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ABSTRACT 

Implementing policies in decentralized health systems is complex as numerous actors attempt 

to influence policy formulation, deployment and execution across tiers of multi-level 

governance systems. Consequently, policy processes commonly suffer misalignment between 

design and real-world implementation. Thus, examining policy processes across the design-

deployment-implementation continuum is important to identify and address implementation 

bottlenecks and improve health system performance and outcomes. This research tested the use 

of multiple frameworks, drawn from implementation science and health policy and systems 

research, to assess implementation of a complex intervention in Nigeria.  

The intervention to improve local primary healthcare planning used a quality improvement 

model known as Diagnose-Intervene-Verify-Adjust (DIVA) developed nationally and 

deployed to subnational levels. Uptake of DIVA has been poor, and implementation not 

sustained. Data on implementation were collected through key informant interviews, document 

and routine data as well as structured questionnaires. Overall, 242 respondents 

were interviewed from each layer of the health system as well as from the various spectrum of 

actors involved in the interventions (government and non-government). Further, 39 policy 

documents were analyzed. Both deductive and inductive analytic approaches were employed. 

Meyer’s Quality Implementation Framework was used to identify gaps between the national 

design of DIVA and its local deployment. Contextual factors affecting deployment were 

identified using Kaplan’s Model for Understanding Success in Quality.  

Interpretation of results was conducted through an inductive synthesis that categorized 

emergent themes across four elements (what, why, who and how) informed by Walt and 

Gilson’s health policy triangle. The results are presented in 4 published papers. Papers 1 and 2 

examined the formulation processes and translation of national policy initiatives to subnational 

implementers. Papers 3 and 4 mostly examined implementation quality and effectiveness at 

subnational levels (state and LGA) as well as their determinants.  Potentially effective 

interventions were found to be commonly constrained by poor implementation fidelity, 

occasioned by political and administrative bottlenecks. Sub-national leadership and 

management have the most significant impact on implementation outcomes. Rather than 

implementing to improve health outcomes, findings suggest that national financial/political 

incentives were better motivators of subnational adherence to national guidelines. Sub-national 

governments’ exercise of discretionary power compromised implementation quality of PHC 

strengthening initiatives in Nigeria. Understanding and engaging the various interests across 

the governance spectrum is key to improving quality and sustainability  
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CHAPTER 1 

“If we keep on doing what we have been doing, we are going to keep on getting what we have 

been getting” 

-Abraham Wandersman(1) 

1.1 Background  

Attaining Universal Health Coverage (UHC) requires systems capable of ensuring that required 

interventions and services are effectively delivered to populations in need. Primary Health Care 

(PHC) provides an appropriate platform for integrating health system components towards 

UHC(2). However, the impact of interventions depends on the extent to which these 

interventions are effectively delivered within the complexity of PHC systems(3). Whereas 

causes of ill-health alongside interventions to tackle them are well known, how to implement 

these interventions effectively is less understood(4). Traditional linear approaches, based on 

evidence of efficacy from controlled experiments, have not been effective in achieving the 

desired outcomes in the real world due to differences in context(5). Results tend to vary across 

settings. Consequently, rather than focus on whether interventions work, recent paradigms in 

implementation science attempt to understand why, when, and where they work most 

effectively(6). 

Planning and implementing health interventions in Low and Middle-Income Countries 

(LMICs) has been a subject of debate among sector stakeholders. Planning defines roadmaps, 

timelines, and resources for turning policy into tangible activities. It provides the framework 

through which government agenda for health can be delivered to most of the populace. 

Notwithstanding, many LMICs suffer misalignment between policy, planning and 

implementing(7). This is largely due to the complexity of health systems, which is 

characterized by many actors (state and non-state) and interests operating at different levels of 

the health system(8). Attaining UHC in such settings, thus, requires context-specific evidence 

which considers policy actors and interests. Hence the recent advocacy for more innovative 

approaches to health systems strengthening (9-11). 

In last 20 years, there has been a global call for evidence-informed policy and decision-making. 

This implies translation of empirical evidence into policy processes(11). Various scholars have 

described models through which this can be achieved. One school of thought assumes that 

policymaking should follow a rational, linear approach whereby policymaking is the direct 
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result of research evidence, i.e. the ‘Engineering model’(12).However, this is hardly the case 

in practice. The association between evidence and policy is  not always rational or sequential. 

The linkage is rather complex given that policymakers may not be inclined to take evidence-

informed action, or may choose to use evidence in ways unacceptable to researchers. This 

opinion forms the basis of what Weiss identifies as the ‘Enlightenment model’ where concepts 

and outputs from research sieve into policy networks, indirectly influencing the policy process 

(12, 13). Weiss further described a ‘Strategic Model’ where research is used as “political 

ammunition” to support predetermined positions or obstruct politically uncomfortable 

decisions(12, 13). Implicit within these models are ‘two communities’ (Research and Policy) 

with intrinsically different worldviews and priorities. Recent strategies towards evidence-

informed policy aim at improving the relationship between the research and the policymaking 

communities towards improving the extent to which evidence is considered in the policy 

planning and implementation processes(12, 14). However, considering the nature of health 

systems, such interactions are not always between “two communities” as multiple players are 

involved in health sector planning at different levels, particularly in decentralized systems. The 

recent World Report on Health Policy and Systems Research notes that the evidence-policy-

implementation continuum is quite fragmented as practisioners operate across various 

paradigms and organizational structures and tiers(15).  

1.1.1 Decentralization of health systems 

Decentralization has been described in three forms: deconcentration, delegation and 

devolution,(16). Deconcentration redistributes administrative power across different levels of 

a central authority (e.g. moving some central decision-makers to become sub-national 

representatives in regions and/or sub-regions). Delegation transfers authority to accountable 

semi-autonomous institutions, whereas in devolution, decision-making powers are ceded to 

autonomous sub-national (local) governments(12, 16, 17).  

Decentralization is commonly considered as a political reform designed to decrease central 

influence and promote local autonomy, based on the philosophy that well structured smaller 

organizations with good management are intrinsically more effective than larger 

organizations(16, 18). Although decentralization rarely aims at directly improving health 

services, it could have significant impact on health system performance (efficiency and quality 

of services) by virtue of changes it engenders on authority and financial responsibility for 

health services. Specifically, proponents argue that decentralization can improve local cost 

consciousness (technical efficiency) as well as allocative efficiency through effective tailoring 
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of health investments to local needs and preferences. Quality of service is further enhanced 

given that local communities are able to participate in decision-making processes and hold 

policymakers to account for their actions(16, 19, 20). Despite these, a study of decentralization 

in Ghana, Uganda, Zambia and the Philippines concluded that there is insufficient evidence to 

demonstrate  the impact of decentralization on health system performance. Some constraints 

on  impact include information asymmetry between the national Ministry of Health and 

subnational agencies, local politics, and capabilities of the subnational agents(16, 20).     

1.1.2 Primary healthcare and decentralization 

It is about 40 years since the 1978 Alma Ata declaration which identified PHC as the key to 

the attainment of the goal of Health for All(21).  PHC is  acknowledged as the appropriate and 

cost-effective vehicle to drive current UHC initiatives(2). If properly implemented, PHC 

ensures a focus on equity, accessibility and quality of healthcare. PHC is best implemented in 

a decentralized context. This context aligns with its principles, such as community ownership, 

equity, and focus on local ailments(22, 23). PHC decentralization refers to “a system of 

governance in which the power, authority, resources, and responsibility for PHC service 

delivery are transferred from a central government to actors and institutions at the 

periphery”(17).  

Lately, many LMICs are reorganizing their health systems towards decentralization 

(devolution and deconcentration) with implications for planning and implementation of PHC 

initiatives(3). The aim is to bring health services closer to beneficiaries by involving 

communities in healthcare planning and decision-making consistent with the 1978 Alma Ata 

PHC Declaration(21). A bottom-up approach to planning better addresses issues of equity, 

quality and accountability. Consequently, the World Health Organization recommended the 

District Health System (DHS) as a model for governance in decentralized LMIC health 

systems(24, 25). Countries have adapted models of the DHS to their own contexts(3).  For 

example, Nigeria operates the Ward Health System which is, in theory, deconcentrated to 

political wards, the smallest units of the political system(26). However, ongoing governance 

reforms aim to integrate PHC decision making at the state level towards improved 

performance(3). 

1.1.3 Health System Governance in Nigeria  

Nigeria operates a federal system of government with considerable political and fiscal 

decentralization. Governance is structured into 36 states and the Federal Capital Territory, 
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which also comprise of 774 Local Government Areas/Authorities (LGAs)(27). Figure 1 

attempts to simplify the complex interactions between the various tiers of political governance 

and the health system. PHC is under the jurisdiction of LGAs while secondary and tertiary 

health care services are the responsibilities (administrative and financial)  of the state and 

federal governments respectively (28). However, all tiers of government have some degree of 

influence on PHC even though such interactions vary in terms of administrative control. The 

lowest (often unrecognized) governance structures lie within the communities. Traditional/ 

religious leaderships and community development commitees, though represent the demand-

side of the system, also interact with,and influence, the various tiers of government. 

Figure 1: Interactions between tiers of government in relation to PHC policy implementation in Nigeria 

 

1.1.4 Financing of the Different Tiers of Government  

Nigeria’s constitution mandates the Federal and State governments to operate respective 

Consolidated Revenue Funds (CRFs). Funds from the CRFs are financed by all revenues or 

other monies received by the Federation and States respectively (with some exceptions). The 

Federation Account is the domicile for the revenues collected by the Government of the 
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Federation which is distributed to the three tiers of government by a formula prescribed by the 

National Assembly upon the recommendation of the Revenue Mobilisation Allocation and 

Fiscal Commission (RMAFC). The states and LGAs also receive taxes on certain 

items/services into the state CRFs as provided by the constitution. Each state maintains a ‘State 

Joint LGA Account’ into which is paid the LGA allocations from the Federal and State 

governments as prescribed by the National and State legislatures respectively. The bulk of state 

revenue is derived from Personal Income Taxes while Company Income Taxes, Excise Duties, 

Import and Export taxes and all derivations from Solid Minerals, Oil and Gas are paid directly 

into the Federation Account(29-32).  

