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Abstract

Background: To date, efforts to measure impact have largely focused on health research in high-income countries,
reflecting where the majority of health research funding is spent. Nevertheless, there is a growing body of health and
medical research being undertaken in low- and middle-income countries (LMICs), supported by both development aid
and established research funders. The Framework to Assess the Impact of Translational health research (FAIT) combines
three approaches to measuring research impact (Payback, economic assessment and case study narrative). Its aim is to
strengthen the focus on translation and impact measurement in health research. FAIT has been used by several
Australian research initiatives; however, it has not been used in LMICs. Our aim was to apply FAIT in an LMIC context
and evaluate its utility.

Methods: We retrospectively applied all three FAIT methods to two LMIC studies using available data, supplemented
with group discussion and further economic analyses. Results were presented in a scorecard format.

Results: FAIT helped clarify pathways of impact for the projects and provided new knowledge on areas of impact in
several domains, including capacity-building for research, policy development and economic impact. However, there
were constraints, particularly associated with calculating the return on investment in the LMIC context. The case study

communicate lessons learnt.

narrative provided a layperson’s summary of the research that helped to explain outcomes and succinctly

Conclusion: Use of FAIT to assess the impact of LMIC research was both feasible and useful. We make recommmendations
related to prospective use, identification of metrics to support use of the Payback framework, and simplification of the
economic assessment, which may facilitate further application in LMIC environments.
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Background

There is a growing interest among both research fun-
ders [1-3] and academics [4-7] in identifying and
measuring the social, environmental and economic
benefits of research. Calls to better describe ‘impact’
are driven by the need to improve accountability, en-
sure relevance and inform funding [7-9]. Whether re-
search outcomes can be ‘translated’ or applied in the
real world is seen as one important way of assessing
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benefit [4, 5, 10]. Further, identifying pathways to im-
pact during the design of research programmes can
improve the quality and integrity of research by clari-
fying purpose and end-users [10, 11]. Interest in the
benefits of health and biomedical research has been
prominent in broader discussions on research impact
[7, 9] due to the large amount of public funding it at-
tracts [5] and the importance of tailoring outputs to
the needs of clinicians and patients [5, 12].

Calls for evidence of impact have in turn catalysed
work on how to measure it, and a range of ap-
proaches have been developed globally [8, 12-14].
One of the earliest and most widely-used [8, 9]
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approaches is the Payback model, introduced by Bux-
ton and Hanney [15]. It aims to capture benefits in a
range of areas such as knowledge generation, health
services improvement and policy development, and
has been adapted or modified a number of times [16].
Economic assessment (i.e. monetising research
impacts) is also widely used, though typically at high
levels, for example, aggregating research benefit
nationally or in specific programmes over decades
[17-19]. Project-specific approaches to measuring
economic impact are emerging [8], though they have
been critiqued for over-reliance on modelling and
questionable assumptions [7, 17]. Narratives are a
third, validated approach to describing impact, provid-
ing a summary of the research process and outcomes
and have been the basis of the Research Evaluation
Framework in the United Kingdom. Narratives have
the advantage of being able to explain the complex
(and often multi-directional) process through which
impact occurs [7, 10, 11].

To date, efforts to measure impact have largely fo-
cussed on health research in high-income countries
(HICs) [7, 8], reflecting where the majority of health
research funding is spent as well as the limited infra-
structure and capacity for health research in low- and
middle-income countries (LMICs) [20, 21]. In 1990,
the Commission on Health Research for Develop-
ment, a consortium of global health agencies, re-
searchers and development partners, identified the
‘90/10 gap; i.e. that less than 10% of global health re-
search spending is devoted to diseases or conditions
that account for 90% of the global disease burden.
This led to calls for a more equitable and systematic
approach to prioritising health research investments
[22, 23] and for development partners to devote 5%
of official development assistance (aid) for health to
research, as well as for LMICs to increase their own
health research spending [24].

These calls have in part been answered — there is
now more research in and on the health needs of
low-income countries [25, 26] and a growing number
of development partners are active in health research
[27], including the United Kingdom’s Department for
International Development, the United States Agency
for International Development, and the Bill and
Melinda Gates Foundation; these three agencies
acknowledge the need to monitor the impact of their
research investment [28-30]. Though none have stan-
dalone research impact frameworks, their policy docu-
ments refer to the need for research investments to
create new knowledge and inform decision-making
[28], build capacity for research in LMICs [28, 29]
and facilitate local adaptation of evidence-based ap-
proaches (e.g. through implementation research) [29,

Page 2 of 12

30] - all common elements of the ‘Payback’ model.
Similarly, major funders of domestic health research
in the United Kingdom, the United States and Canada
now also fund research in LMICs directly [31-34]
and through international collaborations [35]. These
agencies do not appear to have standalone impact
frameworks specific to their international collabora-
tions (the United Kingdom Medical Research Council
uses the Department for International Development
framework); however, their domestic research impact
models highlight knowledge generation and influence
on policy and practice [36], economic growth (mea-
sured through links with business) and long-term
health and environmental impact [2].

Thus, despite vast differences in health needs and re-
search capacities in HIC and LMICs, there are similar ex-
pectations of what health research should achieve and how
its impact should be measured in both contexts. As re-
search investment in LMIC environments continues to
grow, a better understanding of the challenges associated
with research translation and measuring impact in LMIC
contexts is likely to be useful. This study applies a research
impact framework developed in a HIC (Australia) to re-
search carried out in the Pacific and Indonesia. Our aim
was to evaluate applicability, identify strengths and weak-
nesses, and make recommendations to support further use.

