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ABSTRACT 

Background: Access to health services is limited in many parts of the world, 
particularly in low- and middle-income countries (LMICs), where the health system 
is weak and often excludes many people living in hard-to-reach areas. Medical 
outreach (MO) is a means of extending essential health services to such 

underserved populations. It is one of the tools used in the pursuit of universal 
health coverage (UHC), which envisions a world where all citizens have access to 
quality health services whenever they need them, regardless of where they live or 
their socioeconomic circumstances, without experiencing financial hardship in the 
process  

Objective: This narrative review describes informal medical outreach (IMO), a type 
of MO, explains the nexus between IMO and the six building blocks of the World 
Health Organization’s health systems framework, and highlights how its optimal 
use can expedite the achievement of UHC and strengthen the weak health systems 

of LMICs.  

Findings: IMO has been used for several years to provide essential health services 
to excluded populations. It is conducted by various organisations for different 
reasons. Despite its contribution to closing the healthcare coverage gap, its non-
integration with the local or national health system has undermined its impact.  

Conclusion: Informal medical outreach remains a useful strategy for delivering 

essential care to underserved populations. By addressing potential obstacles, its 

integration with the existing health system using a systems thinking approach can 
optimise its contribution to the achievement of UHC and a strengthened health 
system in many LMICs. 
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INTRODUCTION 

The World Health Organization (WHO) and 

governments of the world failed to deliver 

“Health for All by the year 2000”.1 Since then, 

WHO has been championing several initiatives to 

ensure that all the people of the world attain the 

highest possible level of health that will enable 

them to lead a socially and economically 

productive life.2 In what constitutes a relaunch of 

the unfulfilled promise, Universal Health 

Coverage (UHC) adopted by the United Nations 

General Assembly in 2015 aims to make quality 

health services accessible to all people whenever 

they need them and wherever they live without 

financial hardship.3 This transformative initiative 

has targets that are expected to be met by all 

countries by 2030.3 

Accessibility is a sine qua non for achieving 

UHC, which is inherent in its definition. 

However, despite an increase in the proportion of 

the population covered by essential health 

services globally since 2015, more than half of 

the world population (about 4.5 billion) still 

lacked access to full coverage.4 Regrettably, the 

majority of these deprived people live in low- and 

middle-income countries  (LMICs), which have 

most of the worst health indices globally and are 

in dire need of urgent interventions. The service 

coverage index (SCI), an indicator of progress 

with UHC, shows a wide variation between and 

within countries, with a higher service coverage 

observed among persons living in more affluent 

households, urban dwellers and those with higher 

education.4 This poignant evidence of 

maldistribution of available health goods and 

services negates the principle of “leaving no one 

behind” of the sustainable development goals.5 

With barely six years left to achieve the targets of 

2030, there is a need to rapidly expand access 

through innovative mechanisms that will close 

the yawning gaps in service coverage and 

contribute to health system strengthening on a 

sustainable basis, particularly in LMICs.  

One existing strategy that can serve this dual 

purpose is medical outreach – an intervention that 

provides medical services to underserved, 

remote, rural, or marginalised populations.6  

Medical outreach as an intervention 

For this article, we classify medical outreach as 

formal and informal. Formal medical outreach 

(FMO) is an integral part of the services rendered 

by many health facilities. It is an essential 

component of many public health interventions 

that aim to provide population-wide coverage in 

a service or project area.7–13 In Nigeria, for 

instance, medical outreach is employed in the 

implementation of the Maternal, Newborn, and 

Child health week (MNCHW) aimed at 

accelerating population coverage with proven 

MNCH services.10 During the week, usually done 

twice a year nationally, health facilities are 

expected to extend the package of services to 

hard-to-reach catchment areas. In immunisation 

programming, health facilities have catchment 

populations far from the facilities and are 

expected to be reached with vaccination 

services.11 Other projects/programmes attend to 

some key populations that may not readily access 
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services at the designated centres and would have 

to be reached with the needed care wherever they 

live.12,14 These populations, served by FMOs, are 

included in the annual operational plan (AOP) of 

the facility or implementing organisation and data 

from such outreach are captured in the health 

management information system (HMIS) of the 

subnational area and ultimately in that of the 

respective country.  

