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ABSTRACT

Introduction Maternity waiting homes in low-income and
middle-income countries provide accommodation near
health facilities for pregnant women close to the time of
birth to promote facility-based birth and birth with a skilled
professional and to enable timely access to emergency
obstetric services when needed. To date, no studies have
provided a systematic, comprehensive synthesis explaining
facilitators and barriers to successful maternity waiting
home implementation and whether and how implementation
strategies and recommendations vary by context. This
synthesis will systematically consolidate the evidence,
answering the question, ‘How, why, for whom, and in

what context are maternity waiting homes successfully
implemented in low-income and middle-income countries?’.
Methods and analysis Methods include standard

steps for realist synthesis: determining the scope of

the review, searching for evidence, appraising and
extracting data, synthesising and analysing the data and
developing recommendations for dissemination. Steps

are iterative, repeating until theoretical saturation is
achieved. Searching will be conducted in 13 electronic
databases with results managed in Eppi-Reviewer V.4.
There will be no language, study-type or document-type
restrictions. ltems documented prior to 1990 will be
excluded. To ensure our initial and revised programme
theories accurately reflect the experiences and knowledge
of key stakeholders, most notably the beneficiaries,
interviews will be conducted with maternity waiting

home users/nonusers, healthcare staff, policymakers and
programme designers. All data will be analysed using
context—-mechanism—outcome configurations, refined and
synthesised to produce a final programme theory.

Ethics and dissemination Ethics approval for the
project will be obtained from the Mozambican National
Bioethical Commission, Jimma University College of Health
Sciences Institutional Review Board and the University

of Saskatchewan Bioethical Research Ethics Board. To
ensure results of the evaluation are available for uptake by
a wide range of stakeholders, dissemination will include
peer-reviewed journal publication, a plain-language brief,
and conference presentations to stakeholders’ practice
audiences.

,"2 Anayda Portela,® Tamara Waldron, Nicole Bergen,*

Strengths and limitations of this study

» This study will provide a programme theory, based
on a systematic consolidation of the global evidence,
to explain successful (and unsuccessful) maternity
waiting home implementation in low-income and
middle-income countries.

» The integrated knowledge translation approach will
enable coproduction of practical, relevant research
that is applicable for women using maternity waiting
homes, their families and communities, maternity
waiting home staff, policymakers and programme
designers.

» Realist methods will allow results to be tailored to
various contexts to inform implementation strate-
gies and recommendations.

» Due to resource constraints, interviews with ma-
ternity waiting home users/nonusers, healthcare
providers, programme designers, implementers and
policymakers will be conducted with a small num-
ber of participants, mainly from Mozambique and
Ethiopia

PROSPERO registration number CRD42020173595.

INTRODUCTION

Background

Universal health coverage (UHC) is a primary
focus of the UNs’ Sustainable Development
Goal 3.8, encompassing equitable provision of
high-quality, accessible and affordable health-
care for all.' Likewise, the Global Strategy for
Women’s and Children’s Health focuses on
the equitable promotion of women’s and chil-
dren’s right to health, setting global maternal
mortality targets at less than 70 per 100000
live births and newborn mortality at no
more than 12 per 1000 live births by 2030. In
support of these goals, WHO released a 2018
guideline on essential labour and childbirth
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practices, to be provided by skilled health professionals,
for safe birth. The guideline delineates minimum stan-
dards of practice that should be available to all pregnant
women and their babies irrespective of socioeconomic
setting.” Despite progress towards these targets, in many
low and middle-income countries (LMICs), significant
barriers remain. Global goals will not be achieved until
we address universal coverage of these packages, which
are critical for safe birth.

The three delay model, proposed by Thaddeus and
Maine (1994), describes the different type of delays
women face in accessing care for obstetric complications.
Since then, the model has been adapted and applied more
broadly to describe delays in reaching services for routine
childbirth and for obstetric complications.” The first delay
relates to the decision to access care. Decision-making is
often dependent on cultural norms and health beliefs,
whereby pregnant women are expected to defer decision-
making to husbands/partners or family members.* The
second delay is caused by transportation issues, including
lack of available transportation and infrastructure, long
distances, poor road conditions and cost. The third delay
is associated with a lack of timely and appropriate care
on arrival at a health facility.” Table 1 provides examples
of the multiple explanatory factors that contribute to the
first, second and third delay in the Ethiopian context*™";
studies from other LMICs report similar causes of delay
for pregnant women seeking obstetric care.””

