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The Politics and Impact of Perinatal Health Interventions in Nigeria

Abstract

Nigeria accounts for 14 percent of maternal deaths worldwide. The risk of mortality peaks
during the perinatal period, at delivery and following childbirth, reducing with skilled care,
facilitated by supplies needed for complication management. Less than 4 in 10 Nigerian
mothers receive skilled care at birth or postnatally. A 2015 review of maternal health
interventions in Nigeria found only one study focused on skilled postnatal care use, and all the
studies of delivery care use lacked a counterfactual. This dissertation contributes to the

evidence base on increasing skilled perinatal care access.

The first paper (authored with Marcos Vera-Hernandez, Marcus Holmlund, and Pedro Rosa
Dias) evaluates the impact of the Subsidy Reinvestment and Empowerment Program (SURE-P)
Maternal and Child Health (MCH) Intervention, using difference-in-difference models. We find
that improving the staffing and supplies in facilities was associated with an increase in the
probability of giving birth with skilled assistance and in facilities. We also show that benefits of
the intervention were concentrated among women that lived in urban areas. The second paper

examines the political returns to the Nigerian President who championed the SURE-P MCH
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intervention. We show that there were positive returns to the Nigerian President, in terms of
approval of overall performance and of provision of health services, trust, and intentions to

vote, among voters overall and voters outside the President’s region of origin.

The third and fourth papers examine how traditional birth attendants (TBAs) can be engaged in
promoting postnatal care use. We show that educating TBAs may be insufficient to encourage
postnatal referrals given potential negative implications in the event of complications.
Suggested means of increasing referral rates included rewards for referrals and cordial
relationships with and support from skilled health workers. We thus conducted a randomized
controlled trial of the effectiveness of monetary incentives for TBA referrals in increasing
postnatal care use among TBA clients and found that referral incentives increased the
proportion of maternal and neonatal clients that attended postnatal care within 48 hours of

delivery.

Together these four papers provide policy-relevant evidence on interventions to increase the

use of skilled perinatal care in Nigeria.
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Background

Despite a 52 percent drop in maternal mortality ratio between 1990 and 2013, Nigeria accounts
for 19 percent of maternal deaths worldwide (Federal Ministry of Health (FMOH), 2011; World
Health Organization (WHO), 2014; WHO, UNICEF, UNFPA, WBG, UN Population Division,
2015; National Population Commission and ICF International, 2014). The risk of maternal
mortality peaks during the perinatal period, particularly around delivery and in the 48 hours
following childbirth (Ronsmans & Graham, 2006). Perinatal mortality is lower if mothers
receive skilled care during pregnancy and postnatally, facilitated by essential equipment and
supplies needed for the effective management of complications (World Health Organization
(WHO), 2005; Khan, et al., 2006). While 61 percent of Nigerian mothers receive antenatal care,
only 37 percent of mothers receive skilled attendance at birth or deliver in health facilities, and
the percentage of women who receive skilled postnatal care within two days of childbirth is 39.6
percent (National Population Commission and ICF International, 2014). Between 2008 and 2013,
the probability of skilled birth attendance fell by over 2 percentage points, and the probability
of facility delivery and postnatal care use increased at a slower rate than skilled antenatal care
use (National Population Commission and ICF International, 2014). Thus, maternal health

coverage in Nigeria is lowest when the risk of mortality peaks.

A 2015 review of published studies on maternal and child health interventions in Nigeria found
66 studies of sufficient quality and only one study focused on skilled postnatal care use. In

addition, all the studies of skilled and facility delivery care use lacked a control group or other
1



counterfactual (Kana, et al., 2015). There is thus a need for more rigorous evidence to guide
policy aimed at increasing perinatal care use in Nigeria. This dissertation contributes to the
evidence base on perinatal health care access in Nigeria with four papers. The first and second
papers are based on a facility service improvement intervention in Nigeria, the Subsidy
Reinvestment and Empowerment Program (SURE-P) Maternal and Child Health (MCH)
Intervention. The first paper evaluates the impact of this intervention on the use of skilled birth
attendants and facilities at delivery, using difference-in-difference models. The second paper
examines the political returns to the Nigerian President who invested in the SURE-P MCH
intervention, using propensity score matching models. The third and fourth papers examine
how traditional birth attendants (TBAs) can be engaged in promoting postnatal care use among
their delivery clients. In an initial qualitative study, we hold focus group discussions with
health workers, TBAs, and TBA clients on the factors that may deter or promote postnatal care
referrals by TBAs to skilled care workers. The final paper is a randomized controlled trial that
examines the effectiveness of monetary incentives for TBA referrals in increasing postnatal care

use, 48 hours after delivery, among TBA clients.

Together these four papers provide evidence that can inform policy and programs aimed at
increasing the use of skilled perinatal care and that can describe the incentives for politicians to

invest in these interventions in Nigeria.



Paper 1: The Impact of Health Facility Improvements on Skilled and Facility Deliveries in

Nigeria!

Introduction

In recent Demographic and Health Surveys, reported barriers to the use of facility care in
Nigeria among reproductive-aged females included the lack of medical supplies and the
absence of skilled providers in facilities (National Population Commission and ICF Macro, 2009;
National Population Commission and ICF International, 2014). However, these surveys
highlighted other barriers such as the inability to pay for treatment costs and far distances from
facilities (National Population Commission and ICF Macro, 2009; National Population
Commission and ICF International, 2014). Therefore, while strengthening the supply of essential
medicines and staffing of health facilities with skilled providers, that is facility service capacity,
may increase the use of skilled care in facilities, the existence of other barriers to health care use

may prevent increases in skilled care use despite better staffing and supplies in health facilities.

The relationship between facility service capacity and use of facility and skilled delivery care? in

low and middle-income countries varies from country to country, and between rural and urban

! The impact evaluation project on which this paper is based was conceived by the Development
Economics Vice Presidency (DEC), World Bank. I was responsible for defining the empirical
model, sourcing the datasets, conducting the analysis for this study, and writing this draft.
Collaborators on this project include Marcus Holmlund (Economist, World Bank Group),
Marcos Vera-Herndndez (Reader, University College, London), and Pedro Rosa Dias (Associate
Professor, Imperial College London).
2 In Nigeria, 9 percent of facility deliveries receive unskilled birth attendance (National
Population Commission and ICF International, 2014), from a relative, community health
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areas. For example, qualitative evidence from Tanzania suggests that high rates of home births
are driven in part by the lack of supplies for nurses in health facilities (Mselle, et al., 2013).
However, Wang et al found no relationship between facility capacity for care delivery and
service use in urban areas, and a positive relationship in rural areas in Haiti (Wang, et al., 2014).
In another study of Haiti and Malawi, facility capacity to provide basic emergency obstetric
services predicted use of a facility at childbirth in metropolitan areas, but not in rural and other

urban areas (Wang, et al., 2015).

In Nigeria, evidence on the relationship between facility service capacity and the use of skilled
and facility care at birth is also mixed. Cross-sectional surveys of reproductive-aged females in
Nigeria indicate that the probability of using skilled and facility care at delivery is lower when
essential equipment and skilled health workers are absent (Iyaniwura & Yussuf, 2009;
Olusanya, et al., 2010; Osubor, et al., 2006; Onah, et al., 2006; National Population Commission
and ICF International, 2014; National Population Commission and ICF Macro, 2009). However,
there is also evidence that increases in health worker and equipment supply may not be
associated with increases in facility and skilled delivery care use in Nigeria. A before-and-after
analysis of an intervention that included upgrades to emergency obstetric services in facilities,
the supply of midwives, and monetary incentives to retain these midwives in facilities,

concluded that delivery care use in facilities did not increase following the intervention

worker, traditional birth attendant etc. Thus, in this paper, we separately explore the
relationship between facility service capacity and the use of facility and skilled delivery care in
Nigeria.
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(Gummi, et al., 1997). The absence of a counterfactual in the evaluation prevented adjustment
for factors that may have confounded the true intervention effect (Olusanya, et al., 2010;

Gummi, et al., 1997).

Thus, despite the observed correlation between insufficient infrastructure, equipment, and
staffing at health facilities and low utilization of delivery care in Nigeria, there is no causal
evidence that facility improvements can increase utilization of care provided by skilled
providers and in health facilities. The heterogeneity in this association across contexts and the
existence of other barriers to delivery care use further necessitate the use of rigorous statistical
methods to determine if health facility improvements can improve delivery care use in Nigeria.
Therefore, using difference-in-difference models, this paper analyzes the impact of a facility-
improvement intervention on the use of health facilities and patronage of skilled birth

attendants in Nigeria.

Intervention Description

In January 2012, the Nigerian President announced the Subsidy Reinvestment and
Empowerment Program (SURE-P), funded by financial resources that accrued from the removal
of fuel consumption subsidies. The stated goal of SURE-P Maternal and Child Health
Intervention (SURE-P MCH) was to reduce preventable maternal and newborn mortality in
Nigeria, by improving the quality of care provided at facilities and increasing the use of facility

and skilled care. The intervention improved facility service capacity through increased supply
5



of skilled staff in facilities and communities, ensuring the adequate supply of medicines and
other commodities for delivery, and upgrading facility accommodation. Nine (9) to 16 facilities
were selected by government officials from each of the 36 states in the country for the program,
based on defined criteria (Table 1), including a rural location and the presence of potable water
supply. In practice, these criteria were imperfectly applied during facility selection. For
example, several selected facilities were in metropolitan areas, so that while most facilities were

in rural areas, the actual probability of a facility being urban was not zero.

Table 1: Criteria for SURE-P MCH facility selection

Criteria for SURE-P MCH Facility Selection

Located in rural, underserved area

Area has a population of more than 10000 residents
Facility records at least 120 births per year

Facility offers maternal and child health services

Facility has minimum equipment e.g. weighing scale
Facility has basic infrastructure e.g. potable water supply
Facility operates over 24 hours daily

NOU|DIWIN |- B

The National Primary Health Care Development Board implemented service improvements in
the 500 selected facilities, supported by the World Bank Group, including the deployment of
trained skilled health workers, facility building refurbishment, and strengthening of supply
chains for essential commodities. These improvements, summarized in Table 2, had been made

by October 2012.



