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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



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,



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
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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



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 States® Local Government? Derivation Formula®

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

! 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)



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 NHACct, 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).



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



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)
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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



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)
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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?

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

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 DIV A 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
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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

19



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 DIV A 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  Published NPHCDA
Health Care Planning & Implementation Review: Bottleneck Analysis Methodology (2012)

Primary Health Care Under One Roof Implementation Scorecard 111 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  Unpublished

Report (2012)

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.
Obijective 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 DIV A 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

Obijectives

Methods

Output

To identify contextual factors influencing
subnational PHC policy implementation in
Nigeria

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

To evaluate the effectiveness of DIVA in
improving coverage of PHC interventions
in an implementing state

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

related policies

Reviewed technical reports and published articles/

Papers | and 2

documents relating to health system governance. Conducted

Key Informant Interviews.

Mixed method: Qualitative (conducted interviews and

Paper 2

document content analyses), quantitative scorecard

Mixed method: Evaluated the outcome of DIV A using

Paper 3

multiple time series and run charts; Qualitative assessment

of planning processes and output documents of PHC

reviews at LGAsS.

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 Subnational Implementation Evaluated effectiveness  Evaluated contextual
analysed implementation fidelity — quality of DIVA as it of DIVA as an influences on DIVA
of a national health was translated from approach to identify implementation in two
initiative national to subnational  and improve on health LGAs
levels system bottlenecks in a
real-world Nigerian
context
Data 2015-2017 2017 2013-2017 2017
collection
Data 148 state-level and 74 15 key informant Programme data, 15 key informant interviews
sources LGA-level PHC actors interviews and 39 health management 10 policy document
across all 37 states in document analyses. information system, analyses
Nigeria surveyed by 58 observation,
data collectors programme reports
from 23 LGAs in
Kaduna
Analytical  Scorecard: Measured Quantitative Participatory Action Walt &Gilson Policy
approach the extent to which (Scorecard) and Research, Quantitative  analyses triangle and

states complied to core
domains of policy
guidelines

Qualitative: Based on
Meyer’s Quality
Implementation
Framework

evaluations

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 | am aware that
as a researcher my pre-conceived assumptions may influence how | perceive and interpret the
data including the approach to the analysis (4). Prior to commencing the PhD | occupied the
position of senior medical officer (policy and planning) at the National PHC Development
Agency (NPHCDA), Nigeria where | 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. | 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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Abstract

Background: Policy making, translation and implementation in politically and administratively decentralized systems can
be challenging. Beyond the mere sub-national acceptance of national initiatives, adherence to policy implementation
processes is often poor, particularly in low and middle-income countries. In this study, we explore the implementation
fidelity of integrated PHC governance policy in Nigeria's decentralized govemance system and its implications on closing
implementation gaps with respect to other top-down health policies and initiatives.

Methods: Having engaged policy makers, we identified 9 core components of the policy (Governance, Legislation,
Minimum Service Package, Repositioning, Systems Development, Operational Guidelines, Human Resources, Funding

Structure, and Office Establishment). We evaluated the level and pattern of implementation at state level as compared
to the national guidelines using a scorecard approach.

Results: Contrary to national government's assessment of level of compliance, we found that sub-national
governments exercised significant discretion with respect to the implementation of core components of the
policy. Whereas 35 and 32% of states fully met national criteria for the structural domains of “Office Establishment” and
Legislation” respectively, no state was fully compliant to "Human Resource Management” and “Funding" requirements,
which are more indicative of functionality. The pattern of implementation suggests that, rather than implementing to
improve outcomes, state governments may be more interested in executing low hanging fruits in order to access
national incentives.

Conclusions: Our study highlights the importance of evaluating implementation fidelity in providing evidence
of implementation gaps towards improving policy execution, particularly in decentralized health systems. This
approach will help national policy makers identify more effective ways of supporting lower tiers of govemance towards
improvement of health systems and outcomes.
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Background
Introduction
Effective implementation processes are important for
achieving the outcomes of complex health system inter-
ventions [1] and traditional linear approaches have not
been effective in achieving the desired outcomes of such
interventions. When evidence-based initiatives are intro-
duced to new settings, they do not automatically get im-
plemented as designed due to differences in context [2].
It is therefore necessary not only to focus on executing
the intervention but to also ensure fidelity and quality in
implementation. Implementation here refers to “efforts
designed to get evidence-based programs or practices of
known dimensions into use via effective change strat-
egies” [2]. Given that investments in evidence-based in-
terventions often fail to achieve expected results
particularly in low- and middle-income countries
(LMICs), there are ongoing debates and discussions on
how to evaluate health system interventions to under-
stand the mechanisms and elements that influence their
execution and outcomes [3]. Batalden’s observation that
“every system is perfectly designed to get the results it
gets”, has become associated with improving the imple-
mentation of health system strengthening initiatives [4]. To
ensure effective implementation, it is important to under-
stand the systems in which interventions are implemented.
Generally, government systems are designed as multi-
level structures [5]. While in unitary systems, there is a
clear chain of command between national and sub-
national levels of government, federal (decentralized) sys-
tems are characterized by sharing of authority across the
various tiers of government [5]. However, the delineation
between both systems is not clear cut, as “unitary” does
not indicate that all decision making is done at the na-
tional level. Neither do politically decentralized systems
confer all decisions-making powers to sub-national gov-
ernment structures. Rather, classification is with regards
to the tier at which sovereignty lies [6]. But policy making
in unitary systems is largely central, thus implementation
can be more efficient than in decentralized systems, given
the reduction in bureaucratic bottlenecks (common in
decentralized systems) between policymaking and execu-
tion [5]. For example, a recent study found that African
countries operating federal (decentralised) system of gov-
ernment consistently performed lower in vaccination
coverage than the continent’s average [7]. Notably, with
the propagation of democracy (particularly in Africa),
decentralization is increasingly adopted even in constitu-
tionally centralized countries [6]. Consequently, under-
standing how this system affects the health policy chain
becomes important to ensure optimal benefits of
decentralization while minimizing its untoward effects.
Administrative decentralization manifests in three
forms: deconcentration, delegation and devolution, [8].
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Considered the weakest form of decentralization (and a
characteristic of unitary systems), deconcentration redis-
tributes decision-making power across different levels of
the central governance authority, by moving its actors
from the centre to act as sub-national representatives in
regions and/or sub-regions. Delegation, transfers
decision-making power from the central authority to
semi-autonomous institutions accountable, but not fully
subservient to it. Devolution occurs when central gov-
ernment transfers decision-making powers to autono-
mous sub-national (local) institutions which have
independent administrative systems from the central
administration. These local governments have legally
defined geographical boundaries as well as independent
financial management systems. Decentralized (federal)
political governance is characterized by devolution of
powers [5, 8, 9]. Abimbola et al. described decentralisa-
tion in relation to primary health care (PHC) as “a sys-
tem 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”.

In this paper, we explore the implementation fidelity
of integrated PHC governance policy in Nigeria's decen-
tralized governance system and its implications on clos-
ing implementation gaps with respect to other nationally
initiated health policies and programmes. Fidelity has
been described in 5 dimensions: adherence, exposure,
quality of delivery, participant responsiveness, and
programme differentiation [3, 10-12]. We focus on the
“adherence” dimension that reflect the extent to which
policy components are implemented by lower levels of the
health system as prescribed by policy guidelines [3, 13].

Study context

Since independence from British colonial rule in 1960,
Nigeria has fluctuated between democratic federal sys-
tems, unitary military autocracies and hybrid (a mix of
autocratic central government and pseudo-democratic
sub-national governments) governance systems [14].
Much of the principles underpinning the current structure
of the health system were developed during military and
hybrid eras; particularly the devolution of responsibility
for health to the various tiers of government. While
Nigeria regained democratic rule in 1999, these principles
of decentralisation were retained in the 2004 national
health policy [15]. Nigeria operates a three-tier federal sys-
tem of government comprising the federal government,
36 states and 1 territory (the Federal Capital Territory),
which in turn consist of Local Government Areas (LGAs)
totalling 774 nationally. The states are semi-formally clus-
tered into six geopolitical zones, each with an average of 6
states having comparable sociocultural characteristics,
without any administrative structure [16].
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While it has led to a considerably decentralized gov-
ernance system, Nigeria's constitution is silent on the
functions and responsibilities of each tier of government
in the provision and oversight of health services [17].
Nevertheless, the National Health Policy prescribes a
system in which PHC is under the purview of local gov-
ernments while the state and federal governments are
responsible for the management (administrative and fi-
nancial) of secondary and tertiary health care services
respectively [15]. One of the consequences of PHC being
the least resourced (technically and financially) level of
government in Nigeria (i.e. Local Governments) is that
other levels of government have had to assume a level of
responsibility for PHC as well. This system in which
functions, structures and human resources for PHC are
managed by different tiers and organs of government is
poorly coordinated and lacks defined accountability
mechanisms. Many services are organised along vertical
lines with poor integration and limited co-ordination.
Referrals across levels of care are dysfunctional. Diverse
management structures co-exist with duplicated or
poorly defined roles and responsibilities within and be-
tween the three tiers of government [18-20].

One strategy Nigeria adopted for central coordination
of the health sector within its decentralized system is the
National Council on Health (NCH). The NCH is recog-
nized as the highest policy making body for health in
Nigeria, tasked with the responsibility of setting national
visions and goals for health to be implemented across
the various levels of government. The NCH consists of
all state ministries of health, represented by their com-
missioners, and is chaired by the national minister for
health [15, 21]. This composition assumes that decisions
taken by the NCH should find easy implementation at
sub-national levels, given that the commissioners for
health are the highest authority figures for health at the
state government level. Another strategy to improve co-
ordination within the health system is the Integrated Pri-
mary Health Care Governance initiative, also called
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“Primary Health Care Under One Roof (PHCUOR)” —
the focus of this study. The aim is to improve uniformity
in access and quality of care for the majority of the popula-
tion [22, 23]. This policy was introduced in 2010 by the
Federal Ministry of Health through the National Primary
Health Care Development Agency (NPHCDA), in response
to the challenge of weak governance at the lower levels of
the health system [18]. The NCH approved PHCUOR as a
national policy in its 54™ session, May 2011.

The PHCUOR policy prescribes that a state level man-
agement agency, commonly referred to as the State PHC
Development Agency (SPHCDA) should be established
by each state government to govern all aspects of PHC
thus eliminating the problem of fragmented governance.
The PHCUOR reforms are hinged on the core principles
of “One Management, One Plan, One Monitoring and
Evaluation System” thus integrating PHC governance at
the state level within an organizational system adminis-
tered by the SPHCDA. To stimulate compliance to the
policy by sub-national governments, the national gov-
ernment included a provision in the 2014 National
Health Act known as the Basic Health Care Provision
Fund [21]. This fund comprises of not less than 1% of
the Consolidated Revenue of the Federation as well as
grants from international donors and funds from other
sources. States can only access the funds through their
respective SPHCDAs after fulfilling requirements stipu-
lated in guidelines developed by the NPHCDA [21].
Many donors now require states to have set up
SPHCDAs as a part of requirements for receiving grants
for PHC development.

In its ideal form, the SPHCDA is expected to absorb
all PHC staff who were hitherto employees of the other
ministries, departments, and agencies of both state gov-
ernments and LGAs. The deconcentrated LGA arm of
the SPHCDAS is to be known as the Local Government
Health Authorities (LGHAs) and should report to the
Chief Executive of the SPHCDA (Fig. 1). This is a radical
transition from the existing system in which the LGA
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Fig. 1 Organizational Structure of Primary Health Care Under One Roof (Source: [18])
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department of health answers to the LGA Chairman (an
elective political position in government). Expected to be
autonomous of the State Ministries of Health and to
only report to the State Governors through the State
Commissioners for Health [18], the SPHCDAS are to be
the sole employers of all human resources for PHC, and
managers of all PHC-related financial resources, pro-
grammes and facilities in a state [18, 19]. The policy is
an adaptation of World Health Organization’s District
Health System [19, 24].

The government of Nigeria currently reports that 28 out
of 37 states “now have State Primary Health Care Develop-
ment Agencies or equivalent institutions with 26 of them
having a legal basis for establishment” [13], thus implying
that over 70% of states have complied with the national
policy. This assumption, however, does not consider the
degree of implementation or operationality of these
SPHCDAs as defined by national guidelines. In this study,
we evaluate the implementation fidelity of PHCUOR in
Nigeria to understand how the intervention was executed
and adapted at the sub-national level. While there are
many studies on implementation fidelity at the micro (clin-
ical) and meso (organizational) levels of the health system,
little has work has been done in evaluating implementation
fidelity at the macro level of health systems, particularly as
relates to translation of national policies to lower levels.

Methods

This PHCUOR implementation fidelity assessment was
part of a larger health system reform project which also
included developing and enacting the National Health
Act, and institutionalizing systems level quality improve-
ment through quarterly PHC reviews [18, 21, 23]. To drive
the implementation, a team (the National Steering Com-
mittee) was set up, consisting of representatives of govern-
ment (NPHCDA and Federal Ministry of Health) as well
as about 30 inter- and non-government organizations in-
cluding the Nigeria Governors Forum, UNICEF, WHO,
CDC, Health Reform Foundation of Nigeria, etc. The
team developed implementation guidelines for the imple-
mentation of PHCUOR at sub-national levels. In 2013,
the NPHCDA finalized the framework and guidelines to
ensure implementation harmony across all states. These
were validated by key stakeholders represented in the Na-
tional Steering Committee and approved by the National
Council on Health the same year and disseminated to all
key policy actors [13]. The PHCUOR guidelines identify 9
domains which must be strengthened at the state level for
full implementation [18]. While some aspects of the policy
were considered adaptable to context, these 9 domains are
considered the core components of the policy which every
state was expected to implement (Table 1). A scorecard
approach was adopted to evaluate fidelity of state adapta-
tions to the policy with respect to these domains [13].
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Implementation scorecard development

The PHCUOR implementation fidelity scorecard was in-
troduced in 2012 to assist states identify, in a systematic
manner, areas within the PHCUOR framework in which
support may be provided towards effective implementa-
tion. The scorecard also serves as peer review mechanism
as well as an advocacy tool to the various states and non-
governmental stakeholders to facilitate uniform imple-
mentation of the policy nationwide [13]. Since 2012, three
scorecards (ours being the third) have been developed to
monitor the absorption of the policy. We limit the scope
of this paper to findings from the third scorecard in 2015,
which included an iterative quality improvement to im-
prove the validity and reliability of the scorecard.

Development of assessment tools

Drawing lessons from strengths and limitations of the
earlier two scorecard development processes [13], we
sought to develop a scorecard (see Additional file 1) with
high validity, reliability and acceptability to stakeholders.
We consulted widely with stakeholders and subject matter
experts in developing the fidelity assessment tool to gain
national consensus and eliminate bias. We conducted a
content analysis of the policy document and implementa-
tion guidelines, identified key components (Table 1) and
developed questionnaires to measure essential milestones
in each domain. We also developed semi-structured ques-
tionnaires to help explain processes and constraints in
implementing the policy (Additional file 2). These tools
were distributed to key stakeholders who were later in-
vited to a consensus conference during which the tools
were finalized and adopted. Further, we pilot-tested the as-
sessment tools in the Federal Capital Territory to ensure
their face and content validity. This paper utilizes findings
from the quantitative assessment only.

Data collection

To ensure quality of the process, we primarily recruited
data collectors from the pool of those involved in the
initial two assessments of PHCUOR implementation,
and remaining gaps were filled by 12 new data collec-
tors. We conducted a two-day training for all data col-
lectors (total of 58). The training included assessment of
data collectors’ understanding of the content of the
tools. This was done through pre- and post-tests as well
as practical demonstrations at plenary sessions thus re-
ducing interviewer bias and checking reliability of the
tools. We dispatched data collectors to the states in pairs
(one being resident and the other non-resident to the
state of assignment). This was done to improve ease of
access and while also reducing interviewer bias. Data
collection was carried out in all states between 28
August and 5 September, 2015. Prior to the deployment
of data collectors, states were notified in writing about
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Table 1 Brief description of the PHCUOR framework and Fidelity Assessment Criteria

Domain Brief Description

Fidelity Assessment Criteria

1. Govemance and

Ownership bodies and establish organizational leadership structure
for the SPHCDAs. The governing body is crucial for
setting the PHC vision, winning resources, and holding
implementers to account.

2. Legislation The Policy requires that state governments enact laws

and regulations for the establishment and functioning
of the SPHCDAs. Legislation provides the legal framework

State govemments are required to appoint governing

Available organogram, appointed chief executive with
management team distinct from governing board,
accountability mechanism evidenced by pericdic report
and established reporting lines through the commissioner
for health

Gazetted law in place having undergone stakeholder
consultation, passage by legislature and assent by the
governor

while regulations are more specific, containing the
enabling language and details of actions needed.

3. Minimum Service
Package (MSP)

The MSP allows states to classify their facilities according
to the adopted system and then detemmine resource
needs for each facility. This approach provides evidence

Costed MSP developed, adopted and funded. Health
facilities classified and service delivery planning and
funding done using the costed MSP

for effective, equitable planning and resource allocation

for health

4. Repositioning

5. Systems Development

team

6. Operational Guidelines

Managing organizational change, re-crientation, capacity
building and mentoring of managers in the new and old
structures to align with new roles and responsibilities

Establishing state & sub-state structures with one
management, one plan, one M&E system; ensuring an
appropriate goveming board oversees the management

Developing policies, procedures and regulations for HR,
procurement/supply chain, accounting/financial

Agency law transfers all PHC structures and functions to
the SPHCDA. Stakeholders engaged to create awareness
and buy-in to the implications of reforms. Re-orientation
plan for staff available and being implemented

SPHCDA strategic plan available, Operational plans for

state and LGAs available. Financial management policy in
place. Guidelines and procedures for recruitment of staff into
state and sub-state level structures available.

Integrated Supportive Supervision plans implemented
quarterly as planned. Clinical guidelines for various
interventions available at service delivery level

PHCUOR implementation guidelines and regulations
adapted and operational

management and monitoring & evaluation aligned with

national and state policies

7. Human Resources

8. Funding Sources and
Structure

9. Office Establishment
equipment to enable the SPHCDA function

Effective system for managing human resource issues
such as appointment of management staff at state and
sub-state levels, addressing mal-distribution of staff,
ghost workers and cadre imbalance and plans to train,
attract, incentivise and retain staff in unattractive postings.

Developing financial management systems, budget
processes, audits, pooled funding and take off-grant

Provision for physical structures, infrastructure and

Committee to implement transfer of all PHC human
resources from parallel structures to the Agency
established and transfer completed. Human resource audit
conducted and operational Human Resource Information
System available. Job descriptions available for facility
managers and all health workers. Costed Human Resource
capacity building plan available. Clear staff recruitment
procedures available for all levels of governance

Dedicated budgeting and fund release system for the
Agency operational. Integrated PHC (basket) funding
system operational. LGA financial contributions deducted
at source. Payment of salaries of all health workers at
service delivery level, as well as benefits and pensions,
fully the responsibility of SPHCDA.