Maternity waiting homes (MWHs) have been used as
a strategy in LMICs to address the first and/or second
delay, with the aim of enabling timely access to facility-
based birth and birth with a skilled professional and to
care for obstetric complications.'” While many different
models exist, MWHs generally provide short-term accom-
modation for pregnant women (and sometimes a family
member or chosen birth companion) during the late
stages of pregnancy, within a short distance of a health-
care facility.'" Women staying at MWHSs may access ante-
natal care from providers at affiliated health facilities
and sometimes receive education and counselling on
maternal and newborn healthcare issues (eg, symptoms
of obstetric risk, sexual and reproductive health, and
feeding and parenting practices) within the MWHs.'*™*
Many MWHs also provide short-term, postnatal accom-
modation. MWHSs have the potential to minimise ineq-
uity in perinatal service provision for women residing in
rural and remote areas. Women from rural and remote
areas have been shown to be less likely to engage with the
healthcare system compared with those residing in urban
areas.’

Studies have identified various determinants of MWH
use and satisfaction, across a range of settings. These
include cost of transportation to MWHs, food security
within the MWHSs, amount of time away from family or
work,'” " presence of antenatal complication,'® women’s
autonomy in decision-making® '® and MWH conditions
and service quality.® '® "' Despite the rich informa-
tion available in individual studies, there have been no

publications describing a comprehensive programme
theory about how MWHs work as an intervention, specifi-
cally explaining why, for whom, under what circumstances
and how MWHs are successfully (and unsuccessfully)
implemented. To date, individual studies have provided
various recommendations for improving MWH imple-
mentation, addressing a broad range of factors from struc-
tural design and governance of the homes, to provision
of programming, services and material resources.'” '® 1522
Nonetheless, we do not have an understanding of the
applicability of these recommendations across diverging
MWH interventions, in differing contexts or for various
populations, nor has there been an evaluation of the
theories underpinning MWH implementation strategies.
Using realist synthesis, this study will uniquely contribute
to the literature and to practice by providing an evidence-
based programme theory of MWH implementation,
including an explanation of facilitators and barriers to
women’s use, which can be tailored to various contexts.

Realist philosophy and methodology

The factors determining the successful implementation
of maternal healthcare services in LMICs in general, and
MWHs specifically, are multifactorial, involving individual,
family, community, health system and country-level and
global-level influences, shaped by cultural, ethnic and
religious beliefs as well as socioeconomic, political and
geographic elements. In order to tease apart what works,

Table 1 Factors contributing to the three delay model for
pregnant women in Ethiopia

Delay Contextual factors

1.Delay in healthcare Custom of childbirth at home

seeking behaviour  Religious influences
Familial responsibilities
Husband and mother-in-law preferences
Negative previous experience at health
facility
Positive previous experience of home
birth
Lack of awareness of pregnancy-related
problems
Unable to afford services
Self-efficacy

2.Delay in arriving at Lack of transportation

a health facility Far distance to travel
Road conditions impassable
Financial constraints
Delayed referral
Labour started at night
Visiting several accessible but non-
functioning health facilities

3.Delay in receiving No senior health personnel
adequate care at the Poor leadership
facility Demotivated or overloaded staff
Wrong diagnosis
Lack of equipment or supplies
Lack of/inadequate electricity and water
supply
Disrespect or discriminatory behaviour
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for whom, in what circumstances, how and why or why
not, there is a need to evaluate the full body of informa-
tion, using methods that account for complexity.*” Realist
philosophy bridges constructivism, which posits that the
world is a socially produced reality, with meaning formed
through human interpretations of social interactions, and
positivism, which holds that truth is derived from observ-
able, measurable factors interpreted through reason and
logic.?* Realist philosophy acknowledges that observable
truth exists in the world, but that the meaning of truth
varies by individual perception, through the influence
of cultural and social impacts.”> Two main methods of
realist inquiry are realist evaluation and realist synthesis.
Whereas realist evaluation uses primary data, realist
synthesis (the focus of this protocol) uses systematic
review and analysis of mainly secondary sources to iden-
tify, test and refine programme theory.® Both methods
aim to provide a theoretical explanation of how inter-
ventions and programmes are anticipated to meet their
objectives via the role of observable and unobservable
factors.””*’

