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Abstract 

Implementation research (IR) is important for addressing equity in global health. However, there is limited knowl-
edge on how to operationalize IR for health equity, and pathways for improving health equity through IR in global 
health settings. This paper provides an overview of guidance and frameworks for thinking about health equity as part 
of IR while noting the gaps in how this guidance and frameworks apply to global health. It proposes an approach 
to guide implementation teams in the application of IR for achieving equity in global health considering these gaps. 
It describes key equity considerations for different aspects of IR (i.e., implementation contexts, strategies, outcomes, 
and research designs). These considerations can be applied prospectively and retrospectively, and at different stages 
of IR. The paper further describes causal pathways, intervention levers, and strategies for achieving health equity 
in global health settings through IR. Central to these pathways is the power asymmetries among different actors 
involved in IR in global health and how these contribute to health inequities. The paper suggests recommendations 
and strategies for shifting the balance of power among these actors while addressing the structural and systemic 
determinants of health inequities as part of IR. Explicit considerations for health equity as part of implementation 
research and practice are needed for the achievement of global health goals. Such explicit considerations should 
look back as much as possible, and entail defining and analyzing health inequities and intervening on the underlying 
causes and mechanisms of health inequities as part of IR on a routine basis.

Background 
Implementation of health interventions occurs within 
health systems – dynamic and complex arrange-
ments that shape the distribution of health and related 
resources, structure, and power [1] – and impacts health 
equity, for better or worse. The complex and dynamic 
interactions within health systems may be more sig-
nificant for implementation in low- and middle-income 
countries (LMIC) [2, 3], and may constrain implementa-
tion outcomes and their impact on health equity given 
the resource limitation in these settings [4]. Implemen-
tation of evidence-supported health interventions (ESI) 

– encompassing programs, policies, and individual 
practices [5] – do not occur in a vacuum. The adoption 
of evidence involves people, power, politics, and not just 
science [6, 7], which makes the impact of implement-
ing ESI on health equity less predictable – especially in 
places where institutions, norms, and enforcements are 
less well-established.

Hence, there has been an increased call for implemen-
tation research (IR) to systematically address issues of 
health equity [8–11]. IR is sometimes interchangeably 
called implementation science (IS) or considered a sub-
domain of IS applied to improving healthcare and health 
impact [12–14]. It is defined as “the scientific inquiry into 
questions concerning implementation, i.e., the act of car-
rying an intention (e.g., ESI) into effect” [5]. This encom-
passes the specification of implementation strategies that 
are fit for context and purpose, and explication of path-
ways and outcomes through which ESI and strategies 
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produce impact in real-world settings [15]. Health equity 
is defined as “everyone having a fair and just opportunity 
to be as healthy as possible” [16]. Achieving health equity 
through IR requires insightful analyses of systems and 
policies in which implementation is taking place, as well 
as an understanding of the needs, culture and history of 
the peoples involved. [10, 17, 18].

However, there is limited guidance on how to use IR to 
address equity in global health [9–11], especially in LMIC 
settings [19]. Global health and health equity may be syn-
onymous – to the extent that global health is defined as 
a field of study that places priority on improving health 
and achieving equity in health for all people worldwide 
[20], and emphasizes the needs of the most vulnerable 
populations in resource-limited settings using an inter-
disciplinary approach rooted in public health [21]. It is 
difficult to fulfill the aspirations of global health without 
implementing ESI in LMIC, and operationalizing IR to 
achieve equity in these settings [22]. The paucity of a sys-
tematic guidance on how IR can be leveraged for achiev-
ing equity in LMIC settings hampers the aspirations of 
global health.

To be clear, guidance exists on how IR can be pro-
spectively applied (i.e., during the planning and imple-
mentation of an ESI or IR study) to better tackle health 
inequities [8–11, 19, 23]. However, few of these spe-
cifically target teams working to achieve global health in 
LMIC settings [19], or provide explicit guidance on how 
such considerations can be retrospectively applied (i.e., 
after the implementation of an ESI or IR study has been 
long completed). Such retrospective analyses are impor-
tant for understanding how and why completed imple-
mentation projects or IR studies may have improved or 
worsened equity to generate learnings for future appli-
cations [24, 25]. Indeed, the implications of choices and 
decisions made around implementing an ESI on health 
equity may not be completely knowable at the outset, and 
only emerge with the passage of time – given the com-
plex and adaptive nature of health systems [26]. Further, 
insights from retrospective analyses may be especially 
important in global health initiatives where historical 
antecedents governing power relations between enti-
ties in LMIC and high-income countries (HIC) may have 
dominated priority-setting around a health problem and 
ESI, and decisions on what, when, where, and how to 
implement [27, 28].

