as a public health researcher 
interested in physical activity and the prevention of chronic diseases.

I really appreciate the opportunity that CAMBIO gave me. I am in my second 
year at Queen’s University, completing my course work, and I am enjoying 
very much my training and the people I have met.
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Thanks to the CAMBIO course, I am convinced that research is what I want 
to do. I also think that junior researchers in Mexico need opportunities such 
as this. I hope more initiatives like this see the light in the future.

discussion

This research training short course was implemented in Mexico in an 
effort to increase the skills and knowledge of emerging researchers 
in the field of obesity, with the end goal of instilling confidence in the 
participants who would be conducting research on obesity in their 
respective countries. The reported increase in students’ knowledge 
after completiing the course is encouraging and suggests one of two 
things: 

1) students’ understanding of and competency in each course domain 
increased as a direct result of their participation in the course, or 

2) students underestimated their competency prior to the course 
and came to realise that they had a higher level of knowledge and 
competency as the course progressed. 

Regardless, the increase in perceived knowledge suggests that the short 
course helped instil confidence in the students to undertake research 
activities in the future. Furthermore, the increase in perceived knowledge 
may have contributed to the reported use of several research-based skills 
in the year following the short course (see Figure 5.3), as well as to their 
participating in research activities and conducting research. 

Although very few research capacity-building initiatives have been 
developed and evaluated in the field of obesity, there is evidence from 
other research disciplines that such initiatives can impact knowledge 
and research productivity (ie, grant applications, publications, etc). 
For example, a nine-day research training workshop offered by 
the University of Pittsburgh to healthcare professionals in Pakistan 
resulted in increased local research capacity (Dodani & LaPorte, 
2008). The course focused on basic epidemiology, biostatistics, 
genetic epidemiology and international health, and used face-to-face 
and video-teleconferencing delivery methods. Student knowledge on 
research methods was tested before, during and after the course using 
questionnaires. Results showed that content knowledge across course 
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subjects increased by up to 36% in the face-to-face group and by up 
to 24% in the video-teleconferencing group. Furthermore, knowledge 
was retained one year following the course (Dodani & LaPorte, 2008). 
Unfortunately that study did not measure the participants’ research 
outputs after course completion. However, other findings suggest that 
an increase in research knowledge may translate into an increase in 
research output (White, 2002; 2004). 

While CAMBIO’s short course on obesity resulted in a self-perceived 
increase in knowledge and reported use of skills in the year following 
course completion, it remains to be seen if this will translate into an 
increase in research productivity by the short-course participants. 
However, the networks and connections the students made with the 
faculty members during the course resulted in the pursuit of additional, 
more intensive training by some of the students. For instance, a 
connection made between one of the students and faculty members at 
the short course led directly to that student completing a Master’s degree 
in Canada under the supervision of the faculty members in question. It 
also led to the initiation of several research collaborations between the 
student’s home institution in Mexico and Queen’s University in Canada. 
This newly formed partnership has therefore benefited both the student 
and the faculty members and will likely continue to do so for years to 
come. The full impact of this training may take years to come to fruition 
and thus it was not feasible to measure within the current study.

Unfortunately, not all students in CAMBIO’s short course 
completed the course assignments. This was disappointing to the course 
organisers and teaching faculty, who were discouraged by the lack of 
commitment shown by certain students towards their independent 
work. The organisers and teaching faculty dedicated a significant 
amount of their time outside of the in-class sessions to prepare for the 
short course, and would have liked to see the same level of commitment 
from students. It should be noted that these assignments were to be 
completed between the two in-class sessions when students had other 
full-time commitments including school, work and family obligations. 
Thus, the incomplete assignments are not necessarily a reflection of a 
lack of motivation or poor time management, but perhaps a reflection of 
limited time, which was mentioned by most as a barrier to conducting 
research. It must be noted that many researchers in lower-income 
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countries produce research on their own time (ie, outside of their paid 
hours), inevitably affecting the amount of time available for research 
(Costello & Zumla, 2000; Trostle & Simon, 1992). Thus, in order to 
ensure that all assignments were completed, it may have been helpful to 
give students more time to work on them during the in-class sessions.

Several other limitations to research in lower-income countries 
have been identified in the literature and deserve mention. Some of the 
more prominent of these include limited resources, limited accessibility 
to the scientific literature, limited funding opportunities, limited time 
and limited emphasis placed on publishing (Adair, 1995; Costello 
& Zumla, 2000; Popkin et al, 2012). Although the Western research 
model is dominant, lower-income countries do not necessarily have 
the recourses (financial and physical) to adopt this model themselves. 
Thus, a research short course, such as the one evaluated in the current 
study, may be very successful at increasing participant research 
knowledge and competency, but will not necessarily translate into 
increased research production. Increased research production will be 
impacted by the various systemic barriers to research encountered by 
participants after course completion. 

Working within the international partnership frame of reference 
resulted in several challenges and lessons learned by the CAMBIO 
team and teaching faculty. See Box 5.2 for comments by the CAMBIO 
management team (Donna Ivimey and Gabriel Ibaraguchi).

Box 5�2 Challenges experienced by the CAMBIO team

Improving research skills in Mexico cannot be understood without considering 
the context under which researchers in Mexico work. Most of the short 
course participants were from a university or university-affiliated hospital 
and the focus of Mexican universities is primarily on teaching with research 
a marginalised activity in terms of recruitment, resources and systems to 
acknowledge and reward research productivity. While the short course may 
have effectively taught important research skills to individuals, without 
addressing the institutional environment to which these young researchers 
must return, it is hard to expect the course to have long-term impact.
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Enrolment in the short course was limited to junior researchers from different 
regions in Mexico. Targeting representatives from the regions was necessary 
to counterbalance the centralisation of research expertise in Mexico City. 
The majority of participants were from outside of Mexico City and the 
process for identifying and nominating candidates was transparent. However, 
future courses should reconsider whether to include senior researchers and 
university research administrators. Given that higher-level administrators 
play a significant role in supporting (or impeding) research activities through 
departmental and institutional processes, it may be beneficial to include 
them in such a short course or parallel workshop, where they could better 
understand and appreciate the various steps involved in conducting research.

Streamlined bureaucratic processes and access to research infrastructure 
is something the North takes for granted. Due to rules at the University of 
Guadalajara relating to import and acquisition of research equipment, it was 
easier for the CAMBIO team to order and purchase course-related research 
equipment and software through Queen’s University, receive it in Canada and 
then donate and ship it to the University of Guadalajara. Even with these 
measures, the University of Guadalajara withheld releasing paedometers 
(a small, inexpensive tool for measuring steps) up until the day before the 
fieldwork was set to begin.

Access to online journals is another critical research tool that is not widely 
available to researchers at Mexican institutions. Special permissions allowing 
access to IDRC databases were granted for the duration of the short course. 
Devoting a full day to teach and conduct literature searches would be useful for 
future short courses and would help demonstrate to university administrators 
the need to purchase online journals to support both research and teaching.

The short course was intended as an individual training and learning-by-doing 
initiative and was not designed to address institutional capacity directly. The 
culture of Mexican universities was not fully appreciated by the Northern 
partners. However, given the significant role institutions play in promoting or 
impeding research, future courses should look to incorporate parallel sessions 
for senior research administrators and university leaders.

As with all research, this study has several limitations that must be 
addressed: 

1) Only 15 Mexican obesity researchers participated in the course. 
Although, only 8% of the Mexican population holds a Bachelor 
degree (Santibanez, Vernez, & Razquin, 2005) and, of this 8%, few 
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conduct obesity research, it is certain that eligible students were 
missed in the nomination process. 

2) Additional time for course delivery and practice would likely 
have benefited students. Unfortunately this was not feasible due 
to budgetary constraints and the fact that teaching faculty and 
students were already taking considerable time away from their 
institutions to attend and prepare for the course. 

3)  Language barriers were an issue as several students spoke little 
or no English and several instructors spoke little or no Spanish. 
Although translators were onsite, translation errors are likely to 
have occurred resulting in miscommunication. 

4)  Networking and mentoring were not measured during the 
evaluation, but both were mentioned as being important aspects 
and benefits of the course by both the students and teaching faculty. 

5)  Institutional infrastructure was not evaluated and is likely to have 
contributed to the continuation of skill use post-course. While 
students were provided with the necessary tools to conduct 
research during the course (ie, access to full-text journals, 
equipment for data collection, etc), access to such tools post-
course depended entirely on their availability within the students’ 
home institutions. 

Despite the above-mentioned limitations, it must be noted that this short 
course is one of the first research capacity initiatives aimed at increasing 
obesity research in Mexico. Such an initiative is extremely important as 
obesity rates are increasing rapidly in Mexico (Bonvecchio et al, 2009) 
and researchers need the tools and skills to conduct research which 
can be used as evidence to influence policy and change. Nonetheless, 
training programmes alone may not be sufficient to support the ongoing 
use of skills. Without ongoing support and adequate resources, the use 
of skills learned is difficult to sustain (Lansang & Dennis, 2004). 

conclusion

Courses such as this could potentially help increase the research skills of 
those interested in doing research in low- to middle-income countries, 
which may in turn empower countries to address the problem and give 
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researchers the tools and support to conduct research in the field of 
obesity. Future studies are needed with similar courses being presented 
and evaluated within different population groups. 
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Chapter

6
Building a Framework 
to Strengthen Research 
Capacity within the 
Caribbean Region
Martin Forde, Karen Morisson, Neela Badrie &  
Eric Dewailly

As in most developing regions of the world, there is 
an ongoing need to develop local research capacity 
and capabilities in the Caribbean region. In particular, 
there is a pressing need to strengthen and operationalise 
the concept of integrative multi-institutional and 
disciplinary research. It should make allowances for 
organisational inputs at multiple levels (communities, 
non-governmental organisations [NGOs], government), 
and incorporating sectoral perspectives in a way that is 
practical and sustainable. This is especially challenging 
to execute in the Caribbean, not only because of the 
difficulties that arise when trying to change deeply 
entrenched historical and cultural norms, but also due 
to the fact that this region is characterised by multiple, 
diverse small island states, with each island state having 
unique and divergent economic capacities and political 
will to support research activities. Indeed, any attempt 
at creating a homogenous Caribbean-wide research 
capacity among these heterogeneous island states poses 
several challenges and issues that need careful attention 
in order to arrive at initiatives that are workable and 
sustainable.

Given the context provided above, it is not surprising 
that research capacity is scattered and unevenly spread 
across the Caribbean. The key players — academics, 
researchers, industry professionals, technocrats and 
research-oriented institutions — that would be needed 
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to respond to ongoing and emerging environmental health challenges 
in the Caribbean region, already exist. Missing, however, are the 
knowledge and skills to integrate and network these fundamental 
ingredients of capacity development in organic, real-time and innovative 
ways. Thus, the case is made for a considered, deliberate effort to build a 
framework that integrates all of the above-listed elements, ultimately to 
improve the research capacity and capability of researchers and health 
professionals throughout the Caribbean.

The Caribbean EcoHealth Programme (CEHP) is a collection 
of several thematic research programmes, each of which has human 
and material capacity and capabilities, and development components 
incorporated into them. The overall CEHP was structured such that 
it facilitated and encouraged the bringing together of Caribbean- and 
non-Caribbean-based academic, governmental, NGO and technical 
organisations to address key gaps in the Caribbean region as they 
pertain to the environment and human health. Thus, an overarching 
goal of the CEHP was to improve the capacity and capability of public 
and environmental health professionals in the Caribbean Community 
(CARICOM) to respond in integrative ways to ongoing or emerging 
epidemiological and environmental health challenges by means of 
multidisciplinary interventions.

A fundamental CEHP objective was to build a multi-disciplinary 
and multisectoral team of endogenous professionals that would be 
capable of pursuing and utilising integrated approaches in solving public 
and environmental health problems within the Caribbean region. Thus, 
key parts of the CEHP’s mission were as follows: 

1) To work collaboratively with Caribbean professionals to identify 
critical regional knowledge and capacity development needs

2) To build, enhance and strengthen integrated approaches to 
conducting research on the previously identified research and 
capacity development needs

3) To develop, enhance and strengthen the structural and cultural 
mechanisms that would lead to the creation of a sustainable team 
of endogenous professionals who would have the confidence and 
access to resources to come up with solutions to the problems that 
are experienced in this region of the world.
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dEscRiption of thE cEhp REsEaRch pRogRammE and oBjEctivEs

In 2006, using a highly collaborative and participatory process, a 
culminating grant proposal development workshop meeting was 
held in Trinidad. It was attended by several leading Canadian and 
Caribbean environmental and public health professionals drawn 
from both regions’ major technical institutions and knowledge 
generating centres. From Canada, there were representatives from 
Laval University, Guelph University, the Public Health Agency 
of Canada and the Institut national de santé publique du Québec. 
From the Caribbean, there were representatives from the Caribbean 
Epidemiology Centre (CAREC) located in Trinidad, the Caribbean 
Environmental Health Institute (CEHI) in St. Lucia, the University of 
the West Indies (UWI) in Trinidad, and St. George’s University (SGU) 
in Grenada. A representative from the regional Pan American Health 
Organization (PAHO) was also invited to participate in this grant 
proposal development workshop meeting.

Using an ecosystemic approach, commonly referred to as eco-
health, attempts were made to involve potential end-users in the 
formulation and design phase of the grant proposal. This approach 
integrates multiple specialist disciplines along with potential research 
users (eg, members of the affected community) both at the design 
phase of the research programme and throughout its implementation 
(Charron, 2012). Thus, in addition to the above-listed Caribbean, 
Canadian and para-regional professionals, several government 
representatives from St. Lucia, Suriname, Guyana and Trinidad and 
Tobago actively participated in the proposal planning workshop. The 
CEHP, which was borne out of this collaborative process between 
researchers and end-users, identified and proposed the following seven 
key knowledge gaps and capacity development research programmes 
as important for the region:

1) Persistent organic pollutants (POPs) study: to determine and 
evaluate exposures to environmental pollutants such as persistent 
organic pollutants, heavy metals (mercury and lead) and several 
commonly used pesticides

2) Zoonotic infections (ZI) study: to determine and evaluate exposures 
to zoonotic infections
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3) Foodborne burden of illness (FBOI) study: to provide additional 
financial support to fund and expand on PAHO/CAREC’s ongoing 
foodborne burden of illness studies. The CEHP collaborated with 
these international and regional health institutions to provide 
additional funding to expand and support the conduct of these studies

4) Rainwater harvesting (RWH) study: to provide additional financial 
support to fund and expand the CEHI’s efforts to evaluate and 
determine the microbial quality of rainwater harvesting systems

5) Recreational water quality (RWQ) study: to determine and evaluate 
appropriate microbial water quality indicators for recreational 
waters in the Caribbean

6) Eco-toxicological water (ETW) studies: to conduct eco-toxicology 
water studies to evaluate the quality of drinking water supplies

7) Food safety training (FST) programme: to develop a degree 
certification programme in food safety and management.

As previously mentioned, built into each CEHP research programme was 
a local human capability development component. A programme-wide 
key goal was to help create and strengthen sustainable communities-of-
practice that could successfully come up with solutions to the problems 
found in each of these thematic areas. Where appropriate and feasible, 
in addition to the goal of building and enhancing local and regional 
human resource capacity and capabilities, a secondary goal to develop 
material resource capacity, such as laboratory equipment and supplies, 
was also undertaken.

Central to the CEHP’s human and resource development mission 
was its use of the Atlantis Mobile Laboratory (AML). In 2003, the 
Canadian Foundation for Innovation and the Québec government 
funded researchers from Laval University to build the AML, a 
$3-million mobile laboratory consisting of six 20-foot containers 
retrofitted to function as a self-contained laboratory. Three of 
the containers were outfitted to be chemistry, microbiology and 
eco-toxicology laboratories; the other three served as offices and 
living quarters, a service unit which housed the standby generator 
and workshop tools, and a storage container for bulky items and 
transhipment of a field vehicle and boat.



Chapter 6  Building a Framework to Strengthen Research Capacity within the Caribbean Region

135

Given its mobile capabilities, the AML allowed the CEHP to 
move from one Caribbean island to another and to respond to specific 
local- and regional-based calls for research and capacity-building 
opportunities. This, in turn, helped to encourage professional 
development within the Caribbean region. The AML provided an 
immediate analytical capacity that was not previously available on the 
islands to which it was moved. The AML allowed the CEHP to provide 
local governments with an opportunity to carry out environmental 
monitoring activities that were demand driven and based on self-
identified national priorities. Most importantly, the AML enabled 
the CEHP to adopt a more collaborative and integrative approach to 
research.

The AML also provided the CEHP with the unique opportunity to 
help develop and enhance local laboratory technicians’ capabilities by 
exposing them to relatively new analytical techniques. Several pieces 
of lab equipment used in the AML, as well as the analytical techniques 
employed, were absent in many Caribbean laboratories. Thus, many 
local lab technicians were given the opportunity to receive training on 
how to use equipment and techniques. While the AML was the focal 
point for a wide range of CEHP activities — including research, capacity 
building, training, promotion and outreach — not all of the CEHP 
research and capacity-building efforts revolved around the lab. The 
foodborne burden of illness and the rainwater harvesting studies, for 
example, worked directly with other national and regional laboratories 
and helped to upgrade both the human and equipment capacities of 
these laboratories.

The multi-institutional operational structures and the collaborative 
frameworks that were put in place to execute CEHP research 
programmes are shown in Figure 6.1. The institutions and programme 
leaders for each of the CEHP research programmes are outlined in 
Table 6.1. During the five-year period of the CEHP, the supporting 
organisations changed and evolved. Each CEHP research programme 
was significantly expanded and in some cases, the nature and scope 
of the proposed research programme dramatically changed due to 
multiple factors. These have been discussed in detail elsewhere (Forde 
et al, 2011). 
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Academic Institutions
Laval University

St� George’s University, Grenada
University of the West Indies (Trinidad)
University of the West Indies (Barbados)

Ross University School of Medicine (Dominica)
Ross University School of Veterinary Medicine (St� Kitts)

Other Agencies
International Development Research Centre (IDRC)

United Nations University (UNU)
Windward Islands Research & Education Foundation 

(WINDREF)

Countries Involved
Antigua & Barbuda (POPS, ZI, RWH), Barbados (AML, 

FBOI), Belize (POPS, ZI), Bermuda (POPS, ZI, FBOI), 
Dominica (AML, POPS, ZI, FBOI, ETW), Grenada (AML, 
POPS, ZI, FBOI, RWH, ETW), Guyana (FBOI), Jamaica 
(POPS, ZI, FBOI), Montserrat (POPS, ZI), St� Kitts & 

Nevis (POPS, ZI), St� Lucia (POPS, ZI,FBOI, RWH), St� 
Vincent (POPS, ZI), Trinidad & Tobago (FBOI, FTS), 

Canada (POPS, ZI)

Technical Institutions
Caribbean Environmental Health Institute (CEHI, 

St� Lucia)
Caribbean Epidemiology Centre (CAREC, Trinidad)
Caribbean Institute of Meteorology and Hydrology 

(CIMH, Barbados)
Pan American Health Organization (PAHO, Latin 

America & the Caribbean)
Public Health Agency of Canada (PHAC)

Institut nationale de santé publique du Québec 
(INSPQ, Canada)

Centre hospitalier universitaire de Québec (CHUQ, 
Canada)

Caribbean EcoHealth Programme (CEHP)
Four PIs (2 Caribbean, 2 Canadian)

Seven research programmes (POPS, ZI, FBOI, 
RWH, RWQ, ETW, FST)

Atlantis Mobile Laboratory (AML)

Figure 6.1 Caribbean EcoHealth Programme (CEHP) 
Source: Authors

Table 6.1 List of core CEHPs, their leaders and their leaders’ respective institutions

Research 
programme

Programme leaders Institution

Persistent organic 
pollutants study

Eric Dewailly Laval University, Canada

Martin Forde St. George’s University, Grenada

Lyndon Robertson CEHP, multiple islands

Suzanne Côté Laval University, Canada

Lisa Sandy Government of Dominica, Dominica

Shervon De Leon CEHP, Barbados

St. Clair Forde CEHP, Trinidad

Zoonotic 
infections study

Rosina (Tammi) Krecek Ross University, St. Kitts

Mike Drebot Public Health Agency of Canada, Canada

Heidi Wood Public Health Agency of Canada, Canada

E Lee Ross University, St. Kitts

A Loftis Ross University, St. Kitts
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Foodborne burden 
of illness study

Lisa Indar Caribbean Epidemiology Centre, Trinidad

Enrique Perez PAHO, Panama

Lindonne Glasgow St. George’s University, Grenada

Carelene Lakhan UWI, Trinidad

Rainwater 
harvesting study

Chris Cox Caribbean Environmental Health 
Institute, St. Lucia

Natalie Boodram Caribbean Environmental Health 
Institute, St. Lucia

Lesmond Magloire Caribbean Environmental Health 
Institute, St. Lucia

Recreational water 
quality study

Marc Lavoie UWI, Barbados

Shervon De Leon CEHP, Barbados

Eco-toxicological 
water study

Lyndon Robertson CEHP, multiple islands

Food safety 
training

Neela Badrie UWI, Trinidad

Source: Authors

We will use the modified version of Cooke’s theoretical framework 
(Cooke, 2005) to provide examples of how the CEHP attempted to 
meet its research capacity development goals as well as to highlight 
some of the challenges and issues that arose. Two dimensions, namely 
structural levels of development activity and guiding principles of 
capacity building, will be applied to illustrate the capacity development 
activities of the CEHP.

dEscRiption of thE cEhp’s stRuctuRal lEvEls of capacity 
dEvElopmEnt activity

Structural level: individual
Several CEHPs specifically had individual capacity-building and 
development components built into them. For example, in the persistent 
organic pollutants research study programme, rather than collect 
samples and carry out analyses using outside expertise, the CEHP hired 
and trained local nurses, senior laboratory technicians and other health 
professionals to do this on its behalf. Furthermore, on each island 
where an AML was located (Grenada, Dominica and Barbados), local 
laboratory technicians were hired and trained to operate it. 
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The number of local people trained on each island by the persistent 
organic pollutants research study programme is given in Table 6.2. 
These locally hired people were trained in research methodology and 
protocols, research ethics, and in the management of human participants 
and bio-samples. The goal was to ensure that at the end of the study, the 
trainees would have the skills and confidence to conduct this type of 
research within their countries whenever required or desired.

Table 6.2 List of personnel trained in the persistent organic pollutants study

Country No. of 
nurses 
trained

No. of 
lab techs 
trained

No. of 
others 

trained*

No. of AML 
laboratory 

techs 
trained#

Antigua and Barbuda 3 1 - -

Barbados 2 1 - 1

Belize 2 1 1 -

Bermuda 2 3 1 -

Dominica 4 2 - 2

Grenada 4 2 - 2

Guyana - - 1 -

Jamaica 2 1 1 -

Montserrat 2 1 - -

St. Kitts & Nevis 2 1 1 -

St. Lucia 2 1 1 -

St. Vincent 2 1 1 -

Totals 27 15 7 5

Source: Authors

Notes: 
* These include hired persistent organic pollutants study country coordinators, chief 

epidemiology officers and other government personnel�
#  Local laboratory technicians were hired and trained to run the AML on each island�

The AML also allowed the CEHP to facilitate several training 
programmes and workshops to the benefit of the local countries where 
the lab was located (see Table 6.3). Additionally, at least eight Caribbean 
and four Canadian graduate students benefited from being directly 
engaged in AML-based CEHP-related research and training projects. 
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Table 6.3 Human resource development and enhancement facilitated by the 
CEHP’s AML

Grenada
Type of training # Participants Male Female Comments

Epidemiology 17 4 13 Persistent organic pollutants 
research

Eco-toxicology 8 3 5 Enzyme-linked immunosorbent 
assay (ELISA) analyses

Research 
techniques

12 4 8 Persistent organic pollutants 
research

Lab analyses 10 4 6 Chemical and biological

Dominica
Training # Participants Male Female Comments

Epidemiology 8 0 8 Persistent organic pollutants 
research

Eco-toxicology 6 3 3 Enzyme-linked immunosorbent 
assay (ELISA) analyses

Research 
techniques

20 7 13 Persistent organic pollutants 
research

Lab analyses 25 11 14 Chemical and biological

Barbados
Training # Participants Male Female Comments

Environmental 
chemistry

22 7 15 Year 1 undergraduates

Metals analyses 4 0 4 For research project

Analytical 
chemistry

1 0 1 PhD research

Mercury 
analyses

3 0 3 Field research

Micro pathogen 3 0 3 MPhil research

Use of ViTEK 2 0 2 MPhil research

Totals 141 43 98

Source: Authors

For CAREC’s regional foodborne burden of illness studies, local 
government representatives, including local graduate students from 
Caribbean universities, were identified and trained to conduct the 
studies on their respective islands. A Grenadian student pursuing 
an MSPH degree was selected for the role of country coordinator to 
manage and conduct the BOI study in Grenada. Similarly, a Trinidadian 
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MPhil student was chosen to be the Trinidad and Tobago foodborne 
burden of illness study coordinator. Both students used their country-
based foodborne burden of illness studies as the basis of their Master’s 
thesis, and gained valuable experience working alongside CEHP 
researchers and ministry of health personnel. Additionally, on each 
island where a foodborne burden of illness study was conducted, 
laboratory technicians from different laboratories — including the 
national clinical, food and university environmental laboratories — 
were trained to identify and report on an expanded list of foodborne 
pathogens. Government epidemiologists and surveillance personnel 
in the field were trained in the collation and statistical analyses of data 
specific to the foodborne burden of illness study and other similar 
research projects. Overall, CEHP funding supported CAREC’s 
foodborne burden of illness programme by building capacity in eight 
countries in the areas of conducting foodborne burden of illness studies, 
epidemiological household population surveys, laboratory isolation 
of foodborne disease pathogens, database development, analysis of 
surveillance and research data, and the writing of peer-reviewed papers 
for publication. In total, over 1 000 people, including epidemiologists, 
laboratory technicians, surveillance nurses and doctors, received some 
sort of training under the BOI research programme.

The CEHP also mounted other programme-wide training initiatives 
such as one-week courses on systematic reviews and meta-analysis, and 
in ocean and human health (see Table 6.4).

