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ABSTRACT
Introduction: The proposed research is part of
ongoing operations research within World Vision’s
Access: Infant and Maternal Health Programme. This
study aims to identify key context features and
underlying mechanisms through which community
health committees build community capacity within the
field of maternal and child health. This may help to
improve programme implementation by providing
contextually informed and explanatory findings for how
community health committees work, what works best
and for whom do they work for best for. Though
frequently used within health programmes, little
research is carried out on such committees’
contribution to capacity building—a frequent goal or
proposed outcome of these groups.
Methods and analysis: The scarce information that
does exist often fails to explain ‘how, why, and for
whom’ these committees work best. Since such
groups typically operate within or as components of
complex health interventions, they require a systems
thinking approach and design, and thus so too does
their evaluation. Using a mixed methods realist
evaluation with intraprogramme case studies, this
protocol details a proposed study on community health
committees in rural Tanzania and Uganda to better
understand underlying mechanisms through which
these groups work (or do not) to build community
capacity for maternal and child health. This research
protocol follows the realist evaluation methodology
of eliciting initial programme theories, to inform the
field study design, which are detailed within. Thus
far, the methodology of a realist evaluation has been
well suited to the study of community health
committees within these contexts. Implications for its
use within these contexts are discussed within.
Ethics and dissemination: Institutional Review
Boards and the appropriate research clearance bodies
within Ireland, Uganda and Tanzania have approved
this study. Planned dissemination activities include
via academic and programme channels, as well as
feedback to the communities in which this work
occurs.

INTRODUCTION
As set out in The Ottawa Charter for Health
Promotion 1986,1 strengthening community
actions by enhancing and working towards
the empowerment of communities to
improve ownership of and control their own
health actions is an essential part of health
promotion and health systems strengthening.
Consequently, many governments and/or
organisations have taken to introducing com-
munity groups that work together to achieve
a specific health goal, and promote commu-
nity participation for health, advocacy and
raising awareness.2 These community groups
are referred to in a number of different ways
throughout the literature including, but not

Strengths and limitations of this study

▪ Though frequently used within health promotion
activities in low-income settings, there is a
dearth of evidence on community health com-
mittees and how they work to build capacity for
health.

▪ Evidence that does exist on community health
committees often fails to take a systems-thinking
approach to the evaluation of such committees
and neglects the contextual factors and
human conditions that influence programme
functioning.

▪ As realist evaluations work to explain what works
best, for whom and why, this research has the
potential to provide more contextually relevant
and person-centred recommendations for
increasing efficiency and effectiveness of com-
munity health committees for maternal and child
health.

▪ Difficulties and limitations with this chosen
methodology may arise, however, as there has
been little research using realist evaluations in
low-income countries and therefore limited pre-
cedent to follow.
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limited to, committees, coalitions, networks, associations
and partnerships.
The study presented examines a community health

committee or coalition, as defined by Fieghery and
Rogers (1990) as ‘community coalitions’, or “…a group
of individuals representing diverse organisations, fac-
tions, or constituencies within the community who agree
to work together to achieve a common goal” (ref. 3. pg.
1), and adds that they are situated at the community
level as opposed to health facility level. Community coa-
litions are often considered to have a more sustainable
influence on community health and well-being, in part
due to the collaboration between professionals and com-
munity (grassroots) members and since they respond to
identified problems by employing a shared socioeco-
logical lens which addresses the multiple determinants
of community health and well-being.4 Additionally, coali-
tions can create more harmonisation of health initia-
tives, increase potential for community empowerment
and facilitate the participation of community members
in health initiatives—all with a view to increasing pro-
gramme ownership and sustainability.5 It is noted that
the collaborative nature and interorganisational relation-
ship focus of coalitions offers effective solutions to low
resource capacity by distributing responsibility among its
members, increasing available resources and creating
partnerships with other vested groups.6 To this end, they
are predicted to achieve a more significant health result
than any entity could achieve individually due to
resource sharing, networking and collaboration and
systems thinking approaches,5 while also allowing for the
potential of increased sustainability to do ownership
sharing.
Often noted as a consequence of such collaborations,

