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Tackling the implementation gap is a health policy concern in low- and middle-

income countries (LMICs). Limited attention has so far been paid to the

influence of power relations over this gap. This article presents, therefore, an

interpretive synthesis of qualitative health policy articles addressing the

question: how do actors at the front line of health policy implementation

exercise discretionary power, with what consequences and why? The article also

demonstrates the particular approach of thematic synthesis and contributes to

discussion of how such work can inform future health policy research. The

synthesis drew from a broader review of published research on any aspect of

policy implementation in LMICs for the period 1994–2009. From an initial set of

50 articles identified as relevant to the specific review question, a sample of 16

articles were included in this review. Nine report experience around decentral-

ization, a system-level change, and seven present experience of implementing a

range of reproductive health (RH) policies (new forms of service delivery). Three

reviewers were involved in a systematic process of data extraction, coding,

analysis, synthesis and article writing. The review findings identify: the practices

of power exercised by front-line health workers and their managers; their

consequences for policy implementation and health system performance; the

sources of this power and health workers’ reasons for exercising power. These

findings also provide the basis for an overarching synthesis of experience,

highlighting the importance of actors, power relations and multiple, embedded

contextual elements as dimensions of health system complexity. The significance

of this synthesis lies in its insights about: the micropractices of power exercised

by front-line providers; how to manage this power through local level strategies

both to influence and empower providers to act in support of policy goals; and

the focus and nature of future research on these issues.
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KEY MESSAGES

� Interpretive synthesis of existing, qualitative health policy analysis literature generates policy-relevant insights about the

processes and practices of policy change.

� The micropractices of power exercised by front-line providers influence the experience and consequences of policy

implementation, helping to explain the policy implementation gap; and also represent a core element of health system

complexity.

� Local managers play a critical role in managing front-line providers’ discretionary power, and must combine efforts to

influence providers by aligning resources and organizational environments with policy goals, with efforts to influence the

discourses and mindsets, beliefs and values and levels of motivation that underlie providers’ tangible practices of power.

� Further research about power in implementation could test the conclusions of this synthesis, drawing on interpretive

policy analysis approaches to access local, practice knowledge around the values and meanings that influence

micropractices of power.

Introduction

The ‘know–do’ gap, between technical knowledge of how to

address critical health problems and the practice of health

system delivery in low- and middle-income countries (LMICs),

underpins the current concern about implementation failure in

global health debates (Sanders and Haines 2006). Theory on

policy implementation, drawn from political science, public

administration and organizational studies, suggests that an

important dynamic influencing this gap is likely to be the

exercise of power. This theory suggests that whilst formal

bureaucratic power runs from top to bottom, the informal

power necessary for problem solving to support successful

policy implementation is widely dispersed in any organization

(Elmore 1978; Barrett 2004). Although ‘top-down’ theoretical

perspectives focus on the power of co-ordination and control

held by those at higher levels of the public sector bureaucracy,

who establish policy goals and frameworks, ‘bottom-up’ theor-

ists see implementation as ‘. . .an interactive and negotiative

process [that] is taking place over time, between those seeking

to put policy into effect and those upon whom action depends’

(Barrett and Fudge 1981, p. 25). Only limited attention has so

far been paid in LMIC health policy and systems research to

understanding how the exercise of power by ‘those upon whom

action depends’ influences implementation of policies, pro-

grammes and interventions (Gilson and Raphaely 2008).

Using a thematic synthesis approach (Thomas and Harden

2008), this article presents, therefore, an interpretive synthesis

that addresses the question ‘How do actors at the front line of

health policy implementation exercise discretionary power, with

what consequences and why?’ It draws on a set of articles

reporting qualitative research addressing the dynamics of policy

implementation, paying particular attention to policy actors and

influences over them (Gilson and Raphaely 2008), a body of

work that is particularly relevant to the synthesis question.

Rather than seeking to establish or test an overarching theory

of policy implementation, the synthesis simply sought, first, to

identify whether and what discretionary power is exercised by

front-line health system actors and with what consequences for

policy implementation. We understand these actors to be those

working in direct interface with, or close to, patients and

citizens, who exercise discretionary power ‘. . .wherever the

effective limits on [their] power leave [them] free to make a

choice among possible courses of action and inaction’ (Davis

1969, p. 4). Although working within policy frameworks and

rules, these actors may not always work in alignment with

them. Second, we sought to tease out some understanding of

what drives and shapes the use of these micropractices of

power1—as a basis, ultimately, for considering management

strategies that might address the implementation gap. As an

interpretive synthesis the intention was to draw out conceptual

insights from a purposeful sample of relevant articles, rather

than to aggregate findings across a comprehensive set of

articles (Pope et al. 2007).

We have three equally important goals in this article: first, to

address the synthesis question; second, to explore an approach

to interpretive synthesis for qualitative, policy analysis research;

and third, to consider how such synthesis can inform future

policy and research debates. As policy analysis is still develop-

ing as an area of health policy and systems research (HPSR) we

were interested both in exploring the role of thematic synthesis

in generating further knowledge from the available work, and

in developing the research agenda for the area. This is one of

five articles with similar goals.

In the next sections we outline, first, the approach we used in

this work. Then we present both a systematic review of

evidence drawn from the articles linked to our synthesis

question, and an overarching interpretive synthesis of this

evidence. Finally, we consider the significance and implications

of the synthesis for the management of, and research on, policy

implementation.

Methods: systematic review and synthesis approach

The first task in any review is to select articles following a

systematic search of appropriate databases using relevant key

words. For this article, however, we were able to draw from the

first, comprehensive review of LMIC health policy analysis

literature ever undertaken (Gilson and Raphaely 2008), which

had been subsequently updated to support a mapping of

published LMIC health policy implementation work for the

period 1994–2009 (see Erasmus et al. this edition). The initial

review identified empirical analyses that ‘integrate politics,

process and power into the study of health policy’ through

searches of both PubMed and the International Bibliography of

the Social Sciences, selected to allow relevant work from public
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health and broader social science fields to be identified (Gilson

and Raphaely 2008, p. 295). Selection of the articles included in

the mapping review combined assessment of specific relevance

(empirical analyses of health policy implementation experience)

with quality, using a quality assessment checklist adapted from

Wallace et al., 2006 together with review of the richness of the

implementation description (a common marker of quality in

qualitative work: Popay et al. 1998; Roen et al. 2006). The

availability of this broader pool of implementation articles

provided, therefore, an appropriate basis for the review reported

here (see Figure 1).