Table 6.4 Non-AML training and capacity-building activities conducted by the 
CEHP 

Type of training # Participants Male Female
Location 

of 
training

Systematic reviews and 
meta-analysis course

30 14 16
SGU 
Grenada

Ocean and human health 
course

22 11 11
UWI 
Barbados

Totals 52 25 27

Source: Authors



Chapter 6  Building a Framework to Strengthen Research Capacity within the Caribbean Region

141

Structural level: teams
For each CEHP research programme, a team of academics, practitioners 
and potential end-users was created. Within each of these teams, the 
goal was to develop and create an organisational infrastructure that 
encouraged research capacity development opportunities by reducing 
barriers, facilitating mentorships, and fostering regional and non-
regional collaborations and networking, all anchored in the context of 
addressing local and regional research capacity needs.

Graduate students from partner CEHP universities received 
training and research experience that otherwise would not have been 
possible. This is exemplified in the case of a Caribbean AML technician 
who was hired to operate the AML in Dominica. Due to the extensive 
training she received both in Dominica and later in Québec, Canada, 
she was asked to stay on with the lab when it moved to Barbados. She 
is now working along with one of our core research partners at UWI 
on a research project documenting the type of chemical contaminants 
in Caribbean marine waters. As a result of the network that was 
established by CEHP, she was also able to secure funding from the 
Canada Caribbean Scholarship Programme to pursue training at Trent 
University. She is now using this training to help assess the level of 
pharmaceutical and endocrine-disrupting chemical pollutants in the 
Caribbean marine environment.

Structural level: organisational
If one were to view the CEHP as an organisation, then it could be 
said that from an organisational point of view, both local and external 
institutional and professional management structures were created 
to facilitate the best mix of skills and knowledge within each CEHP 
research programme.

Capacity building was enhanced by the informal organisational 
structure of the CEHP that drew on the skills of all four principal 
investigators (PIs) as well as key individuals from the AML and 
core research programmes. While the larger team met annually at 
programme team meetings, throughout the year various team members 
took on responsibilites and initiatives to keep the programme moving 
forward. Early on in the programme, the team made a conscious 
decision to meet as individual research project teams, and to prioritise 
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full team meetings to share information, discuss results, leverage 
opportunities and enhance interdisciplinary collaboration and group 
learning. While timing issues impeded the realisation of having the 
different research programmes work together on joint projects as was 
originally envisioned, this commitment to information exchange and 
collaboration has provided a strong foundation for future work.

Structural level: supra-organisational (networks and support units)
A core objective of the CEHP was to improve and expand the Caribbean’s 
community-of-practice network ability of addressing environmental 
and public health problems. A key feature of these communities-
of-practice is that they seek to integrate both regional and external 
professionals, along with their respective organisations, into sustainable 
networks that not only do research but also look for opportunities to 
develop and nurture research capacity in the Caribbean.

The AML has played a particularly important role in creating a 
unique and effective conduit where the academic community can 
meaningfully link with the research needs of Caribbean regional 
institutions, and help create, foster and support a team of engaged 
professionals interested in researching the link between human and 
environmental health issues. More generally, the CEHP has made a 
tangible contribution to improving the chronic shortage of qualified 
professionals to run local and regional laboratories that oversee the 
implementation of public health and environmental programmes in 
this part of the world.

An exciting outcome of the CEHP’s efforts to foster and nurture 
regional and local multidisciplinary teams is the tremendous amount of 
interest its research programmes generated throughout the region. For 
example, the persistent organic pollutants research study programme 
was expanded to include six additional countries. CAREC’s foodborne 
burden of illness studies generated so much interest and demand 
that it was expanded to 10 countries. Due to multiple requests from 
regional and local governments, the rainwater harvesting research 
programme was expanded to include a focus on seawater and freshwater 
sources. Thus several water-focused studies in eco-toxicology were 
implemented and the recreational water quality indicators study was 
developed and added to the list of CEHP research programmes. After 
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consultation with regional academics and a review of regional job 
market needs, the CEHP’s food safety training programme’s original 
goal of developing a single online certificate course in food safety at 
the University of the West Indies was expanded into a full diploma/
MSc degree in agricultural food safety and quality assurance for their 
evening university programme.

In most of these cases, the AML was a key factor in helping the 
CEHP to successfully achieve its mandate of building a collaborative 
network and community of environment and health researchers and 
graduate students in the Caribbean. In turn, this network served as 
the catalyst to several new research studies. For example, a study on 
marine recreational water quality for the south-western coastline 
was conducted by the Windward Islands Research and Education 
Foundation (WINDREF) in collaboration with an SGU MSPH student 
and the Fisheries division of Grenada. In Dominica, the Ministry of 
Agriculture and Ross University medical students jointly conducted 
river pollution profiling outlining spatial changes in the level of water 
quality by monitoring indicators from water sources all the way to 
the point of entry into the sea. In Barbados, studies were conducted 
by postgraduate students of the UWI department of biological and 
chemical sciences on new and appropriate marine water quality 
monitoring indicators for the tropics, including testing for resistant 
microbes and specific pathogens.

Over the five-year operational period of the CEHP, its mission 
to build and develop regional and local networks of public health 
researchers resulted in a significant increase in the number of core 
partner agencies from 8 to over 13. The CEHP’s collaboration with 
the ongoing PAHO/CAREC foodborne burden of illness studies also 
demonstrated its commitment to building sustainable capacity and 
networking.

The CEHP entered into other partnerships that resulted in 
the expansion and enhancement of several CEHP research study 
programmes, and helped fulfil human resource development 
commitments to the Caribbean region. For example, an alliance was 
formed between the United Nations University in Hamilton, Canada, 
St. George’s University and Laval University to allow the CEHP to 
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access additional funding for the persistent organic pollutants study 
from the World Bank Persistent Organic Pollutants Fund. As a result 
of this partnership, the persistent organic pollutants study was able to 
expand its research efforts from 4 islands to all 15 CARICOM member 
states in the Caribbean. This collaboration also led to the creation of 
a scholarship opportunity for one of the AML laboratory technicians.

cEhp’s implEmEntation of thE capacity-Building guiding 
pRinciplEs

In this section, challenges and successes of the CEHP in building a 
sustainable research capacity within the Caribbean region are explored 
using several principles of research capacity building.

Continuity and sustainability
The CEHP spent five years (2008–2012) building and developing a 
team of endogenous professionals who successfully networked among 
themselves and efficiently tapped into external resources and knowledge 
to tackle local environmental and public health problems. As a concrete 
example of this, it is expected that the food safety and quality MSc and 
diploma programmes at the University of the West Indies will continue 
to train food safety professionals who will be capable of handling these 
important needs of the Caribbean region long after the CEHP has 
ended.

The laboratory-strengthening training provided by the foodborne 
burden of illness studies was integrated into national surveillance 
programmes, which are now able to monitor an expanded set of 
zoonoses reflecting pathogen variation among countries. 

Another indication of the sustainability of the CEHP’s capacity-
building programme is illustrated by the interest generated by the 
AML — a key focal point for local capacity building during the 
programme. For example, the tenure of the lab in Dominica catalysed 
interest on the part of the national government to enhance and upgrade 
their own laboratory capacity as well as enter into partnerships with 
Ross University School of Medicine professors and other CEHP 
collaborators. The national government, in addition, requested that the 
CEHP provide them with a list of equipment that they should invest in, 
in order to support local environment and health research. This can be 
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seen as a successful capacity-building component of the CEHP’s work 
in that country, ie building the capacity of decision-makers to value and 
want to invest in local scientific research capability. 

In a similar way, the University of the West Indies entered into 
formal negotiations with the CEHP to take over the AML when the 
owners indicated that they were willing to leave it in the region 
indefinitely. The university is interested in expanding its laboratory 
capabilities to include the kind of technologies currently available in 
the AML. Importantly, this signals heightened interest and a demand 
for more advanced technologies in the region.

Coming from the interest shown by several other regional 
governments and environmental and public health agencies, efforts are 
currently underway to expand the analytical capabilities of the AML to 
better support environmental and public health-monitoring initiatives 
in the Caribbean. At the time of writing, this mobile laboratory was being 
set up in Bermuda, where it will contribute to similar local scientific 
efforts in partnership with a research facility on the island, as well as a 
private company, in a public–private partnership. Another long-term 
option that is also being explored is the possibility of mounting the 
AML on a ship or barge similar to what was done when the AML was 
sent to work in the Arctic. Having such a mobile analytical resource 
helps not only in the promotion of new science but also in assisting with 
post-disaster recovery efforts related to ecological change and human 
health (eg, water quality testing, active epidemiological surveillance, 
etc). Given the demand expressed by various institutions in the region, 
where the laboratory goes next is an interesting and positive problem 
to have.

There are early indications of an expanding impact of this 
programme on individuals, institutions and systems. Already, Ross 
University School of Veterinary Medicine, one of the CEHP’s partner 
institutions, has credited participation in the CEHP as an important 
catalyst in the formation of a new graduate studies programme in their 
institution.

In addition, CEHP ‘alumni’ have banded together to conduct 
a follow-up study in Bermuda based on novel foodborne burden of 
illness study findings. This is engaging two CEHP PIs, two CEHP 
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network partners and one CEHP laboratory technician/student, in a 
project that the student will use to gain a PhD in epidemiology from a 
Canadian university. Given this student’s connections to the region, and 
in particular his network with the regional universities, there is a high 
likelihood that he will join the next generation of Caribbean public health 
leaders when he finishes his degree. There are, of course, no guarantees 
that foreign-trained professionals will return to work in their country 
of origin. Nonetheless, it seems logical that students who are strongly 
supported by a regional network in their home region are more likely to 
have access to, and to consider, career opportunities locally when they 
graduate. This is an example of the lasting mentorship that is possible 
by programmes such as the CEHP. While this is only one example of 
a student continuing to build on the opportunities presented by his 
engagement in the CEHP network, there are other similar successes 
in the programme, such as a CEHP-supported MSc student currently 
employed by a national health agency who is pursuing her PhD with a 
CEHP PI and another CEHP collaborator at the University of the West 
Indies. Thus, the programme has facilitated on-going South–South and 
North–South capacity-building opportunities.

In summary, given the magnitude of the CEHP’s multiple research 
programmes and their local, national, regional and international 
significance, it has become quite evident that a considerably longer time 
frame will be needed to evaluate and determine whether the various 
collaborative organisational teams and networks that have been created 
will survive and continue to grow and strengthen.

Empowerment
The CEHP’s multi-centred, networked management structure was 
fundamental to building identity and support for all of the CEHP 
research programmes in the region. From the outset, well-connected 
and high-level professional Caribbean leaders were identified through 
existing connections and the initial programme development meeting 
in Trinidad. They were all given significant responsibility for the CEHP 
research and capacity-building programmes. These leaders had extensive 
networks in the region that were harnessed by the CEHP over its five-year 
run. In fact, it seemed to their Northern colleagues that the Caribbean 
partners ‘knew everyone’. This was extremely empowering for the 
Caribbean partners and the rest of the team, as it enabled the research to 
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move forward in a way that was embedded in the locally driven, regional 
paradigm. The main sources of empowerment were recognition, technical 
and managerial support, networking, ‘crisis management’ support and 
financial resources. The Northern partners were empowered by the 
recognition provided by the CEHP for their work in the region as well as 
their access to the Caribbean governance structures and, of course, the 
research opportunities facilitated by the Caribbean network.

Empowerment was also built and reinforced by having 
approximately two-thirds of the funds available allocated and 
administered by Southern partners. This allowed for increased flexibility 
in deciding how to allocate CEHP funds for maximum regional 
benefits and how to leverage funds from other agencies strategically. 
For instance, the Pan-American Health Organization, which managed 
one-third of the funds, leveraged additional funding from its food safety 
programme, as well as the Global Foodborne Infections Network. At 
the institutional level, the CEHP structured its management systems 
such that research programme leaders were given full responsibility in 
determining how best to utilise the funds awarded to their respective 
research programmes.

The CEHP clearly demonstrated the immense utility and 
benefits that arose from having use of a high-tech mobile laboratory 
in the Caribbean region. The AML empowered national government 
officials and community groups to explore questions they had about 
environmental and health situations in a timely and inexpensive 
manner (the partners were asked to cover the cost of the supplies used 
in their studies, not the costs of the laboratory itself or its technicians’ 
time). This led to greater interest in science-based decision making, as 
indicated in the section on sustainability above. The empowerment of 
government officials to ask for, and receive, such support should not 
be underestimated, particularly in countries where access to trained 
researchers and equipment is limited. The spin-offs of this engagement 
will only be seen in time.   

Leadership 
For the CEHP research and capacity-building programme, leadership 
was strongly linked to empowerment. It should be noted that for all CEHP 
research programmes, the chosen programme leaders were viewed 
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as regional experts on these topics or research domains within the 
Caribbean. The CEHP empowered these research programme leaders 
by providing them access to an integrated network of interdisciplinary 
professionals and other financial and material resources so that they 
could lead and create new opportunities from a position of strength.

Leadership was fostered by the decentralised management 
structure, where all CEHP network members were at one time or 
another given additional responsibilities within the team — whether 
that was organising and interacting with the Atlantis laboratory, 
overseeing one of the major research programmes, or facilitating the 
oceans and human health, and systematic review and meta-analysis 
field courses. The sheer number of CEHP activities required such an 
extended leadership model. The CEHP also experienced a notable 
transition over its five-year history, which was originally dominated by 
the Northern researchers who had pulled the proposal together, and 
then was increasingly overseen by the Caribbean partners who took 
ownership of its major activities. This gradual, organic and mutually 
supportive leadership transition was facilitated by the professionalism 
and high level of trust that was built among the core CEHP team 
members. The tone for this leadership transfer was set early on by 
the senior Northern CEHP team member, who determined that the 
funding should be primarily based in the region, and who was also not 
interested in playing the ‘dominant’ leadership role in the network. He 
was successful on both fronts, although his leadership was uncontested 
throughout the process, in no small part because of the role he played 
in stepping in, at the request of other team members, to help sort out 
particularly sticky situations as they arose over the course of the five-
year programme. In summary, the decentralised and multifaceted 
nature of the CEHP created numerous opportunities for individual 
leadership that were fostered and encouraged by the group itself and 
played a major role in the overall success of the initiative.

conclusion

The CEHP’s experience provides some insights into the challenges of 
trying to build a framework to strengthen research capacity in a third 
world setting. In particular, the CEHP’s experience illustrates that in 
order to tackle environmental and public health issues successfully, 
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dynamic teamwork and respectful partnerships are often needed. 
The CEHP’s wide-ranging network of research team members has 
facilitated the recruitment and engagement of key government and 
institutional partners, with each party bringing different resources 
and capabilities to the group. While it is often true that the larger 
institutions and the Northern partners in the CEHP partnership have 
access to funds, it is the smaller LMIC partners that are typically more 
in tune with the critical questions and gaps in research in the region. It 
is the LMIC partners who have a nuanced understanding of who needs 
to be engaged in order to get ambitious research projects done.

The CEHP led to the creation of new opportunities in the 
Caribbean region for graduate students and professionals, providing 
training and skills development as well as forums where these now 
highly qualified personnel were encouraged to address regional needs. 
Multi-year, large-scale research projects such as the CEHP foster 
interest, excitement and camaraderie for the next generation of global 
health researchers in the North and in the South. The longer they last, 
the greater the opportunity to build and foster this critical capacity.
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Applied Learning:  
The Canada–China Project 
for Vulnerable Populations 
at Risk for HIV and STIs in 
Shanghai, China
Dan Allman, Liviana Calzavara, Lai-yi Kang, Ted Myers & 
the Canada–China Project Study Team

This chapter describes an approach to research capacity 
building that is action oriented in its application; it is 
neither top–down nor bottom–up, but mutual, evolving 
and flexible. It presents our experiences with capacity 
building developed across the course of a project to 
address vulnerable populations at risk for HIV and 
sexually transmitted infections (STIs) in Shanghai, 
China, otherwise known as the Canada–China Project. 
We describe this approach to capacity building as 
action oriented as it is grounded in hands-on, active and 
pragmatic skills building and real-time work experience 
rather than being passive, theoretical and academic.

In this chapter, we argue that the capacity-building 
efforts of the Canada–China Project were successful 
in particular, and in great part, because of a national 
innovation-oriented policy environment known as 
China’s National Innovation Capacity. This orientation 
to innovation created a context suitable for the project’s 
action-oriented capacity building. While many of the 
mechanisms through which project activities operated 
may have met with resistance or discomfort given China’s 
unique historical and political context, the widespread 
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institutional and philosophical orientation towards innovation  
mitigated such resistance and created a fertile socio-political and policy 
context within which capacity building could unfold. This chapter 
reflects on the research capacity-building work of the Canada–China 
Project in light of these contextual considerations and the project’s 
achievements, outcomes and novelty as well as lessons learned with 
regard to advancing our own understanding of capacity building.

BackgRound to thE canada–china pRojEct

Structured largely as a partnership between academics in Canada and 
public health officials in China, the assumption of some team members 
going into the project was that research capacity building would be 
top–down; ie expertise, including the tools of research and its analysis, 
would be translated to the practitioners by the academics. However, 
in reality, the flow of skills and capacities was far more bi-directional. 
Differences in experience and approaches were important components 
of the learning and capacity-building exercises as team members from 
each of the two countries came to understand how different outlooks 
and experience could structure approaches to project development and 
management.

The overarching goal of the Canada–China Project was to create a 
multi-disciplinary, multi-stakeholder programme of action research by 
engaging the government, NGOs and vulnerable populations to respond 
more effectively to the HIV and STI epidemics. This was achieved 
through an integrated programme of research and interventions which 
included evaluation, training and capacity building, and knowledge 
transfer that linked research to policy and practice. The project aimed 
to do the following: 

• undertake research to better define the distribution of infections 
and risky sexual behaviour and the experiences of persons living 
with HIV 

• develop and evaluate preventive interventions for key affected 
populations to improve their knowledge and enhance skills, and 
reduce risky sexual behaviours and the transmission of STIs

• review and analyse laws and policies to identify strengths, weaknesses 
and gaps, and develop recommendations to address gaps
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• provide training and capacity building for healthcare providers, 
community stakeholders, and government officials in HIV/AIDS 
and STI treatment, surveillance, disease prevention, legal and ethical 
issues, laboratory diagnosis, community outreach and knowledge 
transfer, knowledge synthesis and policy development.

The programme of work sought to address and build research and 
institutional capacity for both Chinese and Canadian partners. The 
Canadian partners benefited as the work increased capacity for global 
health research and teaching programmes in the Dalla Lana School of 
Public Health at the University of Toronto and Queen’s University’s 
Faculty of Law. The programme of work provided the Chinese partners, 
collaborators and other stakeholders with an opportunity to develop 
new perspectives and competencies related to professionalism, team 
membership, research excellence, and knowledge transfer and 
exchange. Within the partnership, capacity building assisted the Shanghai 
Centre for Disease Control (SCDC) to further develop the skills necessary 
to establish a programme of research, intervention and education that 
moved beyond a behavioural and infection surveillance focus to one of 
understanding and directly addressing the social determinants of health. 
The programme provided invaluable information, experience, training, 
tools, techniques and templates for future work. 

Each project component not only produced much-needed 
information to assist the Chinese in controlling the HIV/STI epidemics 
and their negative impacts, but also served as a concrete method to 
acquire and demonstrate practical research skills. These included, but 
were not limited to, the following: 

• obtaining and synthesising published and unpublished information

• designing studies to address specific research questions 

• designing and evaluating interventions

• designing questionnaires and focus group and ethnographic guides

• interviewing skills

• data collection and management

• qualitative and quantitative analytic techniques

• understanding research ethics
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• proposal writing

• understanding grant review processes

• effectively communicating research findings and issues to the 
public, policy-makers, service providers, researchers and affected 
populations

• engaging civil society in planning and implementing programmes. 

Specialised training helped ensure that people living with HIV 
(PLHIV), service providers, policy-makers, clinicians, and laboratory 
and surveillance staff had access to the most recent information on 
best practices. The internships and visits to Canada provided direct 
opportunities for partners from China to learn from the Canadian 
context and approaches.

fRaming thE RolE of capacity Building

The Canada–China Project unfolded in a unique country context. 
Since the 1980s, China’s rapid economic transition from a centrally 
planned to a market economy has resulted in mass migration from rural 
to urban areas. Annual migration is estimated at 220 million, with the 
approximate migrant population in Shanghai estimated at 6 million 
(Peng, 2011). A large proportion of this migration is in the service of a 
booming construction industry (He et al, 2005; Anderson, Qingsi, Hua, 
& Jianfeng, 2003).

Traditionally, health and social care in China were structured 
by a fixed household registration system known as hukou. As a social 
welfare scheme, hukou was not designed to accommodate such vast 
numbers of mobile peoples, and the result has been the marginalisation 
of many of them. They often have no access to healthcare and urban 
employment, or the subsidised food, housing, pension, education and 
welfare programmes to which registered urban residents are entitled 
(Chan, 2010; Chan & Buckingham, 2008; Wu & Treiman, 2004, 2007; 
Wang, 2005; Chan, Liu, & Yang, 1999; Cheng & Selden, 1994).

It is within this socio-political context that the HIV epidemic in 
China is situated and escalating (UNAIDS, 2004), and it is within this 
socio-political context that the Canada–China Project evolved.
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Historically, the HIV epidemic in China has been concentrated 
predominantly in rural areas among injecting drug users and plasma 
donors (Hu, Liu, Li, Stanton, & Chen, 2006; He et al, 2005; UNAIDS, 
2004; Gorbach, Ryan, Saphonn, & Detels, 2002; Goodkind & West, 
2002). However, the extensive rural-to-urban migration brought about 
by unprecedented market economy development was accompanied by 
a large increase in STIs and HIV. Populations most at risk include drug 
users, sex workers, clients of sex workers, gay men and other men who 
have sex with men (MSM), and partners of people living with HIV. This 
population has increased on average by 20–30% since 2000 (Lu et al, 2008).

Within this context and in response to this swelling epidemic, 
the SCDC was mandated by the Chinese government to develop and 
implement programmes to reduce the transmission of STIs and HIV 
(Peng, Zhang, Lu, & Chen, 2003). To fulfil this directive, the SCDC 
solicited a partnership with the Dalla Lana School of Public Health 
at the University of Toronto to develop a project of evidence-based 
interventions, knowledge generation and capacity building focused on 
preventing the spread of HIV and STIs among at-risk and vulnerable 
populations, and to improve the quality of life and health of persons 
living with HIV. 

A multidisciplinary, multi-stakeholder five-year programme 
was developed to engage the government, NGOs and vulnerable 
populations to respond more effectively to the HIV and STI epidemics. 
The programme consisted of the following inter-related research 
projects: 

• An interview with focus group study of people living with HIV, 
exploring barriers and challenges faced by people living with HIV in 
accessing testing, treatment and support. Their task was to aid the 
development of pilot capacity-building activities for people living 
with HIV and healthcare providers, with the aim of facilitating 
the process of executing appropriate and effective responses to 
challenges identified.

• A longitudinal, event-based web survey of gay men and other 
MSMs to characterise their knowledge, attitudes, risks and health-
seeking behaviours related to HIV and STIs in Shanghai to develop 
a strategic plan for prevention among this population.
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• A randomised controlled trial of community-based interventions 
among migrant construction workers, focused on identifying current 
HIV/STI knowledge, attitudes, risk and health-seeking behaviours; 
identifying the causes of HIV/STI-related risk factors; and refining, 
implementing and evaluating prevention interventions.

• A study to quantify and characterise female entertainment workers 
in Shanghai; to determine the prevalence and causes of STIs and 
HIV and sexual behaviours; and to develop, implement and evaluate 
a strategy to reduce risky sexual behaviours and reduce the incidence 
of STIs and HIV.

• A legal and policy review of Chinese laws and policies with a view to 
identifying those laws, policies and practices that create the largest 
barriers to an effective response to the HIV and STI epidemics, 
while engaging intersectoral policy-makers in the process, with the 
intent of raising awareness and producing policy recommendations 
to be acted on.

Across all project components, capacity building through training 
and knowledge transfer and exchange was a core component. These 
capacity-building activities helped ensure that knowledge generated 
through research and policy analysis was better able to inform practice, 
and better able to find its way into practice, particularly in terms of how 
to understand, frame and address gaps in knowledge, stigma and access 
to services that increasingly impact public health in Shanghai.

From the inception of the project, it became evident to partners 
both in Canada and in China that a capacity-building programme based 
on an applied model of learning needed to be an integral component 
of the project, and would be most successful if elements of action and 
sustainability were built in at the very beginning.

The continuity of activities beyond the life of the grant as well 
as sustainability of these activities were reinforced through linkages, 
partnerships and collaborations between team members from Canada 
and China, as well as interactions with other researchers, practitioners, 
project stakeholders, and staff and management of the SCDC. Linkages 
and interactions not only helped to ensure sustainability, but also 
helped to reinforce the applicability and validity of research and policy 
analysis activities.
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To achieve this sustainability, staff of the SCDC and 15 of the 17 
local districts it oversees were trained to carry out a variety of research 
activities to help inform the development and implementation of HIV 
prevention programming for 19 million people. Specialised training 
events and skills-building courses were implemented based on needs 
identified by the SCDC and in the course of the project’s research 
programme and policy analysis activities.

In order to build on and improve existing capacity in socio-
behavioural and epidemiologic research and policy analysis, a 
training of the trainers approach was employed to build confidence 
and empower members of the SCDC not only to improve their own 
capacities but also to take leadership roles in skills building and 
knowledge dissemination and transfer across the districts and region.

This training and applied learning provided skills-building and 
applied work experience for staff, interns, students and volunteers in 
both Canada and China. While traditional capacity-building approaches 
such as internships, lectures, training and workshops were used, action-
oriented learning proved to have the most influence. It is this applied, 
action-oriented learning, as a component of capacity building, that is a 
focus of this chapter.

Capacity building as innovation
In the case of the Canada–China Project, the research capacity building 
occurred in a unique context, that of China in the early years of the 21st 
century. There is a body of literature which attempts to make sense of 
the new 21st century China by analysing ‘China’s national innovation 
capacity’ (Mu & Fan, 2011; Mu, Ren, Song, & Chen, 2010; Hu & 
Mathews, 2008; 2005; Mathews & Hu, 2007; Liu & Ma, 2001; Liu & 
White, 2001; Xue, 1997). Essentially, a national innovation capacity 
(NIC) school of scholarship seeks to trace those elements of a nation’s 
socio-political and policy context that act to facilitate the promotion and 
acceptance of innovation as well as any potential barriers or challenges 
to it. In the case of the Canada–China Project, we argue that the 
team members from Canada and China found themselves interacting 
with and engaging in the various research projects and the capacity-
building components of those projects in a socio-political and policy 
context, which is specifically positioned and oriented towards seeking 
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and facilitating innovation. This orientation can help to explain why, 
rather than being resistant to change and new ideas, project partners 
from China pushed for them as these were understood to be integral to 
innovation.