Methods

We carried out a rapid search for health research impact
frameworks and selected the Hunter Medical Research
Institute’s (HMRI) Framework to Assess the Impact
from Translational health research (FAIT). Based on an
extensive review of existing impact frameworks and with
input from potential users, FAIT combines the three
most commonly used approaches to impact assessment
[10]. The first, based on the ‘Payback’ model, identifies
‘domains of benefit. While each domain of FAIT is
based on an existing approach to research impact, the
combination of these approaches into a single tool is
novel. Domains can be adapted to the research project
under review but suggestions proposed by FAIT include
knowledge generation, impacts on policy, clinical prac-
tice, health services or population health, and economic
benefits. The second method comprises a cost—benefit
analysis that compares costs (of the research itself and of
implementing research recommendations), to social,
environmental and economic benefits (expressed in
monetary terms) that flow from implementation. Again,
categories of benefit are flexible and left to the discretion
of those completing the assessment. The third section is
a short narrative that provides a summary of ‘“fow
translation occurred and how research impact was
generated” [10]. The text is structured around common
sub-headings (need, research response, outcome, impact,
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lessons) and its purpose is to contextualise quantitative
findings and explain outcomes.

We selected FAIT for three reasons. First, its
mixed-methods approach, combining the three main
approaches to measuring research impact provided an
opportunity to test a range of impact measurement
approaches in the LMIC context. Second, the frame-
work emphasises translational health research, and is
therefore well suited to the research projects we
sought to review, which aimed to influence policy and
practice. Third, FAIT can be applied to a range of re-
search methods, from qualitative studies to implemen-
tation research to clinical trials, and so has a
potential for wide application. FAIT is currently being
applied to five projects within an Australian Centre
for Research Excellence [37] but has not yet been ap-
plied in an LMIC context. HMRI colleagues agreed to
engage in our study, adding value by reviewing our
use of the FAIT tool.

Between March and September 2018, we applied FAIT
to two recently completed research projects, namely (1)
a programme to reduce salt consumption in two Pacific
Island countries, Samoa and Fiji, and (2) the introduc-
tion of a digital health tool, SMARThealth, to improve
the quality of diagnosis and treatment of cardiovascular
diseases in East Java, Indonesia.

We chose these projects because good documentation
was available from which data could be extracted. For
the Pacific Salt project, there was a study protocol,
process evaluations, impact evaluations and intervention
costings for each Pacific country [38, 39]. For
SMARThealth, an end-of-project completion report had
been prepared for the funder, which included clinical re-
sults and a cost-effectiveness analysis. While FAIT is de-
signed to be applied prospectively to encourage research
translation and ensure the required evidence of impact
is collected along the way, retrospective application rep-
resented a feasible approach to determine the applicabil-
ity of FAIT in the LMIC context.

Our study was carried out in two stages. In stage
one, we completed a first draft of the impact frame-
work (presented in the FAIT scorecard format). We
drew on existing documents to source the majority of
data required, supplementing this with additional dis-
cussion and data mining where needed. The process
was led by RD, who was not part of the research
teams responsible for the two chosen projects, with
support from BA to complete the economic analysis.
The leads of each research team provided relevant
documents and reviewed and amended RD’s first
draft. In stage two, the lead author of the FAIT
framework (AS) and the person leading its application
and translation (SR) provided feedback and comment,
which was critical to the process of refinement,
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including identifying additional areas of impact. While
previous applications of FAIT have focussed on gath-
ering impact data for the project under review, this
study also considered the framework itself, and its ap-
plicability to a developing country context.

Results

Tables 1 and 2 present populated impact scorecards for
the Pacific Salt project and the SMARThealth project.
We found application of the ‘domains of benefit’ section
to be feasible and useful — it helped to generate evidence
of impact, including new data, in a range of areas not
documented in existing project evaluations. For the Pa-
cific Salt project, this included impacts on knowledge
advancement and capacity-building, as well as indirect,
positive impacts on the Samoan and Fijian economies
through generating employment (in the research team)
and spending of project funds (Table 1). For example, in
relation to policy development, use of the framework
drew attention to networks established with
policy-makers, and the learning generated on the polit-
ical economy of working with the food industry in Fiji,
which research project leaders were aware of but had
not previously documented. Support and prompting
from HMRI was critical to the identification of these do-
mains, and to the process of describing and quantifying
specific benefits within them.

For the SMARThealth project, use of the ‘domains of
benefit’ section helped to identify previously unrecognised
areas of impact on knowledge generation and
capacity-building of in-country partners. In addition, it
prompted additional work to quantify recognised (but pre-
viously unreported) positive impacts on the health system;
these included numbers of health workers trained, im-
provements to the medications supply, and better collec-
tion and sharing of patient data (Table 2). While these
aspects were mentioned in the project evaluation, they
had not been explicitly measured or identified as project
benefits. For both projects, the narrative text provided a
useful summary of the project and its impacts and pro-
vided an opportunity to reflect on lessons learnt.

We found generating data on the return on investment
to be the most challenging aspect of FAIT, for a number
of reasons. First, it required specialist input from a health
economist (not available to all project teams). Second,
data needed to model economic returns are often not eas-
ily available for the LMIC context, and in the case of the
Pacific Salt project, were not collected during project im-
plementation. This meant that areas of benefit identified
retrospectively, such as the increased earning potential of
staff in partner countries who gained skills through being
involved in the project, could not be calculated. In
Australia, standard pay scales for most professions are
available and could be used to model such a benefit, but



Page 4 of 12

(2019) 17:48

Dodd et al. Health Research Policy and Systems

DIDP 4O 2D 0} aNP 3Jqissod JON

P21eWI1S9 9 UBD S1S0D SWIaISAS Yijeay siyl woij pue ‘pouad paynads e Uaao Alpiguow
POPIOAR JO 21eWINSS Ue apiroid pinom siy| “paiuswa|dwl aie sabueyd Aioleinbal

pue 9ANe[SIB3| JI pUB ‘PRISAISP 318 APNIS SIY) Ul pa1ojid 950yl UO Pa||lopoW SalIANDe
uonowold yijeay JI INd30 PINoYs YdIYMm ‘9xerul 1es Ul suondnpal ybiy pue wnipaul
'MOJ UO paseq bulj|apow dIwouod] :y2poiddp buimojjos ayl buisn paiajdwod ag pjno)

