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INTRODUCTION 

Resilience is regarded as the act of coping, adapting, or thriving in the face of adversity, which 

is considered a protective factor against burnout (1). TGI hosts TRC, a global learning 

community committed to reducing the emerging crisis of HCW burnout LMICs. Through 

partnerships with communities, organisations and governments, TRC efficiently co-develops 

and adopts evidence-based interventions for scale to strengthen HCW resilience.  

Many LMIC health systems face polycrisis and multiple diverse challenges, which can amplify 

HCW challenges (2). Burnout, stress and mental health risks can affect HCW well-being, work-

life balance and decision-making abilities (3). These challenges, coupled with weak legal 

protection, further undermines patient care quality, HCW retention, and service continuity. 

Additionally, with the World Health Organisation projecting a shortage of 11 million HCWs by 

2030 (3) primarily in LMICs, prioritising resilience-building is significant.  

In this consulting project, our team worked with TRC as the client to support their objective of 

identifying actionable pathways to reinforce HCW resilience. 

Key project objectives included:  

1. Presenting a Theory of Problem into a Fishbone diagram  

2. Proposing a ToC framework demonstrating how to achieve intermediate impacts and 

the ultimate goal of strengthened HCW resilience 

3. Developing a strategic implementation roadmap to help TRC become community led 

While we have showcased our detailed methodology including literature review, stakeholder 

engagement, and behavioural analysis in our presentation, we have prioritised the strategic 

takeaways, recommendations, and implications for TRC in this report based on our client's 

request. Additionally, we have included the detailed methodology, analytical frameworks, and 

validation processes in the Methodology and Approach.  

 

  



 

  

 

   

 

METHODOLOGY AND APPROACH 

We adopted a mixed-method approach to capture the complexity and interdependence of the 

various drivers related to HCW resilience in LMICs and produced five key deliverables. This 

section summarises the process, however the full methodology can be found in the 

Methodology and Approach.  

Below is a flow diagram showcasing the three key phases and deliverables of our project.  

 

Figure 1: Project methodology 



 

  

 

   

 

Research methods utilised 

1. Literature review: Academic literature, reports, and global health policy documents helped 

to inform the behavioural and systems frameworks and intervention strategies. 

2. Country focus: PESTEL analysis of four country archetypes. 

3. Stakeholder mapping: A power-interest matrix helped to identify and classify 

stakeholders, and a responsible, accountable, consulted, and informed (RACI) matrix 

explored their roles in the implementation of resilience-building initiatives. 

4. Key stakeholder validation: Frontline HCWs across several countries were sent surveys 

or were interviewed to reveal lived experiences and validate assumptions for the ToC.  

5. TRC stakeholder engagement: Engagement with TRC for validation and a SWOT 

analysis on TRC stakeholders helped inform the proposed TRC organisational model. 

Behavioural and systems frameworks included 

• COM-B Model: Diagnosing the behavioural drivers and enablers   

• ToC framework: Visualising the causal pathways linking activities to impact 

• Behavioural journey map: Demonstrating how interventions can lead to behavioural 

change for improved resilience  

• Activity-impact-complexity-feasibility grid: Prioritising interventions based on impact 

and feasibility to identify “easy wins”  

Country focus 

We concentrated on four archetypes to achieve a broad representation of various polycrisis 

contexts, using a PESTEL lens [Country and Regional Focus (PESTEL)]: Indonesia, 

Nigeria, Haiti, and India. This was used to then map common pain points into a Fishbone 

diagram and develop the ToC.  

  



 

  

 

   

 

THEORY OF PROBLEM  

To diagnose the problem, we mapped out the root causes for poor HCW resilience within 

LMICs, which was achieved through literature reviews on HCW resilience in polycrisis 

contexts, a scoping review of five regions (Southeast Asia, Western Pacific, Eastern 

Mediterranean, Sub-Saharan Africa and Latin America), and the PESTEL analysis of four 

chosen country archetypes.  

