
                                               

1 
 

 

Global Health Workforce Programme 2 – Learning Paper 

Implementing Perioperative Patient Blood Management in Ethiopia 

 

Grant number: GHWP2 LG.02 

Lead Health Partnership: World Federation of Societies of Anaesthesiologists (WFSA UK) 

Co-lead Health Partnership: Ethiopian Society of Anesthesiology (ESAPA); Global Partners for 

Improving Surgical Systems (GPISS) 

Project start and end dates: 1 April 2025 – 31 January 2026 
 

Abstract 

Blood disorders remain a major yet preventable cause of surgical complications in low- and middle-

income countries – where anaemia is highly prevalent. In Ethiopia, where postoperative complications 

are common, a readiness assessment was conducted on Perioperative Patient Blood Management (P-

PBM), a patient-centred approach to optimise a patient’s own blood and reduce unnecessary blood 

transfusions while saving healthcare resources and reducing costs. Across 12 public hospitals surveyed 

in Addis Ababa, results showed that while simple blood tests were widely available, facilities lacked 

the equipment, specialised tests, advanced blood products, and certain medicines needed to fully 

support P-PBM. These results informed the adaptation of a P-PBM Course to limited-resource settings, 

subsequently piloted to train 24 Ethiopian anaesthesiologists (50% women). Mean knowledge scores 

increased from 20.7/25 pre-course to 23.5/25 post-course. Interviewed participants reported changes 

in clinical practice more than one month after the training. Complementary project activities such as 

webinars confirmed widespread, global interest in P-PBM. Key project findings highlight the value of 

context-specific approaches, and of strategically engaging stakeholders to align with national 

framework, potentiate local ownership, and enhance sustainable impact. 

 

1. Introduction 

The World Health Organization (WHO) has highlighted that poor blood health represents one of the 

world’s biggest, largely preventable, yet greatly underestimated public health and health-economic 

burdens. There is an urgent need for improved Patient Blood Management (PBM) to deal with 

bleeding disorders: anaemia, blood loss and coagulopathies. PBM is a patient-centred, evidence-

based strategy designed to minimise unnecessary transfusions, improve surgical outcomes, and 

conserve scarce blood resources (Shander et al., 2012, Muñoz et al., 2017). It is structured around 

three pillars: detection and treatment of preoperative anaemia; minimisation of perioperative blood 

loss; and optimisation of transfusion practices (Shander et al., 2013). In high-income countries, PBM 

programmes have been widely adopted and shown to reduce transfusion exposure, morbidity, 

mortality, length of stay, and healthcare costs (Althoff et al., 2019). 
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Despite these benefits, PBM implementation in LMICs has been limited. The Lancet Commission on 

Global Surgery highlighted major gaps in surgical access and outcomes worldwide, with over 4.2 

million people dying within 30 days of surgery each year, most in LMICs (Meara et al., 2015). A recent 

review demonstrated that while PBM is recognised globally, adoption is often hampered by 

infrastructural constraints, limited awareness, and resource shortages (Althoff et al., 2021). These 

challenges are especially pressing in sub-Saharan Africa, where anaemia is highly prevalent (Zegeye et 

al., 2021; Correa-Agudelo et al., 2021) and blood supply is often inadequate (Raykar et al., 2021; 

Barnes et al., 2022). 

In Ethiopia, the burden of surgically treatable disease is high, and has high postoperative 

complications. The Ethiopian Surgical Outcomes Study (Ethio-SOS), a nationwide multicentre cohort, 

found that nearly one in five surgical patients developed a postoperative complication, with bleeding 

and reoperation contributing substantially to morbidity and mortality (Ethio-SOS Collaborative, 

2025). Yet, little is known about the prevalence of preoperative anaemia, transfusion practices, or 

facility readiness for PBM in Ethiopia. 

In response to WHO’s call to action to implement PBM, the World Federation of Societies of 

Anaesthesiologists (WFSA) developed a Perioperative Patient Blood Management (P-PBM) course. 

However, this course was predominantly aimed at higher-resourced settings where there is the ability 

to undertake more advanced assessments and interventions, and an urgent need to develop a 

version of the P-PBM course that is suitable for limited-resource environments was identified. 

