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A multilevel approach to knowledge sharing:

Improving health services for families and children

Improving health services for fami-
lies and children requires a multi-
level approach, involving engagement
with government agencies, implement-
ing partners, andservice providers to en-
sure the success of health interventions.
The Knowledge for Health (K4Health)
project uses a knowledge sharing and
capacity building approach to improv-
ing health services, including family
planning and sexual and reproductive
health (FP/SRH). In order for cur-
rent technical information on FPISRH
to reach policy makers, program man-
agers, and service providers—from doc-
tors and nurses working in health fa-
cilities to community health workers
making home visit—KqHealth first
uses participarory methods to assess the
health information needs of these key
stakeholders, to ensure that interven-
tions meet their specific needs. Using the
needs assessment results, FP/SRH infor-
mation is then tailored and packaged
for each audience to influence decision
making at the policy level, or improve
counseling at the point of care, so that
community members are able to make
informed health decisions for their fam-
ilies. KgHealth collaborates with local
government agencies, engaging them in
designing, implementing, and evaluat-
ing interventions, in order to facilitate
ownership and sustained interest in the
program. Through an illustrative exam-
ple from a field project in Malawi, this
article examines how knowledge man-
agement projects can and should en-
gage with all stakeholders involved in
FP/SRH, as by doing so, the impact
of these programs can enhance health
services and health for families and
children. [social knowledge manage-
ment, digital health, community health
workers, Malawi, sexual and reproduc-
tive health, social networks]

Introduction

eveloping countries, now classified as low- and

middle-income countries (LMIC), are countries

that have developing economies. Families that live

in these countries often lack proper access to health

services, most notably those related to family plan-
ning and sexual and reproductive health (FP/SRH) (Alkema et al.
2013; Casterline and Sinding 2014; Cleland et al. 2011; Singh et al.
2010; WHO 2012). FP is often heralded as one of the greatest
achievements in public health, due in part to its social, eco-
nomic, and health benefits. FP can lead to smaller family sizes,
longer birth intervals, reduced exposure to sexually transmitted
infections, and fewer infant, child, and maternal deaths (Tsui
et al. 2010). In fact, because many LMICs have high birth rates,
FP has the potential to reduce poverty and hunger, and avert
32 percent of all maternal deaths and approximately 10 percent of
all childhood deaths (Cleland et al. 2006). General sexual health
education programs, which can address issues related to FP as
well as HIV/AIDS, have the potential to increase the uptake of
FP services and safer sex practices (see Kim et al. 1997; Kirby
et al. 2007 for examples). Programs that seek to reduce risk of
exposure to HIV/AIDS can greatly impact families and children.
Because the HIV/AIDS epidemic primarily affects an individual’s
economic productivity, resulting in many children losing one or
both of their parents, and infects unborn children due to mother-
to-child transmission, programs that target health care workers
can reduce transmission which, in turn, can improve the lives of
families and children (Mishra and Assche 2008).

Limited access to FP/SRH services negatively impacts women
and their families in a multitude of ways (Kuhlmann et al.
2010). Around the world, nearly 800 women die each day dur-
ing pregnancy and childbirth (WHO 2012). In some regions,
the situation is even more dire: for example, in Eastern and
Southern Africa, close to 58,000 women died during pregnancy
and childbirth in 2010 alone, which accounted for more than
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one-fifth of all maternal deaths globally (WHO etal.
2012). Further evidence shows that infants whose
mothers die are far less likely to live to their second
birthday than those whose mothers survive. Many
of these deaths could be avoided with proper FP,
which could decrease the rate of unintended preg-
nancies and lead to healthier families and children
(WHO 2012). Thus, advocating for modern FP in
LMIC:s is paramount. Informational campaigns to
address unfavorable attitudes, quality information
for providers and health care workers, and public
policy are just a few of the components that can
help move the FP agenda forward (Cleland et al.
2011).