The analysis revealed both the opportunities and risks present in each archetype to give 

balanced insights, which highlight that resilience initiatives must be tailored to specific country 

contexts instead of assuming transferability. For instance, our findings revealed how 

decentralisation can act as an enabler as well as a hinderance in different LMIC contexts. In 

Nigeria, it resulted in weak implementation of resilience-building initiatives, but it also reduced 

bottlenecks in federal decision-making and increased flexibility in policy decision-making 

[Country and Regional Focus (PESTEL)].  

Additionally, we explored best practices in different countries, which allowed the discovery of 

successful resilience-building initiatives and their implementation into fragile and under-

resourced systems. An example is Kenya’s Continuous Professional Programme (CPD) 

accredited Healthcare Professionals’ Emotional Wellness Initiative (HPEWI)(4). This 

comparative approach showcases a deeper understanding on the reasons behind failed 

resilience initiatives in LMICs. From this, we synthesised the key findings into common pain 

points which are illustrated in the Fishbone (Ishikawa) diagram below:  

 



 

  

 

   

 

  

Figure 2: Fishbone diagram showcasing the interlinked drivers across all three levels contributing to low HCW 

resilience 

 

We identified over 17 drivers of low resilience, of which prominent ones included stigma, low 

pay, and unequal workload. These were further confirmed to be major issues through our 

preliminary tests with frontline HCWs.   

  



 

  

 

   

 

THEORY OF CHANGE FOR HCW RESILIENCE 

The proposed ToC identifies behavioural changes necessary to improve HCW resilience 

through backward mapping- from desired impact (ultimate goals) to clear indicators for 

evaluation, to stakeholders’ alignment and intervention activities. It is robust with interlinkages 

amongst activities and will remain strong even if one activity is not realised. Countries and 

health systems can prioritise their desired activities and combine individual / team 

interventions with organisational and structural level to achieve HCW adaptability during 

polycrisis.  

Interlinkages provide direct, positive and reinforcement feedback that will not undermine other 

activities, outputs and outcomes. For example, at micro team level, a health system that does 

not implement PFA training can achieve “safer and supportive work culture” outcomes through 

institutional (meso) reform. 

Across all levels, the ToC aims to reduce emotional distress in HCWs by promoting sustainable 

resiliency, team cohesion, institutionalised HCW wellbeing response, and system-level 

accountability for HCW protection. At micro individual level, training and stigma reduction 

campaigns can prompt changes towards resilience-building behaviours, create more 

supportive work environments, and improve stress management (5,6,7,8,). Additionally, the 

deployment of e-mental health tools is useful for mental health management, even though it 

lacks effectiveness in HCWs (9,10). These activities will achieve outputs, outcomes, and 

subsequently, intermediate impacts. Similarly, the interlinkages are mapped across different 

levels (Figure 3).   



 

  

 

   

 

 

 

Figure 3: ToC Framework 

Furthermore, the ToC assumptions and linear simplifications may be limited in complex health 

systems. For example, the assumption that systemic policies will trickle down into institutional 

ones (A3) (10) has mixed findings. However, research suggests combining multiple level 

interventions is associated with improved mental health improvement, although individual 

differences and recognisable universal effectiveness may vary (11). Our robust ToC can be 

implemented and adapted in diverse health systems setting based on feasibility, which is 

elaborated in next sections. 

  



 

  

 

   

 

COMMUNITY PROCESS FOR VALIDATING THE ToC 

After formulating the ToC, we conducted preliminary tests to determine the need for refining 

recommended activities and outputs. This was achieved through a series of surveys and 

interviews with 21 HCW respondents across eight countries. 

The survey served multiple purposes: 

1. To verify if the underlying assumptions hold true in various contexts 

2. To re-examine our understanding of the causal and balancing forces within healthcare 

system loops, as identified through secondary research 

3. To assess the overlaps and similarities between our recommendations and the needs 

or concerns expressed by HCWs, determining where further refinement and 

adjustment is necessary 

In addition, these preliminary tests allowed us to gather and review primary data essential for 

fully capturing system needs and identifying areas for improvement, thereby strengthening the 

foundation of interventions to encourage the desired change for improved HCW resilience.  

