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ABSTRACT
Background: The global community has committed to achieving universal access to sexual 
and reproductive health and rights (SRHR) services, but how to do it remains a challenge in 
many low-income countries. Capacity development is listed as a means of implementation for 
Agenda 2030. Although it has been a major element in international development coopera
tion, including SRHR, its effectiveness and circumstances under which it succeeds or fails have 
limited evidence.
Objective: The study sought to examine whether improvement in team capacity of SRHR 
practitioners resulted in improved organisational effectiveness and/or improved SRHR out
comes in low-income countries.
Methods: The study involved 99 SRHR interventions implemented in 13 countries from Africa 
and Asia. Self-reported evaluation data from healthcare practitioners who participated in 
a capacity development international training programme in SRHR was used. The training 
was conducted by Lund University in Sweden between 2015 and 2019. Logistic regression 
models were used to examine the association between improved team capacity, improved 
organizational effectiveness and improved SRHR outcomes, for all the 99 interventions. 
Adoption of new SRHR approaches (guidelines and policies), media engagement, support 
from partner organisations and involvement of stakeholders were assessed as possible 
confounders.
Results: Improved team capacity, support from partner organisations and media engage
ment were positively associated with improved organisational effectiveness. Improved team 
capacity was the strongest predictor of organisational effectiveness even after controlling for 
other covariates at multivariate analysis. However, adopting new SRHR approaches signifi
cantly reduced organisational effectiveness. Furthermore, support from partner organisations 
was positively associated with increased awareness of and demand for SRHR services.
Conclusions: Successful implementation of capacity development interventions requires an 
enabling environment. In this study, an SRHR training programme aiming at improving team 
capacity resulted in an improvement in organisational effectiveness. Support from partner 
organisations and media engagement were key enablers of organisational effectiveness.
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Background

Sexual and reproductive health and rights (SRHR) are 
essential components of good health and sustainable 
development [1,2]. Although international policies 
are rather explicit as to what needs to be done to 
achieve universal access to SRHR services, how to do 
it effectively remains a challenge in many low-income 
countries [3]. Capacity development has been pur
sued for decades as a vital approach to influence 
policy and practice in public health interventions. 
As a result, it is a major element in international 
development cooperation [4]. The World Health 
Organization (WHO) defines capacity development 
as ‘the [. . .] advancement of knowledge and skills 
among practitioners, the expansion of support and 
infrastructure for health promotion in organizations, 

and the development of cohesiveness and partner
ships for health in communities . . . ’ [5].

Proponents of capacity development believe that 
some low- and middle-income countries have inade
quate capacity development systems and require sup
port, through international cooperation, to strengthen 
their competencies in planning, implementing, evaluat
ing and sustaining interventions [6]. However, often 
there are limited resources available for necessary capa
city development and for addressing the pertinent com
munity health needs concurrently. As a result, capacity 
development remains a critical missing link in global 
efforts to improve population health and eradicate pov
erty [7,8]. The UN sustainable development-target 17.9 
acknowledges the singular importance of capacity 
development and commits to ‘enhance international 
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support for implementing effective and targeted capa
city-building in developing countries . . . ’ [3].

Although multiple capacity development interven
tions are implemented in low-income countries 
annually, the majority are not evaluated and those 
that are evaluated show limited impact [9–12]. Some 
interventions succeed in one context but fail in 
another [13,14]. Synthesis of some of the available 
evidence suggests that a combination of factors is 
required to support and nurture capacity develop
ment interventions. These include individual capaci
ties in knowledge and skills, collective competencies 
of groups and organisations to implement mechan
isms for monitoring interventions, and system capa
city to coordinate and work with multiple actors and 
stakeholders [8,12,15,16]. The nature of the interven
tion plus the context in which an intervention is 
implemented also contributes to the outcomes of 
different capacity development programmes 
[11,15,17,18].

The international community seeks pathways to 
achieve universal access to SRHR services by 2030, yet 
there is a gap in the knowledge of what approaches are 
effective. Therefore, there is a need to investigate 
whether capacity development for healthcare practi
tioners could be effective in strengthening organisa
tional capacity and accelerate the pace at which 
universal access to SRHR services can be achieved.

Using the ‘Inputs-Process-Output-Outcome-Impact’ 
framework of evaluation [19], the current study sought 
to examine whether improvement in team capacity of 
healthcare practitioners resulted in improved organisa
tional effectiveness and/or improved SRHR outcomes 
in targeted interventions in low-income countries. In 
addition, the study assessed the role of adopting new 
SRHR approaches (new guidelines and policies), invol
vement of different stakeholders, partner organisations 
and the media in SRHR interventions. The findings of 
this study aim to contribute to the much-needed evi
dence on whether capacity development is an effective 
strategy for implementing SRHR interventions in low- 
income countries.

Methods

Study setting

The Swedish International Development Agency 
Cooperation (Sida) [20] has been supporting an 
international training programme (ITP) approach to 
capacity development in low- and middle-income 
countries for decades. The programme comprises 
the increment of knowledge and skills for individuals 
and strengthening of organisational competencies to 
implement change in different sectors of participating 
countries. The long-term aim of the ITP approach is 
to contribute to poverty reduction through the 

development of effective organisations. Participants 
in ITP are public servants, civil society organisations 
and the private sector.