Knowledge is paramount to improvement in the
quality of health services, including FP/SRH health
care. However, the mere presence of knowledge does
not automatically translate to positive health out-
comes (Ferris et al. 2001). Rather, knowledge must
be shared, brokered, and thoughtfully managed—
this is the essence of the process known as knowl-
edge management (KM). KM includes the creation,
acquisition, capture, sharing, and use of knowledge,
skills, and expertise (Quinn et al. 1996). Practical
needs for knowledge expertise and understanding
have been present for millennia, and the KM field
is rooted in religion, philosophy, psychology, eco-
nomics, and business theory (Wiig 1999). Over the
last three decades however, businesses (primarily in
the for-profit sector) have transformed KM into a
discipline that weaves people, processes, and tech-
nology together so that the knowledge necessary
for an organization to succeed is systematically cap-
tured, created, shared, and leveraged for maximum
benefit (Guptill 2005). From a management perspec-
tive, systematic KM typically includes facilitation
and monitoring of knowledge-related activities; the
creation and management of knowledge infrastruc-
ture; the renewing, organizing, and transferring of
knowledge assets; and the leveraging of knowledge
assets (Wiig 1997). Within the context of FP/SRH,
KM has shown promise in enhancing the exchange
and flow of the latest information and guidance
among health professionals in Malawi and Ethiopia
(Campbell et al. 2014; Harlan et al. 2013).

Existing literature on KM focuses on cap-
turing, organizing, synthesizing, and retrieving
information—a process through which the exchange
of knowledge is passive. The literature is also domi-
nated by research on ways that information technol-
ogy can facilitate the acquisition, codification, and
exploitation of knowledge (Newell et al. 2001). KM
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is constantly evolving and has gone through sev-
eral generations. The first-generation KM focused
on technology, codification, and maximizing effi-
ciency, as much of this era sought to provide access
to explicit knowledge, but paid minimal attention in
noting how knowledge is generated (McElroy 2000).
Second-generation KM moved the focus on capac-
ity building and learning within organizations to
maximize KM, as scholars began to recognize that
despite its ability within many companies to suc-
cessfully leverage knowledge, technology alone was
not able to deliver comprehensive KM (McDermott
1999). The current generation of KM has shifted to
KM practices far more interested in fundamentally
people-focused approaches to capturing knowledge;
methods include after-action reviews, peer assists,
and knowledge cafés as avenues to increase knowl-
edge exchange. These approaches suggest that such
exchange relies ever more heavily on socialization,
relationships, and cooperative interaction together,
in a collaborative environment, indicating that these
“social” facets must be front and center for effective
KM (Janz and Prasarnphanich 2003).

Although the field is moving toward a people-
focused perspective, this approach represents a rel-
atively small proportion of KM inquiry (Aramburu
and Sdenz 2007). In an ever-changing environment
in which individuals interact across geographical
regions, languages, and technical areas, KM must
evolve to deal directly with the ways in which peo-
ple and organizations create and utilize knowledge.
It should also acknowledge the importance of the in-
teractions among KM techniques, technology, and
people (Bhatt 2001).

The Knowledge for Health (K4Health) project,
funded by the U.S. Agency for International Devel-
opment (USAID), uses an approach known as “so-
cial knowledge management” (Social KM) to pro-
vide health professionals with the knowledge they
need to provide accurate, comprehensive, and rel-
evant health information to families and children
to improve FP/SRH globally. Building upon past
generations of KM, Social KM emphasizes the im-
portance of social connections and interactions with
the idea that such an approach can further the im-
pact of health and development programs.

The phrase “social knowledge management” has
been in use for nearly a decade, primarily in the busi-
ness literature. Online tools are but one component
of social KM, and in contrast to early KM efforts
focused heavily on using information technology as

a means to capture and store what people know and
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emphasized IT investments. As Heidelberger (2009)
outlines in a presentation on the topic, Social KM
is the management of social knowledge, where so-
cial knowledge is knowledge shared by groups (e.g.,
communities of practice), can take place both within
and across organizations, and aims for a social ben-
efit. Our most important consideration is system-
atically collecting knowledge and connecting people
to it so they can act effectively. In order to do so,
both technology, relationships, and systematic pro-
cesses should be leveraged as means to share and
spread experiential knowledge. Human and organi-
zational dynamics are easily the most complex aspect
of Social KM, and therefore deserve significant at-
tention and consideration when creating social KM
interventions. Ultimately, Social KM is about shared
learning across boundaries, where individuals and
groups make use of a wide range of tools, perspec-
tives, and theories that enable conversations and col-
laboration in order to achieve common goals, all of
which takes into account complex social dynamics
and working realities.