Encouragingly, the findings broadly substantiated our ToC recommendations. For example, 

respondents’ concerns about insufficient capacity training for HR personnel in addressing 

mental health issues directly aligned with one of the identified ‘easy wins’, namely, expanding 

PFA training for mental health champions and implementing peer support initiatives. This clear 

alignment underscores both the relevance of the proposed ToC and its potential for practical 

and immediate impact. 

To ensure a robust analysis, we examined potential limitations of the data collection approach. 

Content validity was constrained by the absence of input from all system levels. For instance, 

perspectives from macro-level stakeholders involved in policymaking- whose decisions 

influence HCW and frontline staff working conditions- were not represented. 

The inputs from surveys and interviews from diverse contexts provided us with a rich 

perspective. However, the absence of detailed geographic distribution data limited the external 

validity of the findings, especially since earlier research from our PESTEL analyses highlighted 

disparities in the challenges faced by HCWs in rural and urban areas, even within the same 

country [Country and Regional Focus (PESTEL)]. Recognising this limitation ensures 



 

  

 

   

 

transparency and points to an opportunity for future testing to strengthen the generalisability 

of the results. 

Based on the preliminary testing conducted, a proposed process for validation is 

recommended as shown in (Figure 4).  

 

Figure 4: Recommended validation process 

 

  



 

  

 

   

 

IMPLEMENTATION ROADMAP 

Implementation of the 10 proposed ToC interventions to strengthen HCW resilience and well-

being, though generic, is not one size fits all. Health system factors including stakeholders, 

infrastructure, and policies have significant influence, especially as the proposed interventions 

target the most fragile of settings.  

Behaviour journey map 

 

Figure 5: Behaviour journey map of peer support of a nurse 

 

The successful implementation of the proposed interventions holds potential for transforming 

HCW behaviour for improved resilience. As exemplified by the journey map above, HCWs 

can nurture greater resilience above existing intrinsic levels via phases such as awareness 

and active engagement, in the case of peer support.  

However, to achieve ultimate success, key periods of receptivity by HCWs and relevant 

stakeholders must be identified, which can include periods of onboarding, post crises debriefs, 

and performance reviews. These should be synchronised with trainings, screenings and 

supportive messaging. Additionally, anti-stigma components should not be a single campaign 

but woven into all implemented activities.   

  



 

  

 

   

 

Stakeholder analysis 

 

Figure 6: Stakeholder analysis map 

 

The stakeholder analysis highlighted high-power and high-interest stakeholders like ministries 

of health, professional regulatory bodies, and professional associations who require sustained 

consultation and targeted messaging. Early engagement of such decision-makers will 

accelerate approvals and resource mobilization.  

Key low-power and low-interest stakeholders like GPs, nurses, midwives, community health 

workers, and health service administrators are important in this context. Active efforts to 

ensure their buy-in is crucial.  Identification of supportive, high-interest stakeholders provides 

potential champions for advocacy and peer influence. 



 

  

 

   

 

RACI matrix 

 

Figure 7: RACI Matrix 

 

We developed a RACI matrix to clearly define roles, minimise confusion, and reduce 

duplication of effort. As seen in Figure 7, some stakeholders can have too many cross-

functional tasks, which can potentially compound HCW burnout. To prevent this, we 

recommend redistributing responsibilities or provision of additional resources.  

Once skilfully streamlined, communication during implementation is enhanced. 

 

 

 

 

 

  



 

  

 

   

 

Impact–complexity–feasibility analysis 

 

Figure 8: Impact-complexity-feasibility analysis 

 

The proposed ToC interventions are linked and exist as packages but require prioritising 

during implementation due to the scarcity of resources in the defined settings. The impact-

complexity-feasibility analysis prioritised ‘easy wins’ for adoption. These analytical outcomes 

may provide a form of ‘best buys’ for implementation with further cost effectiveness analysis.  