To achieve this, WFSA partnered with the Ethiopian Society of Anesthesiologists (ESAPA) and Ethiopia-

based Global Partners for Improving Surgical Systems (GPISS) to design and implement a project 

focused on two interrelated approaches: 1) the development of a P-PBM Facility Assessment Tool (P-

PBM FAT) to be utilised in hospitals in Addis Ababa to assess capacity for the implementation of P-

PBM; and 2) the piloting in Ethiopia of a Perioperative Patient Blood Management Course for Limited-

Resource settings (PPBM-LR). 

The primary outcome of this project is a tested PPBM-LR course available for use in limited-resource 

environments globally, as a means to improve blood health in the perioperative period and improve 

patient outcomes in LMICs. Additionally, building on data obtained through the P-PBM FAT survey 

completed at the beginning of the project, a mixed-methods study has generated robust evidence on 

practices, system readiness, and provider perspectives to further inform the effective implementation 

of PBM in Ethiopia. The findings have been shared with the Ethiopian Ministry of Health (MoH) and 

the Ethiopian Blood & Tissue Bank Service (EBTBS) and have guided the development of the first draft 

of the National PBM Clinical Guidelines. 

 

2. Methodology 

This learning paper draws from the research component of the project, for which facility readiness was 

evaluated using a structured P-PBM Facility Assessment Tool survey (PPBM-FAT) across 12 public 

hospitals in Addis Ababa. Findings laid the foundation for a later multicentre mixed-methods study of 

health system readiness and clinical practice in Ethiopia. 
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This paper is also informed by multiple sources including, but not limited to, project proposal, monthly 

and quarterly narrative reports, and feedback collected from course participants through pre- and 

post-course assessments, course evaluation forms, and semi-structured interviews with selected 

participants one month and a half after the training took place. Interviewees were initially selected 

based on their responses to the question ‘How would you like to apply the learnings from this training 

to your practice or institution?’ during the end-of-course evaluation. The final selection of interviewees 

was ultimately determined by their availability, resulting in nine in-person interviews. 

 

3. Findings 

The PPBM-FAT survey was the baseline activity that informed subsequent project activities and 

progress. It was completed in 12 hospitals in Addis Ababa during the first quarter of the project (April-

June 2025). The cohort includes 6 Referral/Secondary hospitals (all public) and 6 Tertiary or National 

Referral Hospital (5 public, 1 university hospital). These hospitals have a catchment area of 450,000–

6,400,000 population. 

It was found that the ability to detect anaemia through basic laboratory tests exists. However, the 

capacity to analyse the nutritional causes of anaemia – the commonest cause of anaemia in LMICs – 

or other causes is rare. Although oral iron and folic acid supplements are widely available, medications 

which stimulate red cell production and IV iron are generally not. This results in an increased reliance 

on oral supplements and means early detection of anaemia is important, yet despite the availability of 

pre-operative assessment clinics, anaemia clinics are not routine. 

The capacity to conduct additional tests such as Fibrinogen analysis to assess blood clotting ability is 

also rare. Low fibrinogen levels are a key indicator of severe bleeding and can predict which patients 

are at higher risk of life-threatening complications. Continuous temperature monitoring and patient or 

fluid/blood warming devices are mostly unavailable. Other medical products like topical haemostatic 

agents and more advanced antifibrinolytic agents are limited or not available. The availability of 

Tranexamic acid is encouraging, as TXA is included in the WHO list of essential medicines and is used 

to treat or prevent excessive blood loss from major trauma, postpartum haemorrhage or surgical 

causes. 

In addition to the limitations mentioned above, lack of arterial blood gas analysis and capacity to 

measure blood lactate levels hinders diagnosis of metabolic derangement. The availability of devices 

such as invasive monitoring, infusion pumps and rapid infusers is variable. Autotransfusion or cell saver 

devices which can collect and recycle a patients’ own blood, were not available in any of the surveyed 

facilities. 

It is a positive indication that all facilities have access to a blood bank and the ability to perform blood 

typing, although blood supplies often rely upon external, off-site blood banks. Whole blood, red cells 

and plasma are usually available, yet the availability of blood products such as platelets and 

cryoprecipitate varies. These agents are important in managing coagulopathy in haemorrhage. 

