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Reinterpreting responsiveness for health systems research in low and middle-
income countries 
 
Abstract: The ethical concept of responsiveness has largely been interpreted in the context of 
international clinical research. In light of the increasing conduct of externally-funded health systems 
research (HSR) in low and middle-income countries (LMICs), this paper examines how 
responsiveness might be understood for such research and how it can be applied. It argues that four 
features (amongst others) set HSR in LMICs apart from international clinical research—a focus on 
systems, being context-driven, being policy-driven, and being linked to development objectives. 
These features support reinterpreting responsiveness for HSR in LMICs as responsiveness to 
systems needs, where health system performance assessments can be relied upon to identify 
systems needs, and/or responsiveness to systems priorities, which entails aligning research with HSR 
priorities set through a country-owned process involving national and sub-national policymakers from 
host countries. Both concepts may be difficult to achieve in practice. It is argued that more work is, 
therefore, needed to identify strategies for how the responsiveness requirement can be ethically 
fulfilled in HSR in LMICs under non-ideal conditions such as where host countries have not set HSR 
priorities or conducted health system performance assessments. Embeddedness is proposed as one 
approach that could be the focus of further development. 
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INTRODUCTION 

 

Responsiveness has been identified as a key ethical requirement for externally-

funded health research in low and middle-income countries (LMICs) in research 

ethics guidelines.1  The responsiveness requirement was first articulated in the 

Council for International Organizations of Medical Sciences‘ (CIOMS) International 

Ethical Guidelines for Biomedical Research with Human Subjects.2 It has since been 

incorporated into the Declaration of Helsinki and endorsed by national bioethics 

commissions.3 The development of the requirement reflected increasing recognition 

that LMIC communities who participated in externally-funded health research were 

not benefiting from its outputs.4 Upholding responsiveness is essential for ensuring 

that limited resources for international research are directed to health problems that 

are actually of concern or burdensome in its host communities or countries. This, in 

turn, is necessary for host communities and countries to have the opportunity to 

benefit from externally-funded research, though responsiveness alone cannot ensure 
                                                      
1
 A.J. London. 2008. Responsiveness to Host Community Health Needs. In The Oxford Textbook of 

Clinical Research Ethics. E.J. Emanuel, R. Crouch, C. Grady, R.K. Lie, F. Miller, & D. Wendler, eds. 

New York, NY: Oxford University Press: 737-744. 

2
 Council for International Organizations of Medical Services (CIOMS). 2002. International Ethical 

Guidelines for Biomedical Research Involving Human Subjects. Geneva: CIOMS; CIOMS. 1993. 

International Ethical Guidelines for Biomedical Research Involving Human Subjects. Geneva: CIOMS. 

3
 National Bioethics Advisory Commission (NBAC). 2001. Ethical and Policy Issues in International 

Research: Clinical Trials in Developing Countries. Washington DC: NBAC; Nuffield Council on 

Bioethics. 2002. The Ethics of Research Relating to Healthcare in Developing Countries. London: 

Nuffield Council on Bioethics; World Medical Association (WMA). 2013. Declaration of Helsinki. Seoul: 

WMA. 

4
 London, op. cit. note 1. 
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that health benefits accrue to them.5 For example, even if a study‘s research 

question is relevant to its host communities, its finding may show that the 

intervention-under-study is not effective or, where an intervention is proven effective, 

it may not be made available to host communities post-study. In both scenarios, 

meeting the responsiveness requirement would not be sufficient to ensure that 

health benefits accrue to host communities. 

 

So far, consideration of how responsiveness should be interpreted and applied in 

practice has been limited to international biomedical research. Responsiveness is 

typically defined as alignment of research with the health needs and/or health 

priorities of its host community or country. As such, two main conceptions of 

responsiveness have emerged—namely, responsiveness to health needs and 

responsiveness to health priorities.6 The former requires the research question to 

address a health condition or disease that is present in the selected host community 

or country. This health condition may also be a priority, but it does not have to be. 

The latter demands that the research question address a health priority.7,8 Debate 

continues as to whether responsiveness entails focusing on health conditions that 

                                                      
5
 R. Wolitz, E.J. Emanuel, & S. Shah. Rethinking the Responsiveness Requirement for International 

Research. Lancet 2009; 374: 847-849. 

6
 S. Shah, R. Wolitz, & E.J Emanuel. Refocusing the Responsiveness Requirement. Bioethics 2013; 

27: 151-159. 