Agency offices established at state and sub-state levels

Sources: [13, 18]

the exercise by NPHCDA. The notification explained
that this was a national assignment aimed at monitoring
implementation of the policy as well as identifying areas
in which each state required support, and that feedback
will be communicated to them by the National Council
on Health.

A list of required items and documents for verification
was sent to each state two weeks ahead of the data col-
lection exercise. These were to be provided in either
digital format (where available) or hard copies signed by
the Chief Executive of the State PHC Agency
(SPHCDA), permanent secretary of the State Ministry of

Health (SMOH) or their representatives. Semi-
structured questionnaires were also dispatched to the
states ahead of the field visits. The management team of
the SPHCDAs (or SMOH in states yet to establish
SPHCDAs) was interviewed as a group (all team mem-
bers were present together during interviews and con-
sensus was reached on responses). Further, management
teams were requested to provide responses on behalf of
the state government. A minimum of two weeks was
given to each state for consultation. Interviews were only
carried out after states indicated readiness by fixing the
dates for the interviews. Thus, the responses obtained
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represented the state government position rather than in-
dividual position of interviewees. The teams were
instructed to collect evidence for affirmative responses
and pay verification visits to three LGAs per state. Verbal
affirmative responses without accompanying evidence
were recorded as negative responses. We received re-
sponses from the health management team of all 36 states
and the Federal capital territory.

Data processing and analysis

An Excel based data-analysis tool was developed for the
analysis of the data. Data entry was done independently by
two persons, thereafter comparison and harmonization
was done to avoid errors. A 4-day evidence review with
content analysis of documents received from each state
was carried out to validate responses; and 25 analysts
drawn from both government and non-governmental
interest groups were involved in the data analysis to en-
sure transparency and reduce bias. Validation process and
rules were agreed upon. Analysts were divided into teams
tasked to conduct content analysis of the documents.
Group findings were subsequently presented at plenary
sessions to develop consensus. As a rule, any affirmative
answer to the questionnaire which was not backed by
documentary evidence was changed to a negative re-
sponse. And only evidence available at the time of data
collection and analysis was accepted. Any progress made
by states outside the period of review was excluded from
the process. Every positive answer received a score of “1”
while negative responses scored “0”.

Domain weighted averages

To build consensus on the validity of the results as well
as assign weights to each of the nine domains, the re-
sults of this initial analysis was presented to another
group; a group of 9 Subject Matter Experts consisting of
high-ranking health sector government policy makers
(e.g. directors in the NPHCDA and Federal Ministry of
Health), chief executives and senior representatives of
selected stakeholder organizations (e.g. Health Reform
Foundation of Nigeria, Johns Hopkins University Inter-
national Vaccine Access Centre and representatives of
the National Steering Committee). The weighted averages
for each domain were agreed on by these Subject Matter
Experts using a modified Nominal Group Technique. We
asked each of them to rank each of the 9 domains in order
of perceived importance with “1” representing the highest
and “9” representing the least important. The results were
displayed in plenary with the mean and mode for each do-
main. Final rankings and weights were assigned through
consensus informed by the measures of central tendency.
The weighted scores for each state were determined by
multiplying domain scores with corresponding weights.
Overall score for each state was calculated as the mean of
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weighted domain scores. The weighted scores for each
state is beyond the scope of this paper and discussed in
another report [13].

Results

The results from this assessment represent cross-
sectional findings from all 37 states and territory (i.e. in-
cluding the Federal Capital Territory) of Nigeria. Follow-
ing the criteria spelt out in the policy guidelines, we
found 25 (68%) states had met the criteria for having
established State Primary Health Care Development
Agencies (SPHCDAS) or equivalent structures. No state
met all the stipulated criteria for having a functional
SPHCDA or PHCUOR system (Fig. 2). Furthermore,
Fig. 3 shows that states were disposed to prioritizing do-
mains that were structural, easily verifiable or politically
significant (e.g. Acquisition of office space and passage
of enabling laws) as opposed to the more functional do-
mains (e.g. Systems Development, Human resources and
Financial management). There was a disparity in compli-
ance levels among the six geopolitical zones of Nigeria
(Fig. 4), with the northern states more compliant than
southern states.

In addition, none of the SPHCDAs adhered completely
to the core principles of “One Management, One Plan,
One Monitoring and Evaluation System” as the manage-
ment of PHC was still fragmented across various govern-
ment agencies. Only 16 (43%) and 9 (24%) states had
available operational plans for PHC at the state and
LGA levels respectively for the year in reference. No
state had a functional integrated operational planning
and financing mechanisms for all PHC programmes and
interventions. Contrary to the core principles, only 4
(11%) states had financially autonomous SPHCDAs, and
11 (35%) states were managerially autonomous from the
State Ministry of Health or other parallel structures. In-
tegration (managerial and financial) of PHC functions
was poor, management deconcentration was also weak
as only 11(30%) SPHCDAs had functional offices in the
LGAs (Fig. 5). In the remainder of the results segment,
we present our findings on each of the 9 domains
highlighted in Table 1.

Findings on each of domain

1. Governance: Governance was weak in most of the
states. Reporting structures were often undefined.
Whereas only 15 (60%) SPHCDAs had the roles of
the management board being distinct from the
governing boards as prescribed by the policy, the
others had the Chief Executive of the Agency’s
management team doubling as the Chairperson of
the governing board. This structure does not appear
to allow for transparency and accountability.
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2. Legislation: Even though 32 (76%) states had passed
laws establishing the SPHCDASs, only 12 (32%) of
the laws passed through the complete prescribed
process (Table 1). Furthermore, the content of the
state laws was at significant variance with the
principles of PHCUOR in the policy guidelines. The
details of this non-compliance are reflected in the
findings below with respect to the other domains.

3. Minimum Service Package (MSP): The guidelines
require all SPHCDAs to develop costed MSP which
will guide classification of health facilities according
to services provided and basic health needs of the
communities served. The document is expected to
be an evidence-based resource planning tool for
health service provision, particularly about universal
(free) access to basic maternal and child health
services. Only 2 (5%) states met the criteria for
having a functional costed MSP. Thus, health
planning remains speculative, rather than
evidence-based, and poorly linked to financing
services.

4. Repositioning: This essentially includes legislative
and change management processes required to
ensure smooth transition and implementation of the
reforms. No state met the guideline’s criteria for
repositioning, while 26 (70%) states partially
implemented the guidelines, mostly the legislative
requirements, but omitting re-orientation, stakeholder
engagement and other change management processes.

5. Operational Guidelines: These are regulations that
guide the functioning of the SPHCDAs (including
the departmental structures and relationships as well
as clinical guidelines and standard operating
procedures. Whereas only one state was found to
comply with the all requirements for this domain,
14 (38%) had guidelines which were not in use.

6. Systems Development: Only one state met the
requirements for full implementation in this domain.
Strategic and operational planning is necessary to
create systems that can produce expected outcomes.
These are further strengthened by regular effective
integrated supportive supervision/monitoring and
evaluation systems as prescribed by the guidelines.
This study found 17 (46%) and 16 (43%) SPHCDAs
having strategic plans and operational plans
respectively at state level. Only 9 (24%) had
operational plans at the LGA level- where service
delivery is domiciled (Fig. 5).

7. Human Resources: Only 6 (16%) states had
capacity building plans for health workers, 9 (24%)
had functional Human Resource Information
Systems (HRIS) and 8 (22%) had job descriptions
available for health workers and managers. Human
resource recruitment and management systems
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were non-existent in 19 (51%) SPHCDAs while no
state was fully compliant with human resource
requirements prescribed by the guidelines.

8. Funding Structure: No state adhered to the
prescription of funding structure for PHCUOR.
While some states had established a basket funding
system, in practice, these systems were either not
functional or not integrated (selective for specific
vertical programmes). Basket funding requires
that all PHC funds from all sources (including
development partners) are pooled into one “basket”
and distributed to various programmes and
components of PHC based on an integrated
operational plan adopted by all stakeholders.
Dedicated PHC budgeting system for the SPHCDAs
was not implemented in most states, and staff
salaries and benefits were not under the control
of most Agencies. Only 4 (11%) SPHCDAs met
these criteria for financial autonomy and poorly
integrated financial management systems were
observed generally.

9. Office Establishment: Operational offices for the
SPHCDAS at state and LGA levels are required by
the guidelines for effective functioning. While policy
makers ranked this as the least important domain, it
was the domain with the highest sub-national
implementation rate, i.e. 28 (76%) compliant
states. However, states concentrated on having
offices only at the state capital while neglecting
the main operational bases for PHC as only
13(35%) states had offices at the LGAs.

Discussion

Our findings highlight the challenges of health policy
implementation in politically and administratively
decentralized systems. Notably, the strategy in place to
ensure sub-national implementation fidelity of national
health initiatives (the National Council on Health) was
not effective in the implementation of PHCUOR. The
assumption that decisions ratified at the National Coun-
cil on Health will translate into policies at the state
government level fails to consider that the political sys-
tem overrides the health administrative system. The im-
plication of this is that the elected state governors are
the ultimate decision-makers at that level (the commis-
sioners are political appointees of the governors). The
state governors are not under any obligation to adhere
to national decisions with respect to health. State
governors make policy decisions after conferring with
the State Executive Committees (SEC) which comprise
of commissioners from all sectors (health included),
secretary to the state government as well as the execu-
tive governor of the state (who chairs the SEC) and his/
her deputy [17].
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Thus, the commissioner for health seeks to convince
the SEC to adopt national health policies as a priority in
relation to the demands and interests of other sectors.
And certain decisions at state level (such as the
PHCUOR policy) must be ratified by the state legislature
[17], which also needs to be convinced by the SEC of its
importance. In the course of these processes, many na-
tional initiatives get modified, under-implemented or
even rejected. A recent analysis by the Federal Ministry
of Health at the 58" NCH revealed that only 20-36% of
resolutions in the three consecutive preceding Councils
were implemented according to schedule [25]. Fig. 6 fur-
ther shows progress with implementation rates over the
years. The PHCUOR policy was one of such resolutions
of the National Council on Health. Over the years, the
National Council on Health has reviewed progress with
implementation of the policy and passed resolutions
aimed at improving implementation at the lower levels.

The strategy to incentivise states to implement
PHCUOR - ie. the National Health Act provision to
channel federal funds for PHC through SPHCDAs [21]
— also seems to be only partly effective. The number of
states with SPHCDAs increased from 16 in 2012 to 25
at the time of this assessment [26]. However, our find-
ings show that this response appears to be superficial as
states focus more on implementing domains that relate
to structural establishment of SPHCDAs (i.e. enacting
enabling laws establishing the SPHCDAs and providing
offices at the state capitals) rather than full implementa-
tion of the functional aspects of the policy. This re-
sponse suggests that states may be giving an impression
of compliance by fulfilling easily verifiable domains to
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access federal funds, rather than implementing the re-
forms out of the need to strengthen PHC. This results in
a more complicated governance system than the status
quo characterized by conflicts between the newly created
SPHCDAs and the existing State Ministries of Health (as
both continue to oversee aspects of PHC within the state
without a clear delineation of responsibilities) [27].

We also found that implementation fidelity was
greater in states in northern geopolitical zones with
strong support from donors and development partners
or with governors who had shown strong commitment
towards improving their health sector performance [13].
These findings are in line with inferences by Okpani and
Abimbola (2016) that in Nigeria, differential levels of
political support and prioritisation contribute substan-
tially to health services performance in decentralized
systems [28]. Our study also reflects, as in a previous
study in Nigeria [7], the possible contribution of
decentralization to supply-side health disparities across
states, with implications on sustainability of health re-
forms in Nigeria (given the autonomy and discretionary
power of states). Implementing and sustaining health
system initiatives in decentralized systems require evolu-
tion of strategies that gain full sub-national political
commitment. Whereas central government’s direct inter-
vention at lower levels may have “quick win” effects,
long-term sustainability has been poor [26, 28-30].
Thus, in addition to the suggestion that central coordin-
ation may be necessary for equity of outcomes in decen-
tralized health systems [31], our findings suggest that
central government role in top-down initiatives in fed-
eral settings requires sustained advocacy and incentives
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to facilitate the effective transfer of responsibility to
lower levels of government where the power of imple-
mentation resides.

Sabatier and Mazmanian suggest that for national pol-
icies to be effectively implemented at sub-national levels,
the policies must have clear and logically consistent objec-
tives; there should be an adequate causal theory as to how
specific activities would lead to desired outcomes; imple-
mentation process must be structured to ensure adher-
ence by implementers (such as incentives and sanctions);
committed and adequately skilled implementing officials
must be available; support from interest groups and legis-
lature; and no changes in socio-economic situations that
undermine political support or the causal theory funda-
mental to the policy [32]. Hogwood and Gunn developed
a more demanding list of preconditions for ‘perfect imple-
mentation’. Some of these preconditions include availabil-
ity of adequate time and sufficient resources as well as
required combination of these resources. Other require-
ments are that the relationship between cause and effect
must be direct and that policy makers can demand and
obtain perfect compliance [33].

Given that these conditions are not likely to all be
present at the same time [5], particularly in LMICs
where finance and human resource constraints are com-
mon, complete implementation may not be expected.
For example, in Uganda (low income economy), financial
constraints at the lower levels of its administratively
decentralized health system is a constraint on the im-
plementation capacity of the lower levels of governance
[9, 34]. Human resource for health challenges in South
Africa (a politically decentralized upper middle income
country) has similarly been found to affect implementa-
tion of national initiatives designed to reduce health in-
equalities. Nevertheless, strategies can be put in place to
optimise implementation.

Based on our findings, we recommend the following
strategies to improve sub-national implementation fidelity
in politically decentralized systems such as Nigeria
(although the complexity of health systems makes it diffi-
cult to guarantee maximum implementation fidelity in
any system, not least decentralized ones):

1. Prioritize operational and implementation research
(including stakeholder analysis) as a part of the
policy process to provide evidence for advocacy to
policy makers and implementers at all levels of
governance. Such research should include
implementation comparative fidelity assessments to
promote peer competition among sub-national level
decision makers and implementers towards improving
compliance and ensuring quality implementation.

2. Ensure consistent advocacy to all stakeholders
(particularly decision makers) on the relevance and
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benefits of the policy. Particularly identify and
engage power structures (final decision-making
authorities), e.g. state governors through the
Nigerian Governors’ Forum in the Nigerian context,
as this has shown to be effective in improving
sub-national acceptance and implementation of
national initiatives [13, 25].

3. Provide incentives, supportive supervision and
mentoring to lower decision-making levels with
respect to policy implementation and change
management. These have been shown to facilitate
sub-national implementation of some NCH approved
initiatives in Nigeria.

4. Although direct national level intervention at the
lower levels have shown some effect in stimulating
absorption of some previous national policies in
Nigeria, this strategy should be used sparingly as this
results in over-dependence by states on the national
government to implement what should otherwise be
the responsibility of the lower tiers. Examples of this
effect in Nigeria are the Midwives Service Scheme,
Primary Health Care Reviews and the SURE-P MCH
interventions [26, 28-30, 35].

Limitations in this study include its cross-sectional ap-
proach to examine an ongoing policy process. This ap-
proach potentially obscures some of the events that
facilitated implementation of the policy which may have
been brought to light if longitudinal implementation pat-
terns were examined from conception to implementation,
and if detailed qualitative exploration of sub-national imple-
mentation was conducted. However, our intention is not to
evaluate the PHCUOR policy in isolation but to elicit les-
sons from its implementation to inform and improve other
similar policy processes. Comparative analysis of findings
from all three scorecards, including methodological varia-
tions, are detailed in another report [13]. Another potential
limitation is that we attempt to apply recommendations
from one policy process to other contexts. But this is not
uncommon in health systems research on complex inter-
ventions and processes as insights obtained in one setting
are often transferable to other settings [36].

Conclusions

Our study highlights how evaluating implementation fi-
delity can provide evidence of gaps in implementation,
thereby potentially improving policy execution, particu-
larly in decentralized health systems. Using this ap-
proach will help national policy makers identify more
effective ways of supporting lower tiers of governance to
improve health systems and outcomes. Further, evaluat-
ing implementation fidelity can guide policy stakeholders
at all levels in evidence-based advocacy and other strat-
egies to ensure effective policy execution.
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Summary
Background: Effective implementation processes are
essential in achieving desired outcomes of health initiatives.
Whereas many approaches to implementation may seem
straightforward, careful advanced planning, multiple stake-
holder involvements, and addressing other contextual con-
straints needed for quality implementation are complex.
Consequently, there have been recent calls for more the-
ory-informed implementation science in health systems
strengthening. This study applies the quality implementa-
tion framework (QIF) developed by Meyers, Durlak, and
Wandersman to identify and explain observed implementa-
tion gaps in a primary health care system improvement
intervention in Nigeria.

Methods: We conducted a retrospective process
appraisal by analyzing contents of 39 policy document and
15 key informant interviews. Using the QIF, we assessed
challenges in the implementation processes and quality of
an improvement model across the tiers of Nigeria's
decentralized health system.

Results: Significant process gaps were identified that may
have affected subnational implementation quality. Key chal-
lenges observed include inadequate stakeholder engage-
ments and poor fidelity to planned implementation
processes. Although needs and fit assessments, organiza-
development of

tional capacity building, and

Int J Health Plann Mgmt. 2018;1-18.

wileyonlinelibrary.com/journal/hpm

© 2018 John Wiley & Sons, Ltd. I

45



2 | W] LEY EBOREIME ET AL.

implementation plans at national level were relatively well
carried out, these were not effective in ensuring quality
and sustainability at the subnational level.

Conclusions: Implementing initiatives between levels of
governance is more complex than within a tier. Adequate
preintervention planning, understanding, and engaging the
various interests across the governance spectrum are key
to improving quality.

KEYWORDS

decentralization, health policy, implementation science, Nigeria,
primary health care

1 | BACKGROUND

Many definitions of implementation exist in the literature. These vary with respect to context, discipline, and other
viewpoints. For example, while Damschroder and Hagedom® define implementation as “efforts designed to get evi-
dence-based programmes or practices of known dimensions into use via effective change strategies,” DelLeon?
broadly refers to implementation as “what happens between policy expectations and (perceived) policy results.”
The difference between policy design and actual delivery is known as implementation variance or gap.:'x'4 The extent
of this variance depends on implementation quality.