Realist inquiry describes explanatory mechanisms,
such as motivation or distrust, in specific contexts that
generate intended or unintended outcomes.” ** From a
realist perspective, an outcome is the product of the inter-
action between context (ie, an enabling environment)
and underlying mechanisms—specifically the resources
provided by the programme or intervention and the
participants’ response to them.* Mechanisms describe
the interaction between the pre-existing context and
resulting outcomes.” Realist evaluation and synthesis are
built on the generation and testing of multiple evidence-
based hypotheses, constructed as context-mechanism—
outcome configurations (CMOCs).*”” The configurations
are supported by formal theories (grand theories already
tested and described in the literature) to understand the
intrinsic generative causal processes. In realist evaluation
or synthesis, CMOCs amalgamate to create a programme
theory, an explanation of the underlying reasons why,
how and for whom the programme works or does not
work. Realist reasoning asserts that specific pre-existing
contexts influence individuals’ responses to programme
resources causing them to make choices in expected
or predictable patterns.”’ These patterns, referred to as
demiregularities, observed within and between CMOCGCs
can clarify and provide evidence in support of hypothe-
sised programme theories, in turn illuminating how and
why a programme is or is not successful in meeting its
objectives.”’

Realist syntheses are conducted retrospectively, drawing
from the body of evidence on a topic, with the purpose of
developing explanatory programme theory at the middle-
range level of abstraction. The resulting programme
theory is a series of testable hypotheses that can be eval-
uated in different contexts to determine the validity
and usefulness of the theory in explaining programme
effects.” It is programme theory, then, that is continu-
ally tested and stands to be generalised, rather than

programme activities or outcomes. All types of secondary
data (such as quantitative, qualitative and mixed methods
research, case studies, editorials, reports and social media
posts) are eligible to inform and revise a developing
programme theory.”’ Realist synthesis has practical impli-
cations as the resulting programme theory can direct how
a programme could be structured, modified or targeted
to a specific population or context to maximise success,
when it is applied in new settings or contexts. In addi-
tion, fully developed programme theories can be used for
designing and evaluating similar types of programmes.

Rationale for conducting an MWH realist synthesis

The type of programmes especially well suited to realist
synthesis includes those that are complex and explic-
itly or implicitly assume that a programme will instigate
some type of action among participants (eg, change in
behaviour or reasoning) triggering intended outcomes.”
MWH interventions meet both the criteria: (1) they
are complex, dependent on interwoven supply and
demand issues and shaped by the multiple actors and
social systems involved and (2) it is assumed that the
provision of MWHSs will cause more women to migrate
towards health facilities near the end of pregnancy than
if MWHSs were not available.” Moreover, realist synthesis
is an appropriate method because it permits investiga-
tion of the entire MWH implementation chain, from the
supply-side (eg, health system resources and support for
MWHSs) through to factors influencing the demand-side,
such as users’ knowledge of MWH availability, home and
family dynamics, sociocultural and accessibility consid-
erations.” * The breadth and depth of investigation
allow for comprehensive, evidence-informed recom-
mendations. Practically, identifying a programme theory
rather than merely the activities associated with MWHs
will advance the current and future applications of this
intervention and produce the results that it promises in
maternal and newborn health.