Informal medical outreach 

Informal medical outreach (IMO) preceded 

formal medical outreach (FMO) as a 

complementary effort to reach the unserved or 

underserved populations with medical services. 

The intervention started as medical missions in 

about the 18th century by British and American 

missionaries who used it as an instrument for the 

uptake of Christian religion in the continents of 

Asia and Africa.15–18 It diminished in importance 

and gave way to FMO when health facilities were 

established in hitherto unreached places. 

However, it continues to be relevant in 

populations that do not have functional facilities, 

thereby lacking access to regular health 

services.7,19 Informal medical outreach is 

sometimes referred to as mobile clinic, but the 

latter more appropriately describes a formal 

medical outreach when it originates from a health 

facility.7–9 These outreaches serve an appreciable 

size of the population in many countries. The 

organisers are multifarious and include religious 

bodies, non-governmental organisations, 

foundations, corporate organisations, and 

individuals who do it as a means of philanthropy 

or corporate social responsibility (CSR).20–26 It is 

usually conducted as part of the celebrations to 

mark an individual’s landmark birthday or to 

honour someone with a notable contribution to 

society,27 as part of corporate anniversaries, or 

WHO/United Nations official days e.g. World 

AIDS Day.20 Informal medical outreach has also 

been organised as part of the response to disease 

outbreaks or humanitarian disaster management 

as a stopgap solution to cater to the medical needs 

of the affected persons while working on 

restoring normal health care delivery in the 

affected area.28 Of late, in what seems to be a 

frenzied response to the call for non-state 

providers to join the efforts to achieve UHC,29 

there has been an increase in the number and size 

of IMOs being conducted, even by 

governments.13,30 Services rendered in an IMO 

include screening for diseases (communicable 

and non-communicable),31,32 treatment of 

common ailments, and distribution of health 

goods e.g. insecticide-treated nets (ITNs).13,30,33,34 

Big IMOs may offer specialised services like eye 

care, dental care and surgeries.35,36 Populations 

covered range from hundreds to millions of 

young and old people. IMOs complement the 

efforts of the formal sector in providing essential 

health services thereby increasing the service 

coverage index (SCI) and improving indicator 

3.8.1 of the sustainable development goal 

(SDG).4   

While IMOs have supported the achievement of 

UHC, their potential to enhance the health system 

has largely gone untapped. By their sporadic 
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nature and source, IMOs are not part of the AOP 

of any facilities or planned interventions, and 

they are usually not integrated into the health 

system of the area where they are carried out. 

This lack of formal recognition and absence of a 

register to record their occurrence makes it 

impossible to have a valid estimate of the number 

organised globally or nationally on an annual 

basis. Existing information about IMOs is mainly 

obtained from the news or publications. Outreach 

efforts are often organised as one-off events 

without proper planning and alignment with local 

health authorities, neglecting the eventual needs 

of beneficiaries who may have chronic conditions 

or require long-term follow-up care.  

Having participated in and led many IMOs, we 

believe this public health intervention has much 

more to offer than what is currently obtainable. 

To our knowledge, no publication has classified 

medical outreach as we have done in this paper 

and we have not seen any that tried to situate 

informal medical outreach in the broad context of 

health systems strengthening. We hereby suggest 

ways in which IMOs can influence every 

component of the WHO’s six building blocks of 

the health system while contributing to the goal 

of achieving UHC (Figure 1).  

 

 

 

Figure 1. The nexus between informal medical outreach and WHO’s health systems building blocks 
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Informal medical outreach and the six 

building blocks of WHO’s health systems 

framework 

Service delivery: This is the main role IMO is 

playing at present. It expands access to essential 

health services and helps reach underserved 

populations not regularly covered. An IMO 

should preferably be held in a health facility 

located in the community. This will increase 

patronage of the facility post-outreach, and if the 

facility has been hitherto under-utilised or 

moribund, the exercise can resuscitate it. 