7
 Ibid. 

8
 Here, it is assumed that the relationship between health priorities and health needs is one where 

health priorities fall within the broader domain of health needs. They constitute a sub-category of 

health needs that are especially urgent to address. 
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are also priorities or whether it is sufficient to focus on health conditions that are 

simply represented in a host community or country.9 

 

When applying responsiveness to health needs, Shah, Wolitz, and Emanuel note 

that there are two approaches to determining what conditions are health needs.10 

Health needs might be defined as any health conditions that exist within a particular 

community or country, irrespective of their level of burden, or as only those health 

conditions that constitute a sufficiently high burden of disease (for example, as 

measured by their disability-adjusted-life-years (DALY) burden). The former would 

allow a very broad spectrum of diseases to be the focus of externally-funded 

biomedical research in LMICs. The latter would permit research on fewer diseases 

and require setting some sort of threshold of disease burden to identify what counts 

as a health need.11 When applying responsiveness to health priorities, Shah, Wolitz, 

and Emanuel call for relying on established priorities for biomedical research in host 

countries.12 

 

Yet renewed attention to health system strengthening in LMICs has resulted in 

greater support for health systems research (HSR), which often does not focus on 

specific diseases.13 Growing consensus on the need for health system strengthening 

                                                      
9
 London, op. cit. note 1; Shah et al., op. cit. note 6. 

10
 Shah et al., op. cit. note 6. 

11
 Ibid. 

12
 Ibid. 

13
 S. Bennett, T. Adam, C. Zarowsky, et al. From Mexico to Mali: Progress in Health Policy and 

Systems Research. Lancet 2008; 372: 1571-1578; C.S.M. Mbacke. African Leadership for 

Sustainable Health Policy and Systems Research. BMC Health Serv Res 2013; 13(Suppl2): S15. 
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led to recognition that evidence was not available on what barriers existed to hinder 

the delivery of health services in LMICs or on what strategies were required to 

overcome them. Reports from the World Health Organization (WHO) and global 

ministerial summits, therefore, drew attention to the fact that the Millennium 

Development Goals (MDGs) would not be reached without more funding for HSR in 

LMICs.14 In response, HSR has increasingly been invested in by international 

organisations, aid agencies, and philanthropic foundations and performed in LMICs 

over the past decade. More recently, beyond the MDGs, such research has been 

linked to establishing universal health coverage and creating people-centred health 

systems.15 

 

This paper considers how the concept of responsiveness might be understood and 

applied in the context of externally-funded HSR in LMICs. HSR has been defined as 

the production of new knowledge to improve the performance of health systems.16 It 

                                                      
14

 WHO Task Force on Health Systems Research. 2005. The Millennium Development Goals will not 

be Attained Without New Research Addressing Health System Constraints to Delivering Effective 

Interventions. Geneva: WHO; The Mexico Statement on Health Research. 2004. Ministerial Summit 

on Health Research; Bamako Call to Action on Research for Health. 2008. Global Ministerial Forum 

on Research for Health. 

15
  WHO. 2013. World Health Report 2013: Research for Universal Health Coverage. Geneva: WHO; 

Third Global Symposium on Health Systems Research. 2014. Symposium Theme: People-centred 

Health Systems. Available at: http://hsr2014.healthsystemsresearch.org/theme-third-global-

symposium-on-health-systems-research-2014-cape-town [Accessed 21 Feb 2014]. 

16
 WHO. 2009. Scaling Up Research and Learning for Health Systems: Now is the Time. Report of a 

High Level Task Force (presented and endorsed at the Global Ministerial Forum on Research for 

Health 2008), Bamako, Mali. Available at: 

http://www.who.int/rpc/publications/scaling_up_research/en/index.html [Accessed 16 Sept 2013]. 

http://hsr2014.healthsystemsresearch.org/theme-third-global-symposium-on-health-systems-research-2014-cape-town
http://hsr2014.healthsystemsresearch.org/theme-third-global-symposium-on-health-systems-research-2014-cape-town
http://www.who.int/rpc/publications/scaling_up_research/en/index.html
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is a relatively young and evolving field, with conceptual work currently being done to 

better define its goals and methods.17 Consensus is emerging that the field is 

delimited by the topics and scope of its research questions.18 Remme has noted that 

research to improve health systems involves not only research on health systems 

challenges (i.e. HSR) but also operational research and implementation research.19 

Others have used these terms interchangeably but, while all three domains of 

research utilise the same types of quantitative and qualitative methods, they differ in 

the types of research questions they address.20 Operational research and 

implementation research are action-oriented. The former solves operational issues 

that arise in health programmes and organisations (e.g. clinics and hospitals) and 

the latter aims to develop strategies to improve access to specific health products 

(including vaccines and drugs) or services.  

 

HSR is broader and seeks to enhance the performance of health systems as a whole 

by focusing on their building blocks (i.e. financing mechanisms, human resources, 

governance, and service delivery mechanisms).21 HSR questions can encompass 

                                                      
17

 Bennett, op. cit. note 13; A. Mills. Health Policy and Systems Research: Defining the Terrain; 

Identifying the Methods. Health Policy Plan 2011, doi: 10.1093/heapol/czr006; K. Sheikh, L. Gilson, 

I.A. Agyepong, et al. Building the Field of Health Policy and Systems Research: Framing the 

Questions. PLoS Med 2011; 8: e1001073; S. Bennett, I.A. Agyepong, K. Sheikh, et al. Building the 

Field of Health Policy and Systems Research: An Agenda for Action. PLoS Med 2011; 8: e1001081. 

18
 Sheikh et al., op. cit. note 18; Mills, op. cit. note 18; L. Gilson. 2012. Health Policy and Systems 

Research: A Methodology Reader. Geneva: Alliance for Health Policy and Systems Research. 