Research objective

In this article, we outline the protocol for a realist synthesis
to better understand successful (and unsuccessful) MWH
implementation in LMICs. The realist synthesis will
answer the question, ‘How, why, for whom and in what
context are MWHs successfully implemented in LMICs?’.
This question will be answered by examining the litera-
ture and consulting with key stakeholders to decipher
how MWH contexts interact with causal mechanisms to
encourage or inhibit MWH implementation. Empirically
tested CMOCs that explain MWH implementation will be
compared against our initial programme theory (IPT) to
refine it into a final programme theory. By default, condi-
tions leading to less successful MWH implementation will
become apparent from this study. Less successful MWH
implementation will be characterised by contexts that fail
to trigger the causal mechanisms associated with highly
successful implementation.
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Figure 1

‘Successful implementation’, our primary outcome,
will be explored and defined iteratively, considering
multiple aspects of implementation and various stake-
holder perspectives. For example, primary indicators of
‘successful implementation’ include women’s and fami-
lies’ satisfaction, awareness and use of MWHs. Other
important aspects may include community, healthcare
provider and policymaker support for MWHs, with
support demonstrated through a sense of community
ownership, provider referral and fiscal commitment.
Successful MWH implementation may also be demon-
strated by sustainability of services over time, replicability
in neighbouring districts, fidelity to MWH programmes
and their intended use and integration of MWHS into a
health service systems.” As ‘success’ is a broadly defin-
able concept, we anticipate identifying other indicators
of successful implementation throughout the evaluation
process.

This study is part of a review package, including
three comprehensive reviews and a realist evaluation
(see figure 1) designed to understand the effectiveness,
acceptability, feasibility and successful implementation of
MWHSs. The realist synthesis will build on the results of a
systematic review, be informed by a qualitative evidence
synthesis and, in turn, its programme theory is evaluated
by a country-specific realist evaluation. The systematic
review and meta-analysis, currently being conducted,
will quantify the association between the use of MWHs
and facility births, birth with a skilled health profes-
sional and maternal and newborn health outcomes for
users compared with nonusers. These results allow esti-
mates of the clinical and policy impact of MWHSs. The
qualitative evidence synthesis will investigate women’s,
families’, communities’ and health staff’s perspectives
on the acceptability and feasibility of MWHs. Findings
from this study will explain what stakeholders perceive to
be key issues and how perceptions differ by population

Realist

Tests the applicability of
the programme theory
derived from the realist
synthesis

Consolidating the global MWH evidence via three reviews and a realist evaluation. MWH, maternity waiting home.

group. These results will be useful for considering various
groups’ needs in design, implementation and refinement
of MWHs.

Results of all three studies will be used by the
Mozambique-Canada Maternal Health Project,”® to
guide MWH programme implementation for three newly
constructed MWHSs in Inhambane, Mozambique. Addi-
tionally, a realist evaluation will test the applicability of
the programme theory derived from this realist synthesis
against women’s experiences in the new MWHs.

METHODS

This study uses an integrated knowledge translation
(IKT) approach, impacting the design, analysis and
dissemination of results. IKT is a collaborative research
method in which researchers and knowledge users copro-
duce practical, applicable research for the knowledge
users’ communities.”” Researchers supply methodolog-
ical and content expertise while knowledge users provide
experiential and context expertise and are positioned to
implement research recommendations. This approach
can produce results that more accurately reflect reality
and are of greater pertinence to users, build research
capacity and encourage policy and practice change.” The
current realist synthesis team includes five researchers.
Two members have previous experience conducting
realist research (NM, TW), four have expertise in MWH
research and evidence synthesis (DNM, NM, NB, AGP)
and all have been trained in qualitative and/or quanti-
tative methods. Key stakeholders will be interviewed to
confirm, refute and revise the emerging programme
theory, thereby ensuring those with lived experience and
expertise contribute to the analysis. Informal consultation
with other experts will be on-going throughout the theory
development process and will facilitate dissemination and
uptake of results among stakeholder practice audiences.
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Figure 2 Methods for iteratively developing initial and final programme theory in realist synthesis.?> MWH, maternity waiting

home.

Our study will be conducted between September
2020 and May 2021. It is designed and will be reported
according to ‘Realist and Meta-Review Evidence Synthesis:
Evolving Standards’ (RAMSES), publication standards for
realist syntheses.”® The synthesis protocol was registered
with the International Prospective Register of Systematic
Reviews (PROSPERO). Our study design follows standard
steps for realist synthesis, previously outlined by Pawson et
al™ These include determining the scope of the review,
searching for evidence, appraising and extracting data,
synthesising and analysing data and developing recom-
mendations and disseminating results (figure 2).