Guided by Thomas and Harden (2008), we adopted a

thematic synthesis approach to this review. In the first step,

50 articles were identified as relevant to our synthesis question

from the 167 articles included in the implementation mapping

review. The 50 articles were categorized by policy focus and the

two largest sets of articles (9 articles addressing decentraliza-

tion and 7 articles addressing RH), were then selected for

inclusion in this review (see Annexes 1 and 2). Purposeful and

heterogenous sampling is recommended for framework synthe-

sis, to support interpretive analysis (Thomas and Harden 2008).

These sets of articles also reflect the two leading edges of health

system development worldwide (system-level change and new

forms of service delivery: Travis et al. 2004), and allowed us

specifically to consider the acknowledged influence of policy

type or characteristics on implementation (Hill and Hupe 2009).

Although all the articles addressed experience relevant to this

review (this was a central element of our inclusion criteria),

none report studies that explicitly set out to examine power in

implementation. This reflects a recognized gap in the broader

health policy analysis field (Gilson and Raphaely 2008).

However, interpretive synthesis often draws on articles that

did not themselves consider the review question (Thomas and

Harden 2008) and, by definition, entails going beyond the

original studies to generate fresh interpretations of the phe-

nomena of focus (Pope et al. 2007). The review team, therefore,

prepared for their work by reading three articles addressing key,

relevant concepts in order to develop a common basis for the

inductive judgements necessary in data extraction and coding

(Thomas and Harden 2008). The concepts considered were: the

nature of discretionary power in policy implementation; the

consequences that can result from such power, including the

public value of managerial action; and the possible sources of,

and reasons for, exercising power (Moore 1995; Barrett 2004;

Erasmus and Gilson 2008). Drawing on these conceptual

insights, and having conducted an initial coding test, we then

identified four code families linked to our overarching synthesis

question: instances of exercising discretionary power (power

practices); consequences of exercising power; sources of power;

and reasons for the exercise of power.

In step 3, each article was coded by three reviewers. Using

specialized computer software (Atlas.ti) to allow systematic

analysis, each reviewer coded the relevant data in each article

for each code family separately, using free codes that aimed to

retain the specifics of the data. In coding, we considered data

from all parts of a article, recognizing that relevant material is

not only presented in the findings sections, and also author

judgement (that is, authorial insights into reported data, which

we coded using the notation ‘AJ’). Identifying and coding

instances of discretionary power was relatively straightforward,

but more inductive judgement was needed to identify and code

their consequences, as well as the sources and reasons for

exercising power. These judgements drew on the common

understandings initially developed through shared reading, and

were also sometimes based on authorial judgement as these

context-rich insights were valuable in teasing out under-

standings around power embedded in the data. In addition,

although each reviewer initially coded each article independ-

ently, we subsequently came together as a group to share ideas

and develop coding consistency across people and articles.

Step 4 entailed several elements. Each team member reviewed

all of the free codes by code family for each of the two sets of

articles, and, using an axial coding process (Thomas and

Harden 2008), identified the descriptive themes (or natural

groupings) within the codes. Through a consensus process of

team discussion we then agreed a final list of descriptive

themes by code family. During this process, we noted that

experience differed across the three groups of front-line health

staff considered in the articles: community-based workers,

facility-based health professionals and local managers.

Following recommended practice in interpretive synthesis, we

then used matrices to allow systematic comparison and contrast

of the themes both across policy area and staff group, that is, to

allow examination of evidential variation across these two

dimensions of context (Pope et al. 2007).

Analysis of the evidence presented in the matrices also

provided the basis for developing an overarching synthesis that

also goes beyond that evidence (step 5). Following initial

discussions, one researcher led the task of writing up the

preliminary synthesis for final agreement among the team

members. Finally, the reviewers developed interpretive judge-

ments (step 6) about the implications of this synthesis

for managers, based on the articles, discussion and wider

experience.

As is usual in thematic synthesis, we present below both the

systematic review of evidence relevant to our question and the

syntheses and interpretations derived from that evidence

(Barnett-Page and Thomas 2009). This synthesis is inevitably

constrained by the limits of the articles included. The articles

only represent two policy areas, and cover a range of

geographical settings. Perhaps more importantly, the articles

do not offer a comprehensive picture of the discretionary power

used in implementation, and they do not always allow practices

of power to be clearly linked to consequences, sources or

reasons. The evidence in these articles cannot, therefore, be

seen as fully representing experience—as an absence of

evidence is not necessarily an absence of experience. That few

examples of the positive use of discretionary are presented in

these articles cannot, therefore, be taken to indicate that front-

line providers generally work to resist policy implementation;

positive examples may just not be well represented or identified

from these articles. Nonetheless, drawing on the principle of

analytic generalization, we argue that the comparison and

contrast of these experiences, all of which address the process

of policy implementation in the common context of public

health care systems, does generate broad conceptual insights

of relevance across policy areas and geographical settings.
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Figure 1 Steps in synthesis (drawing on Thomas and Harden 2008)
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Interpretive synthesis may include an element of aggregating

evidence but is ultimately about generating conceptual insights

(Pope et al. 2007).

Overview of articles reviewed

Annexes 1 and 2 present the full list of articles included in this

review. Together the articles report on implementation experi-

ence from 11 different countries, and 1 article (Palmer et al.

1999) focuses on emergency relief settings in several countries’

experiences.

All the articles report studies which primarily use qualitative

data collection methods such as in-depth interviews, focus

group discussions, observation and semi-structured question-

naires (sometimes combined with documentary material). One

article reports on an action research project (Khresheh and

Barclay 2008), and one draws on several years of experience

within an operations research project (Haaga and Maaru 1996).

Four of the nine decentralization articles have the same first

author, though the articles report different studies in different

contexts.

Although grouped by policy area, there is considerable

variation in the specific policies considered within each set of

articles. The RH policies considered included: family planning,

abortion, the provision of treatment services for sexually

transmitted infections, and implementation of a new hospital

birth record. Although all decentralization experiences focused

on the primary or district level, with specific consideration of

community participation in decision-making, these articles also

considered a wider set of policies affecting service delivery:

strengthening health promotion and prevention services, envir-

onmental health, abortion and public–private partnerships for

environmental health service delivery. Therefore, whereas policy

implementation can be equated with service delivery develop-

ment for the RH articles, the decentralization articles encom-

pass implementation both of new decentralization policies and

service delivery changes. In addition, user fee removal or

implementation was considered in both sets of articles, but

particularly within the decentralization set.

The RH articles offer evidence around the power exercised by

community-based workers, nurses and doctors working within

primary care facilities, health professionals in hospitals, and

health professionals working for humanitarian organizations in

emergency relief settings (one article). Managers working at the

lower levels of the health system are rarely considered in these

articles. The decentralization articles, meanwhile, provide evi-

dence on the power practices of primary care health workers,

with one article examining a cadre of community-oriented

workers (environmental health officers), as well as local

managers working, primarily, at a district, or equivalent, level.