Xue (1997) describes how reforms to China’s innovation system 
can be traced to the late 1970s, and the period following large-scale 
economic reform to the agricultural sector. This was a time when efforts 
to innovate, or reform, were being experimented with on a trial basis 
at local level. With the 1985 publication of the Central Committee’s 
resolution on the structural reform of the science and technology 
system (Central Committee of Chinese Communist Party, 1985) came 
the cornerstone of China’s ‘innovation system reform’ (Xue, 1997, p. 72). 
In the 25 years that followed, China’s intent to become an innovation-
driven nation was unmistakable (Mu & Fan, 2011). In order to achieve 
this, NIC is framed as a key means through which China will transform 
its development pattern. To this end, the Outline of the Medium- and 
Long-term Plan for National Science and Technology Development 
(2006–2020) (State Council, 2005) proposed that 

China would become an innovation-driven nation by 2020, and 
that innovation capacity building would be the strategic foundation 
for science and technology (S&T) development, and would be the 
pivotal point for industrial restructuring and transforming the 
pattern of growth (cited in Mu & Fan, 2011, p. 317).

Innovation capacity in this context is defined as ‘the potential of a firm, 
a region or a nation to generate innovative outputs’ (Neely & Hii, 1998 
cited in Mu & Fan, 2011, p. 318). Traditionally, NIC has been applied 
internationally and in China relative to market enterprises. At the same 
time, however, our experiences have been that, in general, the nation 
and its peoples strive to orient themselves and their activities towards 
innovation across multiple sectors, including health, wellbeing and 
disease prevention. We contend that orientation towards innovation as 
reflected in China’s market activities has created the kind of socio-political 
and policy context that seeks to lend itself to innovation in other areas:

NIC is a complex capacity system that consists of a batch of 
sub-capacities, such as the capacity of scientific discovery, 
technological invention, ‘engineerization’, commercialization, 
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production and marketing, and capacity of social diffusion 
and application. All these sub-capacities synergize to promote 
national innovative development (Mu & Fan, 2011, p. 319–320).

Scholarship in the area of China’s NIC suggests that throughout the 
timeframe of the China–Canada Project, the Chinese government 
took a series of actions in other sectors to strengthen NIC ‘with a view 
to shifting the main driving force of development from investment to 
innovation’ (Mu & Fan, 2011, p. 323). Summarising the broad picture, 
these authors state the following: 

Innovation is a complicated social process of value creation, in the 
fields of science, technology, culture, the economy, and society. It 
concerns activities ranging from scientific discovery, technological 
invention, methodological innovation, and their applications as well 
as social diffusion. The capacity for and the success of innovation 
are determined by diversified stakeholders of innovation such as 
scientists, technologists, engineers, entrepreneurs, organizations 
(firms, research institutes, universities, and governments as well as 
social entities) (Mu & Fan, 2011, p. 326).

In their research on NIC as reflected by the drivers of manufacturing 
and patenting within China, Hu & Mathews (2008; 2005) reflect on 
the ‘important role played by universities in contributing to innovative 
capacity’ within China (Hu & Mathews, 2008, p. 1476). They indicate 
this finding is consistent with the limited existing research that explores 
the contributions of China’s universities to NIC (Chen & Kenney, 
2007; Lee, 2005; Xue, 2005). While the focus of those writing about 
the relationship between NIC and China’s academic activities is on 
innovation relative to China’s industrial development (see, for example, 
Liu & White, 2001), we argue that the role of innovation very much 
helps to inform our understanding of the research capacity-building 
activities and their successes within the Canada–China Project.

Capacity-building focus and approach 
Within a broader social and political environment that welcomes 
innovation, the capacity-building component of the China–Canada 
Project set out, primarily, to train local actors who would use the 
knowledge and skills in their day-to-day work and who in turn could 
act to further diffuse innovations in policy and practice, and ensure 



Chapter 7  Innovation, Research Capacity Building and Applied Learning

159

that expertise to address the growing epidemics of HIV and STIs would 
exist and evolve as required.

To accomplish this, a hybrid instructional approach was utilised, 
which involved didactic training workshops where lectures, roleplaying 
exercises, action-based learning and applied planning and undertaking 
of research projects all contributed toward capacities developed. An aim 
of the project was to reach a wide variety of stakeholders, for example 
staff and researchers at SCDC, public health and healthcare providers, 
laboratory scientists and technicians at local health districts and hospitals 
as well as people based in the community and policy sectors. Beyond 
this, the project sought to involve master’s and doctoral students from 
China and Canada as part of their training, giving them exposure to 
the international context, the capacity development activities and the 
multidisciplinary team members from each of the two countries.

Dimensions of capacity building
Within the broader context of a nation receptive to innovation, the 
capacity-building activities of the Canada–China Project were iterative 
and collaborative, but also pragmatic. Team members involved in 
each of the project’s research studies conducted assessments through 
meetings and other interactions. The aim was to understand what 
the capacity needs were, what kinds of training might be feasible and 
useful, as well as the kinds of skill sets to which the training would lead.

Underlying these activities was the key aim to increase capacity for 
the local district centres of the SCDC to undertake research necessary 
to develop and evaluate their local programmes. This was accomplished 
through a number of different initiatives, including targeted workshops 
and intern opportunities in Canada, the emphasis of which was always 
applied, hands-on learning.

Throughout the project, partners from each of the two countries 
prioritised dissemination of activities and of research. Two major 
national symposia and conferences were held, numerous papers and 
posters were presented nationally and internationally, and over 40 peer-
reviewed papers were published in Chinese journals, with an emphasis 
on engaging in knowledge transfer and exchange to those outside the 
Canada–China Project programme of activities.
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Building linkagEs thRough paRtnERships and collaBoRations

As public health practitioners, many of the SCDC staff had little research 
training prior to the initiation of this project. The district SCDC focused 
on designing and implementing HIV and STI prevention programmes, 
but did not necessarily have the resources or knowledge to conduct the 
social and behavioural research required to inform such programmes. 
Even when resources were available, the skills and background required 
to engage in biomedical and epidemiological research tended to be 
much greater than the skills and understanding of social research. As 
such, this was a frequent emphasis of the research capacity-building 
activities, in part because of the breadth of social science research skills 
of the team members from Canada, and in part because these elements 
were not as well understood in the context of China.

The Canada–China team worked in collaboration and partnership 
with each other as well as key stakeholders to develop, enhance and 
exchange knowledge and research capacity building. An important 
example is found in each of the individual concrete research projects. 
Owing to the structures and aims of these research projects, certain 
capacities in study design, data collection, data analysis and data 
interpretation were required. This made it necessary to collaborate to 
solve problems and make research projects successful. Issue resolution 
of this type was one form of mutual, bi-directional capacity building. 
Skills built were applied and pragmatic and each of the projects evolved 
into a form of research laboratory within which capacity could be built. 
This, however, was not without its challenges. Symposia, workshops 
and visiting internships were often developed and experienced as forms 
of structured learning, similar to those that can be found in a classroom. 
These were components that lent themselves to planning and fixed 
timelines, whereas more day-to-day learning within the context of a 
given research project could be somewhat less structured and more 
applied. Day-to-day applied learning could prove more challenging in 
terms of planning and could be more rewarding, owing to the kinds of 
human interactions that were facilitated and contributions to research 
output that were produced.

GIPA stands for the ‘greater involvement of people living with 
HIV/AIDS’, and in many respects, Canada is a world leader in such 
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involvement. This principle was a component of the project’s activities 
that saw team members from Canada and China work together to 
involve PLHIV more genuinely than in the past. This included not only 
the engagement of PLHIV, but also the involvement of sex workers, gay 
men and MSM as well as other community stakeholders. Each group in 
their own way found means of greater involvement – through advisory 
positions, research instrument development and contributions to 
research capacity building. While in some respects such inclusion was 
atypical to the SCDC’s previous experiences, this form of community 
involvement came to be understood by the SCDC as an effective 
mechanism, with demonstrated utility. To incorporate it into the 
China context was seen as innovative and arguably in keeping with 
other broad movements toward innovation throughout other aspects 
of economic and social reform in China. Further, it was reflective of 
evolutions in respect to civil society’s engagement in research and 
prevention programmes. Across the course of the Canada–China 
Project, international best practices that demonstrated the benefit 
of engaging NGOs and community representatives to help shape the 
research and interventions acted to challenge the assumption that only 
professionals have the knowledge to do so. 

succEssEs in thE fiEld

In hindsight, the major successes in building health research capacity 
at individual and institutional levels were through the engagement of 
people representing different levels of healthcare and policy across the 
Shanghai and Chinese landscapes. When the Canada–China Project was 
initially proposed, the intent was to deal with one institution only, and to 
contract students to undertake the work. However, as the project entered 
the field and greater interaction between the project partners occurred, 
a decision was made to broaden the scope of the project to include not 
only the centralised SCDC but also the local health districts, which were 
in need of skills building and knowledge translation. This meant that the 
capacity-building component of the project, and its emphasis on building 
better skills and knowledge, was arguably more widespread as well as 
more applied, because those engaged in capacity-building activities were 
also those tasked with taking on the day-to-day responsibility for service 
and healthcare delivery in their respective districts.
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An interesting success, and one very close to the work of the project, 
was the increased capacity on the part of the team members to engage 
in research with vulnerable populations, and a better understanding 
of the increased sensitisation required when working with these 
populations. The approaches to working with vulnerable populations 
were substantially different between the two country contexts, and it 
proved very beneficial to be able to share these experiences across team 
members. Sensitisation of this sort was not a skill or a capacity that 
necessarily would have been identified by the team members as one for 
which capacity was required, and yet now that the project has come to 
an end, it is useful to be able to reflect back and to see that indeed it was.

We believe that of the many project activities, the opportunity for 
students and trainees from China to engage with the project represents 
one of the most sustainable impacts. Some of these students had the 
opportunity to visit Canada for extended periods and to work side by 
side with peers and colleagues at the University of Toronto. This was 
particularly successful owing to its applied nature. Being able to see, 
experience and discuss methods and approaches within a Canadian 
environment highlighted how various research tools could operate 
pragmatically within an operational environment and, for the student, 
how these might be applied in the future in China. By engaging skills 
and knowledge within an applied context, the potential for innovative 
application within the China setting became more evident, and lessons 
learned in turn became more tangible.

huRdlEs and challEngEs

The successes of the project did not occur in the absence of challenges. 
Examples include differences in cultural understandings and in the 
role and history of centralised political infrastructures. Importantly, 
challenges of this type were not fundamental obstacles, but rather served 
to reflect cultural elements and differences between two countries and 
regions of the world. They showed how such elements and differences 
can structure practice, and the way an orientation toward innovation 
can help break down some of these differential structures and in doing 
so, allow new forms, ideas and approaches to prosper.
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Certainly, for many in the project, the limitations in time spent 
together and the role of cultural and language translation within that 
time challenged the ability of team members to explore all issues fully 
when together. This was in contrast to the students and others engaged in 
the entire programme – both from China and Canada – which, given the 
nature of longer term and more in-depth involvement, were able to root 
themselves more fully in project activities, and in so doing experienced an 
arguably richer and more tangible research capacity-building experience. 

In other regards, the limited time that the team leads had to be 
together, and inherent challenges of working together in languages in 
which not all team members were fluent, required adaptability in terms 
of how the project worked to meet its goals. The challenge of language, 
the need to work to a budget and the limited periods of contact also 
meant that it was difficult to provide written resources for the research 
capacity development activities, as few resources in this area exist in 
multiple languages.

Beyond language, was the reality that participation on the part of 
most team members was in addition to their regular jobs. As a result, 
project activities needed to fit within those structures. This required 
accommodating the real-world limitations that are part of the landscape 
when working within these kinds of projects. Real-world limitations of 
this sort need to be aligned with real-world responsibilities, and ultimately 
with real-world expectations. In our experience, this component of 
the social context within which the Canada–China Project’s research 
capacity building unrolled is rarely something that is reflected in the 
frameworks that structure funding calls and other such opportunities. 
While the kinds of real-world limitations involved in real-world capacity 
building, or what Schultz et al (2011, p. 12) describe as ‘realistic capacity 
building’, are well recognised among practitioner communities and are 
often informally acknowledged by policy-makers, funders and donors, 
there has, to our knowledge, never been a wholly successful example 
of such understandings being translated into the policy or practice of 
funded research or capacity-building efforts of this type. 

An additional challenge came from the different political cultures 
of Canada and China, evident throughout the course of the project. 
Despite China’s overarching orientation toward innovation, there 
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remained significant challenges. The centralised nature of the SCDC 
relative to the district CDCs could function to limit the freedom to 
act independently. This was compounded by restrictions presented by 
centralised health infrastructures and political systems, and the limits 
on freedom and access to information. While such circumstances were 
normative for Chinese team members, for Canadian team members 
such limitations could be hard to comprehend and were at times 
frustrating. While this did not necessarily limit the research capacity 
building in which the project engaged, it did prove challenging from 
the perspective of action orientation as skills developed and lessons 
learned could not always be put to use in the field in as timely a manner 
as the team might have wished. 

Re-allocating resources to meet the challenge
A further key difference in work between Canada and China was the 
level of access to administrative and management resources. Our HIV-
focused work in the Dalla Lana School of Public Health gave us access 
to numerous research, staff, technological and telecommunication 
resources. Moreover, as a unit in a high-income country, the school 
has easy access to telecommunications, computers, software and other 
related resources that may not be as readily available or affordable in a 
low- to medium-income country. Although the SCDC had a beautiful, 
well-equipped laboratory and had recently constructed a number of 
new buildings and improved its telecommunications, its tools were 
continuing to evolve.

In order to accommodate the disparity of resources, we created 
a number of knowledge-sharing and knowledge transfer instruments. 
For example, the web portal (a secure web interface for uploading and 
downloading documents and media) allowed all the team members 
access to the vast literature resources at the university library. The 
research assistants and professors in Toronto were able to upload 
relevant articles and documents to the web portal for all team members 
to see and use. The Shanghai team members also used the web portal to 
share information and documents related to field research or training 
sessions with the Canadian team members. Further, a number of 
methodology texts were purchased and given to the Shanghai Project 
Office to support knowledge transfer.
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Importantly, the Canada–China Project was influenced, challenged 
and shaped by its unique placement within the larger socio-political, 
environmental and cultural contexts of China as well as that of the 
broader bilateral relations between Canada and China. Over its five 
years, the Canada–China Project experienced and felt the impacts 
of a number of social, natural and political events. This unique socio-
political context had wide-ranging financial, methodological, strategic 
and practical implications for the project and its stakeholders.

lEaRning togEthER

Much of the focus of the Canada–China Project was on the research 
capacity building of our Chinese partners and institutions. However, 
the team members from Canada also learned a great deal and built 
capacity, not only among the core research team members but also 
among students, faculty and staff, and those from the third sector 
who were engaged in some element of the team’s projects or who had 
contact through presentations or other forms of knowledge translation.
It was useful to have the opportunity to learn how team members in 
China work in a context where the link with policy-makers is often 
much more direct than the link we are accustomed to in Canada. This 
acts as a reminder that capacity building, even in an innovative context 
like China, is bi-directional, and that our understanding of capacity 
building in the context of research benefits from this important lesson. 
Be it at the individual, team or institutional level, effective capacity 
building is also a form of capacity exchange, just as knowledge transfer 
is also a means of knowledge building.

A model of applied learning proved to be an effective way to 
assess what our team partners knew, what they needed and wanted to 
learn and subsequently, how well they learned it. Knowledge transfer 
was an effective way for the team partners from Canada to more fully 
understand the skills and practices that were essential to the Shanghai 
context as well as ideas as to how to link future project capacities and 
projects with policy-makers back home.

Over the course of the Canada–China Project, the team members 
from Canada and China learned and gained a great deal from each other. 
They not only improved their technical research and academic skills 
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but also strengthened their skills in cross-cultural communication, 
negotiation and international project management through a greater 
overall understanding of the cultural and social complexities of their 
unique societies and situations. Three specific areas where we were able 
to foster greater mutual understanding and trust are communication 
styles, work styles and structures, and resource re-allocation.

Discovering one another through communication
The project was unique in that we were not only separated by an ocean 
from our partners but also used two different languages representing 
modes of communication and rules structuring communication that 
in many respects were binary opposites (Li, 2009). A useful analogy 
described by colleagues is that a person from the West speaks like an 
arrow, swiftly moving right to the point, whereas a person from the 
East speaks like the Yellow River, gently winding to its destination. 
Although the work of the Canada–China Project was primarily 
scientific, when managing an international project of this nature 
we could not ignore such cultural complexities. Since effective 
collaborative project management is aided by the discussion of plans 
and initiatives between all partners, it is important to be aware of 
differences in the understanding and opinion of all project partners, 
something that only communication can facilitate.

Over the course of the Canada–China Project, we became aware 
of our differences in communication, and in turn, made modifications 
to mitigate any misunderstandings or issues that we encountered. We 
learned that it is necessary to be patient and to take time to understand 
each other’s communication styles, and how these styles might 
influence the delivery and receipt of communication and intent. We 
learned to take time for translation and that this did not merely involve 
verbatim conversion, but also the transference of any subtleties that 
might frame what we wished to express and explain. This required 
more back translations and discussion between the project managers 
when preparing documents and more face-to-face communications 
than might be otherwise expected. We took more time to send e-mails 
and have teleconferences to ensure that we were all in agreement and 
knew what it was we were agreeing to.

Through our greater understanding of each other, we were able to 
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gain more insight into the problems (and potential solutions) related 
to HIV/AIDS in China. We were able to truly share our perspective 
and experience in Canada and to learn how to adapt that to the unique 
situation faced by our colleagues in China. We built long-standing 
relationships and friendships that we truly believe will contribute to 
future work in this area.

conclusion

The longer the Chinese and Canadian team members were together, the 
more familiar they became with each other’s environments and needs. In 
time, with increased trust came more open communication. Through this 
mutual understanding and cooperation, we were able to work effectively 
to brainstorm and solve any project problems that arose.

It was clear to all the partners involved that the end result of the 
Canada–China Project was a novel approach to research capacity building 
that in many respects was extremely innovative. Despite the challenges 
and differences, we managed to forge ahead, building capacity to conduct 
research while conducting that research itself. Further, we managed to do 
so in a way that engaged community members in the research process in 
what, in the China context, has traditionally been a top–down endeavour, 
while at the same time maintaining the engagement of different levels of 
public health practitioners and policy-makers.

Throughout the project process, we learned that research capacity 
building and the research to which that capacity building applies, 
benefits when it is planned in such a way as to be sufficiently responsive 
to expected and unexpected events. Flexibility, determination and 
resilience were elements of our own innovation. Such innovation was a 
vital component for keeping this ambitious, transformative programme 
of work on track.
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8
Capacity Building with 
Research Partners: 
Experiences from Proyecto 
Araucaria in Chile
Katherine Lippel, Ximena Díaz & Amalia Mauro

Proyecto Araucaria (the Araucaria Project) studied 
work-related mental health problems in Chile and 
regulatory and policy issues in a variety of jurisdictions, 
from a gender perspective. It brought together Chilean 
researchers from the Centro de Estudios de la Mujer 
(CEM, or Centre for Women’s Studies) and Canadian 
researchers from the University of Ottawa, Université 
du Québec à Montréal and Laval University. (The 
official title of this Teasdale-Corti research programme 
was ‘Work-related mental health problems in Chile: 
A gender perspective’; details may be found at http://
www.proyectoaraucaria.)

The proposal grew out of an initiative of CEM, 
which, in 2006, approached researchers from the Centre 
de recherche interdisciplinaire sur la biologie, la santé 
et l’environnement (CINBIOSE), a research centre 
in Québec dedicated to occupational health issues, to 
develop a research partnership on psychosocial hazards, 
gender and precarious employment in Chile. For decades, 
the sociologists and economists working at CEM had 
been studying the working conditions of women in Chile, 
focusing on precarious employment, work–life balance 
and issues related to the quality of employment in Chile. 
The researchers became aware of an increase in disability 
claims for mental health problems in Chile, and proposed 
the partnership idea to CINBIOSE to understand better 
the contribution of working conditions to the increase 
in mental health problems among workers. CEM and 
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CINBIOSE focus on a gender-based analysis of working conditions, 
and have a long history of partnerships with trade unions, community 
groups and social change agents. While the respective research centres 
were familiar with each other’s publications, the Araucaria Project 
was the first formal collaboration between CEM and researchers from 
CINBIOSE (Lippel, Messing and Bernstein). 

When the first contact was made by CEM, Lippel was identified 
as the CINBIOSE member who was in the best position to meet the 
needs of the proposed partnership. A specialist in occupational health 
and safety law and policy, she had worked for decades on the policies 
governing the prevention of exposure to psychosocial hazards and 
workers’ compensation for disability related to workplace stressors. 
She and Bernstein had collaborated for years on the regulation of 
precarious employment in Québec. She was also involved in a project 
led by Dr Michel Vézina from the Institut national de santé publique du 
Québec called the EQCOTESST study (see http://www.inspq.qc.ca/
eqcotesst/), which sought to measure exposures to various working 
conditions in Québec and the health measures associated with those 
exposures. Lippel and Messing have been collaborating since 1993, 
studying women’s occupational health problems and policy solutions, in 
partnership with Québec trade unions, in the context of the Invisible qui 
fait mal research team (see http://www.invisiblequifaitmal.uqam.ca/).

Both research centres worked in partnership with community 
organisations and policy-makers in order to co-construct knowledge 
about women’s working conditions. Thus, the choice to focus on a 
gender-based analysis in partnership with community groups, unions, 
labour inspectors and policy-makers in Chile was a natural extension 
of previous work undertaken by members of the team. The project was 
initiated by the Chileans, who identified psychosocial hazards at work 
as a priority issue because it was under-studied in that country, and 
the social partners who traditionally collaborated with CEM as well as 
the CEM researchers themselves, who identified the need to improve 
their capacity to intervene, as researchers and as social partners, for the 
protection of workers’ mental health. The fact that Chile was a poster 
child for the neo-liberal deregulation of working conditions under 
the dictatorship of Augusto Pinochet made it an interesting country 
to study, as the labour market was particularly segmented; precarious 
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employment and subcontracting were prevalent, and psychosocial 
hazards specific to women (like sexual harassment and discrimination) 
in the workplace were believed to be prevalent.

The project was divided into two axes: axis 1 sought to understand 
the effect of working conditions on the mental health of Chilean 
workers and document risk factors and protective factors for their 
mental health; axis 2 focused on a comparative study of law and policy 
on mental health, gender and work in order to identify policies and 
regulations that promote healthier work environments and provide 
compensation for work disability.

Working conditions are a key determinant of health (Benach, 
Muntaner, & Santana, 2007) and the significance of their impact on 
the mental health of working men and women in LMICs led to their 
acknowledgement as a priority issue by the World Health Organization 
(Kortum, 2007). The importance of using a gendered approach to 
conceptualising capacity building with regard to policy changes is 
well known, notably in relation to an examination of health and safety 
(European Agency, 2003; Cornish, 2008; Messing & Silverstein, 2009), 
and more specifically with regard to measures of psychosocial hazards 
in the workplace (De Smet et al, 2005; Vézina et al, 2011). However, the 
way to promote such an approach is not without challenges. According 
to Theobald and colleagues (Theobald, Tolhurst, Elsey, & Standing, 
2005) the effectiveness and impacts of capacity-building interventions 
are known to vary depending on the focus and targets, and they note 
that bureaucrats, NGOs and academics have very different approaches 
to gender mainstreaming. 

Capacity building formed a central part of the project, which was 
designed to promote reciprocal exchange of experiences, knowledge 
and strategies, involving researchers and research users. The Chilean 
researchers were well skilled in qualitative research methods but 
less familiar with quantitative measures of psychosocial hazards. For 
them, Araucaria provided an opportunity to learn, apply and share 
with research users those skills that provided stronger arguments for 
prevention and change because they were backed up with data gleaned 
from a representative sample of the working population. In terms 
of policy reform, research anchored in a comparative analysis also 
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supported recommendations for change, by contextualising them both 
regionally and globally.

The programme sought to build not only research capacity but also 
capacity to perform evidence-based interventions on a local, national 
and international level to promote better working conditions for 
workers, while ensuring that the strategies retained were informed by a 
gender lens. The need for capacity building for institutions responsible 
for labour inspection is illustrated by recent projects undertaken in 
the context of trade agreements between Canada and Latin American 
countries. See, for instance, http://www.hrsdc.gc.ca/eng/labour/
labour_globalization/IPPLA/pucp.shtml.

The researchers in the team came from a wide range of disciplines, 
including sociology, law, medicine, public health and ergonomics. 
Students in both Canada and Chile were actively involved in the research 
programme. The research users spanned an equally vast spectrum 
of fields. In Chile, collaborations were well established with various 
NGOs, including rural agricultural women workers’ groups, women’s 
groups, unions and other worker representatives as well as state actors. 
In Canada, students were involved in the capacity-building process; 
worker representatives and unions were also involved. Participation 
in workshops and collective publication projects also enabled capacity 
building for researchers from other countries who were not necessarily 
active in the specific field of research focused on by the Araucaria 
Project.  

In this chapter, we will first define terms and then provide 
illustrations of the various facets of capacity building which have 
emerged in the context of our project.

whosE capacity and capacity to do what?
When reflecting on our accomplishments with regard to capacity 
building, it is first necessary to clarify our objectives. From the outset, 
our team emphasised the importance of improving the capacity of 
research users, who were chosen to participate as equal partners in our 
team because of their ability to influence the evolution of civil society 
and government policy with regard to occupational psychosocial 
hazards. In that sense, the primary purpose of our capacity-building 
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endeavours was not so much to increase our capacity to do research, 
although several illustrations allow us to conclude that that too has 
been accomplished, but rather to mobilise the research process and 
the research results in a way that was meaningful to those who were 
in the best position to make changes in light of the research findings. 
We chose not to focus primarily on training and knowledge transfer, 
rather adopting Potter and Brough’s (2004) more systemic approach to 
capacity building instead. Potter and Brough (2004, p. 336) recommend 
an approach that they call ‘systemic capacity building’ which addresses 
a ‘four tier hierarchy of capacity building needs’: 

1) structures, systems and roles 

2) staff and facilities 

3) skills 

4) tools.