Table 2: Components of the first phase of SURE-P MCH intervention

# Components of First Phase of SURE-P MCH Intervention

1 Deployment of unemployed, retired, and newly-graduated midwives

2 Deployment of trained community health extension workers and village health workers

3 Facility building refurbishment

4 Construction of accommodation for health workers

5 Construction of bore holes for water supply

6 Strengthening of supply chains for essential maternal health commaodities such as safe delivery kits
7 Monetary and non-monetary incentives to encourage midwife retention

Study Design

In this study, I identified the combined effect of the components of the SURE-P MCH
intervention on skilled and facility use by comparing deliveries of women living within the
catchment area of SURE-P MCH intervention facilities to those who live in the catchment area
of non-SURE-P MCH facilities. As the intervention facilities were selected non-randomly, there
may be differences between delivery clients that live within the catchment area of intervention
facilities and those that live within the catchment area of other facilities, which may confound a
treatment effect. I, therefore, adjusted for time-invariant confounding using a difference-in-
differences model, which compared changes in the location of and health care provider during
deliveries before and after the intervention for women who live within the catchment area of
intervention facilities to changes in these outcomes for women who live in the catchment area of
non-SURE-P MCH facilities. I also controlled for a range of time-varying confounders that may

correlate both with the selection of intervention facilities and the use of delivery care. Below I



describe the study dataset, outcome variables, the intervention variable, other covariates and

the empirical model respectively.

Study Dataset

The study dataset consisted of 95676 births that occurred between January 2003 and June 2013,
constructed from three sources. First, I merged the 2008 and 2013 Demographic and Health
Surveys (DHS), which provided nationally-representative data on the location of delivery and
type of provider that the mother used for each birth in the past 5 years. The DHS also collects
self-reported information on the demographic characteristics of the mother and household,
which I used in my analysis. I also used geo-coordinates of the DHS clusters in which the
mother resides to identify if she lived within the catchment area of an SURE-P MCH or non-

SURE-P MCH facility.

Secondly, I identified the location of facilities using data from the World Bank Development
Impact Evaluation Initiative (DIME) on the geo-coordinates of the 500 SURE-P MCH facilities
and the Nigeria Millennium Development Goals Information System (NMIS facility census) on
the geo-coordinates of the 34139 facilities in Nigeria. The NMIS facility census was created by
the Earth Institute for the Office of the Senior Special Assistant to the Nigerian President on the

Millennium Development Goals (OSSAP-MDGS).



By spatially linking the geo-coordinates of mothers in the DHS sample with the geo-coordinates
of health facilities, I determined which births occurred to mothers that lived in the catchment
area of SURE-P MCH and non-SURE-P MCH facilities. I describe this process in detail in the
section on study intervention variables. Therefore, these data allow me to identify if a woman
lived near an intervention facility. I am also able to determine whether her delivery occurred in
any facility and was attended by a skilled provider. However, these data do not specify the
identity of the facility a woman delivered in, so I cannot determine if this facility was a SURE-P

MCH facility specifically.

Outcome Variables

The study examines two outcomes: facility delivery, a binary variable that takes on a value of 1
if a woman reports that the birth occurred in any health facility, and 0 otherwise; and skilled
delivery, a binary variable takes on a value of 1 if a woman reports that the birth was attended

by a doctor, nurse, or midwife, and 0 otherwise.

Intervention Variables

The intervention variable groups the 95676 births included in the study into intervention and
control births, where intervention births occurred to women who live within the catchment area
of the nearest SURE-P facility. I constructed the treatment variable in the following steps. First,
I identified which facilities in the national facility census were intervention and control facilities.

Then, I determined the straight-line distance from each DHS cluster centroid to the nearest

9



intervention and control facility respectively. In this way, I classified births to respondents
living in clusters within a fixed distance (X) in meters of the nearest intervention facility as
intervention births and births to respondents who lived in clusters within X meters of the
nearest control facility (and beyond X meters of the nearest intervention facility) as control
births. Births that were beyond X meters of both the nearest intervention and control facility
were excluded from the analysis as they were considered too far away from the nearest facility
to be comparable to intervention births in terms of physical access to delivery care, an important

confounder of the study outcomes.?

DHS cluster geo-coordinates are displaced randomly and systematically overestimate the
distance between the clusters and target points, here health facilities. The displaced coordinate
falls within a 2000-meter radius of the original coordinate in urban areas and within a 5000-
meter radius in rural areas (Elkies, et al., 2015). The average displacement for clusters within the
Nigerian surveys is about 1000 meters for urban areas and about 2500 meters for rural areas
(Burgert, et al., 2013). Thus, a radius of say 3000 meters around the displaced geo-coordinate for
a health facility excludes some DHS clusters that are within that radius of the actual health
facility location. The measurement error introduced is likely to lead to attenuation bias in

regressions (Skiles, et al., 2013).

3 The number and percentage of excluded births varied with the value of X. That is for X=1000,
2000, 3000, 4000, and 5000, the number (and percentage) of excluded births was 61796 (65
percent), 37814 (40 percent), 20288 (21 percent), 12489 (13 percent), and 6604 (7 percent)
respectively.

10



There is no official definition of a facility catchment area in Nigeria or of a national target for
physical access to the nearest health facility given by the Nigerian Ministry of Health.
Furthermore, the definition of a facility catchment area varies across countries in Sub-Saharan
Africa. For example, the respective definitions of a facility catchment area in Zambia, Mali, and
Malawi, are living within 5000, 8000, and 10000 meters of the facility (Guenther, et al., 2012),
and in the current global reference list of 100 core health indicators, the World Health
Organization defines health facility access as living within 5000 meters of a health facility
(World Health Organization (WHO), 2015). In the absence of empirical data demonstrating
distances beyond which maternal health clients do not use facility care on average, it is not
apparent which of the above distances is the relevant target for the Nigerian context. Therefore,
I constructed a series of intervention variables using the following distances: 1000, 2000, 3000,
4000, 5000 meters. For the remainder of this discussion, unless otherwise stated, I have reported
results for the 3000-meter intervention variable (that is, X=3000). I then discussed deviations

from these results for the other values of X as robustness checks.

Thus, this study identifies the effect of SURE-P MCH by establishing if there is a systematic
relationship between proximity to intervention facilities and the use of delivery care. There is
evidence in the literature that people may bypass nearby health facilities to get to an alternative
source of care, particularly when they are severely ill, when the cost of care in the nearby facility
is higher than alternatives, or if the quality of care offered in the nearby facility is lower than

11



alternatives (Akin & Hutchinson, 1999). It may be the case that some women who live outside
the catchment area of SURE-P MCH facilities bypassed clinics closer to them to receive delivery
care in intervention facilities, narrowing the difference between intervention and control births
in this study. Also, women who live in the catchment area of intervention facilities may have
bypassed SURE-P MCH facilities, if for example, there were long waiting times as a result of
higher demand for care. However, the study assumes that women who live closer to SURE-P
MCH facilities were on average more likely to benefit from the intervention components than
those that live further away, either by using the care offered within facilities or through access

to community health workers and essential medical supplies within the facility catchment area.

Other Covariates

In my analysis, I accounted for covariates that may correlate with SURE-P MCH facility
selection criteria and that are described in the literature as factors influencing the use of facility
and skilled care during delivery (Say & Raine, 2007). These covariates include demographic
characteristics such as marital status, parity, age at childbirth, maternal education, partner
education, religion etc.; and household characteristics such as the region of residence, urban

residence, household power supply, classification as poor etc.

Empirical Model
The empirical model compares the study outcomes for births to women living within 3000

meters of the nearest SURE-P facilities (intervention births) to births to women that live further

12



than 3000 meters of the nearest SURE-P facilities but within 3000 meters of the nearest non-
SURE-P facility (control births), using a difference-in-difference (DID) model. For each outcome

variable, I specified a linear probability model* as follows:

Yijr = a;; + v * SUREP;j; + BPost, + 6 (SUREP;. * Post,) + Xjr + &ijt

In this equation, the probability of a delivery client choosing the facility or skilled care at birth is
(Yije = 1) for birth i in DHS cluster j at time ¢; X;;; is a vector of time-varying demographic and
household covariates; SUREP;j; is equal to 1 if the birth is to a respondent living within 3000
meters of the nearest SURE-P facility and 0 if the birth is to a respondent who lives beyond 3000
meters of the nearest SURE-P facility but within 3000 meters of the nearest non-SURE-P facility;
Post, is equal to 1 if the birth occurs after the intervention began in October 2012 and 0
otherwise; § is the DID estimate if the identifying assumptions discussed briefly below hold; the
standard errors are robust and clustered at the DHS cluster level; and DHS sampling weights

are applied.

The empirical model estimates the impact of the intervention under two assumptions (Gertler,

et al., 2016). First, I assume that in the absence of the intervention, trends in the levels of the

* The DID estimate in a binary response (logit or probit) model does not equal the marginal
effect and requires additional coding steps to interpret (Ai & Norton, 2003), so I estimated linear
probability models for ease of interpretability.

13



study outcomes would be parallel. I test that this assumption holds in the Results Section by
assessing pre-intervention trends in levels of the study outcomes and by conducting a Wald test
that placebo DID coefficients from the pre-intervention period are jointly equal to zero.
Secondly, I assume that after the intervention started, there was no other change differential
across intervention and control births that may have affected the outcomes. To my knowledge,
no national or regional program that selected for clusters in this way commenced after the

intervention began.

Ethics Approval

This study was a secondary analysis of anonymous data obtained as part of protocols with
ethical approvals obtained at other institutions — World Bank (SURE-P MCH dataset) and
National Health Research Ethics Committee of Nigeria (DHS). This study was also determined
not to be human subject’s research by the Office of Human Research Administration, Harvard

School of Public Health (IRB14-4158).