Between 2005 and 2018, Sida commissioned Lund 
University to conduct an ITP in SRHR in low- and 
middle-income countries [21]. The aim of this ITP 
was to contribute to the improvement of the living 
conditions of the poor through improved access to 
SRHR services. It was founded on the assumption 
that developing the capacity of key persons in 
a healthcare system would positively influence orga
nisational capacity and effectiveness to deliver ser
vices [22]. The ITP, described in more detail in 
earlier publications [23,24], had three specific objec
tives: increasing awareness of and demand for SRHR 
services, promoting sexuality education, and increas
ing access to satisfactory SRHR services, which would 
be achieved through improved organisational effec
tiveness. Participants in the programme worked in 
groups (country teams) to address critical gaps in 
SRHR service delivery through targeted intervention 
code named ‘change projects’. Participants were 
guided to design and implement the interventions 
following a set of principles derived from project 
design and implementation framework tools such as 
the Logical Framework Approach (LFA) and Results- 
Based management (RBM) [25]. The interventions 
addressed specific SRHR needs of specified target 
populations in their health systems. The change pro
ject themes included youth-adolescent SRH, maternal 
health, neonatal health, STI/HIV/AIDS/cervical can
cer, sexual and gender-based violence (SGBV), sexual 
minorities/LGBTQ, and commercial sex workers. The 
change projects were designed and implemented by 
the participants with support from different stake
holders, partner organisations and Lund University 
supervisors. The ITP was implemented through five 
phases (Table 1). The data used in this study were 
collected at the end of the fifth phase, that is, 6 
months after implementation of change projects.

Study population

The study focuses on change projects as the study 
population. Change project teams consisted of 3–6 
healthcare practitioners from the same country. The 
projects examined in this study were implemented 
between the years 2015 and 2019 in Bangladesh, 
Ethiopia, Uganda, Tanzania, Zimbabwe, Kenya, 
India, Myanmar, South Sudan, Liberia, Zambia, 
Cambodia, and Sudan. The healthcare practitioners 
were of different gender and professional back
grounds, working in various sectors in their respec
tive healthcare systems. They included teachers, 
nurses, midwives, doctors, managers, and 
policymakers.
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Study design

Retrospective quantitative data collected using 
a structured questionnaire consisting of 36–48 items 
were obtained. The questionnaire was designed by the 
ITP, and the data were collected as part of ITP out
come evaluation. In the questionnaire, participants 
reported on different aspects of ITP and their change 
projects. The data utilised for this study represent 
participants’ self-reported evaluation of the effects of 
change projects on organisational effectiveness and 
SRHR outcomes among target populations and their 
perceived role of different stakeholders, partner orga
nisations and the media during the implementation 
of change projects.

Procedure

The data which was collected by the ITP and stored in 
a secure database at Lund University were retrieved, 
entered into SPSS software, cleaned and re-coded. One 
questionnaire was found empty and excluded from the 
study. Using each participant’s country name at regis
tration, ITP intake number, and change project theme, 
participants’ responses were linked with their respec
tive change projects. For each variable, a team response 
was then obtained as the sum of individual responses 
divided by the number of individuals in each change 
project, i.e. an average score of each variable was 
obtained as a group response.

Description of the conceptual model

Figure 1 illustrates the conceptual relationship between 
the different components of the ITP intervention, 
examined using the ‘Inputs-Process-Output-Outcome- 

Impact’ framework of evaluation [19]. The inputs were 
the resources used during the training programme 
including money, materials, and manpower. The pro
cesses included the training activities and interactions 
with stakeholders, partner organisations and target 
groups, which culminated in the change project out
puts. The outputs were the trained ‘change agents’ and 
the ‘blueprints’ for change projects.

Change project outcomes were categorised (for 
each change project) in terms of three outcomes. 
Outcome 1a and Outcome 1b consisted of self- 
reported changes in group performance after the 
training including ‘improved team capacity’, ‘adopted 
new SRHR approaches’, secured ‘partner support’, 
‘stakeholder involvement’ and ‘media engagement’ 
in change project activities. Outcomes 2 and 3 repre
sented the extent to which the change projects 
achieved ‘Organisational effectiveness’ and ‘improved 
SRHR outcomes’, respectively, among the target 
groups.

Definition of variables

There were 36–48 items in the questionnaire. Factor 
analysis was used to reduce the large number of 
variables into fewer variables that were related by 
the underlying latent meaning. Items were grouped 
together if the item had a factor loading of at least 0.4 
(Varimax rotation).

Independent variables

The ITP in SRHR aimed at improving team capacity to 
influence organisational change and improve SRHR 
outcomes. Hence, this study examined ‘improved 
team capacity’ (having obtained new SRHR knowledge 
and technical skills) as the main exposure variable. 
Having ‘adopted new SRHR approaches’, securing 
‘partner support’, ‘stakeholder involvement’, and 
‘media engagement’ were analysed as covariates.