‘Easy win’ interventions, namely stigma reduction campaigns, resilience training, PFA training, 

and peer support interventions hold value when they are included in initial rollout (Phase 1 in 

Figure 9) of the implementation roadmap. Early successes from these will help build 

momentum and stakeholder trust. This is strategically crucial to facilitate the success of high 

impact, high complex interventions like labour laws and policy amendments which are 

proposed for implementation (Phase 4 in Figure 9). The generic roadmap provided below 

seeks to avoid implementing groups being overwhelmed. 

Given polycrisis volatility, shocks like political shifts and epidemic surges should be anticipated 

during implementation. As such, contingency plans must be made along with flexible budgets. 



 

  

 

   

 

 

Figure 9: Proposed generic implementation roadmap 

 

 

 

 

 

 

 



 

  

 

   

 

TRC ORGANISATIONAL DESIGN AND STRATEGIC ROADMAP  

Current TRC structure 

 

Figure 10: Current TRC organisational structure 

 

Currently, TRC is hosted by TGI and collaborates with partners such as Dimagi to perform 

functions including evidence synthesis and implementation research, to improve HCW 

resilience (Figure 10). TGI’s long-term goal is to transition TRC into a community-led 

organisation that operates independently from host institutions and grant-based funding. 

Based on discussions with the client to understand the current model, strategic objectives, 

and enablers for transition, we conducted a SWOT analysis and proposed a new structure to 

bridge the micro–meso scaling gap and empower HCWs at all levels (Figure 11).  

 

Proposed TRC structure 

 

Figure 11: Proposed TRC Organisational Structure 

 



 

  

 

   

 

1. Identify and train local mental health leaders 

• Drawn from frontline HCWs who participated in TRC-organised leadership programs 

and field interactions  

• Act as both beneficiaries and co-designers of interventions 

• Impact: Creates sustainable local ownership and amplifies resilience through peer 

influence (12) 

2. Establish local champion networks 

• Form supportive communities where HCWs encourage one another 

• Normalises resilience-building behaviours at the micro level 

• Impact: Encourages cultural change and shared responsibility for wellbeing 

3. Develop innovation labs 

• Champion networks within facilities act as hubs to test HCW-driven or corporate social 

responsibility (CSR)-supported solutions 

• Impact: Provides a pipeline for scalable, frugal, and contextually relevant innovations 

4. Scale into district nodes 

• High-performing labs evolve into nodes which link multiple autonomous sites with shared 

resources and learning 

• Impact: Decentralises authority, ensures knowledge transfer, and strengthens system-

wide resilience (13). 

This decentralised structure enables TRC to function as an independent, context-responsive 

organisation. Interventions can be low-tech, indigenous solutions or frugal innovations. By 

respecting diversity in HCW contexts and fostering a grassroot-led approach, the model 

circumvents systemic barriers like language differences, bureaucratic delays, and contextual 

misalignment. Importantly, it acknowledges that, for many HCWs- especially women in rural 

areas- work itself can be a source of identity and empowerment.  

Current research largely evaluates resilience interventions at the individual or team level, 

leaving the micro–meso scaling gap underexplored. A systematic review (13) highlighted that 

resilience-building requires significant time, contextual adaptation, and sustained practice to 

be effective. However, evidence remains inconsistent, with studies showing varied outcomes 

across participant groups, intervention types, and delivery methods, underscoring the need 

for more robust and scalable approaches. 



 

  

 

   

 

Strategic roadmap 

 

Figure 12: TRC Strategic Roadmap 

The strategic roadmap translates TRC’s organisational model into a practical pathway for 

action, enabling them to achieve their vision through structured partnerships, decentralised 

authority, and continuous learning. As shown in Figure 12, the roadmap outlines what TRC 

provides at each level and what it receives in return. 