19
 J.H.F. Remme. Defining Research to Improve Health Systems. PLoS Medicine 2010; 7: e1001000. 

20
 Ibid. 

21
 Ibid. 
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the following topics: describing health system components and the relationships and 

interactions between them, exploring how and why health systems do not meet their 

goals, and identifying what to do to improve health system functioning to meet those 

goals.22 Here, the term health system is used to refer to both public health and health 

care systems.23,24 HSR is a much more expansive field than health services 

research, which some suggest comprises a sub-domain of HSR.25 HSR focuses on 

all health systems components, which include but are not limited to service delivery, 

and their interactions. Thus far, the geographical focus of HSR has primarily been 

LMICs, though it can and has been performed in high-income countries.26 This paper 

was written with the conduct of HSR primarily in mind, but its ideas may also apply to 

operational and implementation research. 

 

                                                      
22

 Gilson, op. cit. note 18. 

23
 In some countries, a single system provides public health and health care services to the 

population, while other countries have two separate systems to fulfil these functions. Where a country 

has two systems, they collectively comprise the health system. 

24
 Some public health research can be considered HSR. Hoffman (2012, p. 13, see note 23) states 

that ‗[t]he overlap [of HSR] with population health research, however, is less clear, but likely includes 

research on the public health system and the delivery of non-personal public health programs and 

interventions. Excluded from health systems research would be population health research‘s focus on 

measuring or describing health, examining the determinants of health status and outcomes, and 

assessing the effects of specific health promotion interventions.‘ 

25
 S. Hoffman, J-A. Røttingen, S. Bennett, et al. 2012. Background Paper on Conceptual Issues 

Related to Health Systems Research to Inform a WHO Global Strategy on Health Systems Research. 

Available at: http://www.who.int/alliancehpsr/alliancehpsr_backgroundpaperhsrstrat1.pdf [Accessed 

14 Jul 2013]. 

26
 Sheikh et al., op. cit. note 17; Gilson, op. cit. note 18. 

http://www.who.int/alliancehpsr/alliancehpsr_backgroundpaperhsrstrat1.pdf
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Despite the growth of investment in HSR in LMICs, there has not been concurrent 

conceptual work done to clarify the field‘s ethical dimensions.27 At most, there has 

been some discussion of the application of certain research ethics concepts to 

externally-funded HSR in LMICs such as consent and post-study benefits.28 This 

paper will first briefly argue that HSR in LMICs has distinctive features that 

distinguish it from clinical research in LMICs—namely, a focus on systems, being 

context-driven, being policy-driven, and being closely linked to the development 

sector.29 It will then discuss how responsiveness should be interpreted by the field in 

light of these characteristics. Given that HSR often does not focus on specific 

diseases, the paper suggests that it may be more appropriate to consider 

responsiveness in HSR as being to systems needs and/or priorities rather than 

health needs and priorities. This encompasses public health and health care system 

needs and priorities. After defining the concepts of responsiveness to systems needs 

and responsiveness to systems priorities, how they might be applied and the 

challenges inherent in doing so are considered. 

 

It should be noted that the ethical concept of responsiveness that is the focus of this 

paper is different from the concept of responsiveness often used when referring to 

                                                      
27

 Mills, op. cit. note 17. 

28
 D. Orsin, K. Azad, A. Fernandez, et al. Ethical challenges in cluster randomized controlled trials: 

experiences from public health interventions in Africa and Asia. Bull World Health Organ 2009; 87: 

772-779; A.J. London, D.A. Borasky Jr, A. Bhan for the Ethics Working Group of the HIV Prevention 

Trials Network. Improving Ethical Review of Research Involving Incentives for Health Promotion. 

PLoS Med 2012; 9(3): e1001193; AUTHOR. 

29
 This is not an exhaustive list. These four features are highlighted in the paper because they each 

bear on how responsiveness should be reinterpreted for HSR in LMICs. 
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health systems. According to the 2000 World Health Report, health system 

responsiveness ‗is not a measure of how the system responds to health needs, 

which shows up in health outcomes, but of how the system performs relative to non-

health aspects, meeting or not meeting a population‘s expectations of how it should 

be treated by providers of prevention, care or non-personal services.‘30  The 

responsiveness of health systems refers to how individuals are treated (e.g. with 

respect for autonomy, dignity, maintenance of confidentiality) and the environment in 

which they are treated (e.g. quality of health facilities, promptness of attention, 

access to social supports for hospitalized individuals, and choice of health 

provider).31 The concept of responsiveness discussed in this paper differs in terms of 

how it defines the features of responsiveness (i.e. alignment with systems needs and 

priorities rather than patient satisfaction with their interaction with the health system) 

and in terms of what entity or activity it identifies as having to achieve them (i.e. a 

research project rather than a health system). 

 

 

FEATURES OF HEALTH SYSTEMS RESEARCH 

 

HSR in LMICs differs from international clinical research in a number of ways.32 Four 

distinctive characteristics of such research are highlighted below because, as will 

                                                      
30

 World Health Organization. 2000. World Health Report 2000: Health Systems: Improving 

Performance. Geneva: World Health Organization. 

31
 C-C. Hsu, L. Chen, Y-W. Hu et al.  The Dimensions of Responsiveness of a Health System: A 

Taiwanese Perspective. BMC Public Health 2006; 6: 72. 