The history of colonization, slavery, and group suprem-
acy has played a prominent role in shaping global health 
practices and relationships between HIC and LMIC [27, 

28], and within certain countries [29, 30], and continues to 
be a major contributor to the extant health inequities glob-
ally [27–30]. The issue of decolonizing global health cannot 
be side-stepped in considering how IR can be leveraged for 
achieving equity in LMIC [27–31], and it is nearly impos-
sible to address this issue without looking back as far as 
possible to see how history may have shaped a given health 
system and the implementation of ESI within that system. 
For this issue and other historical antecedents, guidance on 
how to operationalize IR not only prospectively, but also 
retrospectively may be needed to achieve health equity.

Development of a systematic approach 
for leveraging IR to address health equity in global 
health
This paper proposes a systematic approach to guide imple-
mentation teams in the application of IR for achieving 
equity in global health. It describes key considerations that 
can be incorporated into IR either prospectively and/or ret-
rospectively to achieve equity and explicates pathways and 
strategies through which IR can be used to address health 
equity in global health. To develop the systematic approach, 
a synthesis of existing guidance on how to address health 
equity through IR, and gaps within that guidance, was first 
conducted drawing from literature  [8–11, 19, 23, 32–43].

Second, four features that define IR studies were identi-
fied, and items for guiding equity considerations and analy-
ses under each of these features were proposed to address 
gaps in existing guidance. The features include focus on 
implementation contexts, use of implementation strate-
gies, inclusion of implementation outcomes, and use of IR 
design as part of an IR study or project [15]. The proposed 
items were informed by literature on IR and health equity; 
author’s own experience with clinical and public health 
practice and research in global health; teaching implemen-
tation research and health equity at the graduate level; and 
working with graduate students to analyze and operational-
ize concepts in IR and health equity.

Last, the proposed items were organized into a set of 
recommendations for prospective (planning, designing, 
and delivery of healthcare interventions) and retrospec-
tive analyses (assessment of ongoing or completed ESI 
implementation or IR studies). An inductive approach 
was applied to the proposed items to identify pathways by 
which they influence health equity when prospectively and/
or retrospectively applied. Based on the pathways, imple-
mentation strategies for advancing health equity through 
IR in global health settings were identified.
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Summary of existing guidance on how to address 
health equity through IR in global health
Many frameworks explicitly link health equity to imple-
mentation research [8–11, 19, 23, 32–43], but only a few 
provide specific guidance on how to prospectively con-
sider equity in IR [9–11, 19, 40–42], especially in LMIC 
settings [19]. For example, frameworks exist for exploring 
the role of social determinants of health in implement-
ing and selecting implementation strategies to overcome 
equity-related implementation problems, such as Health 
Equity Implementation Framework [32, 33], Extension 
of RE-AIM framework [34], Health Equity Measurement 
Framework [35], EQ-DI framework [8], Equity considera-
tion of PRISM and RE-AIM framework [36], and Health 
Equity and Sustainability [37]. Similarly, protocols on 
how to develop frameworks and tools for linking IR to 
health equity exist [38]. However, they do not necessarily 
provide explicit guidance on how such protocols may be 
used to guide IR for achieving equity in global health or 
guide retrospective analyses of the equity impact of com-
pleted IR studies in global health settings.

The EquIR framework provides an example of how to 
prospectively consider equity as part of implementation 
practice or research in LMIC settings [16]. It describes 6 
steps which starts with the assessment of the health sta-
tus of the populations and provides guidance on what 
to do during the planning, design, implementation, and 
evaluation phases of a program, including how to opera-
tionalize implementation outcomes for equity assess-
ment [19]. However, this guidance may only be applied 
prospectively and not retrospectively; and is broad, with-
out a clear distinction of how it differentially applies to 
either implementation research or practice.

Other practical guidance for prospectively integrating 
concepts of implementation science into health equity 
research exists [9, 11] – with recommendations on how 
to identify study population and setting, use implemen-
tation outcomes in intervention design, understand 
mechanisms of inequities, and identify and adapt imple-
mentation strategies to address inequities [9]. However, 
they do not provide recommendations for how such 
guidance could be retrospectively applied. There are also 
broad recommendations on how implementation sci-
ence could better address equity issues – cutting across 
research, policy, practice, and capacity building [10]; and 
calls for using implementation strategies to address con-
textual factors that affect vulnerable populations, and 
measuring equity as an implementation outcome for 
certain interventions [39]. However, further guidance 
on how to implement these broad recommendations by 
specific audiences, e.g., research teams, and explication 
of specific steps that may be necessary in retrospective 
analyses in global health, are needed.

