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Summary 

Local health systems need to learn, namely through timely information sharing and deliberation among 

management teams to respond to emerging health issues quickly and sustainably. “District.Team” – a 

facilitated web-based platform that combines local data visualization and peer-to-peer discussions – 

was developed to address this learning need and to enhance knowledge exchange among health 

district management teams (HDMTs) led by District Medical Officers (DMOs). It was piloted in 2016-

2017 in Benin and Guinea by a cross-facilitation team from the two countries with support from the 

Institute of Tropical Medicine of Antwerp in Belgium and funding from UNICEF. The learning 

framework consisted of five cyclical steps – identification of a health issue or challenge to investigate 

– development of the survey questionnaire by the facilitation team – completion of the questionnaire 

by HDMTs – analysis, visualization, and publication of the results on the web platform – online 

discussion of results and synthesis of lessons learnt on the same platform.  

Participation rates were generally well sustained throughout the five cycles conducted and learning 

occurred at individual/team level, across information, deliberation, and single loop, leading to 

optimized learning capabilities among HDMTs. District.Team promotes transparency and 

accountability in managing local health systems. However, the short implementation period (14 

months) could not allow for the assessment of its health system-wide effects.  

Despite the successes, District.Team failed to win endorsement from the central level (due to 

challenges to secure high-level buy-in and the short project time), contributing to the gradual decline 

in participation by HDMTs across learning cycles.  

Nevertheless, we believe that District.Team may scale up, as there is growing interest in e-health and 

learning health systems among many national and international stakeholders and donors are more 

and more convinced of the necessity to fund learning activities. Based on lessons learnt by the 

facilitation team, the District.Team learning framework is updated and includes a step on Knowledge 

translation. In addition, advocacy is needed for the institutionalization of District.Team, for instance, 

by integrating it into existing health programs using district health information systems (DHIS2) data. 

Hence, District.Team would promote evidence-based practice and decision-making, as well as practice-

informed policy-making.   
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What was District.Team about? 

District.Team was a component of the project "Mobilization 2.0 of HDMTs to combat outbreaks and 

other emerging health issues", which was funded by the UNICEF West and Central African Regional 

Office and implemented from January 2016 to September 2017 in Benin and Guinea. Each country 

established a project coordination team located in a research institution (the Centre de Recherche en 

Reproduction Humaine et en Démographie in Benin and the Centre National de Formation et de 

Recherche en Santé Rurale de Maferinyah in Guinea). Our primary assumption was that an 

intervention package leveraging information and communication technologies (ICTs) could facilitate 

real-time knowledge exchange among HDMTs, leading to improved LHS performance. Due to the 

project's time constraints, a rapid iterative approach was employed. District.Team, designed as a 

collaborative learning process, was created by adapting criteria outlined by Blank and Dork for 

effective online platforms. It followed a cycle comprising five major steps (Figure 1) – 1) Identification 

of a health issue to investigate: the health issue was purposely identified either by the 

research/facilitation team or by the DMOs (e.g. the fifth cycle on maternal deaths surveillance and 

response), based on the principle of the majority – 2) Elaboration of the online questionnaire by the 

facilitation team: the questionnaire aimed to document the practices on the field in relation with the 

national guidelines and to explore resources, activities, and processes needed for optimal response to 

a specific health issue by the local health systems. The online version of the questionnaire was 

developed using the Google form tool – 3) Administration of the questionnaire: The link to the online 

questionnaire was sent by email to DMOs for them to complete the questionnaire. Additionally, phone 

calls and SMS were used to interact with DMOs – 4) Data analysis, production, and publication of 

results: Data were further analyzed and visualizations were produced by the facilitation team. The 

online assessment of the capacity of the local health systems to address the health challenge unveiled 

both their weaknesses and strengths. The visualizations were tables, graphs, maps, or illustrations built 

using D3js (https://d3js.org/)  and Carto (https://carto.com/) software. The visualizations were 

published online on country platforms.  Each country had its platform to facilitate in-country 

interaction and exchange – 5) Online discussion forum on results: DMOs were invited to comment on 

the results and to share their experience and thoughts. Discussions were guided by the facilitation 

team. Facilitators summarized the key lessons of the cycle that were also used to improve the following 

cycle and propose solutions to address the challenges [1]. 