Scoping the evidence

Our first step will be to scope the literature to gather infor-
mation for developing an IPT.* We will glean general
information pertaining to MWH service implementation
(eg, differing definitions, characteristics and strategies of
MWHs and common barriers/facilitators to uptake) to
gain an overview of the key issues. Simultaneously, we will
note any theories, assumptions and rationales explaining
facilitators and barriers to MWH implementation within
the literature. Theories specific to MWHSs or pertaining
to maternity care service interventions (eg, hostels for
women awaiting fistula surgery) and any substantive
social science theories (eg, the Health Belief Model) will
be added to a list for future investigation.

Search process

Our search approach will be guided by a six-component
framework outlined by Booth and colleagues for realist
searching.g7 Within this framework, the first search is
conducted to formulate the research question, the second
search is to supply background information. We have
completed these searches as a part of a grand search to
locate all MWH articles in 13 databases for the three MWH
reviews. Our research question has been formulated as
per RAMSES reporting standards. Three more iterative
searches will be conducted to provide information on
programme theory and empirical evidence and to refine
the programme theory. The final step will be ensuring
complete documentation of the search process.37

In the search to inform our research question and
provide background information, we sought to iden-
tify all MWH articles included in the peerreviewed and
grey literature found in 13 electronic databases (AMED,
CINAHL, Cochrane Library-Pregnancy and Childbirth,
EMBASE, Global Health, Google Scholar, LILACS,
MASCOT/WOTRO, OVID Medline, ProQuest Disserta-
tions and Theses Global, PsychInfo, Pubmed and Web of
Science). As MWHs are prevalent in Latin American and
African countries, during our original search, we explored
Spanish, Portuguese and French phrases for ‘maternity
waiting home’ in Google Scholar. Finding Spanish and
Portuguese documents, we added Spanish and Portu-
guese search terms to our search strategy. We searched
titles and abstracts, adapting the following terms to meet
each database’s search requirements: (((wait* OR await*)
and (facilit* OR home* OR hut* OR shelter* OR area*
OR ward*)) adjb (antenatal®* OR prenatal®* OR pregnan*
OR mother* OR matern* OR birth* OR intrapartum
OR labour OR labor OR childbirth OR childbearing
OR “child bearing” OR deliver*) OR (“casa* materna*”
OR “hogar* materno*” OR “casa de parto” OR “casa da
gestante” OR “casa de gestante” OR “bebé e puérpera”
OR “centro de parto humanizado” OR “centro de parto
normal”)) (see the full search strategy in online supple-
mental appendix A). The following additional eligibility
criteria were applied: (1) items had to be dated no early
than 1990, (2) the setting was an LMIC, (3) items had to
include a discussion of MWHs, defined as any structure
located within or near a health facility, that provides (at
least) antenatal accommodation for pregnant women and
exists to enable women to access (a) skilled health profes-
sional(s) during childbirth or earlier if complications
arise. There was no language, study-type or document-
type restrictions. Retrieved studies were imported into
Eppi-Reviewer V.4 for data management.38

For our second search, on programme theory, we will
conduct a topic search using our Eppi-Reviewer V.4 MWH
database and the following terms (model* OR theor*
OR concept* OR framework*).* Searching using the
topic function will enable us to retrieve articles that have
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a theoretical component but do not explicitly state the
theory in the title or abstract.”® Simultaneously, we will
conduct our third search, a title and abstract search in the
above 13 databases using the following terms: (antenatal®
or prenatal®* OR pregnan®* OR mother* OR matern®* OR
birth* OR intrapartum OR labour OR labor ORchild-
birth OR childbearing OR “child bearing” OR deliver*)
AND (((health or medical) and (service* or care)) or
healthcare or health-care) AND (model* OR theor* OR
concept® OR framework*) AND (implement* OR inter-
vention® OR program* OR initiative* OR strategy* OR
approach* OR action® OR project* OR activit*) (see the
full search strategy in online supplemental appendix A).
This third search will allow us to locate theories explaining
implementation of maternal health services in general,
in addition to theories explaining implementation of
MWHs. Depending on the number of items located, we
may limit the search to theories explaining implementa-
tion of maternal health services in LMICs.

