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Introduction: Realist evaluation studies have spanned different aspects of medicine, especially in the field of public health. However, very few of these studies explicitly detailed how program implementation triggered outcomes that could strengthen understanding of its effect on Health System Strengthening in specific settings. In low- and middle-income countries, like Nigeria, there is a paucity of realist evaluation studies, despite the implementation of multiple intervention programs and projects in these countries. This article is aimed at unveiling the black-box of program implementation and Health System Strengthening of the “Abiye” Safe Motherhood Program in Ondo State, Nigeria. Specifically, it identified the role of contextual factors in the “Abiye” program in Ondo State, determined the mechanisms that facilitated or constrained outcomes of the “Abiye” program, and developed a Context Mechanism Outcome (CMO) Configuration from which a Middle Range Theory (MRT) can be framed.

Methodology: This was qualitative research structured along with the realist domains (Context, Mechanism, and Outcome). The Initial Program Theory was validated by the qualitative study, after which a new MRT was developed. The study population comprised key stakeholders, secondary stakeholders, and primary stakeholders in the Abiye safe motherhood program. Data was collected through 10 key informant interviews, 28 in-depth interviews, and six focus group discussions sessions. Thematic analysis was used to analyze all the qualitative data collected, and seven themes with 19 subthemes emerged in the study.

Results: We identified 13 contextual factors under five principal areas, with most of the factors playing enabling roles, some playing inhibitory roles, while very few played both roles. We elicited eight mechanisms, and some of these facilitated the outcomes, while some constrained the outcomes of the program. Health system strengthening was a key feature of the outcome of the program. We developed a middle-range theory based on the 6 CMO configurations we elicited from the study.

Conclusion and Policy Implications: Realist evaluation is an iterative process that looks beyond the surface to generate evidence. By applying the realist approach, we generated pieces of evidence that can be adapted for policymaking in public health interventions in LMIC.
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INTRODUCTION

Realist evaluation is a form of theory-based evaluation and is unique because of the assumption that nothing works everywhere for everyone (1). It uses a social science paradigm (2) which recognizes the multiple intertwined factors in society, making it appropriate for evaluating programs and policies with complex social interaction. It focuses on what works for whom, why, how and under what circumstances (3). Context, mechanism, and outcome are the main domains in which it is implemented. Context is the setting, either internal or external, in which it is being implemented (4). The contextual factors have been classified into situational, structural, socio-cultural, or international using a simplified framework (5). Mechanisms have been described as reasoning or the process (that may be hidden) by which actors trigger an outcome (6). In realism, outcomes could be multiple, based on the mechanism activated and in a specific context. The context, mechanism, and outcome form a configuration; hereafter, the CMO configuration (1, 6).

Realist evaluation studies have spanned different aspects of medicine, especially in the field of public health. However, very few of these studies explicitly detailed how outcomes were triggered by program implementation, which led to health system strengthening in specific settings (6–8). In low and middle-income countries, like Nigeria, there is a paucity of realist evaluation studies with evidence of health system strengthening (9, 10), despite the implementation of multiple intervention programs and projects in the health systems of these countries. Consequently, the opportunities to derive critical lessons for policymaking from previous programs are lost, and replication, as well as scaling up of programs, becomes challenging. Previous realist evaluation publications from Africa have focused on the domains of the realist approach (11, 12) while related health system strengthening by such public health programs needs further evaluation (13).

The “Abiye” (Safe Motherhood in the Yoruba language) program was initiated in 2009 and stopped in early 2017 in Ondo State, Nigeria to address the challenges of poor maternal and child health outcomes in the state. The initiative sought to address the four levels of delay (14) associated with maternal mortality—(i) delay in seeking quality care, (ii) delay in reaching care, (iii) delay in receiving care, and (iv) delay in being referred for appropriate care. The “Abiye” program was initiated in 2009 and implemented in Ifedore LGA as a pilot, and then it was later extended to all the other 17 local government areas in the state by 2012 (15, 16). The program was implemented along demand and supply components to make definitive changes in the health system (15). The demand component focuses on increasing utilization at the health facilities by making all the services free, assigning each pregnant woman to a community health extension worker (Health Ranger), and strengthening referrals to the appropriate facilities. The supply component, on the other hand, focuses on renovating and equipping the health facilities with drugs and life-saving materials and supplying adequate human resources for health. Previous evaluative studies on the “Abiye” program have focused on different aspects of the program in specific parts of the state using the logic model concept but did not elicit the multi-dimensional interactions associated with the program (17–19).

This article is aimed at unveiling the black-box of program implementation and Health System Strengthening of the “Abiye” Safe Motherhood Program in Ondo State, Nigeria. Specifically, it identified the role of contextual factors in the “Abiye” program in Ondo State, determined the mechanisms that facilitated or constrained outcomes of the “Abiye” program, and developed a CMO Configuration from which a Middle-Range Theory (MRT) was framed.



METHODS


Realist Approach

Three steps are involved in the realist evaluation approach (1, 6, 7): (i) development of the Initial Program Theory (IPT); (ii) testing and validation of the theory; and (iii) refining the theory from the CMO Configuration to develop the middle-range theory.


Initial Program Theory Development

Two initial program theories (demand and supply components) were developed. The initial program theories were framed around the core program strategies, which are the demand and supply components of the program. These theories were developed by adapting methods previously published in realist evaluation IPT development studies (20–24), and were broken down into three steps (Figure 1). The summary of the data sources for the development of the initial program theory is in Table 1. A logic model was also developed from the data sources to reflect the logic framework for the implementation of the program (Figure 2).


[image: Figure 1]
FIGURE 1. Steps for developing the Initial Program Theory for the “Abiye” safe motherhood program.



Table 1. Summary of the data sources for the development of the Initial Program Theory.
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FIGURE 2. The logic model of the “Abiye” safe motherhood program.



Demand Component—Initial Program Theory

“Community engagement strengthened referral, and an effective ambulance system without delay in reaching or receiving quality health care whenever or wherever it is needed would build trust, commitment, and participation of the community women (and their households) in the health system and translate into improved access and utilization of the health facilities, thereby improving maternal health and reducing maternal and infant mortality in Ondo State.”



Supply Component—Initial Program Theory

The availability of highly motivated, skilled healthcare personnel with an appropriate service delivery environment and functional equipment that was previously unavailable would result in quality maternal care in Ondo State, thereby reducing maternal and child mortality. See Table 2 for the matrix of the context, mechanism, and outcome for the demand and supply components of the IPT.


Table 2. Matrix of the context, mechanism and outcome for demand and supply component of the IPT.
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Validation by the Qualitative Method of the Study

The initial program theories developed were tested by the qualitative method which allowed the exploration of the context, mechanisms, and outcome of the study using Key Informant Interviews, In-Depth Interviews, and Focus Group Discussion sessions applied during the study. This method tested both the demand and supply components of the IPT along with the developed Logic Model. This was done by exploring the items listed under the IPT domains and the constructs in the Logic Model.



Refined Program Theory

The initially developed program theory was refined and remodeled after validation by the qualitative method applied to generate a CMO Configuration from which a new theory, the MRT, was developed.




Methodology

This is qualitative research that was conducted in Ondo State, South-West Nigeria. The state has three senatorial districts and eighteen local government areas (six in each senatorial district). The study population was comprised of (i) key stakeholders, who were policymakers, such as the “Immediate Past Governor” of the State, the Immediate Past Commissioner of Health in the State, Directors in the Ministry of Health, and relevant departments who were present during the implementation of the program. They were included because they were critical in the agenda-setting, design, decision-making, and implementation of the “Abiye” program in the state. (ii) Secondary stakeholders included service delivery personnel, such as Maternity In-Charges, Health Rangers (community health extension workers specifically engaged for the “Abiye” program and assigned 25 pregnant women in the community to each of them to follow-up until delivery), nurses, and midwives who were directly involved in the state's implementation of the “Abiye” program. They were included because of their experiences and perspectives on the role of contextual factors and mechanisms in the implementation process and the outcomes that occurred. (iii) primary stakeholders, who were the program beneficiaries, particularly mothers who delivered during the program. Mothers who delivered before and during the program period, as well as older women in the community, were also included. The mothers who delivered during the program had experiences of how contextual factors and mechanisms affected the outcomes, while the mothers who gave birth before and during the program had broad perspectives on contextual factors and mechanisms that were different during their two delivery experiences. The older community women had experiences and perspectives regarding the pre-“Abiye” program period as well as witnessed the unfolding and implementation of the “Abiye” program and they provided insight into these periods.