and sometimes as an objective in and of itself, commu-
nity coalitions are strategically positioned for community
capacity building. As defined by Labonthe and Laverack
and used throughout this study, community capacity
building is the ‘increase in community groups’ abilities
to define, assess, analyse and act on health… concerns
of importance to their members’(ref. 7. pp. 114).
However, while the conceptual and theoretical founda-
tions of such coalitions within high-income countries are
well defined, the development and testing of these the-
ories in relation to practice are largely missing from past
and current literature.5 Though the majority of litera-
ture from high-income countries (HICs) refers to such
groups as coalitions this paper uses the term community
health committee (CHC), a presumed synonym more
consistent with terminology from low-income countries
(LICs) and our case studies.
While heavily advocated for and used in maternal and

child health programmes, research gaps exist around
how to better strengthen and implement CHCs and
their relationships with community health workers,8

and on what specific features of community health com-
mittees are most effective in the promotion of maternal
and child health. Though more recent reports have

demonstrated the ability of community health commit-
tees to positively contribute to health outcomes in
sub-Saharan Africa, there remains a dearth of evidence
on how exactly such committees work and what features
contribute to community capacity building.9 10 In this
same vein, there is a dearth of information specifically
on CHCs and their use within LICs. As a result, knowl-
edge of CHC for health in low-income settings is often
conjectured from other community structures (eg,
health facility committees) or from community coalition
literature from HICs, specifically North America where
there exists a larger body of evidence on community
coalitions.
The context in which CHCs (or coalitions) are imple-

mented is recognised as a key determinant to their
success. Butterfoss, Goodman and Wandersman (1993)
note that contextual factors contribute to the success or
failure of coalitions and their activities within North
America.6 11 Similarly, a recent study examining village
safe motherhood committees in Guinea12 acknowledged
that evidence for how change is being catalysed from
these groups at the community level is lacking. The
authors state that findings “confirm the need for—and
feasibility of—evaluation frameworks that go beyond
traditional intervention/comparison designs to assess
the influence of contextual factors and intervention
exposure” (pg. 8). Taken together, the increasing use of
CHC programmes in low-income countries and the
acknowledgement that context plays an important role
in the successful implementation of CHC programmes,
points to a need to correct the current evidence imbal-
ance by conducting more research among CHCs in low-
income contexts.
The methodology of a realist evaluation appears par-

ticularly relevant to the study of community health com-
mittees for several reasons. First, CHCs are complex
health interventions; they work in line with socioeco-
logical models, which understand that programmes
operate in open systems with multiple factors interacting
at different levels, producing both intended and unin-
tended outcomes.5 13 14 Second, there is a need for
methodologies studying CHCs to be reflective of their
operation in open systems, and to include a strong the-
oretical component.15–19 Third, while previous studies
have identified important contextual factors for their
operationalisation,20 an explanation on how these
groups work, who they work best for and why is still
missing from this field. Finally, realist evaluations are
increasingly being used to inform complex health inter-
ventions,21–23 with an emerging application in low-
income and middle-income countries.23–29 Advocates
note that their methodological design better enables the
evaluation of complex health interventions compared to
quasi-experimental designs.22 30