Implementing policies in health systems is complex and interactive, as numerous actors (local and international)
try to influence agenda setting, policy formulation, and execution.® Interactions among these actors and within
contextual environments are largely responsible for implementation gaps observed between policy/program
designs and implementation outcomes in real-world settings.*> Effective implementation processes that involve
careful advanced planning, multiple stakeholder involvements, and address other contextual constraints are
needed.* Consequently, there have been recent calls for the use of better implementation science in health sys-
tems strengthening initiatives.®

Implementing initiatives between levels of governance is more complex than within a tier. A number of frame-
works have been developed to understand governance within decentralized health systems.7'9 Data from a recent
systematic review shows that most of these are either determinant frameworks (seeking to understand or explain
influences on implementation outcomes), classic theories, or evaluation frameworks.1® Abimbola et al” framework,
based on the theory of common pool resources, conceptualizes at three levels of PHC governance: operational gov-
ernance (individuals and providers within the local health market), collective govermance (community coalitions), and
constitutional governance (govemments at different levels). Mikkelsen-Lopez et al*! assess governance with respect
to preidentified problems in a health system using systems thinking approach in relation to each tier of decentralized
systems. Whereas these frameworks focus on the governance relations among different health system actors, they
are limited in explaining quality implementation process of policies as a function of the interaction of actors between
tiers of “constitutional governance.” Thus, a gap exists in the literature regarding how to improve implementation
processes within such contexts. Nonetheless, some top-down theorists have proposed conditions for ideal imple-
mentation in multilevel governance contexts.

Sabatier and Mazmanian?

opine that optimal subnational implementation quality of national initiatives
requires clear and logically consistent policy objectives; adequate causal theory linking specific activities to

desired outcomes; committed and adequately skilled implementers; existence of measures (such as incentives
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and sanctions) to ensure adherence by implementers; support from interest groups, lawmakers, and other stake-
holders; and stable socioeconomic situations that will not undermine political support or the causal theory essen-

tial to the policy. Hogwood and Gunn'®

expand on this list of preconditions to include the availability of
adequate time and required resource combinations for implementation. They further posit that a direct relation-
ship between cause and effect must be established and that policymakers are empowered to ensure perfect
compliance with the process design. Some theorists have argued, however, that these conditions are unlikely
to be met at the same time and context, particularly in low- and middle-income countries LMICs, due to
resource constraints.> Consequently, frameworks and models to guide and optimize implementation in such con-
texts may be helpful.

Several models and frameworks have been developed to explain, improve, and evaluate implementation of inter-
vention. “Process models” aim at describing and/or guiding the process of translating evidence into practice by spec-
ifying steps (stages and phases) involved.** This study applies one of these models, the quality implementation
framework (QIF) developed by Meyers et al,'® to identify and explain gaps in the implementation of a policy to
improve the primary health care (PHC) system in Nigeria's multilevel governance context.

Nigeria operates a federal system of government with considerable political and administrative decentraliza-
tion. The health system is modeled after this structure, with multitiered governance for PHC. Although PHC
policy thrusts mostly originate from the national level, implementation is largely the responsibility of the local
government authorities (LGAs), although coordinated and supervised by the state governments.®”'¢ Conse-
quently, in order for a national PHC policy or initiative to be implemented at the LGA level, the policy needs
to be deployed in a way that is appropriate for the state context and is adopted by the state. Then, it needs
to be implemented with quality in the state and LGAs. Both these conditions are necessary for successful pol-
icy outcomes. Primary health care policies commonly experience implementation bottlenecks along this
cascade.’

In 2012, Nigeria's National PHC Development Agency (NPHCDA) initiated “the PHC Reviews” to improve inte-
grated PHC planning by LGAs using a four-step quality improvement model: diagnose-intervene-verify-adjust
(DIVA).Y DIVA is a variant of the well-known plan-do-study-act (PDSA) framework adapted by the United Nations
Children's Fund (UNICEF) to strengthen decentralized district health systems in LMICs.*®? The framework has been
implemented in several sub-Saharan African countries and has been found to be helpful in health systems strength-
ening.!’” Although approved by the National Council for Health (NCH) for implementation across all 36 states and
774 LGAs in Nigeria, implementation of DIVA was not widely sustained.?® Only Kaduna state in Central Nigeria
has continued implementation to date. This paper retrospectively examines the translation process of the PHC
review policy from national to subnational levels using the QIF. The aim is to identify possible process gaps that
may explain the implementation variance. The guiding theory of this research is that “a good process in the transla-
tion of policies from national to subnational tiers is important for acceptability, fidelity and sustainability of
implementation.”

1.1 | The quality implementation framework

Meyers et al*®

developed the QIF from a synthesis of common elements in frameworks guiding implementation
found in the literature. They posit that quality implementation—defined as “putting an innovation into practice in
such a way that it meets the necessary standards to achieve the innovation's desired outcomes”—is a systematic pro-
cess of coordinated steps that can be achieved with careful planning, requiring diverse activities and skills. The QIF
(Figure 1) consists of six themes with 14 steps to quality implementation, clustered into a four-phase temporal
sequence. Using this framework, we retrospectively examined the DIVA policy deployment from the national to
the subnational levels in order to identify process gaps, so as to inform more effective program redesign and

scale-up.
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FIGURE 1 Shows the quality implementation framework, highlighting the phases, themes, and steps [Colour figure
can be viewed at wileyonlinelibrary.com]

2 | METHODS

21 |

This study is part of a research series aimed at understanding and improving policy implementation in Nigeria.

Data collection

516,17

The overarching approach comprised the use of embedded research; a method that enhances collaboration between
researchers, policymakers, and implementers to improve the use of contextual evidence in real-world policy pro-
cesses.?! The first author was part of the national implementation team. We collected data on the process for the
implementation of the PHC policy between 2012 and 2016 using participatory action research, key informant inter-
views, and document analysis. Details of the process are described in other papers.>!” Data were obtained by ana-
lyzing contents of 39 document (Table 1) and 15 key informant interviews (R1-R15) to identify the design and
implementation processes of the PHC reviews/DIVA in Nigeria. The documents comprise policies, guidelines, and
implementation reports from national and subnational levels. We identified the documents from the researchers'
knowledge as well as interviews with four subject matter experts (R1 and R3-R5) who participated in the initial policy
processes. Further, we interviewed 11 other stakeholders working at different levels of the health system, including
national level, Kaduna (implementing state), and in Nasarawa and Edo states (nonimplementing states), totaling 15
key informants (Table 2).

This paper summarizes the implementation data using the QIF as an analysis framework to assess the extent to
which the implementation followed the most common implementation steps from which the QIF was created. The

analyses in this paper focuses on national to state-level deployment of the policy.

2.2 | Qualitative analysis of implementation data

Data analysis was conducted using a deductive thematic analytic approach. NVIVO 11 was used in the data analysis.
We coded data from documents and transcribed interviews using the 14 steps of the QIF using criteria and questions
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TABLE 1 Documents analyzed

Code

D1
D2

D3

D4

D5

D7
D8-12
D13

D14-39

Document

Integrating primary health care governance in Nigeria (2013)

Institutionalization of the primary health care reviews in Nigeria:
Status and progress (2013)

Revised national health policy.

Guidelines for the training of resource persons and implementation of
quarterly primary health care planning & Implementation Review:
Bottleneck analysis methodology (2012)

Primary health care under one roof implementation scorecard lll report (2016)
National strategic health development plan 2010-2015.

National guidelines for the development of PHC system in Nigeria (2012)
NPHCDA annual reports: 2010-2014 (5 documents)

Assessment of NSHDP progress, status and indicators through
PHC reviews: missions report (2013)

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

TABLE 2 Key informants interviewed

WILEY——2

Status Source
Published NPHCDA
Published NPHCDA
Published FMOH
Published NPHCDA
Published NPHCDA
Published FMOH
Published NPHCDA
Published NPHCDA
Unpublished

Unpublished  NPHCDA

Code Affiliation Level of Operation

R1 NPHCDA (senior manager) National

R2 NPHCDA (senior manager) National

R3 National Consultant National/subnational (state)
R4 National Consultant National/subnational (state)
R5 UNICEF International/national

R6 SPHCDA Subnational (Kaduna state)

R7 SPHCDA Subnational (Edo state)

R8 PHC manager Subnational (Kaduna)

R9 PHC manager Subnational (Kaduna)

R10 PHC manager Subnational (Kaduna)

R11 PHC manager Subnational (Kaduna)

R12 PHC manager Subnational (Kaduna)

R13 PHC manager Subnational (nonimplementing)
R14 PHC manager Subnational (nonimplementing)
R15 PHC manager Subnational (nonimplementing)

proposed my Meyers et al'® in their paper. Two researchers independently coded the data into the steps. A third

researcher validated the categorization by reviewing and harmonizing the results of the other researchers. At a con-

sensus/harmonization meeting, all three researchers agreed on the categorization and interpretation of findings

based on the process questions and criteria stipulated in the QIF.

23 |

Quantitative methods

The categorization of the review data into the QIF steps provided a rough initial assessment of the steps that were

followed and those that were not. However, just because an interview transcript or document reviewed mentioned
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an implementation activity that could be nominally mapped to a QIF step, it did not automatically imply that the
activity was completely aligned with all the requirements for the step. To assess the level of alignment between
the data and the QIF step, we created a scorecard. The aim was to give a quantitative score measuring the extent
to which the reported or documented policy implementation activity aligned with the intent of the QIF step. An iter-
ative consensus-building approach was used to discuss and finalize scores.

Guided by the description of the QIF steps, a 4-point Likert-type scale using values from O to 3 (representing
nonalignment, poor alignment, fair alignment, and good alignment, respectively) was created to evaluate alignment
of the implementation activity to the QIF step. Three evaluators with expertise on the policy implementation and
knowledge of the QIF criteria independently reviewed the qualitative data associated with each of the 14 QIF steps
and assigned a score. Two rounds of scoring reconciliation, facilitated by a nonrater, were conducted to achieve con-
vergence. The convergence criteria were that disparities between each rater scores on any step must not exceed 1
point. Thus, any rating disparity greater than 1 point was discussed and reevaluated in the next round. The mean,
rounded up to whole numbers, was used as the final score for each step.

3 | RESULTS

Table 3 highlights implementation along the 14 QIF steps using qualitative data. Sources of data are embedded within
the table as quotes coded 1 to 25 (Appendix A), documents (D), and observation (O). A more detailed qualitative pro-
cess analysis is attached as Appendix B.

Figure 2 shows that eight of 14 QIF steps have a score of 1 or lower, meaning that the policy implementation
was poorly aligned with what was recommended in the QIF. The weakest alignment with the QIF was with the pro-
cess evaluation step (score: 0); the needs assessment and staff recruitment/maintenance process steps seemed opti-
mally aligned having scored the maximum 3 points. Thus, preparation for implementation primarily involved doing a
needs and fit assessment and staff hiring and training; however, there was poor assessment of local context and read-
iness to implement. This indicates an assumption that because the intervention is needed and is a good fit, it will
automatically work without consideration of context or readiness. An implementation plan was created, but there
were poor support/resources for implementation. This indicates an assumption is that implementation will happen
by itself and no support or guidance was needed to ensure adherence to the plan. Supportive feedback mechanism
was poor, and there was no process evaluation during implementation. Thus, opportunity to learn and to improve
implementation process was very limited.

3.1 | Phase one: initial considerations regarding host setting

This phase includes activities assessing organizational (health system) needs, innovation-organizational fit, and a
capacity or readiness assessment. Our study found poor alignment of this phase with the QIF. Needs and resource
assessments were conducted in purposively selected states that identified the need to strengthen LGA level capacity
for evidence-informed health system bottleneck analysis, and improvement was identified, thus necessitating the
introduction of DIVA. This earned the needs assessment step the highest QIF alignment rating of 3. However, there
was poor engagement of critical subnational stakeholders. This was responsible for the poor alignment rating (score
of 1) on this step. Further, subnational capacity building for implementation was suboptimal (scored 2), as it captured
a limited spectrum of stakeholders. The trainings targeted mainly at managers domiciled at the state ministries of
health, whereas key implementers at the LGA level were not included. This may have compromised adaptation with
implications on implementation quality.

[The implementers] cannot [Implement effectively] because they've not been trained; their capacity has not

been built on this. You know there was a state training on this bottleneck analysis by NPHCDA some years
ago and it was expected that we should come back to the state to bring it down but that didn't work. R5
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TABLE 3 Deductive analysis of DIVA implementation process using the QIF steps

QIF STEPS

1. Conducting a needs and resources assessment

2. Conducting a fit assessment

3. Conducting a capacity/readiness assessment

4. Possibility for adaptation

5. Obtaining explicit buy-in from critical stakeholders and
fostering a supportive community/organizational
climate

6. Building general/organizational capacity

7. Staff recruitment/maintenance

8. Effective pre-innovation staff training

9. Creating implementation teams

10. Developing an implementation plan

11. Technical assistance/coaching/supervision

Identified implementation processes

« National needs and resource assessment were conducted in
purposively selected states. The need to strengthen LGA
level capacity for evidence-informed health system
bottleneck analysis and improvement was identified.
(Quotes 1, 2; D2, 3, 13)

« DIVA is considered adaptable to the Nigerian context given
that it was designed to strengthen decentralized
(Devolved) health systems, such as Nigeria's. (D2,13)

» Although DIVA's guiding principles include community and
private sector involvement, however adaptation to
community systems was not sufficiently evaluated, rather
adaptations were largely based on supply-side assessments
(Quote 2; D2, 13)

* While the implementation plan includes readiness
assessments prior to each quarterly cycle, there is no
evidence that these were/are conducted. (Quote 3, D2, 13-
39)

« Annual national and biannual state review meetings were
planned as platforms for feedback and programme
modification. However, national meetings held only in
2012 and 2013 while state level meetings were
inconsistent. (D2, 10-12)

» Various stakeholder meetings were held between 2012 and
2013 to get buy-in from other agencies of the federal
government (besides the NPHCDA and FMOH); state
ministries of health and PHC agencies; as well as
development partners. However, there was no direct
consultation with the implementing tier (LGAs), community
structures (beneficiaries), or private sector (D2,10-12)

e The needs assessment conducted identified the following as
key items for capacity enhancement across the governance
tiers: Routine data systems; Human resources to
implement DIVA; Communication systems (e.g. internet
infrastructure) (D13)

e Existing PHC managers and workers across the governance
spectrum are expected to be used, given that DIVA is
designed to build on existing systems and structures.
National managers are to serve as initiators and
coordinators of the initiative nationwide. State managers
are to provide direct coordination, supervision and
coaching for implementers at the LGAs. (D13)

e A phased cascaded approach to training was planned,
however poor adherence to the plan constrained
implementation quality. (Quotes 3; D2, 13)

e The number of resource persons mobilized to conduct the
trainings did not match the scale of the exercise,
consequently knowledge and skill may not have been
effectively translated to implementation teams (D2, 10-12,
14-18)

e A national rollout plan was developed in 2012. The plan
detailed tasks and timelines, including accountability/
responsibility frameworks. However, the roll out plan was
not adhered to. (D2,13)

e Technical assistance for implementation was provided by
the NPHCDA, SPHCDA and development partners.
However, support waned in almost all states due to poor
buy-in at state level. (D2,10-12)

(Continues)
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TABLE 3 (Continued)

QIF STEPS
12. Process evaluation

13. Supportive feedback mechanism

14. Learning from experience

Leamirg from experience

Suppotive feedhack mechanism

Process cvaluation

Techrical assistance/coaching/supenision

Cuveloping an img!ementation plan

Creating implementation teams

Identified implementation processes

e There is no evidence that process evaluation was planned
or carried out anywhere

* While review meetings were planned as platforms for
retrospective evaluation (annually and biannually at
national and state levels respectively), national meetings
held only in 2012 and 2013. (D2,10-12)

e Lessons learned are documented in various reports,
however these are limited to few implementation
bottlenecks given that no process evaluation was carried
out. (D2, 10-12, 14-39)

Conducting a needs and resources essesimanm

Canducting a it assessment

Possibility for adaptation

Cbtaining explicit buy-in from critical
stakeholders and fostering a supportive

Building general/oganiaational mpasity

Staff receuitment/maintenance

Effective pre-innovetion staff training

FIGURE 2 A radar chart scoring the alignment of the policy implementation process with the 14 QIF steps

3.2 | Phase two: creating a structure for implementation

This second phase of quality implementation involves the development of an organized structure to oversee the pro-
cess. The QIF prescribes the availability of a clear plan for implementing the innovation as well as a team of qualified
individuals responsible for executing tasks related to delivering the innovation and overseeing its implementation.
With respect to DIVA rollout, document analyses and interviews revealed gaps with respect to alignment with the
QIF. First, even though a national rollout plan was developed in 2012 detailing tasks and timelines (including account-
ability/responsibility frameworks), the rollout plan was not adhered to (D2, 13), thus earning this step a QIF alignment
score of 2. Further, our analysis of implementation reports suggests that the number of resource persons mobilized to
conduct the trainings did not match the scale of the exercise. Consequently, knowledge and skill may not have been
effectively translated to implementation teams (D2, 10-12 and 14-18), thus the poor QIF alighment rating of 1 on
“creating implementation teams.”

... they took off very early! The national [NPHCDA] after developing the template and the training, were
not supposed to go into [full] implementation. We [national] ought to have seen how we could analyse
the results [from the pilot study] and published [findings], [Thereafter] seen how the states will buy in
before withdrawing. But there was an early [national] withdrawal of the program ... and the states were

not being mentored as they were supposed to be, the couching process was not thorough. R2

52



EBOREIME ET AL Wl LEY | 9

We were unable to complete the plan because the funding was inadequate, so we used the money the
state allocated for us to complete PHC review at the LGA level. Ré

3.3 | Phase three: ongoing structure once implementation began

This phase involves three important tasks: providing needed on-going technical assistance to subnational implemen-
ters; monitoring on-going implementation; and creating feedback mechanisms. Our findings suggest that this was the
least performing phase given that the three tasks scored 1, 0, and 1, respectively, on the QIF alighment scale. Anal-
yses of qualitative data revealed that, even though technical assistance for implementation was provided by the
national government and development partners, this support waned in almost all states. The exception was Kaduna
state, where UNICEF sustained support due to the interest of the newly elected government in strengthening its
health system through evidence-informed initiatives (D2, 10-12).

... early withdrawal at the national [level] ... made the states not to have a full grip of the PHC reviews
because they did not have the level of support they needed. That was the major reason the PHC review
process of the states could not continue as it was supposed to ... Nasarawa state wanted to continue ...
but they dropped out. But Kaduna was able to have ownership, [state government] interest was there,
and they saw that PHC review was actually an initiative that will bring dividends to PHC service
delivery and then offer dividends to the populace. R2

A month after the swearing in of the governor [of Kaduna state], the team came to us and interacted with us,
asking [about the issues in health] ... and we gave them the output of the last PHC review we had, what were
the results, what were the challenges, what were the major challenges in health care services and after that we

sent @ memo in respect to the PHC review and instantly there was approval for what we asked for. R6

There was no evidence that implementation process evaluation was conducted in any state, thus the zero-alignment
score on this step. Whereas the implementation plans included annual state-level reviews as part of feedback and mech-
anism, national meetings held only in 2012 and 2013, while only Kaduna state has sustained state level reviews (D2, 10-
12). Consequently, the corresponding QIF step scored 1 on the alignment scale indicating poor alignment.