32
 AUTHOR 
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subsequently be shown, they affect how the concept of responsiveness should be 

understood and put into practice. 

 

Rather than testing disease-specific interventions such as new drugs or vaccines, 

where HSR seeks to improve health system functioning, it assesses the efficacy of a 

variety of systems-level interventions. This might consist of a novel delivery 

mechanism for public health and medical services of known efficacy, a new method 

of creating demand for existing efficacious services, an output-based payment 

mechanism to boost staff productivity, or a community based insurance mechanism 

to promote access to care and financial risk protection. In some instances, systems-

level interventions may have a particular disease focus, but they frequently address 

aspects of the health system like human resources or financing that generate 

impacts across a broad range of diseases. HSR can also be descriptive or 

exploratory, focusing on the interactions between different components of health 

systems or determining the causes of poor system performance. Again, such studies 

often do not address single diseases. 

 

Given that health systems vary considerably across different settings, HSR 

questions must invariably be context-driven. As affirmed by Bennett et al., HSR: 

unlike clinical or biomedical research—should be driven by understanding of 

local contexts. At all stages of the research endeavour, from prioritization of 

research questions, to conceptualization and conduct of the research, to 

interpretation of and communication of findings, [health systems research] will 
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benefit from being embedded within a particular context and close engagement 

with local actors.33 

Research questions must reflect the specific circumstances or problems facing the 

health system of the host community or country. Interventions must be designed to 

address the weaknesses of the particular health system in which they are to be 

implemented and evaluated.34 Moreover, HSR is policy-driven, with an emphasis on 

translating findings into policy and practice that is stronger than in other types of 

health research. This key feature of HSR relates to its frequently being of (direct or 

indirect) instrumental value, leading to changes that improve health system 

functioning over the short-term and/or long-term.35 Bennett et al. note that the belief 

that HSR should have an effect on policy and practice has led to a focus on research 

uptake and knowledge translation within the field.36 

 

Finally, because HSR focuses on improving the health-related social structures 

within societies, it is seen to be a key component of health aid and development 

efforts in LMICs. It is frequently connected to the achievement of global development 

                                                      
33

 Bennett et al., op. cit. note 17, p. e1001081. 

34
 In clinical research, intervention design may be context-driven in the sense that a vaccine, for 

example, is developed for resource-poor settings where refrigeration cannot be guaranteed or for a 

particular region in terms of the strains of an illness it is protective against, but such interventions are 

not usually designed for specific host communities or countries. 

35
 S. Kuruvilla, N. Mays & G. Walt. Describing the Impact of Health Services and Policy Research. 

Journal of Health Services Research & Policy 2007; 12: 23; R. Sauerborn, S. Nitayarumphong & A. 

Gerhardus. 1999. Strategies to Enhance the Use of Health Systems Research for Health Sector 

Reform. Trop Med Int Health 1999; 4: 827-835; Bennett et al., op. cit. note 17. 

36
 Bennett et al., op. cit. note 17. 
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objectives such as the MDGs and universal health coverage.37 A number of high-

level meetings in Africa culminated in the articulation of the African Health Strategy 

2007-2015, which also affirms the centrality of research to health system 

strengthening that aims to achieve better care for the poor.38 HSR in LMICs is largely 

funded by bilateral aid agencies from high-income countries39 as opposed to the 

pharmaceutical industry or national research bodies (often the funders of clinical 

research), which further reinforces its role in serving development goals.  

 

 

REINTERPRETING RESPONSIVENESS 

 

Since HSR often does not focus on specific diseases, we purport that 

responsiveness should be interpreted as responsiveness to systems needs and/or 

systems priorities. A systems need can be said to exist where a health system is 

failing to meet its goals (for example, health and equity, financial protection, people-

centredness), achieve intermediate objectives (efficiency, equity, quality), or carry out 

key functions adequately (financing, provision, stewardship, and resource 

generation). Using the case of Afghanistan, its balanced scorecard performance 

                                                      
37

 WHO Task Force on HSR, op. cit. note 15; Mexico Statement, op. cit. note 15; Bamako Call to 

Action on Research for Health, op. cit. note 15; WHO, op. cit. note 16; P. Basinga, P.J. Gertler, A. 

Binagwaho, et al. Effect on Maternal and Child Health Services in Rwanda of Payment to Primary 

Health-care Providers for Performance: An Impact Evaluation. Lancet 2011; 377: 1421-1428; C. Lu, 

B. Chin, J.L. Lewandowski, et al. Towards Universal Health Coverage: An Evaluation of Rwanda 

Mutuelles in its First Eight Years. PLoS One 2012; 7: e39282. 