Improved team capacity

Improved team capacity was defined as the extent to 
which the ITP intervention led to acquisition of new 
SRHR knowledge and technical skills and improved 
preparedness of teams to implement change. It was 
assessed from the responses to the following six sur
vey statements: ‘ITP provided new knowledge on the 
subject matter’, ‘ITP improved my technical skills to 
plan and implement a change’, ‘ITP provided skills 
regarding how to deal with the change processes 
within the organisational framework’, ‘ITP had an 
important impact on value issues that were important 
for the implementation of the change’, ‘ITP gave me 
access to a network of colleagues and other indivi
duals of importance for the change implementation’, 

Table 1. Enablers of SRHR interventions in low- and middle- 
income countries: Phases of the international training pro
gramme in sexual and reproductive health and rights (SRHR).

Phase/setting Activity Duration

Phase 1/ 
home 
countries

Participants received updated reference 
literature about SRHR’s international 
policies and guidelines.

2 months

Phase 2/ 
Sweden

An advanced training in SRHR was 
conducted at Lund University using 
various pedagogical methods. 
Participants were guided by supervisors 
to plan and design change projects.

4 weeks

Phase 3/ 
home 
countries

Participants implemented change projects 
in consultation with stakeholders.

6 months

Phase 4/Asia 
or Africa

All participants from the same cohort 
gathered to present their 
implementation progress, shared 
experiences and planned for 
sustainability at a results seminar.

1 week

Phase 5/ 
home 
countries

Using feedback from phase 4, participants 
finalised their change projects, 
presented their final reports to key 
stakeholders and completed an 
evaluation questionnaire.

6 months
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and ‘ITP made me “think outside the box” which 
became an important factor for the change imple
mentation’. The responses to each statement were 
coded on a Likert scale of 1–5, where 1 = strongly 
disagree, 2 = disagree, 3 = neither agree nor disagree, 
4 = agree, and 5 = strongly agree. Individuals’ 
responses were aggregated into group responses for 
each statement. A composite variable for each change 
project was obtained by the summation of the six 
scores provided by the team members. The composite 
score was then dichotomised based on the median. 
Scores below and equal to the median meant that the 
team ‘disagreed’ (reference category) that the ITP 
intervention had improved team capacity, while 
scores above the median meant that they ‘agreed’.

Adopted new SRHR approaches

The following three survey questions were used to 
assess whether the ITP intervention led to the 

development and use of new methods, policies, and 
guidelines in SRHR services: ‘Has your change project 
led to the development of new guidelines?’, ‘Has your 
change project led to the implementation of new 
policy in other organisations?’, and ‘Has your change 
project led to the implementation of new guidelines 
in other organisations?’. The responses were coded as 
1 = Yes and 2 = No. Individual team members’ 
responses to each question were aggregated into 
group responses for each change project. To build 
a composite variable, the group scores for the three 
questions were summed up. The variable was then 
dichotomised into ‘Yes’ for scores below and equal to 
the median and ‘No’ (reference category) for scores 
higher than the median.

Partner support

Partners were persons or organisations that had an 
active role in the ITP intervention. To assess their 

Outputs 
Trained change agents 

Established change projects

Inputs 
Money  

Materials 
Manpower 

Process 
Training of change agents 

Establishing of change projects 
Intervention 

Outcomes 

Impact 
Improved living conditions of the poor 

Outcome 3 
Improved SRHR outcomes among 

target group

Outcome 2 
Improved organizational effectiveness 

Outcome 1(a) 
Improved team capacity 
Adopted new SRHR 
approaches 

Outcome 1(b) 
Partner support 
Stakeholder involvement 
Media engagement 

Figure 1. The ‘Inputs-Process-Outputs-Outcomes-Impact’ framework used in the evaluation of capacity development interven
tions implemented in 13 countries in Africa and Asia (N = 99).
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role, responses to the following survey questions were 
used:

‘Which critical factors have contributed to the 
outcome of your change project?’:

‘Support from others in my home organisation’ 
and ‘Support from course leaders at Lund 
University’. The responses were coded as 1 = Yes 
and 2 = No. Individuals’ responses to each question 
were aggregated into group responses for each change 
project. A composite variable was obtained by the 
summation of the group responses to the two ques
tions and then dichotomised into ‘Yes’ for scores 
below and equal to the median and ‘No’ (reference 
category) for scores higher than the median.

Media engagement

Media engagement was assessed from two items in 
the questionnaire:

Change projects being reported on ‘Radio’ and 
‘Media advocacy for the change project’ having been 
a critical factor that contributed to the outcome of the 
change project.

The responses for both statements were coded as 
1 = Yes and 2 = No. Individuals’ responses were 
aggregated into group responses for each statement. 
A composite variable regarding ‘media engagement’ 
for each change project was obtained by the summa
tion of the individual responses of team members on 
the two items and then dichotomised into ‘Yes’ for 
scores below and equal to the median and ‘No’ 
(reference category) for scores higher than the 
median.