3.4 | Phase four: improving future applications

This final phase involves retrospective analyses and self-reflection with feedback from implementers to identify
strengths and weaknesses that occurred during implementation. Unfortunately, due to the weak implementation of
the preceding phases, leaming from experience was also poor (score: 1). Thus, while “lessons leamed” are docu-
mented in various implementation reports, these are limited to few implementation bottlenecks that are not in suf-
ficient detail to improve future processes (D2, 10-12 and 14-39).

4 | DISCUSSION

Findings from the QIF process appraisal suggest that the poor subnational implementation of DIVA may have
resulted from defects in translating the innovation from the national level to the subnational. Although needs and
resource assessments, organizational capacity building, and development of implementation plans were relatively
well carried out, these were not effective in ensuring sustainability of DIVA at the subnational level, given that most
states did not sustain implementation. However, Kaduna state was able to sustain implementation due to strong
political will of the state government. We discuss key process challenges using the QIF phases and themes.

4.1 | Phase one: initial considerations regarding host setting

This study found significant weakness in this phase at the national level. Organizational readiness for change is critical

to implementation success, as inadequate readiness accounts for almost half of all failed large-scale innovations.?%22
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Although needs assessment was conducted, organizational readiness was not measured. This resulted in poor consid-
erations for contextual adaptation. Transformational leadership of the state governor is a key factor identified for the
high degree of readiness in Kaduna. Studies have shown the strong relationship between leadership and organiza-
tional readiness to implement change.?*2° Transformational leadership has been known to induce readiness, and,
in one case, accounting for up to 44% variance in organizational readiness.?®

Another major weakness in this phase relates to the fifth QIF step “Obtaining explicit buy-in from critical stake-
holders and fostering a supportive climate.” While many stakeholder consultations were held, these were done at
higher levels, thus excluded key implementers. Stakeholder engagements are critical in policy processes, as they help
create acceptable and better evidence-informed policies and generate better development outcomes.®*? For exam-
ple, success in the development of Ghana's National Health Insurance Scheme has been attributed to strong stake-
holder engagements in the policy processes.?” Further, at lower levels, community engagement was also a useful
strategy in promoting acceptance and improving interest and active participation in the scheme.?® Conversely, inad-
equate engagement of critical stakeholders has been implicated in the weak mental health policies in Ghana, Uganda,
South Africa, and Zambia.?’

Lower level implementers are known to exhibit discretionary power that often compromises implementation
quality, even in centralized health systems.>° Sometimes, these “street-level bureaucrats” may significantly alter pol-

1,%2 dem-

icy or program design to the extent of redefining the objectives.>° Walker and Gilson, 3! as well as Scott et a
onstrated that lower level perspectives and resistance to policy (even when the implementers stand to benefit from
the policy) could significantly affect the policy processes. Consequently, subnational implementation of top-down
policies in decentralized settings must engage critical stakeholders across tiers of governance, especially those at

the implementing tier.

4.2 | Phase two: creating a structure for implementation

Poor adherence to implementation plans was a major weakness in this policy process. The large-scale initial imple-
mentation probably overwhelmed the capacity and resources available to the national policy initiators. Meyers

et al'®

posit that at a minimum, a clear plan for implementing innovations and identifying a team of qualified individ-
uals responsible for delivering innovation tasks must be in place before implementation commences. Weakness in

this phase may have contributed significantly to the poor implementation outcomes observed with DIVA.

4.3 | Phase three: ongoing structure once implementation began

National processes were very poor in this phase of implementation. The weak and waning technical support to sub-
national tiers, and poor feedback mechanism and monitoring of ongoing implementation, could have also contributed
to failed continuity in most states. Sustained technical, political, and sometimes financial support is critical to improv-
ing subnational uptake of top-down innovations in decentralized LMIC contexts.>*® This is particularly crucial in
Nigeria, where responsibility of the various governance tiers with respect to health is only defined by policy without
constitutional backing.® Consequently, strong advocacy, with political incentives, has been recommended as an effec-
tive measure to improve subnational commitment to national initiatives like DIVA.? Sustained support for implemen-
tation process is essential for implementation quality. Thus, preimplementation planning of interventions must
consider the availability of resources to support implementation and ensure fidelity.

4.4 | Phase four: improving future applications

Given that process evaluation was not conducted at the national level to provide knowledge on effective strategies,
contextual facilitators, and challenges to quality implementation and sustainability of the initiative, opportunities to
leam from experience were limited. Meyers et al'® identified this phase as being essential to implementation, given
that this is where the support system engages with the delivery system to reflect on the implementation process.



EBOREIME ET AL wI LEY | 11

Feedback from lower level implementers can inform modification or application of the innovation, and factors that
influence the quality of implementation. For example, documented lessons leamed from DIVA were useful in identi-
fying health systems constraints and attracting more support for strategies to improve maternal and child health
interventions in Ghana and Uganda.’®® Top-down implementation theorists argue perfect implementation may
not be expected, particularly in LMICs, considering resource constraints.>>*%*2 This should not be of great concem,
however, as long as implementation challenges are recognized and optimum implementation quality is maintained.>*
How the center and periphery of health systems relate also affects implementation quality, as many policies
get altered or even discarded at subnational levels.>® Such lower level discretionary power informs the arguments
by bottom-up theorists that, even in highly centralized systems, subordinate implementers can significantly influence
or alter implementation objectives, thus are key (though often unrecognized) stakeholders in policy processes.*3°

Top-down policies in decentralized LMICs like Nigeria commonly experience implementation challenges during
the process of subnational translation and implementation.® The extent of this depends on contextual differences
such as governance structures, level of political decentralization, and external support systems.>>° Nigeria possesses
a considerably politically decentralized system of government. Although most health policy thrusts are centrally ini-
tiated and coordinated,® subnational governments demonstrate significant discretion as to whether and how to
implement.>1¢ Whereas quality improvement models like DIVA were designed to strengthen subnational organiza-
tional and management capacity to deliver quality PHC services, poor translation and delivery of the intervention
constrain quality implementation and impact of such initiatives.

4.5 | Limitations

Findings and inferences from this study are based on our interpretation of documents and interviews, thus could be
considered researcher biased. However, given that data were independently interpreted by different researchers and
triangulated from multiple sources, we believe such biases are mitigated. While this study highlights key gaps and
makes recommendations towards improving implementation in decentralized contexts, application of findings
beyond the Nigerian context or even with another initiative within the same context should be applied with caution,
given the complex adaptive nature of health systems.?” However, lessons learmed can inform better implementation
in other contexts.® Our deductive approach to qualitative analysis confined the scope of this paper to predetermined
themes from the QIF, thus potentially obscuring other aspects or nuances that may have been identified from emer-
gent themes. However, here, we aim to explain gaps implementation processes using existing theories. Upcoming
studies will complement this by using inductive techniques.

5 | CONCLUSIONS

Our study highlights the challenges to quality implementation in decentralized contexts and proffers ways to improve
fidelity. Essentially implementing between levels of governance is more complex than within a tier. Understanding
and engaging various interests across governance spectrum is key to improving quality. Further, detailed contextual
analysis is recommended to inform more effective planning as against presumptive approach. While theories exist to
explain aspects of policy implementation in decentralized settings, more comprehensive process models are needed
to inform effective implementation processes and sustainability, particularly in decentralized contexts. Application of
the QIF in one of such contexts provides some insight on how policy processes can be strengthened for optimal
implementation outcomes. Thus, this study demonstrates that the QIF can contribute to filling this gap by identifying
practical steps and process challenges towards improving implementation quality.
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ABSTRACT

Objectives This study evaluates the real-world
effectiveness of Diagnose-Intervene-Verify-Adjust (DIVA),
an innovative quality improvement mode, in improving
primary healthcare (PHC) bottlenecks impeding health
system performance in Kaduna, a northem Nigerian state.
Design An embedded mixed method study design
involving participant observation.

Setting PHCs in 23 local government areas of Kaduna
state, Nigeria.

Participants 138 PHC managers across the state (PHC
directors and programme managers in the 23 local
governments).

Intervention DIVA is a four-step improvement model

in which ‘Diagnose’ identifies constraints to effective
coverage, ‘Intervene’ develops/implements action plans
addressing constraints, while ‘Verify/Adjust’ monitor
performance and revise plans.

Primary and secondary outcome measures The
model, as adapted in Nigeria, is designed to evaluate and
improve the availability of health commodities, human
resources, geographical accessibility, acceptability,
continuous utilisation and quality of four PHC
interventions (immunisation, integrated management
of childhood illnesses, antenatal care and skilled birth
attendance).

Results 183 bottlenecks were identified by local
government teams across all interventions in 2013. 41%
of bottlenecks concem human resources. Geographical
access and availability of commodities ranked least.
Availability of commodities was the most improved
determinant although among the least constrained,
probably indicating skewed implementation of operational
plans. 1562 activities were planned to address identified
bottlenecks in the state, of which only 568 (36%) were
completely implemented

Conclusion Our study demonstrates that PHC planning
using the DIVA model can potentially improve health
system performance. However, effective implementation
is critical and may require some central government
oversight.

® Nnenna Ihebuzor,® John Eyles®”

Strengths and limitations of this study

» This study uses an uncontrolled before and after de-
sign for assessing change in identified bottlenecks.

» The design is constrained in attributing observed im-
provementto theintervention but was, however, most
suitable given that all local governments in the state
are implementing Diagnose-Intervene-Verify-Adjust.

» Participant observation methods are prone to the
Hawthorne effect.

» Given that this is an embedded real-world continu-
ous improvement intervention, the Hawthorne effect
is adesirable if positive and sustained.

» We found this design very useful and easy-to-use
for lower level operational managers in low- and
middle-income countries implementing/evaluating
health system improvement initiatives, particularly
in district/decentralised health systems.

BACKGROUND

Introduction

Attaining universal health coverage (UHC)
requires systems capable of ensuring that
required interventions and services are
effectively delivered to populations in need.
Primary healthcare (PHC) provides an
appropriate platform for mtegntm% health
system components towards UHC." While
selecme PHC services usually offer a quick
win approach to disease control through
verticalised interventions such as immunisa-
tion and malaria control programmes, inte-
grated health system strengthening is being
advocated as a more efficient and effective
strategv f01 improved health system perfor-
mance.” ¥ Substantial knowle(lge exists on
causes of ill-health alongside interventions
to address them, however how to implement

BM)
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these interventions is far less understood.* This is typical
of complex health systems characterised by many actors
and interest groups (governmental and non-govern-
mental) operating at different levels.” © Lower levels
of decentralised health systems are known to pose
implementation challenges in low- and middle-income
countries (LMICs) largely due to weak capacity for gover-
nance as well as political constraints.”™ Several methods
have been implemented to improve PHC performance
in LMICs. Most common of these approaches include
supportive supervision, mentoring, tools and aids, quality
improvement methods and coaching.gThese approaches
have largely focused on health facilities and are mostly
vertical (focusing on one intem"ention).7 %A systematic
review of quality improvement strategies for improving
maternal and child health in LMICs revealed a limited
number of studies involved integrated approach to
PHC." In this paper, we examine the effectiveness of an
innovative model for improving integrated PHC perfor-
mance as implemented in Kaduna, a northern Nigerian
state.

The Diagnose-Intervene-Verify-Adjust (DIVA) model
was designed for systematically identifying and resolving
health systems bottlenecks, particularly in decentralised
LMIC contexts."" The intervention theory, as described
in the methods section, postulates that implementation
of DIVA should improve health systems performance by
facilitating prompt identification and response to health
systems bottlenecks. However, in real-world contexts, the
extent to which this can be achieved is not established.
Implementation theorists believe that the effectiveness
of interventions is subject to contextual variations, thus
similar results may not be expected across all set[ings.l?
Consequently, this paper evaluates the effectiveness of
DIVA as a model for improving health system perfor-
mance through integrated PHC operational planning in
Kaduna, Nigeria.

The DIVA model was introduced by Unicef in nine
sub-Saharan African countries (Botswana, Democratic
Republic of Congo, Mali, Malawi, Niger, Nigeria, Sierra
Leone, Uganda and Zambia).13 While there has been
some success in terms of DIVA [l)roviding evidence for
policy making in these countries, ' there has been no
effectiveness study of DIVA implementation to our knowl-
edge. ‘Effectiveness’ here refers to how the intervention
affects health systems outcomes when implemented in
real-world (uncontrolled) environment. Thus, it reflects
how contextual factors (such as the political economy,
implementer capacity and discretion, stakeholder influ-
ences, etc) may enhance or inhibit the expected outcome
of the intervention."*'° Given the contextual diversities
of these countries particularly with respect to political
governance (all except Nigeria have a centralised govern-
ment),S our study provides unique insight to imple-
menting DIVA in a politically decentralised system. Thus,
lessons from this implementation research may be used
to inform adaptation of DIVA in other similar politically
decentralised LMIC contexts.

Study context
Nigeria’s health system is anchored on a PHC structure
known as the Ward Health System (WHS).16 The WHS
is an adaptation of the WHO’s District Health System
where political wards of the local governments (LGs) (the
smallest political governance units) double as the oper-
ational units for PHC."” This design aims to strengthen
community participation in health system governance
as envisaged in the Alma-Ata PHC declaration of 1978.'8
The WHS operates a primarily community-based manage-
ment structure which functions through the Ward Devel-
opment Committees (WDCs) and Village Development
Committees (VDCs) at the ward and village levels respec-
tively. Each WDC consists mostly of chairmen of the
various VDCs under its jurisdiction while the VDCs consist
of respectable members of the communities and repre-
sentatives of various community-based interest groups
and strata (eg, women, youth and occupational groups).lg
The functions of these committees include identifying,
planning interventions and mobilising resources to meet
health and social needs of the communities, supporting
and monitoring the implementation of work plans and
activities of community-based and health facility workers,
support maintenance of the Ward Health Centres as well
as serve as the linkage between the communities and
the government/other partners.I7 Although the DIVA
model is designed to strengthen this model,' in practice
community participation has been rather very passive 4
This study was conducted in Kaduna, one of Nigeria’s
37 states/territories. Kaduna is home to about 7915 487!
people distributed across 23 local government areas and
255 political wards. About 1523 (98%)W()f the 1560 health
facilities in Kaduna are PHC facilities.™

METHODS

The DIVA model

DIVA is a variant of the Plan-Do-Study-Act cycle designed
to improve performance in complex macro-health
systems, particularly the district health system‘1l % The
model aims to build the capacity of LG health managers
to assess, analyse, act and be accountable for equitable
service delivery and to strengthen decentralised health
systems. Four principles guide the implementation of
DIVA- strong government leadership and ownership;
flexibility and adaptability to local programmes, building
on what exists; community involvement and engage-
ment and supportive (technical and financial) process
from civil society, private sector and development part-
ners."! Kaduna state implements DIVA in quarterly cycles
for each LG and annual reviews are conducted at the
state level which feed into existing health sector annual
budgetinqg and planning cycles. These phases overlap in
pmctice.'4 The phases of DIVA are described below:

Diagnose phase
A modified Tanahashi model, described by O’Connell
and Sharkey, is used during the diagnose phase of the
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Figure 1 Framework for implementation of the ‘Diagnose’ phase (adapted from Unicef and Management Science for Health

(MSH)").

PHC reviews to assess health systems bottlenecks at the
LG level.'” ® Six determinants of quality or ‘effective
coverage’ of interventions are measured: availability
of essential health commodities, availability of human
resources, accessibility of distribution points for the inter-
ventions (geographical access), initial utilisation (accept-
ability) of interventions, continuous utilisation (contact)
of interventions and quality of interventions delivered.
The first three determinants represent the supply side
while the others are demand side determinants. Health
systems bottlenecks are identified as constraints to full
functlomng of each determinant which unpacts on effec-
tive/quality coverage of the intervention.'

A pre-implementation training of LG PHC manage-
ment teams on bottleneck analysis methodology was
conducted in 2012.% " Thereafter, durmg the PHC reviews
we provide technical guidance to the teams to carry out
this diagnosis using routine data (and data from other
sources eg demographic and health surveys) analysed on
a MS-Excel based Bottleneck Analysis tool developed by
the National PHC Development Agenq (NPHCDA). i
The LG teams are then supported to identify bottle-
necks inhibiting optimal effective coverage with respect
to each tracer intervention. This training and technical
support was embedded into the DIVA process to ensure
optimal implementation fidelity by mitigating lower-level
discretion commonly observed in ‘multi-level governance
contexts.” 7%

The tool calculates coverage for each determinant
using routine data inputted from the health management

information system as numerators and the national popu-
lation census data as denominators. Graphs are automat-
ically developed for analyses. The difference between
target coverage and observed coverage for each determi-
nant is identified as a measure of the bottleneck.'***27%

Using techniques and tools like brainstorming, ‘5 Whys’
techmque affinity and driver diagrams, the teams are
guided to identify immediate, proximate and distal causes
of identified bottlenecks (S1). This step is known as root
cause/ causal analysis (figure 1).

Intervene phase

Following step 1, LG teams are guided to identify plau-
sible solutions to these bottlenecks with specific quality/
coverage targets for each quarter. Thereafter, proffered
solutions are converted into action plans (SI) which are
incorporated in annual health operational plans and
budgets following stakeholder consultation (eg, the State
PHC Development Agency chief executive, LG chair-
person and ministries of health and finance). This is
followed by implementation of the planned activities.

Verify phase

During this phase, the implementation of planned activ-
ities is monitored through existing supportive supervi-
sion, monitoring and evaluation mechanisms year-round.
This helps early detection of deviation or lag while also
ensuring implementation fidelity of planned activities.
Quarterly diagnostic cycles further enhance verification.
Supportive supervision includes quarterly visits from state
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Figure 2 Trend - coverage of measles vaccine (monthly).

to LGs and from LGs to health facilities to supervise and
aid frontline health workers as they implement activities
planned out for each intervention.

Adjust phase

At any point during verification, implementation chal-
lenges identified are addressed to ensure interventions
are carried out as planned and are on track towards
attaining targets within stipulated time frames.