During the Project implementation, in each country, five cycles were carried out by the project team. 

The first and second cycles focused on local health system characteristics (such as the population size, 

the number of health areas, the availability of electricity and internet) and human resources 

respectively.  The third cycle started with the online discussion on performance-based financing in 

Benin and on obstetric fistulae in Guinea, for both, we used results of published reports in Benin [2] 

https://d3js.org/
https://carto.com/
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and studies in Guinea [3,4]. The fourth cycle was on epidemiologic surveillance in both countries. The 

fifth cycle analyzed the maternal death surveillance and response in both countries but started in 

Guinea with data collection through the online checklist [5] and in Benin with the online discussion. 

 

 

Figure 1: District.Team learning framework (2016-2017) 

 

Why focus on local health system, digital tools, and learning? 

Several key events happening in global health over time have inspired the conceptualization of 

“District.Team” with a focus on local health system (LHS), ICTs (digital tools), and learning (Figure 2). 

These include – The Harare declaration (Zimbabwe, 1987) following the Alma Ata “health for all” 

movement (Kazakhstan, 1978), which was a key milestone that established and gave political 

endorsement to the LHS as the backbone of primary health care – The Dakar conference (Senegal, 

2013) held on the 25th anniversary of the Harare Declaration, where participants re-confirmed the 

validity of the LHS strategy but also highlighted a need for a renewed vision [6]); they proposed 12 key 

priority actions, among which the use of ICTs to enhance governance and accountability, equity, 

effectiveness and efficiency of LHS (10th priority), and the promotion of constant learning at the LHS 

level to adapt strategies and interventions to their specific, complex and constantly changing 

environment (11th priority) [7] – The Cotonou workshop (Benin, 2015) following the Dakar conference, 

to deepen reflections on the earlier mentioned 10th and 11th priorities as they are closely 

interconnected. It was assumed that ICTs offer new opportunities capable of transforming health 

information systems not only to feed limited informed decision-making at the central level, but also to 

allow evidence-informed decision-making at the LHS level. Hence, considering the 10th and 11th 

priorities, District.Team was developped and piloted in Benin and Guinea. In addition, the 
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District.Team learning perspective is in accordance with Garvin’s definition of a learning organization 

– an organization skilled at creating, acquiring, interpreting, transferring and retaining knowledge, and 

at purposefully modifying its behaviour to reflect new knowledge and insights [8]. Equally, with 

District.Team, epistemic learning (by valuing data, with analysis and high-quality visualization) was 

combined with reflexive learning (online discussion forum among HDMTs). [9] Moreover, learning 

through District.Team aligns with the three learning dimensions in health systems recently 

conceptualized by the Alliance for Health Policy and Systems Research [10]. These are – means of 

learning, where learning can occur through information, deliberation and action – learning across 

levels, where learning happens at individual, team/group, organizational and cross-organizational 

levels – and learning loops, where learning takes place through single, double and triple loops [10,11]. 

Besides, it is noteworthy that over the past decade, there has been a growing interest in learning health 

systems [12–26] indicating that learning is instrumental to health systems performance. 

 

 

 

Figure 2: Key events inspiring the development of District.Team 

 

What worked and what has not through District.Team? 

District.Team was initiated in an epidemic context in both countries in 2016, Ebola Virus Disease in 

Guinea and Lassa Fever in Benin. Learning occurred in settings where mobile phone and internet 

connections were often unreliable. During the five cycles conducted in each country, participation 

rates were generally well sustained [1,24] and learning occurred at individual/team level, across 

information, deliberation, and single loop, leading to optimized learning capabilities among HDMTs 

(Figure 3). During Cycle 1, 85% (for Benin) and 100% (for Guinea) of HDMTs filled in the online 

questionnaire and there was high and active participation in the online discussions [1,24]. In the final 
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Cycle, 61% and 74% of HDMTs respectively, participated in questionnaire filling and discussions in 

Guinea [1,5], while in Benin, 44% of HDMTs contributed to the online discussion [1,24]. 