Stakeholder involvement

Stakeholders were organisations which had an inter
est in the ITP intervention. To assess change projects’ 
engagement with stakeholders, responses to the fol
lowing survey questions were used: ‘Has your team or 
any member of your team held an oral presentation 
regarding the results of your change project for any of 
the following audiences?’: ‘Embassy of Sweden’ and 
‘UN-agency’, and ‘Has your team presented 
a sustainability plan of your change project to’: 
‘Your organisation management’, ‘Embassy of 
Sweden’, and ‘UN-agency’? ‘Has your team submitted 
a written report concerning the result of your change 
project to the ministry of education or health?’. The 
responses were coded as 1 = Yes and 2 = No. 
A composite variable for each change project was 
obtained from the individual responses of the group 
to the six questions. The composite scores were then 
dichotomised into ‘Yes’ for scores below equal to the 
median and ‘No’ (reference category) for scores 
higher than the median.

Dependent variables

Improved organisational effectiveness

This was defined as the extent to which the change 
projects resulting from the ITP intervention 
improved the host organisation’s planning processes, 
monitoring and evaluation, working routines, and 
organisational attitudes towards the target groups. 
Responses indicating participants’ level of agreement 
or disagreement to the following six survey state
ments were used:

‘I think my organisation’s effectiveness in planning 
processes has improved’, ‘I think my organisation’s 
ability to address internal and/or external factors that 
may affect a planned project in a positive or negative 
way has improved’, ‘I think my organisation’s effec
tiveness in regard to monitoring and evaluation of 
new projects has improved’, ‘I think my organisa
tion’s effectiveness in regard to working routines 
has improved’, ‘I think my organisation’s ability to 
increase the target group’s knowledge and demand 
for SRHR has improved’, and ‘I think my organisa
tions attitudes towards the target group have changed 
for the better’.

The responses to these statements were coded on 
a Likert scale of 1–5 where 1 = Strongly disagree, 
2 = Disagree, 3 = Neither Agree nor Disagree, 
4 = Agree, and 5 = Strongly Agree. Individuals’ 
responses were aggregated into group responses for 
each statement. A composite variable ‘organisational 
effectiveness’ for each change project was obtained by 
the summation of the individual group members’ 
responses regarding the six statements. The compo
site scores were normally distributed; hence, two out
come categories were created based on the mean. 
Scores above the mean indicated that the teams 
‘agree’ and scores up to and equal to the mean indi
cated that they ‘disagree’ (reference category) to the 
statement that the change project had resulted in 
organisational effectiveness.

Improved SRHR outcomes

The extent to which the change project had improved 
access to SRHR services for the target group was 
assessed from the responses to three survey 
statements:

‘The programme has increased awareness and 
demand for SRHR services among the target group’, 
‘The programme has contributed to the promotion of 
sexuality education’, and ‘The programme has con
tributed to increased access to satisfactory SRH ser
vices of good quality for youth, women and men’. 
The responses to each statement were coded on 
a Likert scale of 1–4. 1 = Yes to a large extent, 
2 = Yes to a sufficient extent, 3 = Yes to a small 
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extent, and 4 = No or not at all. Individual group 
members’ responses were aggregated into scores for 
each change project for each variable. The aggregated 
scores were then dichotomised according to the med
ian. Low scores up to and equal to the median were 
categorised as ‘Yes’ and high scores as ‘No’ (reference 
category).

Statistical analysis

SPSS software version 24 was used for analysis. Using 
exploratory factor analysis [26], variables with similar 
latent meaning were grouped together. Composite 
variables were formed from groups of variables that 
represented similar latent meaning and were 
correlated.

If a group contained three or more items, 
Cronbach’s alpha-scales’ reliability test was con
ducted to determine the internal consistency of the 
items in the group before constructing composite 
variables. Variables were included in the scale if item- 
total correlation was greater than 0.50 and the scales’ 
reliability was accepted if the Cronbach’s alpha was 
greater than 0.60 [27]. The composite variables were 
checked for multicollinearity, and each variable 
assessed for normality of distribution and then 
dichotomised. Cross-tabulation was done to gain 
insights into the relationship between independent 
and dependent variables. Bivariate logistic regression 
was used to determine the association (by crude odds 
ratio [OR] and 95% confidence interval [CI]) between 
the independent and dependent variables. 
Multivariate analysis was conducted between the 
main exposure variable (improved team capacity) 
and the dependent variables (improved organisa
tional effectiveness and improved SRHR outcomes) 
and controlled for other study covariates in separate 
models. Organisational effectiveness was examined as 
a potential mediating variable between improved 
team capacity and improved SRHR outcomes. 
Statistical significance was accepted when the 
p value was less than 0.05. Missing data were 
excluded (listwise) from cases required for any 
analysis.

Ethical considerations

This study utilised aggregate group responses for 
analysis. The source documents (evaluation question
naires) were anonymised to the full extent that no 
person, group of persons or organisations can be 
identified in the aggregate data used for analysis. In 
addition, an advisory opinion was sought, and we 
received approval from the Regional Ethical Review 
Board in Lund, Sweden, for a waiver of consent, 
Approval number DNR 2022-01285-01.