38
 Mbacke op.cit. note 13. 

39
 Bennett et al., op. cit. note 13. 



13 

 

assessment tool indicates that the national health system faces challenges in the 

equity of its service delivery, especially to the poor and to women. System 

weaknesses in the equity domain are larger than weaknesses in other domains like 

quality and patient safety.40 Responsive HSR might then investigate the causes of 

these groups‘ low utilisation of health services and/or develop interventions to 

address them. For example, the Afghanistan Ministry of Public Health commissioned 

a pilot study to compare various community financing mechanisms. Three 

interventions were piloted: 1) a standardized user fee scheme, with a fee waiver card 

scheme for very poor and female-headed households; 2) a community health fund 

(voluntary pre-payment scheme); and 3) free services, which were considered an 

intervention as the majority of facilities were charging fees at the time.41  

 

Responsiveness to systems priorities requires HSR to focus on particular health 

systems weaknesses that have been identified as being of urgent or high concern by 

national or sub-national policymakers in host countries. For instance, Rwanda‘s 

national health sector policy identifies priority interventions for improving its health 

system, including developing incentive structures to ensure there is an equitable 

distribution of qualified health personnel across the country and improving financial 

                                                      
40

 A. Edward, B. Kumar, F. Kakar, et al. Configuring Balanced Scorecards for Measuring Health 

System Performance: Evidence from 5 Years‘ Evaluation in Afghanistan. PLoS Med 2011; 8: 

e1001066. 

41
 L.C. Steinhardt, I. Aman, I Pakzad, et al. Removing User Fees for Basic Health Services: A Pilot 

Study and National Roll-out in Afghanistan. Health Policy Plan 2011; 26: ii92–ii103. 
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accessibility to health services, particularly for the poorest and most vulnerable.42 

HSR that is consistent with these aims would be considered responsive to systems 

priorities. This might include a study that piloted a form of community-based health 

insurance called mutuelles in three districts of Rwanda in 1999. Mutuelles is 

progressively financed to the extent that the poorest are exempt from annual 

premiums.43 

 

What the application of these two concepts of responsiveness might entail in light of 

the aforementioned distinctive features of HSR is considered below in further detail. 

 

Systems needs 

 

Applying the concept of responsiveness to systems needs means determining what 

counts as a systems need. Exercises to measure health system performance can 

identify areas where the system as a whole is falling short. Yet the goals of health 

systems are not uniform across countries and measurement of health system 

performance is not an exact science. The methods and metrics to assess the extent 

to which health systems achieve their goals is perhaps less well established than 

ways of measuring burden of disease.44,45  

                                                      
42

 Government of Rwanda. 2005. Health Sector Policy. Available at: 

http://www.eac.int/health/index.php?option=com_docman&task=doc_details&gid=2&Itemid=47 

[Accessed 20 Sept 2013]. 

43
 Lu et al., op. cit. note 37. 

44
 T. Boerma, M. Chopra, & D. Evans. Health Systems Performance Assessment in the Bulletin. Bull 

World Health Organ 2009; 87: 2. 

http://www.eac.int/health/index.php?option=com_docman&task=doc_details&gid=2&Itemid=47
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An increasing number of countries conduct assessments of their health care system 

performance, including high-income countries (the United States, United Kingdom, 

Canada, Australia, and the Netherlands) and LMICs (South Africa, Mexico, 

Afghanistan, and Indonesia).46 These assessments generally focus on the health 

care system, with simultaneous evaluation of public health systems less common, 

though the Pan American Health Organization‘s Health in the Americas report is one 

exception. The frameworks used to make the assessments vary by country, which 

means that countries differ in their domains of evaluation and operational indicators. 

For example, the United States‘ health care system performance framework 

measures indicators across the following six domains: safety, effectiveness, patient-

centeredness, timeliness, efficiency, and equity. In contrast, Australia‘s framework 

focuses on nine domains: efficiency, effectiveness, safety, appropriateness, 

responsiveness, accessibility, continuity, capability, and sustainability.47 

Afghanistan‘s balanced scorecard approach measures five domains: patient and 

                                                                                                                                                                     
45

 Van Olmen et al. (2012) suggests that this is because work has mainly focused on understanding 

health systems rather than measuring their performance in the wake of the highly critical response to 

the 2000 World Health Report. While the conceptual contributions of the report on the nature of health 

systems were widely accepted, the report‘s effort to quantify and rank the performance of countries‘ 

health systems was largely panned. See J. Van Olmen, B. Marchal, W. Van Damme, et al. Health 

Systems Frameworks in their Political Context: Framing Divergent Agendas. BMC Public Health 2012; 

12: 774. 

46
 Boerma et al., op. cit. note 44; O.A. Arah, N.S. Klazinga, D.M. Delnoij, et al. Conceptual 

Frameworks for Health Systems Performance: A Quest for Effectiveness, Quality, and Improvement. 

Int J Qual Health Care 2003; 15: 377–398. 

47
 Arah et al., op. cit. note 46. 
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community satisfaction of services, provider satisfaction, capacity for service 

provision, quality of services, and overall vision of pro-poor and pro-female health 

services.48 The WHO and OECD also have their own health care system 

performance frameworks.49 There is no consensus on which domains are essential 

to measure and what indicators reflect the best way to measure performance on 

them. As a result, some countries may not collect data on certain domains like equity 

or people-centredness. This can have significant implications for what systems 

needs are identified. It is, therefore, important to recognise the value judgements that 

underlie system performance assessments and to consider their consequences for 

the identification of systems needs. 

 

Although some domains like efficiency and effectiveness are commonly part of 

existing frameworks, there may still be variations in how countries measure them. 