(A13unod Jad sieak G 1I9A0 UOI||IW G'7) AIunod Jad Jeak
13d 000'005 $ANY Ajdrewixoidde 3e paisod ubedwed dn pajeds ended Jad 610 ANV
10 000241 $ANY 323f0id bunnp pajusws|dwi ubredwed uonsNPai 1jes Jo 150D [e10]

uoyjiw 'L sanv

paIN23s 00005 L $ANY JO WeIb MaN -

(Jo]aydeg 'SA) SISISEIA | PUB (SISISBIA 'SA) SIUSPNIS QUd 7 JO SWODUI SUINSJI| [eUORIPPY «
$150D WIISAS Y3[BaY Ul 9583109p PIIRIDOSSe pue

uolsuauadAy Jo UspIng PadNpaJ UO Paseq Sxelul 1eS Padnpal JO dN[eA DIUIOUODD [SPO

“Yopouddp buimojjoj ay1 buisn auop aq pinod 1nq LIBP JO Y| 01 aNP 31DNJ[P2 01 3|qOUS)

eowes pue Ifi4 ul uonelusws|dull swiweiboid 935I9A0 0 PIUSAUOD (3INYND PUB USWOAN
‘9DUBUI4 ‘UOI1EINPT ‘9DI3WIWIOD) puUB 9ped] ‘2N Nd1BY) sdnoib BuiIoM [BI01DSS-INIA -
13K Yoea 1fi4 ul sajuedwod [enpIAIpUl YHm SOUNSSW 9DBJ-03-9D8) (| PUe SWINIO) 7 »

9oueldwod uo

P1EP OU INQ SWiayds Bulpelb JueineIsal s ifi4 03Ul PIdNPOIIUI SI|GRL UO SISxeYS 1jes ON
padNpai sjeaw

[eudsSoy JO 1USUOD 1es pue ‘WOoOo. Bululp Je1s WO} SISxeys 1jes sarowai (Ifi4) jeudsoy | »
s|eusiew [euonowoid usss buiney

pauodal pue ubledwed uoNIONPaJ 1eS Sy} JO 21eME SaLIUNOD Y10q Ul 9|doad JO 940/ +
POWES

ul bupiood buunp 1jes jo peasul saoids buisn buodal uonendod Ul aseaidul %87

POWES U] SPOOJ 01 }|eS ppe ua)yo/sAkemie 1eyy uoneindod ul uonanpal %91 «

POWES Ul 1[ES JO $1294J2 3SI9APE JO Bulpueisiopun uoleindod Ul asealdul 96 «

eOWIES Ul Bululel] SISA[UB-BIED PUSLIE JB1S UROWES 17|

9DUSIDS UoneIUsWS|dwI UO Bulules) papusne eowles pue Ifi4 wol Jes 19foud ¢ -

AIJUNOD Yoea Ul BulIO}UOW 1eS O} Pale|a) UOIID3||0D Blep Ul paulel} SIUBISISSe UDIeasal ¢ »
$I1991UN[OA

yijeay ‘siobeuew yijesH Jo AISIUIA ‘Jels Y1[eay 104 SUOISSSS Bulules) uoionpai 3jes g «
Joyine uelfl4

e AQ p3| | Buipnpul ‘suonedljgnd dlwiapede / Uo papn|aul BOWES PUe |fi4 WOlj SIOYINe 4 -

suonesyienb (fi4 | pue ASUpAS 1) sisisely ¢ pue (AsupAs) ayd L -

3|ge|leA. elep snoiAsId OuU 2I9YM SILIUNOD Dlyed
OM] 10 S|2A3)] Jjes uolreindod Uo sauljaseq bulpn|oul ‘paysi|qelss S19se1ep [BUORU MAU 7

S9BA YINOS MON JO AUSISAIUN puUe S1N31sul

261039 3y 1e Yels 10j SdoysyIom pue 9|7 Ul 9IUSI3U0D) SDUBUISAOD) POO Ue|[elsny
3} puUB /|07 Ul SUINOGISN Ul Y3[eaH Ijgnd UO ssa1BU0) PIOAA SU3 1B UOIRIUSSDI -

(512Yd1easal J2Y10 1M UONeIOge||0d

ul siaded BumINd-s50.1D § pue ‘s1abiey buidoasp uo Jaded spoylaw | ‘SMalAI

J1eWSAS 7) 10afoid ayy 01 payjul| siaded 7 pue (uonenjeas ssadoid g ‘1oedull g ‘Quijaseq ¢
‘loo0104d |) awwelbold yoieasas ayy woly Apoauip buninsas siaded / :je10y ul siaded f| -

JUSWIS3AU]
q+e/> Uo UINIaI [e120g

(3) Hoyod 4o 3y
J9A0 PAARS SATY( 01 PILISAUOD sanjeA $ANY
uondwnsuod yjes ul abueyd PIUSAUOD 11Jousg

(Q) Yyoseasas ayy Ul pajje S3W01NO
SUOIIUSAIDIUI B JO 1SOD UO Pase 51easal buisn 4o 150,
n Ul 9L JO ) peseg Y 1SN JO 1505 JUaWISaAY|
(e) 1500 123foud [e10|. 42Jeasal JO 150D U0 uiniay [enos
Bupueuly YdIeasas MIN
ApN3s YlIM pa1enosse Jels
JO SWODUI 2ININJ PUB JULND) +
150D WIISAS U1esy padnpay - 1oedwl JlWoUod]
Ao1j0d pooy pupomia
uo anbojelp a1eAud-o1gnd « U pue Juswabebuy
JUSWUOIIAUD POOJ S [eUASOH «
(Aep/6) aseiur Jjes -
1JeS YUM Paleldosse SJUSWIUOIIAUR pOOj AYijeay
Sl Yi[eay JO ssaualeme pue abueyd Jnoireysq
pue 9bP3MOU| JSUINSUOY) « ‘uoneonpa :bunes AyyesH
DIOPHIOM [y JO
sanljigeded pue sbpsjmouy «
suonedylenb djuspedy - pulpjing-Apeded
PaYSI|RISD S195PIeP MBN * 1yauag
suoledlignd pamalnai-199d 9bpa|MouUy aoUBAPY Jo surewoq