Arrangements should be made with a referral 

hospital that can be called for emergencies. 

Experience shows that many patients referred to 

a higher level of care from an outreach often do 

not report at the referral centre for many reasons, 

including lack of finance, poor communication, 

and lack of motivation.35 Involving healthcare 

workers (HCWs) who are members of staff of the 

host facility in outreach will ensure follow-up of 

such patients. This can help overcome the barriers 

that prevent the patients from visiting the referral 

hospital.   

Health workforce:  IMO is an opportunity to 

engage, build the capacity, and motivate local 

HCWs who may have been under-utilised in 

underserved populations. Healthcare workers 

serving at the facility hosting the outreach may 

include doctors, nurses and other health 

professionals of different cadres depending on the 

type of facility used for the outreach.  Organisers 

of outreach often go with a full complement of 

staff recruited from their base. An outreach that 

utilises local staff will get them engaged for the 

day/days of the outreach, and they would 

continue to serve outreach beneficiaries that need 

follow-up. Innovative technologies produced 

mainly for use in resource-poor settings, e.g., 

rapid diagnostic test kits, are often deployed in 

such an outreach. The HCWs get introduced to 

these technologies and, given the right 

circumstances, may continue to use them, thus 

improving evidence-based management of 

diseases. Large outreach involving big 

organisations and medical missions from high-

income countries often perform high-tech 

procedures in collaboration with their local 

counterparts.25,37 All these lead to knowledge, 

skills, and technology transfer and can improve 

the proficiency of the resident HCWs in 

managing prevalent health conditions. This is a 

cost-effective way of training and motivating 

local health staff and may help in health worker 

retention, especially when the collaboration is 

maintained through telemedicine.38  

Information: Since many IMOs are usually 

planned and executed without the active 

involvement of the local health authority, the data 

generated are lost and do not contribute to the 

subnational or national HMIS reports. This 

results in underreporting of services provided, 

which may include management of important 

cases, particularly neglected tropical diseases and 

diseases targeted for elimination that may be 

found in rural areas.  

Collaborating and conducting outreach with the 

HCWs will enable them to include such data in 
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their reports. They will also have first-hand 

information about the prevalence and burden of 

diseases in the area, which will enhance equitable 

resource allocation, prioritise service provision, 

and serve as an advocacy tool for resource 

mobilisation. Data from IMOs can also be used 

for behavioural change communication with 

community members. Showing them the 

conditions found in their community may 

facilitate their adoption of appropriate 

interventions to mitigate such conditions. 

Conducting a national or subnational survey to 

track UHC ought to be done regularly and 

frequently as we approach 2030. However, few 

LMICs have the resources to do this. IMO can be 

used for a rapid assessment of UHC in any 

locality where it is carried out. For instance, a 

short questionnaire can be designed to collect 

data on the two indicators of UHC -  coverage of 

essential health services and catastrophic 

spending on health.4 Aggregating data from such 

small surveys can prove useful for monitoring 

progress and for programmatic decision-making.4   

Medical products, vaccines, and technologies:  

As mentioned earlier, IMO provides an 

opportunity to get genuine diagnostics and 

therapeutics into the outreach area. The 

organisers, who are expected to purchase 

standard drugs, equipment, and other supplies 

from certified dealers or manufacturers can link 

the local facilities to such sources and thus ensure 

the regular supply of genuine products in the area 

and its environs. Immunisation staff are often 

constrained by funds for transport to conduct 

planned outreach sessions. They can piggyback 

on the outreach team to vaccinate children in the 

community and nearby catchment areas. 

Financing: Many LMICs are still struggling to 

achieve good coverage with health insurance. 