DIVA implementation process in Kaduna

Eight state and LG teams (PHC managers) were trained
on the methodology of and guided on the Diagnose
and Intervene steps to obtain a baseline in 2013. These
managers include the PHC directors and programme
managers at both levels. Thereafter technical support

Fever Cases Tested with RDT

was provided during the annual reviews conducted in
March each year. The reviews focused on determinants
for availability of health commodities, human resources
for health, geographical accessibility, initial utilisation,
continuous utilisation and quality coverage of four PHC
tracer interventions (immunisation, Integrated Manage-
ment of Childhood Illnesses (IMCI), antenatal care and
skilled birth attendance). These tracer interventions were
selected by stakeholders in the health sector using the
following criteria: 'Data is available for the six coverage determi-
nants; the tracer is an internationally recommended intervention
with proven and quantified efficacy; the tracer is vepresentative of
other indicators within its intervention group in terms of facing
similar health systems constraints at the chosen service delivery
level, for accurate assessment of costs in overcoming bottlenecks' ™

Clinical Malaria Treated with ACT

Figure 3 Trend - outcome of management of febrile ilinesses (monthly). ACT, artemisinin-based combination therapy; RDT,

rapid diagnostic testing.
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Figure 4 Trends - outcomes of antenatal care.

LG health management teams (PHC directors and
programme managers) were coached and supervised
as they utilised routine data collected from their LGs to
analyse health systems constraints, develop and imple-
ment evidence-informed plans to address them and
improve performance. Each of Kaduna state’s 23 LGs
have six PHC managers (one PHC director and five
programme managers) involved with DIVA. A total of 138
across the state therefore constituted the study popula-
tion. Field notes were taken, and reports developed from
each LG detailing bottlenecks identified, causal analysis
and action/operational plans for each year. Draft reports
were circulated to all LGs for confirmation and inputs
towards the final documents (which were also endorsed
by all LGs).

Study design

We evaluated the PHC reviews in Kaduna using an
embedded a mixed method approach. The mixed
approach was complementary such that qualitative data
provided context and content to the changes in indica-
tors measured using quantitative methods.” * Embedded

Figure 5 Distribution of identified bottlenecks across
determinants of health system performance.

research involves a partnership between researchers
and decision-makers to facilitate co-production of
knowledge towards evidence-informed policy and prac-
tice.** ¥ A moderate participant observation approach
was employed such that the embedded researchers
mostly acted as process facilitators for the state and LG
teams.’® EAE and NI were played dual roles as embedded
researchers and national-level policy makers between
2013 and 2016. The process aligned with Howell’s partic-
ipant observation phases such that the researchers first
established rapport with the participants (subnational
PHC managers), then embedded themselves in the field
as process facilitators, recorded observations as field-
notes and finally conducted framework and narrative
analyses of the information gathered.37 Detailed find-
ings from these analyses are beyond the scope of this
paper, but are Bublished in other sub-studies within this
research series.’ 20 % However, collated outputs from the
process inform the process description below as well as
the ‘causal analyses and planned action table’ in the
results section.

Furthermore, we quantitatively evaluated the effective-
ness of DIVA by measuring improvements on selected
indicators (table 1) developed by the NPHCDA and from
the Health Management Information System.g4 * Each
LG team was instructed to identify two priority bottlenecks
(constrained determinants) per intervention (one supply
side and one demand side) using the MS-Excel bottleneck
analysis tool described earlier. We followed up on actions
planned to tackle these identified bottlenecks and their
impact on reducing them between 2013 and 2016. This
was done by extracting data from programme reports
on how the planned activities were implemented. The
level of implementation was categorised in a three-point
ordinal scale (not implemented, partly implemented and
completely implemented). The implementation data
collated from all LGs was analysed using a pie-chart.
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Figure 6 Pareto charts showing priority ranking of determinants with identified bottlenecks for each tracer intervention.

Coverage gap analyses were conducted on the priori-
tised bottlenecks to monitor improvements. The median
performance values of each constrained determinant
identified across the 23 LGs was determined both at base-
line and post-implementation. Median values (rather
than mean) were used as measures of central tendency
to eliminate the effect of isolated extreme performance
in some LGs. The change in bottlenecks are presented
in bar charts. Health system performance measures were
monitored using time-series charts which show trends
in monthly coverage of selected outcome measures
between 2013 and 2016. A trend analyses was conducted
to monitor for possible improvements. The selected
measures were based on proximate indicators from Nige-
ria’s National Strategic Health Development Plan consid-
ered to have indirect but proximate relationships with
the DIVA indicators.”™ These are trends in measles vacci-
nation coverage, management of febrile Illnesses using
rapid diagnostic testing (RDT) and artemisinin-based
combination therapy (ACT) for confirmed malaria cases,
and attendance at antenatal care clinics.

Patient and public involvement

This study did not directly involve the patients, but
rather an ecological approach using data from the
Health Management Information System. The partic-
ipatory action research approach involved the health
system managers and planners who utilised the routine
(secondary) data for decision making.

RESULTS

The results from this evaluation represent findings aggre-
gated from 1523 out of 1560 health facilities distributed
across all 23 LGs in Kaduna state.

Trend of selected performance measures based on routine
data
First, we present trend analyses of selected outcomes; vacci-
nation: measles vaccine coverage, antenatal care (ANC):
coverage and average visits per client, IMCI: fever cases
tested with RDT and clinical malaria treated with ACT. These
outcomes were selected because they are proxy indicators
of health systems performance associated with the various
interventions in the national PHC review guidelines.24
Figures 2-4 show that although improvement is observed
with some outcome indicators (measles vaccination and
fever cases tested with RDT), decline was observed with
others.

Bottleneck analysis and action plan implementation

We now present findings from the baseline diagnosis in
2013 with priority ranking of bottlenecks and root cause
analysis across the various interventions and causal anal-
ysis. Thereafter we demonstrate on bar charts how these
bottlenecks have changed between 2013 and 2016. Lastly,
we illustrate implementation gaps in action plans devel-
oped to address the bottlenecks.

A total of 183 bottlenecks were identified by the 23 LG
teams across all tracer interventions in 2013. Figure 5
shows the distribution of these bottlenecks across the
modified Tanahashi determinants. Most (41%) bottle-
necks identified relate to human resource challenges,
while geographical access and availability of commodities
ranked least (4% respectively). Figure 6 disaggregates
these findings per tracer intervention using Pareto charts.

Table 2 shows the common bottlenecks for each inter-
vention as well as their probable causes as identified by
the LG teams. Online supplementary material S1 contains
an example of integrated evidence-informed operational
plans developed by the teams during the PHC reviews to
address these constraints.
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Figure 7 Bar charts showing changes in median values of indicators for each intervention between 2013 and 2016 (* some
determinants were not identified by the teams as having priority bottlenecks in 2013).

Figure 7 measures the difference between 2013 (base-
line) and 2016 median values of determinants for each
intervention in LGs that identified them as priority
constraints. These values exclude performance in LGs
that did not identify priority constraints in the respec-
tive determinants (table 3). Thus, the measurements
(figure 7) represent improvement (or otherwise) oniden-
tified bottlenecks following development of action plans
to address them. While variable levels improvement can
be observed in most determinants, geographical access
to routine immunisation and antenatal services reduced.
This may have resulted from the closure of facilities and
dispersal of communities following security challenges in
some LGs as identified in table 2.

Figure 8 shows a gap in implementation of activities
aimed at addressing bottlenecks. A total of 1562 activ-
ities were planned to address identified bottlenecks
in the state, in which only 568 (36%) were completely
implemented. Only 6 out of 23 LGs fully implemented
at least 50% of planned activities. Implementation gaps
occurred across all interventions, however, as shown on
table 2, implementation was not a priority bottleneck with
routine immunisation, which is the most government and
donor supported intervention.

DISCUSSION
Our findings reveal that the DIVA model was helpful
in identifying bottlenecks and developing evidence-in-
formed action plans to address them. Interpretation of
the findings are, however, guided by the understanding
that while DIVA is implemented at LG level, these
outcomes are measured at state level (which are aggre-
gates of possible effects in all LGs).

Challenges were observed, particularly regarding
execution of planned activities to address the bottlenecks.

Funding constraints resulting from poor political will/
government ownership (particularly at the LG level), was
identified as a major factor underpinning implementa-
tion gaps. These mirror implementation challenges with
DIVA in Ghana and Uganda.”” * In addition to these,
data availability to populate the Tanahashi determinants
constrained implementation in Uganda. Generally,
health systems bottlenecks identified were similar across
these countries, save for some context specific constraints
discussed below.

Human resources for health was identified as the
most constrained determinant across all interventions
except routine immunisation where it ranked second to
quality. Common human resource challenges identified
by the LG teams include weak capacity to deliver the
interventions as well as poor motivation and commit-
ment of frontline workers to service delivery. In addi-
tion to funding and management constraints, this
may have contributed significantly to the poor quality
of services which ranked second. In some LGs skilled
human resources, where available, were inequitably
distributed (being concentrated in larger urban or
semi-urban facilities).

Geographical access and availability of commodities
were the least constrained determinants identified. Secu-
rity challenges (including terrorism and ethno-religious
conflicts) constrained geographical access to services
(particularly immunisation and IMCI) in some commu-
nities. Whereas Kaduna is not known as a hotspot for
terrorism, findings from this research have shown that
isolated security challenges have significant effects on the
health system. Most responses to terrorism (including
health sector) are currently concentrated in the North-
Eastern states of Adamawa, Yobe and Borno. Conse-
quently, there is need for a more widespread assessment
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Table 3 Local governments that identified priority
constraints in the respective determinants for each

intervention in 2013 (n [%)])
Number
of LGs
identifying
bottlenecks
Intervention Determinants (n [%])
Immunisation Commodities 4 (17%)
Human resources 13 (57%)
Geographical access 5 (22%)
Initial utilisation 2 (9%)
Continuity 7 (30%)
Quality 15 (65%)
Integrated Commodities 1(4%)
gl?lr:j?\%in;?{l]rt\:;ses Human resources 20 87%)
Geographical access 1(4%)
Initial utilisation 2 (9%)
Continuity 12 (52%)
Quality 9 (39%)
Antenatal care Human resources 22 (96%)
Geographical access 1 (4%)
Initial utilisation 2 (9%)
Continuity 5 (22%)
Quality 16 (70%)
Skilled birth Commodities 2 (9%)
sensancs Human resources 21 (91%)
Initial utilisation 16 (70%)
Continuity 5 (22%)
Quality 2 (9%)

LG, local government.

and response to the effects of terrorism and conflicts in
Nigeria beyond the known hotspots.

Inequitable siting of health facilities was also cited as a
constraint. A well-known reason for this is the tendency
for politicians to influence the siting of developmental
projects (including health facilities) based on quest for
political capital as against equity needs of the population.

Work planimplementation pattern

512; 33%|

568; 36%

483; 31%

Figure 8 Implementation of planned activities.

Thus, while health services are relatively inaccessible to
some communities, others with greater political influence
have more facilities than needed even though many of
these function sub-optimally.®

Utilisation of services was mainly constrained by
demand side factors such as sociocultural norms and
poorly functional community development committees
(which are supposed to provide a link between facility
managers and the users of services). Efforts have been
made by the national government to revitalise these
committees through community Participatory Learning
and Action programmes,m however a more sustainable
framework for operationalising these committees will
require states and LGs to play more significant roles in
engaging communities in recognition of their vital role
as part of the health system.ﬁ Studies in Kenya, Tanzania
and Nigeria have shown that communities can play active
roles in service delivery and project implementation,
health promotion and advocacy and resource mobilisa-
tion and management.“‘”

Planned actions to tackle these bottlenecks mostly
revolved around advocacy and community mobilisation,
indicating that majority of the solutions were beyond the
immediate responsibility or capacity of the LG health
teams. This probably explains the weak implementation
of planned activities. Across all interventions, improve-
ment in human resources was minimal even though it was
the most constrained determinant. The challenges with
human resources for healthcare are not new in Nigeria.
However, most efforts to address them have focused on
increasing their numbers and distribution, particularly
Community Health Extension Workers.* This approach
is not unusual in LMICs given that maldistribution and
high attrition rates are common human resource chal-
lenges in these countries.” For example, maldistribu-
tion of health workers following punitive transfers and
lobbying for posting are common concerns that have
affected equitable access of clients to services in India,
Pakistan, Mali and Kenya, which staff z}u(lits and re-dis-
tribution have attempted to solve.”™ In addition to
these, our findings suggest that attention should also be
given to the capacity of available health workers to deliver
specific services effectively. Thus, it is not sufficient to
have adequate cadre of staff, efforts should be made to
ensure these frontline workers get trained and retrained
on the various PHC interventions to ensure quality.
Clinical mentoring has also been employed successfully
in Malawi, Uganda and Tanzania to strengthen human
resource capacity.g

Availability of commodities was the most improved
determinant even though it was among the least deter-
minants cited as constrained. This pattern probably indi-
cates skewness in implementation of operational plans
as government and donors may prefer to intervene in
this determinant to sustain supplies as against human
resources, which require high costs and locally sensitive
training. Availability of commodities was not identified
as major constraint for ANC. Furthermore, there was
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improvement in IMCI geographical access in the LGs that
identified it as being a bottleneck. The reverse was the
case with ANC and routine immunisation where access
worsened. This may have been due to insecurity which
led to closure of some health facilities in some LGs. These
two interventions were probably more affected because
they also include community-based outreach services,
which declined as reported by participants.

Whereas some indicators for interventions like malaria
and routine immunisation (which have strong donor
support) improved, ANCindicators slightly declined. This
may indicate that managers skew implementation towards
donor interests by not prioritising other less supported
interventions like ANC. Consequently, action plan imple-
mentation tends towards verticalisation contrary to the
design of DIVA.

The PHC reviews are yet to be fully institutionalised as
implementation is largely dependent on external support
and contextual factors such as security, financing and
political will. The successful implementation of the Veri-
fy-Adjust phase is hinged on a strong monitoring and
evaluation system. However, our findings reveal that this
system is weak, as reported in previous studies.” In tegrated
supportive supervision has been relatively stronger with
vertical programmes like malaria and HIV/AIDS due to
donor funding requiremems.46 Although donor support
has contributed to strengthening health systems in LMICs
and improving PHC services in some cases, concerns have
been raised about their negative impact on integrated
systems strengthening."7 For example, increase in HIV/
AIDS funding has been observed to stagnate funding
for reproductive health. Further, accusations have arisen
that scarce personnel are being drawn off other health
services by offers of better-paying opportunities in HIV/
AIDS programmes.“ * We thus recommend a robust
government coordination of PHC to improve the effec-
tiveness of DIVA.

While many of the findings are not new, particularly
as relates to human resources for health being a ma}jox_‘
health system challenge in LMICs, including Nigeria,R ki
the PHC review presents a new approach to evidence-in-
formed solutions using DIVA. Successful implementation
of DIVA is guided by four principles - strong government
leadership and ownership; flexible and adaptable to local
programmes, building on what exists; community involve-
ment and engagement and supportive (technical and
financial) process from civil society, private sector and
development partners.ll Whereas, Nigeria’s integrated
governance structure may have played an important
role in sustaining implementation to date,’ dependence
on donors as primary technical and funding sources for
implementation may threaten future sustainability of the
initiative.

Alimitation of our study is that the magnitude of change
observed may not reflect the magnitude of impact DIVA
has on health system performance. This is because DIVA
implementation is at the LG while this study aggregates
findings to state level, consequently, outstanding results

from high performing LGs are potentially obscured by
low performing ones. However, given that our study
focuses on state-level effectiveness of implementing the
model (as against efficacy or impact evaluation), our find-
ings are reflective of the potential of DIVA to improve
health system performance within a decentralised
context. Further, our analysis utilised median values as
against means, thus eliminating the effect of possible
extreme values from some LGs. While the use of routine
data may be considered a limitation of DIVA owing to data
quality concerns, our study focuses on change in coverage
as against actual coverage thus potentially eliminating
some known quality deficits. For example, the denomina-
tors for coverage in routine data are based on expected
values projected from Nigeria’s last census in 2006, but
observed coverages sometimes exceed 100% signifying
a possible change in population dynamics over the past
10 years. However, this is unlikely to affect our findings
as we analyse changes in coverage rather than the abso-
lute coverage. Further, Nigeria’s electronic routine data
platform and the PHC bottleneck analysis tool possess
internal quality control mechanisms.”*

This study uses an uncontrolled before and after design
for assessing change in identified bottlenecks. Conse-
quently, it is constrained in attributing observed improve-
ment to the intervention. This design was, however, most
suitable given that all LGs in the state are implementing
DIVA. Using LGs in other states as controls will potentially
introduce complex confounders given the dissimilarities
in contexts, governance and other characteristics across
states. However, the time series charts used in analysing
health system outcomes support the interpretation of
our findings. Further, a follow-up evaluation of contex-
tual influences on DIVA outcomes using the Model for
Understanding Success in Quality has been conducted
to develop a theory of attribution that takes into account
other factors.”

We found this design very useful and easy-to-use
for lower level operational managers in LMICs imple-
menting/evaluating health system improvement initia-
tives, particularly in district/decentralised health systems.
Although desirable, we were unable to get sufficient
reliable data to conduct a time series analysis for facility
deliveries as proxy outcome indicator for skilled birth
attendance due to gaps in routine data collection. As with
all participant observation research, this study is prone
to the Hawthorne effect. However, given that this is an
embedded real-world continuous improvement interven-
tion, the Hawthorne effect is a desirable as part of the
intervention if positive and sustained.

