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Figure 4 An illustrative theoretical model of MWH (maternity waiting home)-facility birth uptake and scale-up within low and

middle-income countries.

engagement with community members was likely to
increase their acceptability of the MWH-facility birth
intervention and their intention to support its implemen-
tation and use. Maintaining dialogues with national and
district level policy stakeholders around performance
and impact appeared to sustain their belief in the inter-
vention, which increased the likelihood of these stake-
holders’ continued willingness to work towards integra-
tion of the intervention into the health system.****

CMOC2: galvanising government buy-in for MWH-facility birth
implementation and sustainability

Eighteen secondary sources and 10 interviews contrib-
uted to CMOCQC2, which illuminated the relationship
between evidence and government stakeholders’ engage-
ment in implementation.

To champion implementation of the MWH-facility birth
intervention, government stakeholders needed to believe
in the intervention’s potential to contribute to achieving
health promotion prioritiesand commitments toreducing
MNMM. This belief was fostered by evidence of the inter-
ventions’ success within a setting in the country or from
another country, 20 2! 20 2730 33 41780 84 85 101 117 120 121 127 151

Government stakeholders were more likely to support

implementation if they had confidence in the inter-
vention’s feasibility. These stakeholders’ commitment
was fostered by the availability of resources and tech-
nical expertise to implement the intervention within
relevant ministries, departments and agencies (MDAs),
or through external donor support. Champions were
likely to contribute to the mobilisation of resources for
MWH implementation (online supplemental appendix
E provides examples of resources).*' ' '*! Belief in
the intervention, especially where it produced local
impact, appeared to motivate policymakers to embed
the MWH-facility birth intervention into existing health
policies and strategies, which in turn, facilitated the
integration of the intervention within the healthcare
systern, 20 202730 51 808485 101 151

CMOC3: empowering communities for MWH-facility birth
implementation and sustainability

Twenty-one secondary sources and nine interviews
contributed to CMOC3 which demonstrated the impor-
tance of involving community members in the imple-
mentation of an MWH-facility birth intervention.'”?’
" Community gatekeepers who believed that the MWH-
facility birth intervention aligned with their community’s
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existing sense of shared responsibility for health promo-
tion were more likely to support the intervention.” These
gatekeepers mobilised resources to establish an MWH
close to a health facility, contributed to the management
of an MWH intervention, provided oversight and helped
generate demand. Implementers established manage-
ment and governance committees with representation
from community members and health facility staff. The
committees were more likely to be successful in contexts
where members had clear implementation guidelines,
and were trained and given the technical and financial

capacity to manage, maintain, lead and sustain the inter-
vention, 2! 23 26 29-51 34101 102

Theme 2: promoting and enabling MWH-facility birth utilisation
CMOC4: generating demand for MWH-facility birth

Forty-seven secondary sources and 10 interviews
informed CMOC4 which associated the intention to have
a facility birth with women and families’ understanding
of its purpose, importance and benefits for mothers
and babies. Context-sensitive health literacy promoting
activities were delivered to create awareness and catalyse
interest in MWH-facility birth experiences. These activi-
ties were delivered in two settings: (1) during antenatal
service consultations and (2) in communities. Women at
risk of complications and/or who lived a long distance
from a birth facility were more likely to be motivated to
choose an MWH-facility birth if they received information
about their personal risk followed by a recommendation
from an antenatal health provider.'* '° 17192730 31 424449 8492
9497103105106 111 114-116 118 119 182 134 152 yyro o oo
antenatal care were also more likely to have familiar-
ised themselves with the clinical environment, which
increased their self-efficacy in using an MWH and giving
birth at an affiliated health facility.""? ' Health facility-
affiliated outreach workers visited remote communities
whose members had limited access to education and a
poor antenatal care and facility birth uptake.* 97162
They conducted education sessions regarding MWH-
facility birth during community gatherings.*’ 7 Outreach
workers also engaged influential and trusted members of
communities including former traditional birth attend-
ants, tribal leaders and local groups such as a Saving
Mothers Action Group to support pregnant women to
overcome health literacy related barriers to MWH utili-
sation, 16 17 20 23 26 29 35 78 90 93 107 111 112 115 124 125 134 137 139 152
Conditions of crowding occurred as an unintended conse-
quence where demand exceeded capacity.” * 8790 151 162
Improved health literacy supported families to believe in
the benefits of an MWH-facility birth experience which,
in turn, increased their motivation to intend to have an
MWH-facility birth experience.”' ¥ 84979