A systematic review of the practice of discretionary

power within health systems

The two inter-related sub-questions embedded in our primary

question are:

(1) What practices of discretionary power do front-line pro-

viders and local managers exercise in policy implementa-

tion, and with what consequences?

(2) What power sources do front-line providers and local

managers draw on in exercising discretionary power, and

why do they exercise such power?

Question 1: What practices of discretionary power

do front-line health system actors exercise in policy

implementation, and with what consequences?

Table 1 summarizes the seven categories of discretionary power

identified from the articles reviewed, categorized by the primary

object targeted by the practice. These categories show that

front-line actors exercised discretionary power over other policy

actors—both at a personal level (other policy actors, see below

for more details) and through key processes (i.e. patient

consultation, citizen engagement and management processes).

Practices of power also targeted the workplace, meso-level

service delivery organization and processes and policy itself. Key

differences between the two sets of articles reviewed reflected

the policy focus, showing the more common targeting of citizen

engagement and management processes in decentralization

experience, and of patient consultation processes, in experi-

ences of RH service delivery. Discretionary power was also quite

Table 1 Categories of discretionary power

Object Decentralization

articles

Reproductive

health articles

Patient consultation processes (i.e. actions and inactions taken within the provider–patient

consultation)

ˇ ˇˇ

Citizen engagement processes (i.e. involving, or not, the community in decision-making

and responding to expressed community need)

ˇˇ None

Service delivery processes and organization (i.e. the delivery or not of specific types of

services, the adaptation of service delivery guidelines and/or interventions that address

the organization of service delivery)

ˇˇ ˇˇ

Management processes (including staff and activity management) ˇˇ ˇ

Personal workplace decisions (i.e. decisions about whether and where to work, attitudes

towards work)

ˇˇ ˇˇ

Other policy actors (such as patients, community members, providers and politicians) ˇˇ ˇˇ

Policy (i.e. policy implementation processes) ˇ ˇ

Notes: Ticks indicate the presence of the practice category in the set of articles, with fewer ticks indicating fewer examples.
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commonly exercised through formal and informal fee charging

practices (see Box 1 and discussion of managers below).

A full listing of the identified front-line providers’ (FLP)

practices of power are presented in Boxes 1–3. These show that

FLPs’ exercise of discretionary power mostly influenced patients

or community members, and that it took the form both of

action and of inaction, or the failure to act. These practices also

mostly entailed going against formal policy rules and

expectations.

Working at one remove from the beneficiaries of new policies,

managers, meanwhile, commonly exercised power by directly

supporting or opposing new policy rules, influencing the process

of implementation, innovating within policy rules or by influen-

cing how others work with those rules. The more limited

evidence extracted about local managers from the articles

suggests that they too exercised power both in alignment with,

and contrary to, policy expectations, but the balance of practice

seems tilted in favour of alignment. Thus, in relation to:

� citizen engagement processes, managers assisted community

members to participate in decision-making, but sometimes

also coerced them into this role (Brazil, Atkinson et al. 2005);

� service delivery organization and processes, managers sup-

ported the integration of promotion and prevention services

into daily practice within the health system in Brazil

(Atkinson et al. 2005) and introduced a new maternal and

child health (MCH) booklet to track health and immuniza-

tion status and developed comprehensive primary health

care (PHC) services to respond to local need (Mexico, Birn

1999); but refused to support the provision of new abortion

services in South Africa (McIntyre and Klugman 2003);

� Policy in general, made choices about whether or not, or to

what extent; implemented policy guidelines in their juris-

dictions for decentralization (Zambia, Atkinson 1997; Brazil

and Chile, Atkinson et al. 2000; Atkinson et al. 2008), fee or

fee removal policies (Mexico, Birn 1999) and preventive and

promotive services (Brazil, Atkinson et al. 2005); as well as

about the pacing of implementation (South Africa, McIntyre

and Klugman 2003).

Managers also seemed more likely to exercise discretionary

power over a wider range of policy actors than FLPs. These

included: (a) providers themselves, through their management

practices (exploiting subordinates: Haaga and Maaru 1996) and

the way they engaged their staff in decision making (Atkinson

et al. 2000; Crook and Ayee 2006); (b) programme managers

(McIntyre and Klugman 2003) and (c) the politicians whose

support they needed to implement policies or who seek

Box 1 FLP practices of power over the patient consultation process

Decentralization articles

Action:

� Senegalese hospital doctors and nurses demanded bribes and sell drugs against policy rules (Foley 2001)

� Primary care nurses waived fees for family members, against policy rules in Zambia (Atkinson 1997; Mogenson and Ngulube 2001) and

Senegal (Foley 2001)

Failure to act:

� Zambian primary care nurses did not give patients drugs to take home as is expected, assuming they will be used improperly (Mogenson

and Ngulube 2001)

� Nurses withheld or delayed care in Senegal (Foley 2001—until paid) and Zambia (Atkinson 1997)

� South African nurses refused to provide abortion services (McIntyre and Klugman 2003)

Reproductive health articles

Action:

� Kenyan CHWs were sometimes proactive in offering appropriate family planning services to clients, sometimes secretly (to avoid community concern, or as

the husband has not consented) (Kaler and Watkins 2001)

� Kenyan CHWs used their own decision-making rules, rather than policy prescription, in deciding what family planning services to offer to

specific groups of clients, e.g. no contraceptive pills were offered if a mother had no children or they were offered contraceptive pills only

if they had more than three children (Kaler and Watkins 2001); and in Bangladesh, CHWs placed other pressures on clients regarding

contraceptive choices (Haaga and Maaru 1996)

� Kenyan nurses restricted contraceptive choices made available to clients (Kaler and Watkins 2001)

� In Tanzania, primary care nurses tried to persuade women to use family planning against their own preferences, arguing that there would

be negative consequences for their families, or, against policy, tried to persuade women with large numbers of children to be sterilised

(Richey 1999)

� Ghanaian primary care nurses only provided STI services when senior staff were on site, though expected to provide them at all times,

and encouraged patients in traditional beliefs to avoid discussing the reasons for STIs (Mayhew 2000)

� Ghanian primary care nurses gave treatment secretly (Mayhew 2000)

� Primary care nurses waived fees for family members in Ghana (Mayhew 2000)

Failure to act:

� CHWs failed to ask prescribed questions of client in consultation in Bangladesh (Haaga and Maru 1996) and Kenya (Kaler and Watkins

2001)

� CHWs did not follow new algorithms as expected or do not offer any family planning choices to clients in Bangladesh (Haaga and Maru

1996)

� Primary care nurses and doctors failed to offer STI treatment in Ghana – did not follow treatment guidance and make necessary

treatment decisions, especially when no senior staff available in facilities (Mayhew 2000)

Note: Italicized items are aligned with policy objectives and/or address client needs.
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themselves to shape policy implementation (Crook and Ayee

2006). Finally, like FLPs, managers’ personal workplace deci-

sions also influenced implementation—by choosing to stay in

their jobs after decentralization (Brazil: Atkinson et al. 2000),

challenging policy rules and protesting to superiors (Senegal:

Foley 2001) or by corrupt acts (Zambia: Atkinson 1997).