How to leverage IR to address health equity 
in global health
Incorporating health equity goals as part of IR in global 
health
To leverage IR to address equity in global health, health 
equity goals must be incorporated as part of the IR study 
or project objectives. Health equity is often framed 
from a ‘deficit’ perspective as health inequities, which 
are health inequalities that are unjust [44, 45]. Health 
inequalities that qualify as inequities are differences in 
health outcomes and determinants undergirded by unjust 
differences in social, structural, and systemic determi-
nants of health (i.e., the conditions in which people live 
and work, and the structure and systems that determine 
such conditions) [45–47]. Examples of structural and sys-
temic determinants of health will include systemic racism 
and gender bias that permeate health, educational, labor, 
and legal systems [47–49]. The unjust nature of these 
differences is defined based on notions of social justice 
and human rights in a given social context. For example, 
there are distributions of social, structural, and systemic 
determinants of health that would be deemed unjust 
based on a collective sense of what justice means or vio-
lations of human rights and/or civil rights laws in most 
societies [50]. Hence, incorporating health equity goals 
as part IR in global health must measure or acknowledge 
extant health inequalities; unpack differences in social, 
structural, and systemic determinants that may be linked 
to these inequalities [10] – along with the injustices that 
underlie these differences [31].

A systematic approach for addressing health equity in IR 
in global health settings
Tables 1 and 2 propose explicit guidance for implementa-
tion teams to systematically address health equity as part 
of IR, prospectively and retrospectively – considering 
four features that define IR, i.e., implementation contexts, 
strategies, outcomes, and IR designs [15, 51]. The items 
mapped to the IR design are only applicable to research 
while items mapped to the other features will apply to 
both research and practice.

For all prospective IR studies or projects, an analysis 
of health inequalities surrounding health problems and 
implementation challenges that form the focus of the 
study or project could be included as part of the descrip-
tion of the implementation context – and evidentially 
linked to any unjust differences in the structural and sys-
temic determinants of health (e.g., how institutional rac-
ism or gender bias influences a specific health problem or 
implementation challenge) to qualify the inequalities as 
inequities (Table 1). Similarly, implementation strategies 
could be packaged to address power differentials among 
relevant actors and pertinent structural and systemic 
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determinants of health in specific settings – irrespec-
tive of whether equity is the primary research question 
or project’s objective. Strategies targeting the structural 
and systemic determinants of health inequities should be 
conceptualized as distinct from adaptations to the ESI or 
inner contexts of implementation to improve access to 
the ESI (or other health services) for socially disadvan-
taged groups (Table 1).

For completed IR studies or implementation projects, 
researchers can retrospectively evaluate how decisions 
were made on the ESI and implementation strategies and 
how the power play among the different actors involved 
(Table 2) – and whether the beneficiaries participated in 
the decision (‘voice’) and had means to hold implement-
ers accountable (‘teeth’) during the implementation pro-
cess [67, 83]. Such retrospective analyses may also be 
embedded within prospective studies to examine how 
historical antecedents may have shaped health problems 
and implementation challenges that will be studied, and 
to guide efforts to mitigate these influences as much as 
possible.

Pathways by which equity considerations in IR impact 
health equity in global health settings
Figures 1 & 2 describe pathways for understanding how 
IR studies or projects could impact health equity when 
the considerations from Tables 1 and 2 are applied. Cen-
tral to these pathways is the recognition that power, i.e., 
“the ability to shape the thinking and/or actions of other 
actors” [84], is never uniformly distributed among actors 
[85]. That is, power is fluid and asymmetric among dif-
ferent actors (e.g., socially advantaged vs. disadvantaged 
populations, implementers vs. beneficiaries, researchers 
vs. research subjects, government officials vs. citizens) 
– and these asymmetries govern the implementation 
context that shapes how the implementation of ESI or IR 
studies influences the extant health inequities in a given 
setting. The proposed equity considerations operate by 
precipitating power negotiations among actors and shift-
ing the balance of power to directly influence the inner 
context of implementation, and indirectly the outer con-
text. Both the inner and outer context of implementation 
in turn shape the unjust distribution of health determi-
nants and outcomes that is conceptualized as health 
inequities.

For example, a prospective IR study (Fig. 1) that defines 
unjust health inequalities and packages implementation 
strategies to address these differences may involve altera-
tions to the service delivery arrangements based on feed-
back from socially disadvantaged groups or their boycott 
of services (‘exit’). The mechanism by which feedback 
or exit by socially disadvantaged groups influences the 
service delivery arrangements by implementers involves 

shift in the balance of power which will ultimately affect 
the inner context of implementation. The same mecha-
nism if enacted at scale (e.g., feedback or exit by a large 
coalition of socially disadvantaged groups) may influ-
ence implementers to organize and influence government 
and policies (e.g., through lobbying activities), and future 
elections. Thus, the collective actions from socially disad-
vantaged groups, allies, and implementers may influence 
policies and systems, i.e. the outer context, that govern 
the production of the intended services through a nego-
tiation of power distribution.