CONCLUSIONS

Our study demonstrates that PHC planning using the
DIVA approach model can potentially improve perfor-
mance in decentralised health systems like Nigeria’s if
implemented well. However, effective implementation will
require some degree of central oversight and ownership.
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While an integrated approach to improving health system
performance is ideal, this may not always be practicable
owing to the complexity of the health system. However,
our study has shown that integrated planning and some
aspects of implementation are possible and potentially
effective if structural and managerial bottlenecks are
addressed. We view that while integrated financing struc-
tures recommended by Nigeria’s ongoing PHC under one
roof reforms policy may improve effectiveness of DIVA,
political considerations have constrained its implemen-
tation to date.*® * However, to improve health systems
performance, a governance model that empowers the
LGs technically, politically and financially will have to
evolve, requiring the engagement of stakeholders at
different levels of government as well as different sectors
of the economy given that most challenges to perfor-
mance observed are outside the immediate jurisdiction
of the LG health authorities. This inference is supported
by our follow-up context and process evaluations of DIV
implementation ke

We recommend the tools used in this study (S1) for real
time diagnosis, improvement and evaluation of health
systems performance when implementing this model.
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Abstract

Quality improvement models have been applied across various levels of health systems with vary-
ing success leading to scepticisms about effectiveness. Health systems are complex, influenced by
contexts and characterized by numerous interests. Thus, a shift in focus from examining whether
improvement models work, to understanding why, when and where they work most effectively is
essential. Nigeria introduced DIVA (Diagnose-Intervene-Verify-Adjust) as a model to strengthen
decentralized PHC planning. However, implementation has been poorly sustained. This article
explores the role of actors and context in implementation and sustainability of DIVA in two local
government areas (LGAs) in Nigeria. We employed an integrated mixed method approach in which
qualitative data was used in conjunction with quantitative to understand effects of actors and con-
texts on implementation outcomes. We analysed policy documents and conducted interviews with
PHC managers. Then using the Model for Understanding Success in Quality (MUSIQ), we meas-
ured contextual factors affecting implementation of DIVA in the selected LGAs. The LGAs scored
117.42 and 104.67 out of 168 points on the MUSIQ scale, respectively, indicating contextual barriers
exist. Both have strong DIVA team attributes, but these could not independently ensure quality im-
plementation. Although external support accounted for the greatest contextual disparities, the
utmost implementation challenges relate to subnational government leadership, management, fi-
nancial and technical support. Although higher levels of government may set visionary goals for
PHC, interventions are potentially skewed towards donor interests at lower (implementation) lev-
els. Thus, subnational political will is a key determinant of quality implementation. Consequently,
advocacy for responsible and accountable political governance is essential in comparable decen-
tralized contexts.
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Key Messages
* Quality improvement models have been applied across various levels of health systems with varying success leading
to scepticisms about effectiveness.
* Understanding success of improvement initiatives requires a shift in focus from examining whether improvement
models work, to understanding why, when, and where they work most effectively.
¢ Quality of PHC improvement initiatives depends strong political leadership, financial and technical support, particularly
at sub-national levels. Consequently, advocacy for more responsible and accountable political governance is essential,
particularly in decentralized low- and middle-income country contexts.
Introduction Republic of Congo, Ghana, Mali, Malawi, Niger, Nigeria, Sierra

Quality improvement (QI), a combined and unceasing efforts of all
system actors to make the changes expected to lead to better system
performance (Batalden and Davidoff 2007), has recently gained
widespread use in healthcare. Its application spans across various
levels of health systems even though it is more commonly employed
at the clinical interphase, organizational levels or with respect to
vertical programmes (Vasan et al. 2017; Eboreime et al. 2017).
However, variations in success (some fail while others succeed to
varying extents), has led to scepticism about effectiveness of these
methods in healthcare (Kaplan et al. 2012; Dixon-Woods and
Martin 2016). Health systems are complex, influenced by contexts
and characterized by many actors and interest groups (Mburu 1994;
Abimbola et al. 2014). Thus, shifting focus from examining whether
QI methods work to understanding why, when and where they
work most effectively is essential to understanding implementation
success of healthcare QI initiatives (Kaplan et al. 2012). This
involves examining local actors and contexts, a much argued for di-
mension of health policy analysis. Despite its recognition in health
care analyses some 25 years ago (Walt and Gilson 1994), it contin-
ues to require explicit attention with respect to its constituent
parts—actors, content, context (Walt et al. 2008). More recently,
Embrett and Randall conclude their analysis of health equity studies
by saying many appear to be focussed on advocacy rather than ana-
lysis and that the use of policy analysis theory is extremely limited.
Their results further suggest that when such theories are incorpo-
rated into an analysis they are often not comprehensively employed
(Embrett and Randall 2014).

Lately, many low and middle-income countries (LMICs), par-
ticularly in Sub-Saharan Africa, are restructuring their health
systems towards decentralization, particularly following democra-
tization of their polities (Eboreime et al. 2017). This decentralized
system of administration has implications on implementation of
health initiatives. The aim of decentralization is to bring health serv-
ices closer to the end users, particularly to improve community par-
ticipation in healthcare planning and decision making in line with
the Alma Ata Primary Health Care (PHC) Declaration (Gerring
et al. 2007; Eboreime et al. 2017). It is believed that a bottom-up ap-
proach to planning more effectively addresses equity and quality
constraints as well as strengthening accountability mechanisms
(UNICEF; MSH 2012). Consequently, the World Health
Organization recommended the District Health System (DHS) to im-
prove health system governance in decentralized LMIC contexts
(Chatora and Tumusiime 2004; National Council for Health 2011;
O’Connell and Sharkey 2013). Countries have adapted models of
the DHS to their own contexts (Eboreime et al. 2017).

In order to strengthen the DHS, a QI model known as DIVA
(Diagnose-Intervene-Verify-Adjust) was
sub-Saharan African countries (including Botswana, Democratic

introduced in some

Leone, Tanzania, Uganda and Zambia) by UNICEF (O’Connell and
Sharkey 2013; Maluka et al. 2010; Yawson et al. 2017). The model
is designed to improve health outcomes by strengthening evidence-
informed operational planning of PHC at the district level. DIVA is
a four-step model in which ‘Diagnose’ identifies bottlenecks to pro-
gramme interventions; ‘Intervene’ develops/implements action plans
addressing the bottlenecks; while “Verify/Adjust’ monitor perform-
ance and revise plans (Figure 1). DIVA is a derivative of the Plan-
Do-Study-Act cycle adapted to improve performance in complex
macro-health systems like the DHS (IHI 2011; UNICEF;, MSH
2012). The model aims to build the capacity of district health teams
to evaluate, analyse, act and be accountable for equitable service de-
livery (UNICEF; MSH 2012). The main aim of DIVA is to improve
effective coverage of health interventions (defined as coverage of suf-
ficient quality to make desired impact; Tanahashi 1978; O’Connell
and Sharkey 2013) through iterative cycles of evidence-informed
health system bottleneck analysis, planning and performance im-
provement (UNICEF; MSH 2012; O’Connell and Sharkey 2013).
Although no effectiveness study of DIVA has previously been con-
ducted to our knowledge, case studies have demonstrated how
DIVA has been useful in evidence-informed planning as well as
improving financial investments in health in Ghana, Uganda,
Tanzania and the Democratic Republic of Congo (O’Connell and
Sharkey 2013; Baker et al. 2015; Kiwanuka Henriksson et al. 2017,
Yawson et al. 2017).

The government of Nigeria (the federal and 36 state govern-
ments) in 2012, through the National Council on Health (Nigeria’s
highest policy making body for health, consisting of all State
Commissioners of Health and chaired by the Minister for Health;
FGN 2014), approved DIVA as a model for quarterly PHC reviews.
The purpose of this is to strengthen ongoing PHC revitalization
efforts, particularly the integrated PHC governance policy
(NPHCDA 2013a). However, implementation of PHC reviews/
DIVA has only been sustained in one state, Kaduna, due to the role
of various actors in adapting the content to local context (NPHCDA
2013b). As part of a series of implementation research on DIVA,
this article aims to explore the role of these actors and context in the
implementation and sustainability of DIVA by comparing experien-
ces between Nigerian local government areas (LGAs) (analogues of
districts) in Kaduna state.

Nigeria’s ongoing Integrated PHC Governance reforms, also
called ‘Primary Health Care Under One Roof (PHCUOR)' makes
sub-national PHC governance, hitherto under the LGA, the respon-
sibility of the State PHC Development Agency (SPHCDA)
(NPHCDA, 2013a; Aigbiremolen et al. 2014; Eboreime et al. 2017).
This policy was introduced in 2010 by the Federal Ministry of
Health through the National Primary Health Care Development
Agency (NPHCDA), in response to the challenge of weak
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Figure 1. The DIVA Model (Source: UNICEF). The four-step DIVA model in which ‘Diagnose’ identifies bottlenecks to programme interventions; ‘Intervene’ devel-
ops/implements action plans addressing the bottlenecks; while ‘Verify/Adjust’ monitor performance and revise plans

governance at the lower levels of the health system (NPHCDA
2013a). The PHCUOR reforms are hinged on the core principles of
‘One Management, One Plan, One Monitoring and Evaluation
System’. The PHC reviews/DIVA was introduced to strengthen
PHCUOR by integrating sub-national planning of otherwise vertical
PHC programmes, in line with national goals.

Materials and methods

Analytical framework

According to Walt and Gilson (1994), implementation outcomes of
health policies are products of the content, context, processes of for-
mulation and execution, as well as the social actors involved in the
processes. Policy content refers to the body of the policy and how it
is expressed through its entire components such as aims, objectives,
interventions, programmes, activities etc. Content has been
described as ‘a set of measures combined, in a particular sequence,
in order to transform a real situation into a desired one’ (Aratjo and
Maciel 2001). Contextual factors commonly affect how policies and
initiatives are implemented and have been implicated in variability
in effectiveness of interventions. This dynamic relationship makes it
difficult to separate interventions from their contextual environ-
ments (Buse et al. 2005; Kaplan et al. 2012; Dixon-Woods and
Martin 2016). With respect to QI initiatives, like DIVA, Kaplan
et al. (2012) broadly categorized contextual factors as relating to the
team working on the project, the microsystem in which they func-
tion, local QI support and capacity, the organisation in which they
work, and the external environment. The effect of the context on
outcomes will vary depending on how the policy or intervention is
designed and implemented (Collins et al. 1999; Aratjo and Maciel
2001). Finally, actors are the agents of policies and interventions.

They are at the centre of formulation and implementation.
Generally, actors are either governmental or non-governmental. The
interests, positions and power relations among actors shape the dir-
ection and processes of health policies and interventions (Walt and
Gilson 1994; Aratijo and Maciel 2001; Buse et al. 2005).

In this article, we focus on understanding how DIVA implemen-
tation is affected by actors and contextual nuances particularly at
the LGA level. As relates to health policy analysis, context can either
be macro (relating to systems level influences such as political and
economic systems), meso (including local health system e.g. district
health systems) or micro (relating to individuals and their interac-
tions, e.g. provider-patient interphase, LGA health management
teams) (Gilson, 2012).

Study setting
Nigeria is comprised of 36 states and the Federal Capital Territory,
divided into 774 LGAs. Each LGA contains a number of electoral
wards (totalling 9557 nationwide) which are the smallest political
units in the country. Nigeria is made up of approximately 400 ethnic
groups and 450 languages (Danladi 2013). The nation’s constitution
created a considerable politically and fiscally decentralized system
of government. The state government is the second tier of govern-
ment in Nigeria, headed by an elected governor whereas the political
head of the LGA is am elected chairperson. PHC governance at state
level is by the SPHCDA, which is semi-autonomous organ of the
state ministry of health. PHC is under the purview of LGAs while
the state and federal governments are responsible for the manage-
ment (administrative and financial) of secondary and tertiary health
care services, respectively (FMOH 2004).

Kaduna is 1 of the 36 states of Nigeria. Located in the North-
West Zone of Nigeria, the state has a 2015 projected population of
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7915, 487 (NPC 2006) distributed under 23 LGAs. As of 2012, the
state had a total of 1560 health facilities out of which 1523 (98%)
are PHC facilities. 1007 (66 %) of PHC facilities are public while the
remaining 516 (34%) are private facilities (FMOH 2012).

Study design

An integrated mixed method approach (Creamer 2017) was used in
this study. Qualitative data was used in conjunction with quantita-
tive data to understand how actors interact in different contexts,
and how this affected DIVA implementation outcomes. The study
was carried out in four phases. First, we analysed PHC policy docu-
ments to identify policy and programme content, governance con-
texts and actors. Next, we assessed the level of implementation of
work plans developed during the PHC reviews to address identified
bottlenecks in all 23 LGAs between 2013 and 2016. Details of the
bottleneck analysis and planning processes are contained in another
upcoming paper. Based on the findings, we purposively selected two
LGAs (the highest and lowest performing in the period under con-
sideration). Then, we conducted key informant interviews of LGA
and state PHC managers to understand roles and experiences of
various actors with DIVA implementation. Finally, using an adapta-
tion of the Model for Understanding Success in Quality (MUSIQ)
(Kaplan et al. 2012), we compared quantitatively the contextual fac-
tors affecting implementation of DIVA in the two selected LGAs.
Triangulation of all data (interviews, MUSIQ and document ana-
lysis) was done to validate inferences. Further, findings from docu-
ment analysis and interviews were used to understand and explain
results from MUSIQ.

Phase 1: Identifying policy/programme content,
contexts and actors

We analysed the content of 10 policy documents (NPHCDA 2009,
2012a, b, 2013a, b, ¢, 2006; EMOH, 2004, 2010; NPHCDA et al.,
2015) to identify implementation contexts, prescribed roles and
responsibilities of various actors in implementing the PHC reviews.
Guided by MUSIQ, we specifically sought to identify contextual fac-
tors relating to the microsystem (DIVA implementing team); the
mesosystem (LGA health department in which they operate, local
support and capacity for implementation); and the macrosystem
(the broader organisational context) such as the LGA political gov-
ernance structure and systems, and the environment external to the
delivery system (including donors, civil society and higher socio-
political influences).

The documents were identified following interviews with four
national level subject matter experts (one NPHCDA director, two
consultants and one UNICEF official) who were involved in the ini-
tial policy design; and from the researchers’ knowledge. These docu-
ments include national PHC governance guidelines, reports of
stakeholder meetings on PHC reviews and ongoing PHC revitaliza-
tion initiatives, as well as national reports on initial implementation
of DIVA.

Stakeholder analysis was done using a RACI (Responsible-
Accountable-Consult-Inform) Matrix (Smith and Erwin 2005) as
follows:

* Responsible: Those who do the work to achieve the task.

¢ Accountable: The person ultimately answerable for thorough
completion of the deliverable or task, and the one who dele-
gates the work to those responsible.

* Consulted: Those whose opinions are sought, typically subject
matter experts.

* Informed: Those who are kept up-to-date on progress, often
only on completion of the task or deliverable; and with whom
there is just one-way communication.

Identified LGA level actors were subsequently interviewed as key
informants.

Phase 2: Selecting sample

Kaduna was selected for study because it is the only state still imple-
menting DIVA. We developed and distributed a work plan assess-
ment questionnaire (Supplementary Material S1) to all 23 LGA
PHC Directors in the state. We analysed the patterns of implementa-
tion of work plans developed to address bottlenecks in all LGAs be-
tween 2013 and 2016 using Microsoft Excel (details of this process
is contained in an upcoming paper). Based on this finding, LGA1
and LGA2 were selected for further comparative study having
implemented the highest (78%) and lowest (8%) proportions of
planned activities, respectively. Given that while all LGAs in the
state have the same organizational structure, this selection process
was informed by the guiding theory of this study:

differential implementation outcomes of DIVA are a function of
factors relating to unique contextual environment and actors operat-
ing in each LGA.

The identities of the LGAs have been anonymised as part of con-
fidentiality agreements with key informants. LGA 1 has 75 PHC
facilities and 2 secondary health facilities while LGA2 61 PHC
facilities and 1 secondary health facility. Both LGAs are largely rural
with semi-urban capitals. The capital of LGA 1, however, is more
proximate to the Kaduna state capital than LGA 2 thus making it
more structurally developed than that of LGA 2. Both LGAs share
fundamentally the same organizational structure as all other LGAs
in the state (and in Nigeria). LGAs in Nigeria are not financially au-
tonomous as they are funded through joint state/LGA accounts
which are administered by state governments (FGN 1999; Eboreime
et al. 2017).

Phase 3: Exploring experiences of LGA actors with

DIVA implementation

In-depth interviews were conducted with available LGA DIVA team
members in both LGAs and an SPHCDA Monitoring and
Evaluation consultant (totalling nine respondents) to understand
their experiences with implementing DIVA. LGA DIVA team mem-
bers interviewed include PHC Director (LGA 1), Monitoring and
Evaluation officers (both LGAs) as well as programme coordinators
for Maternal and Child Health (both LGAs), immunization (both
LGAs), and malaria (LGA 2). These managers were purposively
selected because they are central to implementation of DIVA at the
various levels thus have detailed knowledge of the implementation
processes and challenges and thus could provide in-depth and rich
data which would further the understating of the context given the
very few actors directly involved in DIVA implementation at the
LGA level. The politically elected chairpersons for both LGAs, PHC
Director for LGA 2 (Team lead) and the Malaria programme officer
for LGA 1 were not available for interviews. The SPHCDA
Monitoring and Evaluation consultant was interviewed because he
is the only state level officer directly and actively involved with
DIVA. Eight interviews were conducted face-to-face while one was
conducted via phone call. Audio recorded interviews were con-
ducted in English. Fieldnotes were also taken by an assistant.
Interviews were converted into transcripts and compared with field-
notes to ensure reliability of transcripts. Further, two researchers
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listened separately to audio recordings and crosschecked against
transcripts and fieldnotes. Interviews were conducted between
February and April, 2017.

Data analysis was conducted using a framework analytic ap-
proach. Developed by Ritchie and Spenser, framework analysis is ‘a
content analysis method which involves summarizing and classifying
data within a thematic framework’ (Ritchie and Spencer 1994;
Green and Thorogood 2014). The processes include familiarization,
thematic analysis, indexing and charting. The method is ideal for
generating policy and practice-oriented findings as is the case with
this research (Green and Thorogood 2014). NVIVO 11 was used in
the data analysis.

We adopted the six a priori themes of MUSIQ for deductive the-
matic analysis (Kaplan et al. 2012). We further identified new
themes from the data set. Two researchers independently identified
and categorized related data into the selected themes. A third re-
searcher validated the categorization. All three researchers agreed
on the themes and the indexing rules. Using NVIVO we created
three case nodes by categorizing respondent data into ‘LGA 1, LGA
2 and SPHCDA” according to the respective affiliations of respond-
ents. These were charted against the six themes. We created summa-
ries of the indexed data then ‘cut and pasted’ into the framework
matrix created on NVIVO. Three researchers independently com-
pared the data across and within codes to identify relationships,
emerging characteristics and typologies.

Phase 4: Evaluating context using MUSIQ

MUSIQ was developed by Kaplan et al. (2012) as a conceptual
model that can be used to understand and optimise contextual fac-
tors affecting the success of QI projects. The model identifies 25
contextual factors (grouped into 6 themes) likely to influence QI
success (Table 1). Contextual factors within the microsystem (LGA
health department) and those related to the QI team (in this case
LGA DIVA teams) are hypothesised to directly shape QI success,
whereas factors within the organization (LGA) and external envir-
onment are believed to influence success (fidelity and sustainability)
indirectly (Kaplan et al. 2012). A MS-Excel tool was developed by
Kaplan et al. to measure the level of influence of these conceptual
factors. Whereas the original MUSIQ tool was designed for clinical
settings, we adapted the tool to our study context reflecting
Nigeria’s LGA structure (Supplementary Material $2). We adminis-
tered the tools to available LGA health team members (each team
had four representatives). We encouraged the team members to
agree on responses so that scores reflect consensus. However, for
questions in which consensus could not be reached were given a
score of ‘No consensus (n.c)’. We compared the contextual factor
scores and total MUSIQ scores between the two LGAs.

NB: QI, DIVA and PHC reviews are used interchangeably in this
paper. Also, given that the first phase of DIVA involves bottleneck
analysis, some respondents used the term ‘bottleneck analysis’ in ref-
erence to DIVA during the interviews.