Across all three staff groups, we also identified some

instances where personal thoughts and attitudes underpinned

practices of power (as recognized in theory: Fischer 2003).

These instances came largely from articles reporting studies that

had explicitly sought implementors’ views or from authorial

interpretations of evidence. FLP practices of power targeting

citizen engagement and patient consultation processes were,

thus, sometimes shown to be underpinned by: attitudes about

the policy of focus, both positive and negative (abortion:

Harrison et al. 2000; decentralization: Atkinson 1997; user fees:

[AJ] Atkinson 1997; McIntyre and Klugman 2003); and

negative attitudes towards (groups of) clients and the commu-

nity at large (Harrison et al. 2000; Mayhew 2000; Mogenson

and Ngulube 2001; [AJ] McIntyre and Klugman 2003;

Box 2 FLP practices of power over service delivery organization and processes

Decentralization articles

Action:

� Providers chose to offer new preventive and promotive services, as required by policy, integrating them into their routine activities in Chile (Atkinson et al.

2008)

� Environmental health officers chose to implement new environmental health regulations in Ghana (Crook & Ayee 2006)

� Providers initiated new ways of working in support of service delivery: developing multidisciplinary teams responsible for family health in defined

geographical areas in Brazil (Atkinson et al. 2000) and innovative service delivery models in Mexico (Birn 1999)

� CHWs distributed medicines unofficially in Brazil (Atkinson et al. 2000)

� Providers made irregular referrals to their own private clinics or keep drugs at home to offer services from own homes in Brazil (Atkinson

et al. 2000)

Reproductive health articles

Action:

� Kenyan CHWs adopted flexible responses better to meet clients’ family planning needs, sometimes going beyond policy expectations, including redefining

roles, accompanying clients to clinics (Kaler and Watkins 2001)

� Jordanian hospital staff chose to support a new hospital information system that greatly improved reporting (Khresheh and Barclay 2008)

Failure to act:

� CHWs in Bangladesh failed to provide outreach clinics as expected (Haaga and Maru 1996)

� South African primary care nurses refused to provide a newly legislated abortion service—sometimes to any woman or sometimes to

particular groups of women (Harrison et al. 2000)

� Primary care nurses failed to conduct STI outreach services in Ghana, as required in policy (Mayhew 2000)

� Providers failed to offer expected reproductive health services in refugee camps (Palmer et al. 1999)

Note: Italicized items are aligned with policy objectives and/or address client needs.

Box 3 Other FLP practices of power

Citizen engagement processes

� In Brazil, providers acted to support newly decentralized participation processes (Atkinson et al. 2000; 2005), and clearly acted in response to local

population health demands (Atkinson et al. 2008)

� Providers decided role of community committees, prevented them from taking action and did not consult them in Zambia (Atkinson 1997;

Mogenson and Ngulube 2001), or acted with hostility towards them in Senegal (Foley 2001) or coerced their participation in Brazil

(Atkinson et al. 2005)

Other policy actors

� Primary care nurses excluded individual community members from newly established facility decision making structures and processes in

Senegal, particularly women (Foley 2001)

� Primary care nurses exercised favouritism in appointing particular people to such structures in Zambia or penalised specific community

members for not participating in facility-related community projects agreed by new structures (Mogenson and Ngulube 2001)

� Primary care nurses were embroiled in conflictual personal relationships with community members in Senegal (Foley 2001)

Personal workplace decisions

� Providers chose to be absent from work without permission in Brazil (Atkinson et al. 2000) and in Ghana, so preventing STI service

delivery (and sometimes in response to broader family and social demands: Mayhew 2000)

� CHWs in Bangladesh stopped work when not compensated as expected (Haaga and Maru 1996)

� After decentralization, providers chose to remain in or leave current workplaces, or not work in underserved areas (Mexico, Birn 1999;

Brazil and Chile, Atkinson et al. 2005)

� Against rules, primary care nurses used fee income to improve their own motivation (Zambia, Atkinson 1997)

Note: Italicized items are aligned with policy objectives and/or address client needs.
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Crook and Ayee 2006). Ghanaian environmental health officers’

positive attitudes towards their job, meanwhile, allowed them

to work constructively in new roles (Crook and Ayee 2006).

In a few instances, thoughts and attitudes were also found to

be important in making meaning of policy, and so shaping

other exercises of power. A South African nurse’s re-framing of

abortion as acceptable after rape, allowed her to provide

abortion in those particular circumstances although she would

refuse to provide the service to other women (Harrison et al.

2000). Similarly, Brazilian providers’ awareness of health

promotion concepts underpinned their acceptance of their

new roles in providing these services (Atkinson et al. 2005).

Managers’ acceptance, or not, of democratization discourse,

moreover, influenced their approach to implementing decen-

tralization policies (Zambia: [AJ] Atkinson 1997; Brazil:

Atkinson et al. 2000), whilst negative views of abortion and

user fees led some South African managers to work against

implementation of these policies ([AJ] McIntyre and Klugman

2003).

These experiences point to one other managerial exercise of

power: managers’ influence over other actors’ understanding of

policies. The three instances identified were:

� Framing health care as a technical rather than political

issue, managers supported the implementation of decentra-

lization in Brazil by reducing the potential for conflict with

local government ([AJ] Atkinson et al. 2000);

� Offering visionary leadership around meeting the needs of

the uninsured in Mexico, managers were able to develop a

model programme despite budgetary and other constraints

(Birn 1999);

� Locating family planning in an approach to maternal and

child health care, rather than population control, managers

secured support from some FLPs for family planning policies

in Tanzania (Richey 1999).