The qualitative data collection methods that were used in this study were focus group discussions (FGD) in which the primary stakeholders participated, in-depth interviews (IDI) in which the secondary stakeholders participated, and key informant interviews (KII) in which the key stakeholders were the interviewees. The participants for the FGD and IDI were selected through a probable sample procedure—multistage sampling with the senatorial districts, Local Governments Areas (LGAs), wards as the sampling frames, and then participants were selected purposively from the wards. Furthermore, three LGAs (one from each senatorial district in the state) were selected for the study and six wards (two from each selected local government) were selected for the study. The interviewees for the key informant interviews were purposely selected from the eligible directors and policymakers.

The study instruments were the FGD guide, the In-depth interview guide, and the KII guide, which was developed based on the contextual factors that influenced the agenda-setting, design, decision-making, and implementation of the program and on mechanisms that facilitated or constrained outcomes of the program.


Data Collection Methods

During the study, 10 KII sessions were held. Key informant interviews were held with the immediate past “governor” of Ondo State, the immediate past commissioner of health of Ondo State, five directors from relevant ministries, departments, and agencies in Ondo State, and the local government primary health care coordinators in the selected LGAs. Data collection for the key stakeholders was stopped when data saturation was reached, that is when a further interview with additional key stakeholders did not yield any new information for the study (25). The KII sessions were conducted in the English language and tape-recorded after seeking permission from the respondents.

During the study, 28 IDI sessions were held. IDIs were held with six health rangers (one from each of the six selected wards) and six facility health workers (one from each of the selected wards). Also, in-depth interviews were held with 15 women (five in each LGA) who gave birth before and during the “Abiye” program. This was to help elicit the experiences and perspectives before and during the program, and this was in keeping with the logic of using a small sample in interview-based qualitative research (26). A traditional birth attendant who stopped practicing during the “Abiye” program was also interviewed to give further insight into the perspectives of non-implementing stakeholders. All the IDIs were tape-recorded after due consent was given by the interviewees. Some of the IDI were conducted in the English language but some were conducted in the Yoruba language for ease of communication, and then translated to English using a two-way translation approach. All translations were done by two postgraduate students in the Department of African Languages at Obafemi Awolowo University, Ile-Ife.

During the study, six focus group discussion sessions were held. In each of the selected LGAs, two FGD sessions were held, sessions for (i) mothers who had delivered in the “Abiye” program 2 years prior (2015–2016) to the end of the program and (ii) older women (age 60 years and above) in the community. Each FGD consisted of 6–12 participants. The pre-designed guide for FGD was translated into Yoruba, the predominant local language in the state, for ease of communication using a two-way translation approach and to ensure proper understanding. Each of the FGD sessions lasted about 30–45 min and was tape-recorded after seeking permission from the participants. The FGDs were conducted in the Yoruba language and the tape-recorded form was translated to English using a two-way translation approach. This was to ensure an accurate reflection of perspectives. All translations were done by two postgraduate students in the Department of African Languages at Obafemi Awolowo University, Ile-Ife (A student translated the tape-recorded Yoruba session to the English language while the other student translated it back to Yoruba, this was to ensure the information and perspectives from the interviews were retained). One of the authors (OJ) was the moderator in all the FGD sessions and made use of a trained note-taker who recorded key issues (through jottings and audio recording) during the sessions.



Outcome Measures

The measures for analyzing the role of contextual factors in the “Abiye” policy in Ondo State were derived from the perspective of key stakeholders, secondary stakeholders, and primary stakeholders on the role of contextual factors which were elicited during the KIIs, IDIs, and FGD sessions.

The measures for identifying the mechanisms that facilitated or constrained outcomes of the “Abiye” safe motherhood program were derived from the perspectives of the key stakeholders, health workers, mothers who delivered before and during the program, older women in the community, and TBA which were elicited from the KII, IDI, and FGD.



Data Analysis

Thematic analysis was carried out for all the data collected. Thematic analysis is a process of identifying patterns or themes within qualitative data (27). It is appropriate for realist approach studies because motivations, experiences, and meanings can be theorized from the themes (28). Deductive approach (29) was applied in this study. The themes were allowed to emerge freely from the collected data to reflect comprehensive perspectives of the “Abiye” Safe Motherhood program, then the deductive approach was also applied to map the three domains of realist evaluation (context, mechanisms, and outcome), which are central to the objectives of the study. The six-phase guideline of doing thematic analysis (27) was applied in the analysis of the qualitative data collected in this study. The application of this guideline was not linear but recursive, with movements along with the phases back and forth as needed.


Phase 1: Data Familiarization

The qualitative data collected in the Yoruba language from the FGDs and some of the IDIs were translated to the English language by a postgraduate student of the Department of African Studies of Obafemi Awolowo University and back to the Yoruba Language by another postgraduate student of the Department of African Studies using a two-way translation method to ensure the perspective and ideas in the collected data is not lost. All the qualitative data in English in this study were transcribed verbatim using a rigorous process that entailed listening multiple times to the recorded tapes thereby retaining the actual meaning in the verbal accounts which is essential in qualitative analysis (27). The transcription also ensured familiarization with the data and was critical in creating meaning for this thematic analysis. The transcribed data was read multiple times to further ensure adequate familiarization.



Phase 2: Initial Codes Generation

Initial codes were generated from the transcribed dataset of this study. Codes are the basic feature of data that can be interpreted in a meaningful way concerning the topic in focus (30). The coding was influenced by the data and the entire data set in the qualitative method was coded. Coding was done for the KII sessions separately, then for the IDI sessions and the FGD sessions. The coding was done initially manually (31), by systematically working through the transcript giving attention to the details in each extract and noting them, using pens and highlighters for potential themes or patterns. Further coding was done for the data set using Microsoft excel (32) to generate more codes from the data set and help identify themes. This process of coding manually and recoding using Microsoft excel was to ensure all possible codes from the data extracts contained in the data set were generated because of the different data collection methods used in the study. A long list of codes that formed a code book was generated from the entire data set which was summarized into a tabular form to reflect the deductive approach from which the thematic matrix was developed.



Phase 3: Searching for Themes

The long list of codes generated was sorted into potential themes according to the different patterns in the different data extracts. Essentially, the different codes generated from the KII, IDI, and FGD sessions were combined together, organized, and reorganized to form a different pattern to enable themes to emerge from the data set. A visual representation (33), a thematic map, was used to sort the different codes into themes. A thematic map is used to show relationships and links between codes, themes, and subthemes. Some of the codes did not fit appropriately into a theme and were classified into a theme called “miscellaneous theme” (27), which was further reviewed later. The themes identified in this phase of the analysis represented the initial theme (candidate themes) (33) of the dataset.



Phase 4: Reviewing Themes

The candidate themes initially identified in this study were further reviewed to refine and assess their uniqueness. Internal homogeneity within the theme and external homogeneity among the different themes identified were assessed using a dual criterion judging category (31). Homogeneity was assessed by reading through the transcribed data coded for a specific theme. This was done to ensure coherence among all the data represented within a theme. Candidate themes that were not coherent were recoded, reorganized, and sorted again, causing new themes to emerge or some to be merged with others. This also caused new subthemes to emerge in the study. The external homogeneity was assessed by reading through the entire dataset to ensure that each theme was a separate entity (though with some overlap) and that they together reflected the concept of the data set. Some of the identified themes had overlapping concepts in the “Abiye” program, so their points of overlap were reviewed and related to the objectives of the study. This allowed for more themes to emerge, and the codes in the miscellaneous theme were merged into appropriate places. The coding and recoding processes in this phase of the thematic analysis of this study continued until further coding and refinements did not yield any additional distinctive themes related to the objectives of the study. The themes devised in this phase are called “developed themes” (27).