HDMTs had various perspectives on the impact of the data analysis and visualizations on their 

own practices [1,24]. A DMO from Benin felt positive about the overall experience: “Thanks to data 

visualization, we identified the gaps in our district’s preparedness (to the cholera outbreak). This 

allowed us to readjust the stock of drugs”. DMOs felt that engaging with their peers from other settings 

during the online discussions was critical to improving their knowledge of the health issues and 

challenges. A DMO from Guinea noted that “the theme on the management of human resources was 

very interesting, essential, and relevant as only 4 over 30 positions are filled by the government. We 

were keen to know what the situation in other districts was”. The availability of the facilitation team 

for guiding the HDMTs and periodical face-to-face meetings to enhance trust among HDMTs and 

between them and the facilitation team was important for many participants [1,24].  

DMOs stressed that District.Team was innovative with a user-friendly platform where all data 

and members’ contributions are shared. It offers room for more transparency and accountability in 

managing local health systems. Teams also discovered their own strengths and capabilities through 

the process of engaging with data and online sharing. A DMO from Benin noted that “with 

District.Team, we became aware that each DMO has developed specific skills and competencies, and 

we could learn from each other”. The virtual and asynchronous nature of District.Team was noted by 

most DMOs as its main strength, as each member could freely access it through internet at any time 

and place: “there are less face-to-face meetings, you do not need to travel to participate” as asserted 

by one DMO in Benin [1,24]. 

The District.Team strategy lasted for only 14 months, however, in that period it started to 

attract the interest of some officials from the sub-national and central levels. A regional inspector of 

health in Guinea concerned about the insufficient dissemination of guidelines and standards on 

maternal deaths surveillance and response system opined that districts should build on the gains of 

the intervention to mainstream the use of computer equipment and digital documentation [5]. In 

Benin, the Ministry of Health used District.Team to get bottom-up participation of HDMTs in the 

elaboration process of the National maternal death surveillance and response plan 2017-2022 [27,28]. 

However, the lack of integration of District.Team into existing health programs and HIS platforms 

caused a gradual decline in participation, with HDMTs struggling to find time and win support from 

supervisors. All DMOs revealed that barriers related to participants are the lack of time and 

interference with other solicitations by the regional and central staff, vertical programs, financial and 

technical partners. DMOs often resorted to using their free time to participate in District.Team. Many 

DMOs also acknowledged that the lack of mainstream support of District.Team in the health system 

did not give them confidence to share their views in a public forum: “what was lacking was the 
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participation of the central level; if my hierarchy is not interested in this project, why should I do?”, 

affirmed a DMO from Benin [1,24].  

A major weakness of the facilitation was the irregular synthesis of the lessons learnt during 

some cycles. Indeed, a blog was published by the facilitation team only for the three last cycles to 

describe the main outcomes and how HDMTs can improve their performance on the specific issue. 

DMOs also pinpointed that the facilitation team did not follow up on the application of solutions 

proposed to the problems affecting health districts’ performance that were identified during cycles 

[1]. 

All DMOs reported the electricity irregular supply and the instability and low quality of the 

internet connection as the main barriers to the intervention. In Guinea, one DMO declared that ‘the 

quality of the internet connection limited my participation. Regarding electricity, I do not even have it; 

I use an electric generator that needs 20 liters of fuel per day, but I do not have any subsidy’. Another 

DMO from Guinea added that ‘sometimes, you have an electronic failure, your office computer shuts 

down and you lose what you were doing’  [1]. 

The short implementation period (14 months) of District.Team could not allow for the 

assessment of its health system-wide effects [1,24]. 

 

 

Figure 3: Learning dimensions, aspects, and construction through District.Team 

 

What did we learn from District.Team (triple loop learning)? 

Triple-loop learning often refers to as “learning how to learn”, despite the limited consensus amongst 

the scholars about its definition [29]. It involves questioning the basic learning frameworks and 

assumptions through which single- and double-loop learning occur and influencing them to change. It 

improves how the system learns through deliberate changes in or producing new learning frameworks, 

structures, processes and strategies [30–33].  

We learnt that – learning strategies should be implemented over an extended period of time 

(at least four years) to deliver assessable health system-wide effects – these strategies should 
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incorporate knowledge translation to advocate the use of generated knowledge, monitor its 

application in practice and policy, and evaluate the resulting effects – the sustainability and 

effectiveness of learning strategies depend significantly on investing in the facilitation capacity and 

gaining ownership from national health system authorities (leadership from legitimate authorities) – 

targeted participants (e.g., HDMTs) should be involved in (or exclusively in charge of) the selection of 

issues to be investigated for greater ownership of the process – learning strategies should ideally be 

integrated into the routine management of the health system, at all its different levels (but not as a 

parrallel strategy to the routine health information system). 