K4Health’s Social KM approach places people
at the center of the KM process. Our Social KM
perspective begins with a simple premise: the central
role that human psychology and behaviors play in all
KM and exchange efforts. This approach manifests
on many levels: at the individual level; within orga-
nizations, communities, and societies; and through
formal, informal, explicit, tacit, surface, and com-
plex systems, to name a few. As K4Health views
human and social factors as critical to effective KM
work, our conceptualization of Social KM highlights
key “social” pillars of KM: social benefit and so-
cial systems, and the concept of social interaction—
including social networks, social learning, social cap-
ital, and social media (Figure 1).

Our overarching use of the term Social KM is
to distinguish the social benefit function, which in
the case of K4Health relates to improvements in ser-
vice delivery, health systems, health behaviors, and
ultimately health outcomes. Similar to others, we
also highlight the use of social media tools, which
provide a platform for social interaction across dis-
tance and time. These tools allow health practition-
ers to discuss challenges, share successes, and grap-
ple with complex design and implementation issues.
It enables a bottom-up KM approach, which not
only recognizes, but understands the critical voice
and role that community members can potentially
play within knowledge exchange, based on individ-
ual control over the information that is shared, in
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FIGURE 1. Pillars of Social KM.

contrast to more traditional KM approaches where
a top-down approach is employed as a means to
disseminate information (Avram 2006).

In addition, because Social KM employs prin-
ciples and practices of KM for a social benefit, we
recognize the need to pay special attention to other
important “social” aspects of KM: social interaction,
social networks, social learning, and social capital.
The inclusion of these social interaction aspects, dis-
tinguishes our approach to Social KM from others.
We emphasize that all of the “social” elements of
our model take place within a social system, which
Rogers (2003) defines as a set of interrelated units
engaged in joint problem solving to accomplish a
common goal. Members of a social system rang-
ing from individuals to organizations to subsystems
are joined together by a common objective. Under-
standing the larger system or subsystem can acceler-
ate achievement of these goals (Rogers 2003).

The rate at which health and development
outcomes can be achieved is influenced by social
networks. Social KM is interested in studying net-
work attributes, strengths, and weaknesses to ac-
tively increase and facilitate the flow of knowl-
edge via targeted interventions, such as empowering
identified social champions and removing bottle-
necks. Networks also provide a space for social cap-
ital, defined as the “features of social organization,
such as networks, norms and trust, that facilitate
coordination and cooperation for mutual benefit”
(Putnam 1993). The concept of social capital rec-
ognizes that in social networks, trust and norms
can facilitate or hinder the progress of collective
action toward health and development goals. So-
cial cognitive theory defines human behavior as
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FIGURE 2. K4Health audiences and knowledge flow.

dynamic—consisting of reciprocal interaction of
behavior, personal factors, and social factors—
individual behavior shaped by social system and cog-
nition, including expectations and beliefs, through
social learning (Bandura 2001). From a KM per-
spective, individuals do not tap into KM systems
simply to seek information. Rather, they engage in
KM systems to meet like-minded individuals, seek
support, and develop a sense of identity (Andrews
2002; Zhang and Hiltz 2003).

These Social KM pillars underlie and improve
the traditional dimensions of KM, such as the pro-
cesses to generate, capture, synthesize, exchange, and
use knowledge; technology to support KM interven-
tions; organizational systems to support a culture
of KM; and key relationships that facilitate knowl-
edge exchange. Our conceptualization of Social KM
was informed by research findings and implementa-
tion experiences in a KM project we carried out in
Malawi, which aimed to improve knowledge flows
around FP/SRH and HIV/AIDS knowledge at mul-
tiple levels of the health system. This case study is
discussed below.

With these Social KM pillars at the core, we
consider four main audiences when designing ac-
tivities to improve knowledge exchange related to
FP/SRH (Figure 2): (1) direct users of our products
and services (content as well as access to tools and
expertise that can assist in delivering in a higher
quality of health care service) (primary audience);
(2) direct users of our products and services' who
also interact with FP/SRH clients; (3) direct users of
our products and services who are involved in mak-
ing or implementing FP/SRH-related policies; and
(4) clients themselves. Taken together, our products
and services diffuse through these various audiences
for improved FP/SRH outcomes. For example, we
believe mothers are key decision makers in health-

seeking behavior for their families, and our products

and services equip mothers with the knowledge they
need to make evidence-based decisions regarding
their families” health.