The same analogy is true for a retrospective analysis 
(Fig.  2), the only difference is the timing of the analysis 
relative to the health inequities in question. In this case, 
the equity consideration, e.g., how decisions were made 
on the ESI and implementation strategies and the power 
play among the different actors involved, would have 
directly shifted the balance of power within the inner 
context and between relevant actors at some point in the 
past – and influenced the power dynamics within the 
outer context if organized at scale.

Balancing power asymmetries in IR to advance equity 
in global health
Power asymmetries, i.e., differences in power between 
advantaged and disadvantaged groups (e.g. HIC vs. LMIC 
entities), [86] have been previously identified as a critical 
component of global health governance [87], but was not 
explicitly linked to implementation efforts or unraveling 
pathways by which implementation efforts or IR contrib-
ute to health equity in global health. Indeed, from the 
initial decision-making on a problem or ESI, through the 
appropriation of benefits and risks that accrue from the 
implementation activities, power is constantly negotiated 
among the different actors at different stages [46].

Implementers linked to organizations originating from 
HIC may hold more structural power (power related to 
knowledge and technical know-how) [84] over beneficiar-
ies of ESI in LMIC. The way that this structural power is 
negotiated or wielded within the inner context of imple-
mentation can influence health equity both directly and/
or indirectly. Other implementation efforts may attract 
significant financial (money and asset) and discursive 
(ability to shape how a subject is discussed) powers that 
are sufficient to sway the dynamics of operations within 
government in some LMIC – and thus extend the influ-
ence of the implementation efforts outside of the inner 
context of implementation. Hence, by focusing attention 
on power asymmetries, and itemizing equity considera-
tions for highlighting these asymmetries, implementation 
strategies can be packaged to target the balance of power 
as part of implementation of ESI or IR studies.
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Implementation strategies to balance power asymmetries 
in IR to advance equity in global health
Implementation strategies for balancing power asym-
metries within the inner context may involve training 
in diplomacy, i.e., the art and practice of conducting 
negotiations [88], for relevant actors involved in imple-
mentation efforts, including community representatives 
[18, 89]. Other strategies could involve power sharing, 
e.g., formulation of representative and engaged com-
munity or advisory boards to guide decisions on key 
implementation activities [90], creating opportunities for 

representatives of disadvantaged groups or their advo-
cates to lead implementation effort (or relevant aspects) 
where feasible [91], and participatory monitoring and 
evaluation (e.g., use of community scorecard) for social 
accountability [92, 93]. Power sharing does not necessar-
ily translate to equal power but involves steps to inten-
tionally include all parties along the power asymmetries, 
and creating a respectful and genuine platform for each 
party to participate in decisions around the implementa-
tion efforts.

Fig. 1  Prospective Application of IR for Health Equity

Fig. 2  Retrospective Application of IR for Health Equity
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Further, implementation strategies could be tailored 
to address certain structural and systemic determinants 
of health and social injustices that operate within the 
inner context of implementation. For example, training 
and tools to address unconscious bias and discrimina-
tion among implementers [73], enforcing anti-discrimi-
natory policies [49], and using results from participatory 
monitoring and evaluation activities to inform structural 
changes that address discrimination, oppression, and 
exclusion within the services delivery arrangement [91].

There are other strategies to consider for tackling the 
root causes of health inequities within the outer context 
more broadly [49, 72–74]. Strategies targeting the social 
determinants of health may include provision of subsi-
dized or free access to good quality health services (other 
than the ESI), supplemental income, good quality hous-
ing, and transportation vouchers [72]. Strategies target-
ing the structural and systemic determinants of health 
(and their historical antecedents) may include eliminat-
ing discriminatory practices in health system, setting liv-
able minimum wages in labor system, affirmative actions 
and reparations throughout all systems [49, 73, 74]. The 
implementation of some of these strategies call for mul-
tisectoral approaches [94]. Thus, implementation teams 
should seek opportunities to join efforts with other rel-
evant entities in enacting them as practically possible.

Conclusions
Implementation of ESI and IR studies provides an ave-
nue for achieving global health goals. However, explicit 
considerations for health equity as part of implementa-
tion research and practice are needed for this potential 
to be realized. Such explicit considerations should look 
back as much as possible, and entail defining and analyz-
ing health inequities and intervening on the underlying 
causes and mechanisms of health inequities as part of IR 
on a routine basis. Implementation strategies targeting 
these causes and mechanisms mainly operate by shift-
ing the balance of power among different actors involved 
in the implementation of ESI and IR studies especially 
within the inner context of implementation.
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