Across all levels, TRC delivers targeted interventions such as leadership development, 

infrastructural support, and policy advocacy. In exchange, it receives insights, test results, and 

operational feedback from stakeholders. These outputs have both direct and indirect impacts 

within each level while acting as drivers and enablers for progress at subsequent levels, 

ensuring a continuous scaling effect. 

A central feature is the cross-tier data layer, which integrates feedback from all levels into 

shared dashboards and analytics. This empowers TRC programme managers and executives 

to make evidence-based decisions, guiding resource allocation, refining interventions, and 

identifying scaling opportunities. Additionally, visualised data can be leveraged to attract 

sustainable funding, influence policy reform, and support more accurate budget planning. 

The roadmap offers TRC a long-term framework that links interventions to feedback, enabling 

it to anticipate needs, adapt to challenges, and integrate learning into practice. Local insights 

shape higher-level strategies, while policy and resources reinforce grassroots action. A 

comparable approach was outlined in a mixed-model study (14) which identified 10 resilience 



 

  

 

   

 

capacities relevant for translating resilience into practice across micro- and meso-level 

healthcare settings. The study highlighted two processes—contextual understanding and 

double-loop learning—as central to strengthening these capacities. Both principles are 

embedded in our roadmap through the cross-tier data layer and feedback mechanisms. 

Nonetheless, the absence of a unified resilience metric presents a limitation, requiring reliance 

on mental health questionnaires and qualitative data to evaluate effectiveness before and after 

implementation. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

  

 

   

 

RECOMMENDATIONS AND LIMITATIONS 

Short-term priorities (immediate, high-impact actions) 

TRC should prioritise “easy win” interventions that deliver high impact with minimal resources. 

This should be launched alongside pilot schemes to test the modified strategic roadmap in the 

client’s chosen contexts. 

Implementation should begin with interventions targeting individual HCWs, then gradually 

scaled up to broader system levels by leveraging peer influence and existing social structures 

within the healthcare facilities. Rather than designing entirely new processes, TRC should 

start by mapping and assessing indigenous wellness practices already in use, integrating 

these into formalised daily routines for HCWs to reduce resistance and increase adoption (15). 

Early pilots should focus on embedding peer-led wellness structures, resilience-building 

routines, and training modules (e.g., PFA) directly into the flow of work. These should be 

trialled in high-engagement settings to generate operational feedback to refine design and 

build proof-of-concept before scaling. 

Long-term systemic shifts 

To achieve lasting HCW resilience, TRC must focus on systemic changes that embed support 

structures deeply into the healthcare delivery system. TRC should utilise frugal, contextually 

relevant innovations, such as Zimbabwe’s Friendship Bench model, whose success has 

demonstrated the value of integrating indigenous community structures into mental health 

care delivery (16,17). Successful implementation requires training local champions, clear 

implementation blueprints, and strategies to address barriers like unclear ownership and 

fragmented accountability (18). 

Further validation should begin with training mental health champions and HR personnel in 

frontline settings, creating a network of local champions to form Innovation Lab Networks. 

Over time, high-performing labs should transition into district-level nodes with operational 

autonomy while connected to a knowledge-sharing network- promoting decentralised 

decision-making, community ownership, and scalable, sustainable change. To assess 

effectiveness, TRC should define clear KPIs and conduct periodic surveys over an extended 

period. 



 

  

 

   

 

 

Figure 13: Recommended solutions 

 

Limitations and risks 

While the ToC assumptions were reinforced by preliminary validation testing, the ease of 

implementation will vary by context, and unmodified replication risks failure. For example, our 

fourth assumption that “governments and donors are receptive to mental health framing post-

COVID-19” holds in many contexts but not universally. 