Realist evaluations
A form of theory-based evaluation, realist evaluations
aim to identify ‘what works, for whom, and under what
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circumstances’, by developing context–mechanism–
outcome configurations (CMOCs).31 These configura-
tions describe how specific contextual factors (C) work
to produce particular mechanisms (M), and how this
combination generates outcomes (O) in programmes.
A realist evaluation aims to uncover these generative
mechanisms that may explain how outcomes occur by
exploring the particular patterns of C and M interac-
tions. As such, part of their objective is to uncover these
theories (implicit and underlying) that describe the
explanatory pathway of how change occurs. Dubbed a
programme theory, these theories are refined through
case studies which work to understand the mechanisms,
unpacking the ‘black box’ between intervention and
outcome.28 The goal is to produce a more refined
middle range theory (MRT) of how the programme
works by identifying regular patterns within reality. The
MRT, defined as the “theory that lies between the minor
but necessary working hypotheses…and the all-inclusive
systematic efforts to develop a unified theory that will
explain all the observed uniformities of social behaviour,
social organisation and social change” (ref. 32. pg. 39),
is therefore a result of programme specification.
Figure 1, adapted from Van Belle et al 2010,28 provides
an example tailored to this intervention.
As outlined in figure 2 (adapted from Pawson and

Tilley (1997)31 and Marchal et al,22) the cycle of
research for a realist evaluation largely follows typical
evaluation cycles of developing (eliciting) a hypothesis
(theory), and testing (refining) this through empirical
studies. The hypothesis/theory informs the data collec-
tion and methods used throughout the study, those that
are best suited to test it. In this step, the researcher is
assigned with hypothesising the mechanisms that may
operate, and the contexts in which they might operate,
to produce outcomes of the intervention, which are
then refined through case studies.

Aims, objectives and research questions
Aim
The aim of this study is to identify key context features
and underlying mechanisms through which community

health committees (CHCs) build community capacity
within the field of maternal and child health.

Research question
How does context shape the mechanisms through which
community health committees contribute to capacity
building for maternal and child health, and why?

Objectives
▸ To develop an initial programme theory (IPT) of how

CHCs work to build community capacity
▸ To investigate and identify outcomes of CHCs and to

describe how the CHCs work, for whom and why?
▸ To refine the IPTs based on a series of case studies to

identify a theory that is of middle range for how
CHCs work to build capacity for MCH

Eliciting of IPTs
As programmes are theories incarnate, an essential step
in conducting a realist evaluation is to make explicit
such theories, followed by mapping and selecting the
theories to be studied.31 For the proposed study, follow-
ing realist evaluation techniques,31 an IPT was elicited
through the following stages: (1) Literature on commu-
nity committees (coalitions), health promotion and
health volunteers was reviewed as well as intervention
programme documentation (guidelines and training
manuals). These documents were analysed using a
realist lens and worked to identify CMOCs. The emer-
ging theories (see online supplementary file 1 for data
sources) were of a high level of abstraction, and there-
fore step (2) worked to bring more specification to the
theories by incorporating programme architects’ and
implementers’ theories through key informant inter-
views using realist techniques. The interview questions
were designed using the previously identified CMOCs
for further refinement, to understand the actual pro-
gramme implementation (compared to documented)
and to further explore the contextual elements required
for implementation. A further round of analysis
occurred using the CMO configuration as an analytical
tool.

Figure 1 Outcome process

model for AIM-Health (adapted

from Van Belle et al 2010).

AIM-Health, Access Infant and

Maternal Health.
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Findings from the initial analysis are presented in
terms of contexts, mechanisms and outcomes and the
formulated CMOCs, presented in table 1. In summary,
we identified three main levels important for community
health committee functioning, which worked to guide
our CMO identification: individual, group and commu-
nity (all of which are situated within the wider socioeco-
logical lens). Within each level, possible CMOCs were
identified that work to explain how CHCs best work to
promote community capacity building.
Step 3 consisted of the mapping and selection of the

most appropriate theories to refine throughout the
course of the study, which is presented via a visual repre-
sentation in figure 3. These were then used to design
our study protocol for further refinement and specifica-
tion, where the most appropriate methods and tools
were selected for its refinement, as detailed in the fol-
lowing section.