Table 1: Nigeria's Revenue Allocation Formula History 

Year Allocation of Federation Account (%) 

 Federal States1 Local Government2 Derivation Formula3 

1958 40 60 0 50 

1968 80 20 0 10 

1977 75 22 3 10 

1982 55 32.5 10 10 

1989 50 24 15 10 

1995 48.5 24 20 13 

2000 52.6 26.72 20.60 13 

This formula has continued to change over the years, reflecting the associated controversies 

and persistent agitations by different tiers of government, as well as the different regions, sub-

regions and ethnicities, for a fairer system of revenue allocation (table 2). The Federal 

Government, as a single entity, receives the bulk of allocations leaving the 36 states and 774 

LGAs (which bear the brunt of majority of direct social interventions to the populace, including 

health) to share the smaller portions of the “national cake”. Furthermore, the huge gap between 

gap between allocations and internally generated revenue by the lower tiers of government 

reveals a situation where states (except Lagos, which is Nigeria’s commercial nerve) cannot 

generate enough revenue to pay its workers and thus depend on the Federal Government’s 

allocation and/or bail-out interventions. This “Father Christmas” role of the Federal 

                                                           
1 The portion of the Federation Account allocated to the states is based on five criteria: equality (equal shares for 

all states); population; social development; land mass and terrain; and internal revenue generation. 
2 Nigeria’s current Local Government System commenced in 1976 with the creation of 301 LGAs 
3 The derivation formula is the percentage of the revenue states retain from taxes on oil and other natural 

resources produced in the state. 

Sources: (30, 31) 
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Government has significantly weakened the autonomy of states within Nigeria’s federal system 

of governance(33, 34).    

1.1.4.1 Health Financing  

Nigeria’s health financing revenue is generated from both pooled and un-pooled sources with 

the latter accounting for over 70% of Total Health Expenditure (THE). Pooled sources include 

budgetary allocation, direct and indirect taxation as well as donor funding while Out-Of-Pocket 

payments in the form of service fees account for the vast majority of un-pooled sources(35). 

Nigeria has operated a National Health Insurance Scheme (NHIS) since 2004, which is 

designed to be a social health insurance programme with contributions from government and 

workers. However, acceptance of this scheme has been poor such that the NHIS is estimated 

to cover only about 3% of Nigeria’s population, mostly Federal Civil Servants(36). This 

situation is complicated by Nigeria’s federal system and constitutional lacuna relating to 

responsibility for health. Consequently, the various state governments are not compelled to key 

into the NHIS. Advocacy efforts are ongoing, however, towards ensuring states domesticate 

the national social insurance programme by establishing state driven insurance schemes but the 

buy-in has been low(35). 

Nigeria has also piloted community-based insurance programmes involving contributions from 

workers from the informal sector. Again, this has also witnessed low enrolment rates(35). 

1.1.4.2 The Basic Health Care Provision Fund (BHCPF) 

Nigeria, as part of ongoing health reforms to address health system weaknesses, enacted its 

first ever National Health Act (NHAct) in October 2014. The NHAct, in respect to financing 

PHC, makes provision for the BHCPF which comprises of not less than 1% of the Consolidated 

Revenue Fund (CRF) of the federation as well as grants from international donors and funds 

from other sources(37). The disbursement of the BHCPF is prescribed by the NHAct as 

follows: 50% of the fund to be used for the provision of basic minimum package of health 

services to all citizens, in eligible PHC facilities through the NHIS; 25% of the fund to be used 

to provide essential drugs for primary healthcare; 15% of the fund to be used for the provision 

and maintenance of facilities, equipment and transport for primary healthcare; 5% of the fund 

for the development of human resources for eligible PHC facilities; and 5% of the fund for 

emergency medical treatment to be administered by a Committee appointed by the National 

Council on Health(37).  
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1.1.5 Political economy and health policy environment  

Nigeria’s health system has been described as weak and poorly coordinated(38). This is partly 

the result of the perennial absence of provision for health in all Nigeria’s constitutions since 

independence(28).  The fluctuating political structure characterized by unstable governance 

over the years has further compounded the complexities of the health system. During the 

military era, Nigeria operated a unitary system of Government. It was during this era that most 

of Nigeria’s foundational principles for its health system were developed, particularly the 

devolution of health responsibilities to the various tiers of government as well as anchoring the 

health system on Primary Health Care. These principles were retained in the 2004 Health 

Policy(28).  

Nigeria’s highest performance in health indices (e.g. immunization coverage, maternal and 

child mortality) was also recorded during one of the military regimes(28, 39). However, with 

the advent of democracy and the operationalization of a federal system, the implications of the 

constitutional silence as regards the health system governance became more apparent. The 

overarching policy-making body for health in Nigeria is the National Council on Health 

(NCH), which comprises of all 36 state commissioners for health including the secretary for 

health of the Federal capital territory and is chaired by the minister for health. The Council 

deliberates on, and approves, national policies to be adopted by all tiers of government.  

Like most LMICs, Nigeria continues to evolve its health system towards the 1978 ‘Alma Ata 

Declaration’ of ‘Health for All’ and Universal Health Coverage (40, 41). This results in 

frequent policy shifts with varying impact on health outcomes. In 1988, Nigeria formulated a 

National Health Policy adopting Primary Healthcare (PHC) as its health system’s cornerstone. 

The Policy devolved PHC management to the LGAs; the lowest tier of government closest to 

citizens.(34, 42). Even though this resulted in improved service statistics initially, poor 

ownership by government and communities; weak policy/programme planning and 

implementation; etc. afterwards resulted in an observed decline in health outcomes such as 

infant and maternal mortality(43). The National Health Policy was revised in 2004 to address 

these challenges.(28).  

Nigeria, moreover, developed an overarching framework for operationalizing the Policy: The 

National Strategic Health Development Plan (NSHDP). The NSHDP identifies four 

approaches for delivering a minimum healthcare package: community participation; inter-

sectorial collaboration; functional integration at all levels; and managerial process 
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strengthening for health development(44).The policy further prescribes integrated governance 

and service delivery for primary healthcare. 

1.1.6 Policy implementation gaps 

A recent evaluation of subnational implementation of policies revealed that, although the 

proportion of implementation gaps decreased between 2013 and 2015, over 50% of policies 

approved by the National Council of Health remained unimplemented at subnational levels 

(Figure 2)(45). Further, prior to this research, little was known about the quality of 

implementation of policies which were assessed as being on track. This implementation 

research contributes to filling this gap using the “PHC Review” initiative, one of the policies 

approved bythe NCH, as a case study of policy implementation in Nigeria’s decentralized 

system. 

Figure 2:Status of subnational implementation of NCH Resolutions as reported by the States (2013-2015) 

 

1.1.7 Primary Healthcare Reviews and the DIVA Performance Improvement 

Framework 

In keeping with the NSHDP, Nigeria’s National PHC Development Agency (NPHCDA) 

initiated PHC Reviews to monitor and evaluate implementation as well as utilize programme 

(particularly routine) data for evidence-based planning by LGAs towards improving ‘effective 
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coverage’ of interventions(46). Effective coverage is ‘coverage of sufficient quality to achieve 

desired health impact’(47, 48). NPHCDA adopted effective coverage indicators for PHC tracer 

interventions which include PMTCT, Routine Immunization, Antenatal Care, Skilled Birth 

Attendance, Vitamin A Supplementation, Infant and Young Child Feeding, and Community 

Management of Acute Malnutrition(49). These indicators were drawn from existing local and 

international programme indicators (Paper 3). 

PHC reviews are implemented through a 4-step quality improvement cycle known as 

‘Diagnose-Intervene-Verify-Adjust (DIVA)’. ‘Diagnose’ identifies constraints to effective 

coverage. ‘Intervene’ develops and implements action plans addressing identified constraints. 

‘Verify/Adjust’ monitor performance and revise action plans.(50). 

1.1.8 The DIVA Model 

DIVA is a variant of the Plan-Do-Study-Act (PDSA) cycle designed to improve performance 

in decentralized health systems; especially those modelled after the District Health System(50, 

51). DIVA builds the capacity of LGA level managers to evaluate, act and be accountable for 

equitable service delivery. DIVA is anchored on the following principles- ‘strong government 

leadership and ownership; flexibility and adaptability to local programmes, building on what 

exists (i.e. not creating a parallel system for DIVA); community involvement and engagement; 

and supportive (technical and financial) process from civil society, private sector and 

development partners’(50). The phases of DIVA are described below (Figure 3) (52).  

Figure 3: The DIVA model (Adapted from UNICEF).  
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Diagnose Phase: In the ‘Diagnose’ phase, an adapted Tanahashi model is used to evaluate 

health systems bottlenecks at the LGA level(47, 48). The original Tanahashi describes a 

relationship between five measures of coverage (Availability coverage, Accessibility coverage, 

Acceptability coverage, Contact coverage and Effectiveness coverage) for the assessment of 

the capacity of a health system to achieve effective coverage of interventions(47, 48). The 

adaptation used in Nigeria measures six determinants of quality or “effective coverage” of 

interventions:  Availability of essential health commodities; Availability of trained human 

resources and Physical/geographical accessibility services; Initial Utilization (acceptability); 

Continuous utilization (contact); Impact/quality of interventions delivered. Bottlenecks are 

identified as gaps in optimal coverage of each determinant, i.e the difference between the 

observed coverage and full target population coverage(47). The initial three (Availability of 

health commodities, human resources and geographical accessibility) are on the supply-side 

while the remaining represent demand.  Bottlenecks are identified as constraints to optimal 

performance of each determinant. Thus, each determinant is analogous to a Tanahashi measure 

with the “availability” measure divided into two determinants: availability of commodities and 

availability of human resources.  

The management teams identify health system constraints with respect to each tracer 

intervention using routine data analysed on an MS-Excel based Bottleneck Analysis tool(52). 

Thereafter techniques and tools such as brainstorming, root cause analysis techniques(53) such 

as affinity and driver diagrams are used to causes of identified bottlenecks. Figure 4 shows the 

overarching framework for the ‘Diagnose’ phase. 
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Figure 4: Framework for the ‘Diagnose’ Phase (Adapted from UNICEF model) 

 

Intervene Phase: Following the ‘diagnose’ phase, LGA management teams brainstorm to 

develop plausible solutions to these bottlenecks. These are converted into action plans which 

feed into annual health operational plans and budgets following stakeholder consultation (e.g. 

the SPHCDA chief executive, LGA chairman, ministries of health and finance).  