Notably, blood transfusion is monitored and there is widespread availability of transfusion policies and 

committees. Many facilities have a major haemorrhage protocol, and some have a PBM program. 
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Based on the above findings, the existing WFSA P-PBM Course was adapted over several months to 

suit resource-limited environments. Its relevancy and applicability to LMICs was informed by 

contributions from clinical advisors from Ethiopia, Ghana, Rwanda, and Tanzania, which resulted in 

the PPBM-LR Course. The aim of the course is to provide training in the essentials of optimisation of a 

patient's own blood. PBM is a proactive, multidisciplinary, multimodal, patient-centred concept that 

integrates the detection and treatment of anaemia, optimisation of haemostasis, minimisation of 

blood loss, rational use of blood products and derivatives, and enhancement of anaemia tolerance. Its 

ultimate goal is to improve patient outcomes while reducing the indiscriminately high burden placed 

on health systems. The PPBM-LR course addresses the major issues for optimisation of blood in 

surgical patients. It also briefly revisits the fundamentals on blood physiology and clinical management 

standards before delving into the practical application of P-PBM pillars. This approach lays a solid 

foundation for engaging surgical teams with the core concepts and facilitates successful and 

sustainable implementation. 

The course includes brief lectures interspersed between small group sessions organised in a modular 

format. Participants are divided into pre-allocated small groups and rotate through the sessions within 

each course module. The training is supported by slideshow presentations, illustrations and 

worksheets, and comprises a variety of teaching modalities to include case scenarios, demonstrations, 

discussion workshops, interactive lectures, and games. It includes a module on how to initiate and 

support institutional and national roll-out of PBM, intended to empower local leaders to promote and 

advocate on the importance of P-PBM. 

The PPBM-LR course was piloted in Addis Ababa in December 2025 to a group of 24 Ethiopian 

anaesthesiologists (12 females, 12 males) practicing in different hospitals surveyed through the PPBM-

FAT. Participants completed pre- and post-course assessments to measure learning progress, identify 

gaps, and evaluate and validate the training. While pre-course assessments indicate foundational 

knowledge of PBM, post-course results demonstrate enhanced proficiency by the end of the training: 

 Average Median Range 

Pre-course assessment scores: 20.65/25 20/25 15-24 

Post-course assessment scores: 23.52/25 24/25 20-25 

Answers collected through a course evaluation form show on a linear scale that the training was 

positively perceived by participants: 
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 1 2 3 4 5 6 7 8 9 10 

Did the course improve 

your knowledge? 
 8.7% 26.1% 65.2% 

Do you think the course 

will change your clinical 

practice? 

 4.3% 4.3% 30.4% 60.9% 
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Was the course 

relevant to your clinical 

practice? 

 4.3%  26.1% 69.6% 

Do you think what you 

have learned will 

improve the care you 

give to patients? 

 4.3% 17.4% 17.4% 60.9% 

Do you feel more 

confident to implement 

a PBM programme at 

your hospital? 

 4.3% 8.7% 26.1% 21.7% 39.1% 

With a short project timeline of only 10 months and the core activity of piloting the PPBM-LR course 

taking place in the ninth month, the scope to document changes and impact is notably limited. 

Nonetheless, semi-structured interviews conducted in the final week of the project allowed for the 

collection of further information about the effect of the training on nine participants [P1-9] (6 females, 

3 males) one month and a half after the pilot. While some interviewed participants declared PBM was 

a new concept to them, others explained that principles to respect and optimise patients’ own blood 

were part of their medical training, though not specifically conceptualised through an overarching 

systematic approach, i.e. PBM. 