$2W02IN0/SINAINO

SINEY

dlyded ‘eowes pue Ifi4 ‘UoiuaAIalul 103(0id 1jes dijided a3 U0} pledalods 1dedul| | ajqeL



Page 5 of 12

(2019) 17:48

Dodd et al. Health Research Policy and Systems

JUSWUISAOD) WO} UOND3IP Jea)d Joj Nem 03 butiajaid ‘Ajuerunjon aonoeid abueyd 01 buljjimun e siapjoyayeis Asnpul pooy aduls Juawabebus Juswulanob buons
2JINbaJ ||Im JUSWUOIIAUS POOJ 33 03 SaBUBYD 19PROIQ — JUSDIPNSUL 3] [|IM S3eIUl 3jes A1rUOaIdSIP 03 sabueyd 1eyl s1sabbns dyded ayi ul pooy passadold jo uondwnsuod ybiy
"Jayun4 "1abuoj Joj unJ pue a6eI3A0D puedxa 0} pasu pinom subledwed a1y Aue ‘axyeiul 3jes uonejndod ueaw Ul UOIIdNP3J B 21RJISUOWSP 0} LOYS 001 S| S1BAA 331y :SUOSSIT

‘uondNpPal Jjes uo duepinb ,INVHS, S,OHAM 0} PaINGHIUoD
103f0ud SIY1 Woi) SUOSS3| pue ‘OHM AQ pasiopua ‘pasnpoid usaq ey a3elul 3jes Buunseauw Uo saullepinb d1j1oads Jljioed “1es JO SYSH Yi[eay JO aBpajmouy paseaidul palelisuoulap
— bunes Ayiesy uo diignd Y1 J0j UOIIRLIOJUI JO DDINOS ASY B — SISHIOM U3[BSH "Sa¥eIUl JeBNs pue 1e} ‘jes adNpaJ O} SHWWOD (ZZ0Z-810¢7) ABa1ess yiesH pue poo4 mau ayi 14 U

"SINOIABYRQ Ul S9BURYD SWOS pue SBPsjMOUS| JSUINSUOD Ul StuswaAoidwl Juediubls 01 Bulpes| sauiunod yiog ul uonensuad ybiy pey ublieduted uonowoid yiesy oy 30edw|
"PRIND3S BUIPUN} MBU PUB PYSI|GRISS 1M DlJIDB4 Y} PUR BI[EAISNY U99MIDQ SHIOMIU DIULISPEDY

‘Ajigefoiduwa panosdul ybnoiy diyDed 341 PUe eljelIsNY Ul UINJ3J DIUIOUODS Ue PIIA 01 A[9YI| pUB ‘SAISUSIXS 319M SW0DIN0 Bulp|ing-A1oeded pue Bululel] “saliiunod asayl Ul Yijeay
pue }[es U0 UOI}e}NSU0d 31eAld-21jgnd 1sij SY1 919M JUSWUISAOL) PUB AIISNpUl POO) USSMIS] SUONRINSUOD) IXSIUO0D DIYIDRJ B Ul 150D MO| 1B pue SuielaWw Uoys Aj9Ale|al e ul
2buBYD INOIARYSQ JO [9A] SWOS 3ASIYDE 03 3|qIssod SI 1 1yl (Wl 151l Y3 JOJ) PAMOYS PUE SILIUNOD DIJIDBd OM] UJ S|9A| J[eS UO aDP3jMOUY MU pauaAl|ap 193(oid 3y :BWodInQ
DINT B Ul

ubredwed UO[IONPaI 1[ES [BUOIIBU B JO UOREN[EAS A3 1Sil) 3Y) Buipiroid ‘patiied sem ssadoid uonen|ead snosobu vy s19biey 1jes Alojepuewd oNpoJul pue 1Us1Uod 1[es Jo Buljjaqe|
9DNPOJIUI 0] 1Dy POOH Y1 PUSUIE O} JUSUWIUISAOD YIIM PIYIOM UIe3] UDIeSSaJ 3] ‘BOUIES U "A1Unod Ydes 1o padnpoid aiam ‘suoieiussaid pue sgag ‘sioisod ‘sisjyduied
Buipnpul ‘sjealew [euonesnp3 ‘siainioejnue pooy buibebus ybnoiyl spooj passadold Ul JUSIUOD 3eS 9DNP3J PUB ‘Yes JO SYSH YI[eay JO SSUIeME JSUINSUOD 35ea.0ul

01 ubredwied uopdNpal Jjes pabuoid-iNw e ubissp 01 SIY} Pasn pue AUNOd Ydes ul uoRdWNSUOD IS U0 ASAINS SUISSe] 1Sl SU1 Pa1D3||0d SIayDieasay :@suodsal ydIeasay
‘ubreduwed uonoNpal 1jes |nyssadons

e UnJ pey A1unod dljioed OU puUe (SD[IAT) S9LIUNOD SUWODUI-S|PPIW PUB -MO| Ul SIY1 SASIYDE 03 MOY UO UMOUY S| 31| AISA ‘GAD 1uSASId O} UOIUSAISIUL SAIDYS-1S0D UMOUY B S|
elul es budnNpas 3jIym Jayming “A1unod Jayla Ul 3xelul 1jes Uo a|ge|ieAe A|snolaaid sem UOIRULIONI 91eindde ON ‘(GAD) 9SeSSIP JejndseAolpied J0j 1010.) XS Jofew e uiny uj S|
Y2IYMm ‘dg pasiel 0} J0INGLIUOD ASY B 3G 0} UMOUY S| eIU 3[BS $$3X7 "(dg) 2inssaid poojg ybiy aney Ifi4 Ul 9| € pue eowles Ul uoieindod 3npe ayi Jo 901 Arewxoiddy ;pasn

Apnis ased)