Phase 5: Defining Themes

The developed themes were described by writing detail on what each theme captures in the data set. This was done to ensure that the details in the themes were within the scope of the objectives of this study. Appropriate subthemes were also developed for the themes where they were needed. The seven final themes that emerged from this thematic analysis were given appropriate titles that fully represent the details of their contents and how they fit into the study.



Phase 6: Report Writing

The findings that emerged from the analysis were shared with some of the participants to ensure the findings were credible and consistent with the perspectives of the study participants. This was to prevent the researchers' bias from influencing findings and the final report of the study. The themes with their subthemes that emerged in the thematic analysis of this study are shown in Table 3 and described in the Results section in detail and framed as it relates to context, mechanisms, and outcome to align with the study objectives. The contexts and mechanisms identified in this study and the description of the concepts were shared with the participants.


Table 3. Themes and sub-themes that emerged from the thematic analysis of the study.
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RESULTS

We structured our findings along with the three domains of realist evaluation: context, mechanism, and outcome, and formed CMO Configurations that guided the development of the middle-range theory.


Context

We identified the roles of contextual factors in the “Abiye” safe motherhood program in Ondo State using a simplified framework (5). Thirteen contextual factors were identified under five principal areas. Cultural belief and traditional birth attendants both played inhibiting roles at some stages in the implementation of the “Abiye” program while the financial context inhibited the implementation of the program when the salary and incentives of the workers became irregular. All other contextual factors played enabling roles in the implementation of the program. Table 4 shows the roles of the contextual factors.


Table 4. Roles of contextual factors in “Abiye” safe motherhood program in Ondo State Nigeria.

[image: Table 4]



Mechanisms

We determined mechanisms that facilitated or constrained the outcomes of the “Abiye” program. The mechanisms were grouped broadly into eight groups, each having a specific focus. Each of the mechanisms identified was justified based on the themes that emerged during the thematic analysis, and the relevance to the contextual factors which influenced the implementation of “the Abiye” program with the resulting outcomes. The lack of law for the sustainability of the “Abiye” program, demotivation due to irregular payment of salary and incentives, and poor health-seeking behavior, which was a mechanism within the community constrained the implementation of the program. Other identified mechanisms that facilitated the implementation of the program are policy entrepreneurship, commitment and will, legal nudge, central funding system, financial protection, knowledge acquisition, task shifting, health rangers' mechanisms, bonding, perceived trust, and good health-seeking behavior. Table 5 shows mechanisms that facilitated or constrained the program.


Table 5. Mechanisms that facilitated and constrained outcomes of the “Abiye” program.
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Outcomes in the “Abiye” Safe Motherhood Program
 
Outcomes
 
Health System Strengthening

The “Abiye” safe motherhood program in Ondo State apart from achieving the set goals, also contributed to the strengthening of the Ondo State health system. It affected all the building blocks of the health system in the state. The health workforce, health financing, service delivery, information management system, medicine and technology, and leadership were all strengthened in the state during the implementation of the program. The supply and demand components of the IPT are related to the health system building blocks and this is specified in Table 6.


Table 6. Health system strengthening in Ondo State through the “Abiye” program.

[image: Table 6]

Table 6 shows the strengthening of the health system in Ondo State through the “Abiye” program.

As a key policymaker, I knew I had to do something to reduce maternal mortality. The short period I spent in clinical practice exposed me to harrowing experiences of maternal mortality which I have never forgotten. These experiences made me take the bull by the horns when I had the mantle of leadership. I decided to make a change in maternal mortality in Ondo State.

Key Informant 01

Recruiting health professionals of different cadres was a priority for the implementation of the “Abiye” program. We recruited CHEWs, nurses, midwives, and doctors for the program in the various facilities. We employed eight obstetricians and six pediatricians in the two MCH hospitals specifically built for the “Abiye” program. The number of consultants in the state workforce increased from 4 in 2007 to 72 by 2016.

Key Informant 01



Skewed Prioritization and Funding

At the onset of the statewide implementation, the “Abiye” safe motherhood program in Ondo State was a priority of the state government. The political priority it generated in the state affected the focus and prioritization of some other programs within the health sector. Funding for the health sector was also skewed in favor of the “Abiye” program. The other non-“Abiye” facilities and non-maternal child health services were not well funded. This initial outcome was adjusted by the coordinating activities of the Ondo State Primary Health Care Development Board (SPHCDB), which ensured funds were appropriated to all units in primary health care in Ondo State.

The “Abiye” committee coordinated how funding was done from the SMOH. We had a few sources of funds and had to strategize according to our priorities. We had some periods of skewed funding in favor of the “Abiye” program at the expense of other areas and in favor of designated “Abiye” facilities in the wards. The committee tried to achieve balanced funding during this period, but it was challenging.

Key Informant 04



Community Engagement and Development

The “Abiye” program had a community engagement framework and power play in all the LGA which involved community participation in the program implementation and involved some community members in sensitization campaigns. The stakeholders' forum and Ward Health Development Committee (WHDC) formed during the “Abiye” program functioned for the development of the communities beyond just the “Abiye” program. For example, in the development of the sanitary system, water system, road and security networks in some of the communities.



Economic Empowerment and Development

The “Agbebiye” program (meaning “Safe Midwife” in the Yoruba language), a subsidiary of the “Abiye” safe motherhood program, had vocational skill training for Traditional Birth Attendants (TBAs) as part of the central plan of the policy when it was initiated. The TBAs were trained in a new specific vocational field for some time and were given start-up money for them to establish their new trade. They were economically empowered by this process, which led to some of them leaving the practice of delivering pregnant women. Furthermore, the recruitment of qualified health professionals like physicians, midwives, and nurses into the state as part of the policy of the intervention brought with it more socio-economic activities and investment opportunities into the state.



Increased State Health Wage Bill

The massive recruitment of health professionals into the state healthcare sector increased the health wage bill in the state resulting in an unintended outcome for the state government.




CMO Configuration
 
Politics in CMO Configuration

A new government that prioritized reducing maternal mortality in Ondo State gave a window of opportunity for the implementation of the “Abiye” safe motherhood program. This favorable policy environment further ensured the enactment of the Confidential Enquiries in Maternal Deaths in Ondo State (CEMDOS) law in Ondo State. The commitment and will of the political actors (the State governor and the Commissioner of Health) to the program and the nudge by the legal system in the state facilitated the “Abiye” safe motherhood program that ensured the full implementation of the program. However, the lack of a definite legal sustainability plan for the “Abiye” program was a constraining mechanism that affected its implementation of the program.

The data on maternal deaths in the state was an embarrassment to South-West Nigeria. This drove us to action. We also knew from different pieces of evidence that these deaths were highly preventable if we did the right things in our setting, and that is what we did.

Key Informant 02

We actually had plans to sustain “Abiye” in the state through the social protection bill but it never worked out. Also, the residential card, (“Kaadi Igbeayo”) we implemented had some challenges which affected sustainability funding plans for the “Abiye” program.

Key Informant 01

The burden of neighboring state patients at the later stage of the program made us include “kaadi Igbeayo” (residency card) as a requirement to access free maternal health. We treated every pregnant woman but discharged them after presenting the card or full payment.

Key Informant 03




Human Resources for Health in CMO Configuration

The recruitment of qualified health professionals, training and retraining of in-service staff, initiating the Health Ranger scheme, and multiple incentives for the specific service delivery rendered by the health care workers were the context of the program. The motivation from the multiple incentives was a mechanism that facilitated the implementation of the program making the workers always available and ready to ensure the pregnant women were delivered safely. Continuous improvement and development of the knowledge and skills of the health workers was another facilitating mechanism in Human Resources for Health in the implementation of the “Abiye” program. Another mechanism was the task shifting process during the “Abiye” safe motherhood program which was initially resisted, but when it was accepted and implemented, ensured more skilled attendants were at the delivery of pregnant women in the state. The state also used the mechanism of the pooling system for human resources for health within the state when the midwives of the Midwives Service Scheme (MSS) from the Federal government were integrated into the “Abiye” program.