Araucaria targeted systems, structural capacity and tools, among other 
aspects. This was done by developing training and tools for the labour 
inspectorates and NGOs, and by building on the roles of NGOs and 
state actors in the recognition of psychosocial hazards. It also included 
promoting and participating in ‘decision-making forums where inter-
sectorial discussion may occur’ (Potter & Brough, 2004, p. 340).

The choice of this approach was grounded in our previous 
experiences, in Chile and in Canada. From the initial conceptualisation 
of the project, the researchers from Canada and Chile were well aware 
of the importance of learning from community partners and providing 
them with the opportunity to increase their intervention capacity 
through participation in our research. In the Araucaria Project, 
the choice of this approach was reinforced by the fact that a major 
component of our programme sought to influence policy and policy-
makers in Chile as well as in other jurisdictions. The most effective 
mechanism to achieve this objective, in our experience, was by engaging 
the active participation of decision-makers and community groups, 
including targeting those actors in the capacity-building process. 

In his paper on monitoring policy interventions, Harry Jones 
described mechanisms to promote a Theory of Change, based on 
relationships with key actors:
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[Theories of Change] for this kind of influencing activity are based 
on actors, the relationships between them, and the institutions 
within which they work. One review of successful lobbying has 
found that, in addition to clear and focused policy goals, the 
key strategic capacities required are identifying natural allies, 
developing relationships and credibility with policy actors, and 
understanding the nature of the policy process and institutional 
access ( Jones, 2011, p. 8). 

The Araucaria Project sought to influence policy to improve working 
conditions in Chile and other countries and thus reduce exposure 
to psychosocial hazards. Given these objectives, the formation of 
natural alliances with research users to promote their capacity to 
intervene, either as researchers from the Dirección de trabajo (Labour 
Inspectorate), as occupational health professionals from the Ministry of 
Health, as labour inspectors, or as unions and community groups having 
a lobbying agenda, was seen to be the most effective strategy to ensure 
that research was translated into practices that could effect change.

Participating in the research process is one aspect that ensures 
better uptake by the research users. Our Chilean community partners 
were active throughout the research programme, from the initial 
conceptualisation of the objectives and research to be accomplished, 
through the data gathering process, and on to the conceptualisation of 
tools designed to best ensure accessibility for a broad range of potential 
users. 

We also sought to increase the research capacity of all participants 
in the programme, including the Chilean and Canadian researchers, 
and the students funded by the programme. The Chilean researchers 
benefited from input from the Canadian scientists in fields such as 
ergonomics, public health and law, while the Canadian researchers, 
both professors and students, learned new skills in developing a 
research programme that was respectful of the needs of the Chilean 
partners. Chilean expertise was particularly strong with regard to 
women’s working conditions and Canadian researchers integrated new 
ways of including gender issues in Canadian tools, thanks to the input 
of the Chilean partners. In turn, specific skills related to ergonomic 
analysis and gender were shared by a Canadian expert in gender-
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based ergonomics, who provided training to the Chilean sociologists 
preparing workplace observations and designing the survey. This 
collaboration also led to the development of a new programme, funded 
by the CIDA, which was designed to train Chilean graduate students in 
ergonomic analysis applied through a gender lens.

Finally, it became clear that capacity building extended far 
beyond the specific processes we had initially identified in the grant 
application. For example, in the context of the policy stream (axis 2), 
we organised a series of seminars and special issues of journals, and 
researchers from 16 countries, as well as union representatives from 
three countries, either in person or through the scientific production 
process, to reflect on psychosocial hazards, gender and policy issues. 
Emphasis was placed on specific challenges raised by precarious 
employment and changing labour markets. One unexpected outcome 
of this process was that the participants (which included researchers 
and union representatives from Canada, Chile and elsewhere) 
needed to improve their own local understanding of certain aspects 
of the issues to be discussed in order to successfully participate in 
the process. Thus, a union representative, with vast experience in 
health and safety interventions, needed to reflect specifically on his 
union’s role in reducing psychosocial hazards, a process that led to 
new interventions by that Canadian union long after the seminar in 
Santiago was over. Similarly, seasoned academics who specialised in 
worker representation with unions with regard to more traditional 
health and safety hazards were required to reflect more specifically on 
psychosocial hazards and gender issues. 

In the following section, we will provide a few concrete examples of 
the ways in which our researchers and research users were empowered 
by the research programme, in order to illustrate the preceding points.  

thE many facEts of capacity Building

More classical strategies contributed to research capacity building of 
the Chilean and Brazilian scholars who received doctoral scholarships 
through our programme. For example, academic training and research 
assistance was provided to several Latin American scholars studying at 
the University of Ottawa, mostly in law, but some in public health. 

One bursary student was a professor of law at the Universidad 
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Diego Portales in Santiago, and as she pursued her doctoral studies 
on regulatory effectiveness of sexual harassment policy in Chile, she 
in turn built new research capacity by transmitting novel ways of 
studying law to her own law students. As has been the case in many 
Canadian universities (Lajoie, 2003), classic legal scholarship in 
Chile does not usually include interdisciplinary approaches to law. 
Nor does it invite reflection on legal rules through a gender lens. Our 
scholarship student’s study of the regulatory effectiveness of Chilean 
sexual harassment legislation allowed her to transmit, to her students, 
knowledge and readings drawn from feminist legal theory. Her 
participation in Araucaria also allowed her to draw on knowledge from 
the social sciences in the pursuit of her analysis of effectiveness, and 
she included specific questions on sexual harassment in the Araucaria 
survey of working conditions and participated in the analysis of data 
relevant to her research question. By training the trainers in new ways 
of analysing law to make it more effective in protecting workers’ health, 
particularly the health of women workers, the project allowed for 
capacity-building activities that would continue long after the original 
project was completed. 

A Brazilian scholarship student in law studying the regulatory 
effectiveness of anti-bullying legislation in Brazil, compared the effects 
of explicit legislation as opposed to the more general legal protections 
that exist in the Constitution and in general labour law. Empirical 
research by legal scholars is unusual in Brazil, so not only will the results 
of the study be useful to policy-makers but also the introduction of new 
methodological approaches will inform research practices in Brazilian 
law schools, where the candidate intends to work as a law professor 
upon the completion of her studies.

Finally, a third scholarship recipient, a Chilean doctoral student 
in public health, trained in occupational psychology, and  a professor 
of psychology at the Universidad Diego Portales, pursued her doctoral 
studies under the supervision of the Canadian public health physician 
from the Araucaria team, adapting the Québec EQCOTESST survey 
of working conditions and workers’ health (Vézina et al, 2011)  to the 
Chilean context. CEM also benefited from her participation in the 
development of the Chilean Araucaria survey, which included questions 
adapted from the EQCOTESST survey to the Chilean context.
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Aside from capacity building for the students, numerous 
undertakings were designed to build the capacity of the community 
partners. The following example shows how the knowledge and skill of 
the Chilean research team served to empower a local community group 
to make change in light of research results. 

La Asociación Nacional de Mujeres Rurales e Indígenas 
(ANAMURI) was one of our most active research users throughout 
the life of the project. Unlike the traditional rural NGOs active in 
the agricultural sector, which are run by men who own the land, 
this organisation is a women’s group comprised mostly of temporary 
agricultural workers. Chile is an exporter of agricultural products, 
particularly of fruit, and the development of the sector has had a 
negative impact on subsistence farming. This sector is comprised of a 
small permanent workforce that works all year long and a significant 
temporary workforce that is active at harvesting time. Women comprise 
almost two-thirds  (64%) of this workforce (Díaz & Mauro, 2010).

In the context of the Araucaria project, in partnership with the 
Chilean research team, ANAMURI organised a vast campaign to 
sensitise its members to work-related mental health problems. Local 
meetings were organised in various parts of the country. These meetings 
allowed the group to document the experiences of hundreds of workers, 
experiences that were then synthesised in a brochure documenting 
working and employment conditions and their consequences for 
workers’ health. The knowledge transfer tool included ten chapters 
written in clear language and illustrated with concrete examples from 
the workers themselves. The brochure was broadly distributed and 
read during meetings of women workers. Specific discussion questions 
allowed for collective small group discussions. Those who took part in 
this experience spoke of it with great enthusiasm and related how this 
consciousness-raising approach allowed workers to organise around 
concrete objectives and, in those cases where the balance of power made 
it possible, to obtain a real improvement in their working conditions.  
This success is all the more remarkable considering the particular 
vulnerability of temporary female agricultural workers, who are among 
the poorest working people in Chile, and have few opportunities for 
paid employment other than seasonal work (Díaz & Mauro, 2010). 
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Another example was the proposed knowledge transfer project 
to mobilise a trade union that was a research user in our team. The 
Confederación Nacional de Funcionarios Técnicos en Enfermería 
de Chile was a union representing health sector workers. One of the 
activities involving that union was the development of a proposal 
to study workload and the work–family balance of paramedical 
nursing technicians in Chile. The objective of the grant application 
was to develop a tool for organisational empowerment concerning 
psychosocial hazards associated with workload and work–family 
balance via knowledge transfer activities. The union members 
mobilised around the activity preceding the grant application. Despite 
the fact that the funding was not forthcoming, workshops took place 
to develop a collective diagnosis of the specific challenges facing the 
participants with regard to work–family balance, which served to 
improve our understanding of how our research could be applied to the 
specific context of the workers involved.

State actors have also been involved in the research process 
in a way that has allowed for appropriation and adaptation of tools 
to suit the Chilean context. One example is drawn from the work 
undertaken with the Unidad de Condiciones y Medio Ambiente 
de Trabajo, Dirección del Trabajo, part of the Chilean Labour 
Inspectorate. Starting with a Québec-based tool developed to 
support occupational physicians working within the Institut national 
de santé publique du Québec, Chilean and Canadian members of the 
research team met with representatives of the Unidad de Condiciones 
y Medio Ambiente de Trabajo, Dirección del Trabajo, who helped to 
define the needs of their inspectors with regard to the protection 
of workers from psychosocial hazards. The process of adapting the 
tool to the Chilean context led to an ongoing series of collaborations 
between the Canadian and the Chilean researchers, and between 
the Chilean institutions that had not previously collaborated on 
this issue. The process led to the creation of an expert panel that 
included representatives of the Chilean public health department, the 
Departamento de Salud Ocupacional del Instituto de Salud Pública 
(whose director was a member of the research team), members of 
CEM and other institutional actors. Representatives of the Chilean 
inspection institutions were able to define their needs, with input from 
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a variety of other groups, including CEM, who ensured that gender 
issues like sexual harassment and work–family balance were included 
in the final tool. Aside from linguistic issues, one of the adaptations 
of the tool that was required for the Chilean context focused on 
making it more like a checklist than a design to lead discussion in the 
workplace. The role of those responsible for using the tool in Chile, 
for the most part labour inspectors, required that they have a list of 
variables to examine, articulated in a way that would allow them to 
determine compliance in a binary fashion. The committee finalised 
the adaptation of the tool in July 2012 (see http://www.ispch.cl/
sites/default/files/instrumento_de_evaluacion_de_medidas_para_
la_prevencion_de_riesgos_psicosociales_en_el_trabajo.pdf) after 
years of discussion that included interruptions attributable to the 
earthquake of 2010 which changed public health priorities in the 
short term. 

The intervention of the Araucaria Project in the development 
of the tool in Chile had repercussions in Québec as well, since the 
original instrument did not include issues of importance from a gender 
perspective. The tool in Québec was thus improved by the input of the 
researchers in the Araucaria team, who helped to provide content that 
captured issues more specific to women, like sexual harassment, work–
family balance and discrimination (Vézina & Chénard, 2011).

Training sessions for labour inspectors were provided by a Canadian 
member of the research team and the lead advisor in the development 
of the Québec tool. Other training sessions were given by the Canadian 
expert in gender and ergonomics to labour inspectors and inspectors 
from the Chilean Institute of Public Health on ergonomics and gender-
based analysis of the working conditions of men and women.

These are only some examples of the capacity-building activities 
that took place in Chile and in the context of university training in 
Canada. 

One of the most significant components of the research programme 
was a major survey of working conditions in Chile, and a preliminary 
analysis of those results was presented for the first time in January 
2012. It is expected that the analysis of those results will inform policy 
recommendations specific to the Chilean context, which will also be 
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informed by the results of the comparative policy research undertaken 
in axis 2 of the programme, as described below. 

Beyond the activities specific to Chile, the very process 
of developing three special issues of international journals on 
psychosocial hazards and work provided an opportunity to place the 
issues explored locally in an international perspective, thus raising the 
profile of workplace psychosocial hazards in the international research 
community. Three special issues were produced in the first four years of 
the project, and others are either in press or have since been published 
(Lippel & Casas Becerra, 2012). The first, in the International Journal 
of Law and Psychiatry (Lippel, 2007), included a broad range of 
contributions, from many disciplines and many countries. It allowed 
those team members responsible for its production to mobilise 
researchers from different scientific communities and perspectives 
around the issue of psychosocial hazards, work and policy. The second 
special issue, in the Comparative Labor Law and Policy Journal (Lippel, 
2010), focused specifically on policy and law governing workplace 
bullying. Contributions from nine countries, including Chile, set the 
stage for an overview of regulatory strategies, and also provided models 
for different research strategies to study regulatory effectiveness. This 
special issue has since been translated into Mandarin and is scheduled 
to be published by the Peking University Press. The third special issue, 
in Safety Science (Lippel & Quinlan, 2011), brought together several 
papers presented at the international seminar on the role of unions 
and labour inspectorates in the prevention of psychosocial hazards, 
organised in Santiago by Araucaria in January 2010. Contributions 
from scholars who had not attended the seminar were also included, 
so that the overview covered situations in the European Union and six 
other countries. The various publications provided a platform to learn 
from the successes of inspectorates or unions in other jurisdictions, like 
Spain, and led to further international exchanges that are still ongoing. 
The activities associated with the development of these publications 
and the seminars held in Santiago have allowed for the creation of an 
informal international network of scholars, from both the North and the 
South, interested in the policy issues governing psychosocial hazards, 
and these exchanges will continue beyond the life of Araucaria.
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challEngEs

While we are stimulated by the successes of our project with regard to 
capacity building, it would be inaccurate to suggest that these results 
came easily and without challenges. Aside from the challenges specific 
to language (Spanish, French and English were all used in our project), 
the primary challenges were not specific to global health research and 
collaborations between Canadian researchers and researchers from 
a middle-income country. Instead, interdisciplinary differences in 
methodological approaches required more translation efforts to ensure 
the quality of communication between team members than did cultural 
or even linguistic differences. Among the issues that were the most 
challenging from an intercultural perspective were those related to 
Canadian institutional research requirements, particularly with regard 
to ethics. For example, the requirement of signed consent forms had 
an adverse effect on response rates to the survey conducted in Chile, 
a country where it is unusual to make such a request. In hindsight, 
we would have proactively insisted that signatures not be required on 
consent forms, but we followed Canadian practices without considering 
whether or not they were appropriate to the Chilean context. Only 
when we saw the poor response rate did we realise that we should not 
have proposed a signed consent form from the outset.

Another source of unanticipated challenge emerged during the 
recruitment of students, for whom we had designed bursaries to study in 
Canada. It was important to us to support students interested in gender 
issues, but we had not anticipated the difficulties in finding students 
who could speak sufficient English or French to participate in graduate 
studies in Canada. It was particularly challenging to recruit women, 
who, in the Chilean context, could not easily leave their homes to study 
abroad. Furthermore, male students with families required funding to 
relocate them, although no funding of this nature was available. We 
eventually recruited two doctoral students from Latin America to study 
in Canada, instead of four as originally planned, and reallocated the 
remaining funding to students pursuing studies in Chilean universities, 
under the supervision of a Canadian member of the team, in one case, 
and a Chilean member of the team, in the other.

A final set of difficulties, perhaps universal, was associated with the 
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challenges for researchers who hoped to inform policy-makers and state 
actors who were necessarily influenced by their political masters. In a 
volatile political context, years of collaboration and building of trust 
can be jeopardised by a change in government, an event totally beyond 
the control of the researchers and the research users themselves. 
Because a key component of our project focused on policies regulating 
working conditions, it was necessary to involve both NGOs, whose 
mission addressed working conditions, as well as state actors, who were 
responsible for the implementation of legal frameworks governing 
working conditions and occupational health. 

The delicate task of respecting the sovereignty of local regulators 
(Okuonzi & Macrae, 1995), particularly in a context of political 
transition, was facilitated by the active involvement of NGOs, whose 
involvement in the project was less vulnerable to political change 
associated with electoral agendas. Their continued enthusiasm for the 
research programme and its implications suggested that the impact of 
the programme would outlive not only current funding but also the 
political climate of the moment. In the context of the political changes 
in Chile brought about by a change in government in 2010, it became 
evident that some aspects of our policy work would be more difficult to 
pursue than others. For example, the promotion of rights of workers was 
more difficult than the promotion of gender issues, all political spectra 
acknowledging the equality rights of women, which was not so for the 
rights of workers. The best strategy when faced with political change 
is to take the space you can in light of the political context. Despite the 
change in government, collaboration by our team in the development 
of a tool to monitor psychosocial hazards in the workplace continued, 
and the finalisation of the Chilean instrument in July 2012 was a clear 
example of the successful influence on policy through the long process 
of collaborative research. 

It may well be that the existence of the Araucaria Project also 
ensured the inclusion of gender issues in that tool. The initiative for 
the tool in Chile came about as a suggestion of the Araucaria Project, 
an exchange between public health researchers from Québec involved 
in our project and those in Chile. Because of the funding through 
Araucaria, gender became a necessary ingredient of the project, and 
when the Chilean version took on a life of its own, the inclusion of CEM 
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as a legitimate interlocutor in the process ensured that the gender-
based adaptations were integrated in the final product. It is likely that, 
were it not for the initial funding that created the opportunity for 
collaboration, no psychosocial hazard tool would have been developed 
in Chile, or were it to have been developed, gender issues would not 
have been included.

conclusion

This chapter has sought to outline concrete examples of various ways 
in which the Araucaria Project has pursued the objectives of capacity 
building for all those involved in the programme. The transdisciplinary 
nature of the research team and the project’s inherent grassroots 
approach has encouraged bilateral and internal capacity building, 
much of which has been reciprocal. The team members, including the 
students, learned from each other, from the research users and from 
the project advisors and vice versa. We saw progress in the integration 
of a gender lens in the analyses of both the research users and the 
researchers from the international, Canadian and Chilean contexts, 
and we saw an increased interest in psychosocial hazards for both 
researchers and research users. We believe we succeeded insofar as the 
political and global contexts permit in supporting the empowerment of 
all those involved, from local workers to policy-makers and researchers, 
so that they were able to intervene more effectively for the promotion 
of workers’ mental health, while including a gender perspective in their 
interventions.  

The impact of these capacity-building activities is ongoing, and can 
be illustrated by a few examples. Through a broad range of workshops, 
tools and cartillas (primers) that were produced, the project 
succeeded in sensitising many male and female workers with regard 
to the importance of the relationship between work and employment 
conditions and mental health. This is particularly significant for working 
women and their organisations. For instance, the Asociación Nacional 
de Mujeres Rurales e Indígenas presently includes, in its advocacy 
agenda, the improvement of working conditions affecting mental 
health. The vice-president of the women’s committee of the Agrupación 
Nacional de Empleados Fiscales (ANEF) and the Central Autónoma 
de Trabajadores (CAT) incorporated the mental health of public 
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sector workers as one of its principal preoccupations, promoting the 
eradication of discriminatory practices towards women (psychological 
harassment, sexual harassment, schedules that are incompatible with 
work–family balance, etc). The Araucaria team, including researchers 
and research users, hopes to follow up with the development of broadly 
based training schools in which workers will be given the tools needed 
to recognise, prevent and collectively address pathogenic factors in 
their workplace as well as the legal tools needed to act effectively on 
these factors.  

Lessons learned from our experience included the importance 
of acknowledging the limitations of a classic research programme 
designed to train graduate students from abroad. The usual indicators of 
success, such as publications in high-impact journals and the number of 
diplomas obtained by students, are not the only or the most appropriate 
indicators of successful capacity building. This is even truer if one of 
the objectives is to empower women researchers from countries in 
the global South and more flexible measures of success would ensure 
better involvement of scholars and research users from grassroots 
associations. Impact factors are often inappropriate measures of 
relevance or usefulness of publications, particularly when the objective 
of the research programme is to have an impact on scholars and research 
users whose language is not English.

In research that includes a policy component, much of the impact 
of research activities will only become evident in years to come. 
Quantitative measures of success are in large part inappropriate not 
only with regard to policy components but also in relation to capacity-
building activities involving grassroots organisations. Training materials 
and training sessions in the community are often far more useful and 
meaningful than peer-reviewed articles in the context of programmes 
designed to build capacity for effective change on the ground. The 
number of training sessions is relevant, but says little about the quality 
of that training and the transformations brought about by that training. 

A more meaningful evaluation tool would provide opportunities 
for qualitative analysis. The preparation of this chapter proved to be 
extremely useful in promoting collective reflections on the meaning of 
the capacity-building experiences of the team over the years. Collective 
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books inviting teams to reflect on the usefulness and meaning of their 
work may well be more appropriate vehicles for providing evidence 
of success and failure than any quantitative questionnaire or other 
bureaucratic exercise ill adapted to understanding the real impact of 
the research and capacity-building programme.
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Chapter

9
Research Capacity Building 
and Dissemination 
Components of the HIV 
Prevention for Rural Youth 
Project in Nigeria 
Andrew Onokerhoraye & Eleanor Maticka-Tyndale 

Interest in evidence-based policy and practice has 
grown in development circles during the last three 
decades. Hennink and Stephenson (2004), in their 
discussion of health policy, observe that the ‘continuing 
trend towards evidence-based policy formation has 
increased the demand for research outputs that can 
provide clear, concise policy-relevant findings’. (WHO, 
2000; ECDPM, 2000, p. 3). In developing countries, the 
increase in demand for policy-oriented research and 
communication of actionable, evidence-based policy 
recommendations has been driven, to a great degree, by 
the requirements of international donors. In the domain 
of health research, dissemination of research results to 
policy-makers is now regarded as a key component of any 
research programme (Askew, Matthews, & Partridge, 
2002). Thus, capacity-building endeavours in developing 
countries need to include not only building research 
capacity, but also capacity in translation of research into 
actionable policy and in strategic communication of 
such to policy-makers and practitioners. 

Capacity in the realms of research, knowledge 
translation and communication of programme and policy-
relevant findings remains a key challenge in developing 
countries. During the colonial and early independence 
years in Nigeria, the question of the research capacity of 
Nigerian researchers was not an issue since the quality 
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of training received in Nigerian universities generally met what can be 
called international standards. The neglect of higher education in sub-
Saharan African countries following the economic crisis of the 1980s 
left Nigerian and other African universities struggling to retain staff. 
This had considerable negative effects on research capacity. Although 
efforts are now being made to revive and improve research capacity 
in sub-Saharan African countries, the prevailing situation requires 
urgent attention if local research is to play a significant role in socio-
economic development in these countries. At the same time, attention 
must also be paid to bridging the gap between findings and their 
utilisation by those whose duty it is to solve development problems. 
Typically, the findings resulting from the limited research conducted 
in universities and research institutions in Nigeria are disseminated 
through academic publications (Ezinwa, 2010) or presentations at 
conferences, both of which are requirements for the advancement of 
academic careers and elevation of the reputations of universities. These 
findings end up in libraries, desk drawers and conference proceedings, 
shared among academics, but never reaching policy-makers and 
practitioners (Stephenson & Hennink, 2002). In effect, the evidence 
produced in research fails to contribute to evidence-based planning 
or implementation of development strategies, programmes or policies 
(Martin, Foreit, Ezcurra, & Vernon, 2002). It is in the context of the 
prevailing weak research and knowledge translation capacity that there 
is increasing need and interest in building the capacity of researchers in 
Nigeria to address key development challenges. There is also a need to 
raise the consciousness of Nigerian policy-makers and the wider public 
about the importance of social research and its relevance to health and 
socio-economic development. 

This case study is based on HIV Prevention for Rural Youth: 
Mobilizing Nigerian Schools and Communities (HP4RY) (Maticka-
Tyndale et al, 2007). HP4RY was conceived and implemented by a team 
of Canadian and Nigerian researchers, non-government organisations 
and the Edo State Ministry of Education to address the pressing 
health problem of HIV infection in Nigeria. The goal of HP4RY was 
to contribute to the reduction of vulnerability of rural youth to HIV 
by building and evaluating a research-based model that strengthened 
and expanded the influence of the Family Life and HIV Education 
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(FLHE) initiative. FLHE was developed by the Nigerian Educational 
Research and Development Council (NERDC) together with Action 
Health Incorporated (AHI). It has been endorsed by federal and state 
ministries of education, as well as by faith-based leaders. Key strategic 
objectives of the National Education Sector HIV/AIDS Strategic 
Plan for Action (NESSP) commit Nigeria to implementing FLHE 
throughout the country. HP4RY targeted youth and the communities in 
which they live with HIV prevention programming that addressed the 
gendered nature of vulnerability and risk. It translated the knowledge 
gained in research to enhance the FLHE programme already approved 
for delivery in all junior secondary schools in Nigeria and to work 
with communities to raise their AIDS competence as outlined by 
Catherine Campbell (Campbell & MacPhail, 2002) and described in 
Maticka-Tyndale and HP4RY Team (2012). The goal was to develop, 
evaluate and produce effective and efficacious models of interventions 
and intervention delivery that are sustainable and deliverable in rural 
Nigerian communities.