$2W02IN0/SINAINO IEN]

(panuiuo)) dyIded ‘eowes pue |fi4 ‘UoiuaAIslul 103(0id 1jes dijided ay3 J0) pledalods 1deduwl| | ajqeL



Page 6 of 12

(2019) 17:48

Dodd et al. Health Research Policy and Systems

‘syuaned ysu-ybiy uo dn-pamojjoy usyy siappy "uonedipawl aendoidde aquosaid 01 SSJD JIBYY PISN UINY Ul OYM ‘SI0D0P 0} WSy} paliiajal pue

%su ybiy 1e 350yl paynuap! ‘'SSad Y AQ papIinb ANUNWWOD JI9Y) Ul SYNPe pauaalds sioppy "SSaD diidads-ueidisAyd e yim papeo) 19]|ge) JUIRIP B PaAISdaJ $10100( “J21awodn|b pue
Joyuow ainssaid poojq e UaAID pue (S5dD) WisAs Loddns UOISIDIP [BDIUID B YA PIPRO| 9DIAIP 19|Ge) 3|IGOW B 95N O PRUIRIL 3I9M (SIapDY) SIIOM Ae] "/ 10z [Udy WOl SYIUOW-¢ |
190 ‘BISSUOPU| ‘BAB[ 1583 ‘1DLISIP Buelely Ul S96e||IA INOJ Ul PAISAIIBP SeM Ypay [ YYINS 199(0id syl ‘eulyd) pue eipu| ‘eljesisny Ul A|njssadons pakojdaq "saseasip 9|gesiuniuod-uou
UOWIWOD JO Juswabeuew pue uonuaraid ay) poddns 01 uonusAIsiul a1ed Alewld e S| (ypay [YyINS) JusWieal] pue [eljay ‘|esieiddy [edipapy d1ew1sAS s, 0] @suodsal ydieasay
‘Allenuue syieap aseasip Heay A1leuolod 0000/ 24e 2194l pue Juswieas) seudoidde aaledas Jou op gAD e ‘buidojaasp Jo 3su-ybiy 1e Jo ‘yum

950U JO SPJIYI-OM] 15B3)| 1B BISSUOPU| Ul "9PIMPIIOM ALj[ELIOW JO PIIYI-2UO J0J BUUNODIIE 3X011S PUB 3Ses|p Heay AIRuolod Yum ‘A|[eqolb yieap Jo asned Bulpea| ayl ale SgAD (PN

suondwinsse ased aseq Japun //¢
suonduWINSse SAIIRAIISUOD JSPUN 617

e1ep paysiignd uo paseq ‘Uol||IW 76| $SN I8 PA1BWINS ale SJUaAS AD BUIPIOAR JO SIjaUSq 1034IpU| «
|eudsoy buipioAe asoyy

10} SUWODUI 96BISAR SYIUOW 7| -9 UO Paseq Uol||iw 8481761 $SN a4 suieb Auanonpoid parewisy «
Ajjeuoneu

'SIB3K G JIAO UOI[|IU £EE $SM DABS PINOM UOIUSAIIUI 3Y3 1UaA2 JAD Jad uones|jeudsoy auo buiunssy «

$IB3A G JIAO UOI||IW €:87€ $SN
16 Pa1ewlsa S1502 [edinadeulleyd pue ‘a1ed Alewnd Buipnpul ‘Ajjeuoiieu uonuaaiaul 2yl dn buiess

SUIUOW 7| JOAO UOI||IW | $SN

(000'00/ $SN~) paindas Juelb | ‘alep o] -

yeidny 88'€56'09¢7 JO sabem [e10) paAladal syiuowl 7| 104 193foid ayy Aq pakoidwa Jeis 9 -
PaIn23s 000’0/ $SN 4O 1ueIb dn-moj|o) suo ‘s1ep o] -

AUIOUOD3 [BD0| DY} 01 PAINGLIUOD sabeM WIed) YDIeasal 3y «

SIPIA G J9AO PIUIAR 3 PINOD SIUSAS QAD 000'€/ ‘Alleuoneu papuedxa Ji ‘sieak G 1ano uoleindod
|0J3U0D 0} pasedwiod SaBE||IA UORUSAISIUL SUL Ul SJUSAS JAD JOM3) 65 3] |[IM 2JaY3 S15966ns Bulj|spoy -

sabe||iA

|0J3UOD PUB UORUSAISIUI

ul s|enpIAipul si-ybiy usamiaq BHWW €1 Jo a1nssaid poojq 1j0ISAS UBaw Ul 92UJaIp e Ul Bupnsai
‘uoneindod |013U0D Ay Ul 99| 01 paledwiod ‘uonedipaw a1eudoidde 106 susied ysu-ybiy Jo 9408 -
9DU0 15e3) 1B SIoppy AQ dn PamO||0) Pa1I3JaI SO JO %16 »

Aujioej a1edyieay
Aiewd e 01 pauIsjal %001 5941 JO WA GAD B JO 3SU-ybIy 18 29 O3 pUNO) PaUSIDS 350U JO %7T *
(Woyod 13b6.e1 JO 9| 6) 9jdoad OO’ | PRUIDIDS SIaPDY

Pa1SIX2 SUOU Ajsnoiaaid ‘(Au|iDe) JUSISHIP € 1e BUBLIOM) SIO1D0P PuUe Siapby

U99M13Q SPI0al 21eyS 0} WR1SAS e yum Buoje ‘pausaids Juaned AISAS J0j Pa1eald pIodal JIUOADIID MU Y -
wiope(d yapaYYYINS Y3 Jo 9sh pue GAD ¥sb-ybly Jo

1uswabeuew Jadoid ‘SGON 104 SI01OB) S UO PRI} SIOID0P G PUR S3SINU 7| ‘(SIopDY) SISYIOM Yieay Ae| 7i »
Wia1sAs 1uswaind04d Bnup [e20] Buisn paindoid saudIpaw