Results

Baseline Descriptive Statistics

In Table 3 and Table 4, I compare intervention and control births prior to the start of SURE-P
MCH. I find that control births occurred to respondents that are on average less likely to have
health insurance, be employed, be educated, have access to information, reside in an urban area
or live in a household that has electricity. Respondents with control births at baseline were also

younger, of higher parity, more likely to identify as Muslim, more likely to be married or in a
14



civil union, and less likely to have received skilled or facility delivery prior to the intervention
than respondents with intervention births. Intervention and control births were similar in terms

of average distance to the nearest non-SURE-P facility.

Table 3: Comparing intervention and control births at baseline

Intervention Control Difference P-value

3 &3

Skilled delivery 0.365 0.603 -0.238| 0.001
[0.002] [0.009]

Facility delivery 0.374 0.627 -0.254| 0.001
[0.002] [0.009]

Has health insurance 0.016 0.031 -0.015| 0.001
[0.000] [0.003]

Currently employed 0.714 0.762 -0.048| 0.001
[0.002] [0.007]

Partner has at least some primary education 0.632 0.836 -0.204| 0.001
[0.002] [0.006]

Respondent has at least some primary education 0.543 0.799 -0.256| 0.001
[0.002] [0.006]

Resides in urban area 0.356 0.611 -0.255| 0.001
[0.002] [0.008]

N 71008 4380
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Table 4: Comparing intervention and control births at baseline (2)

Intervention Control Difference P-value
[SE] [SE]
Household has electricity 0.497 0.736 -0.239| 0.001
[0.002] [0.007]
Household belongs to the poorest two quintiles 0.422 0.177 0.245| 0.001
[0.002] [0.006]
Resides in the North-West or North-East region 0.507 0.165 0.342| 0.001
[0.002] [0.006]
Reads newspapers (any frequency) 0.141 0.294 -0.153| 0.001
[0.001] [0.007]
Listens to the radio (any frequency) 0.632 0.773 -0.142| 0.001
[0.002] [0.006]
Watches any television (any frequency) 0.461 0.723 -0.262| 0.001
[0.002] [0.007]
Currently married or in other union 0.947 0.937 0.010| 0.005
[0.001] [0.004]
Age at delivery 27.180 27.924 -0.744| 0.001
[0.026] [0.097]
Age at delivery squared 785.596 819.301 -33.704| 0.001
[1.511] [5.663]
Identifies as muslim 0.571 0.337 0.233| 0.001
[0.002] [0.007]
Parity at delivery 2.919 2.343 0.576| 0.001
[0.010] [0.035]
Distance to nearest non-SURE-P facility 1313.185 1319.178 -5.993
[3.048] [19.915]
N 71008 4380
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Given the differences that existed between groups at baseline, adjusting for time-varying
confounders was important to reduce the probability of selection bias. As the NMIS facility
census assesses service capacity in some facilities after the SURE-P MCH intervention started, I

am not able to adjust for baseline facility characteristics in my analysis.

Parallel Trends Assumption

First, I explored the parallel trends assumption graphically in Figure 1 and Figure 2 below,
plotting the mean value and 95 percent confidence intervals of each study outcome in the
intervention and control groups for each year in my data. Given that the program started in
October 2012, I adjusted the definition of each year to run from October 1 in year X to

September 30 in year X+1.
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Outcome = Use of Skilled Delivery Care
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Figure 1: Time trends in skilled deliveries between intervention and control births

Outcome = Use of Facility Delivery Care
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Figure 2: Time trends in facility deliveries between intervention and control births
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Intervention births were more likely to receive skilled and facility deliveries throughout the pre-
intervention period. For births that occurred between October 2007 and September 2008, there
was a slight increase in the proportion that received skilled and facility delivery care for both
intervention and control births. Following this, trend lines for intervention and control births
slanted downwards in the year between October 2008 and September 2009. Between September
2009 and September 2011, there is an upward trend in intervention births that does not seem to
be matched by control births. However, control births also trend upwards slightly between

September 2010 and September 2011.

Given that the trend graphs suggest deviations from the assumption, I estimated DID
coefficients assuming the program started in any of the years preceding 2012 (the actual year
the program started), apart from 2003. I limited my sample to data points before the program
launch in October 2012 and moved a placebo treatment variable back for each year except 2003,

as shown below:

2011 2011
Yijt = a;j + ySUREP;;; + Z B * Post; + Z 6 * SUREP;j; * Post; + X;jr + &
t=2004 t=2004

I conducted a Wald test that the placebo DID coefficients are jointly equal to zero. I ran this
regression for each outcome and treatment variable (1000 meter to 5000 meters). Of the 10
parallel trend models (for the 2 outcomes and 5 distances), I failed to reject the null hypothesis

that the DID coefficients (&) are jointly equal to zero for 9 models at the 0.05 level. This suggests
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that outcome trends were parallel across the pre-intervention period. The p-values for the joint

tests are shown in Table 5 below:

Table 5: P-values for the Wald test that placebo DID coefficients are jointly equal to zero

Outcome 1000m 2000m 3000m 4000m 5000m

Skilled delivery 0.0845 0.0771 0.0986 0.5588 0.6085

Facility delivery 0.0001 0.065 0.0698 0.8437 0.9118 J
Main Findings

In Table 6, I show that the probabilities that intervention births received skilled assistance and
occurred in a facility were 0.13 [p-value = 0.0001] and 0.10 [p-value = 0.002] higher respectively,
than the corresponding probabilities for control births. Thus, proximity to health facilities that
were refurbished, staffed with skilled workers, and had adequate delivery supplies, increased

the probability that delivery clients chose to use skilled and facility care at delivery.
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Table 6: DID coefficients comparing intervention and control births

Skilled Delivery Facility Delivery

DID Coefficient 0.127 0.104
Standard Error [0.034] [0.037]
P-value 0.0001 0.002
F-statistic 613.04 545.04
R-squared 0.3979 0.3995
N 44788 44,880]

Note: DID - Difference-in-Difference

In Haiti and Malawi, the effect of facility service improvements on delivery care differed
between rural and urban areas (Wang, et al., 2014; Wang, et al., 2015). Thus, I examined if there
were differences in the effect of SURE-P MCH on skilled and delivery care use in rural and
urban areas. In Table 7, I show that among urban residents, the probabilities that intervention
births received skilled attendance and occurred in a facility were 0.20 [p-value = 0.018] and 0.16
[p-value = 0.062] higher respectively than the corresponding probabilities for control births in
urban areas. The DID coefficient represents the effect of the intervention on delivery care use
among rural births. For both skilled and facility care, SURE-P MCH had no effect among rural

births.
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Table 7: Interaction between SURE-P MCH effect and urban residence

Skilled Delivery Facility Delivery

DID*Urban Residence 0.200 0.163
Standard Error 0.084 0.088
P-value 0.018 0.064
DID Coefficient -0.025 -0.020
Standard Error 0.082 0.082
P-value 0.76 0.804
F-statistic 618.91 528.47
R-squared 0.398 0.400
N 44788 44,880_

Note: DID - Difference-in-Difference

Robustness Checks
First, I re-estimated the main empirical model using the other intervention variables, that is
X=1000, 2000, 4000, and 5000 meters, as described in the Study Design. I show a plot of these

DID estimates in Figure 3 and Figure 4 below:
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Outcome = Use of Facility Delivery Care
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Note: DID - Difference-in-Difference

Figure 3: Facility catchment area and facility care use for intervention births
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Outcome = Use of Skilled Delivery Care
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Figure 4: Facility catchment area and skilled care use for intervention births

As the distance at which the facility catchment area was defined increased, we included in the
intervention group delivery clients who were on average further away from the nearest SURE-P
MCH facility. This increase in catchment area definition was associated with a progressively
lower DID estimate of the impact of the SURE-P MCH intervention on the use of skilled and

facility care at delivery.
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Secondly, the unit of analysis for examining skilled and facility care use in this study is a birth
rather than a pregnancy. However, it may be that women that had control births and would
have attended skilled or facility delivery, were also more likely to have pregnancies that did not
terminate in a live birth - via miscarriage, abortion, or stillbirth. While I cannot entirely rule out
this possibility, I compare the rates of pregnancy terminations in the intervention (13.33 percent)
and control (12.58 percent) groups. The difference of 0.75 percentage points (p-value = 0.146) is

not statistically significant at the 0.05 level.

Discussion and Conclusion

This study finds that proximity to health facilities that were refurbished, staffed with skilled
workers, and had adequate delivery supplies, increased the probability that delivery clients
chose to use skilled and facility care at delivery in Nigeria. Progressively increasing the SURE-P
MCH facility catchment area radius added to the intervention group women who were further
away from the nearest SURE-P MCH facility. This, in turn, reduced the magnitude of the
intervention effect, which could not be differentiated from zero at 4000 meters. Due to the
displacement of DHS cluster geo-coordinates, I am not able to make recommendations
regarding specific distances for defining facility catchment areas and locating primary health
centers. However, this study demonstrates a systematic relationship between physical access to
upgraded facilities and the use of skilled and facility care at delivery. Further research is needed
to specify distances beyond which mothers are less likely to receive skilled assistance at birth or

deliver in health facilities in Nigeria. Intervention and control births had similar physical access
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on average to the closest non-SURE-P MCH facility at baseline, but health facility improvements
within the catchment area of intervention births increased use of facility care. I am not able to
show if mothers used SURE-P MCH facilities specifically. However, these findings support the
hypothesis that the null effects reported in a prior evaluation of the impact of facility
improvements on delivery care use in Nigeria may have been due to the lack of a control group

or other adjustments for confounding (Gummi, et al., 1997).