Social KM and applied
anthropology

The social pillars of our Social KM approach help
ensure that our work is developed, implemented,
and evaluated with people at the center. The Social
KM approach, in fact, lends itself to a participatory
process drawing upon key tenets of applied anthro-
pology. An applied anthropological perspective in-
volves collaborative research with local groups, who
are viewed as partners and participants, with the
overarching goal of using findings to advocate for
and with these populations. The premise of applied
anthropology is that communities have a right to
be involved in their future and that while applied
anthropologists can assist with advancing a commu-
nity’s well-being, anthropologists must be mindful
of their role in the research, so as to not co-opt
the community’s agency (Rylko-Bauer et al. 2006;
Singer 1994, 1995). K4Health reflects these values
in how we ground our initiatives in the local con-
text and work collaboratively with local partners.
Drawing from applied anthropology, our participa-
tory process involves engaging key stakeholders—
including local government health agencies, local
nongovernmental organizations (NGOs), and com-
munity members—to engage them in needs assess-
ments, as well as the design and implementation
of health interventions. As outlined in our Social
KM approach, we have a bottom-up strategy, listen-
ing to what local actors want and need, and then
working with them to make their vision a reality.
We work with local partners to ensure they have
a say in how interventions are designed, so that

their community’s needs are met and to nurture
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ownership and interest in seeing the intervention
succeed and continue. We adopt an applied anthro-
pological lens in our work, in that we believe com-
munities have a right to be involved in their future,
hence the participation and close collaboration with
local stakeholders in our field projects.
Determining the needs of clients, which is rarely
taken into account when developing health pro-
grams, is necessary to ensure that women and fam-
ilies are receiving quality care and that services
are client centered (Bogenschneider 2011). Ensuring
that services are client centered requires not only
surveying clients about their health needs but also
acknowledging and drawing upon their expertise
to finding solutions to health issues. Our fieldwork
begins with a needs assessment, in which we not
only hear from local actors, but also invite them
to be present and engaged in analyzing the needs
assessment data. In line with core applied anthro-
pological principles, we use the needs assessment
phase as a vehicle for engaging with and involving
local communities from the beginning of the project
and throughout the implementation and evaluation
stages (Warry 1992). By working collaboratively with
stakeholders, we ensure that communities have a
voice in the design of the study and interpretation
of study results and the development of recommen-
dations for activities to address information gaps and
needs identified in the assessment. Employing tra-
ditional ethnographic methods, such as participant-
observation and embedding researchers in commu-
nities, is not feasible given the time and resource
constraints of our project cycle, which has fixed
dates and funds. In light of these limitations, we
use a mixed-methods approach involving the collec-
tion of quantitative and qualitative data to obtain a
comprehensive understanding of the underlying cul-
tural and social norms in a community (Scrimshaw
etal. 1991). Examples of methods we use include sur-
veys, focus group discussions (FGDs), Net-Map,*
and in-depth interviews. Our intention in using a
variety of methodologies is to hear from relevant
actors within a short amount of time, given our
funding constraints. Our needs assessment findings
are then shared with local partners, who review the
results and work with us in designing interventions
that address health service gaps, as we recognize they
alone know what is best for their communities (Sil-
litoe 2007). In addition to assisting with the design
and implementation of interventions, we also in-
volve stakeholders in evaluating the impact of the

projects, to gain their insights in interpreting results
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and brainstorming ideas to improve the project. As
we simultaneously learn from local partners, we also
exchange knowledge with them, in that we pro-
vide them with training on conducting research and
project management. The exchange of knowledge is
bidirectional, as we view local stakeholders as equal
partners, who should be determining the develop-
ment of their community.

Introduction to case study

We recognize that needs vary by context. As a result,
the process we follow in implementing our work
at the country level also varies. To better illustrate
how we use a participatory process in our work,
we will outline our experience from our Malawi
field project. We drew on our experience from this
project to inform our subsequent conceptualization
of Social KM. The Malawi project was conducted in
partnership with the Ministry of Health (MoH), and
implemented through a K4Health partner office in
Malawi, which led health programs and had a deep
interest in improving FP and HIV/AIDS outcomes.
This partner office had a history of working with
the MoH on policy issues to improve health systems