Participants appreciated the fact that the course was evidence-based and provided the opportunity to 

revisit foundational science such as physiology and the coagulation cascade specifically. It also 

presented a platform for anaesthesiologists from different hospitals and subspecialities to come 

together, share their practices and experiences, and discuss their learnings and perspectives: 

“The participants were able to give their own insights about what we're doing and the 

things that are available in our individual hospitals, our practices, and it was really 

engaging.” [P1] 

With regards to changes in knowledge and practices after attending the PPBM-LR course, participants 

mentioned having adopted a P-PBM-based perspective and the importance of actively sharing it with 

their colleagues, in particular with residents and fellows: 

“Sometimes we used to transfuse patients liberally. Now, unless I have to, I won't 

transfuse the patients. So I became a little bit conservative after the training.” [P2] 

“As soon as I go to the OR, if I see a blood hanging through the IV stand, the first question 

always I ask is, is this necessary? Then tell me why. (…) What complications with blood 

transfusion do you guys think of? What other things do you want to do in order to 

minimize bleeding?” [P5] 

“I specifically remember two of my residents, letting them know about (…) how we're 

going to do a blood conserving strategy, so I somehow shared my knowledge on that 

emergency case when I was on call.” [P7] 

“We did not have a formal teaching session, but even informally we've been talking 

about it, and we've been trying to create more awareness on that. (…) we do have a 
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preoperative assessment clinic here. So some of my colleagues that work there, we've 

been talking about it, and they have been more cautious of patients with anaemia that 

are going to be admitted for elective cases.” [P8] 

It is worth noting that the PPBM-FAT asserted there were no existing cell saver devices in any of the 

surveyed facilities. However, during the interviews with course participants which took place months 

after the survey, three interviewees working in the same hospital stated that recently a cell salvage 

machine had become available and had been used during vascular procedures. 

“After the course, I was able to communicate with the vascular surgeons because I'm a 

cardiovascular and thoracic anaesthesiologist. So (…) we are now using cell salvage, 

especially for vascular surgery or aneurysm surgery.” [P4] 

Despite varied improvements in a short time, there are considerable barriers to change to be 

considered, including the need to educate patients. Because they are unknowledgeable about blood 

disorders, the importance of managing anaemia is widely disregarded in the country. Postponing an 

elective surgery to optimize a patient’s clinical condition and reduce adverse outcomes can in fact be 

interpreted by patients and their families as medical negligence: 

“If they stay one day longer, the patient is like ‘I'm paying this much and I'm having all 

these resources being done and you're not doing the surgery in time for me’, despite that 

I’m telling him it's for his own good what we're doing. (…) they think it's because we are 

negligent.” [P6] 

Creating informative short videos or leaflets was suggested by interviewees as a way to create 

awareness among patients and the wider community of what anaemia is, its symptoms, its causes, 

how it can be prevented, how to treat it, and why it should be treated. While financial constraints are 

important to acknowledge, it must be conveyed to patients that, contrary to what they may believe, 

PBM practices are cost-saving and reduce the potential for complications: 

“(…) even though it's not cost-effective for the patient [to run certain laboratory tests], 

but actually it's kind of cost-effective because we reduce the complications associated 

with transfusion. So long term, it's cost-effective for a patient (…).” [P1] 

Institutionally, the anticipated obstacles to successfully implement P-PBM are several. Firstly, the lack 

of knowledge about PBM and its evidence-based benefits may impede health professionals from 

adopting its principles. The absence of interdisciplinary consensus or commitment can prove to be 

another hindering factor if multidisciplinary teams cannot agree on a strategy to provide the best care 

with the lowest risks to patients. For more experienced health care providers accustomed to certain 

practices, it can be especially challenging to adhere to new ways of working or protocols. This 

resistance to change may require time and continued, deliberate effort to overcome. On a collective 

level, limited expertise and experience in protocol development can delay its creation, reduce its 

quality, and increase the chances of inefficiency. Lastly, the unavailability of specific medications, 

clinical equipment, and diagnostic tests – as evidenced by the PPBM-FAT results – can limit clinicians 

in their ability to practice PBM. 

Interviewees unanimously believe that the PPBM-LR training should be extended to multidisciplinary 

teams to achieve a consensual understanding and practice: anaesthesiologists, surgeons, general 
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practitioners, gynaecologists, residents, nurses in the operating room, wards and critical care units, 

and transfusion physicians. 