193f0ud ayy ur Bunedidiied sanijioe) aedyyeay Alewd INoy Ul 905 AQ Paseaidul UOIeDIPaU JO YD0IS «

suelb
dn-mojj0} om1 uo juedijdde-0d aie [eIdIYO Yieay 1uISIP buelely | pue yeis eAefimelg Jo AUSISAIUN § «
siaded pamainai-1oad UO SI0UINE-0D aie eAR(iMeIg JO ALSISAIUN WOL) JJRIS G +

"35e3SIP JO USPINQ UBISSUOPU| 03 paleid|i|ed

JUsawieal} pue BuluaaIds (gAD) 95e3SIp JB|N2SeACIpIeD 1o Wyioble uoddns uoisiDap [edluljd> mau | -
Adousbe adueinsul Yieay [euolieu

S,pISDUOPU| pue AlIoyIny YieaH 1ou3sig buejepy yim passndsip pue uailim suodal abenbue| ured -

M3IA3J Japun suonedlgnd pamairsl-1aad ¢ -

g+e/o>

(0) 9[eDS 18 UOUSAISIU
ay3 Buikojdap Jo 12U dIWoU0d]

(@) pajem
SUOIUIAIRIUL 3Y3 Bulkojdap 4o 150D

(e) 3502 13foud 10|

Bupueul MIN -
SUWIODU| Wea) YD1easay -
sBuInes WL1SAS YijesH «

aled Jo Auenp -
Alunwiwiod
3y} Ul 31ed gAD 0 SSadDY »

SIAIDS JAD 4O JudWSbeUe »
A1oeded 92IOPHO *
Ajddns uonesipa -

SHIOMIaU YdJeasal MoN -

sjo0) uoddns uoispap palojie] -
sbuipuly 199(oid Jo uoneuruassiq -
siaded pamalnaI-193d «

JUSWIISaAUL
Uuo uinlal |eIdoS

SsanjeA $SN
PaLSAUOD 11joUdg

YoJeasal
Buisn 4o 150D

yoJeasal JO 1s0D)

1oedwi DIWOU0D]

SOWO02IN0 Y3[eaH

Bujusyibuans
SWIRISAS U1jeaH

Buppomiau pue
Buip|ing-Aioeded

abpajmou

Apnis ased

JUSWIISIAU|
UO WIN1SY
|e10S

1jousg

dUBAPY 4O sulewoq

sawodno/sindinQ

SO

eISouUOpU|

‘eAR[ 1507 ‘DURR ‘UOIUSAISIUL YDAy | HYING 10) pieda10ds 1oedul|  ajqeL



Page 7 of 12

(2019) 17:48

Dodd et al. Health Research Policy and Systems

‘Aljigeureisns uoddns 1eyy suasAs

uoneuloju pue Aiddns saupipaw ‘Buluiel) Jeis uj spasu yoddns paynuap! syl UORUSAIIU 3U1 1O} 1X21U0D pIA0Id O} [BII1ID SPM JUBISSISSE SUIR1ISAS Ul[eay PajieIap VY :SUOSSS
"9bueYD 3A153)1| JO DDUDPIAS PRI SBM DIDU3

"JI9ASMOH "UOIRAIIOW U1y} BuiArcidull ‘SaIIUNIUIOD J19Y3 UIYLM S/3pDy 3[eWS) 943 JO SN1BIS S} PadUBYUS OS[e UONUSAIIUI 3y 'SPIOYaSNoYy O3 123JIP 21D JO AISAIISP SeM J01De) SS30DNS
Ay v "2inssald poojq Ul suondnpal Juedyiubls ul Bupnsal sabe||iA UORUSAISIUL SUL Ul JBYBIY ydnw sem 3su-ybiy 1e ajdoad Huoule suoredpaul PapuswLLIodal Jo 3sn 1oedwll Yd1easay
“BISOUOPU| ‘YI|eaH JO AISIUIN SU1 PUB JUSWIUISAOD) 1211sIg Buejely Yl WO Spieme paAiadal 103(oid Y| "32I0pUoM Yieay 343 JO S|Iis

a1 pue Aiddns saupipaw paroidwl Hoddns swaisAs Yyieay Areauawa|dulod) “Alunwiulod 3yl Ul ¥2eq 95uo dn pamoj|o) Auofew syl pue quawiesll Joj paliafal sased Xsi-ybly ‘pausalids
sem uoneindod ay3 jo uoniodoid ybiy vy “eissuopul [eint jo Ued Aue Ul a1ed 0} S$3308 pue USPINg JAD JO JUDWISSISSE SAISUIYIAUIOD 151l 9yt PalaAllsp 193f0id Sy :W0dIN0 YdIeasay
“uoledIpaU 01 ddUIYpPe pue sbueyd 3jA1sayl| bunowoid

$2WO2IN0/SINAINO SO

(panuiuoD) eISSUOPU| ‘BAR( 15T ‘DUB|e ‘UOIIUSAISIUL Y)/DaY 1 YYINS 10} pledalods 1dedul| Z ajqeLl



Dodd et al. Health Research Policy and Systems (2019) 17:48

this is not the case for the majority of LMICs. Similarly,
health gains and life years saved are commonly used mea-
sures of impact of interventions in HICs. However, they
are more difficult to calculate in LMICs given the paucity
of data.

Third, we found the broader context of poverty and
health systems development had an impact on efficiency
and hence economic return. For instance, SMARThealth
provided support to allow a clinical task normally pro-
vided by a physician to be delivered by a lower-cost
community health worker. In circumstances where phy-
sicians do provide this support, such a ‘shift’ would be
cost saving. However, this was not the case in Indonesia,
where the counter-factual was ‘no care’ so introducing
the intervention represented a net cost to the health sys-
tem, which in turn diminished the final social return on
investment. Recognising these challenges, we attempted
to monetarise the identified benefits of SMART/health,
drawing on the literature for both methods and esti-
mates on which to base assumptions. Benefits of the
intervention were modelled using estimates of the re-
duction in cardiovascular disease (CVD) events avoided
as a result of the intervention. In summary, our assump-
tions were:

— A relative risk reduction in CVD events (ischaemic
heart disease, myocardial infarction or stroke) of
0.80 for every 10 mmHg reduction in systolic blood
pressure, based on a recent systematic review and
meta-analysis of randomised clinical trials [40].