Despite the lack of standardisation, responsiveness to systems needs might be 

interpreted as requiring externally-funded HSR to target a public health or health 

care system weakness identified by its host country‘s performance assessment, 

irrespective of the framework used. Where HSR focuses on the sub-national level, 

the health system weaknesses identified by a national assessment should be evident 

in the districts or provinces where the study is undertaken.  Since HSR should be 

context-driven, studies must be responsive to needs at the level of the health system 

that they address. For example, if a study focuses on addressing inequalities in the 

utilisation of primary health care services because national performance 

assessments show disparities in utilisation exist, host district populations should 

                                                      
48

Edward et al., op. cit. note 40. 

49
 Arah et al., op. cit. note 46. 
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experience lower levels of service access relative to other districts‘ populations or 

disparities in utilisation should be evident within host districts that mirror national 

trends.  

 

This understanding of responsiveness may be sufficient in most cases. However, 

there is at least one possible acceptable exception. Research may still be responsive 

if it focuses on a domain that is not included in a country‘s national health system 

performance assessment, provided that there is strong evidence of health system 

shortcomings on the particular domain. Consideration should, therefore, be given to 

important domains not measured by a host country‘s health system performance 

assessment and to the implications of their exclusion in regards to what systems 

needs are identified. For example, if a country‘s assessment does not measure 

system performance on equity, it would not be able to show whether the health 

system generates inequalities in service utilisation, financial protection, or quality of 

care. Such inequalities would, in effect, not be identified as systems needs. In cases 

where a national performance assessment does not measure certain significant 

domains like equity but other evidence suggests weaknesses exist in these domains, 

responsive HSR could focus on such domains.  

 

An approach of identifying systems needs using health system performance 

assessments may also run into the threshold problem described by Shah, Wolitz, 

and Emanuel.50 One option is to say that any sub-optimal score on a domain 

demonstrates a systems need. Another option is to take the position that not all 

health system failings constitute a systems need. Only those shortfalls from levels of 

                                                      
50

 Shah et al., op. cit. note 6. 
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high performance that are of a certain size matter. A system must be doing fairly 

badly on a domain for there to be a systems need. The difficulty here is to determine 

how suboptimal performance on a domain must be to constitute a systems need. 

Adding to the complexity, these thresholds may have to vary by country because 

different frameworks are being used. There is also potential that very poor scores on 

certain indicators may be masked by overall domain performance scores, suggesting 

there may be a need to set thresholds for indictors too. 

 

Beyond the threshold issue, upholding a requirement for HSR in LMICs to target 

systems needs may be obstructed by a lack of available data. Less information is 

generated on health system performance relative to burden of disease in LMICs. 51 

Where LMICs do not conduct assessments of their health systems, the concept of 

responsiveness to systems needs cannot be applied as described above. Other 

sources of system performance data may exist that can be relied upon, but it is 

important to consider who carried them out (is it a credible source?) and the quality 

of the assessment. One limitation of assessments not performed by national 

governments is that they may not be comprehensive and, therefore, will not give a 

clear picture of performance across domains (which domains are performing worse 

relative to other domains). For example, the recent Social Health Insurance for 

Equity in Less Developed countries (SHIELD) project provided excellent in-depth 

assessment of the health systems of Ghana, Tanzania, and South Africa on a single 

domain—equity.52 

                                                      
51

 Boerma et al., op. cit. note 44. 

52
 D. McIntyre & A. Mills. Research to Support Universal Coverage Reforms in Africa: The SHIELD 

Project. Health Policy Plan 2012; 27: i1-i3 
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Systems priorities 

 

Applying the concept of responsiveness to systems priorities could consist of relying 

on the health system or health research priorities set by host countries. Doing so is 

seemingly straightforward where countries have established such priorities.53 Yet, for 

HSR to focus on systems-level problems, be context-driven, be policy-driven, and 

effectively advance health development in LMICs, it must be responsive to HSR 

priorities set through a specific type of process.  

 

National research priority setting processes frequently rely on disease-driven 

methods, which generally determine what burden of specific diseases may be 

averted by: developing new drugs and technologies, improving existing drugs and 

technologies, and extending the uptake of existing interventions. HSR falls into the 

third of these categories and may be identified as a priority where a significant 

burden of a certain disease is due to poor intervention uptake. Examples of this 

approach include the Combined Approach Matrix (CAM) and the Child Health and 

Nutrition Research Initiative (CHNRI) method.54 When the CHNRI method was 
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applied in South Africa, experts selected three research priorities in the three 

aforementioned categories for each of the seven leading causes of child death.55,56  

 

Linking HSR questions to specific diseases contributes to the fragmentation of HSR 

and frequently results in HSR questions being systematically de-prioritized because 

doing so ignores their impact across multiple diseases.57 Where disease-driven 

approaches are employed, they may, therefore, identify more priorities for biomedical 

research than HSR. These approaches may also give priority to HSR focused on 

health care over HSR focused on public health because public health interventions 

are rarely new medical technologies. Disease-driven approaches can occasionally 

give rise to HSR priorities that are difficult to interpret.58 

 

It has been suggested that HSR priorities are better set separately from disease-

focused (biomedical) research priorities, using interpretive (or other) approaches, to 

capture the full range of urgent research topics.59 Interpretive priority setting 

exercises generally involve a consultative process during which a range of 
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stakeholders are convened to identify priority research topics and/or research 

questions.60 It is essential that policymakers (public health and health care officials 

and administrators) from the host country play a significant role in the priority setting 

process in order to ensure that HSR is policy-driven. If policymakers are not 

involved, the likelihood that HSR will address policy-relevant questions diminishes.61 

It is also desirable that HSR questions should align with sub-national priorities or 

national priorities (rather than global priorities) to ensure that projects are context-

driven.  