“If my colleagues are convinced of this and if it's beneficial for the patient, then we can 

benefit more patients, and also patient care would be similar and consistent throughout 

staff exchanges.” [P9] 

Hospital administrators, medical societies, the MoH, EBTBS, and laboratory staff should be involved as 

well to guarantee sustainability. These opinions closely align with WFSA’s plan to deliver the PPBM-LR 

course to multidisciplinary teams after piloting it. 

In parallel to adapting and piloting the PPBM-LR course, complementary project activities were 

designed to disseminate P-PBM in Ethiopia and more widely through scholarships, digital learning, and 

advocacy. Scholarships were offered to three Ethiopian anaesthesiologists to attend an international 

congress with a blood management component. One male and two female scholars successfully 

participated in the SABM Annual Meeting in the USA, where they were exposed to a scientific 

programme exclusively dedicated to the advancement of PBM, and had the opportunity to network 

with global leading experts. One of the female scholars later attended the PPBM-LR course pilot in 

Addis Ababa: 

“[SABM and the PPBM-LR course] complemented each other. (…) during the SABM 

meeting, (…) it was a big experience and there were anaesthesiologists, surgeons, 

nurses, everybody. So I heard different thoughts from different physicians and 

experienced persons. It was the first time and I was trying to compare my country with 

their country and there was a big difference. And from the [PPBM-LR] training, I got 

something like I can improve something in my country.” [P4] 

The delivery of two PBM-focused webinars involving expert speakers aimed to generate awareness 

about the importance of blood health through P-PBM practices in Ethiopia, Africa more widely, and 

globally. To ensure equity of access, Amharic simultaneous interpretation was provided during both 

webinars, and the recordings are available on WFAS’s YouTube channel. The first webinar, tilted ‘Scaling 

perioperative PBM: Practical strategies for resource-limited settings’, was moderated by two experts 

from Colombia and Lebanon, and speakers were from Ghana, Rwanda, and Tanzania. ‘Saving lives when 

blood is scarce: applying P-PBM in trauma and obstetric haemorrhage’ was the second webinar, 

delivered by a Portuguese moderator and speakers from India, Mexico, and Spain. The webinars 

achieved a combined total of 3,284 registrations and 1,225 live participants. 

Webinar title Date 
No. of 

registrations 

No. of 

attendees 

No. of 

countries 

represented 

No. of 

volunteers 

involved 

Scaling P-PBM in Low-resource 

Settings 

30 

Sep 

2025 

1,471 580 113 5 

Saving Lives When Blood is Scarce: 

Applying P-PBM in Trauma and 

Obstetric Haemorrhage 

20 

Nov 

2025 

1,813 645 113 4 
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Continuing Medical Education certification was provided by the European Accreditation Council for 

Continuing Medical Education for both webinars. One of the course participants shared the following 

about watching the webinars recordings after the PPBM-LR pilot: 

“I saw the webinars that are more or less similar to the [PPBM-LR] training that was 

given. So those were really helpful to revise some things.” [P3] 

The advocacy component of the project also reached far outside of Ethiopia. WFSA delivered a Non-

State Actor statement to the 75th WHO Africa Regional Committee (RC75) in Zambia, on the 

importance of PBM to Africa’s efforts to realise universal access to safe blood products. WFSA’s RC75 

delegation was composed by ESAPA’s President, one delegate from Rwanda, and one from Zambia. 

Additionally, and in partnership with the Ethiopian MoH, WFSA convened a side event titled ‘A Precious 

Resource: Managing Africa’s Blood Effectively’. There, WFSA’s RC75 delegation were joined by 

contributing speakers from the Zambia National Blood Transfusion Service and the SADC Technical 

Experts Working Group on Surgical Healthcare. The event was well-attended and enabled a range of 

bilateral meetings with representatives from Eswatini, the Gambia, Rwanda, Sierra Leone, and Zambia. 

Involving key Ethiopian stakeholders was strategically accomplished throughout different project 

activities to allow for local leadership to continue driving the implementation of P-PBM in Ethiopia past 

the scope and lifecycle of this project. Results from the PPBM-FAT and subsequent study to 

comprehensively evaluate the effectiveness of PBM in the country were condensed in a report and its 

findings shared with MoH, EBTBS and hospital administration representatives, through a dissemination 

workshop convened in December 2025 in Addis Ababa: ‘Leadership in Perioperative Patient Blood 

Management: translating evidence into practice’. 