Verify Phase: This involves regular supportive supervision, monitoring and evaluating the 

implementation of planned activities.  

Adjust Phase: This occurs throughout the implementation cycle. Implementation challenges 

identified during any phase are addressed to ensure activities are on track as planned. 

The National Council on Health (NCH) in 2012 approved DIVA as a model for planning, 

monitoring/evaluating and improving quality of PHC interventions. The Council further 

acknowledged the potential of the PHC reviews to strengthen the PHC system towards 

Universal Health Coverage(52). The NCH is Nigeria’s highest policymaking body responsible 

for setting national visions and goals for health to be implemented across all tiers of 

government. The NCH consists of all State Ministries of Health (represented by their 

commissioners) under the chairmanship of the national Minister for Health(28, 37). 

While some states adopted different models of DIVA to suit unique priorities, implementation 

was not sustained owing to weak government ownership and resource constraints(49). 

Consequently, prior to this PhD, evidence of the extent of health planning at LGAs remained 

speculative and there was not evidence that operational plans, where available, were being 

implemented(54). Furthermore, the impact of PHC reviews on the health system had been 
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unassessed. Effective coverage of interventions remained sub-optimal(49). The purpose of this 

research, therefore, is to fill this gap by identifying sustainable approaches to implementing 

effective evidence-informed PHC operational planning in Nigeria. 

1.2 Aims and Objectives of the Study 

To identify implementation gaps, and effective strategies to improve subnational PHC policy 

implementation outcomes in Nigeria, using the PHC reviews as a case-study 

1.2.1 Research Questions 

The research explored the contextual policy environment, the mechanism of implementation 

of this policy as well as outcomes in an attempt to answer the following research questions: 

1. What factors influence sub-national absorption and implementation of national PHC 

policies in Nigeria? 

2. How is DIVA being adapted and implemented at sub-national levels? 

3. Is DIVA effective in strengthening PHC and improving coverage of interventions in 

Nigeria’s decentralized context as compared to theoretical expectations? 

4. How do policy actors interact to influence adaptation and implementation of PHC 

policies at sub-national levels? 

1.2.2 Objectives 

1. To identify contextual factors influencing PHC policy implementation at sub-national 

levels in Nigeria 

2. To assess the implementation fidelity of the processes of DIVA at the sub-national level  

3. To evaluate the effectiveness of DIVA in improving effective coverage of PHC in an 

implementing state 

4. To examine the interactions and influence of various actors in implementing PHC related 

policies at sub-national levels. 
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CHAPTER 2 

2.1 Literature Review 

2.1.1 Theoretical Approach  

Analyzing public health policy is complex as approaches vary widely with perspectives. 

Viewpoints may range from economic and management to  medical views of health policy 

among others(48). An overarching influence on all these perspectives is the role of politics, 

which cannot be separated from decision-making processes(12). The purpose of analysis also 

determines scope and perspective. Generally, Analysis of Policy is carried out retrospectively 

to understand a policy initiative, while Analysis for Policy is a prospective study into the policy 

environment to predetermine possible policy outcomes so as to plan effective implementation 

strategies(12). The series of studies was both retrospective (looking at the processes and 

outcomes of the policy) and prospective (using findings to inform more effective and 

sustainable policy).  

Various scholars have described policy processes using different approaches, models, theories 

and frameworks (49, 50). Policy theories have evolved in complexity over time from simple 

models such as the “stages heuristics model”, which describes policymaking process as a cycle 

of stages which include agenda setting, policy formation, decision making/policy adoption, 

implementation, and evaluation, to more complex models which seek to explore the 

interactions of influences and determinants of policy processes and outcomes. Although 

critiques of linear models like the stages heuristics view the model as outdated, some policy 

researchers opine that it is still useful in modern policy analysis given that it could shed light 

on gaps in specific stages of interests at different times (49, 51-54).  

Policy processes in LMICs have been described as very fluid thus requiring complex 

approaches to analysis. This often implies adaptation and integration of  theories and 

frameworks from various disciplines and paradigms(52, 55-57). A critical realist paradigm 

aims to generate theories that explain real-world implementation (as against controlled 

settings). Principally, it attempts to identify the mechanisms that explain the outcomes of 

interventions(58, 59). Realist evaluation is a theory-driven evaluation which examines ‘what 

works in which circumstances and for whom?’, as against ‘does the intervention work?’(59). 

Thus, the underpinning philosophy of this study is to understand the role of contexts and actors 

in implementation outcomes of PHC policy interventions in Nigeria. This research, though 
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multidisciplinary in approach, applies implementation science concepts largely within the 

context of health policy analysis using a critical realist paradigm(58), thus presenting a novel 

conceptual approach to understanding policy implementation. 

Implementation science is a growing discipline, so is its application in health. Generally, it 

aims to improve the translation and use of evidence in healthcare as well as the implementation 

process of evidence-based interventions(60, 61). Principles, paradigms and methods are 

multidisciplinary and vary widely from knowledge/ evidence synthesis, knowledge translation 

to quality improvement, realist evaluation, etc.(61). Application of its principles also varies 

widely across the spectrum of health systems (clinical, organizational, macrosystems and 

policy)(3, 62).  

There are various definitions of implementation in the literature. Damschroder and Hagedom 

define implementation as ‘efforts designed to get evidence-based programmes or practices of 

known dimensions into use via effective change strategies’(63) while DeLeon, from the policy 

perspective, refers to implementation as ‘what happens between policy expectations and 

(perceived) policy results’(64). Implementation variance or gap is the difference between the 

design/ expectation of policy and observed delivery (5, 12). Implementation quality reflects the 

extent to which policy execution meets the necessary standards to achieve the desired 

outcomes(65). Implementation fidelity has been described within the following domains: 

adherence, exposure, quality of delivery, participant responsiveness, and programme 

differentiation(66-69). This thesis focuses on “adherence”. Thus, it examines how 

implementation of the core components of policies adhere to the initial policy design in 

Nigeria’s multi-level governance context as they are transmitted across tiers of government 

and are adapted to subnational contexts (66, 70). Further, the “implementation outcomes” of 

policy are assessed in relation to the afore mentioned processes. Proctor and colleagues  

distinguished implementation outcomes from service outcomes by identifying implementation 

outcomes as “the effects of deliberate and purposive actions to implement new treatments, 

practices, and services”. They outlined implementation outcomes such as acceptability, 

adoption, appropriateness, cost, feasibility, fidelity, penetration and sustainability, while 

positing that service outcomes include,among others, equity, efficiency and effectiveness of 

interventions(71).  
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2.1.2 Conceptual Framework 

Wandersman et al’s Interactive Systems Framework (ISF) for dissemination and 

implementation(1), Walt and Gilson’s policy analysis triangle(72) informed the conceptual 

framework for this research (Figure 4). Whereas the Walt and Gilson framework focuses on 

how policy actors, content, context and processes interact, the ISF describes three systems in 

which these processes occur (synthesis and translation, support and delivery systems) and how 

they interphase to determine implementation outcomes. These frameworks are important in 

systematically examining the role of politics in formulation and implementation of policy 

initiatives, particularly in LMICs(12, 72).  

Figure 5: Conceptual Framework 

 

Inputs into the policy process involve the actors, policy contents and contexts. This research 

explored how these interact within the policy black box to affect the outcomes of the policy. 

Actors denote individuals, groups or organizations which make or influence policy. They are 

at the centre of the of the policy framework. Generally, actors are classified into state and non-

state. State actors refer to government-owned organizations or offices. Within the context of 

this study, state actors are classified according to the levels of political governance in which 

they operate. Federal level actors include but are not limited to the Federal Ministry of Health 
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(FMOH) and its parastatals, State level actors include the State Ministries of Health (SMOH), 

State Ministry of Local Government (SMOLG), the Local Government Service Commission 

(LGSC) and the State Primary Health Care Development Agency (SPHCDA). Governmental 

actors at the Local Government Level include the Local Government offices and officials that 

influence health directly or indirectly. 

Non-state actors are different from government actors in that they do not usually seek formal 

political power for themselves, even though they may seek to influence those with formal 

political powers. They are sometimes called Interest  or Pressure Groups(12). According to 

Buse, Mays and Walt (2012), generally acceptable characteristics of non-state actors include 

that they are voluntary (people or organizations may choose to join them), they aim to achieve 

some desired goal, and they usually do not attempt formally infiltrating decision-making 

processes as part of government machinery. They are broadly classified into Sectional Groups 

(promote interests of members or affiliates) and Cause Groups (promote specific causes, 

membership is usually open to like minds)(12). Sectional groups in the context of this study 

will include community development committees, etc. Cause groups will include some non-

governmental; intergovernmental organizations and civil society organizations working along 

different layers of the health system. Further to these, Sabatier and Jenkins-Smith described 

the organization of actors into smaller groups known as ‘Advocacy Coalitions’ each 

distinguished by a distinct set of norms, ideas and resources. These Advocacy Coalitions are 

usually in conflict with one another as they compete for influence over government institutions, 

each advocating its solutions to policy problems(73). 

Contextual factors influencing policy are classified by Leichter into situational, structural, 

cultural and exogenous factors(74).   Situational factors, sometimes called ‘focusing events’, 

are usually transient or idiosyncratic events (e.g. the Ebola outbreak) which may influence 

policy. Structural factors may include political systems, laws, etc., which are relatively 

inflexible societal elements. Culture refers to ideas, customs, and social behaviour of the 

society. The role of exogenous or international factors cannot be overlooked particularly with 

the advent of globalization and interdependence between states and consequently, the 

increasing role of international donors in policy processes in LMICs(12). With respect to 

quality improvement initiatives like DIVA, Kaplan et al (2012) broadly categorized contextual 

factors into those relating to the team working on the project, the microsystem in which they 

function, local QI support and capacity, the organization in which they work, and the external 
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environment. The effect of these contextual factors on outcomes will vary depending the policy 

or intervention designed and implementation process (75, 76) 

 The Content of the Policy includes features of the problems it aims to address as well as 

effective interventions to address them. This research examined the policy content using 

document analysis and key informant interviews. The core and adaptable policy components 

were identified. Furthermore, the implementation fidelity of the DIVA adaptations was 

benchmarked against the intervention theory, guidelines and policy prescriptions. 