The relationship between facility service capacity, delivery care use and urban residence varies
across countries (Wang, et al., 2014; Wang, et al., 2015). In this study, there were positive
intervention effects among delivery clients that were resident in urban areas, but we could not
rule out null effects of SURE-P MCH among delivery clients that were resident in rural areas.
In the most recent DHS, mothers in rural areas were 20 percentage points more likely than
mothers in urban areas to report facing at least one barrier to accessing health care, including
problems getting money for treatment, difficulty obtaining permission to go for treatment, and
poor attitudes of health worker (National Population Commission and ICF International, 2014).
Thus, while delivery clients in the catchment areas of SURE-P MCH facilities in rural areas may
have been close enough to physically access care, other barriers to care-seeking may have
prevented them from doing so. It may also be that in rural SURE-P MCH facilities, skilled
provider retention was despite incentives and that supply chain function was weaker

(Lehmann, et al., 2008).
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This study is limited in at least three ways. Firstly, the displacement of cluster geo-coordinates
within the Demographic and Health Survey introduced measurement error, and potentially
attenuated the regression estimates. While I can conclude that proximity to SURE-P facilities
increases uptake of skilled assistance and facility care during delivery, I cannot make specific
recommendations on appropriate target distances for physical facility access. Secondly, due to
the composite nature of the intervention, involving staffing, retention incentives, equipment,
facility refurbishing, and supply strengthening, this paper is unable to attribute the intervention
impact to a specific sub-component of SURE-P MCH. Future research on this subject would
benefit from randomization of the intervention sub-components to identify effects on the use of
skilled and facility care at delivery. Thirdly, as the parallel trends assumption does not hold for
neonatal mortality or other health outcomes in the study dataset, I am unable to ascertain the
impact of the SURE-P MCH program on these outcomes. Thirdly, the absence of data on the
location of the facility used by mothers for delivery prevented this study from defining if
maternal clients specifically increased use of the SURE-P MCH facilities, rather than facilities in

general, at delivery.

Currently, 71 percent of Nigerians have a primary health care facility located within a 5000m
radius of their homes. However, many of these facilities function below capacity due to lack of
equipment, essential supplies and qualified staff (Federal Ministry of Health (FMOH), 2011).
This study illustrates the potential for improvements in facility capacity for service delivery to
increase the use of skilled and facility care at birth among Nigerian mothers.
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Paper 2: The Political Returns to Health Service Improvements in Nigeria®

Introduction

In 2015, the United Nations General Assembly adopted the Sustainable Development Goals
(SDGs), with a target to “achieve universal health coverage (UHC) including financial risk
protection, access to quality essential health care services and access to safe, effective, quality
and affordable essential medicines and vaccines for all” (United Nations, 2015). While technical
solutions are essential to the design and implementation of UHC reforms, these reforms
inevitably involve “political trade-offs, conflicts, and negotiations” due to the redistribution of
resources in the health sector and the wider economy (Fox & Reich, 2015). Therefore, a common
theme in recent research on the political economy of UHC is the importance of the domestic
political context in shaping the paths countries take towards expanding health coverage
(Kelsall, et al., 2016). Specifically, Bump notes that the progress towards UHC necessarily

reflects the historical, cultural, and institutional legacies of countries (Bump, 2010).

In African contexts, it is believed that citizens tend to vote for leaders who represent their ethnic
group (co-ethnic leaders), with little consideration for programmatic concerns (Keefer &
Khemani, 2005). Horowitz proposed that “what is uncertain is not how a voter will vote...all

that is uncertain is whether a potential voter will vote” (Horowitz, 1985; Horowitz, 2016). Two

5] am grateful to Marcus Holmlund (Economist, World Bank Group), Marcos Vera-Hernandez
(Reader, University College, London), and Pedro Rosa Dias (Associate Professor, Imperial
College London), for access to SURE-P MCH program data.

28



competing explanations exist for the inclination among African voters to support co-ethnic
leaders. On the one hand, it is hypothesized that ethnicity creates psychological bonds that
incline voters to support co-ethnic leaders and affirm the status of one’s group in the country
(Horowitz, 1985). However, the more recent literature points to how ethnicity provides
information about the groups that political candidates will favor if they are elected into office
(Chandra, 2004; Carlson, 2015; Chauchard, 2016; Conroy-Krutz, 2013). In African democracies,
chief executives often have high levels of discretion over the distribution of state resources, and
voters may be drawing inferences on the patterns of resource distribution within political
parties from the ethnic background of their top political leaders (Branch & Cheeseman, 2006;
Posner, 2005). There is abundant empirical evidence that political leaders have the incentive to
use their discretionary powers over state resources to favor co-ethnic voters, who then support
these political leaders regardless of quality (Kudamatsu, 2007; Burgess, et al., 2015; Kramon &
Posner, 2012; Isaksson & Bigsten, 2014; Weghorst & Lindberg, 2013; Horowitz, 2016). Posner on
the one hand and Keefer and Khemani on the other have also argued that African politicians do
not have incentives to invest in distributing resources across ethnic group lines (Posner, 2005;
Keefer & Khemani, 2005). However, I propose that if political support from voters is granted in
response to the receipt of state resources, then African politicians may receive political support
through transfers to non-co-ethnic voters. On the other hand, if political support from voters is
granted to affirm the status of one’s group in the country, then African politicians will not be
able to receive political support through transfers to non-co-ethnic voters. Thus, transfers to
non-co-ethnic voters can be used to test competing hypotheses on the sources of political
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support in African contexts. This is important in the context of UHC as political incentives to
target transfers of resources to various groups will influence the pattern of expanding coverage

of care.

In this paper, I test which of these hypotheses about the sources of political support holds in
Nigeria, where historically, ethnicity is associated with political support. Joseph has argued in
“Democracy and prebendal politics in Nigeria”, that there has been a progression towards large
regional blocs of support that consolidate contiguous ethnic groups, in response to the
transition from military to majority rule (Joseph, 2014). This is potentially because, under
majority rule, Nigerian politicians win elections when they garner more than half of the total
votes cast. Thus, I examine if political support from voters in Nigeria is granted to affirm the
status of their regional group or in response to the preferential transfer of resources from the
chief executive, in this case the President of Nigeria, by taking advantage of a recent
intervention aimed at expanding access to maternal health care in Nigeria that was initiated by
a President from the South-Southern region. As the intervention was nationally representative, I
will show that it preferentially transferred resources to voters outside the President’s region. I
will then examine the political returns from this intervention to the President and his
Government. Finally, I will explore if there are differences in these political returns between

voters from the President’s region and voters from other parts of the country.
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Intervention Description

This study focuses on the Subsidy Reinvestment and Empowerment Program Maternal and
Child Health Intervention (SURE-P MCH), which was championed by an incumbent Nigerian
President from the South-Southern Region, who ran for re-election in 2015. SURE-P MCH
aimed to improve facility service capacity for maternal health care delivery and to generate
demand among mothers for skilled and facility care using monetary incentives. Phase I of the
SURE-P MCH intervention included 500 health facilities from October 2012 to June 2013 and is

summarized in Table 8 below.

Table 8: Components of first and second phases of SURE-P MCH intervention

# Components in First Phase of SURE-P MCH Intervention

1 Deployment of unemployed, retired, and newly-graduated midwives

2 Deployment of trained community health extension workers and village health workers

3 Facility building refurbishment

4 Construction of accommodation for health workers

5 Construction of bore holes for water supply

6 Strengthening of supply chains for essential maternal health commodities such as safe delivery kits
7 Monetary and non-monetary incentives to encourage midwife retention

# Additional Components in Second Phase of SURE-P MCH Intervention

8 Cash transfers to pregnant women for attending antenatal care, skilled delivery, and postnatal care

The second phase of SURE-P MCH began in mid-2013 when an additional 500 health facilities
received the components started in the first phase. In addition, conditional cash transfers were
introduced. Pregnant women who lived in facility catchment areas were enrolled into the

intervention to receive USD $6 for the first antenatal visit and another USD $6 for attending at
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least 4 antenatal visits in total, USD $12 for attending skilled delivery, and USD $6 for attending

postnatal care (Okoli, et al., 2014).

Study Design

Study Aims

This paper estimates the political returns to the President following investment in SURE-P
MCH. Iused a dataset restricted to and representative of the voting-age population (voters) in
Nigeria, whose political support would be needed for the President to be re-elected®. I show
that, given the national representativeness of SURE-P MCH over the six regions in Nigeria,
voters from a different region than the President were more likely to have at least one SURE-P
MCH facility in their Local Government Area (LGA) than voters from the President’s region. I
then explore if there is an association among voters between residence in an LGA that has at
least one SURE-P MCH facility and political returns to the President, as well as approval of the
government’s handling of basic health services. Finally, I examine if there is heterogeneity in
these associations by residence within or outside the President’s region. Below, I discuss the

study data sources, empirical models, and variables.

¢ The dataset used in paper 1 is nationally representative (of the voting and non-voting
population). For example, it includes females below the age of 18 years.
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Data Sources

To investigate these aims, the study used two datasets. First, I used Afrobarometer survey
datasets, which are cross-sectional surveys of political attitudes and behavior, representative of
voters in Nigeria (Afrobarometer, 2016). The three-tier structure of Nigeria’s federalism
involves the Federal Government at the center; the Federal Capital Territory and 36 State
Governments; and 774 Local Governments. Thus, the LGA is the lowest official level of political
organization in Nigeria (Commonwealth Local Government Forum, 2017), and is considered the
level of intervention in this study. However, for political purposes, Nigeria was divided in the
1994 National Constitutional Conference into six regions, used in the allocation of political
resources at the Federal level (The Federal Republic of Nigeria and United Nations
Development Programme, 2013). I used data from an Afrobarometer survey collected in 2008,
from 2324 voters, to explore if voters that lived within or outside the President’s region were
more likely to live in LGAs that would receive at least one SURE-P MCH facility. I then
explored the political returns to the SURE-P MCH intervention using an Afrobarometer survey
of 2400 voters from the intervention endline in 2015. Secondly, using the SURE-P MCH facility
dataset, I determined which LGAs in the Afrobarometer sample contained at least one SURE-P

MCH facility.