 

If HSR is to effectively contribute to health system strengthening in LMICs, ideas 

from development practice shed further light on the nature of priorities with which 

responsive HSR should be consistent. The concept of country ownership put forward 

as part of the Paris Agenda for Aid Effectiveness and the Accra Agenda for Action is 

relevant.62 This stems from the relationship of country ownership to the principle of 

alignment, which requires aid flows to align with country priorities and, therefore, 

overlaps to some extent with the concept of responsiveness to priorities. David 

Booth notes that, where the principle of alignment is achieved, it may, nonetheless, 

be meaningless if the priority setting process (or development of the national poverty 
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reduction strategy) was not country-owned.63 Country ownership exists when 

countries are governed by people for whom national development, including 

improved health and equity, is a central objective and these in-country actors and 

civil society (not donors) drive priority setting processes for health research. It 

denotes ‗a quintessentially political struggle, namely the wrestling of power from the 

hands of donors and the subsequent transfer of agency into the recipient 

governments‘ hands‘ and ‗represents a shift of power in the aid relationship.‘64 

Country ownership is an outcome that needs to be constructed and is not an 

established fact for many LMICs.  ‗The assumption that country ownership in this 

sense already exists, and the only issue for international actors is how to avoid 

undermining it [by aligning their projects with national priorities], is completely 

unrealistic, at least in low-income Africa.‘65 Thus, it is not sufficient for HSR questions 

to simply align with national (or sub-national) research priorities. These priorities 

must have legitimacy, which is derived through their being set via a fair process that 

includes national and sub-national health policymakers and members of civil society. 

Their being set by the government alone is not sufficient to achieve country 

ownership in many cases, especially where leaders have come to power by force. To 

ensure HSR is context-driven, national priorities should also not simply be recycled 

from global development agendas or donors‘ list of priorities. 
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Achieving responsiveness to systems priorities then constitutes a significant 

challenge in current practice. So far, there have been few national processes in 

LMICs (Brazil, Myanmar) that set separate HSR priorities on a regular basis, with 

enough detail to guide the selection of research questions.66 Priority setting for HSR 

is not viewed as being of high importance due to resource limitations.67 Relying on 

health systems priorities may then be a more feasible option in many countries. 

Delivering country ownership of such priority setting processes is also a substantial 

hurdle:  

Many definitions of country ownership ascribe a degree of fairness to 

democratic processes that are simply not evident.   Nascent democracies in 

many parts of the world do not have systems set up to hear and deal with the 

multiple voices that the principle of ―country ownership‖ assumes they do.  The 

systems also, importantly, don‘t have protective policies in place to ensure 

there are safe spaces for vulnerable individuals or groups to speak their mind.68 

Country ownership of health system priority setting requires LMICs to have leaders 

and institutions69 that are committed to health development, are willing to engage 

meaningfully with civil society, and possess the capacity to set national priorities. 

                                                      
66

 Ranson & Bennett op. cit. note 57. 

67
 Alliance for Health Policy and Systems Research (AHPSR). 2009. Priority Setting for Health Policy 

and Systems Research. Geneva: WHO. 

68
 K. Macintyre. 2014. The Good, the Bad and the Uncomfortable in Country Ownership. Aidspan. 

Available at: 

http://www.aidspan.org/gfo_article/good-bad-and-uncomfortable-country-ownership [Accessed 14 Feb 

2014]. 

69
 Here, the term institution refers not only to entities like ministries of health but also to the social 

norms and rules that promote health development. 

http://www.aidspan.org/gfo_article/good-bad-and-uncomfortable-country-ownership


24 

 

(This also draws attention to how vital it is for research capacity building to target the 

systems level in order to build capacity for core functions like priority setting, rather 

than solely focusing upon the individual and institution levels.70) Achieving country 

ownership further entails minimising donors‘ influence over health-related priority 

setting processes in LMICs. This is also a significant challenge. The nature of 

existing funding and international agendas distort priority setting for the health sector 

in African countries.71 Evidence from the aid sector (development assistance for 

health in the context of HIV) indicates that donors have been able to supplant the 

meaning of country ownership in ways that depoliticise it. Rather than being about 

recalibrating the locus of power in priority setting for health aid, the concept of 

country ownership has primarily been used as a tool for donors to limit their 

accountability by shifting responsibility for program implementation to host 

countries.72 

 

 

DISCUSSION 

 

The paper has considered how responsiveness might be understood and applied in 

the context of HSR in LMICs. Due to its systems focus, it is more appropriate to 
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consider responsiveness in HSR in terms of systems needs and/or priorities. 