and quality.
Malawi case study

Background

Malawi, one of the poorest countries in the world,
with approximately so percent of its population liv-
ing below the poverty line, suffers from high morbid-
ity and mortality rates associated with unintended
pregnancy and HIV infection (Dunbar et al. 20135
World Bank [WB] 2014). The total fertility rate is 5.7
(WB 2012) and contraceptive use is almost 20 per-
cent lower than the global prevalence rate (WHO
2014b). More than a quarter of reproductive age
women have unmet FP needs, which can have a
negative impact on families and children. However,
increased contraceptive use can reduce maternal, in-
fant, and child mortality and improve other peri-
natal and childhood health outcomes such as birth
weight (Cleland et al. 2012). In addition, couples
that practice FP and consequently have fewer chil-
dren can invest more resources in each child, out-
comes believed to benefit the family unit (Canning
and Schultz 2012).

Furthermore, Malawi faces a generalized
HIV/AIDS epidemic, with a 10.6 percent preva-
lence rate among those aged 15—49 (WHO 2013).
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HIV is primarily transmitted heterosexually; how-
ever, children bear the brunt of the epidemic, with
an estimated 910,000 children left orphaned from
the loss of their parents and mother-to-child trans-
mission accounting for 10 percent of all infections
(UNAIDS 2013). Families that take care of orphans
or other family members who have illnesses related
to HIV/AIDS have less time for their own chil-
dren and decreased family resources (Heymann and
Kidman 2009). Complicating the health situation is
a shortage of medical personnel, contributing to a
weak and fragmented health system (Celletti et al.
2010; Haines et al. 2007; WHO 2014b). In response
to the shortage of clinical providers, the health
system has turned to community health workers
(CHWs) to provide critical health services in under-
served areas of the country. CHWs provide a spec-
trum of health services, ranging from HIV testing
and counseling to vaccine administration (Hermann
et al. 2009). These CHWs are a vital link to health
services for people living in rural areas of the coun-
try, where 80 percent of the population resides (CIA
2014). As CHW's are often the frontline providers in
rural communities, they require access to health in-
formation resources, so that their clients, including
families and children, receive the best possible care.
However, prior to a needs assessment conducted in
20009, little was known about how CHWs in Malawi
seek and share health information, and barriers
they face in accessing health resources (LeMay and
Bocock 2012). CHWSs provide information and
counseling in a variety of health areas, they re-
fer patients for treatment, deliver FP methods, and
provide immunizations and growth monitoring to
name a few tasks (Kadzandira and Chilowa, 200r).

The K4Health Malawi project process

In an effort to better understand and address these
FP and HIV/AIDS issues, and the knowledge needs
of health workers in Malawi, the project began with
a needs assessment that included health practition-
ers working at multiple levels of the health system.
The findings from the assessment were used to in-
form design and implementation of the K4Health
Malawi Demonstration Project, which operated at
the national level as well as at the district and com-
munity levels, in partnership with local stakehold-
ers over an 18-month period from 2009 to 2011. At
the district level, two districts received the interven-
tion and a district with similar social and demo-
graphic characteristics served as a control. The goal
of the project was to increase access to and use of FP
and HIV/AIDS, thus increasing health care provider
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knowledge, strengthening the health system, and ul-
timately improving service quality.

A combination of methods was used for the
needs assessment, which included Net-Map, FGDs,
and in-depth interviews. Participants were purpo-
sively selected to cover multiple levels of the health
system (national, district, and community), multi-
ple roles within the health system (health program
manager, health care provider), a variety of insti-
tutions (MoH, NGOs, clinics), and varying geo-
graphic areas (urban/rural). Net-Map group inter-
views were carried out at the national and district
levels to determine the relationships, flow of infor-
mation, and degree of influence among government,
donor, and NGO stakeholders. For the develop-
ment of these Net-Maps, we asked participants to
identify HIV/AIDS and FP/SRH information that
they perceived as particularly difficult to disseminate
within the health system. The majority of partici-
pants selected FP generally and HIV/AIDS testing
and counseling. These topics then served as the focus
of the mapping exercise and results from the Net-
Map interviews around these health topics revealed
that FP and HIV/AIDS information is concentrated
at the national level, and that the flow of health in-
formation is poor between the national and district
levels. The diffusion of information was primar-
ily top-down; and outgoing information from the
community level to the higher levels of the health
system was almost nonexistent. In addition to the
Net-Map interviews, participants visualized infor-
mation pathways and identified influencers within
the health system. The Net-Map exercise also con-
tributed to mobilizing stakeholders, as the group
interviews brought different partners together to dis-
cuss issues and solutions to addressing challenges.