Empirical Models: Propensity Score Matching
As discussed in the first paper (Intervention Description), while there were stated criteria for

selecting SURE-P MCH facilities, these criteria were imperfectly applied. In the context of
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unclear selection rules, matching methods can be used to identify the set of voters who lived in
LGAs without SURE-P MCH facilities (control LGAs) that look most like voters that lived in
LGAs with at least one SURE-P MCH facility (intervention LGAs) (Gertler, et al., 2016). These
matched voters in control LGAs are the comparison group that I used to estimate the
counterfactual in this study. I created a propensity score that is equal to the probability that a
voter lives in an LGA with at least one SURE-P MCH facility based on the observed values of
relevant characteristics of the LGA and the voter. The propensity score was calculated for each
voter in the dataset using the “PSMATCH2” command in STATA 14.2 (Grotta & Bellocco, 2014).
I used a set of characteristics that may have influenced the siting of the SURE-P MCH facility in
an LGA but were not unlikely to be directly affected by the SURE-P MCH intervention. Among
other criteria, SURE-P MCH facilities were intended to be in rural LGAs with basic
infrastructure including potable water supply. Thus, the propensity score included a binary
indicator for the presence of water supply in the voter’s households, an indicator for urban
versus rural location of the voter’s household, and an indicator for the presence of a health
facility in the voter’s enumeration area (a census sampling unit of the LGA). No new health
facilities were constructed under SURE-P MCH. I also included other variables that predict
variation in the use of facility care and were available in the Afrobarometer dataset: gender, age,
employment, and educational level (Say & Raine, 2007). These indicators of facility use have
been shown to predict political support (Bratton, et al., 2012). The matching models applied
kernel-based matching, which compared the value of the dependent variable for each voter in
an intervention LGA to the kernel-weighted average of the values of the dependent variable
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among all voters located in control LGAs (Sianesi, 2001). The weight given to each voter from a
control LGA was in proportion to the similarity between the propensity score for this voter and
the propensity score for the voter in an intervention LGA that was being matched. As a
robustness check, I imposed the common support condition - voters in intervention LGAs
whose propensity scores were larger than the largest propensity score among all voters in
control LGAs were left unmatched. When common support was imposed, the study results
were the same up to 3 decimal points. To obtain clustered standard errors, I bootstrapped my
estimates as the algorithm in STATA statistical software does not otherwise cluster standard
errors. Bootstrapping estimated the standard error by resampling the data points with
replacement 50 times. A total of 50 — 200 replications are generally adequate for estimates of
standard error and for normal-approximation confidence intervals (STATA, 2017). I reported
the average effect of the intervention on those who ultimately received the intervention, also

referred to as the average treatment effect for the treated (ATT) (Austin, 2011).

Dependent Variables: Measures of Political Support

This study investigated political support for the incumbent President and his government. The
incumbent President who had championed the SURE-P MCH intervention, was from the South
southern region of Nigeria and would run for re-election in March 2015. Following the seminal
book by Almond and Verra in 1963, I examined both affective and evaluative measures of
political support in this study (Almond & Verra, 1963). Affective measures of political support
are associated with an acceptance or identification with a political entity, including declarations
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of support for parties, feelings towards political leaders, and participatory norms. On the other
hand, evaluative measures involve judgments about the performance or appropriateness of the
political entity including evaluations of politicians, other performance judgments, and trust in
institutions (Dalton, 1999). Apart from intent to vote for the President, the measures of political
support in this study are considered evaluative. The study investigated four measures of
political support: trust in the President, intent to vote for the President, approval of the

President, and approval of basic health service management.

The outcome, trust in the President, is a binary variable that takes the value of one when the
respondent replied to the question: “How much do you trust the President?” in the affirmative,
and zero otherwise. A voter decides if he will trust a politician based on an assessment of what
the potential gains or losses are, and their respective probabilities (Hardin, 1993). When a
politician preferentially chooses to invest resources in a group, voters may obtain information
about the politician’s redistributive preferences, which they use to update their assessments of
future gains, losses, and their probabilities (Drazen & Eslava, 2008). Alternatively, trust may be
a trait learned early in the life of a voter, reflecting experiences interacting with different groups
of people. In the latter case, trust is less amenable to modification by a politician’s investments
decisions (Mishler & Rose, 2001). Trust in political officials and institutions has been assessed in
studies of coupons targeted at poor families in Romania (Pop-Eleches & Pop-Eleches, 2012), of
the expansion of democracy (Catterberg & Moreno, 2006), of institutional capacity (Hutchison &
Johnson, 2011), and of the impact of corruption in sub-Saharan Africa (Lavallee, et al., 2008).
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The outcome, intent to vote for the President, is a binary variable that takes the value of one
when the respondent replied to the question: “If Presidential elections were held tomorrow,
which party’s candidate would you vote for?” with the President's party, the People’s
Democratic Party (PDP). I assumed that respondents knew that the incumbent, President
Goodluck Jonathan, would be the candidate for PDP at the time of the earliest endline survey.
In this case, intent to vote for the PDP in the Presidential election would imply intent to vote for
the incumbent President (who eventually ran on the PDP platform). This assumption is justified
as it was widely expected that President Goodluck Jonathan would emerge as the party’s
candidate in March 2015 and it is unprecedented in Nigeria for the incumbent President to
decline running for a second term (Tukur, 2014). Regional groups may seek to elevate leaders
from their own cultural background into positions of power, thereby gaining collective
representation at the Federal level (Posner, 2005). In extreme cases, if voter turnout is high, this
can lead to election outcomes that are head counts or censuses of regional groups (Horowitz,
1985). Alternatively, voting behavior and intentions may reflect the performance of politicians,
including contemporaneous assessments of macroeconomic conditions and/or preferential
receipt of goods and services (Tufte, 1978). There are few African studies that have separately
examined the influence of ethnic affiliation and performance of politicians on voting intentions
(Bratton, et al., 2012). These studies indicate that there may be a role for both factors in shaping
voting intentions to vote. Expressions of intention to vote for a political party or politician has
also been used to examine political support in studies of coupons targeted at poor families in
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Romania (Pop-Eleches & Pop-Eleches, 2012), expansion of water and sanitation service coverage
in South Africa (de Kadt & Lieberman, 2015), and targeting of scheduled tribes with education

and health services in India (Thachil, 2011).

This study also measured approval of the President, a binary variable that takes the value of
one when the respondent replied to the question: “Do you approve of the way President
Goodluck Jonathan has performed his job over the past 12 months?” in the affirmative, and zero
otherwise. I also examined one measure of support for the incumbent government, including
but not restricted to the President: approval of basic health services management, a binary
variable that takes the value of one when the respondent replied the question: “How well or
how badly would you say the current government is handling improving basic health services,
or haven’t you heard enough to say?” with “fairly well” or “very well”, and zero otherwise.
Similar measures of support have been used in studies of political returns to programs,
including cash transfers in Uruguay (Manacorda, et al., 2011), coupons targeted at poor families
in Romania (Pop-Eleches & Pop-Eleches, 2012), mass bed net distribution in Tanzania,
distributive politics in Venezuela (Stokes, et al., 2013), and expansion of water and sanitation

service coverage in South Africa (de Kadt & Lieberman, 2015).

If political support is determined by the desire to affirm the status of one’s regional group, then
the preferential location of SURE-P MCH facilities in LGAs outside the President’s region will
not lead to higher approval ratings, trust, and intentions to vote for the President, among voters
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outside the President’s region. On the other hand, political returns to the President and his
Government will be positive among voters outside the President’s region if political support is

granted in response to preferential transfer of resources.

Ethics Approval

This study was a secondary analysis of anonymous data obtained as part of protocols with
ethical approvals obtained at other institutions - World Bank (SURE-P MCH dataset) and
University of Capetown (Afrobarometer dataset). This study was determined not to be human
subject’s research by the Office of Human Research Administration, Harvard School of Public

Health (IRB16-0614).

Results

Description of SURE-P MCH Targeting Using Baseline Characteristics

I compared voters living in intervention and control LGAs prior to the intervention (that is, in
2008), on the characteristics included in the propensity score — age, employment status,
education, gender, presence of a health facility in their enumeration area, presence of water
supply in the household, and urban versus rural location of the household. I also compared
voters using baseline measures of political support and residence in the President’s region of

origin.
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In Table 9 below, I show that at baseline, voters in intervention LGAs were 6.6 percentage
points [p-value < 0.001] less likely to be from the President’s region and 6.4 percentage points
[p-value = 0.001] less likely to express an intention to vote for the President in the upcoming
election. There were no other baseline differences on measures of political support that were
statistically significant. In addition, voters in intervention LGAs were 3.1 percentage points [p-
value = 0.008] more likely to have a water source in their compound and 8.2 percentage points
[p-value < 0.001] less likely to live in an urban area. I interpret the differences in access to water
supply and urban residence to reflect the application of the criteria for selection of SURE-P
MCH facilities. These facilities were to be in rural areas and to have basic infrastructure. There

was no difference in the probability of a health facility being in the voter’s location.
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Table 9: Comparing voters in intervention and control LGAs at baseline

Control Local Intervention Local Difference
Variable Government Areas Government Areas (Control - Treatment) P-value
[SE] [SE] [SE]
Outcome| Approves of President 0713 0.697 0.016 0.435
[0.011] [0.017] [0.021]
Trusts President 0.827 0.818 0.009 0.591
[0.010] [0.015] [0.018]
Intends to Vote President 0.285 0.220 0.064 0.001
[0.011] [0.016] [0.020]
Approves of Health Services 0.467 0438 0.029 0.193
[0.012] [0.019] [0.023]
Covariate|Female 0.499 0.499 0.000 0.993
[0.012] [0.019] [0.023]
Age (Years) 31.546 30.732 0.814 0.116
[0.286] [0.424] [0.518]
Secondary or More Education 0.733 0.731 0.002 0.922
[0.011] [0.017] [0.002]
Urban Residence 0.517 0.435 0.082 0.000
[0.012] [0.019] [0.023]
Employed 0.510 0.503 0.007 0.768
[0.012] [0.019] [0.023]
Household has Water Source 0.062 0.094 -0.031 0.008
[0.006] [0.011] [0.012]
From President's Region 0.239 0.173 0.066 0.000
[0.011] [0.014] [0.019]
Clinic in Enumeration Area 0.731 0.741 -0.010 0.619
[0.011] [0.017] [0.020]
Number of Respondents 1630 694
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Political Returns to Investing in SURE-P MCH

In this section, I compared political returns to the President in intervention and control LGAs, in

terms of approval of the President’s overall performance, trust in the President, and intentions

to vote for the President in the next election, and the political returns to his government in

terms of approval of the basic health services management.