Results

The change projects had three specific objectives: 
increasing awareness of and demand for SRHR ser
vices, promoting sexuality education, and increasing 
access to satisfactory SRHR services. It was assumed 
that the objectives would be achieved through 
improved organisational effectiveness, using health
care practitioners as change agents. Between the per
iod 2015 and 2019, a total of 313 change agents were 
trained, and 99 change projects were implemented in 
13 countries in Africa and Asia. The majority (45%) 
of the change projects focused on youth and adoles
cent SRHR, while 15.1% were about maternal and 
neonatal health, and 10.1% were focused on sexuality 
education. Others focused on sexual and gender- 
based violence (10.1%), HIV/STI/cervical cancer 
(8.1%), sexual minorities (4.0%), sex workers (3.0%), 
and other themes (4.0%).

The scales’ reliability test scores for improved 
organisational effectiveness, improved team capacity, 
stakeholder involvement, and adopted new SRHR 
approaches showed very high internal consistency 
(0.93, 0.97, 0.83 and 0.79, respectively) (Table 2).

Table 3 summarises the distribution of the change 
projects’ scores on the different self-reported inter
vention outcome variables. The lowest possible score 
for the items accessing improved team capacity was 1 
and the highest score was 30. The teams’ scores 
ranged between 6 and 30 scores, and the median 
team score was 27. The lowest possible score for the 
items assessing adopting new SRH approaches was 1 
and the highest was 6, and the median score was 4.6. 
Likewise, the lowest possible score for the items mea
suring improved organisational effectiveness was 1 
and the highest was 30, and the mean score for 
improved organisational effectiveness was 23.7.

Chi-square test of association between study vari
ables indicated that improved team capacity, adopt
ing new SRHR approaches, media engagement and 
support from partner organisations were statistically 
significantly associated with improved organisational 
effectiveness. In addition, support from partner orga
nisations was significantly associated with increased 
awareness of and demand for SRHR services and 
increased access to satisfactory SRHR services 
(Supplementary Material, Table S1 and S2).

Bivariate logistic regression was used to assess the 
effect size of the independent variables on the depen
dent outcomes (Table 4). Improving team capacity, 
media engagement, and partner support were statisti
cally significantly associated with improved organisa
tional effectiveness. Improved team capacity was 
strongly linked to organisational effectiveness, 
OR = 6.14 (95% CI 2.15–17.52). Likewise, engagement 
with the media showed a significant positive association 
with improved organisational effectiveness, OR = 2.64 
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(95% CI 1.16–6.02). In addition, support from partner 
organisations was also significantly associated with 
improved organisational effectiveness, OR = 3.68 (95% 
CI 1.51–8.97). However, adopting new SRHR 
approaches showed a negative association with 

organisational effectiveness, OR = 0.41 (95% CI 0.18– 
0.94). Support from partner organisations was the only 
variable found to have a statistically significant positive 
association with both increased awareness of and 
demand for SRHR services and increased access to 

Table 2. Enablers of SRHR interventions in low- and middle-income countries: Scales’ reliability test scores.
Item-total 
correlation

Cronbach’s alpha if item 
deleted

Scale’s Cronbach’s 
alpha

Improved organisational effectiveness (6 items) 0.93
Organisation’s effectiveness in planning processes has improved 0.83 0.92
Organisation’s ability to address internal and/or external factors affecting a planned 

project has improved.
0.80 0.92

Organisation’s effectiveness in monitoring and evaluation of new projects has 
improved.

0.84 0.92

Organisation’s effectiveness regarding working routines has improved. 0.84 0.92
Organisation’s ability to increase the target group’s knowledge and demand for 

SRHR has improved.
0.79 0.92

Organisation’s attitudes towards the target group have changed for the better. 0.73 0.93
Improved team capacity (6 items) 0.97
ITP provided new knowledge on the subject matter 0.87 0.96
ITP improved my technical skills to plan and implement change 0.94 0.96
ITP provided skills to deal with the change processes within the organisational 

framework
0.91 0.96

ITP had an important impact on value issues that were important for the 
implementation of the change

0.85 0.97

ITP made me ‘think outside the box’ which became an important factor for the 
change implementation.

0.94 0.96

ITP gave access to a network of colleagues and other individuals of importance for 
the change implementation

0.92 0.96

Stakeholder involvement (6 items) 0.83
Oral presentation to Embassy of Sweden 0.58 0.81
Oral presentation to UN 0.68 0.81
Presentation of sustainability plan to own organisation 0.61 0.81
Presentation of sustainability plan to Embassy of Sweden 0.62 0.81
Presentation of sustainability plan to UN 0.58 0.82
Writing a report to ministry of health and education 0.52 0.82
Adopted new SRHR approaches (3 items) 0.79
Change project led to the development of new guidelines 0.58 0.76
Change project led to implementation of new policy in other organisations 0.52 0.77
Change project led to implementation of new guidelines in other organizations 0.62 0.76

Table 3. Enablers of SRHR interventions in low- and middle-income countries: Distribution of self-rated scores for the 
independent and dependent variables (N = 99).