Nigeria, despite passing the National Mental Health Act 2021, faces entrenched cultural and 

traditional beliefs that can undermine adoption of new MH practices. In such cases, direct 

policy advocacy may be less effective without first embedding interventions within trusted 

community structures. Evidence shows that sensitisation and awareness campaigns led by 

respected community figures can overcome resistance by building on existing social capital 

and trust (15). This approach marries novel recommendations with indigenous practices, thus 

reducing friction and enhancing uptake. Contextual adaptation is not limited to cultural 

sensitivity, it also requires assessing technological capacity, governance stability, and 

resource constraints. Implementation strategies should therefore be iteratively modified, with 

pilots serving as test beds to fine-tune interventions for each unique context before scale-up. 



 

  

 

   

 

While the recommendations presented are grounded in evidence and reinforced by 

preliminary validation, their success depends on careful, context-sensitive implementation. 

Without adaptation to local realities, there is a risk of cultural misalignment, where 

interventions may be met with low participation or outright resistance from HCWs. Similarly, if 

interventions are not aligned with the available resources and capacity (whether in staffing, 

funding, or technical infrastructure) momentum may quickly be lost, even for low-cost 

solutions. 

At the policy level, poorly timed advocacy or messaging that fails to resonate with local 

priorities could close critical windows for reform and weaken donor engagement. In some 

cases, as with Nigeria, the legal framework may advance faster than cultural acceptance, 

requiring more community-led strategies to bridge the gap. Ultimately, the risk is that without 

continuous adaptation and iterative learning, the interventions may fail to generate the 

intended resilience outcomes, undermining TRC’s long-term strategic objectives. 
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APPENDIX 

1. Methodology and Approach 

Overview 

We adopted a mixed-method approach to capture the complexity and interdependence of the 

various drivers related to HCW resilience in LMICs and produced five key deliverables. This 

provided us with a thorough understanding of the various interdependent challenges that affect 

HCW resilience within LMICs.  

Research Methods 

Our project utilised:  

1. Literature Review: By extensively reviewing academic literature, reports and global 

health policy documents, this helped us to inform the behavioural and systems 

frameworks and intervention strategies. For instance, mental health stigma reduction, 

best practices, and resilience training effectiveness.  

2. Country Focus: a PESTEL analysis was conducted on 4 LMIC archetypes which 

included: Indonesia, Nigeria, Haiti and India. We chose these countries as they 

represented a range of health system challenges, socio-economic contexts and 

governance structures faced within LMICs. This provided us with an in depth 

understanding of the macro-level elements that affect HCW resilience and how viable 

resilience building interventions are.  

3. Stakeholder Mapping: A Power-Interest matrix helped to identify and classify 

stakeholders based on their roles within the different levels of healthcare systems and 

the level of influence they possessed. A RACI (Responsible, Accountable, Consulted, 

Informed) matrix explored various stakeholders' roles in the implementation of 

resilience-building initiatives. Together, this helped us identify who were the champions 

and enablers for designing resilience-building initiatives for implementation.  

4. Key stakeholder validation: To validate our findings and assess the feasibility of our 

proposed resilience-building interventions, structured surveys were allotted to frontline 

HCWs, alongside interviewing 21 frontline HCWs and stakeholders across 8 different 

countries (including health service managers, GPs, nurses, midwives and community 

health workers). We were able to develop and refine our Theory of Change framework 

based on these lived experiences and proven assumptions.  



 

  

 

   

 

5. TRC stakeholder engagement: Our team engaged with TRC to analyse the various 

stakeholders present across the micro, meso and macro levels (including frontline 

HCWs, district health officers, national policymakers, professional associations and 

donors). Following our stakeholder mapping, we conducted a SWOT analysis on TRCs 

stakeholders which helped propose a revised TRC strategic organisational model, 

transforming TRC into a community-led structure, from a hold-led model. The proposed 

model included local innovation labs, regional hubs, a tiered feedback system and data 

sharing platforms.  

Behavioural and Systems Frameworks  

By utilising various established frameworks, we were able to strategically develop 

interventions:  

• COM-B Model (Capability, Opportunity, Motivation, Behaviour): This model was used 

to help us identify the behavioural barriers and enablers at the micro, meso and macro 

levels, thereby informing the designs of our proposed interventions including stigma 

reduction campaigns, digital tools for mental health and policy reforms.   