METHODS
General study design
Two case studies using the same complex health inter-
vention involving community health committees were
purposefully selected to best test and refine the IPT. The
specific sites were chosen for two main reasons: First, by
using case studies set across different contexts with the
same programme design, individual programme theory
refinement across the sites and the subsequent compari-
son between sites may work to identify theories that are

of middle range for CHCs building community capacity;
and second, specifically concerning the sites, reports
from programme managers indicate that the two pro-
grammes are achieving different levels of their interven-
tion aim of capacity building. Having contrasting
perceived effectiveness may provide additional insight
into ‘what works, for whom and why’ for community
health committees.

Intervention
Each study will be conducted within World Vision’s Area
Development Programmes (ADPs) implementing the
AIM-Health Programme. A complex health intervention,
World Vision Ireland’s AIM-Health programme works
across 10 contexts in 5 sub-Saharan African countries
(Kenya, Uganda, Tanzania, Sierra Leone and
Mauritania) to reduce maternal and child mortality and
morbidities by enhancing the health knowledge of
women and households, and by increasing capacity
within communities to respond to its citizens’ health
needs. Using what World Vision titles the 7–11 Strategy,
AIM-Health engages community health workers (CHWs)
to deliver a number of timed and targeted counselling
(ttC) to women and households at specific intervals
throughout their pregnancy and throughout the first
2 years of a child’s life. These messages—7 for women
and 11 for children under 2 years—were developed from
cost-effective, evidence-based interventions delivered in
the community.33–35 Using a multifaceted approach, the
7–11 Strategy works by targeting individuals, communi-
ties and their environment through CHWs, community
health committees (which World Vision titles COMMs)
and citizen voice in action networks and Positive
Deviance (PD) Hearth interventions, respectively.
Serving as a link between the community and more

formal health services, COMMs are a health-focused
community group that coordinates and manages health
activities and civil society strengthening. Within the
World Vision model, these committees are ideally
initiated by the Ministry of Health in their respective
countries, and jointly trained by World Vision on the
7–11 ttC strategy and other AIM-Health activities. The
main duties of COMMs include: providing a support
system for community health workers and other commu-
nity health volunteers, assessing and tracking the com-
munity health situation, mobilising the community for
improved health, responding to barriers to health-
related behaviour change at the community level, assist-
ing with communication with and from the health
system and local administration and advocating around
issues leading to improved health systems.36 The estab-
lishment and operationalisation of these groups is a pre-
requisite for any 7–11 Strategy implementation. World
Vision’s COMMS are equivalent to community health
committees (coalitions) in description and function,
and are therefore referred to and treated as such.
Both study sites initiated the COMM programme in

mid-2014, several years after the start of the AIM-Health

Figure 2 Realist evaluation cycle.
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Table 1 Potential elements and CMOCs

Level/

potential

elements Contexts+ Mechanisms= Outcomes Potential explanatory CMOCs

Individuals in

committee

▸ Attributes: age, gender, time

and availability for group,

experience and education in

health (MCH)

▸ Previous engagement with

community (respect)

▸ Incentives (financial and

non-financial)

▸ Volunteerism and

self-actualisation

▸ Commitment of members to

community and committee

▸ Motivation (intrinsic and

extrinsic)

▸ Community recognition/

respect

▸ Decreased workload for some

members (increased sharing

of resources)

▸ Potential for career

advancement

▸ Increased collaboration

between committee members

Individuals within the CHC are likely to provide

supportive and consistent engagement for

activities if they have strong motivation, a desire

for volunteering for their community, and are

committed to the group and its objectives. This

may be influenced by the individual members’

specific attributes (such as availability of time and

knowledge), previous experience and incentives

provided to them. This results in a decreased

workload for the committee, due to increased

collaboration, increased respect by community

members and an overall committed committee

better able to initiate activities and work towards

building community capacity.