After all searches and screening are complete, we will
compile a grand list of theories. On expert consultation,
other theories may be added to the list and those most
relevant will be selected for further investigation, to
determine whether they have the potential to contribute
to the IPT. For those theories selected, key citations will
be sought and citation searches will be conducted.” If
warranted, subsequent searches will be conducted to
retrieve information on specific aspects of individual theo-
ries.”” The search strategy may be modified and expanded
to incorporate other relevant terms and concepts as they
become apparent. Authors may be contacted to request
further information about their work and to discuss their
knowledge of other relevant sources.

In addition to searching the literature, information
will be derived from interviews with key stakeholders
(eg, MWH users/nonusers and staff, practitioners from
facilities associated with MWHs and healthcare policy-
makers) in Mozambique and Ethiopia as well as MWH
programme designers and researchers from elsewhere.
Interviewees will be asked to vet our evolving IPT against
their lived experience with MWHs, to confirm or refute
our hypothesised CMOCs.” In later stages, interviews will
be conducted to discuss multiple and competing theo-
ries with stakeholders and verify and/or refine our final
programme theory.

To recruit participants, we will capitalise on contacts
made through existing maternal health projects in
Mozambique (led by NM) and Ethiopia (involving team
member NB). Other global health researchers with MWH
expertise will be identified by team members or via MWH
publications and snowballing methods. Our contact
information and a recruitment email will be provided
to our MWH contacts and we will request that they
forward this information to any potential participants.
Interviews will be 1hour long, conducted on an online
video conferencing platform or by phone. Interviews will
be conducted by an interviewer and a notetaker, both
who are familiar with the programme theory and able

to formulate impromptu questions specific to the causal
mechanisms that participants name as a part of their
response to planned questions. Participants will have the
option of interviewing in English or in the language of
their choice with a translator. Our initial interview guide
will be informed by Westhorp’s and Manzano’s ‘starter
set’” of realist interview questions (see online supple-
mental appendix B).* Interviews will be recorded (with
permission), transcribed and, if necessary, translated into
English. All interview transcripts will be imported into
NVivo*! for analysis, with interviewers’ field notes and
reflections appended.

Selection, appraisal and data extraction

All retrieved title and abstract citations will be uploaded
in Eppi-Reviewer V.4.” After deduplication, items will be
screened by title and abstract according to their relevance
to the synthesis’ objectives.”” Selected items must have the
potential to inform theory and contain adequate descrip-
tive information to contribute towards the development
of CMOCGs. We anticipate that inclusion and exclusion
criteria will evolve as we become more familiar with the
material and discuss the findings as a team.™

Two team members will review items. They will export
those selected for full-text review to NVivo,*' taking notes
and creating annotations on the theory and hypothe-
sised CMO relationships reported in each source. We
will identify the relevant outcome (aspects of successful
MWH implementation) in each article and create ‘if ...
then ... because’ statements to describe what activates
outcomes, how, and in which contexts.’® A data extraction
template will be used to capture standard bibliographic
information, including the study’s country of origin as
well as descriptions of the focus of the research/docu-
ment, sample population, MWH intervention, context-
mechanism-outcome elements, study’s relevance to the
programme theory, and whether it is an empirical or
theoretical article.”

Initially, two reviewers will work together selecting and
extracting data to ensure consistent selection and note
taking. Once reliability is apparent, team members will
independently review 10% of the data for selection and
data extraction. These items will then be re-examined by a
third reviewer to measure selection inter-rater reliability*’
using the Kappa statistic. If Kappa is greater than 80, the
remaining items will be divided between reviewers. If the
Kappa statistics is less than 80, we will conduct double
screening and/or extraction, with diverging classifica-
tions discussed between reviewers to reach consensus or,
when necessary, deferring final decisions to the full review
team. Excluded items and the rationale for exclusion will
be documented as well as information on discrepancies in
reviewers’ decisions.