2.2 Conclusion 

The process of policymaking and implementation occurs across three systems which interact 

with each other to determine outcomes. The synthesis and translation system  refines 

information about innovations and translates it into user-friendly formats; the support system 

includes technical assistance, political and other forms of support to actors at various levels; 

and the delivery system  is responsible for implementing the initiative in the world of 

practice(1). In practice, these systems, not only interact but also overlap. Knowledge synthesis 

and translation, for example, occurs also in the support and delivery systems with actors 

interpreting and implementing policies in ways that may suit local interests (even if 

significantly different from the original intent). 

With respect to PHC interventions in Nigeria, the synthesis, translation and support systems 

cut across the three tiers of government, whereas the delivery system in practice, these systems, 

not only interact but also overlap. Knowledge synthesis and translation, for example, occurs 

also in the support and delivery systems with actors interpreting and implementing policies in 

ways that may suit local interests (even if significantly different from the original intent). is 

largely domiciled at the LGA level, even though secondary and tertiary delivery systems exist. 

Meyer’s Quality Implementation Framework was used to appraise policy development and 

translation across these tiers(65). 
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CHAPTER 3 

3.1 Methods 

This chapter describes the overall methodological approach for the four inter-linked studies. 

Details on the specific methods are provided in the published papers (chapters 4-7).  

 

3.1.1 Overview and summary of research methods 

This PhD employed a mixed-method approach which involved the following: 

1. Desk/Literature Reviews of technical reports and published articles relating to PHC 

Operational Planning in Nigeria. Reports from relevant government and non-

governmental organizations were identified for review through Subject-Matter Expert 

recommendations.  

2. Secondary Analysis of National PHC Review Data (most of which originated from the 

Health Management Information System) was conducted comparing implementation 

outcomes of DIVA at the state and LGA levels. Outcome measures used for comparison 

were performance indicators already defined for tracer PHC interventions by the 

Government of Nigeria in the policy documents(1).  

3. Key Informant Interviews were conducted  to collect data on perceptions and 

constraints of PHC reviews from the government (Federal, State, and LGA), and other 

interest groups.  

3.1.2 Sampling and participants 

The research used different sampling techniques for each sub-study as detailed in respective 

research papers. Overall, 242 respondents were selected representing each layer of the health 

system (Federal, state, and LGA) as well as from the various spectrum of actors involved in 

the interventions (government and non-government). Further, 39 policy documents were 

analyzed (Tables 1 and 2). Paper 1 was a national survey in which questionnaires were 

administered to 222 respondents (4 state-level policymakers and 2 LGA-level PHC managers 

from each state in Nigeria). Paper 2 involved  individual interviews of 15 federal policymakers, 

development partners, civil society, state and local government level actors. Paper 3 utilized 

health system and programme data from all 23 LGAs in Kaduna, the only state that has 

sustained implementation of the PHC reviews. Paper 4 purposively selects 2 LGAs in Kaduna 
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(high and low-performing according to specified criteria) for contextual comparison. Table 1 

summarizes the characteristics of respondents. 

Table 2: Summary of study respondents 

Respondent Number Level of operation 

NPHCDA (Senior manager) 3 National 

NPHCDA (Middle level manager) 2 National 

National Consultant (PHC Reviews) 2 National /Sub- 

Development partners 7 International/National 

State Ministry of Health/ State Primary Healthcare Development Agency (Managers) 148 Subnational (state) 

LGA health manager 80 Subnational (LGA) 

Total  242  

 

Table 3: Documents analyzed 

Document Status Source 

Integrating Primary Health Care Governance in Nigeria (2013) Published NPHCDA 

Institutionalization of the Primary Health Care Reviews in Nigeria: Status and Progress (2013) Published NPHCDA 

Revised National Health Policy (2008) Published FMOH 

Guidelines for the Training of Resource Persons and Implementation of Quarterly Primary 

Health Care Planning & Implementation Review: Bottleneck Analysis Methodology (2012) 

Published NPHCDA 

Primary Health Care Under One Roof Implementation Scorecard III Report (2016) Published NPHCDA 

National Strategic Health Development Plan 2010-2015. Published FMOH 

National Guidelines for the Development of PHC System in Nigeria (2012) Published NPHCDA 

NPHCDA annual reports: 2010-2014 (5 documents) Published NPHCDA 

Assessment of NSHDP Progress, Status and Indicators through PHC Reviews: Missions 

Report (2012) 

Unpublished   

Presentations and minutes of stakeholder meeting on PHC reviews (27 documents) Unpublished NPHCDA 

 

3.1.3 Methods for achieving each specific objective 

Objective 1: To identify contextual factors influencing PHC policy implementation in Nigeria 

This was achieved through a review of technical reports and published documents (2010-2017) 

relating to health system governance in Nigeria. Key Informant Interviews were also conducted 

among policy makers and implementers in line with the conceptual framework of this research. 

Thus, the interivews sort ot explore issues such as the role of situational, structural and 

exogenous factors in the implementation quality of PHC interventions. In assessing the 

contextual environment, this research further examined the currently evolving policy and 
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governance reforms upon which DIVA is hinged, using government documents and a policy 

implementation survey. The outputs are presented in papers 1 and 2. 

Objective 2:  To assess the implementation quality of DIVA at the sub-national level  

Implementation of the four stages of DIVA was assessed qualitatively in comparison with the 

guidelines using a theoretical framework of the model for improvement as well as the Quality 

Implementation Framework developed by Meyers et al(2). 

Objective 3: To evaluate the effectiveness of DIVA in improving effective coverage of PHC 

in Kaduna 

This involved a mixed method approach. Data from the PHC reviews were used to quantify the 

outcome of the DIVA process in Kaduna state over a period of time (2013-2016). These were 

analyzed on run charts designed to identify the possible influence of DIVA on the outcome 

measures. The run charts were used to understand variations in monthly data patterns while bar 

charts were used to analyze changes in implementation bottlenecks of the tracer interventions. 

Outcome measures were the ‘effective coverage’ indicators defined for tracer PHC 

interventions by the Government of Nigeria in the policy documents(1).  

Using a Participatory Action Research (PAR) approach, we supported programme managers 

in both LGAs to conduct bottleneck analysis (Diagnose and Intervene phases) on each tracer 

intervention using a modified Tanahashi model and develop plans to address them. PAR 

facilitates action through a reflective cycle. Thus, enabling participants to collect and analyse 

data in real-world contexts and determine actions to be taken. Further, it blurs the line between 

researchers and research subjects by empowering participants to become partner researchers as 

against being mere objects of research (respondents)(3). Work plan implementation fidelity 

(which is an intermediate process of DIVA) was assessed by describing and quantifying 

implementation patterns (proportion of activities implemented) on pie and Paretto charts for 

each tracer intervention. 

Objective 4: To examine the interactions and influence of various actors in subnational 

implementation of PHC interventions  

This was achieved by conducting a interviews in selected LGAs to determine the interactions 

and influence of various actors in implementing the PHC reviews. Review of documents 

(government reports, policies and guidelines) was conducted to identify perspectives and roles 

of different actors as relates to PHC planning and implementation. Documents dating from 
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2010 when the PHC review was conceived were identified and analyzed qualitatively using a 

framework analyses approach.  

Tables 3 presents a summary of the methods used to answer each question while Table 4 

disaggregates these into the various sub-studies in the series. 

Table 4: Summary of Research questions, objectives and methods employed 

Objectives Methods Output 

To identify contextual factors influencing 

subnational PHC policy implementation in 

Nigeria 

Reviewed technical reports and published articles/ 

documents relating to health system governance. Conducted 

Key Informant Interviews. 

Papers I and 2 

To assess the implementation quality of 

DIVA at the sub-national level  

Mixed method: Qualitative (conducted interviews and 

document content analyses), quantitative scorecard 

Paper 2 

To evaluate the effectiveness of DIVA in 

improving coverage of PHC interventions 

in an implementing state 

Mixed method: Evaluated the outcome of DIVA using 

multiple time series and run charts; Qualitative assessment 

of planning processes and output documents of PHC 

reviews at LGAs. 

Paper 3 

To examine the interactions and influence 

of various actors in implementing PHC 

related policies 

Conducted stakeholder Analysis using qualitative methods 

(Interviews and document analysis) 

Paper 4 

 

Table 5: An Overview of measurement and analysis methods used in each paper 

 Study 1 Study 2 Study 3 Study 4 

Issues 

analysed  

Subnational 

implementation fidelity 

of a national health 

initiative 

Implementation 

quality of DIVA as it 

was translated from 

national to subnational 

levels 

Evaluated effectiveness 

of DIVA as an 

approach to identify 

and improve on health 

system bottlenecks in a 

real-world Nigerian 

context 

Evaluated contextual 

influences on DIVA 

implementation in two 

LGAs 

Data 

collection  

2015-2017 2017 2013-2017 

 

2017 

Data 

sources  

148 state-level and 74 

LGA-level PHC actors 

across all 37 states in 

Nigeria surveyed by 58 

data collectors 

15 key informant 

interviews and 39 

document analyses. 

Programme data, 

health management 

information system, 

observation, 

programme reports 

from 23 LGAs in 

Kaduna 

15 key informant interviews 

10 policy document 

analyses 

Analytical 

approach  

Scorecard: Measured 

the extent to which 

states complied to core 

domains of policy 

guidelines 

Quantitative 

(Scorecard) and 

Qualitative: Based on 

Meyer’s Quality 

Implementation 

Framework 

Participatory Action 

Research, Quantitative 

evaluations 

Walt &Gilson Policy 

analyses triangle and 

Kaplan’s Model for 

Understanding Success In 

Quality were used as 

framework for qualitative 

and quantitative analyses 
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3.1.4 Ethical considerations 

Ethics approval was obtained from the National Health Research Ethics Committee of Nigeria 

(NHREC/01/01/2007-13/08/2016) and the Human Research Health Ethics Committee of the 

University of the Witwatersrand, South Africa (M161122). Informed consent was received 

from all respondents. Permissions were obtained from the NPHCDA for use of data not in 

public domain. 