CMOC5: the need to remove barriers to MWH-facility birth

Thirty-one secondary sources and six interviews informed
CMOC5H which relates to families’ ability to overcome
barriers impeding their access to MWH-facility birth
services. Women and/or families were more likely to

have an MWH-birth facility experience if they were able
to afford associated costs, such as travel including over
long distances or by private vehicle, MWH-facility birth
user fees (where applicable) or food and other required
supplies, 9199 102108139133 Th e e were instances were
women and families reduced their barriers to utilisation
by selling assets, borrowing money or incurring debt from
the health facility.”* ** """ Women and families who were
unable to find a way to afford required expenses were not
able to have an MWH-facility birth experience.'” ' %!
Examples of resources or a lack of resources to remove
financial and social barriers are reported in online
supplemental appendix E.3 42517781 84919297116119125 150 137

Theme 3: creating positive and memorable MWH-facility birth user
experiences

CMOCS: creating home-like environments within MWH

Fifty-one secondary sources and eightinterviews informed
CMOC6 which illuminated optimal MWH environments
supporting women and families to feel comfortable,
safe and that their dignity was respected during their
stay. Women and families had contextspecific resource
expectations and preferences regarding safety, comfort,
and dignified treatmen.” ! 1216171921 28-31 36-51'84 89 90 93 100
MBS 125 O 1SLILE2 Users whose experiences at an MWH
were better than those conditions experienced within
their own home tended to extend their stay or wished
they could have stayed longer.* ** % Satisfied users were
more likely to utilise an MWH for a future pregnancy,® *
and were more likely to recommend it to other members
of their community.37 10424392125 Where an MWH offered
a resource, such as electricity, that was not available
within women’s homes or their greater community, an
MWH attracted unintended users, leading to crowding,
and dissatisfaction among MWH users.”

CMOC?7: circumventing incidents of discrimination and shaming in
MWH

Seventeen secondary sources and five interviews
informed CMOC7 which associated several contexts with
women’s vulnerability of being discriminated against
or shamed during their MWH-facility birth experience.
For example, some women living in communities with
traditionally-held beliefs regarding gender roles were
criticised for being lazy or careless because they left their
husbands and children behind to utilise an MWH."'? '*!
Moreover, women living in communities with limited
utilisation of antenatal care and facility birth have been
accused of being unfaithful to their husbands because
they allowed a male health worker to perform a physical
exam, % 191 Experiencing an incident of discrimination
or shaming evoked negative feelings for women which
lowered their self-esteem and made them reluctant to
use an MWH for a future pregnancy. Women without
previous MWH experience were less likely to use one if
they had heard about another woman from her commu-
nity who had been treated poorly by a staff member or a
health provider associated with an MWH.”' ** Examples of
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resources or a lack of resources to prevent or circumvent
incidents of discrimination and shaming are provided in
online supplemental appendix E.

CMOC8: empowering MWH users through education and skills
building

Twelve secondary sources and five interviews contributed
to CMOCS8 which illuminated the value of user educa-
tion and training. Implementers emphasised that MWHs
are a place of learning for women. Education and skill-
building offered to MWH users included women’s and
children’s health, 217182041 T98I88 1241011 (0o ) iy 101173
and skills-related training.”’ MWHs tailored their educa-
tional programming based on community feedback.
Nurses, midwives and community volunteers delivered
MWHSs’ educational resources via individual counselling
and group sessions. Educational sessions were delivered
atan MWH or its associated health facility."” '**' ™ MWH-
associated education and training increased women’s
health literacy, supported them to feel more independent
of their male partners and resulted in women believing
that they were worthy of receiving care.'’ 1% These
perceptions, in turn, appeared to help women to make
more informed health-related choices and to recover
from painful physical or emotional experiences. Partic-
ipating in an income-generating activity enabled women
to accumulate some personal savings.15 184179 Receiving
education and/or training reinforced users’ beliefs in
the benefits an MWH-facility birth experience.