Enrolling community members who are not civil 

servants or engaged in organised private sector 

has been a major challenge for many insurance 

agencies. IMO, when planned with stakeholders 

including community leaders, can be a rallying 

point to initiate discussion about establishing a 

community-based health insurance scheme 

(CBHIS). Through the agency of IMO, well-

meaning individuals or organisations may be 

moved to donate in cash or kind for the follow-up 

care of indigent patients, upgrading of the host 

facility, or toward the establishment of a CBHIS. 

Some countries have a social initiative to care for 

indigent, vulnerable and marginalised persons, 

e.g., Nigeria’s Basic Health Care Provision Fund 

(BHCPF),39 the Ghanaian National Insurance 

Scheme (NHIS),40 and Senegal’s Plan Sesame.41 

Though the initiatives have ‘purchased’ health 

services for these people, a lot of them live in 

communities that are out of the reach of the closet 

health facility. IMO can be the gateway through 

which such individuals are identified and 

enrolled.30       

Leadership/governance: Community 

ownership is fostered when community leaders 

co-lead the planning and conduct of an outreach. 

This will most likely lead to more effective 

community mobilisation for the outreach. The 

local health managers can also be assigned 
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responsibilities, and working with the community 

leaders, there will be a sense of accountability for 

every aspect of the outreach.  This approach can 

potentially establish a relationship between the 

community or ward development committee 

(CDC/WDC) and the facility staff where none 

exists or strengthen an existing one, thus 

enhancing community ownership and ultimately 

improving the utilisation of services that 

transcends the outreach. Community 

participation is one of the cardinal principles of 

primary health care.42 When communities, led by 

their chosen representatives, are actively 

involved in a community- or ward-level 

programme meant to improve their health, they 

tend to own it and work to ensure its success.43–45    

Potential obstacles  

The systems thinking approach to IMO presented 

here is by no means an easy task to accomplish; 

foreseeable challenges will need to be overcome 

for it to work. First, like other public health 

interventions that used the approach,46–48 it 

involves a paradigm shift from the set, largely 

unilateral way of organising and conducting 

outreach to a more demanding multi-stakeholder 

engagement. The typical style is for the organiser 

to conclude arrangements for outreach and 

merely inform the outreach community of their 

intention. Oftentimes, there is no adequate 

engagement with the local actors and the 

dominant mindset is that of a one-off event. The 

new approach will involve a few planning 

meetings that will bring all the stakeholders 

together. This has financial implications and the 

organiser may not be ready for this process. If not 

carefully managed, it may lead to cancellation of 

the outreach. The onus is on the community and 

the local health staff to communicate this new 

arrangement to would-be organiser and make 

them see the long-term benefits of the extra 

investment of time and resources that would be 

required. Second, this optimisation of IMO 

presumes a close working relationship between 

the community and the health facility, which is 

expected in a functional primary health care 

system.42 Outreach organisers usually 

communicate with the community structure. 

Where there is weak or no interaction between the 

CDC/WDC and the health facility, the latter may 

not be aware of the outreach until the D-day. 

Having a strong and functional health facility 

committee can mitigate this challenge.43 Third, 

the subnational/regional health system that 

coordinates health programmes in the area will 

need to be involved since the data emanating 

from the outreach will eventually get there. If the 

managers at that level are obtrusive or 

obstructive, they may introduce unnecessary 

bureaucracy that can frustrate the organisers and 

make them suspend the outreach. It will take 

conscientious managers who are genuinely 

interested in having a strong health system to 

facilitate the necessary adjustments that are 

needed.  

Future direction 

A successful IMO should not be a one-off or an 

isolated intervention that can potentially disrupt 

the health dynamics of the benefitting population. 
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It should be one that will positively impact every 

block of the WHO’s health systems framework 

and one whose gains will remain ad infinitum. 

While informal medical outreach is a useful 

intervention, it happens sporadically and cannot 

be counted as a dependable strategy in the UHC 

toolkit. Investing in and retooling existing 

facilities to enable them to conduct more formal 

outreach services thereby reducing the size of 

their catchment populations that are not regularly 

served should be the medium-term goal to pursue. 