Table 10: Comparing political outcomes between voters in intervention and control LGAs

Approves of
President

Trusts President

Intends to Vote
President

Whole Sample (N=2379)

Services

Approves of Health

ATT 0.122 0.117 0.073 0.089
[Bootstrapped, Clustered S.E] [0.044] [0.036] [0.039] [0.037]
P-value 0.006 0.001 0.065 0.018

Respondents from Same Region as President (N=372)

ATT -0.032 -0.071 -0.044 0.010
[Bootstrapped, Clustered S.E] [0.073] [0.076] [0.073] [0.079]
P-value 0.663 0.350 0.552 0.895
ATT 0.154 0.150 0.098 0.101
[Bootstrapped, Clustered S.E] [0.044] [0.036] [0.041] [0.032]
P-value 0.000 0.000 0.000 0.001

Note: ATT refers to the average effect of the treatment for the treated.

In Table 10 above, I show that on average living in an LGA that had any SURE-P MCH facility

predicted a 12.2 percentage point [p-value = 0.006] higher probability of expressing approval

for the President’s overall performance, an 11.7 percentage point [p-value =0.001] higher

probability of expressing trust in the President, a 7.3 percentage point [p-value = 0.065] higher
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probability of intending to vote for the President in the next election, and an 8.9 percentage
point [p-value = 0.018] higher probability of approving basic health services management by

the incumbent government.

Among voters outside the President’s region, on average living in an LGA that had any SURE-P
MCH facility predicted a 15.4 percentage point [p-value < 0.001] higher probability of
expressing approval for the President’s overall performance, a 15.0 percentage point [p-value <
0.001] higher probability of expressing trust in the President, a 9.8 percentage point [p-value <
0.001] higher probability of intending to vote the President in the next election, and a 10.1
percentage point [p-value = 0.001] higher probability of approving the handling of basic health

services by the incumbent government.

Among voters from the President’s region, living in an LGA that had any SURE-P facility
predicted falls in the probability of expressing approval for the President’s overall performance,
of trusting the President, and of expressing the intention to vote the President. The intervention
however also predicted higher probabilities of approving basic health services management by
the incumbent government. The 95 percent confidence intervals (Figure 5) for these outcomes
contain zero so that although the evidence suggests that increases in political support for the
President and his government are largely driven by voters from a different region than the
President, the differences in support based on the region of origin are not statistically
significant.
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Approves President Trusts President Intends to Vote for ~ Approves Health Service

B Whole Sample
B Same Region as President
I Different Region than President

Figure 5: Political returns to SURE-P MCH intervention among voters

Discussion and Conclusion

This study examines the changes in approval for the President, trust in the President, intentions
to vote for the President, and approval of basic health services management, following
investment in a health intervention that preferentially targeted voters outside the President’s
region. I find that on average, there were positive returns to the SURE-P MCH intervention

among voters outside the President’s region and from the entire voting population. These
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returns were positive even though at baseline, respondents in intervention LGAs were 6.4
percentage points less likely to express the intention to vote for the President in the upcoming
election and no different from control LGAs in terms of approval of the President’s overall

performance or expressing trust in the President.

The study results suggest that political support from voters in Nigeria may be given at least in
part, in response to preferential receipt of health services. Similar findings have been reported
by Weghorst and Lindberg in Ghana, who showed that when voters think that politicians will
provide collective, developmental goods, the efficacy of targeting ethnic or regional groups as a
tool to win over voters is reduced (Weghorst & Lindberg, 2013). As voters from the President’s
region in the study sample were relatively few, the standard errors for the effect estimates were
relatively large and the study was underpowered to detect political returns within this group.
If these political returns are negative because LGAs in the President’s region were less likely to
have SURE-P MCH facilities, then there may be incentive for politicians irrespective of region of
origin, to ignore health care needs of minority groups - that is if meeting those needs come at
the cost of losing support from larger groups. There is thus a need for further research to
explore if there are political costs to targeting voters outside the President’s region with health

care investments in Nigeria.

The primary weakness of this study is that propensity score matching assumes that observed
covariates used in constructing the propensity score account for any significant disparities
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between intervention and control LGAs. This is a strong and untestable assumption. The
correlations discussed should thus not be considered causal. The lack of a second pre-
intervention Afrobarometer study prevented the use of Difference-in-Difference models as in
the previous paper, which would have adjusted for time-invariant confounding in addition to
the time-varying covariates in the propensity score. The second weakness of this study is the
lack of data to explore the political returns in terms of actual votes. It is possible that approval

of, trust in, and intentions to vote for politicians do not eventually translate into actual votes.

There is a near consensus in the research on political returns to politicians in African contexts,
that political support is derived largely from one’s ethnic group (Kudamatsu, 2007; Burgess, et
al., 2015; Kramon & Posner, 2012; Isaksson & Bigsten, 2014). This paper adds to the literature by
demonstrating that voters outside a politician’s ethnic or regional group may support him or
her in response to preferential receipt of health services. Further research should explore if the
study findings are supported by experimental data, samples from other contexts across Africa,

and other political outcomes including actual voting behavior.
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Paper 3: Perspectives on Postnatal Care Referrals by Traditional Birth Attendants in Nigeria

Introduction

The World Health Organization recommends that health providers retain mothers in health
facilities after delivery for at least 24 hours to receive postnatal care involving “regular
assessment of vaginal bleeding, uterine contraction, fundal height, temperature, and pulse
routinely” beginning at the first hour of birth. In addition, blood pressure measurements are
recommended shortly after birth, and six hours after if normal, or more frequently if abnormal.
These regular assessments facilitate early diagnosis, testing, treatment, and appropriate referral

in the event of delivery complications (World Health Organization (WHO), 2013).

In Nigeria, the probability that a mother receives postnatal care within 48 hours of delivery
varies with place of birth. While 79 percent of mothers who deliver in facilities receive postnatal
care within 48 hours of delivery, only 16 percent of mothers who deliver outside facilities
receive postnatal care within this critical period (National Population Commission and ICF
International, 2014). On average, a traditional birth attendant or TBA provides delivery
assistance in one in every three non-facility deliveries in Nigeria (National Population
Commission and ICF International, 2014). A TBA is a non-formally trained and community-
based provider of pregnancy-related care that works independently of the health system (World
Health Organization (WHO), 2004). The World Health Organization, International
Confederation of Midwives, and International Federation of Gynecology and Obstetrics

released a joint statement in 2004 recommending that the role for TBAs in health care systems
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be restricted to advocacy for and referrals to skilled maternal health care workers (World

Health Organization (WHO), 2004).

To facilitate advocacy for skilled care, several programs have trained TBAs to identify clinical
features of complications following delivery and refer to health workers. A narrative review
and meta-analysis of these programs that training TBAs may not increase the probability of
detecting complications or referral (Sibley, et al., 2004). TBAs in one study reported that they
lost credibility as providers of care when a client was referred to skilled providers (Alisjahbana,
et al., 1995). Therefore, TBA knowledge of conditions requiring referral may not increase

advocacy for skilled care, potentially due to the possibility of losing credibility before clients.

Other factors hypothesized in the literature to encourage TBA postnatal care referral behavior
are summarized in Table 11 including client-specific factors such as client ability to recognize
danger signs of obstetric complications (Alisjahbana, et al., 1995), positive perception of relative
quality of care by skilled providers (Bailey, et al., 2002; Bailey, et al., 1996), and a lack of
financial barriers to skilled care access (Bailey, et al., 2002; Bailey, et al., 1996); TBA-specific
factors including understanding of maternal benefits of postnatal care in the absence of obstetric
complications (Mahiti, et al., 2015; Titaley & Hunter, 2010), monetary rewards for referrals
(Oyebola, et al., 2014; Rai, 2015; Pyone, et al., 2014), and TBA perception that the skilled health
worker is better able to manage obstetric complication (Thatte, et al., 2009); as well as health
worker-specific factors such as training to improve relations with TBAs (Bailey, et al., 1996;
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Bailey, et al., 2002), and other social support for TBAs from health workers (Low, et al., 2006;

Pyone, et al., 2014; Rishworth, et al., 2016).

Table 11: Hypothesized determinants of postnatal care referrals by TBAs

Factor Condition hypothesized to encourage maternal postnatal

care referrals by TBAs

TBA-specific Ability to recognize obstetric complications (Alisjahbana, et
al., 1995; Bailey, et al., 1996; Bailey, et al., 2002; Sibley, et al.,
2004); understanding postnatal care is necessary despite the
absence of obstetric complications (Mahiti, et al., 2015; Titaley
& Hunter, 2010); lack of perception of negative social or
economic consequences of postnatal referral (Sibley, et al.,
2004; Alisjahbana, et al., 1995); monetary rewards for
referrals (Oyebola, et al., 2014; Rai, 2015; Pyone, et al., 2014);
TBA perception that skilled health worker is better able to
manage obstetric complication (Thatte, et al., 2009).

Client-specific Client ability to recognize danger signs of obstetric
complications (Alisjahbana, et al., 1995); client perception of
TBA competence (Sibley, et al., 2004; Alisjahbana, et al.,
1995); positive perception of relative quality of care by skilled
providers (Bailey, et al., 2002; Bailey, et al., 1996).

Health worker-specific Health worker training to improve relations with TBAs
(Bailey, et al., 1996; Bailey, et al., 2002); other social support
from health workers including recognition of TBA’s role
(Low, et al., 2006; Pyone, et al., 2014; Rishworth, et al., 2016).