Health Rangers (CHEWs) were a game-changer in “Abiye” program. They were recruited and were tasked with ensuring safe delivery for all pregnant women. We did a task-shifting process to equip them to be skilled attendants proficient at managing pregnancies, but this became a battleground for some time with our midwives and nurses. We had 5 midwives and 23 nurses in a local government with over 10,000 pregnant women. There was an obvious need for task shifting and equipping of these CHEWs to help reduce maternal deaths.

Key Informant 02



Funding in CMO Configuration

The “Abiye” safe motherhood program was implemented in the context of multiple sources of funding, different funding models (state government funding, performance-based financing, donor funds, and decentralized facility funding), and financial risk protection for pregnant women and their children. This removal of financial risk facilitated facility delivery among the women. The central funding system mechanism was an interplay of power and policy which facilitated the implementation and ensured effective use of resources in the state to achieve their outcomes.

We partly funded the program from the state fund. This showed development partners our commitment and sincerity of purpose to reduce maternal mortality within the state. We had limited funds available for this but we consistently increased our total health financing from 2.9% of the state budget in 2009 to 11% by 2014.

Key Informant 01

State funding declined during the national economic recession period. This affected our implementation during this period, and state full ownership of the program.

Key Informant 04



Facility and Service Delivery in CMO Configuration

The renovation, equipping, and building of facilities specifically for the “Abiye” program motivated health workers to be committed and ensured availability of needed life-saving interventions and effectiveness in service delivery The referral ambulance service of the program ensured pregnant women requiring lifesaving interventions get to the health facilities immediately, while the use of Toll-free Closed User Group (CUG) in the “Abiye” program by the different participants ensured utilization of the program and thereby facilitated its implementation.



Data Management in CMO Configuration

Accountability and monitoring in the “Abiye” program were mechanisms that facilitated the outcome achieved because of regular data collection, monitoring, and review of the activities of the health rangers in the communities. The tracking system in the program by the State Primary Health Care Development Board and performance-based financing, which required data to measure performance, also facilitated its outcome.

A word that describes “Abiye” is tracking. Tracking of pregnant women in the communities, keep tracking them during their period of pregnancy and track them in labor to delivery, and keep track of them to the postnatal period.

Key Informant 07

PBF (performance-based financing) is very good. It helped our facility to grow and render better maternal services. We employed temporary staff, including a medical doctor through it, which helped improve the utilization of our services. We did not have to go through the bureaucracy of the SPHCDB in Akure (the state capital) to make decisions on some funding and recruitment issues.

IDI 01

PBF is a strict funding system. Our funders are results-driven. We had to put in our best to achieve these results or we might lose our funding. We also needed to collect accurate data like phone numbers, house addresses (description to the house), and names (called at home), which we did not routinely do formerly. Falsified or unverifiable data is not accepted and I know some facilities lost their funding because of this.

IDI 02



Community in CMO Configuration

The mobilization campaign in the communities was a mechanism that facilitated the implementation of the program in the state. The community members and engaged before the implementation started and were involved in the decision-making process at the community level through the activities of the WHDC, which was another mechanism at the community level. The TBAs within the communities were also motivated by incentives to bring pregnant women to the health facilities to deliver thereby further reducing maternal mortality. The “carrot and stick” approach was used for the TBAs in the communities initiated by the Agbebiye program. This facilitated the outcome of the “Abiye” program in Ondo State. Discouragement of some community members because of the bad road terrain in their communities was a constraining mechanism that affected the implementation of the “Abiye” safe motherhood program in such communities. See Figure 3 for CMO Configurations of the study.


[image: Figure 3]
FIGURE 3. Context, mechanism, and outcome configuration in Abiye safe motherhood program.





New Program Theory

“Provision of sustainable free quality maternal care to all pregnant women by motivated health professionals within a comprehensive health design in fully engaged communities, with a background of strong political will and prioritization, would improve utilization of the health facilities and skilled delivery thereby sustainably reducing maternal mortality in Ondo State.”

Based on this new program theory, a Framework for maternal mortality reduction program was developed, which can be adopted in LMIC where maternal mortality is a challenge (Figure 4).
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FIGURE 4. Framework for maternal mortality reduction programs.





DISCUSSION

The gap between policymaking and evidence generated from studies in LMIC is a challenge. Multiple evaluations of intervention programs have focused on the effectiveness and not on “what works for whom, how, why and under what circumstances”. The realist approach, which we applied in this study, explicitly explored the implementation of the “Abiye” safe motherhood program in Ondo State identifying the roles of contextual factors, the effects of mechanisms that triggered various outcomes. Furthermore, we unveiled the “black-box” of program implementation and Health System Strengthening.

The contextual factors of the implementation of the “Abiye” safe motherhood program in Ondo State that emerged in this study are situational factors (agenda-setting event, political and policy entrepreneur), structural factors (geographical, health workforce, and health facilities), design factors (financial, community, data management, and sustainability), cultural factors (cultural belief, traditional birth attendant, “Agbebiye” program), and international community factor (International community). Most of these factors with their context have been described as contextual factors in previous realist evaluation studies. Marchal et al. (10) focused on hospital management and performance in Ghana, as well as reported health workforce, data management, and health facilities structure as found in this study were contextual factors that influence hospital management and performance in their setting. Similarly, Marchal et al. reported that in Morocco political entrepreneurs, community and finance were contextual factors that influenced fee exemption policies (34). Other realist studies which have spanned over a decade in low, middle, and high-income countries (8, 9, 35, 36) reveal agenda-setting events, geographical, cultural, and international community as contextual factors that influence program implementation as found in this study. These factors have been recurring for over a decade and have been reported across various economic settings. They are therefore important factors to be considered to ensure the success of any program irrespective of the socioeconomic pedigree.

However, the “Agbebiye”, sustainability, and financial context reported in this study have not been reported in previous realist evaluation studies. This might be because the “Agbebiye” program was specific to the “Abiye” safe motherhood program, and the sustainability context reported in this study was also specific to the program. Nonetheless, we propose that for similar safe motherhood projects, program implementers could adapt the concept of Agbebiye into their setting, as this study shows it to be a program enabler.

The financial context reported in this study is different from the previously reported financial context in realist studies because of the multiple funding models, central funding system, and coordination system of the financial context in the “Abiye” program. The multiple sources of funds coupled with good coordination probably contributed to the good outcomes of the Abiye safe motherhood program.

In this current study, several facilitating and constraining mechanisms were identified to have affected the Abiye safe motherhood program implementation/outcomes. As found in this study, motivation and knowledge acquisition by health workers as program facilitating mechanisms has been previously reported by a prior realist evaluation study in Nigeria on the use of neonatal and pediatric pulse oximeters in 12 hospitals (37). Similarly, Marchal et al. (10) in Ghana and Makumbang et al. (35) in South Africa also reported these mechanisms as program implementation/outcome facilitators. Also, bonding and perceived support, trust, removal of financial barriers, commitment, and service efficacy as found in this study were previously reported by Makumbang et al. to be facilitating mechanisms for successful program implementation. These mechanisms should thus be given careful consideration and properly woven into the planning and implementation of the subsequent health-related program as they have been shown to facilitate program success.

The policy entrepreneur's commitment and nudge by legal provisions were facilitating mechanisms identified in the political theme that emerged in this study. Similar facilitating mechanisms have been reported in a London realist evaluation study on modernizing health service (8). The awareness, engagement, and good health-seeking behavior were the facilitating mechanisms identified in the community theme that emerged in this study, which are similar to findings in a realist evaluation of Community Health Committees in Nigeria (38) which identified community connectors as a facilitating mechanism. Another realist evaluation in Bangladesh (9) on maternal and newborn health programming identified participating in health facility activities as a facilitating mechanism for the community women. The facilitating mechanisms identified in the data management theme of this study are accountability and data monitoring which are similar to some of the facilitating mechanisms in the realist evaluation study in Ghana (10) and Bangladesh (9).