After initial selection, items will be reviewed for rigour—
examined to evaluate whether credible and trustworthy
methods have been used for inquiry.”® Not all aspects or
even the main components of an article need to be rele-
vant or meet the criteria for rigour or for the item to be
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included in the review; only the pertinent sections of the
source will be evaluated for inclusion.”” Two reviewers
will assess the rigour of all selected items. A 10% random
sample will be classified by a third, blinded reviewer to
evaluate consistency in quality assessment.

Analysis and synthesis processes

The purpose of this stage is to revise the IPT and form a
refined programme theory. To achieve this, each part of
the IPT will be analysed, comparing its theoretical claims
against the collected data.** Data will be collated by
grouping ‘if ... then ... because’ statements according to
MWH user characteristics (such as distance between resi-
dence and the nearest health facility, material resources
provided at the MWH and sources of financial support
for the MWH). We will then analyse the data to deter-
mine demiregularities between contexts and outcomes.
This will facilitate the identification of mechanisms that
contribute to predictable patterns of CMOCs affecting
programme functioning.”® Demiregularities will be used
to sort CMOG s into thematic groups. If a CMOC fits into
more than one thematic group, it will be added to all rele-
vant groups. The thematic groups will then be analysed to
assess the need for further classification (eg, by demand
vs supply factors). Informed by the literature and devel-
oped through team discussions, we will seek to explain
the patterns observed, theorising and drawing on existing
middle-range theory where applicable.”

Multiple and competing theories will be discussed
among our research team and in consultation with key
stakeholders and experts to confirm, refine or refute the
validity of our hypothesised CMOCs.** Refined theories
will be consolidated into a final programme theory.** A
narrative synthesis will be reported and supported by
explanatory diagrams and tables.

The final deliverable will be a middle-range level
programme theory that refines our understanding of how
MWHSs are successfully implemented, considering contex-
tual factors. The programme theory will be founded on
the evidence-based CMOC hypotheses, described in a
manner that can be empirically tested. The results of the
synthesis will include practical recommendations, with
contextual caveats, applicable to MWH policy and prac-
tice in LMICs.**

Recommendations and dissemination

Among our current team members, recommenda-
tions from this work will have particular relevance as
we are planning and/or engaged in the structural and
programme design of three MWHs in Mozambique
through the Mozambique-Canada Maternal Health
Project (NM, DNM), an MWH randomised cluster inter-
vention trial in Jimma Zone, Ethiopia (NB) and an
update of global recommendations for MWH use (AGP).
In addition, programme theory resulting from the realist
synthesis will be tested in a realist evaluation, conducted
with key stakeholders involved with the three new MWHs
in Inhambane, Mozambique. Results of the synthesis will

be disseminated through peerreviewed journal publica-
tions, a plain-language brief and conference presenta-
tions to stakeholders’ practice audiences.

Patient and public involvement

Women who are eligible to use MWHS, and their fami-
lies and communities, will be involved in the research
in several capacities. The primary outcome, successful
implementation, will be defined in part by stakeholder
perspectives and experiences. The interviews with key
stakeholders, initiated early in the research process, will
ensure that beneficiary priorities are considered in the
evolving search and analysis phases. In addition, women
in Mozambique and Ethiopia will be involved in data
collection including participant recruitment, conducting
interviews, transcription and translation. Interviewees will
also be asked to provide input into dissemination plan-
ning (content, medium, audience) and will benefit from
presentations made within their local communities.

ETHICS

Ethics approval is generally not required for system-
atic reviews/syntheses using secondary data. However,
because we will be conducting interviews among key
stakeholders in Mozambique and Ethiopia, we will
obtain ethics approval for the project from the Mozam-
bican National Bioethical Commission, Jimma University
College of Health Sciences Institutional Review Board

and the University of Saskatchewan Bioethical Research
Ethics Board.

CONCLUSION

Realist synthesis probes beyond assessments of effective-
ness, in search of understanding why and how, for whom
and in what context programmes or interventions, do or
do notlead to intended outcomes.* Realist methods allow
researchers’ to infer evidence-informed theories and test
their validity.® Using this approach will broaden our
understanding of the means to improving MWH impact,
policy and programming, including evidence-based guid-
ance for the design and implementation of new MWHs.
The result of this synthesis will be a programme theory
that depicts how MWHs do or do not work, in which situ-
ations, and why.
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