The conception and implementation of the HP4RY project 
recognised the importance of research capacity building and knowledge 
translation and mobilisation by making both of them key components of 
the research programme. Capacity building of Nigerian team members, 
research staff and field data collection personnel in the implementation 
of all aspects of the research programme was a major component 
of the project. Knowledge gained through research was translated 
into enhancements of the FLHE programme and development of a 
community-based programme deliverable by members of the National 
Youth Service Corps (NYSC) to enhance AIDS competence of rural 
communities. These programmes were mobilised and delivered in 
schools and communities, and their procedures and impact evaluated. 
Through the research and evaluation components of HP4RY, new 
knowledge was generated that could contribute to the articulation 
of new, and modifications to existing, policies relevant to FLHE 
delivery in rural settings as well as to the use of the NYSC to address 
HIV vulnerability of rural communities. These policies cut across 
multiple levels, from local schools and communities, to ministries and 
NGOs working at the state level, and ultimately to federal offices and 
international funding bodies. A strategic approach to the dissemination 
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of research results was central to HP4RY, ensuring that individuals and 
organisations at all levels were informed of salient findings. In this way, 
members of the general public, community workers, researchers, NGO 
staff, and state and federal ministries, as well as directors and ministers 
were all involved in knowledge transfer and exchange. This paper 
outlines the research capacity-building approach and outcomes as well 
as the dissemination strategy used during the implementation of the 
HP4RY project in Nigeria. 

pERspEctivEs on REsEaRch capacity Building and dissEmination in 
thE suB-sahaRan afRican contExt

Today, research capacity includes not only skills in data collection and 
analysis, but also in the translation of research results into actionable 
strategies, programmes and policies, and their dissemination to civil 
society and government organisations for implementation. Capacity 
for health and socio-economic research has been further defined ‘as 
an ability of individuals, organisations or systems to perform [and 
utilise health research] effectively, efficiently, and sustainably’ (Milèn, 
2001, p. 1). Such research capacity is still a major problem limiting the 
participation of researchers in Nigeria, as in other parts of sub-Saharan 
Africa (Lansang & Dennis, 2006). In an overview of capacity-building 
needs in the Global South, Nchinda (2002) outlines two inter-related, 
interdependent components of capacity strengthening: ‘providing 
institutional or organizational support, and improving researcher 
capacity through appropriate training’ (Mahmood, Hort, Ahmed, 
Salam, & Cravioto, 2011, p. 2). Mahmood et al (2011), based on research 
in Bangladesh, similarly points out that institutional research capacity 
suffers from inadequate support and poor management as well as other 
negative influences. 

Among the factors influencing research capacity are: an enabling 
environment, physical infrastructure, adequate funds for research 
and training, access to scientific and technical information, effective 
interactions between researchers and policy-makers and good 
governance (Hyder, Akhter, & Qayyum, 2003; Mahmood et al, 2011; 
Nchinda, 2002; White, 2002). The absence of these is a major constraint 
to research capacity in a developing country such as Nigeria. Support 
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from advanced countries is indispensable to strengthening research 
capacity (Lansang & Dennis, 2004; Simon, 2000). 

Closely related to the challenge of research capacity building in 
sub-Saharan Africa is that of dissemination of research output to policy-
makers. In view of the marked differences in the work domains of policy-
makers, the results of research must be disseminated differently to each 
sector, reflecting the specific programmes, policies or development 
challenges they face. There is a broad consensus in the literature that 
successful communication between researchers and research users is 
crucial for the effective use of research in decision making in policy and 
practice (Hanney, Gonzales-Block, Buxton, & Kogan, 2003). A major 
objective of research communication and dissemination is to promote 
the use of research results for policy making and in the implementation 
of development programmes. To this end, there is a need for a coherent 
conceptual framework for research dissemination.

Attempts have been made within the domain of healthcare policy 
and the delivery of health services to conceptualise the dissemination 
and use of research (Buxton & Hanney, 1996; Hanney, Packwood, 
& Buxton, 2000; Hanney et al, 2003). The framework identifies the 
potential value of applying research results to policy formation in 
health, and also provides a description of the processes and stages 
involved in the application of research output to policy making. ‘The 
stages include the inputs to research, the research process, primary 
outputs from research, secondary outputs from research, practitioners 
application of research and final outcomes…. [T]he framework also 
outlines various feedback loops and forward leaps, recognizing that the 
process of research utilization is often multidirectional (Hanney et al 
2002)’ (Hennink & Stephenson, 2004, p. 5). 

A number of models of research utilisation by policy-makers and 
other stakeholders have been articulated. These focus on the nature 
of the relationship between researchers and policy-makers (Hanney 
et al, 2003; Stephenson & Hennink, 2002; Weiss, 1979). Hennink 
and Stephenson (2004) conceptualise the use of research results in 
policy making as falling ‘into three broad categories; rational models, 
incremental models and political models (Hanney et al 2002; Weiss 
1979, 1980)’ (p. 5). The rational models view research as producing 
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actionable information that can be passed directly to policy-makers 
(Walt, 1994a, 1994b; Weiss, 1977). Porter and Prysor-Jones (1997, 
cited in Hennink & Stephenson, 2004) argue that such communication 
of research results stimulates policy change and development strategy. 
The second category, incremental models, comprises interactive and 
enlightenment models that emphasise systematic consultations and 
interactions between researchers and policy-makers at multiple points 
during the research process. The third, political models, focuses on the 
fact that policy-makers use the output of research to support specific 
political positions (Martin et al, 2002), commissioning research to 
provide evidence to justify existing positions. 

Several barriers and facilitators of research utilisation have been 
identified in the literature. A study by Funk, Tornquist and Champagne 
(1995) documented several barriers such as lack of staff, time and access 
to research output (Adamsen, Larsen, Bjerregaard, & Madsen, 2003; 
Hatcher & Tranmer, 1997; Parahoo, 2000). In another study, Glacken 
(2002) identified persistence of existing, ineffective practices and poor 
understanding of how to apply research output to policy. Documented 
facilitators using research results include ‘administrative commitment 
and support, knowledge of the research process, availability of research 
consultants, favourable research attitude, affiliation with a university, 
and financial resources’ (Tan, 2008, p. 13). 

These perspectives on research capacity building and the 
dissemination of research output provided the conceptual framework 
for the examination of capacity-building and dissemination strategies 
of the HP4RY project in Nigeria. 

BackgRound to thE pRojEct on hiv pREvEntion foR RuRal 
youth in Edo statE, nigERia

HIV and AIDS in Nigeria were first identified in 1985 and were reported 
in 1986 (Avert International, no date). The military government in 
Nigeria did not appreciate the challenge posed by the increasing rates 
of HIV transmission until 1991, at which point the federal government, 
through the Ministry of Health, made its first attempt to assess Nigeria’s 
AIDS situation. It was then reported that about 1.8% of the population 
in the country was infected. Reports of other surveys from the 1990s 
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showed that HIV prevalence rose to 3.8% in 1993 and 4.5% in 1998 
(Avert International, no date). As cited in Ikpang (2010), following the 
return of democracy in Nigeria in 1999, ‘HIV prevention, treatment and 
care became one of the government’s primary concerns. The [Nigerian] 
President’s Committee on AIDS and National Action Committee on 
AIDS (NACA) was created and in 2001, the government set a three 
year HIV/AIDS Emergency Action Plan (HEAP)’ (p. 32). 

Despite some increased efforts to pay attention to the HIV 
epidemic, the prevalence in Nigeria ranged between 4.5 and 5.5% 
between 2000 and 2008. In some geo-political regions of the country, 
the HIV prevalence was as high as 8–10% during the 2000 to 2008 
period. Implementation of numerous preventive and care plans and 
institutions such as the National Action Committee on AIDS (NACA), 
the National Education Sector HIV/AIDS Strategic Plan (NESSP), 
HEAP and FLHE were largely ineffective. For example, while NESSP 
was designed specifically to address the role of the education sector as an 
agent of change and declared that every child had a right to participate 
in the Nigerian Family Life and HIV Education programme in school, 
programme delivery remained scattered and the impact of FLHE on 
participating students was not rigorously assessed and evaluated. 
In addition, while HEAP called for the elimination of barriers to a 
community-based response, there was little evidence of community-
based activities that could support the learning of youth. While youth 
in Nigeria, as in many countries, might learn how to protect themselves 
against HIV, they continued to live in communities where acting on 
what they had learned was difficult, if not impossible (Onokerhoraye, 
Maticka-Tyndale, & HP4RY Team, 2012a).

Furthermore, although FLHE had been approved for delivery in 
all junior secondary schools in Nigeria, because of the cost and logistics 
associated with delivering this programme, it was still not accessible 
to the majority of youth. Where sexuality education was available, 
the bulk of the school programmes continued to use extracurricular 
methods, leaving many children without sexuality education. 
Additionally, whereas out-of-school youth were generally less informed 
about reproductive health and participated more often in risky sexual 
activities, most existing sexuality education programmes for young 
persons were school based. Consequently, the reproductive health 
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needs of out-of-school youth were not being addressed. As well, due to 
funding and other constraints, many sexuality education programmes 
for youth in Nigeria had not been sufficiently sustained to ensure full 
positive impact. 

It was within the context of the need to reach youth in rural schools 
and communities that HP4RY was conceived and implemented in Edo 
state in the southern part of Nigeria. Edo is one of 36 states in the Federal 
Republic of Nigeria. The state had an estimated population of over 3 
million people in 2011, 30% of whom were youth between the ages of 
12 and 20 years. The choice of Edo state for the project was motivated 
by four factors: 

1) As is common in most of Nigeria, over 70% of the population of the 
state lives in small rural communities of between 500 and 20 000 
people. Thus lessons from this project might be relevant to a large 
number of the rural communities in Nigeria. 

2) The implementation of FLHE in the state was low when the project 
was conceived (Maticka-Tyndale et al, 2007). 

3) Edo state is located in the South-South geo-political zone of Nigeria 
where HIV prevalence is higher than in the other five geo-political 
zones in the country. 

4) Edo state is reputed to be a major region of international female 
migration to Europe, with a large proportion of the young female 
sex trade migrants coming from its rural communities (WHARC, 
no date). 

The project was designed, therefore, to make maximum impact in terms 
of knowledge development and translation within Edo state specifically 
and, by extension, other parts of Nigeria. 

REsEaRch capacity Building of hiv pREvEntion foR RuRal 
youth: moBilising nigERian schools and communitiEs 
(hp4Ry)
In view of the generally poor research infrastructure and human 
resources for contemporary research in Nigeria, coupled with the rather 
low quality of graduates from most institutions in the country in recent 
decades, HP4RY adopted a broad conception of capacity building. The 
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research capacity building of HP4RY focused on the following: 

• the improvement of the research infrastructure and capacity of 
partner organisations, specifically the Centre for Population and 
Environmental Development (CPED) 

• the re-orientation and enhancement of skills of Nigerian research 
team members 

• the training of junior academics who were the project staff 

• the training of field research staff involved in data collection and the 
delivery of services in schools and communities. 

Improvements in the research infrastructure and capacity of CPED
Of the three Nigerian institutions involved in the research partnership, 
CPED provided the base for implementing research activities in 
Nigeria. It was essential that the research infrastructure capacity of 
CPED be improved. An initial assessment of the facilities available 
at CPED was made during preparation of the research proposal. The 
assessment focused on identifying assets as well as weaknesses at 
both the individual and organisational level. The lack of adequate 
institutional resources at CPED was a major challenge that had to be 
tackled at the beginning of the project. This meant providing computers 
and computer peripherals, furnishing the project office and conference 
room, and maintaining the power generator. 

The organisational capacity of CPED was also enhanced in terms 
of the considerable experience gained as host to the collaboration 
between researchers from different academic fields and institutions. 
The enhanced organisational capacity of CPED contributed to its 
selection as one of 24 African research centres being supported by 
the Canadian International Development Research Centre (IDRC) 
Think Tank Initiative. The University of Benin and CPED benefited 
from the project by acquiring considerable experience in international 
collaborative research. The experience has improved teaching and 
research on HIV and sex education at the university as well as generated 
new interests among Canadian and Nigerian researchers. Furthermore, 
CPED, through its participation in this project, enhanced its research 
administration capabilities in areas such as financial management, 
technology transfer and research ethics. Finally, CPED improved 
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its ability to perform outreach activities aimed at the general public 
through service delivery activities carried out in target communities. 

Enhanced research capacity of Nigerian project team members 
Although most of the Nigerian project team members received their 
higher degrees from Western universities and have considerable 
experience in contract research, the decay in the Nigerian university 
system in the last two decades has had a negative effect on their 
research capacity. It was not, therefore, safe to assume that members 
of the research team were familiar with contemporary approaches to 
research such as the full range of quantitative and qualitative methods, 
or the differences between writing for academic publication, contract 
reports and policy papers. Through proposal writing meetings, project 
team meetings and workshops in Nigeria and Canada, the Nigerian 
team members were exposed to the action research model, which is not 
well understood or practised in Nigeria. Courses taught by Canadian 
team members at the University of Benin and the experiences gained on 
this project by individual team members paved the way for curriculum 
improvement in the social sciences and education and, ultimately, a 
transfer of knowledge to students who will become leaders and teachers 
themselves, thus ensuring the sustainability of the results. 

The Canada–Nigeria research partners have made a conscious 
effort to ensure that research results are published in peer-reviewed 
journals with a wide international readership. To this end, the project 
contributed to an enhanced integration of Nigerian team members 
into the international scientific community by increasing their 
capacity to produce articles suitable for presentation and publication 
in international, peer-reviewed venues. A number of strategies were 
initiated to deal with the challenges of preparing and disseminating 
research results. In order to compensate for the insufficiencies of local 
libraries and access to international scientific literature, a massive 
literature review and annotation project was undertaken in Canada. 
Four graduate students located, reviewed and annotated over 1400 
scientific articles related to the project. These were organised by topic 
and made available to all the team members and junior academics on 
the research project in order to facilitate their own literature reviews 
relevant to the publications and presentations they were preparing. 
Some of the main findings, conclusions and policy recommendations 
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of HP4RY were published in a special issue of the African Journal of 
Reproductive Health and were posted electronically on the CPED 
website where they were freely accessible. 

Research capacity building of junior academics 
A key component of the capacity-building benefits of the research 
programme related to training junior academics to play significant roles 
in the project. Many junior academics in Nigeria lack the opportunity 
for further studies and collaborative research and university positions 
are few. To enhance career opportunities for junior academics, they 
were employed as project staff and trained in sexuality and sexual 
health, research methodology, data collection, data processing and 
analysis, writing for research reports and academic publications, and 
project management. 

Training took different forms, from academic training leading to a 
degree, to short-term training to acquire specific skills and knowledge, to 
mentoring. Four junior academics who served as staff for HP4RY benefited 
from participating in the Sexuality Leadership Development programme 
run by Action Health Incorporated (AHI) over two-week periods in July 
of each year. They were exposed to ‘cutting-edge conceptual, theoretical 
and programmatic issues in sexuality, sexual health and sexual rights’ as 
well as ‘sexual diversity, pleasure, HIV/AIDS and vulnerabilities, gender 
and violence against women’ (Africa Regional Sexuality Resource Centre, 
2012). All staff increased their report-writing ability, gaining knowledge 
in the use of surveys, interviewing and ethnographic methodologies, data 
analysis and the preparation of presentations for a variety of stakeholder 
and academic audiences. In Canada, the graduate students, recent 
graduates and postdoctoral research fellows who worked on the project 
gained experience in international, cross-cultural collaboration. Similar 
to their Nigerian counterparts, several contributed to and benefited 
from co-authorship of publications and presentations. Three of these 
Canadians also contributed to the training of their Nigerian peers in data 
management and analysis techniques and report writing, enhancing 
their own skills in cross-cultural training and collaboration. The speed 
and ability of the junior Nigerian academics to acquire the research skills 
imparted to them was slow and, at times, frustrating for their trainers; 
however, there was considerable improvement and some were able to 
make presentations at international conferences while others continue 
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to work on publications based on the data collected during the research 
programme (Onokerhoraye, Maticka-Tyndale, & HP4RY Team, 2012b).

Apart from informal training and mentoring, some of the Nigerian 
and Canadian junior academics acquired master’s degrees over the 
course of the project. Of major importance is the fact that five (two 
from Nigeria and three from Canada) enrolled in PhD programmes. 
The proportion of non-PhD-qualified staff in most Nigerian institutions 
is quite high by international standards. Most holders of Doctorate 
degrees were trained from the 1960s to the early 1980s. As these older 
academics retire, it is the younger, less qualified researchers who fill 
the gap. Boosting the number of doctorates within Nigerian academic 
institutions is obviously a major priority in the next few years. Thus, 
this project’s facilitation of the ongoing doctoral training of two of 
the Nigerian project staff was an important contribution to research 
capacity building in Nigeria. 

Research capacity building of graduate field research staff
As noted earlier, although the training of field research staff may not be 
strictly regarded as part of research capacity building, in the context of 
Nigeria in general and the HP4RY research project in particular, it is 
quite important to the research process. Fifty-five research assistants 
were trained in quantitative and qualitative data collection and some 
of them secured junior research appointments in both CPED and 
other Nigerian institutions on the basis of the skills they acquired. In 
addition, 40 graduate Youth Corps members were trained to work 
in the target communities. They completed a systematic training 
programme in sexuality and community mobilisation strategies, led 
by seasoned and professional personnel comprised of team members 
from Nigeria and Canada. This made it possible for them to have an 
impact in the 10 communities to which they were posted. Five of them 
are now employed by CPED as junior academics in training on other 
research projects. A few have made presentations at local workshops on 
community development in Nigeria and others are collaborating with 
senior researchers on writing papers. 

dissEmination and knowlEdgE tRanslation stRatEgiEs of hp4Ry
The HP4RY project in Nigeria recognised the value of research for policy, 
programme and service development from its inception. As such, a 
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knowledge translation and mobilisation plan was incorporated during 
the planning stages. The incremental model described by Stephenson 
and Hennink (2002) was applied with the participation of knowledge-
using stakeholders at various stages of the project’s development and 
implementation and attention was paid to the salient content and form 
of dissemination for different stakeholders and target audiences. Action-
oriented knowledge was disseminated to participating schools (including 
teachers and principals), communities, youth in the NYSC, local agencies, 
education and health ministries, the NYSC directorate, researchers, 
policy-makers and HIV advocacy groups. Programme packages relevant 
to delivery of FLHE and a community-based programme using the AIDS 
Competent Community framework and delivered by members of the 
NYSC were prepared and made available to NGOs, relevant state and 
federal ministries and the NYSC directorate. The content and methods 
used for knowledge transfer and exchange were targeted to specific 
audiences and are discussed later in the chapter. 

Participation of key stakeholders
A first step in the incremental model is the involvement of diverse 
stakeholders at salient phases of the project. Such participation may 
include formal partnership with researchers as project team members, 
performance as advisors on key issues, participation in knowledge 
translation and exchange, action as conduits of information from 
the project to broader audiences, and implementation of practical 
recommendations and outputs of the project. 

Depending on the level of involvement, stakeholder participation 
may imply a certain level of joint responsibility for decision making, 
project implementation and eventual delivery and dissemination 
of results. Beyond such responsibilities, stakeholder participation 
involves empowerment by being included in issues in which they 
have a stake. Stakeholder participation is beneficial to all aspects of an 
action research project as it helps to ensure that the needs and practical 
realities of stakeholders are reflected in research, knowledge translation 
and actions. Such participation increases the likelihood that full, rich 
and relevant data will be collected and that interpretations appropriate 
to local conditions and contexts will be made. It also increases the 
likelihood that the actions taken based on the research evidence will 
reflect local needs and contexts, and be feasible and sustainable. 
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Stakeholder participation was present at all stages of the HP4RY 
project, from development of the letter of intent and eventual project 
proposal, to refinement of the research design and data collection 
instruments, to interpretation of research findings, translation of results 
into programmes and strategies, to evaluation of those programmes 
and strategies, and to the eventual delivery of results to a broader array 
of stakeholders and interested parties.

The project team included researchers with academic appointments, 
representatives of two NGOs (AHI and CPED) that focused their 
activities on sexual and reproductive health issues in Nigeria, and 
the AIDS officer from the Edo State Ministry of Education. These 
representatives were instrumental in identifying the types of project 
results and outputs that were needed to enhance their work developing 
and delivering programming that targets the sexual and reproductive 
health of youth and the reduction of vulnerability to HIV infection. For 
AHI, the desired output was a scientifically rigorous evaluation of FLHE 
as delivered in rural schools and recommendations for strengthening 
the programme in this context. For the Ministry of Education, this was 
a rigorous evaluation of FLHE training and delivery and the factors 
that contribute to or impede its effective delivery in state schools. For 
CPED, this was development of methods, programmes and strategies 
to enhance the AIDS competence of rural communities.

As the project progressed and translation of preliminary research 
results indicated how to deliver community-based programmes to 
enhance AIDS competency, a fourth stakeholder became involved, 
the Edo state NYSC directorate. The NYSC directorate is in charge 
of the one year compulsory national service for Nigerian university 
graduates. It was NYSC members who were trained to work in and with 
communities to enhance their AIDS competence. Although the NYSC 
directorate was not involved from the beginning of the project, officers 
and staff in the directorate worked with project team members and staff 
to make delivery of this HP4RY programme component possible. They 
also provided information on what would be needed in a programme 
package (HP4RY, 2012a) for continued NYSC involvement beyond the 
end of the HP4RY project. 

Other stakeholders that were involved in specific stages of the 
project included local community leaders, master trainers of teachers, 
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Youth Corps members and other NGOs and researchers in the region. 
The local community leaders provided crucial information for the 
development of community-based programming as well as feedback 
on the work of the Youth Corps members in their community, thereby 
influencing the final package for the community-based programme. 
Master trainers reviewed the knowledge gained from baseline research 
in schools and communities and worked with several team members 
to translate it for inclusion in the FLHE curriculum and teacher/
principal training as well as for inclusion in the FLHE programme 
package (HP4RY, 2012b). The Youth Corps members provided ongoing 
information from the communities in which they worked as well as 
critical commentary on the community-based programme which they 
were implementing. This was also incorporated into the community-
based programme package. Local NGOs and researchers reviewed 
research results at two stages of the project and provided advice and 
critical commentary based on their own research and experience.

The overall effect of different stakeholders participating was that 
they became key players in establishing project outputs and in the 
dissemination and use of the research results, by their organisations 
and by a wider array of knowledge users in Nigeria and beyond.  

Capacity building of junior academics on research communication 
HP4RY recognised the fact that effective dissemination requires 
dedicated human and material resources to support specialised 
communication skills, in addition to the resources needed for the 
research activity. It was in this context that several junior academics were 
trained and mentored in translation and communication of research 
results to different stakeholders. Over the course of the project, they 
learnt and acquired experience, including bringing knowledge gained 
from research back to community members, translating research results 
into components of the training for Youth Corps members, presenting 
research at academic conferences in the form of both oral and poster 
presentations, and preparing research reports for circulation to team 
members and the funding agency. 

modEs of knowlEdgE dElivERy appRopRiatE to taRgEt audiEncEs

If the knowledge and recommendations that result from research are 
to be utilised by stakeholders, they must be delivered in a form that 
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is readily accessible, understandable and useful to the stakeholder. 
This requires the production of knowledge and recommendations in 
different forms for different stakeholders. 

Presentation of research findings to local researchers and NGOs 
The research component of HP4RY entailed the collection of three 
waves of data, including brief ethnographies in the target communities, 
surveys and interviews in schools at baseline, and repeated surveys and 
interviews in schools in two additional waves. HP4RY’s dissemination 
strategy for research outputs entailed the preparation of summaries of 
findings from each wave. Reports were produced and circulated among 
team members. This was followed by seminars in which results were 
presented to the team members, project staff, representatives of the Edo 
State Ministry of Education and the state directorate of the NYSC, NGOs, 
the media and other academic researchers. Presentation of the second 
wave of data, which comprised a first look at evaluation results for school 
and community programming, followed a more formal course than the 
first, with representatives from the University of Benin and the Edo State 
Ministry of Education and other researchers speaking in addition to 
HP4RY members. The target audience was expanded to include Youth 
Corps members and several community representatives. In each of these 
seminars there was open, animated discussion of the research findings 
and their implications for HIV prevention in schools and communities. 

Presentations to participating schools and communities
Following baseline and the final wave of data collection, meetings 
were held with school and community representatives to present 
and discuss research findings and their implications. The participants 
included teachers, heads of schools, parents, community-based civil 
society groups, students and out-of-school youth. The meetings were 
held in each of the three senatorial districts in Edo state where the 
programme operated (ten communities in each senatorial district). The 
results, lessons learned and the way forward as reflected in the findings 
of the research were presented at these meetings with the opportunity 
for feedback from those in attendance. The presentations were made 
jointly by representatives of the research team, other programme 
personnel and some community members. The feedback from the 
audience was documented and incorporated into the final reports and 
recommendations.
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tRanslation and moBilisation of knowlEdgE thRough 
pRogRamming 
Community-based programming
Translation and mobilisation of knowledge gained in research took place 
through activities undertaken by trained members of the Youth Corps 
posted to communities over a two-year period. The team members and 
junior academics with positions as HP4RY research staff worked to 
translate what was learned from the baseline research in communities 
and schools into community-based strategies for developing locally 
relevant programming to reduce youth vulnerability to HIV infection. 
Members of the Youth Corps were then trained to implement these 
strategies under the guidance and supervision of a staff member. Three 
cohorts of Youth Corps members were deployed to communities over 
a two-year period. 

Upon gaining the confidence of community members, the Youth 
Corps members embarked on forming what they tagged ‘core groups’ of 
different age cohorts. Their aim was to build the capacity of community 
members to create activities to delay sexual initiation among youth 
and to spread the message that HIV exists and about its consequences, 
transmission and prevention to neighbouring communities. Such 
groups bore names such as HP4RY Club, Abstinence Club, HIV Club, 
Zip-up Club and Faithful Club. The empowered community-based core 
group members engaged in activities which they felt would be beneficial 
to members of their community. They staged plays on HIV/AIDS, 
unwanted/teenage pregnancies, parent–child communication, abuse 
and incest, among others, at open spaces in the target communities. 
Community chiefs, elders, women, youth and children came out 
to witness these activities. In some communities, the Youth Corps 
members also carried out vocational training for women and girls, which 
contributed toward empowering them to carry out income-generating 
activities and raising their self-esteem, independence and autonomy in 
making life decisions, including those related to behaviours that placed 
them at risk of acquiring HIV. A total of 180 women and girls graduated 
from this activity in just one community and most of the beneficiaries 
used the skills acquired to generate income. The Youth Corps members 
also negotiated with local and neighbouring health facilities to make HIV 
testing accessible to the community members. In most communities, 
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Youth Corps members helped in the delivery of FLHE in schools and 
continued the lessons and activities outside of the school. 