Finally, we assessed the consequences of discretionary power

for public value, that is their value to society at large. Drawing

on Moore (1995), we judged that those power practices

influencing service delivery (including user fee implementation)

were likely to undermine public value when they impacted

negatively on patients personally and restricted their access to

service (see Boxes 1–3). However, public value was enhanced

when power practices improved relationships with patients

(hospital information system, Khresheh and Barclay 2008) or

expanded patient access to services (family planning referrals,

Kaler and Watkins 2001; abortion and family planning re-

framing, Richey 1999; Harrison et al. 2000). Power practices

influencing decentralization, meanwhile, had wider public

value impacts linked to their potential to build or undermine

community trust in the health system (e.g. via provider

attitudes towards the community, by inclusive or exclusive

approaches to community engagement and by staff (non)avail-

ability in newly decentralized local systems (Foley 2001; Birn

1999; Atkinson et al. 2000; Mogenson and Ngulube 2001).

Managerial corruption was also likely to impact negatively on

public value and undermine public trust in the health system

(Atkinson 1997).

In summary: in acting against policy rules when exercising

discretionary power, FLPs and managers may generate negative

consequences for patients and citizens in terms both of access

to services and their experience of the health system and so,

ultimately, the health system’s value to society. Nonetheless,

some experiences suggest that the exercise of discretionary

power has positive potential for policy implementation. First,

we identified a few instances of FLP discretionary power going

beyond, and even against, policy, but offering enhanced public

value. In Kenya, e.g. community-based health workers some-

times acted in ways that supported the uptake of family

planning services, with benefits for women and families as well

as generating the wider benefit of greater trust in the health

system to which these workers were linked (Kaler and Watkins

2001). Second, the evidence shows that managers did some-

times, and perhaps more often than FLPs, act in alignment

with policy rules and support policy implementation for public

value. For example, where managers and primary care providers

adopted innovative approaches to service delivery organization,

such as in Brazil, multidisciplinary teams responsible for family

health in defined geographical areas, they also promoted access

and public value (Atkinson et al. 2000).

Question 2: How and why do front-line providers

and managers exercise power?

Through an inductive process, drawing on prior theoretical

reading, we extracted, coded and categorized evidence from the

articles to identify, first, the different sources of power

underpinning the exercise of power by providers and managers

(the how question) and, second, the reasons why providers and

managers exercised power in these ways (the triggers for

exercising power).

Table 2 presents the full set of personal factors (attitudes,

motivation, behaviours and value judgements, as well as know-

ledge and skills) identified as sources of power for FLPs’ actions

and inactions, across the two policy areas considered (RH and

decentralization). Summarizing from the table, personal factors

that triggered exercises of power were whether or not the policy

was aligned with an FLP’s values, there was personal commit-

ment to the policy or the policy offered personal guidance and

incentives for FLP actions. At an organizational level, the policy

itself, as well as the organizational and managerial environment,

sometimes acted as sources of power for actions supporting

service delivery/policy implementation; however, it was the

processes of policy implementation and management that were

more likely to trigger their exercise of power (Table 3). The

reverse also holds. Specific elements of the organizational

environment (discourse and weak lines of accountability) some-

times provided a source of power for actions that constrained

implementation, and weak policy and management processes

triggered such actions. Resource availability also acted as both

a source and reason for exercising power, and was found

to underpin support and resistance to implementation.

Organizational and staff–community relationships, finally, only

served as triggers for these exercises of power.

The identified sources and/or triggers for the thoughts and

attitudes that underpinned FLP practices of power were: personal

values (Atkinson et al. 2000; Crook and Ayee 2006); the extent of

communication and consultation in policy development

(McIntyre and Klugman 2003; Atkinson et al. 2005; Crook and

Ayee 2006); the spread of ideas within the wider system
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(Atkinson et al. 2005) and relationships with both colleagues and

the community (Crook and Ayee 2006).

Finally, these experiences showed that sources of power (and

to a more limited extent, the reasons for exercising power) were

nested in and bolstered by three sets of contextual factors:

(a) Professional norms and practices:

� The professional culture of EHOs in Ghana supported

positive practices of power (Crook and Ayee 2006); but

� medical hierarchy in Ghana underpinned nurses’ refusal

to provide STI services, deference to senior staff and

their own lack of legitimacy (Mayhew 2000); profes-

sional discourse underpinned nurses’ refusal to offer

abortion services in South Africa (Harrison et al. 2000);

(b) Sociocultural values:

� The traditional role of older women in RH underpinned

respect for CHWs in Kenya (Kaler and Watkins 2001); but

� Community traditions and preferences regarding drugs

supported the practice of front-line providers keeping

drugs at home in Brazil (Atkinson et al. 2000); commu-

nity values and public discourse underpinned South

African nurses’ refusal to provide abortion (Harrison et al.

2000); traditional gender roles underpinned the failure to

offer STI services by female nurses to male clients in

Ghana (Mayhew 2000); social and Islamic norms lead

women to be excluded from decentralized decision-

making structures in Senegal (Foley 2001);

(c) Wider political and economic factors:

� Political support for decentralization in Brazil and Chile

(Atkinson et al. 2000; 2005); the broader economic

situation underpinned community receptiveness for

family planning in Tanzania (Foley 2001); but

� A lack of trust in government underpinned the power

practices of Kenyan CHWs (Kaler and Watkins 2001),

Table 2 Personal factors acting as sources or reasons for the practice of power for front-line providers

Supporting service delivery/implementation Constraining service delivery/implementation

Sources Value judgements (RH, abortion policy: Harrison et al. 2000) Value judgements (RH, abortion policy: Harrison et al. 2000)

Intrinsic motivation (EHOs: Crook and Ayee 2006) Attitudes of professional superiority towards community

members (decentralization, Mogenson and Ngulube 2005)
Positive personal behaviours, such as:

� Championing of patients by CHWs (family planning:

Kaler and Watkins 2001),

� Forging good relationships with citizens by EHOs (Crook

and Ayee 2006)

Knowledge and skills relevant to jobs generated by support-

ive training (family planning, CHWs: Kaler and Watkins

2001; EHOs: Crook and Ayee 2006)

The absence of professional status (EHOs: Crook and Ayee

2006)

The absence of knowledge/skills relevant to jobs, resulting

from weak training (EHOs: Crook and Ayee 2006)

Reasons Alignment of personal values with policy (RH: Kaler and

Watkins 2001, CHWs; Richey 1999; decentralization: Birn

1999)

Lack of alignment of personal values with policy (RH: Kaler

and Watkins 2001, CHWs; Mayhew 2000; Palmer et al.

1999; decentralization: Foley 2001; McIntyre and Klugman

2003)

Lack of commitment (EHOs, Crook and Ayee 2006), also

linked to front-line providers’:

� Limited understanding of prevention (Atkinson et al.

2008)

� Weak skills for RH (Palmer et al. 1999)

� Limited/weak training relevant to STIs (Mayhew 2000)

� Limited experience of decentralization (Atkinson et al.