Our triple loop learning from District.Team is reflected in the following proposition for potential scale-

up with an updated learning framework (Figure 4). 

 

Our promising proposition: scale-up with an updated learning framework 

District.Team needs to be scaled up given the changed contexts, notably including – the presence of 

political goodwill for reforming national health systems (e.g., in Benin and Guinea) – increased interest 

in digital health – increased interest in evidence-based progress assessment and decision-making – 

and increased interest in learning health systems among numerous stakeholders both national and 

international, such as Ministries of Health (e.g., in Benin and Guinea), UNICEF, World Health 

Organization, USAID, The Global Fund, IntraHealth International, and The World Bank [10,34–40]. In 

this regard, based on the lessons learnt (triple loop learning) by the facilitation team, the District.Team 

learning framework is updated and includes a step on Knowledge translation (Figure 4). Furthermore, 

the updated framework incorporates the utilization of DHIS2 data, given that DHIS2 serves as the 

primary routine health information system in several countries, such as Benin and Guinea. Leveraging 

DHIS2 data would be conducive to the institutionalization and integration of District.Team into existing 

health programs. 

Although the District.Team updated learning framework primarily targets HDMTs, it also 

includes end users and service providers, health committees, health program management teams, 

staff at regional and central levels, and partners. It comprises six steps (Figure 4), namely – 1) 

Identification of the health issue to investigate/study: this initial step involves HDMTs, district hospital 

directors, health committees and health program managers, with the participation of staff at sub-

national and central levels, partners, and the facilitation team. The investigation of certain issues will 

involve using routine data from DHIS2; in such cases, steps 2 and 3 are optional. However, for other 

issues, different research approaches will be necessary, including operational research (operational or 

service delivery-related issues), implementation research (implementation-related issues), or health 

system research (health system-related issues) – 2) Development of the survey questionnaire or 

interview guide: by the facilitation team with contributions from stakeholders, particularly HDMTs and 
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health program managers. This step is optional when using routine data from DHIS2 – 3) Online 

questionnaire completion or field interviews: depending on the issue to be addressed, the 

questionnaire may target HDMTs, health committees, and/or health program managers. Monitoring 

of completion is done through emails, SMS, and phone calls. Some issues will require field data 

collection from health service users and providers and/or from other stakeholders. This step is also 

optional when using routine data from DHIS2 – 4) Data analysis and results publication: this step is 

primarily carried out by the facilitation team. Optionally, it may be managed by HDMTs and health 

program managers. The generated results are published on the District.Team platform in a blog format 

– 5) Online results discussion and knowledge synthesis: discussions are led by the facilitation team on 

the District.Team platform. Stakeholders are invited to discuss bottlenecks and share their experiences 

and opinions. Knowledge is regularly synthesized (according to different audiences) and published on 

the same platform. Additionally, other communication channels (e.g., media, workshops, etc.) are used 

for certain audiences, notably health service users and providers, to facilitate the translation of 

knowledge into practice and policy – 6) Knowledge translation (into practice and policy): This step 

targets health service users and providers, health committees, HDMTs, health program managers, and 

the Ministry of Health. Advocacy by the facilitation team, HDMTs, program managers, and staff at 

regional and central levels participating in cycles may be necessary for the use of generated 

knowledge. Monitoring and evaluating the effect and impact of knowledge use on population health 

outcomes is conducted by program managers and the facilitation team. 

 

 

Figure 4: District.Team updated learning framework (2024) 
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Conclusion 

District.Team has demonstrated promise in enhancing knowledge management, fostering learning 

local health systems, and cultivating collective intelligence within resource-constrained health 

systems. Opportunities exist for facilitating peer-to-peer knowledge exchange among HDMTs and 

implementing more bottom-up approaches to tackle health system issues and challenges. The 

proposed updated framework incorporated the lessons learnt from the experience in both Benin and 

Guinea. Institutionalizing District.Team in countries, such as Benin and Guinea, would promote 

evidence-based practice and decision-making, as well as practice-informed policy-making. The success 

of District.Team strongly rests on investing in facilitation capacity and institutional support.  
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