— One hospitalisation per CVD event.

— Disability weights for people with CVD were
adopted from the Global Burden of Disease Study,
using an estimated weighted average from
myocardial infarction and moderate to severe stroke
weights, resulting in a disability-adjusted life year
(DALY) weight of 0.39. A disability weight of 1 was
used to reflect the dead health state and used to
calculate the years of life lost [41].

— Death rates resulting from CVD events were
estimated using results from the literature for
middle-income nations [42].

Using these assumptions, we then calculated:

— The reduction in CVD events resulting from the
reductions in blood pressure found through the trial,
projected over a 5-year period.

— The savings to the health system, based on the
average cost of hospitalisations for CVD events in
Indonesia.

— The health gains for the population resulting from
the intervention in terms of DALYs averted. Using
estimates from the literature [43], we estimated each
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healthy life year gained to represent productivity
gains of 6—12 months of per capita Gross National
Income. We believed this to be a conservative
estimate, given the average age of the cohort
targeted by the intervention was 59 years, average
life expectancy in Indonesia is 69 years [44],
unemployment is relatively low at 6.9% [45], and
almost two-thirds work in the informal sector where
there is no mandatory retirement age [46].

— Indirect and non-medical cost savings; using
estimates from the literature, indirect benefits were
valued as half the Gross National Income of
Indonesia per capita per healthy life year gained as a
result of the intervention.

These calculations were then compiled, divided by the
cost of the research and delivering the intervention, and
used to determine the estimated social return on invest-
ment (Table 2). Our approach was similar to one that
might be used in a HIC environment, yet the resulting
calculations were less robust given our reliance on esti-
mates from outside Indonesia. We were unable to
complete a similar set of calculations for the Fiji Salt
Project due to lack of data collected during the project
itself, though we did outline an approach for doing so
(Table 1). Cost—benefit approaches are rarely used in
LMICs, in part due to the types of constraints we en-
countered, including lack of a standardised approach
and lack of data on which to base assumptions.

Discussion

Good practice in the delivery of aid and development as-
sistance, including aid for health, has long emphasised
principles of local ownership, effectiveness and sustain-
ability [47, 48]. Accordingly, many research projects de-
signed and implemented in low-income contexts
intuitively emphasise engagement of local stakeholders,
use of local systems and measurement of meaningful re-
sults (beyond academic outputs), suggesting that re-
search impact models should be a ‘natural fit' with
LMIC-based health research.

There is recognised tension between the linear ap-
proach to impact implied by impact models, and the un-
derstanding that interactions between researchers and
end-users are complex and iterative [10, 11, 49-51]. In-
deed, reviews in HICs suggest the use of research impact
models has favoured quantitative, empirical studies that
can describe a clear, unambiguous outcome [52] and
where economic returns are likely to be high [9]. In
LMIC contexts, weak health governance and implemen-
tation environments [53, 54] mean the role and influ-
ence of research ‘evidence’ is even more problematic,
and therefore measurement of impact even more chal-
lenging. If, as HIC reviews suggest, the use of impact
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models is cementing an existing bias in research funding
towards statistical measures [5] at the expense of experi-
mental or qualitative research design [52], this may be
detrimental to LMIC research, where research infra-
structure is often lacking, and qualitative methods are
particularly needed to explain the poorly understood
[53] governance environment in which research occurs.

Nevertheless, our experience suggests that impact
models can play a useful role in hypothesising pathways
through which impact is expected to occur, which can in
turn prompt consideration of which stakeholders need
to be engaged, what advocacy work (alongside research)
may be required, and what vested interests could act as
a barrier to uptake. This may be particularly relevant in
LMIC environments and points to the need to consider
research impact pathways prospectively, during the de-
sign of the research process, rather that retrospectively
as we have done in this study.

Calculating economic benefit and return on investment
The challenge of valuing human life and calculating eco-
nomic return on health investments is recognised in
HIC contexts [8]. Our experiences suggest this challenge
is exacerbated in the LMIC environment and, conse-
quently, research projects in LMICs may struggle to
show a positive return on investment. Issues include the
following:

e Low wages, high-levels of informal sector employ-
ment and/or unemployment mean that productivity
gains (as commonly measured, in terms of income)
associated with extending healthy life are difficult to
estimate.

e Poor levels of population health and low life
expectancy (relative to HICs) may obscure gains in
healthy life.

e Poor coverage of essential health services means that
introducing a new service, however essential and
cost-effective in and of itself, may represent a net
cost for the system (as no service was previously
provided) diminishing the level of return.

e The dearth of studies from LMICs on non-medical
and indirect costs, such as transport to health facil-
ities [55], make it difficult to estimate these, though
they are often considerable [56, 57].

e Overarching all of these issues is the fundamental
challenge of poor quality health data in many
LMICs [58] and the likely low statistical accuracy of
globally standardised measures such as the DALY in
LMIC contexts, which are relied on to estimate cost
savings and economic benefits [59].

Cost-effectiveness analyses whereby the value of inter-
ventions is assessed in terms of natural units (for
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example, cost per CVD event avoided) or cost—utility
analyses that assess interventions in terms of utility
gained (for example, DALYs) are more common than
cost—benefit analyses (where all benefits are monetised)
in the health sector, including in LMIC contexts [60]. In
addition to being more straightforward to estimate,
cost-effectiveness allows a consideration of the relative
value of an intervention, which can be used to inform a
‘business case’ on whether or not to implement the
intervention more widely; such data is especially import-
ant in LMIC contexts, where resources are often scarce.