Having a functional health facility within every 

individual’s reach is UHC’s long-term goal. 

When this state is reached, individuals or 

organisations interested in improving population 

health can work with and/or donate their 

resources to the respective facility or appropriate 

health authority to support its activities. 

Governments at all levels have the responsibility 

to communicate this approach to public-spirited 

persons and organisations who may want to 

sponsor outreach in their jurisdiction.   

CONCLUSION 

There is no gainsaying the fact that we need more 

innovative interventions to make the goal of 

universal health coverage attainable, particularly 

in LMICs. However, it is wise to consolidate and 

optimise existing strategies that are effective. 

Informal medical outreach (IMO) will remain a 

desirable intervention for a long time as limited 

resources may impair the ability of available 

health facilities to extend their formal outreach 

activities and many communities may not have a 

fully operational health facility by 2030. IMO is 

a good example of the multiplier effect a public 

health intervention can have when carefully 

designed and implemented with a systems 

thinking lens. Efforts should be made to convert 

informal to formal medical outreach; the 

additional investment needed to achieve this feat 

can yield an unprecedented gain for the health 

system and fast-track the achievement of 

universal health coverage if not by 2030, but in 

the near future.  

Conflict of interest: The authors declare no 

conflict of interest 

Authors contribution:   

AO: conceptualisation, literature search, writing-

original draft, review of the final version of the 

manuscript; NO, BA: literature search, review 

and editing of subsequent drafts and final version 

of the manuscript; WS, EO, IC, DO: review and 

editing of subsequent drafts and final version of 

the manuscript. All authors read and approved the 

manuscript for submission. 

Funding: We received no financial support for 

this study. 

 

REFERENCES 
 1.  World Health Organization. Global Strategy 

for Health for All by the Year 2000 

[Internet]. 1981 [cited 2024 Jun 17]. 

Available from: 

https://www.who.int/publications-detail-

redirect/9241800038 

2.  World Health Organization. Constitution of 

the World Health Organization [Internet]. 

1946 [cited 2024 Jun 26]. Available from: 

https://treaties.un.org/doc/Treaties/1948/04

/19480407 10-51 PM/Ch_IX_01p.pdf 



99  

 
 
           JOURNAL OF COMMUNITY MEDICINE AND PRIMARY HEALTH CARE VOL. 37, NO 1, APRIL 2025 

3.  United Nations General Assembly. 

Transforming our World: the 2030 Agenda 

for Sustainable Development [Internet]. 

2015 [cited 2024 Jun 26]. Available from: 

https://undocs.org/en/A/RES/70/1 

4.  World Health Organization, International 

Bank for Reconstruction and 

Development/The World Bank. Tracking 

Universal Health Coverage: 2023 Global 

Monitoring Report. Geneva; 2023.  

5.  United Nations Sustainable Development 

Group. Universal Values, Principle Two: 

Leave No One Behind [Internet]. [cited 

2022 May 31]. Available from: 

https://unsdg.un.org/2030-

agenda/universal-values/leave-no-one-

behind 

6.  World Health Organization, International 

Hospital Federation. Outreach Services As 

A Strategy to Increase Access to Health 

Workers in Remote and Rural areas. 

Switzerland; 2011.  

7.  National Open University of Nigeria. PHS 

507 Outreach Mobile Health Services 

[Internet]. [cited 2025 Feb 25]. Available 

from: 

https://nou.edu.ng/coursewarecontent/PHS 

507.pdf 

8.  Coaston A, Lee SJ, Johnson JK, Weiss S, 

Hoffmann T, Stephens C. Factors 

Associated with Mobile Medical Clinic 

Use: A Retrospective Cohort Study. Int J 

Equity Health [Internet]. 2023;1–10. 