There are three facilitating mechanisms identified in this study that were not reported in previous realist evaluation studies to the best of the authors' knowledge. These are the task-shifting mechanism, central funding system mechanism, and tracking mechanism. However, they have been identified as forms of causal/ actor process mechanisms (39–41) which facilitate program implementation as found in this study.

The constraining mechanisms identified in this study were demotivation of the health workers when program funds dwindled and the health workers' payments were adversely affected, and poor health-seeking behavior which was a cultural factor in certain riverine communities with poor road access. Demotivation and poor health-seeking behavior have been reported as constraining mechanisms in some realist evaluation studies in Nigeria (37), Ghana (10), South Africa (35), Bangladesh (9), and London (8). Hence, more attention should be paid to the vulnerable populations and ways to improve their health-seeking behavior to access lifesaving interventions at the planning and implementation stages of such programs.

The lack of legal nudge for sustainability identified in this study as a constraining mechanism in this study was not reported in previous realist evaluation studies. This is possibly why the successful implementation of some programs starts to dwindle with time as found in this study. It is thus imperative that legal nudges for sustainability and identified and incorporated at the planning stage of intervention programs. Limited literature exists on the interplay of power, politics, and policy in the health system (42, 43). Institutionalization has been described as a vehicle for the interplay of these three concepts (44), which was also evident in this study. The interplay of these concepts facilitated the provision of a safety net in this study which is similar to existing knowledge on the effects of these concepts on health equity, though the evidence varies in different studies (45, 46). The influence of the international community was similar to documented evidence from Millennium Development Goals (MDG) implementation (47, 48) and funding in developing countries (49, 50).

The framework for maternal mortality reduction programs developed in this study could be applied in different settings. This framework is a guide around which maternal mortality reduction programs and also other public health interventions can be built. The key elements of this framework are: (a) policy championing and political prioritization, (b) comprehensive health system design, (c) strong data monitoring, (d) strengthened community systems and ownership, (e) elimination of non-skilled deliveries, and (f) adequate funding.

Policy championing and sustainable political prioritization in maternal health programs have been reported in previous studies in Nigeria and sub-Saharan Africa (51). Similar to this, policy championing and political prioritization have also been reported as vital in other public health intervention (52) and reported in multiple studies as being central to the achievement of Universal Health Coverage in any society (53, 54). A comprehensive health system design that is sustainable is necessary for maternal programs. It comprises the health system and the building blocks which have been reported as needed for development in healthcare services (55). The community's engagement and participation in maternal health programs have been reported to promote the acceptability and sustainability of such programs (56). Public health intervention programs have also been reported strengthened by community ownership (57). Elimination of non-skilled deliveries was also a component of the framework developed in this study. Some studies in Nigeria (58) and Ethiopia (59) have reported collaboration with TBAs while the National Reproductive Health Policy 2017 has eliminated non-skilled deliveries as a strategy for reducing maternal mortality in Nigeria (60). However, phasing out non-skilled deliveries might be a challenge, but a well-designed maternal health program would reduce their effect and may make them extinct gradually. Sustainable adequate funding is important in maternal mortality reduction programs and health system strengthening (61) as shown in this study. To sustain the free maternal health services provided from antenatal to the postnatal period, contributory Community Based Health Insurance (62) in which every adult pays a token annually and the government subsidizes it or the Social Health Insurance system (63) has been reported in the literature. In Nigeria, the “Investment Case” 2017–2030 of the Federal Ministry of Health for reproductive health, maternal, newborn, child, adolescent health and nutrition (64) also highlighted the need for adequate funding of maternal health programs and has also been reported in some studies in sub-Saharan (65) Africa and globally (66).

This study helps in filling some of the research gaps in the realist evaluation approach. It used a realist approach to evaluate the implementation and possible outcome of a safe motherhood initiative in a low-middle income. It has brought to the fore how specific contextual factors, their mechanisms, and outcomes influence program implementation. In addition, a framework for maternal mortality reduction programs was developed which could be applied in different settings, and also for other public health intervention programs. Thus, findings from this study are useful for government at all levels, policymakers, and program managers in public health programming in Sub-Saharan Africa and other LMICs.


Limitations of the Study

The realist evaluation approach of the study did not allow for any causal relationship/ inferences to be made but it showed the different factors (context and mechanisms) that potentially influenced the outcome of the program. Analyzing a public policy intervention program like the “Abiye” safe motherhood program is prone to social desirability bias. However, a detailed explanation of the objectives of the study to the participants, highlighting the possible benefits to Ondo State and reassurance of confidentiality is believed to have sufficiently encouraged the participants to give valid responses. Thematic analysis was used for qualitative analysis, and it is prone to the researchers' subjective views but this was addressed by reviewing every phase of the thematic analysis process with the recorded audiotape of the data set, thereby ensuring all the detail in the themes that emerged represent the data collected in the study.




CONCLUSION

Realist evaluation is an iterative process that looks beyond the surface to generate evidence. By applying the realist approach, we generated pieces of evidence that can be adapted for policymaking in public health interventions in LMIC, especially for maternal mortality reduction programs.



DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Health Research and Ethics Committee of the Institute of Public Health, Obafemi Awolowo University, Ile-Ife, Osun State and its HREC Number is IPHOAU/12/830; Health Research and Ethics Committee of Ondo State Ministry of Health and its HREC Number is OSHREC/25/09/2017/019. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

OO developed the concept of the study, co-designed the proposal and methodology, analyzed the data, interpreted the data, drafted the article, and approved the final version. AF reviewed the concept of the study, co-designed the proposal and methodology, reviewed and interpreted data, repeatedly reviewed the draft article, and approved the final version. All authors contributed to the article and approved the submitted version.



ACKNOWLEDGMENTS

This article is based on the final dissertation submitted by OO for the Fellowship of the West Africa College of Physicians, titled Realist evaluation and Policy analysis of the implementation of the Abiye safe motherhood program in Ondo State, Nigeria. The project was supervised by AF and Adeomi Oluleye. Charles Wiysonge mentored and supported OO under the Africa Health Economics Association (AFHEA) mentorship program to review the draft article and approved the final version.



REFERENCES

 1. Pawson R, Tilley N. Realistic Evaluation. Thousand Oaks, CA: Sage Publications (1997). Available online at: https://us.sagepub.com/en-us/nam/realistic-evaluation/book205276 (accessed February 02, 2019).

 2. Kazi M. Realist evaluation for practice. Br J Soc Work. (2003) 33:803–18. doi: 10.1093/bjsw/33.6.803

 3. Wong G, Westhorp G, Greenhalgh J, Greenhalgh T, Manzano A, et al. RAMESES 11 reporting standards for realist evaluations. BMC Medicine. (2016) 14:96. doi: 10.1186/s12916-016-0643-1

 4. Pawson R. The Science of Evaluation: A Realist Manifesto. London: SAGE Publications (2013). Available online at: www.journals.sagepub.com/doi/abs/10.1177/0020852313497455 (accessed February 11, 2019).

 5. Leichter H. A Comparative Approach to Policy Analysis: Health Care Policy in Four Nations. Cambridge: Cambridge University Press (1979). Available online at: www.cambridge.org/core/journals/american-political-science-review/article/comparative-approach-to-policy -analysis-health-care-policy-in-four-nations (accessed February 11, 2019).