Median score (range)
Number of projects 

N (%)

Independent variables
Improved team capacity 27 (6–30) > Median (Agree) 76 (76.8)

≤Median (Disagree) 23 (23.2)
Adopted new SRHR approaches 4.6 (1–6) ≤Median (Yes) 41 (41.4)

> Median (No) 56 (56.6)
Missing 2 (2.0)

Stakeholder involvement 8 (1–12) ≤Median (Yes) 52 (52.5)
> Median (No) 45 (45.5)
Missing 2 (2.0)

Media engagement 3.1 (1–4) ≤Median (Yes) 50 (50.5)
> Median (No) 49 (49.5)

Partner support 2.3 (2–4) ≤Median (Yes) 47(47.5)
> Median (No) 43 (43.4
Missing 9 (9.1)

Dependent variables
Organisational effectiveness Mean 23.7 (SD = 3.9) >Mean (Agree) 58 (58.6)

≤ Mean (Disagree) 41 (41.4)
Increased awareness and  

demand for SRHR services
3.6 (3–4) ≤Median (Yes) 39 (39.4)

> Median (No) 28 (28.3)
Missing 32 (32.3)

Promoted sexuality education 3.6 (2.6–4) ≤Median (Yes) 39 (39.4)
> Median (No) 28 (28.3)
Missing 32 (32.3)

Increased access to SRHR services 3.6 (2.5–4) ≤Median (Yes) 38 (38.4)
> Median (No) 29 (29.3)
Missing 32 (32.3)
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SRHR services among target groups, OR = 3.00 (95% CI 
1.05–8.55) and 3.41 (95% CI 1.19–9.76), respectively. 
No significant association was found between any of the 
study variables and improved sexuality education.

When improved team capacity was examined as 
the main independent variable and adjusted for other 
covariates with multivariate logistic regression, it 
remained strongly associated with improved organi
sational effectiveness. In addition, media engagement 
and support from partner organisations appeared to 
strongly confound the effect of improved team capa
city on improved organisational effectiveness, by 
increasing the effect size from an unadjusted 
OR = 6.14 (95% CI 2.15–17.52) to the adjusted 
OR = 12.96 (95% CI 3.35–50.19) in the final multi
variate analysis (Table 5). Furthermore, in the multi
variate analysis, support from partner organisations 
was the only variable that remained statistically sig
nificantly associated with improved organisational 
effectiveness, OR = 4.42 (95% CI 1.45–13.43) 
(Table 5), increased awareness of and demand for 
SRHR services, OR = 3.49 (95% CI 1.15–10.59), and 

increased access to SRHR services, OR = 3.82 (95% 
CI 1.22–11.97) (Table 6). None of the study variables 
seemed to have any statistically significant association 
with promotion of sexuality education both in bivari
ate and at multivariate logistic regression. In addition, 
organisational effectiveness was not found to have 
any significant mediation effect between improved 
team capacity and improved SRHR outcomes.

Discussion

The Inputs-Process-Outputs-Outcomes-Impact fra
mework was used to examine a linked relationship 
between the proximal and distal outcomes of the ITP 
in SRHR. Improved team capacity, support from 
partner organisations and media engagement were 
positively associated with improved organisational 
effectiveness. Improved team capacity was the stron
gest predictor of organisational effectiveness even 
after controlling for other first-order outcomes in 
the multivariate analysis. However, adopting new 
SRHR approaches seemed to significantly reduce 

Table 4. Enablers of SRHR interventions in low- and middle-income countries: Bivariate logistic regression between indepen
dent and dependent variables (N = 99).

Improved organisational 
effectiveness

Increased awareness of and demand 
for SRHR

Promoted sexuality 
education

Increased access to SRHR 
services

OR 95% (CI) OR 95% (CI) OR 95% (CI) OR 95% (CI)

Improved team capacity 
Ref (Disagree)

6.14 (2.15–17.52) *** 0.44 (0.12–1.57) 0.67 (0.19–2.33) 1.08 (0.31–3.84)

Adopted new SRH 
approaches 
Ref (No)

0.41 (0.18–0.94) * 1.55 (0.55–4.31) 2.69 (0.95–7.64) 0.61 (0.22–1.75)

Stakeholder 
involvement 
Ref (No)

0.54 (0.24–1.23) 0.91 (0.33–2.52) 0.77 (0.27–2.15) 1.85 (0.67–5.12)

Media engagement 
Ref (No)

2.64 (1.16–6.02) * 1.40 (0.49–3.99) 2.55 (0.84–7.70) 1.53 (0.54–4.37)

Partner support 
Ref (No)

3.68 (1.51–8.97) ** 3.00 (1.05–8.55) * 1.96 (0.71–5.41) 3.41 (1.19–9.76) *

*p value ≤0.05, ** p value ≤0.01, ***p value ≤0.001. 
OR : odds ratio. 

Table 5. Enablers of SRHR interventions in low- and middle-income countries: Multivariate logistic regression between improved 
team capacity and improved organisational effectiveness adjusted for other covariates in four models (N = 99).