Available from: 

https://doi.org/10.1186/s12939-023-02004-

3 

9.  Leibowitz A, Livaditis L, Daftary G, Pelton-

cairns L, Regis C, Taveras E. Using Mobile 

Clinics to Deliver Care to Difficult-to-

Reach Populations : A COVID-19 Practice 

We Should Keep. Prev Med Reports 

[Internet]. 2021;24:101551. Available from: 

https://doi.org/10.1016/j.pmedr.2021.1015

51 

10.  Unicef. Evaluation of the Maternal, 

Newborn and Child Health Week in Nigeria 

[Internet]. 2016. Available from: 

https://www.unicef.org/nigeria/media/1436

/file/Nigeria-evaluation-of-maternal-

newborn-and-child-health-week_0.pdf.pdf 

11.  Ministry of Health Government of Rwanda. 
Rwanda Distributes Motorcycles to 

Simplify Health Outreach [Internet]. [cited 

2024 Jun 27]. Available from: 

https://www.moh.gov.rw/news-

detail/rwanda-distributes-motorcycles-to-

simplify-health-outreach 

12.  Government of Western Australia 

Department of Health. Chapter 5: Outreach 

Programs: Planning, Implementation and 

Evaluation [Internet]. [cited 2024 Mar 31]. 

Available from: 

https://letsyarn.health.wa.gov.au/tttt/chapte

r-5 

13.  Voice of Nigeria. Nigerian Government 

Launches National Medical Outreach to 

Enhance Healthcare [Internet]. [cited 2024 

Jun 27]. Available from: 

https://www.fhi360.org/projects/integrated-

hiv-prevention-and-health-services-key-

and-priority-populations-passos/ 

14.  FHI360. Integrated HIV Prevention and 

Health Services for Key and Priority 

Populations (PASSOS) [Internet]. [cited 

2024 Jun 27]. Available from: 

https://www.fhi360.org/projects/integrated-

hiv-prevention-and-health-services-key-

and-priority-populations-passos/ 

15.  Medical Missions [Internet]. Vol. 56, The 

British and Foreign Medico-chirurgical 

Review. 1875 [cited 2025 Feb 25]. p. 307–

26. Available from: 

https://pmc.ncbi.nlm.nih.gov/articles/PMC

5192618/pdf/brforeignmcrev73231-

0055.pdf 

16.  Mckay A. Towards a History of Medical 

Missions. Med Hist. 2007;51(4):547–51.  

17.  Adu-gyamfi S, Marciana M, Dompreh B, 

Tomdi L. The Changing Landscape of 

Mission Medicine and Hospitals in Sub-

Saharan Africa. 2020;7(5).  

18.  Olakanmi O, Perry PA. Medical 

Volunteerism in Africa: An Historical 

Sketch. Virtual Mentor. 2006;8(12):863–

70.  

19.  Alubo O. Facilitating Access to Health Care 

Through Medical Outreach : Utility and 

Limits. 2018;5(4):2018–9.  

20.  SLNI. World Aids Day: Gbagalape Health 

Outreach Programme [Internet]. [cited 2024 

Apr 1]. Available from: 

https://slni.org/world-aids-day-gbagalape-

health-outreach-programme/ 

21.  ACEPHAP. ACEPHAP Conducts 
Community Outreach at Kwaciri 

PHC…Provides Free Medical Services 



100  

 
 
           JOURNAL OF COMMUNITY MEDICINE AND PRIMARY HEALTH CARE VOL. 37, NO 1, APRIL 2025 

[Internet]. [cited 2024 Apr 1]. Available 

from: 

https://www.acephap.buk.edu.ng/acephap-

conducts-community-outreach-kwaciri-

phc-provides-free-medical-services 

22.  Lafarge Nigeria. Lafarge Flags Off 

Outreach Programme Benefiting over 6,000 

People in Ten Cross River Communities. 

[Internet]. [cited 2024 Apr 1]. Available 

from: https://www.lafarge.com.ng/lafarge-

flags-medical-outreach-programme-

benefiting-over-6000-people-ten-cross-

river-communities 

23.  Caritas Nigeria. Caritas Nigeria Day: 

Sensitization Walk and Medical Outreach in 

Imo State [Internet]. [cited 2024 Apr 1]. 