2005)

Lack of guidance and incentives for provider action offered

by a new policy, including:

� Policy confusion, family planning (Richey 1999)

� Role confusion, STI disease treatment (Mayhew 2000)

� Lack of RH service standardization (Palmer et al. 1999)

� Lack of financial incentives (decentralization: Atkinson

et al. 2008; Birn 1999; family planning: [AJ] Haaga and

Maaru 1996, CHWs);

� Lack of transparency (decentralization: McIntyre and

Klugman 2003).

Personal commitment and motivation in relation to a policy,

including to:

� A new RH health information system policy (Khresheh

and Barclay 2008);

� Stay in a local area after decentralization (Atkinson et al.

2000);

� Provide preventive and promotion services within newly

decentralized structures (Atkinson et al. 2008);

Positive guidance and incentives for provider action offered

by the new policy, such as the:

� Value of a new RH health information system policy for

clinical practice (Khresheh and Barclay 2008);

� Financial, career and status rewards of the policy

(decentralization: Atkinson et al. 2000; 2008; Crook and

Ayee 2006, EHOs; RH: Kaler and Waktins 2001, CHWs);

� Performance targets, CHWs (Haaga and Maaru 1996);

� New job descriptions, EHOs (Crook and Ayee 2006);

� Vision and direction (RH: Haaga and Maaru 1996, CHWs;

decentralization: Atkinson et al. 2005; 2008);

� Transparency preventing bad practice, EHOs (Crook and

Ayee 2006);

� Integration of preventive and promotion services within

newly decentralized structures into routine activities by

front-line providers (Atkinson et al. 2008)

Note: Table identifies whether RH, and specific related policies, or decentralization, is the focus of the identified article, and also which articles focus specifically

on community-based workers (CHWs, community health workers and EHOs, environmental health officers) as opposed to other front-line providers.
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Table 3 Other sources and reasons for the practice of power for front-line providers

Supporting service delivery/implementation Constraining service delivery/implementation

Sources Policy itself:

� Gives providers credibility (RH: Kaler and Watkins 2001, CHWs)

� Gives providers the discretionary space to engage with clients

(RH: Kaler and Watkins 2001, CHWs; Haaga and Maaru 1996,

CHWs; Richey 1999), or general discretionary space (decentral-

ization: Atkinson 1997; McIntyre and Klugman 2003; Atkinson

et al. 2008)

� Underpins the new roles and activities of decentralized units

(Atkinson 1997; Birn 1999; Atkinson et al. 2000; Foley 2001),

� Can, when framed ambiguously, be discussed in ways that act as

a source of support (although this can also allow for opposition

for policy implementation: RH, Richey 1999).

The organizational and management environment:

� Front-line providers’ professional roles in the health system

(decentralization, Atkinson 1997; RH: Mayhew 2000; Foley 2001)

� Clear job descriptions and the back-up of regulatory instruments

and legislation (decentralization, Crook and Ayee 2006, EHOs)

� Managerial support for front-line providers (RH: Khresheh and

Barclay 2008);

� Access to the resources of the wider health care system (RH:

Kaler and Watkins 2001, CHWs).

Resource availability

� RH, donor funding (Richey 1999)

� Decentralization and related service delivery, Brazil and Chile

(Atkinson et al. 2000; 2008)

Organizational discourse about or linked to policies (about nurses’

rights, linked to RH, abortion policy: Harrison et al. 2000)

Weak and conflicting lines of accountability (decentralization:

McIntyre and Klugman 2003)

Lack of resource availability

� RH, refugee camp settings (Palmer et al. 1999)

Reasons Policy and management processes that

� Include FLPs (RH: Haaga and Maaru 1996, CHWs; Khresheh and

Barclay 2008; decentralization: Crook and Ayee 2006, EHOs;

Atkinson et al. 2005)

� Work with the hierarchical structures of the health system

(decentralization: Atkinson et al. 2008)

Organizational relationships:

� The support of colleagues (decentralization: Atkinson et al. 2008;

Crook and Ayee 2006, EHOs)

� Supportive networks between health sector staff and other sectors

and civil society organizations (decentralization: Atkinson et al.

2005; 2008)

Staff–Community relationships

� Where positive, trigger virtuous cycles of interaction and provider

exercise of power and service delivery/policy implementation

(decentralization: Atkinson et al. 2005; 2008; Crook and Ayee

2006, EHOs)

� The fear of negative community responses triggers positive power

practices (RH: Kaler and Watkins 2001, CHWs)

Resource availability supports

� RH services (donor funding: Richey 1999)

� Decentralization and related service delivery (Atkinson et al. 2000;

2008)

Policy and management processes that

� are weak or exclusive (decentralization: Atkinson et al. 2005([AJ];

RH: Haaga and Maaru 1996, CHWs; Palmer et al. 1999; Mayhew

2000).

� encompass multiple policy changes (decentralization: McIntyre and

Klugman 2003).

Organizational relationships:

� The threat of colleagues (decentralization: McIntyre and Klugman

2003);

� Limited decentralized authority for resource use (Atkinson et al.

2005; 2008)

� Constraining networks between health sector staff and other

sectors and civil society organizations (decentralization: Atkinson

et al. 2008);

� Generally weak relationships after decentralization between

health staff and local government (Foley 2001; Atkinson et al.

2008), regions (Atkinson et al. 2008) and between area and

programme managers (McIntyre and Klugman 2003)

Staff–Community relationships

� Where negative, trigger vicious cycles of interaction, provider

exercise of power and service delivery/policy implementation

(decentralization: Crook and Ayee 2006, EHOs; Foley 2001)

� The fear of negative community responses triggers negative power

practices (RH: Kaler and Watkins 2001, CHWs; Harrison et al.

2000; Palmer et al. 1999; decentralization: Atkinson et al. 2000)

Lack of resource availability

� Generally, for RH services (Palmer et al. 1999; Mayhew 2000)

� Led senior staff to be absent from facilities and so junior staff not

provide RH services (STI treatment: Mayhew 2000);

� Generated perceptions of high staff workloads and poor working

conditions, leading to refusal to provide abortion services

(Harrison et al. 2000) or poor staff behaviours (decentralization:

Mogensen and Ngulube 2001)

Notes: (1) Table identifies whether RH, and specific related policies, or decentralization is the focus of the identified article, and also which articles focus

specifically on community based workers (CHWs, community health workers and EHOs, environmental health officers) as opposed to other front-line

providers. (2) Factors italicized work exclusively to constrain service delivery/policy implementation.
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and Ghanaian EHOs (Crook and Ayee 2006); traditions

of personalized leadership (Atkinson et al. 2000), polit-

ical instability (Atkinson et al. 2005) and networks of

patronage (Atkinson et al. 2008) in Brazil underpinned

practices of power that undermined decentralization as

did political interference in Ghana (Crook and Ayee

2006), and networks of patronage in Senegal (Foley

2001).