Improved organisational effectiveness

Model 1 
AOR (95% CI)

Model 2 
AOR (95% CI)

Model 3 
AOR (95% CI)

Model 4 
AOR (95% CI)

Improved team capacity 
Ref (Disagree)

5.97 (2.01–17.72) *** 6.11 (2.02–18.47) ** 10.76 (3.02–38.36) *** 12.96 (3.35–50.19) ***

Adopted new SRH approaches 
Ref (No)

0.38 (0.16–0.93) * 0.36 (0.14–0.92) * 0.29 (0.10–0.79) * 0.26 (0.079–0.83) *

Stakeholder involvement 
Ref (No)

0.80 (0.31–2.06) 1.15 (0.42–3.18) 1.33 (0.40–4.40)

Media engagement 
Ref (No)

5.07 (1.69–15.16) ** 5.28 (1.57–17.71) **

Partner support 
Ref (No)

4.42 (1.45–13.43) **

p value* ≤0.05, p value** ≤0.01, p value *** ≤0.001. 
AOR : adjusted odds ratio. 
Model 1: Adjusted for ‘adopted new SRHR approaches’. 
Model 2: Adjusted for ‘adopted new SRHR approaches’ and ‘stakeholder involvement’. 
Model 3: Adjusted for ‘adopted new SRHR approaches’, ‘stakeholder involvement’ and ‘media engagement’. 
Model 4: Adjusted for ‘adopted new SRHR approaches’, ‘stakeholder involvement’, ‘home organization support‘ and ‘partner support’. 
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organisational effectiveness, contrary to our assump
tions. Furthermore, support from partner organisa
tions was positively associated with increased 
awareness of and demand for SRHR services and 
increased access to SRHR services.

There is consensus among practitioners and policy
makers that to obtain meaningful and sustained 
achievements in health goals, critical improvements 
must be made not only to develop the capacity of 
communities to demand quality services but also to 
develop the capacity of organisations to deliver these 
services more effectively [28,29]. Inadequate organisa
tional capacity among health-sector actors has also 
been linked to health systems’ ineffective use of 
resources and unresponsiveness to population needs 
[30]. This study builds on this knowledge, and more 
specifically, regarding SRHR interventions, it high
lights the potential and necessity of developing the 
capacity of members of implementing organisations 
(providing new knowledge, cultivating necessary skills 
and values systems, and broadening organisational 
networks) to improve organisational effectiveness and 
improve SRHR outcomes in low-income countries.

The association between improved capacity of prac
titioners and improved organisational effectiveness has 
also been reported in other capacity development- 
related interventions in healthcare systems. For exam
ple, Prashanth et al. [31] showed that improvements in 
health leaders’ capacity improved health service delivery 
in low- and middle-income countries as a result of 
improved planning processes and strengthened 

supervision of health services. Sobeck and Agius [32] 
reported that capacity development interventions 
resulted in ‘greater awareness of needs and improved 
management knowledge’ among health managers in 
not-for-profit organisations. Generally, the improved 
capacity of health managers has been reported as 
a significant factor in strengthening health services, 
which in turn translates into an overall improvement 
in health outcomes [33].

In contrast, adopting new SRHR approaches was 
statistically significantly associated with reduced 
organisational effectiveness. This is plausible because 
building capacity of institutions to adopt new 
approaches may take time and resources away from 
specific interventional objectives and is dependent 
upon the ability of the organisations to absorb the 
new methods, guidelines or policies [34]. The ITP 
intervention may have provided a relatively limited 
time to allow for practitioners to adopt new methods, 
guidelines and policies.

Other key factors positively associated with 
improved organisational effectiveness were media 
engagement and support from partner organisations. 
Media advocacy has been defined as, ‘the strategic use 
of mass media to advance public policy initiatives 
[. . .]’ [35], and if used effectively can increase knowl
edge among a population and influence policy [36]. 
Strategic engagement with the media is a well- 
established strategy to focus public attention on 
health issues and enhance the involvement of both 
policymakers and communities [37], with a potential 

Table 6. Enablers of SRHR interventions in low- and middle-income countries: Multivariate logistic regression between 
improved team capacity and improve SRHR outcomes adjusted for other covariates in four models (N = 99).

Increased awareness of and demand for SRHR services

Model 1 
AOR (95% CI)

Model 2 
AOR (95% CI)

Model 3 
AOR (95% CI)

Model 4 
AOR (95% CI)

Improved team capacity 
Ref (Disagree)

0.43 (0.12–1.55) 0.45 (0.12–1.63) 0.47 (0.13–1.78) 0.39 (0.09–1.66)

Adopted new SRH approaches 
Ref (No)

1.49 (0.53–4.22) 1.69 (0.57–5.02) 1.66 (0.55–4.98) 2.31 (0.67–7.96)

Stakeholder involvement 
Ref (No)

0.69 (0.23–2.09) 0.69 (0.23–2.09) 0.62 (0.18–2.06)

Media engagement 
Ref (No)

1.15 (0.37–3.58) 0.96 (0.26–3.45)

Partner support 
Ref (No)

3.38 (1.08–10.51) *

Increased access to SRHR services

Improved team capacity 
Ref (Disagree)

0.99 (0.27–3.58) 1.09 (0.30–3.98) 1.32 (0.35–5.08) 1.21 (0.31–4.82)

Adopted new SRH approaches 
Ref (No)

0.61 (022–1.75) 0.53 (0.18–1.63) 0.47 (0.15–1.51) 0.46 (0.13–1.68)

Stakeholder involvement 
Ref (No)

1.97 (0.67–5.80) 1.99 (0.67–5.93) 2.38 (0.71–8.03)

Media engagement 
Ref (No)

1.90 (0.60–5.98) 2.01 (0.53–7.65)