 6. Wong G, Westhorp G, Greenhalgh J, Greenhalgh T, Manzano A, Jagosh J. Quality and reporting standards, resources, training materials and information for realist evaluation: the RAMESES II project. Health Serv Deliv Res. (2017) 5:44–51. doi: 10.3310/hsdr05280

 7. Manzano A. The craft of interviewing in realist evaluation. Evaluation. (2016) 22:342–60. doi: 10.1177/1356389016638615

 8. Greenhalgh T, Humphrey C, Hughes J, Fraser M, Butler C, Pawson R. How do you modernize a health service? A realist evaluation of Whole–scale transformation in London. Milbank Quart. (2009) 87:391–416. doi: 10.1111/j.1468-0009.2009.00562.x

 9. Alayne A, Saroj S, Shanon M, Malabika S. Lessons learned in using realist evaluation to assess maternal and newborn health programs in rural Bangladesh. Health Policy Plan. (2016) 31:267–75. doi: 10.1093/heapol/czv053

 10. Marchal B, Dedzo M, Kegels G. A realist evaluation of the management of a well-performing regional hospital in Ghana. BMC Health Serv Res. (2010) 10:24. doi: 10.1186/1472-6963-10-24

 11. Gilmore B. Realist evaluations in low- and middle-income countries: reflections and recommendations from the experiences of a foreign researcher. BMJ Glob Health. (2019) 4:e001638. doi: 10.1136/bmjgh-2019-001638

 12. Manzi F, Marchant T, Hanson C, Schellenberg J, Mkumbo E, Mlaguzi M, et al. Harnessing the health systems strengthening potential of quality improvement using realist evaluation: an example from southern Tanzania. Health Policy Plan. (2020) 35:ii9–ii21. doi: 10.1093/heapol/czaa128

 13. Rolfe S Combining Combining theories of change and realist evaluation in practice: lessons from a research on evaluation study. Evaluation. (2019) 25.3:294–316 doi: 10.1177/1356389019835229

 14. Pacagnella RC, Cecatti JG, Osis MJ, Souza JP. The role of delays in severe maternal morbidity and mortality: expanding the conceptual framework. Reprod Health Matters. (2012) 20:155–63. doi: 10.1016/S0968-8080(12)39601-8

 15. Abiye Safe Motherhood Ondo State Ministry of Health. (2015). Available online at: www.onodostatemoh.gov.ng/abiye (accessed May 18, 2018).

 16. Ondo State Primary Health Care Development Board 2013-2017 Reports. Nigeria: Ondo State (2018). Available online at: ondostatemoh.gov.ng/osphcdb.php (accessed May 18, 2018).

 17. Alebiosu EA. National health system, maternal health and the millennium development goals: a review of abiye program in Ondo State, Nigeria. Int J Hum Soc Sci. (2014) 4:284–8. Available online at: http://www.ijhssnet.com/journals/Vol_4_No_12_October_2014/25.pdf

 18. Oyeyemi SO, Wynn R. Giving cell phones to pregnant women and improving services may increase primary health facility utilization: a case-control study of a Nigerian project. BMC Reproductive Health. (2014) 11:8. doi: 10.1186/1742-4755-11-8

 19. Ogundipe OL. Experiences of women participating in safe motherhood (Abiye) project in Ondo state of Nigeria. Int J Curr Microbiol App Sci. (2013) 2:148. Available online at: https://www.ijcmas.com/vol-2-12/Ogundipe%20Olubiyi%20Love.pdf

 20. Pawson R. Middle range theory and program theory evaluation: from provenance to practice. In: Vaessen J, Leeuw FL, editors. Mind the Gap: Perspectives on Policy Evaluation and the Social Sciences. New Brunswick, NJ: Transaction Publishers (2010). p. 171–202.

 21. Van Belle SB, Marchal B, Dubourg D, Kegels G. How to develop a theory-driven evaluation design? Lessons learned from an adolescent sexual and reproductive health program in West Africa. BMC Public Health. (2010) 10:741–51. doi: 10.1186/1471-2458-10-741

 22. Mukumbang FC, Marchal B, Van Belle S, van Wyk B. A realist approach to eliciting the initial programme theory of the antiretroviral treatment adherence club intervention in the Western Cape Province, South Africa. BMC Med Res Methodol. (2018) 18:47. doi: 10.1186/s12874-018-0503-0

 23. Shearn K, Allmark P, Piercy H, Hirst J. Building realist program theory for large complex and messy interventions. Int J Qual Methods. (2017) 16:1–11. doi: 10.1177/1609406917741796

 24. Fick F, Muhajarine N. First steps: creating an initial program theory for a realist evaluation of Healthy Start-Départ Santé intervention in childcare centres. Int J Soc Res Methodol. (2019) 22:545–56. doi: 10.1080/13645579.2019.1595375

 25. Benjamin S, Julius S, Tom K, Shula B, Jackie W, Bemadette B, et al. Saturation in qualitative research: exploring its conceptualization and operationalization. Qual Quant. (2018) 52:1893–907. doi: 10.1007/s11135-017-0574-8

 26. Crouch M, McKenzie H. The logic of small samples in interview-based qualitative research. Soc Sci Inform. (2006) 45:18. doi: 10.1177/0539018406069584

 27. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. (2006) 3:77–101. doi: 10.1191/1478088706qp063oa

 28. Clarke V, Braun V. Teaching thematic analysis: overcoming challenges and developing strategies for effective learning. Psychologist. (2013) 26:120–3. Available online at: https://uwe-repository.worktribe.com/output/937596

 29. Thomas DR. A general inductive approach for analyzing qualitative evaluation data. Am Eval Assoc. (2006) 27:237–46. doi: 10.1177/1098214005283748

 30. Nowell LS, Norris JM, White DE, Moules NJ. Thematic analysis: striving to meet the trustworthiness criteria. Int J Qualit Methods. (2017) 16:1–13. doi: 10.1177/1609406917733847

 31. Javadi M, Zarea M. Understanding thematic analysis and its pitfalls. J Client Care. (2016) 1:33–9. doi: 10.15412/J.JCC.02010107

 32. Bree R, Gallagher G. Using microsoft excel to code and thematically analyse qualitative data: a simple cost-effective approach. Ireland J Teach Learn I Higher Educ. (2016) 8:2811–4. Available online at: https://ojs.aishe.org/index.php/aishe-j/article/view/281/467

 33. Clarke V, Braun V. Thematic analysis. J Posit Psychol. (2017) 12:297–8. doi: 10.1080/17439760.2016.1262613

 34. Marchal B, Veken KV, Essolbi A, Dossou J, Richard F, Van Belle S. Methodological Reflections on Using Realist Evaluation in a Study of Fee Exemption Policies in West Africa Morocco. (2013). Available online at: https://www.abdn.ac.uk/femhealth/documents/Deliverables/FEMHealth_RE_metho_reflections_Final.pdf (Accessed June 10, 2021).

 35. Makumbang FC, Wyk BV, Machal B, Van Belle S. A realist evaluation of the antiretroviral treatment adherence club program in the metropolitan area of the Western Cape Province, South Africa. Cape Town: University of Western Cape (2018). Available online at: https://etd.uwc.ac.za/handle/11394/5745 (accessed June 09, 2021).

 36. Cross B, Cheyne H. Strength-based approaches: a realist evaluation of implementation in maternity services in Scotland. J Public Health. (2018) 26:425–36. doi: 10.1007/s10389-017-0882-4

 37. Graham HR, Bakare AA, Gray A, Ayede AI, Qazi S, McPake B, et al. Adoption of paediatric and neonatal pulse oximetry by 12 hospitals in Nigeria: a mixed-methods realist evaluation. BMJ Glob Health. (2018) 3:812. doi: 10.1136/bmjgh-2018-000812

 38. Abimbola S. Health system governance: a triangle of rules. BMJ Glob Health. (2020) 5:e003598. doi: 10.1136/bmjgh-2020-003598

 39. Lacouture A, Breton E, Guichard A, Ridde V. The concept of mechanism from a realist approach: a scoping review to facilitate its operationalization in public health program evaluation. Implement Sci. (2015) 10:153–64. doi: 10.1186/s13012-015-0345-7

 40. Marchal B, Van Belle S, Van Olmen J, Hoeree T, Kegels G. Is realist evaluation keeping its promise? A literature review of methodological practice in health systems research. Evaluation. (2012) 18:192–212. doi: 10.1177/1356389012442444

 41. Moule P, Clompus S, Fieldhouse J, Ellis-Jones J, Barker J. Evaluating the implementation of a quality improvement process in General Practice using a realist evaluation framework. J Eval Clin Pract. (2018) 24:1–7. doi: 10.1111/jep.12947