Cost effectiveness analyses are therefore a critical com-
ponent of determining the broader societal ‘return’ on
research investment (as FAIT attempts to do). Neverthe-
less, practical challenges remain in performing a
full cost—benefit analysis in LMIC contexts, as we have
demonstrated. Equally, in qualitative studies where re-
search benefits cannot be monetised, such as a change
in perceptions or attitudes, a cost—consequence analysis
may be more applicable.

Finally, it is worth acknowledging that, while the Pay-
back and narrative components of FAIT consider impact
retrospectively, based on empirical evidence, the social
return on investment models projected economic
returns into the future. This may appear an anomaly;
however, it is common practice for economic analysis to
contain an element of forecasting given the challenge of
demonstrating economic impact within the short time
frame of a research project.

Suggestions for application of FAIT in LMICs

Prospective use with programme logic model

We applied the FAIT framework retrospectively, yielding
important insights and new knowledge on study impacts.
However, greater benefit is likely to come from applying
the framework prospectively and in combination with a
‘programme logic model” as intended by FAIT’s authors
[10]. For example, prospective application of FAIT can
help ensure relevant data is captured in the monitoring
frameworks. In the Fiji example, we were unable to
complete a social return on investment due to lack of
data — a prospective application of FAIT would have in-
dicated these data gaps. Equally, prospective application
of FAIT aids consideration of potential positive and
negative programme externalities. In Malang, for ex-
ample, prospective application may have highlighted the
potential impact of the intervention on the workload of
community health workers, and led to monitoring of any
adverse impact on other health tasks they performed,
e.g. in maternal and child health.

Programme logic models, also called ‘theory of change’
models, are commonly used in the design of develop-
ment assistance (aid) programmes [61] to identify areas
of potential impact and understand the process through
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which change occurs. Many LMIC studies bridge the
disciplines of research and development, and are thus
well suited to use of programme logic methodologies.
The FAIT programme logic model, in line with models
commonly used in aid programmes, identifies the need
or issue to be addressed, activities, expected outputs,
end-users of those outputs and anticipated impact [10].
Additional file 1 published with this paper provides two
examples of the application of the FAIT modified
programme logic model to current LMIC research pro-
jects, demonstrating its feasibility.

Menu of metrics

The ‘domains of benefit’ section is a key strength of
FAIT allowing identification of a range of benefits be-
yond the intervention/process that is the subject of
the study. This is particularly useful in an LMIC con-
text, where the ‘process of doing research’ may itself
have positive externalities, for example, related to
capacity-building for research, supporting local
policy-makers, building the skills of the health work-
force, or the economic impact of research project
spending. However, our experience suggests that users
of FAIT may need guidance (prompting) to identify
and capture such benefits. The initial list of potential
domains provided by FAIT is helpful; however, further
suggestions on possible metrics linked to each domain
would be useful, for example, on specific areas of po-
tential economic benefit and how to calculate these,
or how to measure the sustainability and impact of a
knowledge network established during a study. This
would help to ensure appropriate data collection is
built into study design (e.g. on salary scales), in turn
facilitating calculation of return on investment.

Calculating economic returns

We found calculating cost—benefit to be challenging and
the results to have weak validity given issues of data
quality and reliance on assumptions. Furthermore, we
believe that there are many contexts where it will not be
possible or meaningful to undertake cost—benefit ana-
lyses due to lack of data.

Nevertheless, as interest in measuring research impact
grows, and is inevitably applied to LMIC contexts, fur-
ther research on how to approach this challenge is likely
to be useful.

Where cost—benefit analysis is not possible, cost-ef-
fectiveness analysis may provide a practical alterna-
tive. Especially where the focus of research relates to
an intervention or service delivery change that can be
costed, cost-effectiveness analysis should be routinely
done as part of the intervention evaluation process.
Such data can contribute to a business case to scale
up interventions trialled during research by projecting
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future returns and can also inform future research
funding investment. More broadly, incorporating any
form of economic analysis into research impact as-
sessment provides a  valuable perspective,
re-emphasising the imperative to ensure all spending
choices deliver value for money — particularly import-
ant in LMIC contexts. As discussed above, conducting
prospective analysis is important to identify (and
make arrangements to collect) data required to con-
duct economic analysis.

Strengths and limitations

A key purpose of FAIT is to encourage research
translation. To this end, it is designed for use
throughout the implementation of research projects.
We did not use the tool in this way — rather, we ap-
plied it retrospectively. Even so, we found it yielded
useful findings. Further, we did not validate our im-
pact claims through additional project evaluation as
required by some impact templates [52]. However, an
independent researcher led the process and HMRI’s
involvement provided a level of external scrutiny. In-
deed, our pragmatic approach to assessing impact was
a strength of this study as it responds to a common
critique of impact frameworks, namely that they take
too long to complete and are too expensive to imple-
ment [11]. This approach was facilitated by the fact
that the projects reviewed already included a signifi-
cant focus on research translation through involve-
ment of stakeholders (end users), and in the case of
the Pacific Salt project, a comprehensive process
evaluation [38, 39]. This points to a further limitation
of our study, namely that we focussed exclusively on
implementation research. Applying FAIT to other
types of research project designs in LMICs will allow
broader assumptions to be made about its applicabil-
ity within the LMIC context.

Conclusion

Though developed to measure impact in Australian health
systems, FAIT can be applied to research projects in
LMICs. We found the mixed-methods approach to asses-
sing impact to be a key benefit of FAIT. While we encoun-
tered challenges calculating return on investment, the use
of the FAIT framework helped illuminate data gaps and
highlighted the importance of considering affordability.
We make suggestions that support further applications of
FAIT in LMICs and, we hope, will contribute to an emer-
ging conversation on how best to measure research im-
pact in LMICs. In this context, future research that tests
the applicability of other high-income research frame-
works in low-income environments may be useful.
Capacity-building for any staff using the framework is
likely to be a worthwhile investment.
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Additional file

Additional file 1: Example of application of FAIT programme logic
model for Health workforce study, India. Example of application of FAIT
programme logic model to Intervention to reduce salt intake, Pacific.
(DOCX 92 kb)
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