Committee ▸ Membership make-up,

operation and processes,

leadership

▸ Relationship to other

stakeholders (pressure from

hierarchy)

▸ Sustained support: resources,

training and supervision

▸ Buy-in from relevant

stakeholders (NGO and

MoH)

▸ Respect of community

members

▸ Harmonisation of activities

between initiatives

▸ Shared resources and

knowledge for programme

▸ Communication and

trustworthiness between

members and stakeholders

▸ Service delivery: increasing

services for population;

initiation of new activities for

MCH

▸ Group synergy

▸ Implementation of activities at

multiple levels of society

▸ Strong programme

management

Committees that have broad membership

make-up have strong operations and processes

in place, have strong leadership with consistent

training and supervision and work to build

relationships with other community stakeholders

are more likely to have buy-in from other invested

parties, gain the respect of community members,

align health activities from different activities for

more harmonised services, share resources and

knowledge, and have strong communication and

trust between members. This collaboration works

to increase service delivery, with implementation

addressing multiple levels of society, and also

works to provide committee synergy and a

strengthening of programme management, all of

which are assumed to contribute capacity

building for MCH.
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Table 1 Continued

Level/

potential

elements Contexts+ Mechanisms= Outcomes Potential explanatory CMOCs

Community ▸ Past experience with

committees and other

initiatives: community

receptiveness

▸ Availability and strength of

health services and system for

MCH

▸ Health policies and priorities

of system

▸ Community Organisation,

Mobilisation and

Participation

▸ Community member’s

ability to participate

▸ Increasing advocacy skills

for MCH

▸ Community critical

awareness

▸ Development of local

leadership for health

▸ Community needs

assessments and evaluations

▸ Increase in health services for

MCH

▸ Increase in health system

responsiveness

▸ Decrease of workload for

health staff and other

volunteers

Committees that operate in communities with

positive past experiences with similar initiatives,

that have existing MCH health services and

strong systems to support their implementation,

and policies that favour their implementation, are

assumed to lead to increased community

organisation, mobilisation and participation for

maternal and child health. They are also

assumed to increase community members’ ability

to participate in health activities, have critical

awareness of their rights, and advocate for their

health needs. This is assumed to result in

creating local leadership (champions) for MCH,

increase evaluation and needs assessment,

increase health services and health

responsiveness, and decrease the workload for

health staff and volunteers.

Wider context ▸ Socioecological environment: conducive policies with government backing supporting committee

structures and objectives, in line with community and NGO objectives; organisational structures

around MCH health programming from government and NGO level

Committees that are able to strengthen the three

aforementioned levels of functioning (individual,

committee and community), in line with

pre-existing socioecological contextual factors,

are assumed to promote community capacity

building for maternal and child health.

CMOC, context-mechanism-outcome configurations; MCH, maternal and child health; NGO, non-governmental organisation.

6
Gilm

ore
B,etal.BM

J
Open

2016;6:e011885.doi:10.1136/bm
jopen-2016-011885

O
p
e
n
A
c
c
e
s
s



Programme. Programme managers in the sites have indi-
cated that each parish has trained a COMM group.
Though their actual membership make-up, organisa-
tional structures, training and support will most likely
vary between contexts, guidelines suggest that member-
ship should include 8–12 individuals selected by the com-
munity that represent diverse backgrounds and interests.
It is suggested that members include: youth, religious
leaders, community leadership and representatives, as
well as a community health worker, a local health staff
member and a minimum three females, one with a
COMM leadership role (chair, cochair or secretary).

Setting
The specifically selected sites for this research will occur
in rural areas of two East African countries: North

Rukiga, in the Kabale District of Southwestern Uganda
and Mundemu, in the Bahi District of the Dodoma
Region in central Tanzania. Table 2 presents key mater-
nal and child health indicators for both sites. The
accompanying figures highlight the need for strong
child health programmes, and highlight some of the
contextual similarities between the two sites.
Case Study 1, North Rukiga, Uganda: North Rukiga is

located in Rukiga county, one of four counties in the Kabale
district of Southwestern Uganda. North Rukiga comprises
two subcounties, Kashambya and Rwamucucu, totalling 13
parishes and 162 villages with ∼52 500 residents.37 It was
reported in 2010 that over 15% and 48% of Kabale’s popu-
lation was under the age of 5 and 14 years, respectively.37

Background Case Study 2, Bahi, Tanzania: Bahi district is
one of the six districts in the Dodoma region and

Figure 3 Initial programme theory of CHCs for MCH community capacity building. CHC, community health committee; MCH,

maternal and child health.