Responsiveness to systems needs could entail relying on health system 

performance assessments to identify research targets. However, effectively applying 

this concept of responsiveness would require overcoming operationalization issues 

(setting threshold levels of poor performance for numerous domains) and translation 

issues (lack of available data on health system performance, especially public health 

aspects). 

 

Responsiveness to systems priorities entails selecting research questions that are 

consistent with established national or sub-national HSR priorities. Three distinctive 

features of HSR—being context-driven, policy-driven, and linked to development 

objectives—mean that these priorities should be determined through a particular 

type of process that will be challenging to immediately achieve in practice in most 

LMICs. As a result, the concept of responsiveness as systems priorities may require 

more time for application to be feasible compared to responsiveness as systems 

needs in HSR in LMICs. 

 

Problematically, relying on the above interpretations also means that the 

responsiveness requirement could potentially be met without external researchers 

taking direction from or even consulting with host country researchers when 

selecting a research question. Determining whether a project is responsive to a 

systems need, for example, would simply require access to data on health system 

performance for a host country and knowledge of appropriate threshold levels for 

poor performance on domains. Yet this seems inappropriate and inconsistent with 

the concept of country ownership. At the very least, applying responsiveness should 
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entail joint selection of and consensus on a systems need or a systems priority to 

target by external and local researchers, but this does not seem to be a necessary 

component of the concept of responsiveness. We propose that responsiveness (for 

all types of international research) might be expanded to constitute not only an 

outcome-oriented component (alignment with needs) but also a procedural 

component (joint selection process led by host country researchers) to promote 

greater ownership of research question selection by host country researchers. 

Although differences in research capacity may make such procedural components 

difficult to achieve in certain cases, it is, nonetheless, an important ethical objective 

to strive towards. Further work is then needed to clarify the procedural aspects of 

responsiveness and to identify practical strategies to fulfil them in order to ensure 

that they are not rendered meaningless on the ground in the face of power 

disparities between external and local researchers. 

 

Since applying the concepts of responsiveness as systems needs and systems 

priorities will often not be straightforward, we believe that the next step in redefining 

responsiveness for HSR is for bioethicists and health systems researchers to 

consider how the concepts might be ethically applied under non-ideal 

implementation/translation conditions—where countries do not perform health 

system assessments (regularly), where their health system assessments fail to 

measure key domains, where countries have not established HSR priorities, or 

where country-ownership of HSR priorities will be difficult to achieve (fragile states). 

The challenges in the concepts‘ application should not be viewed as a reason to 

abandon the responsiveness requirement. Responsiveness is an important ethical 

consideration that international research should endeavour to fulfil. Although meeting 
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the requirement cannot prevent exploitation on its own, doing so is a necessary 

condition for ensuring that the potential exists for host communities and countries to 

gain health benefits from externally-funded health research. 

 

Perhaps one strategy that external researchers might rely upon to increase the 

likelihood of their HSR being responsive to systems priorities, where host countries 

have not set HSR priorities, is embeddedness. While the precise features of such a 

strategy must be fleshed out in more detail, the general concept of embeddedness 

entails external research institutions and researchers situating themselves in close 

proximity to health policymakers, researchers, and organisations representing 

vulnerable groups in a particular host country.73 This means developing connections 

with health policymakers at various levels (national, district, village) that are of good 

magnitude and high quality, spending considerable time in-country, and working with 

local researchers to build an understanding of the health system context.74 Where 

junior researchers adopt such an approach to their work, by the time they have risen 

to the position of principal or chief investigator and have responsibility for selecting 

research questions, they will be more likely to work with local researchers and 

policymakers to choose topics that reflect the priorities of their host country. 
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Finally, with regards to the debate over whether responsiveness should entail 

focusing on systems priorities or whether it is sufficient to focus on systems needs, 

we would suggest that it may make more sense to rely on responsiveness as 

systems priorities in contexts of limited resources. At present, funding for 

international research is generally low, especially for HSR in comparison to clinical 

research.75 Under such circumstances, there will always be a need to rank systems 

needs as more or less urgent. Thus, requiring HSR to focus on systems needs that 

are also priorities seems the logical option to choose. 

 

 

CONCLUSION 

 

Four features (amongst others) set HSR in LMICs apart from international clinical 

research—a focus on systems, being context-driven, being policy-driven, and being 

linked to development objectives. These features support reinterpreting 

responsiveness for HSR in LMICs as responsiveness to systems needs, where 

health system performance indicators are relied upon to identify systems needs, 

and/or responsiveness to systems priorities, which entails aligning research with 

HSR priorities set through a country-owned process involving national and sub-

national policymakers from host countries. They further draw attention to the fact that 

the concept of responsiveness should be expanded to constitute not only an 

outcome-oriented component (alignment with needs and/or priorities) but also a 

procedural component to promote greater ownership of HSR by in-country actors. 

Given that both concepts of responsiveness will be difficult to achieve in practice, it is 
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also argued that more work is needed to describe how the responsiveness 

requirement can be applied in HSR in LMICs under non-ideal conditions. 

Embeddedness is proposed as one strategy that could be the focus of further 

development. 
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