3.1.5 Candidate’s role in the study  

It is important to note my positionality within this research. More so because I am aware that  

as a researcher my pre-conceived assumptions may influence how I perceive and interpret the 

data including the approach to the analysis (4).  Prior to commencing the PhD I occupied the 

position of senior medical officer (policy and planning) at the National PHC Development 

Agency (NPHCDA), Nigeria where I worked since 2011. Some aspects of this study (data 

collection) was carried out as part of my work at the NPHCDA (embedded research). This 

specifically applies to papers 1 and aspects of paper 2 prior to 2016. Paper 1 contained data 

from a national evaluation which involved a large number of data from Nigeria’s 36 states. The 

study involved 25 analysts from various stakeholder organizations including the NPHCDA, 

UNICEF, WHO and the Health Sector Reform Coalision of Nigeria. The large and diverse 

nature of the analysts was due to the large quantity of data to be extracted from documents 

retrieved , the sensitive nature of the documents, and the need to ensure interagency 

transparency in the evaluation. In paper 2, the intervention was implemented with me being an 

embedded researcher. However, that was prior to the PhD. The PhD on the other hand involved 

a retrospective effectiveness analysis of the intervention using data which derived from the 

programme implementation. Thus the intervention was carried out as part of my work, whereas 

the retrospective evaluation was carried out as a full time PhD candidate. 

The researcher  proceeded on study leave to commence the full-time PhD in 2016. My position 

in the NPHCDA aided my research by creating easy access to national and subnational 

participants/respondents. 5 directors at the NPHCDA were interviewed as part of my research. 

No peer or subordinate staff members were interviewed. While my position may potentially 

result in some interviewer/ interpreter bias, it allowed for extraction of information which may 

not have been easily volunteered to external interviewers. Potential bias was mitigated by 

having co-authors external to the Nigerian health system context to provide alternative 

perspectives. Statements on the limitations and potential influence of this embedded research 
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are contained in the respective publications. All aspects of study was designed in entirety by 

me. I also conducted data analysis with the aid of research assistants as stated in the various 

papers. In summary, face to face and phone call interviews were conducted by me. Fieldnotes 

were taken by an assistant. Interviews were converted into transcripts and compared with 

fieldnotes to ensure reliability of transcripts. Further, two assistants listened separately to audio 

recordings and crosschecked against transcripts and fieldnotes.  
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CHAPTER 8 

“Every system is perfectly designed to get the result it gets”- Paul Batalden 

8.1 Discussion 

This PhD contributes to understanding how to improve sub-national implementation quality of 

national PHC policy interventions in Nigeria’s decentralized health system. The PHC review 

initiative was used as a case-study of top-down policy implementation given that it was 

developed nationally by the federal government, implemented by the lowest tier of government 

(the LGA) which serves as the PHC delivery system in Nigeria, under the 

coordination/supervision of the state government (second tier) with significant influence from 

non-state actors.  

8.1.1 Summary of Research Findings  

Papers 1 and 2 examined the formulation processes and translation of national policy initiatives 

to subnational implementers. Papers 3 and 4 mostly examined implementation quality and 

effectiveness at subnational levels (state and LGA) as well as their determinants.  

Paper 1 explored the implementation fidelity of integrated PHC governance policy in Nigeria’s 

decentralized health system by evaluating subnational policy implementation patterns as 

compared to the national guidelines using a scorecard approach. The study found that sub-

national governments’ exercise of discretionary power compromised implementation fidelity. 

Rather than implementing to improve health outcomes, findings suggest that national 

financial/political incentives were better motivators of subnational compliance with national 

guidelines. Thus, the study presents new contextual perspectives on how to better improve 

subnational political drive for implementation. Paper 2 retrospectively appraised the quality of 

the PHC review top-down implementation process using two theoretical frameworks. Meyer’s 

Quality Implementation Framework was used in evaluating the policy translation process from 

national to subnational levels. Inadequate stakeholder engagement and poor adherence to 

implementation plans were found to affect subnational implementation quality.  

In paper 3, state-level effectiveness of DIVA was evaluated. The results showed that DIVA is 

potentially effective in improving population health outcomes. However poor implementation 

fidelity, occasioned by political and administrative constraints, affected observed outcomes. 
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Following these findings, paper 4 sought to examine these contextual constraints in detail at 

the LGA level using an integrated mixed methods approach. The study found LGA leadership 

and management constraints to have the most significant impact on implementation outcomes, 

even though external support for implementation accounted for the greatest contextual 

disparities in sampled LGAs.  

Full results are presented in each appended paper while an integrated inference is discussed 

below and summarized on Table 4. 

8.1.2 Integrative inference of findings  

Policy implementation is a complex process, especially in decentralized LMIC settings. This 

research series examined the content, context, processes and outcomes of DIVA as a top-down 

policy initiated by the national government, translated through the state to the local government 

where implementation occurs. These overarching themes, drawn from the Walt and Gilson 

policy analysis triangle (1), were further examined using other theories and frameworks. The 

Interactive Systems Framework (ISF) suggests that, in order to improve implementation 

outcomes, attention must be given to the synthesis of policy, translation/adaptation, and support 

(technical, political, financial and administrative) for implementation as well as the delivery 

system(2). The Quality Implementation Framework (QIF) was useful in examining the strength 

of these interactive systems as well as adherence to the policy processes towards ensuring 

optimum implementation outcomes (fidelity and sustainability) (3). Emergent themes relating 

to the research objectives are discussed using the Walt and Gilson triangle(1), which serves as 

an integrating framework for all the theories, frameworks and methods used in this research.  

Context 

The conceptual framework of this research classifies contextual factors influencing policy into 

structural, cultural, situational, and exogenous factors based on Leichter’s theory (4) 

Structural factors (Decentralization, politics and governance): Top-down policies in 

decentralized systems require systematic introduction and implementation across tiers of health 

systems. Consequently, to ensure optimum implementation quality, it is essential to consider 

the extent of political and administrative decentralization and ensure that the policy is adaptable 

to context. Related to this, political culture was found to influence how DIVA gets 

implemented. Political culture is defined as "set of attitudes, beliefs and sentiments that give 

order and meaning to a political process and which provide the underlying assumptions and 
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rules that govern behaviour in the political system"(5). Subnational autonomy within Nigeria’s 

health system institutionalizes lower-level discretionary power of choosing whether and how 

to implement national policies. Thus, governance structures and degree of subnational 

autonomy/ discretionary power commonly affect implementation quality leading to differential 

outcomes across states and local governments. Structural, political and administrative 

bottlenecks commonly constrain implementation. Consequently, in systems with high degree 

of subnational autonomy, sustained advocacy, with technical support and use of political 

incentives, may help improve subnational uptake and implementation quality. A bottom-up 

approach to policy planning may also improve implementation quality as it can ensure 

adaptation of policy to contextual nuances, thus potentially improving implementation fidelity. 

However, lower level resource gaps commonly experienced in LMICs may contrain the quality 

of policymaking using this approach. 

The role of situational factors (transient incidents also called “triggering” or “focusing” events 

which kindle policy processes) in placing DIVA on the policy agenda was minimal; as 

evaluated using the MUSIQ framework (paper 4). However, declining health indices and weak 

LGA health governance structures partly informed the introduction of DIVA in Nigeria by 

UNICEF. Another key finding in this research series relates to exogenous influence on how 

policies are adopted and implemented across the governance spectrum. Many policies 

initiatives in LMICs are influenced by donors and development partners, who sometimes, in 

the absence of strong government coordination, skew implementation towards their own 

interests and priorities which may conflict with government ones. 

Actors’ roles 

Actors are central to policy processes consequently their actions, inactions and interests directly 

or indirectly affect implementation outcomes. Three categories of actors are relevant to the 

context of this research. These are the policy initiators (national government), policy 

implementers (subnational governments) and the non-state influencers. 

Policy initiators: In this case-study, the Federal Government of Nigeria is the policy initiator, 

setting the national thrust for health. Thus, the responsibility of translating policy to subnational 

actors lies with this governance tier. Although national government may set visionary goals for 

PHC, it is usually unable to ensure quality implementation and sustainability at subnational 

level. Initiators of interventions must, therefore, adequately engage subnational stakeholders. 

Poor stakeholder engagement by the national initiators was a major factor responsible for 
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implementation failure of the PHC reviews in most states in this case-study. Findings also 

suggest that effective implementation will require some degree of central oversight and 

ownership. However, provision of incentives, supportive supervision and mentoring to lower 

decision-making levels with respect to policy implementation and change management can 

facilitate sub-national implementation of health interventions and policies. 

Subnational governments: Subnational governments are key determinants of population 

access to and experiences of the frontline delivery of national health initiatives. Strong 

subnational political will is essential for quality implementation in multi-level governance 

contexts. The roles of the state and LGAs fall within the ISF support and delivery systems 

respectively, even though some overlap is evident. The present structure of the LGA system 

does not allow for the effectiveness of PHC interventions given the weak managerial capacity 

and political accountability at that level. Consequently, to improve health systems 

performance, a governance model that empowers the LGAs technically, politically and 

financially is recommended. However, given that this will involve a complex political process 

with no guaranteed outcome, a more practical approach will be to centralize governance of the 

PHC delivery system at the state level. This is currently ongoing, however as evaluated in Paper 

1, the implementation fidelity of this reform process is also poor. 

 Non-state actors: Non-state actors include donors, development partners, civil society, and 

the local community. They play critical roles in policy processes across the governance tiers. 

Many times, these roles are supportive, however, this study found that non-state actors are 

known to also alter policy design and implementation in favour of their own interests. 

Consequently, government coordination external interests and activities is important. Civil 

society can also play significant role in advocating for more responsible and accountable 

political governance, as well as ensure that donor interventions align with population needs 

and priorities. However, the extent of influence of civil society on policy implementation is 

limited by capacity for evidence-informed policymaking, knowledge of internal policy 

processes, as well as resources to ensure sustained advocacy for change. 

Content 

Attaining UHC requires systems capable of ensuring that required interventions and services 

are effectively delivered to populations in need. Consequently, to ensure quality 

implementation outcomes, attention must be given to how the policy is synthesized, translated, 

communicated and interpreted across tiers of the policy process. The different kinds of 
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stakeholders at the different stages of the policy process must be taken into account. Whereas 

some components of policy must be made adaptable to contextual nuances, efforts must be 

taken to ensure fidelity of core components of policy if the desired outcomes are expected to 

be attained. Politics, leadership and good management practices are also key determinants of 

UHC.  