 42. Gore R, Parker R. Analysing power and politics in health policies and systems. Global Public Health. (2019) 14:481–8. doi: 10.1080/17441692.2019.1575446

 43. Abimbola S, Molemodile S, Okonkwo O, Negin J, Jan S, Martiniuk A. ‘The government cannot do it all alone': realist analysis of the minutes of community health committee meetings in Nigeria. Health Policy Plan. (2016) 31:332–45. doi: 10.1093/heapol/czv066

 44. Mwisongo A, Nabyonga-Orem J, Yao T, Dovlo D. The role of power in health policy dialogues: lessons from African countries. BMC Health Serv Res. (2016) 16:213. doi: 10.1186/s12913-016-1456-9

 45. Adam T, Hsu J, de Savigny D, Lavis JN, Røttingen J-A, Bennett S. Evaluating health systems strengthening interventions in low-income and middle-income countries: are we asking the right questions? Health Policy Plan. (2012) 27:iv9–iv19. doi: 10.1093/heapol/czs086

 46. Gilson L, Raphaely N. The terrain of health policy analysis in low and middle income countries: a review of published literature 1994–2007. Health Policy Plann. (2008) 23:294–307. doi: 10.1093/heapol/czn019

 47. Hafner T, Shiffman J. The emergence of global attention to health systems strengthening. Health Policy Plan. (2013) 28:41–50. doi: 10.1093/heapol/czs023

 48. Shiffman J. Knowledge, moral claims and the exercise of power in global health. Int J Health Policy Manag. (2014) 3:297–9. doi: 10.15171/ijhpm.2014.120

 49. Mackenbach JP. Political determinants of health. Eur J Public Health. (2014) 24:2. doi: 10.1093/eurpub/ckt183

 50. Østebø MT, Cogburn MD, Mandani AS. The silencing of political context in health research in Ethiopia: why it should be a concern. Health Policy Plan. (2018) 33:258–70. doi: 10.1093/heapol/czx150

 51. Hutchinson E. The development of health policy in Malawi: the influence of context, evidence and links in the creation of a national policy for cotrimoxazole prophylaxis. Malawi Med J. (2011) 23:109−14.

 52. Onoka CA, Hanson K, Hanefeld J. Towards universal coverage: a policy analysis of the development of the National Health Insurance Scheme in Nigeria. Health Policy Plan. (2014) 30:1105–17. doi: 10.1093/heapol/czu116

 53. World Health Organization. Abuja Presidential Summit on Universal Health Coverage. (2014). Available online at: http://www.afro.who.int/en/nigeria/press-materials/item/6376-presidential-summit-on-universal-healthcoverage-ends-in-nigeria.html (accessed February 11, 2019).

 54. Chemouni B. The political path to universal health coverage: power, ideas and community-based health insurance in Rwanda. World Dev. (2018) 106:87–98. doi: 10.1016/j.worlddev.2018.01.023

 55. Kieny MP, Bekedam H, Dovlo D. Strengthening health systems for universal health coverage and sustainable development. Bull World Health Organ. (2017) 95:537–9. doi: 10.2471/BLT.16.187476

 56. Pfaffmann ZJ, Rasanathan K, Hipgrave D, Miller NP, Momanyi M, Pearson L, et al. Community health systems: allowing community health workers to emerge from the shadows. Lancet Glob Health. (2017) 5:866–7. doi: 10.1016/S2214-109X(17)30268-1

 57. Ingabire MV, Alaii J, Hakizimana E, Kateera F, Muhimuzi D. Community mobilization for malaria elimination: application of an open space methodology in Ruhuha sector, Rwanda. Malar J. (2014) 13:167. doi: 10.1186/1475-2875-13-167

 58. Amutah-Onukagha N, Rodriguez M, Opara I, Gardner M, Assan MA, Hammond R, et al. Progresses and challenges of utilizing traditional birth attendants in maternal and child health in Nigeria. Int J MCH AIDS. (2017) 6:130–8. doi: 10.21106/ijma.216

 59. Ruducha J, Mann C, Singh NS, Gemebo TD, Tessema NS, Baschieri A, et al. How ethiopia achieved millennium development goal 4 through multisectoral interventions: a Countdown to 2015 case study. Lancet Glob Health. (2017) 5:e1142–51. doi: 10.1016/S2214-109X(17)30331-5

 60. Federal Federal Ministry of Health Nigeria. National Reproductive Health Policy. (2017). Available online at: http://www.health.gov.ng/doc/RH%20Soft%20Copy.pdf (accessed November 02, 2018).

 61. Oyibocha EO, Irinoye O, Sagua EO, Ogunjide-Essien O, Edeki JE, Okome OL. Sustainable healthcare system in nigeria: vision, strategies and challenges. IOSR J Econ Finance. (2014) 5:28–39. doi: 10.9790/5933-0522839

 62. Uzochukwu B, Ughasoro MD, Etiaba E, Okwuosa C, Envuladu E, Onwujekwe OE. Health care financing in Nigeria: implications for achieving universal health coverage Niger. J Clin Pract. (2015) 18:437–44. doi: 10.4103/1119-3077.154196

 63. Onoka CA, Onwujekwe OE, Uzochukwu BS, Ezumah NN. Promoting universal financial protection: constraints and enabling factors in scaling-up coverage with social health insurance in Nigeria. Health Res Policy Syst. (2013) 11:20. doi: 10.1186/1478-4505-11-20

 64. Federal Government of Nigeria. Investment Case 2017-2030. Reproductive Health, Maternal, Newborn, Child, Adolescent Health and Nutrition. Available online at: https://www.globalfinancingfacility.org/nigeria (accessed February 11, 2019).

 65. Fenny AP, Yates R, Thompson R. Social health insurance schemes in Africa leave out the poor. Int Health. (2018) 10:1–3. doi: 10.1093/inthealth/ihx046

 66. Witter S, Govender V, Ravindran TKS, Yates R. Minding the gaps: health financing, universal health coverage and gender. Health Policy Plan. (2017) 32:4–12. doi: 10.1093/heapol/czx063

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Oladimeji and Fatusi. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/frhs-02-779130-t001.jpg
Documents reviewed

Evaluation of Abiye safe motherhood program on Ondo.
Reports. 2012

Speech on the introduction of *Abiye” program in Ondo
State. 2009

Ondo State government 2015

“Abiye” safe motherhood. Ondo State Ministry of Health.

2015
Ondo State Primary Health Care Development Board
2013-2017. Reports

Key informant’s interviewed

3 policymakers in Ondo State government
3 program developers in

Ondo State

6 program implementers in Ondo State

Peer-reviewed literature reviewed

Safe Motherhood Inttiative. 2007
‘The Single Best Intervention: Thirty Years of Safe
Motherhood

Cost-effective safe motherhood

interventions in low-income countries: a review
Policy Trends in Advancing Safe Motherhood
Safe Motherhood: a brief history of the global
movement

Thirty Years of the Safe Motherhood Initiative:
Celebrating Progress and Charting the Way
Forward





OPS/images/frhs-02-779130-t002.jpg
Context

Demand component

Community
engagement
Strengthened
referral
Effective
ambulance
system
Supply component
Skilled health
personnel
Functional
equipment

Mechanism

Community participation
Trust

Commitment

Motivated

Appropriate
senvice
delivery environment

Outcome

Improved
utilization
Improved
acoess
Reduced
maternal
mortality

Quality
maternal care
Reduced
maternal
mortality





OPS/images/frhs-02-779130-g003.gif
ThemacAres |

Coatests ()

TMechasisms (V) Outcomes (0).