In this study, we used focus group discussions (FGD) to explore postnatal care referral behavior
by TBAs in Nigeria, juxtaposing this behavior with perspectives of TBAs, TBA clients, and
health workers on the role of TBAs in maternal health care during and after pregnancy. We also
examine the perceived factors that may deter or promote referrals by TBAs to skilled care

workers from the pre-pregnancy to postnatal period.
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Methods

Conceptual Framework

The study conceptual framework drew on constructs in Fishbein and Ajzen’s theory of reasoned
action, which has been used to explain and predict variation in intention and behavior across a
wide range of domains including health care use, seatbelt use, and breastfeeding (Sheppard, et
al., 1988; Karen, et al., 2015). The theory of reasoned action predicts behaviors that are under
volitional control. Thus, we applied it to advocacy for skilled care among TBAs. This theory
assumes that behavior is predicted by intention, which is determined by attitudes toward and
perceptions of social norms regarding the behavior (Karen, et al., 2015). Attitude is determined
by the individual’s beliefs about the results of performing the action, referred to as behavioral
beliefs, and the value placed on these results. Thus, if a person believes that the results of
performing the behavior will be positive, the theory predicts a positive attitude towards that
behavior. However, if a person believes that the results of performing the behavior will be
negative, the theory predicts a negative attitude towards that behavior. Perceptions of social
norms are determined by normative beliefs, which are a person’s beliefs about whether
significant individuals approve or disapprove of their behavior. If a person believes that these
significant individuals think he or she should perform an action, he or she would hold a
positive subjective norm. However, if a person believes that these significant individuals think
he or she should not perform an action, he or she would hold a negative subjective norm
(Karen, et al., 2015). We mapped hypothesized determinants of postnatal care referrals
described in the empirical literature to constructs in the theory of reasoned action to explain
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how the TBA’s intention to engage in referrals is shaped. This framework would predict that a
TBA would refer her clients when she perceives the results of this behavior to be positive for

herself and her clients, and if she believes that significant individuals (here other TBAs, clients,
and health workers) approve of her behavior. We explore these predictions using focus group

discussions as described below.

Behavior:
Referral of clients to skilled providers

A

Intention:
Intent to refer clients to skilled providers

A

Attitude toward behavior: Perception of social norms:
1. Understanding maternal needs 1. Beliefs about client attitude
2. Perception of provider ability 2. Beliefs about provider attitude
3. Personal rewards for referrals 3. Beliefs about other TBAs attitude

Figure 6: Conceptual Framework
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Focus Group Discussions

This study collected data primarily using focus group discussions (FGDs). In FGDs, individuals
present their perspectives related to a research topic, the group finds common means of
representing and explaining both consensus and disparity, individuals become more aware of
their perspectives relative to the rest of the group, and the group becomes more conscious of the
collective elements in their perspectives (Stevens, 1996). FGDs are therefore useful for studying
phenomena at an aggregate level and for assessing collective opinions. This method of data
collection thus seemed appropriate for facilitating the study aim of understanding of the
community-level practice of TBA referrals. FGDs can also aid in developing interventions to
address public health problems that have local meaning and utility. In this case, the study team
intended to decipher if there was justification for and to inform the design of a field experiment

on performance-based monetary incentives for TBA referrals in postnatal care.

Participant Recruitment and Selection

The study was conducted in July 2016 in Ebonyi State, South-Eastern Nigeria, where about 1 in
2 mothers does not receive postnatal care within the first two days of childbirth (National
Population Commission and ICF International, 2014). In addition, while up to 97 percent of
mothers in other states in the South-Eastern region receive skilled birth attendance on average,
coverage falls to 62 percent in Ebonyi State (National Population Commission and ICF
International, 2014). As part of a larger mixed methods study, the study team purposively
selected 128 wards in Ebonyi State that had at least one primary health care facility that offered

52



maternal, including postnatal, services by a skilled provider and at least one resident TBA. We
identified these wards using the national facility census list and via consultations with officials
in the State Ministry of Health. Each selected ward also had to have at least one TBA who lived
and worked there. The recommended sample size for focus group discussions is 6 - 12
participants as group interviews are difficult to manage above 12 (Kielman, et al., 2012). The
study team decided on FGD participant categories based on the key stakeholder groups
involved in referrals for postnatal care, identified via the literature review. Thus, we
purposively selected 10 TBAs, 10 TBA clients (mothers who had been delivered by TBAs), and 8
health care providers (we intended to interview 10 health care providers, 2 of whom arrived at
the interview venue after the discussion had held). At recruitment, potential participants were
informed that the study was aimed at understanding postnatal care practice in their
communities. Health care providers were recruited face-to-face through a monthly meeting in
the primary health care board in the state capital. TBAs were identified in partnership with
health care providers and recruited face-to-face in the 2 cases where they were based in the state
capital. Recruitment over the phone was done for 8 TBAs who lived outside the state capital.
We recruited TBA clients by asking recruited TBAs for the name of at least one past client, who
was then contacted by the study team. Recruitment over the phone was done for 8 TBA clients
who lived outside the state capital. TBA clients were required to be beyond 42 days after the
culmination of their first pregnancy so that they would have had the opportunity to choose to

attend at least one postnatal visit. TBA clients with multiple past pregnancies were, therefore,
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qualified to join the study as well. None of the recruited participants declined the invitation to

the study.

Data Collection

We held one FGD with 8 health workers, another with 10 TBAs, and a final FGD with 10 TBA
delivery clients (9 of whom came for the discussion with their newborns). All the participants
were female. The focus groups lasted an average of 75 minutes (64 — 87 minutes). Most
participants (39 percent) were between 30 and 39 years of age. A slightly lower proportion (36

percent) were between 20 and 29 years of age (Table 12).

Table 12: Participant demographic characteristics

Number Participant Type Gender Age Category (Years)
Female Male 20-29 30-39 40-49
1 8 Health Worker 8 0 0 4 2 2
10 TBA 10 0 2 5 2 1
3 10 TBA Client 10 0 8 2 0
Total 28 28 0 10 11 4 3

Focus groups were conducted in either English or Igbo language depending on participant
consensus. The discussions were audio-recorded with the consent of participants and facilitated
using a topic guide by an experienced qualitative researcher (Appendix 3.1-Appendix 3.3). The
topics in the discussion guide were informed by a review of the empirical literature, the study

conceptual framework and participant type. The discussion with health workers centered on the
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current practice of postnatal care, the scope of TBA services in their communities, perception of
the appropriate role for TBAs in maternal health care, the relationship between TBAs and health
workers, and the ways in which health workers might influence TBA services. TBA delivery
clients discussed their perspectives on and experiences of maternal and neonatal postnatal care
in their communities, their perception of the services offered by TBAs relative to skilled
provider care, and how referrals by the TBA for antenatal, delivery, or postnatal care would
influence their health care decisions in current and future pregnancies. The discussion with
TBAs centered around the scope of and motivations for their maternal health services,
perception of health workers and relative quality of care provided in facilities, current practice
of and motivations for referrals during antenatal, delivery, and postnatal phases of care,
perception of potential role as advocates for skilled postnatal care, and factors that might deter

or promote engagement in role as advocates for skilled postnatal care.
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Table 13: Summary of focus group discussion topic guides by participant type

Participant
| Type | # Topic Guide Themes

Health
Workers 1 | Necessity for maternal and neonatal postnatal care
2 | Content of postnatal care consultation
3 | Scope of TBA practice in maternal health care
4 | Appropriate role of TBA in maternal health care
5 | Relationship between formal health workers and TBAs
Ways health workers can negatively or positively influence TBA
6 | roles
TBA Delivery Maternal and neonatal postnatal care - perceived rationale,
Clients 1 | location, timing, provider
Perception of TBA in community - roles, relative skill compared to
2 | health workers, credibility
Referrals by TBA for antenatal, delivery, and postnatal care -
3 | effect on decisions, perception of TBA
Payment to TBAs for referrals - effect on decisions, perception of
4 | TBA
Factors that negatively or positively influence maternal postnatal
5 | care attendance
TBAs 1 | Scope of TBA practice in maternal health care
2 | Content and timing of maternal health care practice
3 | Motivation for maternal health care practice
4 | Perception of care quality relative to formal health workers
Current practice of and motivations for referrals - antenatal,
5 | delivery, and postnatal care
6 | Relationship between formal health workers and TBAs
7 | Perception of potential role as advocate for skilled postnatal care
Factors that might negatively or positively influence role as
8 | advocate for skilled postnatal care
9 | Payment to TBAs for referrals - potential effect on referrals
Willingness to share information on referrals and deliveries -
10 | potential effect of payment
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Data Analysis

The research team translated the audio-recordings in Igbo into English and transcribed all the
recordings verbatim in Microsoft Word. The transcripts were anonymized with pseudonyms
and entered into NVivo V.11. Data analysis began with the reading of the transcripts at least
twice to achieve immersion. Then, codes were derived by identifying phrases that captured key
concepts on which majority of the group agreed on or did not object to, via open coding. That is,
we developed codes based on the meaning that emerged from the data. We also identified
perspectives that deviated from the group consensus and highlighted them in the analysis. Two
team members independently coded the study transcripts. Codes that were similar were
grouped into themes. For example, individual factors that influenced client preference for TBAs
in the antenatal period were coded separately and grouped subsequently into one theme (Hsieh
& Shannon, 2005). In the discussion, we linked study themes to the study conceptual
framework, to explain TBA referral behavior across the maternal continuum, from the antenatal
to postnatal period. The two members of the research team involved in facilitating the group
discussions and analyzing the data are both medical doctors who have experience providing
care at the primary, secondary, and tertiary level, and who have graduate training in public
health. To prevent the researchers from imposing opinions informed by their background on
the discussants, the study team and experts from other disciplines deliberated on the choice of
questions and probes used in the topic guide, as well as the themes from the analysis. These

deliberations ensured that the leading questions and probes were avoided in the topic guides
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and that the discussion was facilitated, analyzed, and interpreted to reflect the expressed

opinions of participants rather than the biases of the researchers.