Policy processes 

Key process determinants are implicit within the above discussed themes. In addition, findings 

suggest that non-adherence to implementation plans was evident across the implementation 

continuum. Systematic approaches (e.g. using implementation science frameworks and 

models) to policy development, translation and implementation is recommended. This will 

require closer collaboration between researchers and policymakers. Thus, the Participatory 

Action Research methods used in aspects of this research series, as well as other knowledge 

translation approaches, can improve implementation outcomes if applied routinely. Further, 

whereas national policymakers commonly drive policy thrusts in many decentralized LMICs, 

effective implementation outcomes and overall impact of policy requires stronger bottom-up 

approaches. This way, policy initiatives may be more easily adapted to local (implementation) 

contexts, thus improving (even though not guaranteeing) greater fidelity and sustainability of 

the policy. However, central (top-down) oversight remains important in ensuring a balance of 

fidelity and contextual “fit”, as well as alignment of processes and outcomes with national 

policy goals. 

Table 5 summarizes thematic analysis of findings from the 4 research papers. 
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Table 6: Summary of key findings from the 4 PhD research papers 

Themes Paper 1: 

Evaluating subnational fidelity of 

national initiatives 

Paper 2: 

Implementation quality of 

national PHC initiatives 

Paper 3: 

Effectiveness evaluation of 

DIVA 

Paper 4: 

How contexts and actors affect 

implementation of DIVA 

Context: 

Decentralization, 

politics, governance  

National priorities do not automatically 

translate to subnational priorities 

Implementation quality of national policies 

declines at subnational level of 

decentralized systems. 

Governance structures and degree of 

subnational autonomy/ discretionary power 

commonly affects implementation quality 

leading to differential outcomes across 

states and local governments 

Top-down policies in 

decentralized systems require 

systematic approach in 

introduction and implementation 

across tiers of health systems 

National priorities do not 

automatically translate to 

subnational priorities 

Contextual paradigms must be 

evaluated and considered in 

implementation to improve 

implementation quality 

A bottom-up approach to PHC 

planning using the DIVA 

approach model can potentially 

improve performance in 

decentralized LMIC health 

systems. 

Integrated PHC planning and 

aspects of implementation are 

possible and effective if structural 

and managerial bottlenecks are 

addressed. 

Although PHC is the cornerstone of 

Nigeria’s health system, the delivery 

system at the LGA is weak as is 

common in many LMICs.  

The success of DIVA in decentralized 

planning depends on local government 

leadership, financial and technical 

support.  

Political will is a key determinant of 

quality implementation  

Responsible and accountable political 

governance is essential for quality 

implementation 

Actors’ roles: National 

government  

Provision of incentives, supportive 

supervision and mentoring to lower 

decision-making levels with respect to 

policy implementation and change 

management can facilitate sub-national 

National level initiators of 

interventions must adequately 

engage subnational stakeholders to 

ensure quality implementation and 

sustainability of initiatives 

Effective implementation will 

require some degree of central 

oversight and ownership. 

 

Although national government may set 

visionary goals for PHC, it is usually 

unable to ensure quality 

implementation at subnational level 
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Themes Paper 1: 

Evaluating subnational fidelity of 

national initiatives 

Paper 2: 

Implementation quality of 

national PHC initiatives 

Paper 3: 

Effectiveness evaluation of 

DIVA 

Paper 4: 

How contexts and actors affect 

implementation of DIVA 

implementation of health interventions and 

policies 

Systematic approach to scale-up 

of interventions is essential to 

ensuring subnational fidelity 

Actors’ roles: 

Subnational 

implementers  

Sub-national levels of government are key 

determinants of population access and 

experience of the frontline delivery of 

national health initiatives 

 

Lack of subnational ownership 

and commitment largely informed 

poor sustainability as federal 

support and coordination waned 

Strong subnational political 

prioritization is essential for 

quality implementation in multi-

level governance contexts 

To improve health systems 

performance, a governance model 

that empowers the LGAs 

technically, politically and 

financially will have to evolve. 

 

The present structure of the LGA 

system does not allow for the 

effectiveness of PHC interventions 

given the weak managerial capacity 

and political accountability at that 

level. 

Actors’ roles: Non-

state actors  

Consistent advocacy to all stakeholders 

(particularly decision makers) on the 

relevance and benefits of the policy is 

essential 

Non-state actors play critical roles 

in implementation processes; 

however, government 

coordination is essential for 

harmonized implementation. 

Engagement of stakeholders at 

different levels of government as 

well as different sectors of the 

economy is essential 

Withoutexternal support from 

development partner, PHC planning 

and/or implementation of plans in 

Nigeria is almost absent.  

Although the national government may 

set visionary thrusts for PHC, at the 

subnational level, interventions are 

commonly skewed towards donor 

interests. 
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Themes Paper 1: 

Evaluating subnational fidelity of 

national initiatives 

Paper 2: 

Implementation quality of 

national PHC initiatives 

Paper 3: 

Effectiveness evaluation of 

DIVA 

Paper 4: 

How contexts and actors affect 

implementation of DIVA 

Civil society can play significant role 

in advocating for more responsible and 

accountable political governance, as 

well as ensure that donor interventions 

align with population needs and 

priorities 

Content: 

Contributions to 

Universal Health 

Coverage debates 

Sub-national levels of government play a 

central role in the implementation of 

national efforts to achieve UHC. 

Subnational constraints can significantly 

affect the implementation chain such that 

policy initiatives might not be implemented 

as intended. 

Strengthening subnational level 

governance is critical to 

improving quality of health 

interventions 

 

Attaining UHC requires systems 

capable of ensuring that required 

interventions and services are 

effectively delivered to 

populations in need.  

Evidence-informed, context-

adaptive, decentralized PHC 

planning approaches provide 

appropriate platform for 

integrating health system 

components towards UHC 

Politics, leadership and good 

management practices are key 

determinants of UHC 

Continuous stakeholder engagements at 

all levels of decentralized systems are 

necessary to keep on track with UHC 

goals 
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8.1.3 Implications of findings on policy implementation in decentralized LMICs 

This series of studies contributes to ongoing debates around the impact of decentralization on 

health system strengthening in LMICs. While reinforcing previous knowledge that 

decentralization can potentially improve health system performance, this research also brings 

to light approaches that could optimize the impact of decentralization despite known 

limitations.  

Findings suggest that two subtle assumptions by national actors seem to have been responsible 

for implementation challenges across the tiers of governance. First is the assumption that 

national priorities should automatically translate to subnational priorities and will be 

implemented as planned. This paradigm is evidenced in the approach usually taken in the 

development of national health policies without adequate subnational consultations. In Nigeria, 

this phenomenon has been attributed to the evolution of governance from unitary military 

system to federal decentralized governance without adequate national reorientation(6). 

Similarly, Ethiopia, another African country with a past unitary military history, is also 

challenged with persisting centralization culture within its current federal system of 

government and is reputed for poor subnational stakeholder engagements in policy-making(7). 

Consequently, within the health system in both countries, a strong top-down approach to 

policy-making is dominant and has been associated with subnational implementation gaps(6, 

8-13).  

A strategy adopted for central coordination of the health sector in Nigeria is the National 

Council on Health (NCH); which is the highest policy-making body for health(6). The NCH 

sets national visions, thrusts and goals to be implemented across the various levels of the health 

system. The composition of the NCH (consisting of all state ministries of health, represented 

by their respective commissioners, and chaired by the national minister for health) assumes 

that its decisions should find easy sub-national implementation(8, 14, 15). This assumption, 

however, fails to take into cognizance that states, being administered by democratically elected 

governors (with their executive councils) and legislatures, can make and implement health 

policies and laws independent of the national government(6). This power is reinforced by the 

Nigerian constitution’s silence on the functions and responsibilities of each tier of government 

with respect to health system governance(6, 16). Conversely, subnational governments 

commonly expect responsibility for funding or coordination of national or externally supported 

interventions to fall on the respective initiators. Thus  interventions commonly get altered, 

under-implemented or even discarded at the subnational level (6). This phenomenon is not 

unique to Nigeria or federal systems of government. Walker and Gilson, as well as Scott et al. 
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demonstrated that lower level perspectives and resistance to policy (even when the 

implementers stand to benefit from the policy) could significantly affect the policy 

processes(17, 18). South Africa’s pilot implementation of the National Health Insurance 

experienced district-level variation in implementation quality, indicating different levels of 

subnational readiness(19). Similarly, subnational personal and institutional interests 

constrained implementation fidelity of Ghana’s (unitary) National Health Insurance 

Scheme(20). Thus, to ensure implementation quality and sustainability of such initiatives, 

significant subnational participation in policy development as well continued engagement 

towards ownership is essential. 

The second assumption is that political actors prioritize health interventions based on scientific 

evidence. Policymakers of this view believe that providing evidence (from pilot studies) that 

DIVA works to improve population health and will convince subnational political actors to 

own and support implementation of the intervention. Consequently, it seemed to have been 

assumed that convincing state commissioners of health with such evidence at the NCH was 

sufficient engagement with the state governments. The commissioners will be expected to 

engage with the state governors and other state political actors who should be ‘excited’ to 

receive such evidence. However, in reality, political actors prioritize political interests such 

that they sometimes interpret and use scientific evidence as ‘political ammunition’ to support 

predetermined positions(21). Thus, an initiative without sufficient political capital hardly 

makes its way into the subnational policy agenda. For example, within the context of the 

integrated PHC governance reforms in Nigeria, subnational political acceptance of the policy 

was stimulated by political incentives. First, financial incentives for implementing states were  

implied in the National Health Act(15). Further, the health sector advocacy coalition played a 

significant role in creating political sentiments towards implementation(6). In spite of these, 

states were found to exhibit discretion in implementing elements of the policy, largely 

prioritizing elements that were more physically verifiable (structural) than more functional 

ones such as the provision of minimum service package; thus compromising implementation 

quality(6, 11). With respect to the PHC reviews, even though most state governments failed to 

own the initiative, the transformational nature of the new political leadership (elected in 2015) 

seemed to be the key driver of acceptance and sustainability in Kaduna state. This is evidenced 

by its continued emphasis on Universal Health Coverage through PHC revitalization 

initiatives(22). Further, it would seem that engagement of political actors as participants in the 

PHC reviews by health sector actors significantly improved state-level political 

commitment(23). However, better LGA level political commitment is needed to improve 

implementation quality. The role of health policy advocacy and advisory groups with diverse 
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representations (e.g. civil society, academia, professional groups) has been shown to stimulate 

such commitment by creating political capital in Nigeria and other similar settings(6, 24-26). 