Once the needs assessment was completed, we
convened key stakeholders to discuss the findings
and explore possible solutions to addressing knowl-
edge gaps and barriers to the diffusion of informa-
tion within the health system. In consultation with
stakeholders, several intervention activities were pro-
posed, including the development of national level
online toolkits, District Learning Centers (DLCs),
and a SMS network? among CHWs at the commu-
nity level.

The DLCs provided a physical space that of-
fered access to online and offline health resources
for health professionals in the region, in response
to the needs assessment identifying limited Inter-
net coverage and lack of print materials as barri-
ers to learning and information seeking. The as-
sessment also revealed that CHWs have difficulty
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communicating with supervisors and their col-
leagues, leading to the design and implementation
of the SMS network to increase communication
and knowledge exchange. This SMS network al-
lowed for two-way communication between users
and the project covered the costs of messages. Stake-
holders from the district and community remained
engaged in the implementation process for interven-
tions from their respective levels within the national
health system. They determined what resources to
include in the DLCs and were responsible for re-
viewing a list of frequently asked questions (FAQs)
for the SMS network. Using a participatory pro-
cess enabled health care providers at the district and
community levels to create the KM system that ul-
timately led to service quality improvement.

Local partners actively participated in imple-
mentation and monitoring, which facilitated rapid
course correction throughout implementation. For
example, although CHWs were provided with mo-
bile phones and received training to use them, ac-
tual use of the SMS network to request technical
information was minimal. In collaboration with key
stakeholders, we developed an electronic learning
program in an effort to encourage greater use of
the mobile phone network, through which CHWs
received questions and tips on health topics, such
as the advantages of using specific contraceptive
methods. These tips were developed based on FAQs
raised by the CHWs, current events (e.g., detect-
ing/treating measles after an outbreak), and from in-
terviews with supervisors. We collaboratively identi-
fied knowledge gaps through a question-and-answer
approach with CHWs who subsequently partici-
pated in a learning process that prompted them to
look for answers to technical questions in their train-
ing manuals and from each other. Examples of ques-
tions pushed out through the SMS network include
the benefits of using certain contraceptive methods
and the correct dosage instructions. This learning
service encouraged greater use of the SMS network
and technical information requests from CHW's to
their supervisors. Evaluation of the project involved
methods used during the needs assessment (Net-
Map, FGDs, in-depth interviews), so as to provide
baseline and endline comparison data.

We also carried out an assessment of the SMS
network, involving analysis of the number and con-
tent of SMS messages. Findings from the endline
Net-Map interviews indicated that there was an in-
crease in outgoing communication from CHWs to
higher levels of the health system in comparison to
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baseline. There was also greater information diffu-
sion throughout all levels of the health system. A
benefit of the SMS network was the identification
of outbreaks, which led to district health officers
rapidly responding to a meningitis outbreak based
on a SMS message from a CHW. Evaluation re-
sults were positive. We found that our intervention
widened service coverage (with the average number
of clients visited per CHW per month at 74 in the
intervention districts as opposed to 30 in the control
districts), decreased the time CHW s reported stock-
outs (three minutes in the intervention districts as
opposed to 8.7 hours in the control districts), and
decreased the amount of time CHWs had to wait
to receive feedback from a technical support per-
son (nine minutes in the intervention districts and
25 hours in the control districts). We also found that
our intervention resulted in a fourfold reduction in
cost with regards to reaching supervisors ($0.48 in
the intervention districts compared to $3.06 in the

control districts).

Malawi project limitations

While the Malawi project achieved impressive re-
sults at the district and community levels, a post-
sustainability assessment showed that many of the
elements of the project were not sustainable. Com-
puters housed at the DLCs had viruses and the gov-
ernment failed to provide cell minutes for CHWs
after the project ended. We chose cell phones as the
lowest low-tech option due to their ubiquitous use
in the country. Despite these limitations, elements
of the project did carry on. CHW's continued to
communicate with each other to exchange knowl-
edge using their own funds for the cell phones as
mobile phone communication proved to be more ef-
ficient and cost effective compared with biking up to
30 kilometers to seek information from a supervisor.
And even when the SMS network hub (the mech-
anism through which SMS messages were filtered
at the District Hospital level) broke down, CHWs
would use their personal funds to connect with their
supervisors to solve problems, pointing to one valu-
able outcome of the project: CHWs became em-
powered to seek and apply knowledge through the
project process. If this project were to be replicated
in the future, lessons learned from this experience
indicate that there is a need to more systematically
plan for and foster local ownership of the project by
the MoH in order to sustain the program.