While implementing these activities, Youth Corps members also 
kept a journal of activities, experiences, successes and challenges 
which contributed to both revised programme guidelines and the 
final programme package (HP4RY, 2012a). Thus, Youth Corps 
members participated in knowledge translation and exchange at two 
reciprocal levels: in translating knowledge from baseline and delivering 
programming to communities, and in providing feedback on that 
programming to contribute to refinement of the programming model. 
Evaluation results demonstrated the strength of the contribution made 
by the community programming to reducing youth vulnerability to HIV 
infection (Arnold et al, 2012; Omorodion, Akpede, Maticka-Tyndale, 
Agbontean-Eghafona, & Onokerhoraye, 2012). 

Empowerment of teachers and students to deliver FLHE 
Teachers and students in 30 junior secondary schools were empowered 
to play key roles in the delivery of FLHE. The teachers were selected 
from those teaching three core subjects (English language, basic/
integrated science and social studies) and providing guidance and 
counselling with the intention of integrating the FLHE curriculum. 
This was carried out across the three senatorial districts of Edo state 
– Edo South, Edo Central and Edo North. Teachers took FLHE 
back to their schools and delivered lessons to the students through 
classroom delivery, co-curricular activities and the establishment of 
anti-AIDS clubs which they tagged ‘FLHE clubs’. Students from each 
of the junior secondary school grades one to three were also trained 
as peer educators to help in the messaging of HIV prevention and in 
extracurricular activities. Both government teachers and community 
teachers, who complemented teaching in these schools, benefited from 
this programme. Master trainers who were initially trained by the Edo 
State Ministry of Education attended refresher courses as part of the 
HP4RY project, prior to carrying out training of teachers for FLHE. 
Remote schools, which were rarely included in such initiatives, were 
also given the opportunity to participate. 

Evaluation results confirm the contribution the school-based 
programme made to reducing youth vulnerability to HIV (Arnold et 
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al, 2012). The training has empowered students in these schools to take 
the lead in the spread of HIV prevention messaging and teachers now 
feel comfortable talking to students about sex, sexuality and HIV/AIDS 
(Dlamini, Okoro, Oni Ekhosuehi, Esiet, Lowik, & Metcalfe, 2012).

Newsletters 
HP4RY recognised that distributing a regular newsletter summarising 
study findings and activities in schools and communities was an ideal 
way to update study participants, participating agencies and other 
stakeholders. While such newsletters can involve a fair amount of work, 
our experience suggests that dissemination benefits are well worth the 
effort. A project newsletter was established translating results from 
baseline research, particularly those on sexual scripting, into strategies 
for use in classrooms. Additional issues of the newsletter focused on the 
activities of Youth Corps members in communities, providing a view 
of what was going on in each community to Youth Corps members, 
teachers, schools and policy-makers in the education and Youth Service 
Corps sectors. 

Programme packages 
Both of these programming initiatives — delivery of FLHE in Edo 
state schools and Youth Corps members working to enhance the AIDS 
competence of rural communities — have been fully documented, 
making the models of programme delivery available to others (HP4RY, 
2012a; 2012b). Although FLHE was delivered in only 30 junior 
secondary schools and community-based programming in only ten 
rural communities, the documentation of the models and processes 
used in programme packages provides a means to improve and 
promote HIV prevention and sex education for people living in other 
rural communities in Nigeria and elsewhere. 

Knowledge translation for government and NGOs 
HP4RY recognised the fact that utilisation of knowledge gained 
from research is predicated on policy-makers and other users having 
ready access to research findings. In a country such as Nigeria where 
policy-makers are yet to appreciate the value of research, results 
which are difficult to access may not be used. Often research users in 
Nigeria complain that traditional communication vehicles for research 
findings, including conference presentations and peer-reviewed 
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publications, are not primary information sources for them. They 
point out that summaries of main findings communicated through 
other easily accessible channels are preferred. Such channels obviously 
allow for timely access to information and actively route documents 
directly to key stakeholders. HP4RY adopted the strategy of using 
multiple communication channels in order to reach various audiences, 
including policy-makers, associations, advocacy groups and the media. 
This justified the considerable attention paid to the use of policy briefs, 
newsletters, direct presentations of research results to policy-makers 
and the organisation of workshops. The use of these dissemination 
channels by HP4RY also responded to the need for timeliness in the 
communication of research results. HP4RY put into consideration 
users’ needs for immediate, relevant and quality research when the 
policies were being developed or reviewed rather than after the policies 
had been conclusively formulated. This was carried out by annually 
briefing the key stakeholders on the research progress and output 
during the research implementation period. 

Networking with other programmes 
The opportunities provided by the implementation of another project 
titled Building Civil Society Capacity for Advocacy on Sexual and 
Reproductive Health and Rights (SRHR) in Nigeria, funded by the 
European Commission, was used to carry out the dissemination of the 
results of the project to ten additional states across the different geo-
political zones in the country. The aim of the European Commission’s 
funded project, which was implemented by one of the collaborating 
organisations, CPED, was to improve the reproductive and sexual 
health situation in Nigeria with a specific focus on adolescents through 
interventions designed to strengthen the capacity of NGOs, media 
personnel and youth groups to play key advocacy roles in policy 
dialogues. The training was designed to improve the beneficiaries’ 
knowledge about the SRHR situation and concerns in Nigeria, and 
empower them to publicise the problems and challenges facing SRHR 
as well as to advocate to governments at the federal, state and local 
levels to pay adequate attention to the reproductive health challenges 
facing Nigerians, especially adolescents. 

Some of the outputs of the HP4RY research provided inputs 
into programme content and training materials. Furthermore, the 
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experience and output of HP4RY’s Youth Corps activities in the 
communities provided inputs in the training and empowerment of 
adolescents in ten local government areas outside Edo state. Youth 
groups and organisations in the rural communities of Nigeria, previously 
not well organised or coordinated to play active roles in the promotion 
of the reproductive health of their peers, were thus empowered to 
design and deliver especially peer education and ‘youth friendly’ 
services. The empowered NGOs have since been carrying out advocacy 
activities on reproductive health in collaboration with trained media 
personnel. Free media coverage was used to get results out to as many 
people as possible. Using the experience of HP4RY, youth in 40 rural 
communities across Nigeria have been carrying out peer education and 
youth-friendly activities on reproductive health. 

Redesigning CPED website for more effective communication
Facilities for the dissemination of HP4RY outputs at the CPED level 
were enhanced by the redesign of the CPED website. The aim of this 
activity was mainly to make research content available (especially that 
of studies) and to improve the navigation tools of the website to make 
it more dynamic. The website now includes brief summaries of the 
different project activities in which CPED is involved, including HP4RY. 
This has resulted in an increased number of visits to the website. The 
website will provide a location where programme packages, reports, 
presentations, publications and summaries of the HP4RY project may 
be accessed by interested parties from anywhere in the world.

Policy briefs 
The outputs of HP4RY coupled with those of other reproductive health 
and HIV/AIDS programmes carried out by CPED are being used to 
advocate for policy change on reproductive health and HIV challenges 
at the local, state and national levels in Nigeria. The typical audience 
for a policy brief is not interested in the research methods used to 
produce the evidence, but is interested in potential solutions based on 
new evidence. These are presented in the form of CPED policy briefs, 
which outline the rationale for choosing a particular policy alternative 
or course of action in a current policy debate. 

CPED produced six such policy briefs on reproductive health and 
youth, which were widely distributed to key stakeholders, especially 
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government departments across the country. The policy briefs are 
concise and focus on the implications of new evidence for reproductive 
health policy and implementation in Nigeria.

Presentations to Edo State Ministry of Education and the Directorate 
of the NYSC
HP4RY appreciated the fact that in the context of Nigeria, the most 
effective means of disseminating research to policy users was through 
direct, interpersonal contact. In view of the critical issues examined in 
this project, policy-makers must trust that the information they receive 
is reliable and credible. In Nigeria, policy-makers will often rely on 
personal contact with researchers they trust. Sustained and substantive 
communication engenders trust. In the context of HP4RY, the points 
of contact included locally based users and policy-makers with 
jurisdictional responsibility in the topic area of the research, which in 
this case, was the Edo State Ministry of Education. 

It was against this background that a presentation was made to 
the education sector in Edo state. The specific participants were set 
in collaboration with the State Ministry of Education. The focus of 
the presentation was on the knowledge and lessons learned that were 
particularly relevant to the delivery of the FLHE programme as well 
as methods for supplementing the basic programme to strengthen 
its impact. A similar presentation was planned for the Council on 
Education, a national body that includes representation from every 
state. 

conclusion 
The active promotion of evidence-based decision-making for 
development challenges facing Nigeria is a necessary step toward 
meeting the Millennium Development Goals (Sustainable 
Development Goals). We observe in Nigeria what Nchinda (2002) has 
identified across countries in the Global South, a mismatch between 
the challenges facing key sectors of development and the technical 
and human capacity to use existing knowledge and to generate new 
knowledge to promote development. We concur with Nchinda (2002) 
that it is essential to build indigenous research capacity so that Nigerian 
researchers can undertake studies which can lead to the development 
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of appropriate public policies. Building indigenous research capacity 
will enable Nigerian researchers to translate results of studies carried 
out elsewhere into the country’s national setting. Such research will, 
eventually, increase knowledge-based decision making by the country’s 
political leadership. Consistent with its capacity-building goal, the 
HP4RY project took steps to strengthen capacity for both school and 
community programme delivery and the conduct and presentation of 
research. In this way, HP4RY made a significant impact on research 
sustainability in Nigeria, including the importance of building up a 
suitable infrastructure for research. 

The goal of all research dissemination should be utilisation of the 
output for policy change or programme implementation. The utilisation 
of research results is facilitated when individuals and organisations 
are able to assess and digest the new information thoroughly and 
critically, integrating it with prior understanding and experience. 
The dissemination and knowledge transfer strategy of HP4RY was 
governed by an incremental, interactive model that emphasised the 
importance of interactions between the researchers, policy-makers 
and other stakeholders throughout the research process. The approach 
has brought considerable benefits to the dissemination of the HP4RY 
processes and outputs, which we believe other social research projects 
in Nigeria should emulate. 

Based on the experience of the dissemination activities of HP4RY, 
we conclude that the effectiveness of dissemination to influence 
policy and programme implementation requires a strengthening of 
the network among researchers, policy-makers and practitioners; an 
improvement in the dissemination of research for different audiences 
across the country, and a strengthening of Nigeria’s social science 
research capacity. This suggests a need to strengthen work at the 
research–practice boundary and to extend the tradition of critical 
enquiry beyond formal academic research programmes. The HP4RY 
project has made its contribution in this respect by the capacity-
building and dissemination approaches adopted. 
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Chapter

10
Indicators for Measuring 
and Evaluating Research 
Capacity Building
Dan Kaseje, Nancy Edwards & Natasha Mortley

In order to assess the progress towards achieving the 
objectives of an initiative certain indicators are required. 
These indicators provide the criteria against which the 
successes or achievements are measured and serve as 
a means to monitor the completion of interdependent 
activities. This chapter examines the indicators used 
by the Teasdale-Corti project teams to assess research 
capacity building and provides recommendations for 
the development and future application of research 
capacity-building indicators. 

Although there is extensive literature on the 
use of indicators for programme evaluation, there 
are two important caveats of relevance to this case 
study. In the first instance, although indicators are 
often used for reporting and accountability purposes, 
based on contractual relationships between partners, 
they have not been adequately used for learning, 
strategic planning, or enhancing performance and 
decision making (Whyte, 2004). Thus, the inherent 
experimentation and learning-by-doing that 
characterises some capacity-building efforts have not 
been adequately captured or informed by indicators. 
Secondly, there are few reports of indicators that have 
been used to assess research capacity building in LMICs 
(Airhihenbuwa et al, 2011; Bates et al, 2011; Gadsby, 
2011). Bates et al (2011) argued that in spite of a wealth 
of literature on the theory of evaluating capacity 
building ‘there is very little published evidence about 
how to monitor its effectiveness in practice’ (p. 1). 
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A number of authors have called for case studies to fill these gaps. 
Morgan (1997), for instance, looked at the issue of indicators from 
the perspective of funding agencies, noting the need for more case 
studies that would yield indicators to measure capacity-building results 
effectively. Some pertinent case studies have now been published. 
Gadsby (2011) provides an in-depth description of evaluation processes 
being implemented by six international funding agencies to improve 
the measurement of capacity building. Current initiatives include 
developing systems for long-term career tracking, and examining the 
use of research and the impact of research on policy and practice. 
Similar indicators are described by Mahmood, Holt, Ahmed, Salam 
and Cravioto (2011), who documented the challenges of sustainable 
capacity-building efforts faced by the International Centre for Diarrhoeal 
Disease Research in Bangladesh, given their many international partners 
and funding agreements. They suggest the need for indicators to assess 
‘the ability and autonomy of the research institute to determine its 
own strategic growth and priorities’ (p. 8), and to make investments 
in line with these priorities, reporting on results using a monitoring 
and evaluation framework that is mutually agreed upon. In a case study 
of mental health policy development initiatives in four sub-Saharan 
African countries undertaken by the UK Department for International 
Development-funded Mental Health and Poverty Project, Thornicroft, 
Cooper, Van Bortel, Kakuma and Lund (2012) call for indicators to 
address the transitional phases of capacity building. For instance, they 
describe the importance of documenting a shift in roles of LMICs and 
higher-income partners with an increase in the number of LMIC first-
authored publications and grant applications with an LMIC principal 
investigator. Similarly, in an analysis of four African case studies, Bates 
et al (2011) propose the need for indicators that are consistent with 
three strategies for sustainable capacity building, including the use of 
a phased approach, strengthening processes within existing rather than 
parallel systems and developing partnerships for local ownership and 
problem solving. 

Other authors have suggested indicators that are more 
process oriented. Horton et al’s (2003) collection of evaluation 
studies from six LMIC provides managerial perspectives on 
organisational capacity development and its evaluation. They  
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highlight some key principles to underpin the assessment of capacity 
development initiatives, including the following: 

• using assessment processes that provide a learning and growth 
process for those being evaluated 

• employing participatory approaches that are useful — first and 
foremost to those being evaluated

• being sensitive to the context while recognising that it is often 
changing

• systematically documenting assessment approaches to ensure 
integrity and transparency. 

Several authors of case studies have discussed the importance of process 
indicators to capture building trust and strong relationships, being 
open to differences, being transparent and having the kind of dialogue 
needed to resolve differences (Airhihenbuwa et al, 2011; Mahmood et 
al, 2011; Thornicroft et al, 2012).  

There is emerging consensus that research capacity building must 
be understood through a complex lens of individual, organisational and 
structural changes (Cooke, 2005; ESSENCE on Health Research, 2011; 
Gadsby, 2011; Morgan, 1997) and better matched with the stage of 
development of projects, organisations and wider systems (Bates et al, 
2011; Frieden & Koplan, 2010; Morgan, 1997). Furthermore, authors 
have noted the importance of recognising socio-structural influences 
such as colonisation (Costello & Zumla, 2000) and legal frameworks 
(Hanlin, Chataway, & Smith, 2007) on approaches to building research 
capacity.

mEthodology

Research questions and design
The purpose of this study was to describe indicators that were 
purposefully used to assess research capacity building and to identify 
indicators that emerged from the experiences of building research 
capacity among the Teasdale-Corti teams. The project was not 
undertaken to evaluate the Teasdale-Corti programme. The intention 
was rather to enhance understanding by describing how research 
capacity-building efforts can be assessed.  
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The research took the form of a composite case study, with each 
funded Teasdale-Corti project considered a case, limited by its defined 
scope and objectives, team members, partners, geographic location 
and participating institutions. Mixed methods data collection involved 
data extraction and qualitative interviews. 

Data collection
Data extraction 
Data on research capacity-building indicators were extracted from 
the original study protocols and from annual and final reports 
submitted to funders by teams. These documents were made 
available to us by the secretariat for the funders, once they had been 
given permission to use them from the research team who wrote 
the report. 

For the original protocols, any indicators, specifically described as 
such by the original teams were identified. Indicators for the initial set 
of annual reports were also identified. However, we were also interested 
in emerging indicators. Thus, for both annual reports provided in the 
last couple of years of the projects and for final reports, we extracted 
data that seemed pertinent to capacity building, whether or not it was 
identified as an indicator by the reporting team.    

Qualitative interviews 
Qualitative interviews were guided by several domains of inquiry about 
research capacity building within each team’s project experience: 

1) approaches used and lessons learned 

2)  successes and challenges 

3)  benefits and beneficiaries

4)  monitoring and evaluating capacity building.

In the final year of the projects, a research assistant invited the Canadian 
and LMIC co-principal investigators from each project team to participate 
in a face-to-face or telephone interview at a time convenient for the 
interviewee. These co-principal investigators were also asked to inform 
eligible members of their team and its project beneficiaries of the option 
to participate in an interview for this case study. Beneficiaries included 
student researchers, academics, community members, government 
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managers, decision-makers and policy-makers. Eligibility criteria for 
team members and project beneficiaries were as follows: 

1) directly involved in capacity-building and/or institutional-streng-
thening activities of the project 

2) speak and understand English, French or Spanish 

3)  18 years and older. 

We asked the co-principal investigators to identify individuals whom 
they felt were familiar with the different facets of capacity-building 
activities that were undertaken as part of their project and who may 
have divergent viewpoints about those activities. If the teams worked in 
more than one country, we requested that they identify team members 
or beneficiaries at different project sites. We aimed to recruit four to 
five participants per project team. At least half of the interviewees from 
each project had to be from LMICs. Co-principal investigators of each 
case study team were then asked to send an e-mail and/or to phone 
these individuals to ask if the case study project team could contact 
them. For those who agreed to be contacted, an initial invitation and 
two reminders were sent by the case study project coordinator. The 
study was explained to the potential participant and consent for the 
interview obtained. 

Semi-structured interviews were then conducted in person or by 
phone and in the participant’s language of choice (English, French 
or Spanish). With permission, interviews were digitally recorded 
and transcribed. Identifying data such as names of individuals and 
institutions were removed from transcripts. Quotes were further 
anonymised by removing references to specific countries so that project 
teams would not be identifiable.  

Ethics
Ethics approval was obtained from the Research Ethics Board at 
the University of Ottawa, Canada; the Ethics Review Committee at 
the Great Lakes University of Kisumu, Kenya, and the UWI Ethics 
Committee University of the West Indies, Mona Campus, Jamaica. 
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Data analysis
Analysis of extracted protocol and report data 
Protocols and reports were read in their entirety to identify descriptions 
of indicators. We defined applied indicators as measures used 
purposefully by teams to monitor and evaluate the research capacity-
building activities and initiatives within their project. We defined 
emergent indicators as observed or expected changes in research 
capacity. For both sets of indicators, we identified research capacity 
building occurring at individual, team, organisational and network 
levels. Pertinent text about indicators was extracted and recorded in an 
Excel spreadsheet. To ensure that we identified emergent indicators, 
all information contained in reports was considered potential indicator 
data. In other words, text did not have to be labeled as indicator data 
in a report for us to include it in our extraction process. Indicator 
data were sorted by study time period and indicator type (qualitative 
or quantitative, and structure, process or outcome). They were also 
organised according to the modified categories in Cooke’s framework 
outlined in Chapter 2. 

Analysis of interviews 
Interviews were transcribed. Spanish interviews were translated into 
English. The interview schedule and Cooke’s modified framework 
provided the initial coding structure for content analysis. This level of 
analysis not only categorised indicators but also yielded relevant context 
influences on the choice of indicators. Interview transcripts were then 
read and reread by two team members (NM and NE), using a constant 
comparative approach to identify emerging indicator themes. Matrices 
were used to compare responses across project teams using data from 
interviews and reports sorted by elements of the framework and when 
possible by level of indicator (structure, process and outcome). 

findings

Thirteen of the 14 teams gave consent for the review of their technical 
reports, while 12 teams consented to interviews. A summary of technical 
reports reviewed and interviews conducted is provided below. In total, 
we extracted data from 13 original protocols, 47 annual reports and 7 
final reports. Final reports for 5 of the teams were either not available 
or not released to us. Thirty-six interviews were completed during 
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the final year of the projects with a range of 1 to 5 members from 12 
teams agreeing to be interviewed. The roles of team members who 
were interviewed included researcher, research manager or research 
assistant, graduate students and collaborator/decision-maker.  

Table 10.1 Reports reviewed and interviews completed for the case study 

Team Review of 
original 
protocol

# of annual 
reports 

reviewed

Final 
technical 

report 
reviewed

# of 
interviews 
conducted

A Yes 4 - -

B Yes 4 Yes 4

C Yes 3 Yes 1

D Yes 4 Yes 1

E Yes 5 Yes 2

F Yes 3 - 3

G Yes 4 Yes 4

H Yes 4 - 5

I Yes 4 Yes 2

J Yes 3 - 1

K Yes 3 Yes 5

L Yes 3 - 3

M Yes 3 - 5

Total: 13 47 7 36

Source: Authors

Note: To maintain anonymity, the order of teams in this table does not correspond with 
the order of teams shown in Appendix A.

All teams were multidisciplinary and worked with multiple stake-
holders; over half of the teams worked across multiple country settings. 

Descriptions of indicators
The reports were uneven in detail and in the type of indicator content 
captured. Some teams opted for an external evaluation process; these 
reports were not accessible for our evaluation. In other cases, teams set 
out a rather extensive set of indicators as part of their project application 
and reported on these annually. More commonly, the teams were 
planning to develop a more formalised set of indicators for evaluation 
purposes as their project progressed. 
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Indicators in the reports were described in a number of ways. All 
teams listed some quantitative indicators with supporting data (eg, 
number of trainees and students supported, dissemination events, 
publications, library holdings on a particular topic, lab tests conducted 
in a region, annual review meetings held, etc). Qualitative indicators 
were also provided, although not necessarily identified by the teams 
as indicators, for example, descriptions of the dynamic involvement 
of researchers and research users, contextually based approaches to 
working in their setting(s) (eg, working in war-torn countries), or the 
experience of having successfully engaged ministry partners. 

Indicators that were most prominent included those pertinent to 
training and mentoring. Indicators also focused on bridging the gap 
between research to policy and practice. All of these indicators reflected 
stipulated requirements outlined in the funding opportunity. During 
the interviews, some individuals indicated that they used traditional 
quantitative indicators for accountability purposes, but were of the 
view that true capacity-building success should be assessed through the 
individual experiences and narratives of their team members. 

Interviews provided data on context, and explanations about the 
nature of the work, why deviations from original capacity-building 
plans took place and how priorities were shaped. The participants 
described process elements of capacity-building experiences that were 
not necessarily self-evident from the written reports. For instance, 
several teams described relationships among some team members 
(including former relationships), or the level of trust among the team 
members as factors that affected capacity-building work. In some cases, 
interviewees spoke about contentious issues their teams had grappled 
with and approaches used to address and manage conflict. Other team 
characteristics, such as differing language abilities or ethnicity of team 
members, which influenced these relational processes, were also 
described.

Although each team described indicators, the underlying logic 
model, theory of change and causal linkages among indicators received 
little attention in project reports. Teams were also hesitant in describing 
attribution. As one interviewee stated: ‘I struggle with how … to measure 
social impacts … I think we have had significant influence but this has been 
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happening within a larger context where there are other global national 
forces … I’m not really sure how to do a proportional attribution in the 
evaluation.’ 

Classifications of indicators by framework dimension and 
system level
We attempted to classify indicators described in the annual and final 
technical reports according to their level (individual, team, organisation 
or institution, and network) and Cooke’s framework dimensions (eg, 
infrastructure, skills and confidence, research application to policy and 
practice). Overall, most of these indicators focused on individual, team 
and organisational level achievements since the majority of capacity-
building activities occurred at these two structural levels. 

In the next section, indicators are presented using the dimensions 
of Cooke’s modified framework as the organising structure.

Infrastructure and resources
Almost all teams reported indicators assessing improvements in 
infrastructure, technology, research structures and/or mechanisms for 
ensuring quality. A number of teams reported the acquisition of office 
space, and/or the purchase of laboratory equipment and supplies or 
information technology and software for local, national or regional use. For 
instance, one team indicated that ‘we have purchased lab equipment and 
lab standards and safety protocols [have been] established’. Another team 
acquired office space, computers and data analysis technology. Open 
access to online libraries and databases was obtained by some teams for 
the first time. Most teams reported indicators assessing improvements 
in standard operating procedures, safety protocols, ethics guidelines 
and/or codes of conduct. In later reports, technological improvements 
were described as leading to increased numbers of well-functioning 
facilities, and facilitating high standards of research as well as research 
training. Some reported increased capacity for training other students 
using electronic means to access training materials, share information, 
network and search database archives. While these indicators reflect 
acquisitions at the level of the organisation, benefits to individuals and 
teams and in some cases to a wider network of collaborators were often 
highlighted and their longer term, post-project impact anticipated. 
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Enabling environments for research were described as creating 
an atmosphere conducive to research work, improving technical 
assistance and providing mechanisms to facilitate LMIC-led and joint 
research with Canadian and other international partners. Various 
processes and structures were set up by teams to support research and 
capacity-building activities. These included research triads, leadership 
hubs, working groups and annual review meetings. 

The establishment of relevant degree programmes or other 
accredited training programmes to produce more graduates with 
research skills was mentioned by a few teams. A research leader from 
the South described how a ‘master’s programme sets a platform for 
collaboration with other institutions and countries’. With this in mind, in 
some instances, the infrastructure established, supported networking 
functions both regionally and internationally.

Some teams included indicators of increased ability to mobilise 
financial support for research or capacity building such as fellowships, 
scholarships and grants. A number of teams gave examples of additional 
sources of funding (local and international) that they had received, 
building on their success as a team. Within southern academic 
institutions, there were some examples of local resource investments 
in new areas of research that had been led by the Teasdale-Corti teams, 
including the establishment of research posts and organisational 
arrangements to offer protected research time for academics. Indicators 
in this subcategory were described as being indicative of administrators’ 
perceptions of the relevance and quality of research being led by project 
teams.