Available from: 

https://www.caritasnigeria.org/index.php?o

ption=com_content&view=article&id=446:

caritas-nigeria-day-sensitization-walk-and-

medical-outreach-in-imo-

state&catid=93&Itemid=194 

24.  The Guardian. Ibom Developers Prioritise 

Health Through Medical Outreach 

Programmes in Akwa Ibom [Internet]. 

[cited 2024 Apr 1]. Available from: 

https://guardian.ng/joe-komolafe/ibom-

developers-prioritise-health-through-

medical-outreach-programmes-in-akwa-

ibom/ 

25.  Xinhuanet. Feature: Chinese Medical 

Team’s Free Outreach Program Offers 

Relief to Rwandans [Internet]. [cited 2024 

Jul 23]. Available from: 

https://english.news.cn/africa/20220908/19

5a11f0d87a4b8bb4d1d654fe9b25df/c.html 

26.  International volunteer HQ. Healthcare 

Outreach and Education in Ghana - Accra 

Region [Internet]. [cited 2024 Jul 23]. 

Available from: 

https://www.volunteerhq.org/destinations/g

hana/healthcare-outreach-and-education/ 

27.  Punch Healthwise. NMA Honours Ameyo 

Adadevoh’s Memory with Free Medical 

Outreach [Internet]. [cited 2024 Jul 4]. 

Available from: 

https://healthwise.punchng.com/nma-

honours-ameyo-adadevohs-memory-with-

free-medical-outreach/ 

28.  National Academies of Sciences, 

Engineering and Medicine. Global Health 
Risk Framework: Resilient and Sustainable 

Health Systems to Respond to Global 

Infectious Disease Outbreaks: Workshop 

Summary. In Washington, DC: The 

National Academies Press; 2016. 

https://doi.org/10.17226/21856 

29.  uhc2030 International Health Partnership. 

Universal Health Coverage Advocacy 

Guide [Internet]. [cited 2024 Jun 27]. 

Available from: 

https://www.uhc2030.org/fileadmin/upload

s/uhc2030/Documents/Key_Issues/Advoca

cy/Advocacy_Guide_7_Jan_2019_gradient

_r2.pdf 

30.  Lagos State Ministry of Health. Thousands 

of Lagosians Benefit as Free Medical 

Outreach “Alafia Eko” Commences 

[Internet]. [cited 2024 Jun 27]. Available 

from: 

https://health.lagosstate.gov.ng/2024/05/31

/thousands-of-lagosians-benefit-as-free-

medical-outreach-alafia-eko-commences/ 

31.  Isara AR, Okundia PO. The Burden of 

Hypertension and Diabetes Mellitus in 

Rural Communities in Southern Nigeria. 

Pan Afr Med J. 2015;20:1–7. 

doi:10.11604/pamj.2015.20.103.5619  

32.  Adebayo A, Ige O, Ilesanmi O, Ogunniyan 

T, Ojo T. Making a Case for Community 

Screening Services: Findings from a 

Medical Outreach in Ibadan, Nigeria. Ann 

Ibadan Postgrad Med. 2011;9(1):14–8. 

doi:10.4314/aipm.v9i1.72429 

33.  Punch. Two Million Treated in NDDC 

Medical Outreach – MD [Internet]. [cited 

2024 Jun 27]. Available from: 

https://punchng.com/2-million-treated-in-

nddc-medical-outreach-md/ 

34.  The Elevation Church. Medical Outreaches 

[Internet]. 2024 [cited 2024 Mar 17]. 

Available from: 

https://elevationng.org/pf/medical-

outreach/ 

35.  Mbwogge M, Nkumbe HE. Exploring the 

Reasons for Low Cataract Surgery Uptake 

Among Patients Detected in a Community 

Outreach Program in Cameroon: Focused 

Ethnographic Mixed Methods Study. 

JMIRx Med. 2022;3(2):e35044.  