Clients were interviewed to determine the ef-

fectiveness of the project and its impact on their
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behaviors, but because the objectives of the project
were to strengthen the health system workforce, the
findings center on health system performance. Mov-
ing forward, we will involve clients from the begin-
ning of projects, including the design and evaluation

of the intervention.

Conclusion

The Malawi project placed health care providers,
their motivations, and their commitment at the
center of activities. The participatory approach we
used took stakeholder participation into account
during the needs assessment and implementation
stages of the project. We based the project design
on both the gaps identified in the needs assessment
and through a participatory process with stakehold-
ers, identified concrete activities to achieve their
needs. By increasing access to and use of informa-
tion around FP and HIV/AIDS counseling, we saw
several improvements in the health system—more
timely detection and prevention of stockouts, in-
crease efficiency of referrals, increase in the average
number of clients visited per month, more timely
communication between CHW's and their supervi-
sors and those with technical expertise—which will
likely translate into improvements in health behav-
iors (greater adoption of contraception) that will im-
prove the lives of families and children. As previously
stated, because SRH information is paramount to
reducing morbidity and mortality among families
and children, increasing access to information re-
lated to sexual and reproductive and health should
theoretically impact contraceptive use and safer sex
behaviors in a positive manner. While we did not
collect data that links exposure to our intervention
to contraceptive or safer sex behaviors, we do know
that your intervention positively impacted interme-

diate variables that, in turn, impact health behaviors.

Discussion

Engaging with a wide variety of stakeholders, in-
cluding donors, governments, NGOs, CHWs, and
civil society organizations, was a crucial part of
working effectively in the research context described
here. The authors learned from their experience with
K4Health that engagement was important not only
at the outset, but throughout every step of the work.
While working hand in hand with diverse stake-
holders can be time consuming and unpredictable,
it is essential for responding to identified needs and
working to ensure project sustainability. This ap-
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proach can also inform policy and service deliv-
ery practices, as results were shared throughout the
country with the aim of enabling CHWs to obtain
the knowledge they need to improve service quality.
Further, this work has the potential to transform the
way information is shared among communities, and
to help create a supportive policy environment for
changes in the public health system to facilitate such
sharing.

Our participatory process lent itself to an iter-
ative and tailored approach to FP/SRH, with the
goal of providing families with the knowledge they
need to make informed, evidence-based decisions re-
garding their family’s health (Bogenschneider 2011).
And by engaging stakeholders at multiple levels of
the health system, we use a multilevel approach to
health care that meets the knowledge needs of health
workers and encourages policy makers to address
gaps within the health system.

For example, the Malawi needs assessment con-
firmed previous studies identifying CHWs as front-
line providers in underserved areas, underscoring the
importance of ensuring CHWs have direct commu-
nication with colleagues and access to health infor-
mation (Herman et al. 2009). The SMS network
we designed and implemented hand in hand with
CHWs was a gateway for CHWs to become partici-
pants in the knowledge exchange system of Malawi.
Instead of being only occasional recipients of infor-
mation from the district level, CHWSs became ini-
tiators of information flows through their messages
reporting supply shortages and clinical questions,
and gave them ownership of health counseling pro-
cesses in their community. This is perhaps the great-
est legacy of the project in a predominantly rural
country where CHWs serve as a crucial health link
for their clients.

Our previous experiences from several field
projects, including our work in Malawi outlined
in this paper, informed our conceptualization of So-
cial KM. The foundation of our Social KM work is
the idea that KM will be used for social benefit—
in this case, applying KM approaches to strengthen
the CHW response, and within this idea, ensuring
that people are the center of our work. For example,
using participatory methods to design the project
allowed us to see the demonstrated benefit of plac-
ing people at the center of project planning as well
as evaluation, and all project activities flowed from
this ideal.