Results

We present findings under two subsections: ‘Actors and their roles’
and ‘Contextual factors’. Table 2 contains selected quotes from key
informant interviews as referenced within the text.

Actors and their roles
The various actors are identified from policy documents and their
prescribed roles and interactions within Nigeria’s decentralized

health system (Figure 2). Although DIVA is designed to strengthen
evidence-informed planning at the LGA level, actors from the vari-
ous tiers of government and the community have varying levels of
influence on its implementation. Table 3 is a RACI-Matrix showing
the expected roles of key actors in DIVA implementation derived
from policy/programme documents. Although in practice, actors’
roles overlap, we present the most dominant roles as identified in
the policy and programme documents.

The typical line management structure at the LGA level in
Kaduna and their various roles in DIVA are depicted as obtained
from document analyses and interviews (Figure 3). It should be
noted that in reality the management structure at this level is a
strong matrix (Stuckenbruck 1979) such that the programme man-
agers report to the PHC director as regards the ‘functional’ manage-
ment of the LGA PHC department; however, the PHC director has
limited influence on management of the vertical programmes under
their purview. Rather they report directly to state programme man-
agers at the SPHCDA in this regard.

State government

Whereas DIVA-based PHC reviews were introduced in all states in
2012/2013 by the NPHCDA, only Kaduna state has sustained im-
plementation with support from UNICEF. This has been attributed
to new transformational political leadership in the state. The newly
elected governor (2015) applied a bottom-up approach to agenda
setting for health. Results from the initial pilot were instrumental in
convincing the new political leadership of the potential of DIVA to
improve PHC in the state (Quotes: 1a~d).

Local government chairperson

This LGA (headed by an elected Chairperson) is presently directly
responsible for PHC. Respondents from both LGAs indicated that
the LGA leadership is the weakest link in PHC strengthening, given
that the chairpersons are hardly involved in PHC planning nor do
they commonly provide leadership and financial support for imple-
mentation. This leads to dependence of available development part-
ners to implement health plans for the LGAs with implications on
sustainability of DIVA (Quotes: 2a, 3a and b).

Local government health management teams

These act as the DIVA team. They conduct DIVA and are directly re-
sponsible for managing health facilities and programmes. They
expressed frustration with carrying out their responsibilities due to
failure of the various governments to lead, own and financially sup-
port implementation. Their coping mechanism is to skew implemen-
tation towards the interests of development partners who are ready
to provide technical and financial support (Quote: 2b).

Development partners

Partners are ideally expected to support government plans and pro-
grammes. However, poor government leadership and ownership has
made development partners central to PHC implementation in the
LGAs. Consequently, they play dominant roles at the LGA level,
prioritizing their own agenda as against supporting the local
governments’(Quote: 2¢).

Civil society organizations

Civil society can provide a link between the community and govern-
ment. They have been identified as playing critical roles in the sus-
tainability of DIVA, particularly advocacy. (Quote: le).
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Table 1. Contextual factors included in the MUSIQ

Contextual factor

Adapted definition

External environment
External motivators

External project sponsorship

Organization
Organizational leadership
Organization senior leader
sponsorship
Organization QI culture
Organization QI maturity

DIVA support and capacity
DIVA workforce focus

Resource availability
Data infrastructure

DIVA Team
DIVA team leadership

DIVA team diversity

DIVA ream subject matter expert
DIVA team decision-making
processes

DIVA team norms

DIVA team QI skill
DIVA team physician involvement
DIVA team prior QI experience
DIVA team tenure

Microsystem
Microsystem leadership

Microsystem motivation

Microsystem DIVA capability
Microsystem culture

Miscellancous factors
Task strategic importance to the
organization
Triggering event

Definitions of other MUSIQ

terminololies
Environment

Microsystem

Organization
DIVA team

DIVA team leader

Senior management/executives

Environmental pressures and incentives that stimulate the LGA to improve its performance and quality around
focus of DIVA.

Substantial and meaningful contributions of personnel, expertise, money, equipment, facilities or other import-
ant resources from outside entities (external to the organization) with formal relationships with DIVA.

Senior management’s governance—guidance, support, oversight and direction-setting—of improvement efforts.
LGA chairperson’s commitment to champion and support DIVA implementation.

Values, beliefs, and norms of an organization that shape the behaviours of staff in pursuing DIVA.
Sophistication of the LGA’s DIVA programme

Degree to which the LGA develops the workforce through training and engages them in DIVA through reward
systems and expectation setting.

Degree to which financial support for DIVA, including allocation of resources and staff time, is provided.

Extent to which a system exists to collect, manage and facilitate the use of data needed to support performance
improvement.

Team leader’s ability to accomplish the goals of the improvement project through guiding the actions of the
DIVA implementation team.

Diversity of team members with respect to professional discipline, personality, motivation and perspective.

One or more team members is knowledgeable about the outcome, process, or system being changed.

Team engages in well-designed decision-making practices.

Team establishes strong norms of behaviour related to how work is to be carried out and how goals are to be
achieved.

Team’s ability to use improvement methods to make changes.

Contribution of physicians to the DIVA team efforts.

Prior experience with QI

Team members have worked together as a team before.

LGA health department leadership capacity for improvement and degree to which they are personally involved
in supporting and facilitating improvement efforts. The DIVA team is part of the microsystem leadership.
Extent to which microsystem staff members have a desire and willingness to improve performance in this area
of focus.

Microsystem staff’s ability to use DIVA methods for change.

Values, beliefs, and norms present in the microsystem that emphasize teamwork, communication, freedom to
make decisions and commitment to improve.

Work perceived as part of the organization’s strategic goals.

Presence of a specific event (positive or negative) that stimulates a new emphasis on improving quality around
focus of DIVA.

The community and society surrounding the organization (LGA health department). It includes the geographic-
al, political, and economic environment in which the organization exists and the associated regulations, poli-
cies, payment structures ctc.

Microsystems in this context include implementing teams for the various health programmes in the LGA (DIVA
and non-DIVA).

The largest collective unit that responsible for all programmes. In this context, it is the LGA.

DIVA team members are typically responsible for planning and conducting tests of change and/or data collec-
tion and management. Members of the DIVA team in this context are the members of the LGA health man-
agement team involved directly with DIVA (PHC Directors, data managers and selected programme
coordinators).

The member of the DIVA team that is responsible for directing the work of the team. In this context, the PHC
director acts as the DIVA team leader while also heading the microsystem.

This applies to the LGA executive committee lead by the politically elected chairmen in this context.

Adapted from Kaplan et al*.

Community

Communities are the ultimate beneficiaries of health interventions;
thus, they have been identified as very important in PHC planning

as well as in the effective implementation of DIVA (NPHCDA
2012a; UNICEF; MSH 2012). However, in practice, there has been
inadequate community engagement in planning and implementation

Downloaded from https://academic.oup.com/heapol/advance-article-abstract/dei/10.1093/heapol/czy042/4993753
by UNIV OF WITWATERSRAND user

on 08 May 2018

76



Health Policy and Planning, 2018, Vol. 0, No. 0 7

Table 2. Selected quotes from key informantinterviews

Respondent

Quote

Reference

Quote:

Quote:

Quote:

Quote:

Quote:

Quote:

Quote:

Quote:

Quote:
Quote:
Quote:
Quote:
Quote:
Quote:
Quote:
Quote:

Quote:

Quote:

Quote:
Quote:

Quote:

Quote:

Quote:

Quote:

1b

1c

2a

2b

2d

2f
2g
2h

2
2k

21

3f

SPHCDA
SPHCDA

SPHCDA

SPHCDA

SPHCDA

SPHCDA

SPHCDA

LGA 1

LGA1

LGA1

LGA1

LGA1

LGA1

LGA1

LGA1

LGA1

LGA1

LGA1

LGA1

LGA2
LGA2

LGA2

LGA2

LGA2

LGA2

A useful [new political] administration in the state, they have shown interest

1 think one of the major things that resulted in the state supporting PHC review was that a delegation was sent from the
government house to interact with the M&'E about what the key issues in health are.

A month after the swearing in of the Governor, the team came to us and interacted with us, asking [about the issues in
health] . ..and we gave them the output of the last PHC review we had, what were the results, what were the challenges,
what were the major challenges in health care services and after that we sent a memo in respect to the PHC review and
instantly there was approval for what we asked for

We seek for support for us to conduct PHC review at the LG A level, though we later on changed the plan and used the
money for completing the PHC review that was not completed in January 2016. We were unable to complete the plan
because the funding was inadequate so we used the money the state allocated for us to complete PHC review at the LGA
level. With this new government, here is support for PHC review

What we [observed] in Kaduna state is that involving CSOs in the PHC reviews, so that they're around when you identify a
major challenge, [makes them| go and advocate [to government and community]. Involving of CSOs has really helped
Kaduna state in making a change

For [LGA 1], perhaps it is because there are some partners that are interested. . .there are some partners that are supporting
implementation of such activity while [LGA 2] is not being supported

[DIVA] started when the Federal Government (NPHCDA) decided to revise the methodology in PHC review. So, a new
strategy was adopted .. . and Kaduna state was one of the states that took it very seriously through the support from
UNICEF

We invite [the LGA chairperson] at the fourth or third day of the analysis . .. to inform him of the action we need him to
take...We have to tender it to him so that be can help us.. But some of the programs when we finish our analysis, some
of the implementing partners. . .if they have funds they normally help us, but at the side of the [local] government, we
find it very difficult to get funds

You see there is an issue, some of the local governments have a lot of implementing partners and some don’t have much
implementing partners. Like our own [LGA], in terms of family planning we have almost about 3-4 partners that are
covering that [intervention] and then in the other activities, we have a lot of partners. All these partners. . .have different
activities they are carrying out. So, when they carry out the activity we consider it that we have done the activity in that
plan. That is why we have this achievement

The partners have their own their own work plans. .. [most of] the plans we made are not the government’s. It is the part-
ners that are going to sponsor the activity

In the bottleneck analysis, actually we don’t involve [the community], but after we have finished our analysis. . . then we go
and meet them and show them what we have but during the carrying out [of DIVA], we don’t invite them

We normally invite the LGA Chairman after doing the analysis. . .to inform him where we are, and the action we need him
to take.. . Some implementing partners that are around, if they have funds, they normally help us but at the side of the
[local] government, we find it very difficult to get funds

The data are of good quality because we sometimes do DQA [Data Quality Assurance] to improve the data quality.

We bring out the agenda, we sit as a team then make decisions

... After we have known the issues, the causes of the problem, we start addressing the ones we can address at our own level
[while] the ones that we need the chairman of the local government to address it, we have to tender it to him so that he
can help us

There is need to invite [the community], there are some areas we need traditional and community leaders to sensitize their
community, if they are there during the bottleneck analysis, they will give us a lot of information.

All key officers at the PHC department must be involved

It’s really helping us!!!.. . before [DIVA] we hardly knew how to tackle some of the challenges we have in the health facili-
ties but in the past two years [following] training in [DIVA]. .. when I go for any supervision, if I detect anything, 1 go
back to my system to see how the facility will achieve good result based on the training we received

There is a lot of improvement because when we do the bottle neck analysis, we normally bring out the issues at the grass-
roots level, after we have known the issues, the causes of the problem, then we start addressing the one we can address at
our own level.. . and the one that we need the chairman of the Local Government to address, we have to tender it to him
so that be can help us. Yes, I think that is the effect of the bottle neck

We don't find it easy when it comes to impl tation. The challenge is that the LG A doesn'’t release any finance

And the LG A itself is never ready to sustain it. So, if UNICEF removes its hands. . I don’t see how it can continue; because
the government of the day, I don’t see how they can sustain this programme

We tell [the district beads] what [DIVA] is all about and its importance. How, if implemented, it will go a long way in help-
ing the community. Their role is to sensitize the community on the importance. . . if our people don’t come to clinic, we
can’t get data.

The LGA chairman comes around during the Bottleneck Analysis but you know politicians, they make promises which
they never fulfil, so when it comes to implementation, that's how it is

One of the problems we are having in the LGA, a few years ago, one of the partners came in and while they were [exiting],
we were trained on how to sustain the programme. But the problem is individually [as LGA health departments], we
cannot generate such funds to sustain the programme

The data we generate is okay. Because we obtain our data from the facilities. When we go for meetings, there are some par-
ticular areas they want us to look at. So, when they come, we have the data available.

(continued)
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Table 2. (continued)

Respondent  Quote

Quote: 3g  LGA2 Yes fwe have been trained] but we need to train other staff from the bealth facility. That is if one staff [member] can be
trained on Bottleneck Analysis, it will go a long way in improving data quality.

Quote: 3h  LGA2 We sit as a team in decision making. We sit as a team, the director is involved, even the LGA chairman is also involved.
And almost all the deputy directors are involved

Quore: 31 LGA2 Sometimes the [PHC director] involves the chairman. Once in a while, he comes to witness what is going on. . Sometimes
the meeting is chaired by the LG A chairman or in his absence, the director PHC.

Quote: 3j  LGA2 The traditional leaders, we hardly involve them. But it's one of the recommendations being given that we involve them

Quote: 3k LGA2 It’s not easy. Because, even during the course of the planning, we only plan but we don’t know how to source for the
money to implement [strategies to address] the bottleneck identified. So that's why I say it's not easy because the govern-
ment at times is not ready to put in their money. Most especially the local government. There are somethings we detect,
which if they were implemented by the LGA, these bottlenecks will be reduced

Quote: 31 LGA2 Before the [DIVA] started [in 2013], they [LG A health management] don’t sit as a team to make decisions. Since the bottle-
neck analysis started, then once in a while, they sit as a team to make decisions

Quote: 3m  LGA2 Yes [we have been trained] but we need to train other staff from the health facility. That is if one staff [member] can be
trained on Bottleneck Analysis, it will go a long way in improving data quality.

Quote: 3n LGA2 It’s really been helpful for planning. It provides [systematic] guidance on planning. It provides evidence for decisions

processes as they were only informed but not invited to participate.
Involvement of communities seems to largely be with respect to
increasing demand for health services, rather than health system
governance. For example, the community leadership is mobilized to
sensitize women to attend ante-natal services at health facilities.
However, they are never invited to participate in identifying barriers
and planning strategies to improve utilization. Thus, key informa-
tion on community perception of service availability and delivery is
unavailable for user-oriented planning (Quotes: 2d and 3c).

Contextual factors
Table 4 interprets the total MUSIQ scores. LGA 1 (highest work
plan implementing) scored 117.42 on the MUSIQ scale while LGA 2
(lowest work plan implementing) scored 104.67 both indicating that
DIVA could be successful, but possible contextual barriers exist.
Table 5 compares findings on each contextual factor between
LGAs. A higher score (max = 7) for a contextual factor indicates
that the context is likely to be supportive for this feature. Lower
scores (min = 0) indicate an area for possible intervention. The
Maximum possible total for each domain is also indicated. Figure 4
compares contextual domain subtotals as proportions of highest
possible domain scores. The greatest contextual challenge in both
LGAs was with respect organizational factors, i.e. issues relating to
LGA leadership and management even though external support
accounted for the greatest contextual disparities.

Organization

Organization was seen to be the greatest challenge as both LGAs
had low MUSIQ scores in three out of factors in this domain.
Although DIVA is integrated into both LGAs’ organizational system
in that it supports health governance, LGA leadership support and
organizational culture towards the initiative are poor. Both DIVA
teams totally agreed on the MUSIQ questionnaire that there is no re-
ward from the LGA for improvement in performance. Support for
capacity building was reported to be poor. There is also very poor
political commitment to implementing plans developed during
DIVA processes. Generally, LGA leadership disposition towards
DIVA seems passive. Consequently, health managers are forced to
depend primarily on external support to implement plans (Quotes:
2e and 3d).

External environment

Using DIVA as the model for the PHC reviews resulted from higher
level health system influence. The intervention was initiated by the
Federal Government through the NPHCDA, adopted by the Kaduna
SPHCDA with support from UNICEF but largely implemented by
the LGAs. However, LGA 1 enjoys significantly more support from
development partners than LGA 2 in implementing DIVA. Although
UNICEEF provides technical and financial support for DIVA (par-
ticularly the ‘diagnose” phase), most other development partners are
interested in planning, implementing and funding interventions
within their scope of interest. Consequently, they tend to support
only LGAs in which they operate and aspects of DIVA that suit their
interests. External support seems to be critical to the success of the
initiative given the weak support from the LGA leadership.
However, such dependence on donors could lead to skewed imple-
mentation in favour of donor interests potentially resulting in devia-
tions from the original design of DIVA especially with regards to
integrated governance (Quotes: 2¢, 3e and 1f).

DIVA support and capacity

Both LGAs had similar challenges with respect to DIVA support and
capacity even though LGA 1 had slightly higher MUSIQ scores than
LGA 2 for the elements within this domain. Although data availabil-
ity and harvesting from routine data system for DIVA is generally
good, demand and use is of the data poor particularly in LGA 2.
LGA 2 identified the need to build DIVA capacity, especially at the
service delivery level even though DIVA teams have been trained
(Quotes: 2f, 3fand g).

DIVA team attributes

The MUSIQ scores on the elements of this domain suggest that both
LGAs have considerably strong DIVA teams, even though both
teams considered the presence of a physician on the team as ‘not
applicable’ hence the scores of ‘0’ on this element. National PHC
policy documents recognize the role of physicians in PHC as desir-
able but not mandatory (NPHCDA 2013c).

In both LGAs, the DIVA teams are led by the PHC directors,
while the programme managers for the various interventions are
team members thus bringing diversity of expertise. The Monitoring
and Evaluation officers serve as assistant team leads and collate and
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Figure 2. Decentralized health system governance in Nigeria The three-tier structure of government and how each relates to the Nigerian health system and the
community. The LGA (through its health department) is the implementing level for PHC with strong interaction with the community. The state PHC Development
Agency oversees the activities of the LGA health departments while the National PHC Development Agency interacts strongly with the State PHC Agency with re-
spect to PHC policy thrusts. Interactions between PHC facilities and other levels of care are weak (mostly limited to referrals)

analyse data from the various programmes. They are the most
trained with respect to DIVA and coordinate QI processes. Decision
making is a team effort (Quote: 2g and 3h). However, whereas LGA
2 occasionally involves the politically elected LGA chairperson in
the planning process, LGA 1 seems less dependent on the political
leadership and prefers to escalate only issues beyond the teams’ im-
mediate capacity to the LGA chairperson (Quotes: 2h and 3i).

In both LGAs, the DIVA team has worked together as part of
the LGA health management team prior to DIVA. Both LGAs
recognize the need to expand the DIVA team to include other
programme directors not directly involved in DIVA implementa-
tion, as well as representatives of the communities (Quotes: 2i,
j and 3j).