Linkages, partnerships, collaborations: Engaging stakeholders
Indicators under this dimension measured capacity building mainly 
at institutional and network levels. Reports included descriptions of 
the number, nature and/or quality of partnerships forged between 
Canadian universities and LMIC institutions and in some cases among 
LMIC institutions. The benefits of these partnerships included increased 
access to internationally recognised academics and experts, and better 
recognition by other research groups in Canada or internationally. 
The ways in which these partnerships extended the networks and 
broadened the perspective of both young and more senior researchers 
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were identified as important outputs. In some cases, data on the number 
of trainees, researchers and research assistants benefitting from these 
partnerships were provided. Indicators to measure the multiplicity of 
individuals (eg, disciplines) and groups (eg, agencies, civil society) 
engaged were reported by several teams. 

The teams emphasised how their projects had extended networks 
beyond traditional boundaries. Diverse, formal and informal 
partnerships with advisors, key stakeholders and research users were 
also described. These were often identified as essential for knowledge 
translation and exchange activities. As one researcher said, ‘We have 
links, partnerships and collaborations with a wide range of users including 
NGOs, government, academia and civil society’. Another team described 
the importance of state actors who were responsible for implementing 
legal frameworks, and local worker unions who were engaged in 
this process. Some teams described formal partnership agreements 
such as those negotiated with government officials or local academic 
institutions.

Interviewees described creating, building and linking to existing 
networks. Some of these were international and provided ready access 
to an existing set of linkages that teams could leverage. ‘I mean it’s like 
a whole network; part of the thread that runs between the countries … 
You got an opportunity to link up with [senior researchers who] are well 
respected in the academic field and well connected. So you got … introduced 
to networks that you would not have had access to if you were just doing 
research at the local level.’ 

The teams themselves also provided network opportunities among 
both Canadian and LMIC partners and LMIC team members. As one of 
the multi-country team members described: ‘It was an eye opener that 
people from a health service in one country had a chance to meet people in 
another continent that had similar issues to deal with’.

The role of stakeholders in identifying training priorities was 
described by a number of teams. For example, one team noted requests 
for courses that arose from participating countries: ‘We have given 
[numerous] international courses because the countries themselves started 
asking the … principal investigators to give specific courses to the countries. 
For example, in [country A] they wanted a workshop on how to write 
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specific papers, in [country B], … they wanted a course on qualitative 
methods’. 

There were important underlying processes identified as critical 
to this domain. Linkages, collaborations and partnerships involved 
maintaining good working relationships, and establishing mutual trust 
and respect with partners and team members. One team member stated 
that ‘there has been a lot of negotiating among the various interests and 
the various power dynamics trying to get people to work together towards 
these capacity outcomes’. Mechanisms for coping with power, authority 
and control in the partnerships were reported as indicators. Involving 
external partners as key players in a research project, and facilitating 
ongoing dialogue and continued involvement among key players were 
identified as core processes for success. 

Skills and confidence building 
The teams had to describe all of the training formats that were used 
including courses, seminars and workshops. The number of training 
activities, their purpose, and the type of training materials prepared 
were detailed in these project reports. Novel features of the training 
approaches were often highlighted, such as e-learning, mentorship 
pairing, participatory training, experiential learning and reciprocal 
learning between Canadian and LMIC partners. The number and type of 
trainees (eg, graduate students, junior and senior researchers, academic 
researchers, clinicians, lab technicians and other service providers, 
and decision-makers) and their roles in training initiatives were also 
often described. The annual reports provided a snapshot of training 
activities, but in most cases did not yield a sense of the incremental 
trajectory of training activities and approaches. However, the latter was 
more apparent in final reports and also described in some interviews. 
For instance, one team began with an initial step of reworking a concept 
paper into a research protocol. ‘The second year of training focused on 
preliminary results and thinking about knowledge transfer… the next year, 
we looked more on what had happened — publication and policy briefs 
and interviews by the media … It was quite an intensive process of following 
people on as they did research.’ Others pointed to characteristics of the 
training approach that appeared promising. These included training 
where time was not a factor , the commitment of senior mentors during 
and beyond a classroom training period, and the replication of training 
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by trainees: ‘I think that longer term placements are very useful … and to 
work on a project in a face-to-face environment really benefits from senior 
mentors for a period of time rather than a week or two days of training, 
then those people become trainers and go back to … where they are working 
and train people there’.  

The types and frequency of training and learning opportunities 
that were offered, and the number and characteristics of trainees were 
described by all teams. Common indicators in the reports included 
the number of researchers trained, the number of graduate students 
supported through bursaries and research grants, and the number of 
individuals involved as mentors or mentees. The teams described the 
reach of their programmes using numerator data (number of trainees, 
number of institutions involved), sometimes providing this data in 
relation to the original targets set for the programme, but rarely in 
relation to a denominator of potential trainees. The characteristics 
of trainees most frequently described included sex, country and role 
or stage of training (eg, graduate student, decision-maker). With few 
exceptions, only indirect measures of competencies acquired were 
documented in the reports. The most commonly described indicators of 
skill and confidence acquisition were in the domain of research outputs. 
These included conference presentations, peer-reviewed publications, 
completion of graduate training, submission and/or funding of research 
proposals, and number of trainees taking on the role of mentors as 
training programmes were replicated. Other types of research outputs, 
such as newsletters and policy briefs, were mentioned; these were 
consistent with the dissemination and knowledge translation objectives 
stipulated in the call for funding. 

Various teams highlighted the relevance and responsiveness of 
their training and mentoring programmes to local contexts. Relevance 
concerned the extent to which the training materials, activities and 
interventions were geared towards local research problems, and 
contributed to solving health system problems, while responsiveness 
referred to how training initially fostered the researchers’ growth 
and professional maturity, and then in turn helped address health 
concerns of the target groups. There was some description of the team 
processes used to assess needs and gaps, to come to a better mutual 
understanding of issues like country needs and opportunities, and to 
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gauge relevance. These included formal needs assessments, outcome 
mapping and reflective self-assessment processes. The teams addressed 
the challenges of and ongoing demands for training, noting the diversity 
of the trainees and contexts. One team said ‘Capacity building cannot be 
a one-event activity; it has to be a continuous process and it needs a lot of 
resources.’ This team also described the different languages and cultural 
backgrounds they had to take into account: ‘We have tried to be fair to 
different communities. We have been conducting training in the north and 
east, in Muslim speaking and Hindu cultures.’ 

Learning approaches described included the following: 

• informal training in the field or in the workplace setting, with 
mentors gradually stepping back as mentees began to apply their 
learning and skills

• mentorship triads in which junior and senior researchers were 
paired with decision-makers 

• apprenticeship-style learning wherein team members were 
supported to build competencies and take on positions with more 
responsibility over time. 

The teams described how these approaches improved competencies 
and confidence as illustrated by the following quotes. ‘I believe that [the 
apprenticeship] process was successful because some people who started off 
as research assistants are now [formal research] collaborators.’ One team 
explained how ‘learning from senior team members about diplomacy, in 
dealing with research partners, ethics and project management’ helped 
advance skills, while another described the benefits of having ‘subteams 
specifically set up to provide support to PhD students’. When discussing 
mentorship, one team indicated that ‘the youngest of all teams’ members 
had been able to interact with some of the expatriates at the global level’. 
This interviewee went on to describe the working groups and structures 
for this project that also built capacity: ‘We have project teams, data 
analysis teams ... and manuscript writing teams. So working in those teams 
has been extremely useful’.  

Career advancements were documented in reports and discussed 
by some teams. These included advancements within the structure of 
a project (eg, research assistants becoming project collaborators or co-
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investigators; mentees becoming mentors) or within their employing 
institution (eg, promotion to a higher academic rank). In some cases, 
this was identified as a deliberate strategy, in other cases it was an 
outcome that was monitored and a hoped-for result.

Dissemination and knowledge translation, research applicability 
Indicators for the framework dimension on research applicability were 
largely indistinguishable from indicators on appropriate dissemination 
and knowledge translation. Consequently, these two dimensions of the 
framework were merged. In part, this overlap may reflect the overall 
intention of the dissemination strategies described in the reports, 
which was to bridge research and practice, programmes and/or policy. 

Indicators in this domain encompassed all four levels of interest. 
However, the most frequently reported indicators pertained to the 
type and frequency of tools used and their modes of dissemination and 
knowledge translation. There were three types of dissemination and 
knowledge translation strategies reflected in the indicators: 

1) passive and supply-driven dissemination, which often involved 
the one-way preparation and transfer of written information by 
researchers to decision-makers or other researchers (eg, research 
reports) 

2)  active engagement, which included a mix of ‘push’ and ‘pull’ 
strategies involving researchers and decisions makers in both the 
development of dissemination tools (eg, interactive seminars) 

3)  responsive and demand-driven approaches, in which decision-
makers appeared to be driving requests to generate research 
findings (eg, a request for researchers to provide research evidence 
to a technical advisory committee).

Many teams highlighted the objectives of their knowledge translation 
approaches and gave emphasis, in their narrative descriptions, to 
those aimed at the active engagement of decision-makers or other 
stakeholders. They emphasised how these knowledge translation 
strategies were interactive and in some cases co-designed by researchers 
and decision-makers. Related outputs were discussed, as illustrated by 
the following: ‘Research users have a much stronger understanding of the 
strengths and limitations of research and are much more competent now 
in terms of their use of research in their work and the researchers, in turn, 
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have a much better understanding of the policy or programmatic context 
in which research is only one of many influences leading to decisions after’. 

In their reports, the teams provided descriptions of modes of 
dissemination and their intent. For example, one team described 
meetings held in schools and communities (with feedback and 
reflections from the audience) and other community activities that 
aimed to mobilise knowledge learned from research while empowering 
teachers and students to continue this work in their communities. 
Another team described how service providers shaped the content of a 
newsletter to update their managers regularly about their participation 
in the project and research findings. 

The reach of dissemination strategies was described in myriad 
ways. References were made to targeted efforts to reach certain groups 
(eg, policy-makers, health workers, vulnerable populations), with 
dissemination tools and modes of delivery tailored to these audiences. 
Those to be reached were described in terms of disciplinary and gender 
mix, geography, social strata and sectors. While numbers reached were 
reported by some teams, a quantitative estimate of the proportion of a 
target group reached was rarely provided. 

In the early phases of their projects, many teams adopted strategies 
to sensitise stakeholders on the objectives of and rationale for their 
research programmes. This took many forms, including one-on-one 
meetings and inviting stakeholders to join project advisory groups. In 
some cases, these activities were intended to mobilise the involvement 
of these actors in the programme of research. ‘Having created enthusiasm 
for [the research topic] at the government level, the project was then able to 
garner national investment in this area of research’. 

In later phases, the teams described the use of policy briefs, 
communiqués, media interviews and interactive workshops and 
conferences to share results. Some teams created spaces for dialogue 
between researchers and decision-makers. In some cases, this involved 
leveraging relationships that researchers had within decision-making 
and policy-making organisations. For instance, in one project, a co-
investigator was appointed to the Ministry of Health as state coordinator 
of a programme relevant to the research project. In another project, a 
co-investigator became advisor to the Ministry of Health and Ministry 
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of Education. Both appointments provided opportunities to discuss 
research findings with policy-makers. While none of the teams explicitly 
detailed the ratio of effort put into different modes of dissemination or 
described how they chose the balance of strategies used, most teams 
appeared to use a combination of dissemination strategies for decision-
makers. There seemed to be streams of both opportunistic and more 
strategic knowledge translation approaches. 

There were many descriptions of how knowledge translation 
enhanced awareness, built interest in the research or generated in-
kind and, in some instances, financial support for research, but fewer 
descriptions of what specific outcomes (eg, policy-related decisions) 
had arisen. The outputs and outcomes from the dissemination and 
knowledge translation activities did reflect efforts to bridge the 
divide between knowledge and practice, and programmes and policy. 
Flexibility within the projects to respond to researcher user needs 
was described as another way to create conditions for knowledge 
translation. For instance, a research user noted the following: ‘Results 
from laboratory studies directly benefit government and country. In 
[country A], the Ministry of Agriculture was most interested in studies of 
water and mercury; data are useful to them’. This team invited research 
users to provide input on what they perceived as the most significant 
environmental exposures; questionnaires were adapted accordingly. 
Another team used project funds to support priority evaluation 
projects that were identified jointly by local decision-makers and 
service providers. 

Empowerment, local governance and leadership 
Two dimensions are combined in this discussion of indicators, 
because disentangling empowerment and leadership was difficult. The 
dimension of governance emerged in the teams’ descriptions of their 
projects and has been added here. 

Of relevance to this dimension of the framework were the 
teams’ descriptions of ownership of the programme of research by 
LMIC research investigators and local partners in terms of design, 
administration, management and decision making. The critical areas 
of decision-making authority considered important by LMIC partners 
included being directly accountable for how project funds were 
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spent, reviewing and (as required) renewing project directions, and 
hiring and managing research staff. For example, one team described: 
‘Local ownership of the project in that management administration and 
implementation of the master’s programme were in the hands of the 
[LMIC project] team. In this project, a consequence of this ownership 
was that it changed the approach from using experts from abroad to using 
local experts’. 

Local ownership was described as empowering LMIC researchers 
to design their own research, tailor questions to local needs and 
priorities, and participate in all aspects of research, including its 
structures of governance. ‘At the end [of the project], ownership by 
the country teams may be one of the most important outcomes to ensure 
capacity building.’ Among engaged communities and service providers, 
participation and empowerment were described as increasing capacity 
to use evidence in the design of interventions, to develop and initiate a 
research agenda based on local issues, and to contribute their knowledge 
and skills to knowledge translation activities. Local leadership for 
research, within academic institutions, service delivery organisations 
and policy shops, was an underlying element of ownership. 

The teams described governance and management structures that 
were set up for purposes of advising on or steering research directions, 
and capacity-building and knowledge translation priorities. Examples 
included local, national, regional and international technical, advisory 
or steering committees. Most of these appeared to be set up specifically 
for the purposes of the project, but in a few instances, they were 
established structures within the institutions and/or countries where 
the project was taking place. Some teams described how project-
specific entities replicated local structures such as ministerial technical 
resource groups. These structures were described as supporting better 
training, higher quality and more credible research, research that was 
relevant to decision-making, and knowledge translation strategies with 
a broader reach. 

Functions of these committees were reflected in indicators about 
project ownership. For example, some interviewees described how the 
governance structure allowed local teams to make decisions about and 
control project funds, ‘taking ownership of research in some area’. Local 
engagement of stakeholders was described as a related function. As 
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one team noted, ‘Another benefit of local ownership was the involvement 
of local and regional decisions makers; thereby increasing investigators’ 
professional networks’. Similarly another team reflected that ‘members 
of the research team in [LMIC country] all became decision-makers in 
[Ministry X] [and this] was of course critical for capacity building’.

When describing governance structures set up with the aims of 
building local ownership, the uneven readiness of different groups to 
take this on was discussed. One team described having ‘worked very 
hard to improve the relationship between the universities in [country X] 
and the government. … We tried to negotiate our way between them by 
developing a project steering committee that has both groups involved 
[while] over the years, slowly trying to disentangle Canadian management 
and having more of the local ownership of the governance of the projects’.

Continuity and sustainability 
Some indicators of relevance to this dimension have been partially 
captured in the sections above. Examples include the funding received 
by LMIC team members for new research projects; infrastructure that 
would be used for future research; the continuation of staff who were 
able to undertake quality research and attract research funding; and the 
continuation of formal and informal collaborations, partnerships and 
networks to support research training and research production and use. 
Formal government and international accreditation and recognition of 
training programmes were presented as evidence of sustainability, as 
were institutional scientific, governance and management structures 
set up for these programmes.

Indicators to assess sustainability and continuity were indirectly 
described when teams made reference to their aspirations for longer-
term impacts or noted plans that were being put in place to try and 
sustain project activities or build on project outcomes. These included 
descriptions of how the teams planned to retain trained researchers 
and service providers; adapt or integrate structures to bridge research 
and programmes and practice; or continue to engage decision-makers 
in new research initiatives, and integrate new training methods and 
content within existing curricula.
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Cross-cutting themes
While the dimensions outlined in Cooke’s modified framework were 
pertinent to these projects, three additional overarching themes 
emerged across these dimensions. The first theme concerned stakeholder 
engagement and commitment. The teams described the importance of 
harnessing interest among stakeholders, building a sense of community 
and strengthening commitment either to particular fields of research 
(eg, mental health, obesity prevention and primary healthcare) or to 
the engagement of certain disciplines in research (eg, veterinarians, 
nurses, social workers, lawyers and educators). This often involved a 
variety of stakeholders including those in academia, government, and 
professional and non-governmental organisations. It required inter-
agency collaboration and setting up structures, committees, meetings and 
networking platforms that provided a means for different local, national 
and/or regional groups to come together. The aims of this profiling 
varied and included better quality training in doing or using research, 
expanding practice roles, or shifting funding investments. For example, 
one participant described ‘a strong focus on elevating the status of [type 
of research] on the health agenda and within the research community … to 
garner national investments in this area of research’. 

The second theme was leveraging. This was described in relation 
to several of Cooke’s dimensions and included leveraging investments, 
efforts and opportunities. Leveraging was identified as contributing 
to a foundational aim of systems’ strengthening. Thus, the projects 
provided a fulcrum or leverage point for driving home the need for 
change. Leveraging was also described in relation to extending efforts 
and impact. 

There were some differences in how the LMIC and Canadian 
partners described what had been leveraged. While all teams described 
leveraging international partnerships, the LMIC partners emphasised 
the important profile, connections and credibility they had been able to 
build in their own countries and regions, and spoke about a wider array 
of potential international funding partners they might be able to access 
through connections they had built with other LMIC institutions. Some 
opportunities for leveraging appeared to have arisen serendipitously, 
but many teams described proactive attempts to leverage opportunities 
that came along.
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The third and final theme that emerged in a number of projects was 
team resilience and adaptation to contextual dynamism. There were 
numerous changes in the political and policy context within which the 
projects operated. These presented both challenges and opportunities. 
Coupled with the descriptions of a dynamic context were indicators of 
how the teams made adjustments, persevered and/or rode a tumultuous 
period to achieve their project ends.

discussion

This case study provided a rich harvest of indicators, both traditional 
and new, from the Teasdale-Corti teams. The indicators reported 
fit well with the modified Cooke framework in terms of dimensions 
and structural levels. However, based on the kinds of indicators that 
emerged, we propose that Cooke’s framework be adapted and further 
consolidated into the following six dimensions: infrastructure and 
resources; linkages, partnerships, collaborations and networks; 
skills and confidence building; research applicability and knowledge 
translation; empowerment, governance and leadership, and 
sustainability and continuity. In this section, we offer some reflections 
on the types of indicators used; describe their strengths, gaps and 
limitations; summarise limitations of the case study design, and outline 
recommendations for the use of indicators to assess research capacity 
building.

Reflections on indicators used
We classified the indicators by principles of research capacity building, 
based on the modified version of Cooke’s model outlined in Chapter 
2, and the four structural levels of Neilson and Lusthaus (2007): 
individual, team, organisational and network. Others have proposed 
classification at three levels: individual, organisation and research 
system (ESSENCE on Health Research, 2011), or individual, team 
and organisational levels (Holden, Pager, Golenko, & Ware, 2012), 
while Chadwich-Parkes (2005) classifies indicators at only two levels 
— individual and organisational, arguing that it is only these two levels 
that really matter. 

Based on our findings, it is our view that the four structural levels are 
useful to delineate. During preliminary stages of analysis, we augmented 
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this four-level classification by adding the research system level 
proposed in the ESSENCE Framework, but there was a gap in data for 
this structure that emerged in our analysis. Some teams made reference 
to levels of the research system with which they directly interacted in 
their universities, such as ethics committees, peer review processes and 
supports for grant writing. However, indicators of the larger research 
system — including the presence of in-country funding councils or 
other research funding sources for operating grants and personnel 
awards, and country-specific or regional directions for research 
priorities — were largely absent from the written documentation. 
One could argue that indicators at the country or regional research 
system level were beyond the scope of the teams. However, if efforts 
are not concurrently directed at building these structural supports for 
research, sustained research production will be compromised. This is 
particularly the case for newer fields of research that some teams were 
trying to profile and build. Furthermore, some teams were extending 
the number of disciplines engaged in their work. Sustained impact of 
such initiatives may also require changes at the research system level, 
with funding councils making explicit the eligibility of a wider range of 
disciplines and/or endorsing interdisciplinary approaches.    

We found that the indicators described by the teams, both 
traditional and new, and of all types (structure, process, outcome, and 
qualitative and quantitative), were concentrated within the individual, 
team and organisational levels. This may reflect the relatively short time 
periods for the studies (four to five years), and team perceptions of 
what indicators were most relevant to their monitoring and evaluation 
functions. The teams may have been concerned that using a wider 
set of indicators, which would potentially link their project results to 
system-level outcomes, would unduly suggest attribution. The pattern 
of indicators described is consistent with observations that Gadsby 
(2011) makes in her review of how donors assess the impact of research 
capacity strengthening in LMICs. She noted that indicators ‘to capture 
changes in research capacity at the national (systems) level are less 
often included in the tracking conducted by donors’ (p. 100).

There were many commonalities in the types of indicators 
described across projects. This is somewhat surprising given the 
diverse foci of the projects and the wide mix of disciplines, institutions 
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and countries involved. It may reflect the influence of international 
trends and norms regarding how to assess research productivity (eg, 
bibliometrics, institutional rating of academic institutions on research 
productivity) and common parameters for the teams that were set out 
in the initial request for proposals (eg, requirements for knowledge 
translation, working with decision-making partners, mentorship and 
building research capacity). 

While the teams used some generic indicators and thus potentially 
could have provided inter-team descriptions of progress made, this was 
thwarted by two factors. First, teams were asked to report exclusively 
on their project and its achievements against project-specific goals. The 
summative reflections across teams were framed as the work of the GHRI 
secretariat. Second, the teams were carrying out their research in many 
different countries and on many different topics. While interactions 
among the teams were fostered through occasional joint meetings, thus 
providing opportunities for reflective learning on matters like research 
capacity building, gender analysis and ethics, the wide distribution of 
funding across geographic settings and topics did not lend itself to jointly 
reporting on and/or reflecting learning across teams and contexts. Had 
funding been concentrated on particular populations (eg, indigenous 
peoples) and/or in specific regions of the world, this might have generated 
concerted efforts to use common indicators pertinent to research system 
strengthening.     

Authors have identified a number of challenges affecting sustainable 
research capacity development. For example, Segrott, Mclvor and 
Green (2006) describe material constraints, unsupportive organisational 
contexts and lack of funding, while Sadana, Lee-Martin and Lee (2006) 
identify poor wages and inattention to career nurturing as factors. Not 
surprisingly, these challenge areas were addressed unevenly by the 
Teasdale-Corti teams. With respect to organisation contexts, there 
was little reference to using or leveraging written commitments from 
academic and institutional boards or signed agreements other than what 
was outlined in the original protocols. Thus, it was difficult to ascertain 
whether these commitments had served their intended purpose or 
had been or would likely be ignored as staffing and leadership changes 
occurred.
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The indicators which surfaced on partnerships and linkages are 
consistent with those of Joffres et al (2004). However, our case study 
results add the dimension of extending existing networks and creating 
interlocutions between emerging networks of researchers (in this case 
study, those within the Teasdale-Corti teams) and mature existing 
networks focused not only on research activities but also on functions 
such as advocacy. The importance of collaborative dimensions of 
partnerships, with different types of organisations joining up their 
strengths to improve research capacity building, was highlighted by the 
teams. This is a partnership attribute that has been emphasised by others 
(Crookes & Bradshaw, 2002; Fyffe & Hanley, 2002; Waisbord, 2006).   

 Teams reported many indicators that are widely used to document 
skills and confidence building through graduate training, mentorship 
programmes and continuing education (Chan, Gardner, Webster, & 
Geary, 2010; Crisp, Swerissen, & Duckett, 2000; Deckelbaum, Ntambi, 
& Wolgemuth, 2011). The process indicators reported by the teams 
appeared to be more novel as compared to outcome indicators. Examples 
of new process indicators included within-team equity and reciprocal 
learning, purposeful staging of incremental learning and mentorship 
continuity. The outcome indicators tended to be those more commonly 
reported in the literature, such as the number of people trained, number 
of articles published and increased skills and confidence. Both indicator 
types attempted to measure improvements in the quantity and quality 
of research capacity as described by Farmer and Weston (2002). Since 
these projects were relatively short in duration, and the period of 
data collection did not extend beyond the project period, only a few 
indicators to measure sustained achievement surfaced. 

Waisbord (2006) emphasises that when initiatives are donor-
driven, building local ownership is extremely difficult. This author 
suggests that external actors should only catalyse the process(es) 
of achieving commonly defined goals of action in research capacity 
development. Along the same lines, LaFond and Brown (2003) stress 
that indicators should be designed to assess ownership of capacity-
building processes and outcomes, and Gadsby (2011) summarises 
indicators in this area such as local control of the research agenda and 
of research funding. The catalytic process of capacity building was 
indirectly assessed by the teams. For instance, references were made to 
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how particular approaches (eg, participatory or experiential training) 
spawned the involvement of others, how building research capacity 
sparked locally determined and locally driven evaluation projects, and 
how capacity-building efforts catalysed a paradigm shift in thinking 
about a particular area of research. These catalytic processes were 
often described as having been co-generated by both the LMIC and 
Canadian partners, although the distinctive and critical roles of team 
members in catalysing changes in their home institutions were also 
identified. Generally, indicators and their descriptions were not refined 
enough to parse out and characterise the nature of catalytic processes 
used by internal and external actors. There were some descriptions 
that attempted to disentangle the nature of project ownership by the 
Canadian and LMIC partners, but the teams tended to emphasise the 
joint and partnered aspects of their efforts.

Building on the principle of ownership, Waisbord (2006) insists 
that projects need to find ways to strengthen institutional commitment, 
working with ‘project champions’ to increase and solidify institutional 
support. There were some descriptions of organisational and system 
champions (beyond research team members), and where they were 
positioned within the system. However, for the most part, indicators 
did not capture whether these individuals were likely to continue in 
their champion role in the absence of project funds.

Gaps and limitations of indicators used
The vast majority of quantitative indicators involved basic counts (eg, 
the number of trainees, courses, decision-makers and organisations 
involved), reflecting an output orientation to capturing data. Few 
teams provided a denominator for the proposed reach or scale up of 
their capacity-building initiatives. Thus, while it was obvious that 
substantial reach had been achieved, and the characteristics of those 
involved were consistent with efforts to reach vulnerable populations 
or other disciplines, for example, the numbers could not be assessed 
against a population target and the residual capacity-building gap was 
not described.