Regarding social interaction, the more we
learned from the CHWs we engaged with, the more
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we recognized that existing KM models did not ade-
quately consider the social systems in which knowl-
edge sharing occurs. As such, our fieldwork makes it
very clear to us that the provision of health requires
the cooperation of many different actors to solve
a common goal, and because of this, the impor-
tance of social networks, social capital, and social
learning cannot be ignored. Because health work
is inherently implemented by many entities, not
understanding and taking advantage of the social
networks occurring within these multiple entities
would be remiss. The Malawi project helped us real-
ize that a better explication of these networks would
inform how knowledge is shared. The project as-
sisted in solidifying the identity of CHWs, which in
turn led to increased knowledge sharing as conduits
of health information. This project also helped us
come to the realization that diffusion of best prac-
tices touches upon distal networks, and the informa-
tion contained within these distal networks is critical
with regard to knowledge generation and exchange.
For example, CHW's are a key component of in-
formation and counseling in the health system that
were not in the baseline Net-Map, yet CHW's are
frontline health workers at the community level. In
line with social networks, because of resource con-
straints, this work alerted us to the importance of
social capital, and our recognition that there is a
need to fully conceptualize how health professionals
rely upon others to achieve their goals. For example,
in Malawi, because not every CHW has access to
technology such as a mobile phone, we learned that
many CHWSs were relying upon a few CHWSs in
their communities to relay important and relevant
information regarding the administration of care. Fi-
nally, along these same lines, we learned that in the
face of limited training and education, many CHWs
were modeling behaviors of other, more experienced
CHWs to make health decisions, suggesting that so-
cial learning is a crucial factor in the provision of
health care.

Underlying our work in Malawi were key prin-
ciples of applied anthropology—namely our stance
of viewing local stakeholders as equal partners, with
whom we collaboratively worked for and with to
design and implement the project. We recognize the
importance of not just working with local partners,
but listening to them, so that interventions are de-
signed with their insights and needs in mind, with
the overarching goal of engendering a sense of own-
ership and trust in our efforts to help them. Using
participatory methods, such as Net-Maps, we learn
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from stakeholders and bring together local actors
for the purpose of ensuring relevant parties are in-
volved and have a space to share to their insights.
By working to facilitate ownership of the interven-
tion among local stakeholders, we hope to ensure
the sustainability of our work, as our involvement
is limited by the project funding cycle. However,
sustainability is an issue we struggle with, as seen in
Malawi, and by learning from our experiences and
refining our participatory approach, we continue to
work to increase the longevity of interventions. Our
experience in Malawi indicates to us that we need to
more explicitly identify the ways in which applied
anthropology can strengthen our work. Because our
work seeks to meet the information needs of health
professionals, we must be more deliberate in our en-
gagement with them to ensure that their voices lead
the work and so that they can take true ownership
of the work.

Conclusion

The health needs of families and children are
complex. Within the context of LMIC, children
are disproportionately affected and infected with
infectious diseases such as HIV/AIDS, and many
women have unmet FP needs. However, to improve
the health outcomes of families and children,
health professionals within the health care systems
play a critical role. Developing effective global
health programming to improve the lives of
families and children therefore requires input from
families and individuals working within the health
system. These programs require a true partner-
ship among these audiences as well as program
developers/implementers. To accomplish a genuine
partnership, each of these audiences must be
perceived and recognized as a part of the solution,
and be involved and empowered in every step of
the program process—from formative research to
design, mobilization, implementation, and evalua-
tion. Such a partnership has the power to improve
the health outcomes of families and children,

which, in turn, can lead to healthier communities.
Notes
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1. K4Health’s products and services are com-
posed of Toolkits (electronic libraries on specific
health topics), eLearning courses (free online courses
and certificate tracks for health professionals that are
self-paced), POPLINE (only online database of FP
and RH articles, including gray literature, that are
free for users in LMICs), Photoshare (free online
database of health photos for use by health profes-
sionals), and technical assistance around building
KM skills and systems.

2. A Net-Map combines the visual aspects of
creating a map with an interview. Created either by
individuals or groups, respondents work with inter-
viewers to address a key question and create a net-
work map of actors related to the question/topic of
inquiry. Through this process, the group determines
influential actors, examines links between them, dis-
cusses influence, and determines next steps for ad-
dressing barriers and challenges (Schiffer and Hauck
2010).

3. The expanded access to modern communi-
cation technologies has given rise to the concept of
“mobile health” (mHealth), which is the use of mo-
bile phones for health improvement. Mobile phones
can benefit providers specifically by helping over-
come resource limitations.
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