In January 2026, a MoH-endorsed end-of-project stakeholders meeting titled ‘National leadership 

workshop on Perioperative Patient Blood Management’ once again summoned representatives from 

the EBTBS and different hospitals to discuss system implementation and governance of P-PBM. This 

was closely followed by a 4-day workshop proposed by the EBTBS and endorsed by this Health 

Partnership: ‘Developing Ethiopia’s National Patient Blood Management Programme – Phase I: 

Perioperative PBM Guideline Development and Implementation Design Workshop’. 

Momentum created by this project and supported by continued communication and collaboration 

with and between different stakeholders has resulted in demonstrated national ownership and 

commitment to implement institutional changes. The first draft of the National PBM Clinical Guidelines 

and the development of a National PBM Manifesto are nearly finalised. Potential PBM champion sites 

have been identified to support early testing of the guidelines. These activities lay the foundation for 

a phased national PBM scale-up, including the initiation of a national policy and regulatory pathway 

aimed at improving universal access to safer therapeutic alternatives and enabling technologies across 

the country. Next intended steps include developing a national PBM dashboard, using a minimal core 

dataset to support monitoring and quality improvement at hospital and national levels. 

 

4. Lessons learned 

In a short-term project, it is paramount to sustain momentum and respond flexibly to challenges and 

changes in context. Proactively developing contingency plans in anticipation of risks associated with 
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certain project activities proved essential on numerous occasions and allowed for a swift and efficient 

response. 

One example of this was dealing with visa requirements and restrictions tied to international travel. 

When it came to offering scholarships to attend a relevant international congress, the first two choices 

of congress, NATA and ESAIC, both occurred soon after the project start date, and were therefore not 

feasible options as neither allowed for enough time to make visa arrangements. The following choice 

was the SABM Annual Meeting in the USA in September 2025, for which three scholars submitted their 

visa applications in mid-May. News about a US travel ban in June and the possibility of Ethiopia being 

added to the list of countries whose citizens would be fully or partially banned from entering the USA, 

posed a risk to the project. This was mitigated by identifying alternative Ethiopian anaesthesiologists 

who already held US visas. Ultimately, only one applicant was granted a US visa, and the remaining two 

scholarships were offered to alternates who did not require applying for entry visas. ESAPA’s leadership 

was key in identifying scholars and alternates during this process. Likewise, WFSA’s RC75 delegation 

was planned to include one representative from the Ethiopian MoH, but their presence in Zambia was 

prevented due to visa processing timelines. In this instance, there was no possibility of finding a 

replacement, and the remaining three delegates readjusted their roles and responsibilities accordingly. 

Another risk identified was a Marburg outbreak declared in Ethiopia one month ahead of the PPBM-LR 

course pilot in Addis Ababa, which required the Health Partnership to maintain heightened vigilance 

and closely monitor daily reports. By this stage, all flights, visas and accommodation for international 

faculty members and WFSA representatives had been arranged and paid for. Should cancellation or 

postponement of the pilot be necessary, associated costs would be covered by the individual travel 

insurance all WFSA staff and volunteers are obligated to obtain. The course was ultimately delivered as 

scheduled, but several participants were called to be on standby emergency rotas in the days leading 

up to the pilot and became unable to attend. Thanks to effective coordination between GPISS and 

ESAPA, alternate anaesthesiologists were rapidly identified from a pre-arranged list of backup 

participants, and all spots in the training were filled as expected. 

Strong financial management and coordination is critical, even more so when funds are disbursed to 

and managed by separate delivery partners in different countries and in diverse currencies. Consistent 

budget tracking helped to identify underspends on specific budget lines and allowed for timely 

reallocation of funds towards other project activities. For instance, once all scholarship-related 

expenditures had been recorded and surplus funds remained, a reallocation was thoughtfully 

considered and approved to help scale-up the PPBM-LR course pilot by involving one more local faculty 

member and increasing the number of participants from 20 to 24. 