Table 2 Key Demographic Health Survey (DHS) MCH indicators for study sites

Indicator Uganda 2011 DHS*57 (%) Tanzania 2010 DHS†58 (%)

Delivery by skilled provider 41 46

Postnatal care for mother within 2 days delivery 21 44

12–23 months fully vaccinated 62 77

<60 months with diarrhoea in the past two weeks 14 22

Care seeking for diarrhoea in the past two weeks 52 53‡

<60 months stunted 42 56

*For the southwest region of Uganda.
†For the Dodoma region of Tanzania.
‡For the Central region.
MCH, maternal and child health.
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comprises around 13% of the Dodoma land region.38

Bahi has 4 divisions, 20 wards and 56 villages, with
Mundemu being among one of the administrative
wards.38 According to 2013 figures, Bahi District’s popu-
lation has 18% of citizens under the age of 5 years, and
∼48% under the age of 14.39

Field study design
Following the development of the realist evaluation
framework, the methods for this study were informed by
the above IPT and research questions and purposefully
selected to best fit the refinement of the theory. This
research is planned to occur from November 2015 to
June 2016. The proposed study consists of focus group
discussions, in-depth interviews, observations and surveys
administered to stakeholders involved in community
health committees. Table 3 details the proposed data
collection methods and tools of the field study.

Data collection
As detailed in table 3, this study employs a mix of quali-
tative and quantitative data tools including focus group
discussions, in-depth interviews, key-informant inter-
views, document reviews and surveys. Qualitative
methods will be used to explore and refine the theory
collaboratively with research participants. Key informant
interviews are used to collect specialist knowledge40 and

within this study be done with Ministry of Health and
NGO stakeholders, specifically to test the theory in
regard to context (programme inputs), outcomes and
mechanisms of external support and at the level of the
community and society. The committees’ in-depth inter-
views and other stakeholder focus groups will be used to
detail individuals’ views and interpretations of the inter-
vention,41 and to explore the specific theories,42 in addi-
tion to contextual information and outcomes.
Specifically, CHCs will be interviewed to refine mechan-
isms relating to the internal functioning and individual
characteristics of the members, while also supplement-
ing the survey information. Community members will be
interviewed with the goal of refining theories relating
to community responsiveness, context and committee
outcomes.
Quantitatively, the Coalition Self-Assessment Scale43

will be administered to all CHC members to explore the
Community Coalition Action Theory (CCAT),44–47 and
the internal workings of the group. Aligned with CCAT,
the CSAS explores the experiences and perceptions of
coalition members and group processes. The purpose of
this is to examine theories regarding the internal work-
ings of the CHC, specifically relating to membership,
structures and processes, leadership, trustworthiness and
communication, group synergy and engagement, as well
as perceived outcomes of the CHC as reported by the

Table 3 Data collection and tools

Concept/theory to be

explored Proposed methods Main stakeholder group and number* Total totals

Intervention inputs Document analysis MoH, World Vision Records NA

Key informant interviews Programme managers, MoH manager (n=5) 5

Community coalition

action theory

Coalition Self-

Assessment Survey

(CSAS)

Delivered to all CHC members (n=10) 10

In-depth interviews CHC members (n=4 per group) 4

Observations CHC group meetings NA

Document review CHC meeting minutes, WV and MoH documentation NA

External support In-depth interviews CHC members (n=5 per group) 5

Focus group discussions Community health workers (n=1 group, with 6–8 people) 6–8

Key informant Interviews Programme managers, MoH manager (n=4) 4

Community

responsiveness

Focus group discussions Community health workers (n=1 group, with 6–8 people) 6–8

Focus group discussions Male and female community members (n=2, with 6–8

people per group)