Tables 2 and 3 also show that the differences between sources

and reasons were often quite subtle, and in practice, there were

also, commonly, complex interactions among these factors. For

example, in South Africa (Harrison et al. 2000; McIntyre and

Klugman 2003), nurses’ value judgements about which client

groups were and were not ‘deserving’ provided a source of

power (i.e. the justification and confidence) to provide or refuse

to provide abortion services. Their policy role as the provider of

these services then gave them the additional power to put these

judgements into practice. In addition, the alignment of the

1996 Termination of Pregnancy Act with value judgements was

the reason why some nurses provided services to women who

had been raped or who had suffered incomplete abortions,

whilst the contradiction between the policy and other value

judgements also led some nurses to refuse abortion to young

girls or to a blanket refusal to offer abortion services. At the

same time, although their policy role as providers of abortion

services was a source of their power, their lack of involvement

in policy development and poor communication with them

about the policy triggered these practices of power.

Comparison among FLPs highlights differences between the

experiences of community-based workers and that of formal

health professionals (nurses/doctors). Community-based pro-

viders work outside a facility base, offering preventive and

promotive care which sometimes involves local inter-sectoral

collaboration. As a result, CHWs essentially relied on the co-

operation, good will and buy-in of communities as power

sources for their work, but were also far more likely to

encounter community power structures, norms and local

political cultures, and had to rely more on informal sources of

power, than formal health professionals (Haaga and Maaru

1996; Kaler and Watkins 2001; Crook and Ayee 2006). Not

surprisingly, therefore, their exercise of discretionary power

included actions to build their status within the community’s

eyes—such as, in Kenya, wearing uniforms, building relation-

ships with the local clinic, using their role as community-based

workers to gain social recognition and championing patients in

the face of harsher nurse attitudes (Kaler and Watkins 2001).

Community relationships were also largely, though not exclu-

sively, identified as a trigger of CHW power practices (Kaler and

Watkins 2001; Crook and Ayee 2006; see Table 4). One article,

reporting experiences around RH services in refugee camps,

reported similar experiences (Palmer et al. 1999). In contrast,

formal health professionals were more able to rely on trad-

itional professional authority in relation to clients and citizens,

as well as being more firmly embedded within organizational

and professional hierarchies and influenced by those norms.

Managerial experience was largely derived from the decen-

tralization articles. Compared to FLPs, wider political relation-

ships, particularly with local government, were more likely to

be both sources, and reasons for their exercise, of power

(Atkinson et al. 2005, 2008). However, other sources of manager

power were similar to those for FLPs and included personal

capacities and resources (Atkinson et al. 2000; 2005; 2008),

personal convictions and values (Birn 1999), clear policy roles

(Birn 1999; Atkinson et al. 2000), levels of resource availability

and the degree of coherence in the organizational and

managerial environment (Atkinson et al. 2000; McIntyre and

Klugman 2003). Managerial exercise of power in support of

decentralization was triggered by commitment and motivation

(Atkinson et al. 2000), and philosophical convictions (Birn

1999); whilst power practices constraining implementation

were triggered by interference from other managers (McIntyre

and Klugman 2003), and weak leadership and engagement in

policy processes (Birn 1999; Atkinson et al. 2000; McIntyre and

Klugman 2003). The presence or absence of popular demand

was another identified trigger (Birn 1999). These factors were,

again, nested within wider contextual factors. Community

contexts with strong traditions of participation or social

movements, local histories of collective action, clearly defined

and non-conflictual centre-local political and administrative

processes and local inter-sectoral processes provided sources of

power for actions in support of decentralization (Birn 1999;

Atkinson et al. 2000; 2005), whilst actions constraining decen-

tralization were underpinned by sociopolitical traditions of

exclusion (Foley 2001), personalized leadership and weak

community participation (Foley 2001; Atkinson et al. 2000;

2005).

Comparison across policy areas, finally, shows the influence

of different combinations of factors. On balance, the RH

articles, addressing value-sensitive policy issues, demonstrate

that personal factors can influence policy acceptance and

implementation (see Table 3)—and were underpinned by

social and professional norms. In contrast, the decentralization

articles highlight the influence of broader organizational factors

and community relationships (see Table 4)—and were under-

pinned by wider economic and political factors.

Overall synthesis: How and why do front-line

providers and local managers exercise power in

policy implementation, and with what

consequences?

Figure 2 outlines our overall synthesis, which builds on but, as

is usual practice in interpretive synthesis (Pope et al. 2007), also

goes beyond the systematically generated and summarized

evidence. It highlights key insights derived from this evidence

that, given their level of abstraction, are judged to be relevant

in public sector environments across geographical settings,

whilst also taking account of the identified differences among

policy types and provider groups.

FLPs and local managers exercise power in implementation

around a set of objects, and related actors, and through both

their actions and inactions. FLPs exercise personal power in

their individual engagements with patients and citizens,

particularly when offering advice and treatment. Managers

work at one remove from health system beneficiaries and so

tend to exercise personal power in relation to FLPs and other

health system actors, rather than individual citizens. Both sets

of front-line actors also exercise power over their own work-

place behaviours. An organizational level, both groups, but
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especially managers, exercise power over service delivery

organization and processes, citizen engagement processes,

policy itself and, for managers only, in managerial processes.

Finally, the personal meaning these actors give to particular

policies may influence their own practices of power; and

managers may also shape the actions of other actors through

the policy meanings they present to them.

The sources of power underpinning these practices are largely

drawn from the personal, local and organizational context in

which FLPs and managers are situated. This context comprises

a web of relationships and a set of norms that can be traced up

the health system hierarchy and outwards to the community

and society, and are themselves located within a history of

experience and reputation. Personal and professional values,

personal knowledge and skills, and personal motivation are all

examples of possible sources of power for implementation

support, as are professional roles within the broader health

system, organizational coherence and resourcing, sociocultural

values and the political and economic context. The nature,

extent or absence of any of these factors may, however, act as a

source of power for resistance. Community-based workers tend,

moreover, to draw on community sources of power, whereas

facility-based workers draw more on professional and organiza-

tional sources of power, and local managers, on sociopolitical

and administrative traditions.