36.  Caldwell RI, Gaede B, Aldous C. The Value 

of Internal Medicine Outreach in Rural 

Kwazulu-Natal, South Africa. South 

African Med J. 2016;106(3):259–62.  
37.  Mugisha N, Uwishema O, Noureddine R, 

Ghanem L, Manoel AZ. Utilization of 



101  

 
 
           JOURNAL OF COMMUNITY MEDICINE AND PRIMARY HEALTH CARE VOL. 37, NO 1, APRIL 2025 

Mobile Surgical Units to Address Surgical 

Needs in Remote African Communities : a 

Narrative Review. 2024;  

38.  Kamarulzaman A, Ramnarayan K, 

Mocumbi AO. Plugging the Medical Brain 

Drain. Lancet. 2022;400(10362):1492–4. 

doi:10.1016/S0140-6736(22)02087-6  

39.  National Primary Health Care Development 

Agency. Basic Health Care Provision Fund 

(BHCPF) [Internet]. [cited 2024 Jun 26]. 

Available from: 

https://nphcda.gov.ng/bhcpf/ 

40.  Schieber G, Cashin C, Saleh K, Lavado R. 

Health Financing in Ghana. Washington, 

DC:World Bank 2012. doi:10.1596/978-0-

8213-9566-0 

41.  Parmar D, Williams G, Dkhimi F, Ndiaye 

A, Ankomah F, Kojo D, et al. Enrolment of 

Older People in Social Health Protection 

Programs in West Africa - Does Social 

Exclusion Play a Part ? Soc Sci Med 

[Internet]. 2014;119:36–44. Available from: 

http://dx.doi.org/10.1016/j.socscimed.2014.

08.011 

42.  WHO. Report of the International 

Conference on Primary Health Care, Alma-

Ata 1978, USSR, 6-12 September 1978 

[Internet]. [cited 2025 Feb 20]. Available 

from: 

https://iris.who.int/bitstream/handle/10665/

39228/9241800011.pdf?sequence=1 

43.  Lodenstein E, Mafuta E, Kpatchavi AC, 

Servais J, Dieleman M, Broerse JEW, et al. 

Social Accountability in Primary Health 

Care in West and Central Africa: Exploring 

the Role of Health Facility Committees. 

BMC Health Serv Res. 2017;17(403):1–15. 

doi:10.1186/s12913-017-2344-7  

44.  Karuga R, Kok M, Luitjens M, Mbindyo P, 

Broerse JEW. Participation in Primary 

Health Care through Community-level 

Health Committees in Sub-Saharan Africa : 

a Qualitative Synthesis. BMC Public Health 

[Internet]. 2022;1–17. Available from: 

https://doi.org/10.1186/s12889-022-12730-

y 

45.  Mulumba M, London L, Nantaba J, Ngwena 

C. Using Health Committees to Promote 

Community Participation as a Social 

Determinant of the Right to Health: Lessons 

from Uganda and South Africa. Heal Hum 

Rights J. 2018;20(2):11–8.  

46.  Iwelunmor J, Airhihenbuwa CO, Cooper R, 

Tayo B, Plange-Rhule J, Adanu R, et al. 

Prevalence, Determinants and Systems-

thinking Approaches to Optimal 

Hypertension Control in West Africa. 

Global Health. 2014;10(1):1–8. 

doi:10.1186/1744-8603-10-42 

47.  Gilson L, Elloker S, Olckers P, Lehmann U. 

Advancing the Application of Systems 

Thinking in Health: South African 

Examples of a Leadership of Sensemaking 

for Primary Health Care. Heal Res Policy 

Syst. 2014;12(30). 

doi:10.1093/heapol/1.2.158 

48.  Hassan I, Obaid F, Ahmed R, Abdelrahman 

L, Adam S, Adam O, et al. A Systems 

Thinking Approach for Responding to the 

COVID-19 Pandemic. East Mediterr Heal J. 

2020;26(8):872–6. doi: 

10.26719/emhj.20.090.

  
 

 

 

 

 

 

 

 

 

 

 

 