CMOC9: linking human and material resources to MWH and its
affiliated health facility

Twenty-seven secondary sources and four interviews
contributed to CMOC9 which revealed that MWH were
often implemented close to health facilities that grappled
with human and material resource constraints. Providers
were often poorly paid and worked in suboptimal clin-
ical environments."” ®' ® ¥ Some sources reported
that users perceived providers were drawn to the work
by the prestige associated with the medical profession
rather by their true desire to help others.” *' '’ These
contextual constraints were likely to affect the quality
of care provided by facility staff, especially when an
MWH experienced increased levels of utilisation. While
some implementers anticipated that linking an MWH
to a birth facility would increase obstetric caseloads, it
was believed that this would not place extra burden on
the providers.87 Rather, it was believed that providers
would be better able to anticipate caseloads and plan for
care in advance.®’ However, we posit that MWH-driven
cases and the responsibility of checking up on women
staying at an MWH are likely to exacerbate stress levels
for providers working in resource-constrained facilities.
Sources indicated that providers practising in these facil-
ities experienced less control over their working environ-
ment. Consequently, these providers were less likely to
monitor MWH users and efficiently refer users to higher
levels of care. They were also less likely to treat pregnant

women in a humanised, woman-centred manner. Users
were less likely to feel treated with respect and dignity if
they experienced verbal or physical abuse at the hands
of providers.** 9 197 1112 Fyrthermore, their trust in
providers and in the benefits of MWH was less likely to be
reinforced if they felt neglected by providers,'®?* #4114
Consequently, these women were less likely to want an
MWH-facility birth experience for a future pregnancy
and they were less likely to recommend the experience
to other women in their social network.

DISCUSSION

Our PT demonstrates that successful implementation of
the MWH-facility birth intervention depends on diffu-
sion of the intervention across three groups of adopters:
individuals working within the health system including
policy level actors and healthcare providers, members of
communities including local gatekeepers, and pregnant
women and their families. Rogers’ theory of diffusion
describes how innovative ideas, objects and practices
are adopted over time, and across individuals and social
systems.143 '** Diffusion depends on ongoing communi-
cation intended to create awareness of the innovation
among targeted individuals and to shape their percep-
tions so that they decide to make full use of the inno-
vation.'** This communication involves both organised
dissemination efforts and passive, opportunistic conver-
sations.' #7140

Diffusion occurs both within and between the set of
adopter groups. Within each group, individuals’ will-
ingness to adopt will vary, and therefore, it is not neces-
sary to have the support of all members of an individual
adopter group at the onset of implementation.'*® Rather,
a small group of early adopters within each group can
be thought of as a critical mass who first decide to adopt
the innovation. Ideally, a critical mass should include
individuals who are perceived by others as being cred-
ible and worthy of respect and who can rally and main-
tain support for the innovation."” '®* This core group
is recruited using organised dissemination, in turn, the
critical mass recruits others through passive diffusion,
until a large enough proportion of individuals is ready
to adopt the innovation. Our PT illuminates mechanisms
that enabled or hindered the process of diffusion of the
MWH intervention to occur across critical masses at the
health system and community levels.

Potential adopters consider whether the innovation is
feasible, compatible with their priorities and values, and
advantageous relative to what they are already doing to
achieve the same goal(s) M8 The second CMOC shows
that belief in the relative advantage of the intervention
is likely to be triggered among health system level stake-
holders who recognise the fit between their country’s
health policy priorities and the MWH intervention. They
are then likely to become health system level champions
who engage in two levels of dissemination. First, they
may seek to further enhance system fit and feasibility by
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connecting with and advocating for the MWH interven-
tion, and by appealing for support from external partners
as well as individuals at the level of local government and
targeted communities. Appeals for support may include
financial, material and human resources. For example,
antenatal care providers and community health workers
may support efforts to cultivate awareness and intention
to have an MWH-facility birth experience by building
health literacy among women and their families. Second,
health system level champions may advocate for codifica-
tion of MWH into national health policies and strategies.
These actions can help to legitimise the intervention to
health providers and community level adopters. CMOC1
regarding the important role of routine data collection
and generating evidence of effectiveness in supporting
efforts to engage health system level stakeholders is consis-
tent with literature regarding scaling up complex health
interventions in both high and LMICs."* 1% Other
important contextual determinants of successful scale-up
include availability of data regarding cost-effectiveness,
consensus among stakeholders regarding approaches
to implementation and scale-up, and good leadership
within MDAs (ie, leadership that relies on evidence-based
rather than politically motivated decisions).'** Health
system level stakeholders’ efforts to sustain innovations
such as MWHs are likely to be constrained by inadequate
resources in LMIC contexts.'”’