The introduction of a new policy into this context may

provide additional sources of power for, and/or trigger re-

sponses of, implementation support or resistance. Newly

defined roles and responsibilities might represent a power

source, e.g. as might the enhanced provider credibility, add-

itional resources or new spaces of engagement with benefici-

aries that a new policy might bring. Power for resistance,

meanwhile, might be generated by new, confusing lines of

accountability, inadequate resource levels or discourses that run

counter to the policy. The introduction of a new policy may, in

addition, trigger front-line actor support or resistance through

the extent of its alignment with pre-existing personal or

professional values or beliefs, or expectations of personal gain,

or through the manner in which they are engaged in, and

supported to, implement it. The degree of resource availability

for the policy and its organizational fit are other possible

triggers, as is the nature of local and higher level leadership for

policy change. The impact of policy implementation on local

and community relationships may also trigger vicious cycles of

negative interaction and resistance, or virtuous cycles of

positive interaction and support—e.g. a new policy may either

encourage or undermine collegial networks, or may open

providers to undue community pressures or enhance their

local reputation. The mix of ripple effects stimulated by a new

policy vary across policies in response to their impact on

provider values and organizational and community contexts,

e.g. and to whether community or facility-based providers are

key implementing actors. These effects also vary between

contexts, given differences in professional, political and social

norms, systems and histories.

The evidence presented suggests that FLPs’ practices of

power commonly work to obstruct policy implementation and

undermine service delivery. Longer term negative public value

impacts are the likely consequence, given the knock-on effects

on patient access to health care or citizen trust in the health

system, for example. Local managers also quite often exercise

power in ways that limit or constrain policy implementation,

service delivery and the achievement of public value—such as

through the direct exercise of power in their engagements

with citizens or the mis-use of management authority; or

indirectly, through their exercise of power over their staff or
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Figure 2 An outline of how micro-practices of power play out in policy implementation
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the way they shape policy decision-making practices and

the organization of service deliver. However, there are also

some instances of more positive experiences—even in the

exercise of discretionary power outside the formal structures

and processes of the health system and beyond policy

mandates. Community-based workers may, thus, take inde-

pendent initiatives to build their relationships with their

clients, other FLPs may be motivated to work effectively or

allowed to innovate in service delivery, and local managers

may provide support for such actions. As noted earlier, the

absence of evidence on such positive experiences in this set of

articles should not be taken to imply that they are not more

common.

What is the significance of this systematic review

and synthesis?

This review and synthesis makes three main contributions to

the broader health policy and systems field. First, it provides

systematically generated evidence from existing literature that

illuminates the discretionary power of front-line health pro-

viders and local managers in low and middle income countries,

how it is exercised in daily decision making, routine activities

and through local relationships. The consequences of these

micropractices of power in terms of the implementation of

policy goals—as well as access to services or public trust in the

health system—demonstrate their significance for understand-

ing the oft-cited implementaion gap. In addition, the review

adds to the emerging literature on health systems as complex

adaptive systems (Paina and Peters 2012), pointing out the

importance of actors, power relations and multiple, embedded

contextual elements as dimensions of that complexity.

Although few in number, the diversity of the articles re-

viewed—in disciplinary perspective, as well as policy, country

and time contexts—enriches the synthesis and the analytic

generalizations it presents.

Second, the review suggests that tackling the ‘implementation

gap’ requires consideration of how to manage the discretionary

power exercised by front-line actors, and points to strategies

that could be used by their managers. As a starting point, the

experiences suggest that these managers (perhaps located at

district or local area level) must recognize that every policy has

its own peculiarities and influences, and they must also be

aware of the different behavioural drivers of providers working

in communities, compared to those working in facilities.

Management strategies must, therefore, be tailored to particular

policies and providers.

Managers must also be aware of the scope of their own

discretionary power. Although varying between contexts, they

generally have, e.g. some positional and organizational power.

In line with top–down perspectives on implementation (see also

Hudson and Lowe 2004; Hill and Hupe 2009), the synthesis

suggests that they might influence FLPs by aligning resources

and organizational environments to support them to work

towards policy goals (see Table 4). For example, it might be

possible for these managers to: link policy implementation to

incentives; revise job descriptions to establish clear roles and

responsibilities in line with policy goals; allocate resources to

support implementation; delegate decision-making authority to

support implementation; or hold providers to account for

negative practices, perhaps through disciplinary procedures.

They may also be able to authorise formal training and learning

activities that can help to build the FLP knowledge, under-

standing and confidence that sustain actions supportive of

policy (see Table 3).

However, and in line with bottom-up perspectives on imple-

mentation (e.g. Barrett 2004), the synthesis shows that rules

and incentives are not the only influences over FLP behaviour.

FLPs’ attitudes towards new policies (see Table 3), as well as

towards patient and community groups, are an important

foundation for their other practices of power. A related element

of local manager power identified in this synthesis is, therefore,

their potential to influence the provider discourses and mind-

sets, beliefs and values, and levels of motivation, that underlie

the more tangible practices of provider power. Values clarifica-

tion workshops are, for example, widely proposed as a way of

offsetting provider concerns about abortion policies (e.g. Turner

et al. 2008). Supportive supervision is also widely seen as

important, if difficult, in low resource settings (Bosch-

Capblanch and Garner 2008). However, by encouraging regular

reflection and deliberation and engaging staff in fine tuning

and strengthening policy implementation it could provide

opportunities to build the personal and organizational mean-

ings that sustain implementation, as well as generating

practical, innovative ideas with positive policy outcomes

(Walker and Gilson 2004). Performance management and

appraisal systems, meanwhile, offer general opportunities for

sustaining staff motivation and managers might also devote

attention to developing and managing the team work that is

commonly recognized as important within health care (Franco

et al. 2002). Finally, given that providers are always embedded

in a web of local relationships (see Table 4), strengthening

structures of mutual, local accountability is an important

potential influence over provider behaviour (Molyneux et al.

2012).

The third and final dimension of this review’s significance is

for health policy and systems research. On the one hand,

the review demonstrates the possibility of generating policy-

relevant theoretical insights about aspects of the process and

practice of policy change through systematic synthesis of

existing, relevant empirical literature. It specifically demon-

strates the approach of thematic synthesis for such work,

highlighting the use of conceptual reading and authorial

judgement as a basis for inductive judgement as additions to

current practice (Thomas and Harden 2008). Building on this

article, further power syntheses could also, for example,

consider experience from a wider range of health policy areas,

compare LMIC and higher income country experiences, and/or

draw in non-health literature. On the other hand, this review

itself provides a foundation for future primary, empirical

research that could test and extend the framework represented

in Figure 2, or address identified gaps in the existing know-

ledge base—e.g. about the use of power in successful policy

implementation, or in management practice. The still limited

understanding of values and meanings as influences over

micropractices of power also suggest that policy implementation

work would be deepened and enriched through wider use of

interpretive policy analysis approaches to access local, practice

knowledge (Yanow 2003).
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