Retention throughout the project was attained by engaging individuals in a combination of intertwined 

tasks and activities. Dr Françoise Nizeyimana (Rwanda) was one of the clinical advisors who informed 

the adaption of the PPBM-LR course, one of the three members on WFSA’s RC75 delegation, one of the 

speakers at the first P-PBM webinar, and one of the international faculty who delivered the PPBM-LR 

pilot in Addis Ababa. Similarly, Dr Alexander Akowuah (Ghana) and Dr Amos Zacharia (Tanzania) served 

as clinical advisors, speakers at the P-PBM webinar, and international faculty. Dr Tirunesh Busha 

(Ethiopia) was another clinical advisor and one of three local faculty members. Dr Biruk Dires (Ethiopia) 

was a local faculty member and later represented the Health Partnership at the EBTBS’s workshop to 

develop the national PBM clinical guidelines. Although all three scholars were invited to the PPBM-LR 
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course, only one of them attended, while the remaining two were assigned to the previously 

mentioned standby emergency rotas in response to the Marburg outbreak. Interviews conducted after 

the course confirmed that other participants also benefited from the recording of the webinars. 

Finally, it is important to reference that this grant allowed for the implementation of the PPBM-FAT 

survey and the design and execution of the ensuing mixed-methods study on health system readiness 

and clinical practice in Ethiopia. This culminated in a manuscript which has been submitted for 

publication. 

To effectively overcome difficulties, constant communication, coordination and collaboration between 

parties is vital throughout. A range of different stakeholders were involved in project delivery, including 

WFSA staff – Programmes, Partnerships, Finance & Operations, Communications, Advocacy, Digital 

Learning –, clinical leads, volunteers, ESAPA staff, and GPISS staff. All contributed, to varying degrees, 

to monthly and quarterly reports and the overall success of the project. 

 

5. Conclusion and recommendations 

The PPBM-FAT survey served as a baseline activity that set the foundation for and informed other 

project activities by allowing the Health Partnership to engage with key stakeholders and develop a 

deeper understanding of the national context and respective P-PBM feasibility. By grounding 

subsequent activities in local data and perspectives, the project ensured that interventions were 

context-sensitive and aligned with local priorities. This approach reinforced the principle that tailoring 

project activities to beneficiary needs is essential for sustainable impact, particularly in limited resource 

settings. 

The PPBM-LR Course is now available for implementation in Ethiopia and other limited resource 

settings. Three local trainers and 24 course participants involved in the pilot makeup a cohort of 27 

Ethiopian P-PBM training faculty qualified to deliver future PPBM-LR courses and to champion P-PBM 

nationally and more widely. This locally embedded training model enhances sustainability and reduces 

reliance on external expertise. Strengthening national faculty development and employing a structured 

cascade training model would facilitate standardised implementation of P-PBM and long-term 

sustainability across the country. 

Parallel activities such as webinars, scholarships, and engagement at the 75th WHO Africa Regional 

Committee substantially amplified the project’s reach and impact beyond Ethiopia. This is especially 

true for the two webinars delivered, where global participation represented more than 100 countries 

on each occasion. It also proved widespread interest in P-PBM and adherence to international 

knowledge exchange opportunities. 

Ongoing coordination with the Ethiopian MoH in relation to the endorsement of different activities has 

highlighted Ethiopia’s support for this area of work and lent credibility to the project, ultimately 

allowing for an unanticipated national ownership of PBM implementation in the country. Continued 

engagement from the MoH and EBTBS would be desirable to ensure this P-PBM initiative is sustained, 

specifically by developing a favourable policy framework and resourcing this field of clinical practice. 

Funding streams should be explored to support ongoing training, clinical implementation, and 
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monitoring. This would be applicable, for example, to the proposed development of a national PBM 

dashboard to support monitoring and quality improvement at hospital and national levels. 

Building on the success of this project, promoting regional and global knowledge sharing and 

collaboration should be encouraged. Lessons learned from Ethiopia can potentiate the adoption of 

PBM practices in other countries, particularly in limited resource settings. Future WHO AFRO forums 

may provide an ideal platform to showcase Ethiopia’s experience. WFSA will continue to advocate for 

P-PBM implementation globally and to fundraise to ensure other countries can benefit from the PPBM-

LR Course as well. 