Partner support 
Ref (No)

3.82 (1.22–11.97) *

p value* ≤0.05, 
AOR : adjusted odds ratio. 
Model 1: Adjusted for ‘adopted new SRHR approaches’. 
Model 2: Adjusted for ‘adopted new SRHR approaches’ and ‘stakeholder involvement’. 
Model 3: Adjusted for ‘adopted new SRHR approaches’, ‘stakeholder involvement’ and ‘media engagement’. 
Model 4: Adjusted for ‘adopted new SRHR approaches’, ‘stakeholder involvement’, ‘home organisation support‘ and ‘partner support’. 
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to stimulate and enhance development [38] when 
appropriately used for agenda-setting [39,40]. SRHR 
capacity development interventions can harness these 
unique possibilities to engage with the media and 
discuss sensitive issues of SRHR in low-income coun
tries where media is not subject to censorship. In this 
study, media engagement did not seem to increase 
awareness of and demand for SRHR services nor did 
it improve access to SRHR services. Nevertheless, 
media engagement is a potentially valuable tool that 
should be explored in larger studies, given that young 
people in most low-income countries are increasingly 
gaining access to Internet-enabled mobile devices.

Support from partner organisations was reported to 
increase awareness of and demand for, and improved 
access to, SRHR services in our study. Local participa
tion and ownership of externally sponsored interven
tions improve chances of interventions surviving 
beyond the external support [7], and evidence from 
evaluation studies reinforces the notion that active 
involvement by host organisations improves effective
ness and increases chances of interventions being sus
tained in low-income countries [41,42].

None of the study variables were found to have 
contributed to increased promotion of sexuality edu
cation despite this being one of the specific objectives 
of the change projects. This is possibly because sexu
ality is still a taboo in many societies, and discourse 
on promotion of sexuality education, commonly 
framed within socio-cultural and religious confines, 
can be complex. As a result, it is often difficult to 
reach consensus on SRHR issues such as safe abor
tion, contraception or sexual orientation [43].

Methodological considerations

The main strength of the study is that the study popula
tion originated from diverse socio-cultural settings in 13 
countries from Africa and Asia. Although the findings 
may not be wholly generalisable to all countries in Africa 
and Asia, they provide insights on potential enablers of 
capacity development for SRHR interventions in low- 
income countries and could be of great value in generat
ing hypotheses for future research in capacity develop
ment for SRHR interventions in similar settings. In 
addition, this study made use of the Inputs-Process- 
Outputs-Outcomes-Impact framework of evaluation 
[19]. Although this framework has not been used exten
sively in evaluation research, the underlying principles 
have been adopted in the Logical Framework Approach 
(LFA) and the Results-Based Management (RBM) fra
mework and found to be valuable integral components of 
project monitoring and evaluation [25,44]. Furthermore, 
the use of the change projects as unit of analysis distin
guishes this study from most evaluation studies that have 
examined determinants of organisational change in 
capacity development using individual-level data. The 

aggregation of individual data into group data provides 
a more accurate reflection of the evaluation by reducing 
biases due to differences between individual evaluations. 
This is particularly important when interventions are 
implemented by groups, but the evaluation feedback is 
provided by individuals, which was the case in the ITP 
intervention [45].

One important limitation of this study is its small 
sample size. A small sample size increases the risk of 
type 2 error, and the study could have failed to 
demonstrate significant differences in outcomes 
where in fact such differences truly exist. In addition, 
due to the retrospective nature of the data, the study 
was prone to recall bias and misclassification which 
could bias the estimated effects in any direction. 
Therefore, the conclusions drawn from this study 
should be interpreted with appropriate caution and 
need to be replicated in larger prospective studies.

The ITP in SRHR was externally supported by Sida 
through Lund University. It is possible that partici
pants could have over-reported or under-reported 
their responses or provided responses perceived to 
be desirable to either Lund University or Sida. This 
form of social desirability bias would result in mis
classification most likely of non-differential type, 
which may attenuate some of the true associations 
found [46]. However, in this study, we believe that 
social desirability bias was less likely since the ques
tionnaire was self-administered, electronically deliv
ered, and anonymously reported. In addition, 
participants were assured that their responses could 
not be linked to them as individuals [47].

The study utilises participants’ self-reported eva
luation data. Self-reported evaluation data allows us 
to understand the intervention from the implemen
ters’ perspective only. The findings could be 
strengthened by triangulation using perspectives 
from the target populations, stakeholders, and part
ners. In addition, due to limited data on some 
variables, it was not possible to control for a very 
large range of confounders; for example, the study 
did not account for the extent to which access to 
local financing was a factor in determining change 
project outcomes since no direct funding was pro
vided to implement the change projects. Access to 
financing could have been an important enabler or 
hindrance in some contexts. Finally, it was assumed 
that the enablers of capacity development would be 
similar across all the SRHR themes. This needs to 
be examined further in larger studies.

Conclusion

Successful implementation of capacity development 
interventions requires an enabling environment. In 
this study, an SRHR intervention aiming at improv
ing team capacity resulted in improvement in 
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organisational effectiveness. Support from partner 
organisations and media engagement were also 
enablers of organisational effectiveness.
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