• Theory of Change (ToC) framework: We designed a ToC framework in order to visual 

and map out the causal pathways that linked activities, outputs and intermediate 

outputs to intermediate impacts and the ultimate goal of increased HCW resilience. 

Moreover, key assumptions, feedback loops (positive and negative) and enabling 

conditions were incorporated.  

• Behavioural Journey Map: We created a visual map demonstrating how awareness 

and engagement can result in behavioural changes amongst HCWs, transitioning from 

low resilience to high resilience.   

Activity-impact-complexity-feasibility grid 

We analysed 10 interventions in relation to their impact, feasibility and implementation 

complexity. Each intervention was visually mapped out into 4 quadrants which included: easy 

wins, strategic priorities, deprioritised items and items worth pursuing later. This grid was used 

to support our decision-making when it came to prioritising interventions as immediate or as 

long-term institutional reform.As explained above, TRC engages with stakeholders across 

three levels—micro, meso, and macro—each playing a distinct role in designing, 

implementing, and scaling HCW resilience initiatives. A SWOT analysis was conducted to 



 

  

 

   

 

assess the strengths, weaknesses, opportunities, and threats facing stakeholders at each 

level, with the aim of informing strategic planning and operational alignment. 

  



 

  

 

   

 

2. Country and Regional Focus (PESTEL) 

We decided to focus on four LMIC archetypes that achieved a broad representation of various 

polycrisis contexts, using a PESTEL lens. We conducted a balanced PESTEL analysis on our 

4 chosen archetypes, assessing the positive and negative aspects of each PESTEL domain. 

This fed into our Fishbone root cause analysis, whereby common systemic pain points of low 

resilience were mapped out, later guiding our intervention framework and recommendations. 

Our 4 LMIC archetypes included: Indonesia, Nigeria, Haiti and India. 

 

A. INDONESIA PESTEL 

 

 



 

  

 

   

 

B. NIGERIA PESTEL 

 

 

C. HAITI PESTEL 

 

  



 

  

 

   

 

D. INDIA PESTEL 

 

E. COMMON PATTERNS FROM FOUR COUNTRY ARCHETYPES 

 

  



 

  

 

   

 

3. Mapping Pain Points 

 

 

 

 

 



 

  

 

   

 

 

 

 

 

  



 

  

 

   

 

4. COM-B Analysis to Derive Activities 

We used a COM-B Behavioural Wheel to analyse each enabler and barriers of each level. 

Then, we conducted a literature search to arrive at the evidence-based proposed activities for 

various level. 

 

  



 

  

 

   

 

5. SWOT Analysis of TRC Stakeholder Roles 

As explained above, TRC engages with stakeholders across three levels—micro, meso, and 

macro—each playing a distinct role in designing, implementing, and scaling HCW resilience 

initiatives. A SWOT analysis was conducted to assess the strengths, weaknesses, 

opportunities, and threats facing stakeholders at each level, with the aim of informing strategic 

planning and operational alignment.  

 

 

 

 

 

 

 



 

  

 

   

 

 

 

 

  



 

  

 

   

 

6. ToC Preliminary Test Data 

LINK TO QUESTIONNAIRE 

 

 

 

https://docs.google.com/forms/d/e/1FAIpQLScE5WKdmnY7qidaS2XUZ3Yo0q_6wEoCwiZj-OfNenrzOuSVxg/viewform


 

  

 

   

 

KEY FINDINGS 

• Data collated from 21 respondents in 8 countries  

• Findings widely support and align with proposed ToC interventions. 

• The most widely desired interventions were peer support and psychological first aid (PFA) 

training which align with proposed ToC recommended activities and outputs  

• Critical facilitators for implementation from survey data: 

o Delegating responsibility and offering incentives for staff wellbeing 

o National-level funding for health worker resilience 

o More bottom-up decision-making that includes staff voices 

  



 

  

 

   

 

7. References for the appendix 

 

 