Microsystem
Both LGAs reported strong leadership and motivation for the vari-
ous programme teams and the health department leadership. The
DIVA teams continue to work, even though frustrated by poor sup-
port (particularly financial) from the LGA political leadership. The
motivation was stronger in LGA 1 most likely because of the higher
donor support they receive (Quote: 3k). The outcome of evidence-
informed planning using DIVA seemed to also be a motivating fac-
tor in both LGAs. Team work in LGA 2 has been enhanced follow-
ing the implementation of DIVA. The team cohesion could also
enhance team motivation despite challenges (Quotes: 2k and 31).
The DIVA teams recognize capacity gaps in the microsystem
which need to be addressed. They opine that expanding training and

Downloaded from https://academic.oup.com/heapol/advance-article-abstract/dei/10.1093/heapol/czy042/4993753
by UNIV OF WITWATERSRAND user

on 08 May 2018

79



10 Health Policy and Planning, 2018, Vol. 0, No. 0

Table 3. RACI matrix showing the expected roles of actors in the various phases of DIVA

DIVA phases Responsible Accountable Consult Inform
Diagnose LGA Health Management Team LGA Chairperson Development Partners; NPHCDA; Community SPHCDA
Intervene LGA Health Management Team LGA Chairperson Development Partners; NPHCDA; Community SPHCDA
Verify LGA Health Management Team LGA PHC Director Development Partners SPHCDA
Adjust LGA Health Management Team LGA PHC Director Development Partners; NPHCDA SPHCDA
SPHCDA
 Dsdetsonstiogh
T e
LGA PHC Directo
|
Leadi vaakhmawgernent
=] Eamend DAt
LGA Monitoring
and Evaluatior.
L_' [;«ﬂ mm; mEnagement
oiothtse
I l | [ I
‘ Reproduclive '
Immunization Ma'aria Nutrition HIV/AIDS Health “acility
v o hzalth programme i » ; Qe
programme officer ; programmz oficer programme officer programme officar Ianagers
CIVAh2allh awasger l!':’l:;:: ove heal s qgen l;:"vl:\l‘l | DlYAhes U I“!ll;l: I:::: | Nor-DVA hdlt::mt NurrDIVA Tl :;:i::;: me" e managers

Figure 3. Typical LGA PHC line management (microsystem) in Kaduna state. The typical line management structure at the LGA level in Kaduna and their various
roles in DIVA implementation. The PHC directors, monitoring and evaluation officers, programme officers for immunization, reproductive health and malaria are
directly involved with DIVA presently. Operationally, however, the management structure at this level is a strong matrix rather than purely linear

Despite these, DIVA was considered beneficial in improving PHC
planning in both LGAs (Quotes: 1g, 2k, | and 3n).

Table 4. Interpretation of MUSIQ scores

Score Interpretation

168 Highest Possible MUSIQ Score Di i5ih

120-168  Project has a reasonable chance of success IScussio

80-119 Project could be successful, but possible contextual barriers Implementing DIVA as an improvement model for PHC planning

50-79 Project has serious contextual issues and is not setup and governance, though potentially effective, is constrained by con-

540 . ff" suchcesid ) ) . textual factors and actors. In both LGAs, experiences with DIVA
r?::::;c::m 2?;;0:;;‘::\:"::;:::‘Ict:ch oying were mostly similar. Both LGAs have strong DIVA team attributes

24 Lowest Possible MUSIQ Score (leadership, cohesion, motivation and capabilities), but this is not

sufficient to independently ensure quality implementation. The most

significant contrast is with respect to development partners’ support
which was more readily available to LGA 1 than LGA 2. This seems
to account for the greater work plan implementation fidelity in LGA
1 (although both LGAs were sub-optimally implementing). Poor
leadership and political support are the greatest implementation

involving more health workers and managers in DIVA will strength-
en outcomes (Quotes: 3m and 2j).

impediments in both LGAs as revealed by both key informant inter-

Miscellaneous views and the MUSIQ scores under the ‘Organization’ domain. The

DIVA was a top-down policy which the LGAs were directed to imple-
ment. There were no specific triggering factors (sudden transient shock
or event) at the LGAs that necessitated implementation. Rather, the
policy “trickled down™ from higher tiers of government. The LGAs
only complied particularly with support from development partners.

DIVA teams compensate for this gap by leaning towards external
support; however, this coping mechanism can potentially skew im-
plementation towards donor interests.

Contrary to the core principles of DIVA and the Alma Alta
Declaration which emphasize community participation in PHC
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Table 5. Comparative MUSIQ scores between two selected LGAs

Contextual factor LGA1 LGA2
External environment (maximum: 14)

*  External motivators 7 5

¢ External project sponsorship 7 2
Domain sub-total 14 7
Organization (maximum: 28)

*  Organizational leadership 3 1

¢ Organization senior leader sponsor 3 1

*  Organization DIVA culture 2 2

*  Organization DIVA maturity 7 7
Domain Sub-total 15 11
DIVA support and capacity (maximum: 21)

* DIVA workforce focus 4.5 4.25

* Resource availability 5 4

* Data infrastructure 5 5
Domain sub-total 14.5 13.25
DIVA team attributes (maximum: 63)

* DIVA team leadership 7 7

¢ DIVA team diversity 7 7

¢ DIVA team subject matter expert 6 7

¢ DIVA ream decision-making processes 6.17 6.67

¢ DIVA team norms 6.75 6.75

* DIVA team DIVA skill 7 7

¢ DIVA team physician involvement 0 0

* DIVA team prior QI experience nc. n.c

¢ DIVA team tenure 7 5
Domain sub-total 46.92 46.42
Microsystem (maximum: 28)

*  Microsystem leadership 6 5

*  Microsystem motivation

*  Microsystem capability nc. n.c.

*  Microsystem culture 7 e
Domain sub-total 20 19
Miscellancous (maximum: 14)

*  Task strategic importance to the organization 6 7

¢ Triggering event 1 1
Domain sub-total 7 8
Total 11742 104.67

decision making, the users of services play peripheral roles in plan-
ning and governance. Commonly, policy makers and health manag-
ers fail to involve community structures actively in PHC planning
processes (Abimbola et al. 2016). Rather, as our study reveals, they
are used mostly to mobilize end users towards improving demand
for services. However, there is evidence that community leadership
and civil society can play more significant roles in governance
(Abimbola et al. 2014; Nyonator et al. 2005).

The above findings are not unique to DIVA implementation in
Kaduna. Studies of health interventions in other Nigerian states re-
veal similar contextual constraints (weak sub-national political will,
overdependence on donors, poor subnational funding etc) (Okpani
and Abimbola 2016). Our findings are also comparable to experien-
ces in other LMICs. Implementation of Ghana’s Community-Based
Health Planning and Services (a similar bottom up governance ini-
tiative) was found to be more effective with external resources
(Nyonator et al. 2005). Weak stewardship and coordination by the
Ministry of Health constrained health planning in Kenya. However,
in contrast to our study context, availability of reliable data for
planning was also cited as a planning constraint in Kenya
(Tsofa et al. 2016). In decentralized systems, some degree of central
oversight is essential for quality implementation largely due to weak

local capacity for good governance as well as political constraints
(Abimbola et al. 2014; Eboreime et al. 2015, 2017). However,
health managers feel more incapacitated and demotivated when
their efforts at improving quality of health interventions are frus-
trated by poor support from lower level political leadership to
whom they are directly accountable. This was also the experience
with district health managers in implementing decentralized health
planning in India (Murthy 1998). A similar study on an innovative
district health planning model in Tanzania cited unreliable and un-
timely funding, including inadequate capacity of the district to gen-
erate local resources, as major contextual factors impeding quality
implementation (Maluka et al. 2010). However, central govern-
ment’s intervention and interest was viewed by district health man-
agers as conflicting with district level priorities (Maluka et al.
2011).

Funding was found to be the underlying cause of most imple-
mentation challenges. Nigeria currently disburses its national rev-
enue such that 52.68% is allocated to the federal government; state
governments receive 26.72%, while 20.60% is shared among the
774 local governments (Lukpata 2013). Although this is not a direct
reflection of health allocations, evidently the LGA, which is directly
responsible for delivering basic health service to the populace,
receives the least allocation of resources (federal and state govern-
ments are mostly responsible for tertiary and secondary facilities,
while PHC is within the purview of LGAs) (FMOH 2004). The fed-
eral government has minimal direct responsibility with respect to
PHC (usually limited to procurement and distribution of vaccines
and commodities for some special interventions like HIV/AIDS and
malaria control). States and local governments take charge of sal-
aries, training and capital costs. Transport costs for vaccines and
health commodities are the shared responsibility of all tiers of gov-
ernment, with the local governments bearing the greater burden as
they finance the transportation of commodities to health facilities
(Eboreime et al. 2015).

A general assumption in top-down policy implementation is that
national priorities should automatically translate to subnational pri-
orities. However, lessons from Nigeria and other similar contexts in-
dicate that strong subnational political autonomy greatly impacts on
implementation fidelity (Kolehmainen-Aitken 2004; Onoka et al.
2015; Eboreime et al. 2015; Sumah et al. 2016; Eboreime et al.
2017). Consequently, sustained engagement of subnational political
structures by policy initiators, interest groups and other stakeholders
may improve implementation quality. However, previous evaluation
of implementation within Nigeria’s political governance reveals that
the LGAs possess weak delivery systems for PHC, as they are inad-
equately financed and are easily susceptible to external influences
(political and otherwise). Thus, political actors at this local level
tend to prioritize initiatives with adequate political capital or incen-
tives, as against improvement of socio-economic indices of the popu-
lace (Eboreime et al. 2017).

The implications of this are far reaching with respect to ensuring
equitable access to health services in line with UHC and the sustain-
able development goals. A previous study revealed the untoward
effects of such lower level weakness on inequitable delivery of rou-
tine immunization services in Nigeria (Eboreime et al. 2015).
Whereas the central government may set a national health agenda
with the collaboration of states, a weak delivery system at the lowest
tier of government poses a threat to attainment of desired goals.
Consequently, any effort to improve Nigeria’s health system must be
hinged on strengthening the PHC delivery system. Government,
particularly at state and LGA levels, needs to show leadership,
technical, political and sustainable financial commitment. Further,
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Figure 4. Contextual domain subtotals as proportions of highest possible domain scores. The bar chart illustrates the performance of each LGA with respect to
contextual domains. The greatest contextual challenge in both LGAs was with respect organizational factors, i.e. issues relating to LGA leadership and manage-
ment even though external support accounted for the greatest contextual disparities

accountability mechanisms for political leadership at the LGA must
be evolved. As highlighted by some respondents in this research,
involving the communities and civil society in governance will go a
long way in ensuring politicians are held accountable towards
improving delivery systems at the LGAs. With the current restruc-
turing of the state health system towards PHCUOR, it is expected
that the state government through the SPHCDA will take up all
PHC responsibilities from the LGA (NPHCDA 2013a; Eboreime
et al. 2017). This will potentially improve political will by shifting
accountability from the LGA chairpersons to the SPHCDA. The
LGA chairperson will tend towards the ‘informed’ role on the RACI
matrix following completion of the reforms.

Strengths and limitations

Methodologically, our study found MUSIQ useful in identifying
contextual constraints in this LGA-centred QI initiative in Nigeria.
However, the model was unable to highlight the relative impact of
each contextual factor on implementation outcomes. MUSIQ com-
posite scores were not able to explain the magnitude of disparities in
implementation between both LGAs. Nevertheless, the key inform-
ant interviews and the RACI matrix compensated for this deficit by
revealing that some contextual factors (such as funding and political
will) were greater determinants of successful implementation than
others. Further, Walt and Gilson health policy analysis framework
used in this study was helpful in integrating and explaining findings
from the methods employed.

Stakeholder analysis typically explores issues of position, power
and interests of actors. The use of a responsibility assignment matrix
(such as RACI) in this study is unable to explore these issues. Given
that this paper focuses on roles and responsibilities of actors in
DIVA implementation, RACI was used here to identify the pre-
scribed roles of actors as a preamble to exploring how these actors
performed these roles (which are explored by the key informant

interviews). Further exploration of power dynamics and interactions
of stakeholders, using tools such as Social Network Analysis, are up-
coming in this series of studies on implementation and sustainability
of DIVA in Nigeria. In these future analyses, the prescribed vis-a-vis
practiced roles may be able to indicate how power and interests op-
erate and become manifest at the local level.

Purposively selecting two LGAs based on work plan implementa-
tion may be considered a selection bias given that intrinsic differences
may explain these implementation outcome disparities. For example,
the capital of LGA 1 is more proximately located to the state capital
than LGA 2 which may account for the greater partner support it
receives. However, based on the theoretical framework of this study,
these factors are also contextual even though not included in MUSIQ.
Thus, our triangulation of methods (MUSIQ, key informant inter-
views and document analyses) served to interpret the how these affect
implementation. Given also that organizational structure of all LGAs
in Kaduna are fundamentally the same, findings and recommenda-
tions from this study can help improve implementation across other
LGAs in Kaduna as well as guide scale up of DIVA to other states.

The non-availability of LGA chairpersons for interview poten-
tially means that their key political perspectives cannot be fully
appraised. Although we consider that the views of the LGA officers
interviewed (who work closely with the chairpersons) can compen-
sate for this gap, future studies exploring power dynamics of stake-
holders in sustaining DIVA implementation should provide more
political perspectives in line with the Walt and Gilson framework.

Conclusions

This paper is part of a series of studies which together form the first
attempt at assessing the implementation of DIVA in Nigeria since
its commencement in 2012. Our findings have far reaching implica-
tions for national policy in Nigeria and other LMICs with
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comparable decentralized governance. First, even though PHC is the
cornerstone of Nigeria’s health system, the delivery system at the
LGA is weak as is common in many LMICs. PHC planning and/or
implementation of plans is therefore almost non-existent in the ab-
sence of external support from development partners. Consequently,
even though higher levels of government may set visionary goals for
PHC, at the implementation level, interventions are potentially
skewed towards donor interests. Secondly, the present structure of
the LGA system does not allow for effectiveness of PHC interven-
tions given the weak managerial capacity and political accountabil-
ity at that level. It is hoped that ongoing reforms aimed at
integrating PHC governance at the state level under the SPHCDAs
will improve delivery systems (Eboreime et al. 2017). Ultimately,
political will remains a key determinant should quality implementa-
tion be expected. Thus, the role of civil society in advocating for
more responsible and accountable political governance, especially as
relates to health, is essential in decentralized LMIC contexts.

And finally, to cite the World Report on Health Policy and
Systems Research, ‘the evidence-to-policy field remains quite frag-
mented. Although some practitioners operate primarily within a
traditional knowledge-translation paradigm, others come from the
research communication field, still others focus on evidence syn-
thesis and some are more interested in studying how evidence,
affects  policy
implementation’ (WHO 2017). Overall, this series of studies weighs
the role of evidence in real-time policy interventions.

among  other factors, development  and

Supplementary data

Supplementary data are available at Health Policy and Planning online
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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
Quiality 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: Paper 2: Paper 3: Paper 4:
Evaluating subnational fidelity of Implementation quality of Effectiveness evaluation of How contexts and actors affect
national initiatives national PHC initiatives DIVA implementation of DIVA
Context: National priorities do not automatically Top-down policies in A bottom-up approach to PHC Although PHC is the cornerstone of

Decentralization,

politics, governance

Actors’ roles: National

government

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

Provision of incentives, supportive
supervision and mentoring to lower
decision-making levels with respect to
policy implementation and change

management can facilitate sub-national

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

National level initiators of
interventions must adequately
engage subnational stakeholders to
ensure quality implementation and

sustainability of initiatives

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.

Effective implementation will
require some degree of central

oversight and ownership.

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

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

Actors’ roles:
Subnational

implementers

Actors’ roles: Non-

state actors

implementation of health interventions and

policies

Sub-national levels of government are key
determinants of population access and
experience of the frontline delivery of
national health initiatives

Consistent advocacy to all stakeholders
(particularly decision makers) on the
relevance and benefits of the policy is

essential

Systematic approach to scale-up
of interventions is essential to

ensuring subnational fidelity

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

Non-state actors play critical roles
in implementation processes;
however, government
coordination is essential for

harmonized implementation.

To improve health systems
performance, a governance model
that empowers the LGAS
technically, politically and
financially will have to evolve.

Engagement of stakeholders at
different levels of government as
well as different sectors of the

economy is essential

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.

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

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

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

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

The study tested the use
of an implementation
science framework,
originally designed for

application 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

implementation, especially in  organizational settings, in

decentralized health systems.
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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

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

effective policy execution.
Thus, implementation than others.
research should be The Walt and Gilson health

incorporated into policy policy analysis triangle guided

processes. 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 land 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, | am a PhD candidate and | 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, | 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, | 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 LGASs 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-jonesl@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.
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V. Consent Form for Key Informant Interviews

| have been given the Information Sheet on the study on PHC Reviews/ Bottleneck Analysis in
Kaduna/Edo state. | have read and understood the Information Sheet and all my questions have

been answered satisfactorily.

| understand that it is up to me whether or not | would like to participate in the interview and
that there will be no negative consequences if | decide not to participate. | 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 1 make will not be

reported back to anybody else.

Yes, | consent voluntarily to be interviewed []

No, | 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 | 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 | 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 | can ask the person interviewing me to stop tape recording, and to stop the interview
altogether, at anytime.

I understand that the information that | give will be treated in the strictest confidence and that my
name will not be used when the interviews are typed up.

Yes, | 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

l. 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?

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

1. 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
How will you describe national government leadership/ownership?
How did the states and LGASs accept the initiative?
To what extent were the PHC reviews successful in achieving the desired results?
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?

N o ok

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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VIIl. LGA operational plan - performance assessment tool
[I. LGA OPERATIONAL PLAN - PERFORMANCE ASSESSMENT TOOL
Extent of implementation Remarks
Activi
B0 . Completely Partially Not Enhancers Challenges
Activity
No. implemented implemented commenced

111




IX.  Permission to access data (NPHCDA)

NATIONAL PRIMARY HEALTH CARE DEVELOPMENT AGENCY

’ ‘Gimbiya Street, Area Eleven, P. M. B. 367 Garki-Abuja.
Plot 681/682 Port Harcourt ngﬂtl,. 1(41 |(" u‘ o‘gl:‘x a .;l'g;‘l svgl"'ems

................................. DIVISION

.................................

NPHCDA/P/1354

The above subject refers.

Sequel to your request for access to unpublished data for use in academic research, | hereby
write to convey approval for the said purpose,

The data requested include data generated from the qQuarterly Primary Healthcare Reviews
which are gencrated from the Health Management Information System of N

igeria.
You may also access related data on the DHIS online platform : https://dhis2ni geria.org.ng/ .
Kinfh gards,
o
Dr UE. Urua
Chief Medical Officer
(Operations Research)
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