Engagement of actors across the evidence to policy and practice continuum is critical to 

successful implementation as it helps create acceptable and better evidence-informed policies 

as well as generate better development outcomes(25, 27). For example, success in the 

development of Ghana’s National Health Insurance Scheme has been attributed to strong 

stakeholder engagements in the policy processes(28).Further, at lower levels (delivery system), 

community engagement was also a useful strategy in promoting acceptance as well as 

improving interest and active participation in the scheme(29). Conversely, inadequate 

engagement of critical stakeholders has been implicated in the weak mental health policies in 

Ghana, Uganda, South Africa and Zambia(30).   

Although decentralization theoretically provides opportunity for local community participation 

in healthcare decision making, in reality this may not always be the case. Weak lower level 

capacity for healthcare agenda setting, particularly with respect to global health initiatives and 

thrusts, makes the role of central governments critical. Consequently, dynamic power 

equilibrium between central and subnational actors will have to be evolved with each 

intervention and/or implementation context.  

While perfect implementation has been said to be an unlikely expectation (6, 27), ensuring 

optimal subnational implementation quality of health interventions in decentralized systems 

requires sustained advocacy and stakeholder engagement across all tiers. Rather than assuming 

implementation fidelity is natural, process evaluations and scientific approaches to 

implementation (which take contextual variabilities into cognizance) should be incorporated 

into policy processes.  

8.1.4 Contribution of findings to implementation science and HPSR 

In recent years, there have been growing interests around how to translate evidence to policy 

and practice in the real-world, thus, the advancement of the field of implementation 

science(31). Implementation science has been described as the ‘scientific study of methods to 

promote the systemic uptake of research findings and other evidence-based practices into 

routine practice to improve quality and effectiveness of health services and care’(32). The 

discipline aims to improve the efficiency of the evidence-policy-implementation 

continuum(33). On the other hand, health policy and systems research (HPSR) “seeks to 

understand and improve how societies organize themselves in achieving collective health 

goals, and how different actors interact in the policy and implementation processes to 
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contribute to policy outcomes”(34). The evident overlap between implementation science and 

HPSR informed the use of frameworks both disciplines in this research series. Further, this 

research demonstrates how models, theories and frameworks from policy analyses and 

implementation science research can complement each other in addressing real-world health 

system challenges. Policy analysis can serve to address political and socio-economic drivers of 

interventions thus creating optimal environment for systematic approaches to quality 

implementation. 

Implementing top-down policy initiatives are particularly challenging in decentralized LMIC 

settings. The overarching conceptual framework of this PhD, which examines how policy 

actors’ interact within various contexts to affect policy processes, guided interpretation of 

facilitators and constraints of PHC policy implementation in Nigeria, with implication for other 

similar decentralized LMICs(1, 35). Specifically, interactions were examined with respect to 

the policy synthesis, translation, support and delivery systems across the tiers of governance.  

Overall, implementation process and outcomes (particularly fidelity and sustainability) of 

national initiatives depend on the how adaptable the policy content is to the various subnational 

contexts, the extent to which key state and non-state actors are engaged across the tiers of 

governance, the degree to which the various actors buy into the initiative (particularly at the 

implementation level/delivery system, e.g. LGA in Nigeria). Findings from this series of 

studies suggest that, given sufficient resources (e.g. financial, human and statutory), political 

and management related factors are key determinants of successful implementation of PHC 

strengthening initiatives. Table 6 summarizes the key contributions of this research to 

implementation science and HPSR, including the strengths and limitations of frameworks and 

theories applied. 

Table 7: Summary of key contributions to implementation science and HPSR: strengths and limitations 

Paper 1: 

Evaluating subnational 

fidelity of national 

initiatives 

Paper 2: 

Implementation quality 

of national PHC 

initiatives 

Paper 3: 

Effectiveness evaluation 

of DIVA 

Paper 4: 

How contexts and actors 

affect implementation of 

DIVA 

This study highlights the 

importance of measuring 

implementation fidelity as a 

means of identifying process 

gaps and  improving policy 

implementation, especially in 

decentralized health systems.  

The study tested the use 

of an implementation 

science framework, 

originally designed for 

application in 

organizational settings, in 

Demonstrates that quality 

improvement models 

(like DIVA) applied at 

the macro-level of health 

systems can potentially 

improve delivery of PHC 

Methodologically, the Model 

for Understanding Success In 

Quality (MUSIQ) was useful 

in identifying sub-national 

contextual constraints but 

could not highlight the relative 
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Evidence generated from 

such evaluations  can assist 

national policymakers 

identify more effective 

strategies to support 

subnational tiers of 

governance in improving 

health system processes and 

outcomes.  

Evaluating implementation 

fidelity guides other policy 

stakeholders at all levels in 

evidence-based advocacy and 

other strategies towards 

effective policy execution. 

Thus, implementation 

research should be 

incorporated into policy 

processes. 

 

a multi-level LMIC 

governance system 

Quality Implementation 

Framework (QIF) was 

found useful in 

highlighting key process 

gaps in subnational policy 

deployment process  

The  study identified gap 

in existing literature 

regarding how to ensure 

quality implementation 

multi-level governance 

contexts.  

 

 

interventions and health 

system performance 

Contextual adaptation of 

these models is essential 

for optimal results 

Government coordination 

of stakeholders is critical 

for successful 

implementation 

impact each factor had on 

implementation outcomes.  

MUSIQ composite scores 

could not explain the 

magnitude of differences in 

implementation between 

LGAs. 

Key informant interviews and 

the RACI matrix compensated 

by revealing that some 

contextual influences (such as 

funding and political will) 

were greater determinants of 

successful implementation 

than others.  

The Walt and Gilson health 

policy analysis triangle guided 

integration of inferences from 

all methods employed. 

 

 

8.2 Conclusion 

40 years after the world declared its intention to pursue “Health for All”, and almost 6 years 

after urging governments to move towards ensuring access to affordable, quality health-care 

services (vis a vis UHC), strong PHC systems remain key determinants of success, particularly 

in LMICs(36). Whereas numerous interventions have been initiated to improve PHC 

performance, sub-optimal implementation has hindered attainment of desired outcomes. As 

findings from this series of studies suggest, the interplay of health system complexity, evolving 

interests of political and social actors, political structures and systems, among others, determine 

the extent to which interventions are successfully implemented.  Multi-level governance 

systems with significant autonomy of the tiers, as found in decentralized (devolved) health 

systems, create significant political and administrative barriers to implementing top-down 

policy initiatives. The extent of subnational political autonomy may also be limited by financial 

autonomy, as discussed in chapters 1and 4. Thus, in systems like Nigeria, higher level 

government may influence subnational policy implementation by virtue of its financial weight 

and financing structure. 
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Based on findings in this research series, the following strategies to improve sub-national 

implementation fidelity and sustainability of national PHC policies in decentralized systems 

such as Nigeria are recommended: 

1. Strengthen policy evidence generation, synthesis and translation systems. Policy 

initiators and facilitators must incorporate operational and implementation research 

within the policy process to generate evidence for advocacy to policy makers and 

implementers across the tiers of governance.  

2. Strengthen policy support systems by providing incentives, supportive supervision, 

coaching and mentoring to subnational implementers (delivery systems).  

3. Generating political support is critical, thus, in translating evidence for policy, inclusion 

of political gains of implementation (in addition to population health outcomes) can 

serve to facilitate implementation. 

4. Sustained advocacy to all actors (particularly decision makers) on the relevance and 

benefits of the policy. Applying stakeholder analyses techniques to identify and engage 

power structures across the implementation continuum can facilitate implementation. 

Whereas these recommendations may serve to improve implementation quality, they cannot 

guarantee optimal implementation. Thus, evidence-informed strategies are needed which 

evolve with contextual dynamics such as evolution in political power and governance 

paradigms. The findings in this PhD present only a few pieces of the puzzle on how to 

effectively implement policies in decentralized contexts. Consequently, further research is 

needed to strengthen and complement inferences from this series.  And finally, citing the World 

Report on HPSR, “the evidence-to-policy field remains quite fragmented. While some 

practitioners operate primarily within a traditional knowledge-translation paradigm, others 

come from the research communication field, still, others focus on evidence synthesis, and 

some are more interested in studying how evidence, among other factors, affects policy 

development and implementation”(37).  This series of studies weigh the role of evidence in 

real-time policy interventions and contributes to synergizing the various fragments of the 

discipline towards improving policy implementation and impact on health system outcomes. 

The series also contributes to debates around UHC/PHC by emphasizing the important role of 

political, financial and health system governance in ensuring effective delivery systems which 

can provide quality, equitable, efficient and effective services to the population in need: the 

goal of UHC. 
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IV. Information sheet: LGA PHC Coordinator and Programme Managers 
 

 

Good day. My name is Ejemai Eboreime, I am a PhD candidate and I am a member of a research team 

from the School of Public Health (University of Witwatersrand in Johannesburg).  As per our initial 

communication with regards to the study on the PHC Reviews/Bottleneck Analysis, I would like to 

obtain from you an overview of the programme, your views on the implementation of the programme. 

This will include information on the barriers and facilitators to implementation as well as the role of 

other stakeholders in operational planning. 

Here is some information about the study and the information that we are hoping to discuss with you. 

 

Background 

We are mostly interested in the extent to which LGAs incorporating PHC Reviews/ Bottleneck analysis 

into their routine planning, monitoring and evaluation systems for PHC. We would like to understand 

the readiness of LGAs to adopt PHC Reviews/ Bottleneck analysis into systems and the barriers and 

facilitators to adoption.   

To gain a better understanding of the implementation process as well as the constraining and enabling 

factors encountered by LGA PHC managers, I want to carry out interviews and focus group discussions. 

I will also be examining work plans and implementation reports. All of these activities will be conducted 

having received permission the Primary Health Care Development Agency. 