Poliel

Policl i

oL

ol pleneaiin

e Gorerews (CENDOS) | Loyl e Qo snd s s
New govcrmin Nocrblng T oy
T Rsoorcs o sl
Nt e Siotion Commatment | Sl e st
et o 93 g | Keovkigesepinon | Lifsaving e cnions
petomed nd cxelin e
Bl e s
Vo T hiing Niore il ot
Resrumentof bsl prosess | The crtl sy s | Moe sl tnét ey
vy Resoueer
el Rangrs Ui (Voo snd | Bondingandprcsined | Focilly iy silizsion
Phonccally support s csed
Stpped mcoms snd s | Denmivsed ndusna s
Dot ning sl Coctinivn Ful oo plcossbin
Nl e ofandng | Cenet fundg syt | Hos o stngibensd

Fisncl ok prostion Sy

Remonl o sncl b

Focityuilasion neescd

Faciyand Seris dener
Reoovsed s sppred e | MivaionConayimat | g mercnion sl
O Py plrmng senvics | Senie s Sl i st
Stengihened Referal sysiom | Seve ey TSy | Safe dnenes
v Sansgena
e Rongers Uit Tcking Corcage s pregmntworn
Potomancs Daed Frsncng | Acounsbiny iy dts et nd T
iy
Saebes D iy o genetod
Civpos el Qi nd e s
Commy
Enppere Skl | Avsreres, svsiion | Commy g
Word Devsapmos Commits
Tocsion Racane) Fooseces, dicoursgemt | Poo wilsionof i pogam.
Conss G P e cing | Inrened iy deery

o

Lo anison it g

Condioml ot Tt (TB)
Vocstionl taining (TBAS)

Sowaied
Motivated (Carrot d 5ck)

Reded g e
‘Reducsd waskiled Slivesics






OPS/images/frhs-02-779130-g004.gif
SUSTAINABLE REDUCTION I MATERNAL MORTAUTY

D DELIVERIES

ZATION AND SKI

TMPROVED FACILITY U]

[ET————
A ———

duguuno
st Spunaos pusyBoans

[
o vndues S3iod

SUSTAINABILITY






OPS/images/frhs-02-779130-t005.jpg
Mechanism (interplaying factors)

Political mechanisms—poltics and
Policy interplay

Funding mechanisms —policy and
power interplay

Human resource for health
mechanisms —policy effect

Health rangers mechanisms—policy
effect

Faciity and service delivery
mechanisms —policy effect

Data management
mechanisms —policy effect

Community mechanisms—power,
poltics and policy interplay

Traditional birth
attendant/agbebiye —power, politics
and policy interplay

WDC, Ward Development Committee.

Facilitating

High-level policy entrepreneurship

Commitment and Willthat drove the program

Nudge—Legal provisions that created

CEMDOS and bill prohibiting TBAs from taking

deliveries
Coordination by SPHCDB

Central funding system
Financial protection

Motivation and commitment by multiple
incentives

Knowledge acquisition
Task shifting

Central pooling for human resources.
Bonding and perceived trust and support

Motivation

Senvice efficacy
Accountability and data monitoring

Tracking
Mobilization and sensitization campaigns

WDC developmental activities
Good health-seeking behavior
Carrot and stick (Agbebiye)

Constraining

No enabling law for a sustainabilty
plan

Demotivation because of iregular
payment of income

Poor health seeking behavior





OPS/images/frhs-02-779130-t003.jpg
Themes

Financing Abiye safe motherhood
program in Ondo State

Politics and Abiye safe motherhood
program

Human resources for health in Abiye
safe motherhood program

Facility and service delivery in Abiye
safe motherhood program

Data management in Abiye safe
motherhood program

Traditional birth attendant and
Agbebiye program in Abiye safe
motherhood program

Community-related factors in Abiye
safe motherhood program

Sub-themes
Multiple funding models.

Coordination
Incentives
Policy entrepreneur/actor power

Sustainabilty
Abiye design and idea

Background maternal mortalty issue
Faciltty workers.

Health rangers
Facilty

Service delivery
Tracking

CEMDOS
Monitoring and evaluation
TBA

*Agbebiye” (safe micwives)

Culture

Community engagement
Location





OPS/images/frhs-02-779130-t004.jpg
Principal factors

Situational

Structural

Design

Cultural

International community

Contextual factors

Poor background matemal health (Agenda setting event)
Political and policy entrepreneur
Geographical

Health workforce

Health facilities

Financial

Community

Data management
Sustainability

Cultural belief

Traditional birth attendant
Agbebiye program

International community

Roles

Enabiing
Enabling
Enabling
Enabling
Enabling
Enabling/inhibiting
Enabling
Enabling
Enabiing
Inhibiting
Inhibiting
Enabling
Enabling

Power, politics, policy interplay

Policy
Power, poltics, and policy
Policy

Policy and power

Policy and power

Policy and power

Policy and power

Policy

Policy and polics

Policy

Policy

Policy and power

Policy, politics and power





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Realist Evaluation of the “Abiye” Safe Motherhood Initiative in Nigeria: Unveiling the Black-Box of Program Implementation and Health System Strengthening



		Introduction



		Methods



		Realist Approach



		Initial Program Theory Development



		Demand Component—Initial Program Theory



		Supply Component—Initial Program Theory









		Validation by the Qualitative Method of the Study



		Refined Program Theory









		Methodology



		Data Collection Methods



		Outcome Measures



		Data Analysis



		Phase 1: Data Familiarization



		Phase 2: Initial Codes Generation



		Phase 3: Searching for Themes



		Phase 4: Reviewing Themes



		Phase 5: Defining Themes



		Phase 6: Report Writing



















		Results



		Context



		Mechanisms



		Outcomes in the “Abiye” Safe Motherhood Program



		Outcomes



		Health System Strengthening



		Skewed Prioritization and Funding



		Community Engagement and Development



		Economic Empowerment and Development



		Increased State Health Wage Bill















		CMO Configuration



		Politics in CMO Configuration



		Human Resources for Health in CMO Configuration



		Funding in CMO Configuration



		Facility and Service Delivery in CMO Configuration



		Data Management in CMO Configuration



		Community in CMO Configuration









		New Program Theory







		Discussion



		Limitations of the Study







		Conclusion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Acknowledgments



		References

















OPS/images/cover.jpg
& frontiers | Frontiers in Health Services

Realist Evaluation of the “Abiye” Safe
Motherhood Initiative in Nigeria:
Unveiling the Black-Box of Program
Implementation and Health System
Strengthening





OPS/images/frhs-02-779130-g001.gif
st

sy






OPS/images/frhs-02-779130-g002.gif
ieurs [ pRocesses | outeuts | outcoms TiMeACT
Recutmentof + Tromingand |+ Health + bigher v Vopond
Heathrangers g ranges s umberof maternl
spectc selisinother e bt heatty
pregnant tomansge sttendant ot senkes
omento effctelyhe oy
health rangers assgned
Ongiondie o working o Heath
soing moteily swpples foclitesore
sytem. more
effectve and
effcent
Renotonard o Prodsonct + improved Reduced Maternsl
buidirgnew M senvices wizaton maternalsnd mortaty
acitieswith stmore MO sendees chid o
nfstructure health bythe morbidty. decrease
fcittes women ndmoratty
Ambularce . siecte « Thidleelof
sence et deoyis
Suengihering elminsted
ofthereferal ndpregnant
sptem women aie
derithe e
sing
ntenentions
wherever

they need t






OPS/images/frhs-02-779130-t006.jpg
Health system building block Achievements/effects

Human resources for health Recruiting of qualified health professionals into the state healthcare system
Training and retraining of health professionals in relevant maternal health themes

Senvice delivery Provision of BEOC and CEOC senvices at the appropriate health facilies
Availabilty of 24 h services at the health facilties

Financing Increase from 2.9% in 2009 to 11% in 2014 of the state budget to healthcare
Multiple models of funding: PBF, DFF, NHIS and donor grants

Medicines and technologies Availability of all drugs and materials at no cost to the women
Equipping of the health facilties with equipment needed for lifesaving interventions:

Leadership Provided leadership for the development of other thematic health areas in the state.

Information The HMIS in Ondo State was repasitioned by the data management system of the *Abiye” safe motherhood program

Tracking was central to the program and for generating data

BEOQC, Basic Emergency Obstetric Care; COC, Comprehensive Emergency Obstetric Care.









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
& frontiers | Frontiers in Health Services