6–8

Capacity building and

other outcomes

In-depth interviews CHC members (n=5 per group) 5

Focus group discussions Community Health Workers (n=1 group, with 6–8

people)

6–8

Focus group discussions Male and female community members (n=2, with 6–8

people per group)

6–8

Key informant interviews Programme managers, MoH manager (n=5) 5

Domains of capacity

survey

Administered to all participants (n=40) 40

Document review MoH, WV and CHC documentation NA

Total estimated number of participants in each case study 40

*To be carried out in each CHC within each site. A proposed 2–3 groups will be studied in each location.
†Methods will not be duplicated (ie, only 1 FGD with CHWs), but the theories will be explored within these.
CHC, community health committee; CHWs, community health workers; FGD, focus group discussion; NA, not applicable.
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members. The CSAS has been used in several studies of
community coalitions48 49 and has been recommended
based on high face validity and its in-depth nature.50 To
further explore the elicited outcome of community cap-
acity building, this research will use Laverack’s nine
domains: participation, leadership, organisational struc-
tures, problem assessment, resource mobilisation,
‘asking why’, links with others, role of outside agents
and programme management.51 52 Observational data
and programme documents, including group meeting
minutes and Ministry of Health (MoH) and NGO
reports, will also be collected to provide further insight
specifically into the context and outcomes of the CHCs.

Realist data collection
For qualitative methods, data collection will be per-
formed using realist interview techniques, akin to the
‘teacher–learner technique’. This involves the researcher
teaching their programme theories to the participant
who then provides their own theory for collaborative
conceptual refinement.31 Important to note is the itera-
tive and ongoing nature of realist evaluation data collec-
tion, and as such the numbers given are only
approximate since, as highlighted by Manzano, the
“process of theory-testing is unpredictable, unstable and
uncertain” (ref. 53. pg. 7). Using an iterative process by
reinterviewing participants and later stages allows one’s
understanding of the programme and process to be
further refined as the researcher most likely has develo-
ped theories and become more knowledgeable on the
programme.53 Revisiting participants for subsequent
interviews has been built into the data collection sche-
dule though details on what and who will be involved
will be decided on after theory refinement has occurred.
Data collection from case studies in site 1 (Uganda)

will be collected and analysed prior to data collection
within case studies in site 2 (Tanzania). As indicated in
figure 2, the field study and data collection design of the
second case study may change depending on the
refined theory from the first case study.

Sampling
Convenience sampling will be conducted at the level of
the CHC, with potential participants identified by World
Vision. Two CHCs from each location will be sampled
and considered as separate case studies. Once all CHC
members have been identified, all other participants
(CHWs, community members), bar key informants, will
be sampled from the CHC’s catchment area. Since all
willing CHC members will be surveyed with the CSAS, a
sampling strategy for this group is not required. All parti-
cipants for qualitative interviews will be purposefully
sampled depending on their inclusion criteria For
CHWs, this includes: trained in the 7–11 Strategy;
working from the same health centre as the CHCs; and
providing informed consent. For community members,
the inclusion criteria is: being a potential beneficiary of
the 7–11 Strategy; being within the CHC’s catchment

area; and providing informed consent. Key informants
will be chosen based on their interaction with the CHCs
(eg, nurse from the same health unit and programme
managers) and must provide informed consent. All par-
ticipants will be administered the capacity assessment.

Analysis and synthesis
Quantitative data will be used descriptively to inform
mechanism development and analysed in Excel (V.14).
Qualitative data, including documentation and inter-
views, will be analysed in NVivo for Mac (V.11). This
study will use the CMOC as an analytical tool for the ana-
lysis. As highlighted by several authors,21 22 54 55 there is
little guidance on the specific analysis approach to use in
a realist evaluation. While some propose analytical induc-
tion,21 or thematic analysis,56 others such as Westhorp54

and Kazi17 have developed specific analysis techniques
‘realist qualitative analysis’ and the study of ‘enabling,
disabling and generating mechanisms’, respectively.
This study proposes to use CMOCs as a guide and ana-

lytic tool, with the qualitative data undergoing rounds of
thematic analysis. Preliminary codes will be developed
from themes in the IPT for the first round of qualitative
coding. Subsequent rounds of coding will deduce more
specific themes and work to generate CMOCs. Once this
has occurred, findings will be compared to the IPT, and
will work to refine the theories to best reflect the emer-
ging findings.