 

You have been selected to participate as a key informant interview because you are either 

involved with PHC Reviews/ Bottleneck analysis or involved with PHC programme planning/ 

implementation in your LGA.  

We would like to invite you to participate in this study and to ask your permission to conduct an 

interview with you. 

Consent 

Permission to carry out this project has been obtained from the National Primary Health Care 

Development Agency as well as Research Ethics Committees both in Nigeria and South Africa. 
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Will there be any benefit or risks from participating?  

There are no foreseeable risks or discomforts to participating in this research. All answers will be 

reported in a general way and no names of LGAs or individuals will be used or stored with the 

transcripts for this interview. There are no direct benefits of this research to you, however, you will 

receive advance copies of the research finding which may help improve your work. 

During the interview you have the right to decline to answer any of the questions, or stop the interview 

at any time.  The fact that you have done this will not be reported to anybody, will not be recorded in 

the research report and will not have any negative consequences for you. 

Permission to tape the interviews: To make the interview easier for us, we will also ask if we can tape 

the interview.  If you do not want the interview to be taped that is your right, and it will not influence 

the interview or the research in any way. If you give us permission to tape the interview we will listen 

to the tape and write down every thing that you say but not use your name. We will keep the tapes for 

two years, after which they will be destroyed.   

 

Confidentiality 

As a participant in the research you can expect that all the information you provide will be treated in a 

confidential way. The names of LGAs and individuals will not be used in the research report. We will 

keep all information that people provide confidential. If necessary a member of the research team may 

contact you to check that you are happy with what has been written, and are not worried that you can 

be identified. 

While efforts will be made to keep personal information confidential, it is important to note that absolute 

confidentiality cannot be guaranteed.  Personal information may be disclosed if required by law. 

Organizations that may inspect and/or copy your research records for quality assurance and data 

analysis include groups such as the Research Ethics Committee. 

The Interview 

The interview will take about an hour.  It will be carried out in English unless you would prefer it to be 

in your own language.  The interview will be carried out at a time and place that are convenient to you, 

and will not interfere with your duties in the department. 

We understand that the time taken for the interviews may have some implications such as you missing 

the staff bus to convey you home. Please be reassured that your transport fare will be reimbursed as 

well as any other out of pocket expenditure which you may incur as a result of this interview.   

Contact Details of the Principal Investigators of the Research Project. 
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If you have any further questions, or any complaints about the way that the study is being 

implemented, you can contact the Principal Investigator of the project. 

 

 

Dr Ejemai Eboreime 

National PHC Development Agency 

681/682 Gimbiya Street, Abuja, Nigeria 

Email: Ejemai.eboreime@wits.ac.za 

Mobile: +2347035763597 

Supervisors:  

 

Dr Nonhlanhla Nxumalo    Prof John Eyles 

Centre for Health Policy    Centre for Health Policy 

School of Public Health    School of Public Health 

University of the Witwatersrand   University of Witwatersrand 

Johannesburg      Johannesburg 

 

Email: nonhlanhla.nxumalo@wits.ac.za   Email: john.eyles@wits.ac.za    

 

Should you have any further questions concerning the ethical processes of this study, or feel 

there are ethical violations, please contact the HREC Chair/ Administrator for participants 

HREC (Medical) contact details:  

Nigeria:  

National Health Research Ethics Committee, Abuja: info@nhrec.net 

South Africa: 

Prof P Cleaton Jones,  

Tel: 011 717 2301,  

Email: peter.cleaton-jones1@wits.ac.za 

Ms Z Ndlovu/ Mr Rhulani Mkansi/ Mr Lebo Moeng (Administrative Officers) 

Tel:  011 717 2700/2656/1234/1252 

Emails:  zanele.ndlovu@wits.ac.za; Rhulani.mkansi@wits.ac.za; and Lebo.moeng@wits.ac.za 

Thank you for taking the time to read this information sheet. 

mailto:Ejemai.eboreime@wits.ac.za
mailto:nonhlanhla.nxumalo@wits.ac.za
mailto:john.eyles@wits.ac.za
mailto:info@nhrec.net
mailto:peter.cleaton-jones1@wits.ac.za
mailto:zanele.ndlovu@wits.ac.za
mailto:Rhulani.mkansi@wits.ac.za
mailto:Lebo.moeng@wits.ac.za
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V. Consent Form for Key Informant Interviews 

 
 
I have been given the Information Sheet on the study on PHC Reviews/ Bottleneck Analysis in 

Kaduna/Edo state. I have read and understood the Information Sheet and all my questions have 

been answered satisfactorily.  

 

I understand that it is up to me whether or not I would like to participate in the interview and 

that there will be no negative consequences if I decide not to participate. I also understand that 

I do not have to answer any questions that I am uncomfortable with and that I can stop the 

interview at any time. 

 

I understand that the researchers involved in this project will ensure confidentiality and that 

my name will not be used in the study reports, and that comments that I make will not be 

reported back to anybody else. 

 

Yes, I consent voluntarily to be interviewed    

No, I do not give consent to be interviewed    

 

 

Interviewee’s signature:  Date:  
 

 

Interviewer’s signature:  Date:  
 

 

Interviewer’s name 

(please print):  Date:  
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VI. Consent to tape record in-depth interviews (key informants) 
 

I have read the project information sheet, and I understand that it is up to me whether or not the 

interview is tape-recorded. It will not affect in any way how the interviewer treats me if I do not want 

the interview to be tape-recorded.  

 

I understand that if the interview is tape-recorded that the tape will be destroyed two years after the 

interview. 

 

I understand that I can ask the person interviewing me to stop tape recording, and to stop the interview 

altogether, at anytime.  

 

I understand that the information that I give will be treated in the strictest confidence and that my 

name will not be used when the interviews are typed up. 

 

Yes, I give my permission for the interview to be tape recorded    

No, I do not give my permission for the interview to be tape recorded  

 

Interviewee’s signature:  Date:  

Interviewer’s signature:  Date:  

Interviewer’s name 

(please print):  Date:  
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VII. Key Informant Interview Questions  
 

I. INTERVIEW GUIDE FOR PHC REVIEWS/ BOTTLENECK ANALYSIS 

First of all, thank you for being willing to speak with me about PHC operational planning.   

1. I’d like to start by asking you, in your own words, could you please tell me how you are 

involved in PHC operational planning in an LGA?   

a. Probe: What areas/ programmes are you involved in planning?  

b. Probe: Who do you work with during the operational planning process (list team 

members)?  

c. Probe: Please describe in your own words how you develop plans for PHC in 

your LGA?  

2. Do you know about PHC Reviews/ Bottleneck analysis? Please tell me what you know 

about it. 

a. Probe: What do you think about PHC Reviews/ Bottleneck analysis? Is it very 

useful? Is it easy to implement? 

b. Probe: Do you have other planning tools or methods besides PHC Reviews/ 

Bottleneck analysis? Please describe them. 

c. How would you describe the availability and quality of data used for PHC 

planning?  

3. Can you comment on the capacity and training needs of your team with respect to PHC 

planning and reviews? 

4. What do you do after the PHC Reviews/ Bottleneck analysis? How do you implement the 

plans you developed? 

a. Probe: Who supports you in implementing your plans? Community? 

Development partners? LGA? State? 

b. Probe: How do you get funding for operational plan implementation?  

c. Probe: What challenges do you have with work plan implementation? 

d. Please describe how you change or improve on your work plans later in the year 

if you find out they are not working as expected? 

5. From your observation, how is PHC Review/ Bottleneck analysis starting to become 

more incorporated into the planning cycle in your LGA?  

a. Probe: Is there an increasing need/ demand for real time available data from the 

PHC Reviews/ Bottleneck analysis? Please explain. 

b. Probe: How are staff across your LGA (especially the health facilities) using 

findings from PHC Reviews/ Bottleneck analysis?  

c. Probe: How are stakeholders (communities, government, development partners) 

using findings from PHC Reviews/ Bottleneck analysis? How are they involved 

in the planning and implementation process? 

6. How do you see PHC Reviews/ Bottleneck analysis being compatible with your work at 

the LGA health department?  

a. Probe: Please explain how you think that the PHC Reviews/ Bottleneck analysis 

is currently affecting health outcomes in your LGA?  
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b. Probe: How do you think PHC Reviews/ Bottleneck analysis can be improved 

upon? 

7. So, in summary, what do you think have been the major factors that are working in your 

favour in terms of PHC Reviews/ Bottleneck analysis?  

a. Probe: What has the role of other actors, such as partners, political or community 

leaders been?  

8. What are the major barriers that are impeding the adoption of PHC Reviews/ Bottleneck 

analysis into your planning and M&E system?  

a. Probe: Do you think that PHC Reviews/ Bottleneck analysis can continue in your 

LGA without external support? Please explain 

 

II. INTERVIEW GUIDE FOR PHC REVIEWS GOVERNANCE AND 

LEADERSHIP 

1. Can you tell me about how the PHC review initiative began (historical perspective)? 

What informed the initiative? 

2. How can you describe the integration of the programme to the existing PHC 

initiatives? (e.g. PHCUOR) 

3. How were stakeholders engaged in the process?  

a. Community involvement? 

b. Development partners 

c. Other government programmes and structures 

4. How will you describe national government leadership/ownership? 

5. How did the states and LGAs accept the initiative? 

6. To what extent were the PHC reviews successful in achieving the desired results? 

7. Presently, only Kaduna state has continued to implement the PHC reviews on an 

annual basis. What do you think facilitated sustenance in the state? Why could other 

states not continue? 

8. Kindly comment on implementation gaps and challenges across the various levels of 

government. 

9. What do you think could be done differently to improve sustainability and 

effectiveness of the PHC reviews? 

10. Any other comments on implementation of PHC reviews and other similar policies 

ratified by NCH? 

11. That’s it. Thank you for your participation. Is there anything else that you would like 

to add?  

Would you like an advance copy of the findings when they are ready? 
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VIII. LGA operational plan - performance assessment tool 
 

III. LGA OPERATIONAL PLAN - PERFORMANCE ASSESSMENT TOOL 

Activity 

No. 
Activity 

Extent of implementation Remarks 

Completely 

implemented 

Partially 

implemented 

Not 

commenced 

Enhancers Challenges 
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IX. Permission to access data  (NPHCDA) 
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XI Publication lisences and permissions 
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