Additionally, the use of robust measures to collect data for indicators 
was infrequently reported. For instance, few teams generated indicator 
data using validated measures or tools such as those available to assess 
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relevant outputs such as social networks, team functioning, stakeholder 
engagement or research capacity at individual, team and organisational 
levels (Holden et al, 2012). While these types of measures may only 
have been pertinent to some teams, their application could be fostered 
in future evaluations. Common measurement tools for a subset of 
indicators would enhance opportunities for cumulative learning across 
teams. When possible, baseline assessments of indicators should be 
undertaken to provide pertinent comparators for project achievements. 

 The network level, according to Neilson and Lusthaus (2007), is 
about creating a critical mass of local capacity to carry out research in 
a particular field. The notion of critical mass within institutions did not 
directly emerge from the cases. Rather, the wide reach of activities across 
a number of countries that was a feature of several teams pointed to 
possibilities for indicators assessing distributed and joined-up capacity. 
This is an important dimension that needs to be better developed.  

Measuring and evaluating capacity-building activities and 
strategies does not come without its challenges. Some have argued 
that an important challenge stems from the lack of a standardised 
understanding of the term ‘research capacity building’. While this is 
a pertinent concern, we do not see it as a primary one. It was clear 
that each of the 13 projects had a strong capacity-building focus (as 
per funding requirements), but the priorities within projects were 
determined by a wide array of contextual and project factors. LaFond 
and Brown (2003) argued that indicators should be context specific. 
Thus a standardised definition of capacity building may not have 
brought any more consistency to the pool of indicators used across 
projects. 

Generally, the indicators were presented in a way that did not reveal 
a causal chain or mechanisms of influence. In the final reports and in 
some interviews, project-specific mechanisms were described, but an 
a priori, coherent logic framework with harmonised indicators for the 
Teasdale-Corti programme was not provided to the teams. We believe 
this raises an important question for funders. Accountability frameworks 
emphasise measurements that document return on investment. While 
the underlying logic of a project (as reflected in logical framework analysis 
approaches) provides the programme theory that underpins causal 
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linkages for accountability frameworks, this logic was not manifest in 
the presentation of indicator results in the project reports. Furthermore, 
comparative data using counterfactuals or baseline comparisons within 
the actual study sites were largely absent.  

The complex nature of multi-level research capacity building, 
and the influence of many other contextual factors on these types of 
initiative, makes it difficult to describe the purported causal chain 
that underlies outcomes. This in turn makes for tentative conclusions 
about attribution, a concern that has been raised in an examination of 
evaluation frameworks used by funding councils to assess the impact of 
research capacity building (Boyd et al, 2013). Nevertheless, an attempt 
to report on indicators in ways that reflect the expected causal chain 
would be more informative than discrete lists of indicators.

Although the descriptions of project activities within and across 
the teams certainly reflected contextual relevance and specificity, 
this comparative case study suggests that many generic indicators 
can be adapted for use across diverse settings. Contextual specificity 
is especially important in the interpretation of indicators and this is 
where those who are engaged in project activities can offer insights. 
Boyd et al (2013) contend that contextual constraints are important 
to capture. Our findings suggest that a wider examination of context 
is necessary, since the teams described how context influenced 
capacity-building efforts and outcomes in a number of different 
ways. A range of constraints were indeed evident in descriptions 
of research capacity building among project teams. These included 
both anticipated and unanticipated events such as elections, natural 
disasters and healthcare restructuring. However, context also 
produced serendipitous opportunities that teams were able to harness, 
such as the assignment of decision-makers to new roles. Some teams 
indicated that context interacted with capacity-building strategies in 
synergistic ways.

Implications    
A number of issues arose that warrant further attention. The time 
required for individual and systems change to occur and the extent 
to which these take place concurrently rather than in succession 
entails important considerations in terms of sequencing indicators.  
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The utility of indicator data is affected by the challenge of capturing 
critical dimensions and processes of capacity building as they unfold. 
This entails both foreseeable and unforeseeable processes and may 
require just-in-time measures to capture critical but fleeting processes 
that create important pivot points in projects. 

There was a general under-utilisation of established and well-
validated measures for indicators. It would be useful for teams and 
funders to identify and adopt such indicators across projects. These 
types of measures might be most relevant in the domains of Cooke’s 
framework related to networking, leadership and governance 
structures. These would allow for benchmarking across projects. 

Findings indicate that capacity-building interventions took place 
primarily within and across three of the four structural levels. In an 
extension of the earlier point made about the causal chain, vertical 
linkages across systems levels are important to capture and critical 
to provide a systems view of capacity building. Funding agencies 
themselves play an important role here as they may forge links among 
funded teams and develop purposefully aligned funding calls aimed at 
capacity building. 

Limitations
For this case study, we included individuals who were described as being 
part of the Teasdale-Corti teams as well as key stakeholders engaged 
in the programmes of research. Had a wider set of individuals been 
interviewed, including research funders, other indicators of capacity 
development may have emerged. 

Although we had technical reports across the years, it was difficult 
to capture the temporal nature of the project indicators. In part, this 
was because the funder changed the emphasis and expectations of what 
teams were to report from one year to the next. For instance, in the 
first year, reporting was largely administratively oriented with a lot of 
activity reporting. By the final year, teams were expected to emphasise 
key findings and provide examples of outcomes and impact.  

There were also a number of indicators that the teams were asked to 
report at the end of the project, including publications and presentations. 
This likely drove the teams to emphasise some indicators over others in 
their reports. Importantly, the reports were not written to inform this 
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case study. While the teams were aware of the case study and could 
decide whether or not to participate, there was no overarching reporting 
structure provided to teams to augment their regular reporting on 
capacity-building indicators. This also relates to the diversity of research 
funded under this initiative, which we consider to be both a strength 
and limitation of this case study. While this diversity likely enhances the 
external generalisability of findings, it made for some limitations in the 
depth of data in particular fields of research. Specifically, most teams 
were working in areas of health services and policy research, with fewer 
teams having either a biomedical or clinical orientation. 

There were some difficulties in categorising the level of indicators. 
In some instances, a single indicator was considered a fit with more 
than one level of the framework. For instance, mentorship is a capacity-
building activity which took place at individual, team, organisational 
and network levels. Thus an indicator such as ‘number of persons 
successfully mentored’ reflects more than a single level. Similarly, 
distinctions between structure, process and outcome indicators were 
not straightforward. This stems in part from the internal logic of a 
particular initiative; what is designated a process indicator in one 
project may be an outcome indicator in another, relative to the aims 
of that project. Thus, it was the overall pattern of indicators within and 
across projects that was considered. 

There are some gaps in our data. Not all teams agreed to be 
interviewed and we were not able to access all of their final reports. The 
projects were conducted over four or five years; longer-term follow-
up would be needed for a more in-depth examination of indicators 
related to succession and sustainability. Furthermore, the length of the 
projects drove the indicators selected by teams, given accompanying 
requirements for the reporting period. 

Gadsby (2011) describes indicators capturing information on how 
much money is spent, on what and to what effects. Sadana et al (2006) 
identify transparency of the funding process as an important assessment 
area for supportive environments in research. Although comments 
about funding transparency did surface, we did not have access to the 
budgetary expenditure information for these projects. This limits our 
observations and reflections in this realm.  
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While shifts in the use and application of indicators across project 
years were evident, it was difficult to ascertain whether indicators had 
guided decision-making about changes to projects. Further examination 
of these indicators to determine their utility as markers of performance 
would have been useful, but this would have taken us into the realm of 
project evaluation, which was specifically outside the parameters of this 
composite case study.

conclusion

Dimensions from the Cooke (2005) framework have been useful in 
contextualising the findings from this case study research and led us to 
elaborate a more comprehensive framework to monitor and evaluate 
the success of research capacity-building activities in different contexts. 
Developing an evaluation model that captures both processes and end 
results, while reflecting the uniqueness of research capacity-building 
elements within various fields of research and different system contexts, 
remains a challenge. Commonalities allow for broad-based applicability 
and comparability, while the combination of research fields and unique 
implementation contexts draw attention to areas where flexibility in 
applying the framework is necessary. 

Using a common framework to guide selection of core indicators 
would enhance and accelerate development of a stronger body of 
knowledge about research capacity building across system levels. But 
the challenge of finding a common set of indicators remains and some 
authors (Gadsby, 2011) have questioned the utility of developing a 
definitive and comprehensive list of indicators for this purpose. While 
efforts to reach agreement on a framework and common indicators for 
research capacity building remain important, we conclude that there 
are four other emergent issues requiring discussion: what indicators 
should be used by LMIC and higher-income partners to examine 
complementary or divergent system changes within partnered 
countries? How can shifts in indicators (both expected and unexpected) 
be used to guide decision-making? What indicators are most aligned 
with system changes that yield improvements in health outcomes in the 
population? And finally, what indicators would provide the most useful 
benchmarks for research capacity building across teams, countries 
and donors? A coordinated and concerted approach is required to 
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carry this discussion forward. International coalitions of research 
funding agencies, such as the Global Alliance for Chronic Diseases and 
ESSENCE, and international collaborations of research institutes such 
as Schools of Public Health are well poised to continue this work. 

Highlights for Funding Agencies and Links to Pertinent Chapters

Using a composite case study and mixed methods data collection, this chapter 
describes indicators to assess research capacity building and identifies 
indicators that emerged from the experiences of research capacity building 
by 13 research teams funded through the GHRI. 

Overall, most of the indicators focused on individual-, team- and 
organisational-level achievements, because this was where the majority of 
the capacity-building activities occurred. 

Indicators for each dimension of Cooke’s framework were identified by 
the teams (see Chapter 2 for an overview of the framework). New process 
indicators reported included the following: 
• stakeholder engagement and commitment
• leveraging investments, efforts and opportunities  
• team resilience and adaptation to contextual dynamism
• within team equity and reciprocal learning 
• purposeful staging of incremental learning 
• mentorship continuity.

Several indicator gaps and limitations were identified. Funding agencies 
should consider these when stipulating reporting requirements:
• Many quantitative indicators would have improved utility if denominator 

data were provided to assess the reach and scale-up of capacity-building 
initiatives. 

• Assessing critical mass for specific fields of research requires the use of 
common indicators that can be aggregated to describe distributed and 
joined-up capacity across teams, institutions and countries. 

• Funded teams should be encouraged to report on indicators in ways that 
reflect the underlying programme theory for capacity-building approaches. 
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Recommendations for funding agencies:
• Agreement among funders to adopt well-validated measures for 

indicators across funded initiatives would support benchmarking and a 
deeper understanding of capacity-building initiatives that work. Priority 
indicators for this purpose include those targeting networking, leadership 
and governance structures, since indicators in these domains are largely 
absent from accountability frameworks.  

• Descriptions of context are important to document constraints and 
enablers, and the ways in which context interacts with capacity-building 
strategies.

• Additional attention should be given to the following questions and a 
coordinated and concerted approach is required to carry this discussion 
forward:
• What indicators should be used by LMIC and higher-income partners 

to examine complementary or divergent system changes within 
partnered countries? 

• What indicators of capacity building are most aligned with system 
changes that yield improvements in health outcomes in the population? 

• What indicators would provide the most useful benchmarks for 
research capacity building across teams, countries and donors? 
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Teasdale-Corti team grants

# Project Title Country(ies) Project Leads

1 Unravelling the 
emerging childhood 
obesity epidemic 
in Mexico: The 
nutrition transition 
and the double-
edged sword

Mexico Ian M. Janssen – Queen’s University 
(Canada)

Juan Ricardo López y Taylor – University of 
Guadalajara (Mexico)

2 Paediatric pain 
management in 
urban and rural 
Thailand

Thailand G. Allen Finley – Dalhousie University 
(Canada)

Somboon Thienthong – Khon Kaen 
University (Thailand)

3 Veterinary public 
health as part of 
the global response 
to emerging 
diseases. Building a 
sustainable model 
in Sri Lanka with 
extension to South 
and Southeast Asia

Sri Lanka Craig Stephen – University of Calgary 
(Canada)

Sam Daniel – Ministry of Estate 
Infrastructure and Livestock Development 
(Sri Lanka)

4 HIV prevention 
for rural youth: 
Mobilising Nigerian 
schools and 
communities 

Nigeria Eleanor Maticka-Tyndale – University of 
Windsor (Canada)

Andrew Goodwin Onojerhoraye – Centre 
for Population and Environmental 
Development & University of Benin City 
(Nigeria)

Adenike Esiet – Action Health Incorporated 
(Nigeria)

5 Prevention, care 
and support 
for vulnerable 
populations at 
risk for HIV/STI in 
Shanghai, China

China Liviana Calzavara – University of Toronto 
(Canada)

Lai Yi Kang – Shanghai Municipal Centre 
for Disease Control & Prevention (China)
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6 Political violence, 
natural disasters 
and mental 
health outcomes:  
Developing 
innovative health 
policies and 
interventions

Guatemala, 
Nepal, Peru & 
Sri Lanka

Duncan Pedersen – Douglas Mental Health 
University Institute, McGill University 
(Canada)

Victor López – Centro de Investigaciones 
Biomedicas y Psicosociales CIBP 
(Guatemala)

Bhogendra Sharma – Centre for Victims of 
Torture CVICT (Nepal)

Innes Bustamante – Universidad Peruana 
Cayetano Heredia UPCH (Peru)

Laksiri Priyadarshana Chamindra 
Weerackody – People’s Rural Development 
Association (Sri Lanka)

7 Research, policy 
and practice with 
regard to work-
related mental 
health problems 
in Chile:  A gender 
perspective

Chile  Katherine Lippel – University of Ottawa 
(Canada)

Ximena Diaz – Centre de Estudios de la 
Mujer (Chile)

8 Interdisciplinary 
research team in 
vulnerability and 
equity in health in 
Africa

Mali, Burkina 
Faso

Slim Hadded – Université de Montréal 
(Canada)

Pierre  Fournier – Université de Montréal 
(Canada)

Banza Baya – Université de Ouagadougou 
(Burkina Faso)

9 Revitalising 
health for all:  
Learning from 
comprehensive 
primary health care 
experiences

Tanzania, 
Zimbabwe, 
South 
Arica, India, 
Nicaragua, 
El Salvador, 
Bolivia, 
Ecuador, 
Colombia, 
Australia

Ronald Labonté – University of Ottawa 
(Canada)

David Sanders – University of the Western 
Cape (South Africa)
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10 Strengthening 
nurses’ capacity 
for HIV policy 
development in 
sub-Saharan Africa 
and the Caribbean

Kenya, Jamaica, 
Uganda and 
South Africa

Nancy Edwards – University of Ottawa 
(Canada)

Dan Kaseje – Great Lakes University of 
Kisumu (Kenya)

Eulalia Kahwa – University of the West 
Indies (Jamaica)

Mariam Walusimbi – Mulago Hospital 
(Uganda)

Hester Klopper – North West University 
(South Africa)

11 Increasing capacity 
to achieve 
Millennium 
Development Goal 
#6 in Honduras:  
Combating 
infectious diseases

Honduras Ana Lourdes Sanchez – Brock University 
(Canada)

Lourdes de Madrir – Universidad Nacional 
Autonoma de Honduras (Honduras)

12 Researching equity 
in access to health 
care REACH

South Africa Stephen Birch – McMaster University 
(Canada)

Di McIntyre – University of Cape Town 
(South Africa)

Helen Schneider – University of Cape Town 
(South Africa)

John Eyles – McMaster University (Canada)

13 Caribbean eco-
health programme:  
Public and 
environmental 
health interactions 
in food and water-
borne illnesses

St-Lucia, 
Trinidad 
& Tobago, 
Guyana, 
Suriname

Eric Dewailly – Laval University (Canada)

Neela Badrie – University of the West Indies 
(Trinidad & Tobago)

Dr Martin Forde – St George’s University 
(Grenada)

Karen Morrison – University of Guelph 
(Canada)

14 Poor land use 
and poor health:  
Primary prevention 
of human ill health 
through sound land 
use for small-scale 
farmers of the 
humid tropics

Brazil Marc Lucotte – Université du Québec à 
Montréal (Canada)

José Drummond – Centro de 
Desenvolvimento Sustentavel, Universidade 
de Barsilia (Brazil)



Appendix B
Literature search strategy tables
Five databases were searched to identify literature and theoretical 
frameworks pertaining to capacity building. Key words used in the 
search are shown in Table 1. 

Table 1: Key words used in the literature search

CONCEPT 1
Capacity 
building

CONCEPT 2
Framework

CONCEPT 3
Health care

CONCEPT 4
Evaluation

CONCEPT 5
Domain

Capacity 
building

Mapping 
capacity

Building 
capacity

Capacity 
strengthening

Institutional 
capacity

Framework 
Models

Organisational 
best practices

Health services 
research

Health systems 

Delivery of 
healthcare

Programme 
evaluation

Evaluation 
criteria

Research 

Search terms used and the yield of articles for each combination 
are shown in Table 2. The number of full articles retrieved for each 
combination of terms is also shown. Articles retrieved were those 
relevant to research capacity building, which contained practical 
descriptions of capacity-building initiatives and/or their evaluations.

Table 2: Articles identified through a combination of search terms

Search terms # of articles # of retrieved 
articles

Concept 1 ‘AND’ 2 136 5

Concept 1 ‘AND’ 2 ‘AND’ 3 17 7

Concept 1 ‘AND’ 2 ‘AND’ 3 ‘AND’ 4 5 2

Concept 1 ‘AND’ 2 ‘AND’ 3 ‘AND’ 4 ‘AND’ 
research

5 2

Research ‘AND’ framework ‘AND’ capacity 
building

62 16



Index
a
accountability 75
Accra Agenda for Action 4, 27
Action Health Incorporated (AHI) 190, 

198, 201
Action Research Journal 54
adaptability 235 see also flexibility
African Journal of Reproductive Health 198
AHI see Action Health Incorporated
AIDS see HIV/AIDS
Alma Ata Declaration 39
AML see Atlantis Mobile Laboratory
ANAMURI (La Asociación Nacional de 

Mujeres Rurales e Indígenas) 178
applicability of research 21–22, 24
apprenticeship 228
Araucaria Project (Proyecto Araucaria) 

(Chile)
ANAMURI 178
background of project 170–173
capacity building, 

components 176–181
capacity building, objectives 173–176
Centro de Estudios de la Mujer 

(CEM) 170–171, 179–180, 
183–184

challenges 182–184
Chile, working conditions 

in 171–172, 180–181
Chilean Labour 

Inspectorate 179–180
CINBIOSE 170–171
community partners 175
context, natural disasters 180
context, political 171–172, 183
continuity 184–185
cultural differences 182
empowerment 176–181, 184
ethics 182
gender issues 172, 175–176, 183–184
knowledge transfer 179, 181
language barriers 182
methodological approaches 182
outcomes of project 176–181, 

183–186
policy interventions 174–175, 183
survey of working 

conditions 180–181
‘systemic capacity building’ 174
tool to monitor psychosocial 

hazards 183–184
trade unions 179

assessments, importance of 25–26, 40–41, 
45–47, 87

Atlantis Mobile Laboratory 
(AML) 134–135, 138, 139, 141–142, 
143, 144–145, 147

B
Bamako Call to Action on Research for 

Health 4, 11
brain drain 29
Brazil, anti-bullying legislation study 

in 177
Building Civil Society Capacity for 

Advocacy on Sexual and Reproductive 
Health and Rights (SRHR) 207

burden of disease
childhood obesity, rise in 101–102
foodborne burden of illness (FBOI) 

study 134, 135, 137, 139–140, 142
HIV/AIDS 61, 63, 65, 68–71, 154, 

193–195
impact of 13

c
CAMBIO programme (Mexico)

assignments 112–113, 117, 121–122, 
125–126

background of programme 101–104
challenges 125–126, 126–127
childhood obesity, rise in 101–102
course description 104–105, 

105–111, 112–113
capacity building, dose delivered or 

received 102, 115-116, 118, 119
ethics 112
evaluation components 102–103, 

113, 114–115, 115–117, 118–122, 
119, 120, 121, 122–124

knowledge uptake 116, 119–120, 120, 
124–125

limitations of study 127–128
methods 104–105, 105–111, 

112–113, 114–115, 115–118
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participants 104, 118
personal stories 117, 122, 122–124
questionnaire 117, 120–121, 121
reach 102, 115, 118
results 118–122, 119, 120, 121, 

122–124
statistical analysis 117–118, 119–121, 

119, 120, 121
value of study 128–129

Canada, obesity research in 102
Canada–China Project (Canada/China)

background, healthcare in 
China 153–154

background to project 150–155
capacity building, approach 158–159
capacity building, dimensions 159
capacity building, focus 158–159
capacity exchange 165–167
challenges 162–165
collaborations 160–161
communication styles 166–167
continuity 155–156
cultural differences 162–164, 165, 

166–167
flexibility 150, 167
knowledge transfer 159, 164, 165
National Innovation Capacity 

policy 150–151, 156–158
partnerships 160–161
resources 164–165
successes in field 161–162
sustainability 155–156
value of project 152–153, 167

Canadian International Development 
Agency (CIDA) 4, 176

capacity building, definitions
challenges with 2, 13, 28, 240
concept-specific 16–17
generic 14–15
iterative 16–17
research-specific 15–16
systems orientation 17–19
working definition for study 17, 31

capacity building, importance of 1–2
capacity building indicators

classifications of indicators 223–236, 
243

collaborations 224–226, 238
comparative case study

cross-cutting themes 234–235

data analysis 220
data collection 218–219, 

220–221, 221
design of study 217–218
findings of study 220–235, 

221
implications of 

study 241–242, 244–246
interviews 218–219, 220, 222
limitations of study 242–244
methodology of 

study 217–220
recommendations for funding 

agencies 246
reflections on indicators 

used 235–239
research questions of 

study 217–218
confidence building 226–229
context 241, 246
continuity 233
Cooke’s framework 235, 244, 245
dissemination of research 

output 229–231
empowerment 231–233
indicators, descriptions of 221–223

limitations of indicators 3, 
215–217, 239–241, 244–245

gaps of indicators 239–241, 
245

infrastructure 223–224
sustainability 233, 237

knowledge translation 229–231
leadership 231–233
linkages 224–226, 238
local governance 231–233
mentorship 228–229, 238
networking 224–226, 240
partnerships 224–226, 238
relationship building 226
resources 223–224
skills building 226–229
stakeholders 224–226, 230, 234
training 224, 226–229, 238

capacity exchange 165–167
career advancements 29, 228–229
Caribbean EcoHealth Programme 

(CEHP) (Caribbean)
Atlantis Mobile Laboratory 

(AML) 134–135, 138, 139, 
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141–142, 143, 144–145, 147
background of programme 131–132
capacity building, guiding 

principles 144–148
capacity building, 

individual 137–140, 138, 139, 140
capacity building, 

organisational 141–142
capacity building, structural 

levels 137–144, 138, 139, 140
collaborations 135, 136–137, 

142–144
continuity 144–146
Cooke’s framework 137–148
description of 133–135, 136–137, 137
eco-toxicological water (ETW) 

studies 134, 137
empowerment 146–147
foodborne burden of illness (FBOI) 

study 134, 135, 137, 139–140, 142
food safety training (FST) 

programme 134, 137, 143
leadership 147–148
networks 135, 136–137, 142–144
objectives of programme 132–135, 

136–137, 137
persistent organic pollutants (POPs) 

study 133, 136, 137, 142
rainwater harvesting (RWH) 

study 134, 135, 137, 142
recreational water quality (RWQ) 

study 134, 137, 142
supra-organisational capacity-

building 135, 136–137, 142–144
sustainability 144–146
team capacity-building 141
value of programme 148–149
zoonotic infections (ZI) study 133, 

136
catalytic processes 239
CEHP see Caribbean EcoHealth 

Programme
Centre de recherche interdisciplinaire sur 

la biologie, la santé et l’environnement 
(CINBIOSE) 170–171

Centre for Population and Environmental 
Development (CPED) 196–197, 198, 
199, 201, 207, 208–209

Centro de Estudios de la Mujer (CEM) 
(Centre for Women’s Studies) 170–171, 

179–180, 183–184
champions 239
change 80–87, 98–99
Chile, working conditions in 171–172, 

180–181 see also Araucaria Project
Chilean Labour Inspectorate 179–180
China

background of healthcare in 153–154
HIV/AIDS in 154
National Innovation Capacity 

policy 150–151, 156–158
see also Canada–China Project

CIDA see Canadian International 
Development Agency

CINBIOSE (Centre de recherche 
interdisciplinaire sur la biologie, la santé 
et l’environnement) 170–171

commitment 91–92
communication 70–71, 88, 166–167
communication of research outcomes see 

knowledge transfer or translation
communities 175, 203, 204–205
Comparative Labor Law and Policy 

Journal 181
conceptual frameworks for research 

capacity building
approaches 25–28
Cooke’s framework 20–23, 26, 31
Cooke’s modified framework 23–25, 

23, 31
value of 19–20

Confederación Nacional de Funcionarios 
Técnicos en Enfermería de Chile (trade 
union) 179

context
Araucaria Project 171–172, 180, 183
elections 63–64, 66, 69, 71–72, 241
HIV Prevention for Rural Youth 

(HP4RY) 191–193
importance of 26–27, 28–29
indicators 241, 246
Revitalizing Health for All (RHFA) 

project 40–41
Strengthening Nurses’ Capacity 

programme 87–92, 99
continuity

Araucaria Project 184–185
Canada–China Project 155–156
Caribbean EcoHealth Programme 

(CEHP) 144–146
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Cooke’s framework 22
indicators 233

Cooke’s framework 20–23, 26, 31, 244, 
245

modified 23–25, 23, 31, 137–148, 235
Corti, Pierre 4
CPED see Centre for Population and 

Environmental Development
critical subjectivity 55
cultural differences

Araucaria Project 182
Canada–China Project 162–164, 165, 

166–167
indicators 228
Strengthening Nurses’ Capacity 

programme 72

d
definitions of capacity building see capacity 

building, definitions
democratisation 56, 97–98
Department for International 

Development (DFID) 26
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Cooke’s framework 22, 24
HIV Prevention for Rural Youth 
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indicators 229–231
see also knowledge transfer or 

translation
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E
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EcoHealth Programme
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Araucaria Project 176–181, 184
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Cooke’s modified framework 25
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f
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field research staff 199
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