Dissemination
All participants will be required to provide written
informed consent prior to data collection, unless they
are unable to do so (eg, those who are illiterate), in
which case verbal consent will be taken in addition to a
thumbprint. This process includes the distribution of
study materials a minimum of 7 days prior to planned
collection for participant consideration. Study introduc-
tion and information including: study procedure, risks,
benefits, right to withdrawal, provisions of confidentiality
and potential for publication will all be explained with
participants signing consent forms to this extent. All
documents will be prepared in English and the local lan-
guage (Rukiga in Uganda and Kiswahili in Tanzania).
Except for consent forms, which will be kept in a separ-
ate locked location, all documents will use a participant
number to maintain confidentiality.
Dissemination will take place through academic and

programme channels, via open access publications
or presentations, and research/policy reports for
AIM-Health stakeholders and participants, respectively.
Researchers will be available during and after the
research to work with implementing partners on trans-
lating findings into practice. Specifically for participants,
policy briefs with contact information will be made avail-
able in the research language (Rukiga or Swahili) and
distributed at the committees’ meeting place and/or
nearest health facility. Additionally, dissemination
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meetings with MoH and NGO staff in the respective
research countries have been planned.

DISCUSSION
The first phase of this research, eliciting the IPT, high-
lighted the need for systems thinking when researching
community health committees due to their multilevel
functioning. Operating in such open systems, CHCs are
most likely strongly influenced by contextual factors20

and subject to human experiences. Specifically, commit-
tees cannot be managed or understood as a single
entity, but as a group consisting of autonomous beings
working towards a common goal. Theories applied to
committees therefore most likely need to encompass
perspectives from individuals, committees and the com-
munity in which the groups are initiated. They therefore
require a methodology that is reflective of this by allow-
ing for multiple theories, which aim to identify the most
plausible explanatory framework for committee func-
tioning. A realist evaluation (RE) is particularly apt to
the study of community health committee interventions
as both REs and CHC interventions share concepts
regarding the importance of contexts, socioecological
models and the assumption that programmes are open
systems. There is also harmonisation between the meth-
odology and elicited theories, including CCAT.
However, few realist evaluations have been conducted

in a low-income country context23–30 and the authors
are cautious of methodological issues that may arise.
Notably, as experienced during IPT development,
limited reports and literature document the context or
contextual influences in which a programme operates,
and though the researcher is to complete additional
searches to highlight such concepts, contextual informa-
tion may be missing or overlooked. Attempting to under-
stand context from participants has also been a
challenge, as ‘contexts’ within peoples’ everyday environ-
ments may seem insignificant or not be recognised.
Despite these foreseeable challenges, the research team
is still of the opinion that the proposed benefits of con-
ducting a realist evaluation and providing important
programme-specific insight and explanations warrant
continuing the protocol to data collection stages.

CONCLUSIONS
Though heavily advocated for and used in health projects
across sub-Saharan Africa, there is little understanding
of how CHCs function to contribute to programme objec-
tives of capacity building. Moreover, while some evidence
exists for the efficacy of CHCs in high-income contexts,
rarely are CHCs studied in low-income contexts. With a
dearth of evidence and understanding towards these
groups, innovative methods are required to ascertain
answers to the questions posed. Thus far, the method-
ology of a realist evaluation has been found suitable to
address such questions. Within the field of operations
research and implementation science, this research aims

to provide contextually relevant and programmatic expla-
nations for how health committees can contribute to cap-
acity building for maternal and child health.
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