The third CMOC identifies two critical masses at the
community level. First, gatekeepers who sense that the
intervention fits with the community’s collective values
and can provide relative advantage over home births, are
likely to become MWH-birth facility champions. These
gatekeepers can work to mould the design of an MWH
to fit their community’s needs, preferences and expec-
tations. Gatekeeper involvement will help to diffuse the
intervention’s credibility within their community. Some
community members are then likely to become empow-
ered to also champion the intervention through volun-
teering their time and donating financial and material
resources towards implementation. Community cham-
pions may support local demand creation efforts and
lead income generating activities. These activities can be
used to fund initiatives to alleviate local MWH utilisation
barriers and may amplify community champions’ sense
of empowerment to sustain the intervention. Community
champions may also be empowered to retain oversight
of implementation via their representation on MWH
management and governance committees. We found
that communities with a shared sense of responsibility for
health promotion are more likely to be ready to imple-
ment the MWH-facility birth intervention. This finding is
consistent with community psychology research showing
that members of such communities are more willing to
engage in collective action and resource mobilisation
towards a collective good.'?” 1%

Social convention theory underscores that health prac-
tices are social conventions. For the adoption of a new
health practice to be successful, members of a community

must undergo two processes of social change: collective
abandonment of an existing health practice and collec-
tive adoption of the new practice that is meant to replace
it."” % For the process to succeed, the new practice must
be integrated into the routine practices and social norms
of targeted user groups, which means that they must
value the new practice more than the old."* '** Given
that the MWH is linked to an associated health facility,
both of these environments need to be considered in the
design and implementation of MWH interventions. The
concerns of two critical masses, women and families, and
the providers they encounter, need to be considered. We
identified points of vulnerability that compromise the
intervention’s potential to be taken up by these critical
masses.

When women and families contemplate the relative
advantage of having an MWH-facility birth experience in
comparison to a home birth, they consider its potential
short-term and long-term financial impacts. Other consid-
erations include whether they can withstand disruption
in their daily routines during the woman’s absence and
how their community will perceive their involvement
with MWH-facility birth services. These concerns can be
related to the firstlevel and second-level delays associ-
ated with MWH-facility birth access.”> A point of vulner-
ability of the adoption-abandonment cycle occurs when
implementers fail to deliver context-relevant solutions to
women and families facing financial, geographic, social
and other barriers to utilisation (CMOC5)."%° This failure
limits the number of women and families that believe
that the cost of an MWH-facility birth experience and
any associated negative impact will be outweighed by its
benefits.

The women and families who first decide to have an
MWH-facility experience constitute another critical mass
at the community level. The tipping point of home birth
abandonment in favour of MWH-facility birth within
a community or group of communities is dependent
on how this initial, critical mass of women and families
perceive their MWH-facility birth experience. As the
MWH-facility birth intervention has limited individual
trialability,'*® these personal recommendations from
early adopters have persuasive power with other members
of the community.

Context-mechanism-outcome configurations six to
nine highlight that the intervention also becomes vulner-
able when an MWH-facility birth environment fails to
provide conditions that closely approximate those of
a home based birth. Some sources reported incidents
where women felt discriminated against, fearful, or
humiliated during their stay at an MWH. These experi-
ences were likely to damage their self-esteem and make
them reluctant to use the intervention again. Consistent
with wider obstetric care literature from LMICs,l‘r’g_162 our
review also illuminated incidents where pregnant women
were treated in a disrespectful and abusive manner at the
MWH-affiliated facility. Health providers have been shown
to prioritise physical health above a woman’s emotional
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and psychological health and well-being.'™ '® The inter-
vention must prioritise women’s emotional health and
well-being if they are to perceive its relative advantage.'®*
While some implementers anticipated MWHs would
support obstetric providers to better manage their case-
loads, our review found that health facilities affiliated
with the intervention often lacked adequate human and
material resources. Obstetric providers who practiced in
these resource-constrained clinical environments strug-
gled to meet the demands of increased obstetric patients.
They were less likely to be able to efficiently refer MWH
users to higher levels of care and less likely to treat preg-
nant women in a humanised, woman-centred manner.
Obstetric providers within these facilities are unlikely
to perceive that an MWH brings a relative advantage to
their work. Consistent with Ezumah et al,'® our findings
highlight that it is difficult to develop and sustain users’
trust within a resource-constrained environment. Some
sources also reported that MWHs were overcrowded due
to high demand,? 2879 11 152 yhich was likely to make
users uncomfortable and create unnecessary workload
for obstetric providers. This problem can result from a
failure by implementers to balance demand (CMOC4)
and bed capacity (CMOC6), which can be accomplished
by generating appropriate demand and/or ensuring that
bed capacity is aligned with the expected demand.

When women discuss their MWH-facility birth experi-
ences with members of their community, they will include
recollection of any negative encounters with provider(s)
and staff member(s). These first-hand reports are likely to
then diffuse a negative perception of an MWH-facility birth
intervention within the greater community. Poor reputa-
tion of the facility birth experience can undermine earlier
efforts, commitments, trust and belief in the intervention.
Diffusion of innovation theory views individuals who delay
adoption as being problematic ‘laggards’.'*® This percep-
tion fails to acknowledge that individuals’ resistance can be
borne out of their dehumanising experience(s) with the
intervention or learning that others have been subjected
to such incidents.'® ' Only by seeking to understand the
concerns of non-adopters can implementers design strate-
gies for enhancing uptake.'® 1%’

Strengths, limitations and future directions

Our review drew on a global corpus of evidence involving
primary and secondary sources. Secondary sources included
qualitative and quantitative research disseminated in peer-
reviewed and grey literature. Our review was enriched
through interviews with experienced MWH implementers
in five African countries. Drawing on substantive theory
allowed us to refine our understanding under the lenses
of diffusion of innovation and social convention theories.
Realist reviews are not intended to identify pathways to
achieving all possible outcomes, nor can this methodology
exhaustively explain all mechanisms that can generate
changes. However, our PT provides a theoretical founda-
tion on which the contributions of new knowledge can
be understood and applied. Our review was not able to

address all stakeholder questions. Future research should
seek to deepen understanding regarding health system and
community levels fit with the MWH-facility birth interven-
tion. The human and material resources necessary for the
provision of person-centred, humanised maternity care to
MWH users during their MWH-facility birth experience
requires further examination. The experiences of obstetric
providers who practice within MWHe-affiliated facilities
also warrants attention. Exploration of the material and
social conditions that can catalyse opportunities for social
comparison and dehumanised care within an MWH and
its affiliated health facility is also needed. Finally, there is
a need for greater understanding of implementers’ reac-
tions to incidents of dehumanising care that have occurred
within MWH or affiliated health facility environments.

CONCLUSION

This review presents a PT regarding how, why, and in what
contexts the MWH-facility birth intervention is more or less
likely to be taken up and scaled up within health systems
and communities in LMIC. These PT demonstrates that
successful implementation of the MWH-acility birth inter-
vention depends on successful diffusion of the interven-
tion across three groups of adopters: individuals working
within the health system including policy-level actors and
healthcare providers, members of communities including
local gatekeepers, and pregnant women and their families.
We found that uptake and scale-up of the intervention is
less likely to succeed in contexts where implementers fail
to support women and families to overcome barriers to
their MWH-facility birth utilisation and provide comfort,
safety and dignified, humanised, or compassionate care
during both women’s stay at an MWH and delivery at the
affiliated health facility. Our findings highlight a need to
assess intervention-system fit, particularly with regard to the
targeted health system’s ability to provide adequate mate-
rial and human resources to the MWH-affiliated health
facility.
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