Ethics Approval

Approval for this study was obtained from the Institutional Review Board (IRB) of the Harvard
T. H. Chan School of Public Health (IRB16-0923) and by the Research Ethics Committee of the
State Ministry of Health, Ebonyi State (MOH/EP/021/16). All participants provided written

informed consent to participate in the study.

Results

We identified six themes, discussed below with anonymized quotes in italics. We have ordered
these themes to reflect interactions between the TBA, clients, and health workers along the
continuum of the maternal care experience, which progresses from the antenatal period,

through delivery, to the postnatal period.
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Table 14: Summary of focus group discussion themes

Theme

Sub -theme

TBAs are the preferred provider for
their clients before and during
delivery because their care is
perceived as relatively competent
and cheap

TBAs are the preferred provider for delivery care
because they are cheaper, provide respectful
maternal care relative to skilled health workers,
and perception of delivery outcomes by clients is
favorable

Both clients and TBAs consider the TBAs main
limitation to be equipment and supplies rather
than competence and information

TBA clients often receive antenatal
and delivery care from both skilled
and unskilled health workers,
coordinated by the TBA

Most TBA clients received a combination of skilled
and unskilled antenatal and delivery care

TBA practices during delivery and antenatal care
may be harmful

TBAs refer during antenatal care for medication
and tests, and during delivery when they think
there are actual or potential complications

The postnatal experience for mothers
differs for facility and non-facility
deliveries

Facility deliveries usually receive routine postnatal
care within 24-48 hours of birth

Health workers understand the content of
postnatal care visits

TBAs do not routinely refer their clients for
maternal postnatal care or provide this care
themselves

TBA clients consider maternal postnatal care to be
necessary only when there are delivery
complications or the baby needs immunization

Cost of care and far distances from the facility are
the main reported reasons by clients for not
attending maternal postnatal care

Engaging in facility referrals in the
postnatal period may negatively
affect the TBA

TBAs think that postnatal care referrals can boost
their reputation if the mother is healthy and vice
versa

TBAs and health workers perceive
that a formal and cordial
relationship with skilled health
workers would encourage postnatal
care referrals

A cordial relationship between TBAs and skilled
health workers may facilitate referrals, e.g.
supervision, integration into local health
committees, lack of condescension
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6 | TBAs perceive that incentives would | Monetary and non-monetary incentives may
encourage postnatal care referrals motivate postnatal care referrals, e.g. equipment
for practice, recognition of referrals using notes,

monetary incentives

Table 14 (Continued)

Theme 1

TBAs are the preferred provider for their clients before and during delivery because their

care is perceived as relatively competent and cheap

Every client in the discussion had opted to use a TBA during pregnancy in the past and
expressed a preference for care provided by the TBA over care offered by providers in the
primary health center in their community. Responding to a comment by another health worker
advocating for restrictions on TBA service provision, one health worker remarked that most
clients in her community preferred care provided by TBAs to services in the facility. This
preference for TBAs by several mothers in their communities was acknowledged by the other

health workers in the focus group.

The women believe so much in them (TBAs)...Most of them (clients) do not even seek for

advice from us (health workers). (Participant 1, health worker focus group).

The discussions revealed potential explanations for the preference for TBAs among their clients.

Two TBA clients noted, and the other clients agreed, that service affordability was one of the
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reasons why the TBA was preferred over skilled health workers. One health worker also
acknowledged the role that affordability of TBA services may play in maternal care-seeking

behavior.

Some women do not deliver in the health facility because of the money that they must pay
for the services of the health workers. Their bill is far higher than that of the TBA.

(Participant 5, client focus group)

Most of the women go there because they do not have money to pay at the health facility.

(Participant 3, health worker focus group)

In addition, while health facilities required deposits to be made prior to the receipt of care, a
woman could pay for the TBA’s services after they were offered. Provision for payment after
services were received was mentioned by two clients and acknowledged by the rest of the client

group, as well as one TBA.

If you go to the health center, you will pay for the card and must make a deposit before

they can even touch you. (Participant 4, client focus group)

Just like she has said, it will be nice if qualified doctors and nurses go to the health center

and give them some advice on how to treat the people, because the submission of cards or
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making of deposits discourages people. If you can’t provide these things, you will not be

treated by them. (Participant 7, client focus group)

Considering that the women do not have money, most of them do not give me anything at
that point in time (of service), they usually come later for that. (Participant 4, TBA focus

group).

The TBA’s perceived competence on maternal health was another reason for choosing to receive
care from the TBA. Every client stated that she trusted her TBA because her baby had been
delivered safely. Three clients also stated that they considered maternal and neonatal
complications with TBA delivery care to be rare. One client even considered the probability of
complications to be higher in health facilities than with TBA care, and another client stated that
the TBA received referrals from skilled health workers in the event of delivery complications, to
buttress the TBA’s competence in service provision. Clients also considered the advice given by
TBAs to expectant mothers during antenatal care to be equivalent to that given by skilled health
workers. No client in the group objected to the idea that care offered by TBAs before and

during delivery was at least as good as facility care.

...even if there are hundred (facilities) in one community, some women will still deliver

with the TBAs, because the TBAs deliver safely. (Participant 4, client focus group)
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I have not seen anybody that delivers with the TBA and goes to the health center the next
morning bleeding. I have also not seen anybody bleed to death while with the TBA. It is

no longer common these days. (Participant 2, client focus group)

If the baby is weak after delivery, they (TBAs) will sprinkle water on the baby while still
attached to the placenta, so that the baby will gain strength before they cut the placenta,
but the hospital will just cut off the placenta and the baby will die. (Participant 3, client

focus group)

My mother is a TBA, and the health workers in the health center call her to assist them
when delivery seems difficult for them. She is good and well known in attending to birth,
regardless of the part of the body that the baby is coming out with, the baby will be

delivered safely. (Participant 8, client focus group)

They (TBAs) give us good advice which is like what we are told in the hospital. They
encourage us to take our drugs and teach us how to take good care of ourselves.

(Participant 7, client focus group)

Clients also reportedly chose to patronize the TBA because she was considered more
respectful than skilled health workers. No client in the group reported receiving
disrespectful care from a TBA, but four clients reported negative past experiences in
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facilities. In one case, a client that had used facility delivery care in the past chose to use
a TBA’s services in a subsequent pregnancy because of the disrespectful care she had

received from skilled health providers.

TBAs take good care of the women, and they do not easily get angry. The reason why
most women do not like going to the hospital is that a health worker there can even walk

past you while you are shouting in pains. (Participant 6, client focus group)

I delivered my first and second children in facility X. But the nurses were harsh with the
clients. So, I finally met the TBA living in that my neighborhood and she is nice, and
treats people well. In the health center, even when you have a problem, before you voice it,
they shout at you ... It discourages many people from going. I know many people that
have said that they won’t be going to that place, saying that their doctors and nurses are

very harsh to people, and it is true. (Participant 7, client focus group)

While the TBA’s services were preferred for the above reasons, TBAs believed that the lack of
essential medical supplies and equipment constrained their ability to provide better care for
their clients. Three TBAs highlighted this point, and one health worker stated that she was
helping the TBA in her community to acquire equipment and modern medicines to provide

better care.
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She is trying to say that you cannot compare the services of the health center with that of
the TBAs because the TBAs use their bare hands, but the health center has the facilities
and equipment needed to provide adequate services for the women. (Participant 1, TBA

focus group)

The TBA that works with me does antenatal care... She has some equipment with which
she works with, and she usually asks me how she can get some things she would need in

working. (Participant 6, health worker focus group)

In summary, TBA clients preferred to patronize the TBA prior to and during delivery
because they perceived the care she offered to be of good quality, respectful, relatively
affordable, and to have options for payment after receiving services. However, TBAs
acknowledged that the lack of modern equipment and supplies constrained their ability

to provide better care.

Theme 2

TBA clients often receive antenatal and delivery care from both skilled and unskilled heath

workers, coordinated by the TBA

All but one TBA in the discussion reported that before delivery, their clients received care from
both the TBA and skilled health workers, usually on the TBA’s advice. During antenatal care,
TBAs referred their clients to facilities for vaccinations, ultrasound examinations, and other tests
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that TBAs could not provide themselves. TBA clients also registered in a maternal health clinic
and returned to the TBA with reports from tests and other care received in health facilities. One
of the TBAs in the focus group was providing antenatal care unsupervised in the community
health center when she was recruited by the research team. Two health workers reported that
TBA clients in their communities received care in the health facility in addition to antenatal care

provided by the TBA.

We tell them during the pregnancy to register for antenatal care in the health facility and

to collect routine drugs from there. (Participant 10, TBA focus group)

When you see a pregnant woman in the community, although you are a traditional birth
attendant, you would still ask her whether she has registered for antenatal care. Even if
she plans to deliver at your home, she needs to go for antenatal care and receive the
necessary tests and medications. I normally insist on seeing the test results to ensure that

she is not HIV positive. (Participant 9, TBA focus group)

TBAs functioned as the first level of maternal health care, retaining responsibility for
coordinating their clients care throughout pregnancy, and referring cases at their discretion.
Registering with the local health clinic facilitated referrals of clients to skilled health workers by

TBAs during delivery in the event of complications the TBA did not think she could manage.
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The same thing applies to one woman (a TBA) in my area, she sends the women to the
health center for registration before she attends to them. Even if you want to deliver at
her home, she must make sure that you register with us. So, if she has issues with the

woman that she cannot handle, she refers her to us. (Participant 5, health worker focus

group)

Some women come to my place and tell me that they don’t want to register with a health
facility, that they want me to give them the antenatal care, but I usually refuse and insist
that they must register in the health facility and the woman must tell me the dates for her
antenatal care in the facility, so that I will ensure she goes for the antenatal care. The
health facility and I jointly give the woman the antenatal care until her delivery. During
her delivery, she will come and deliver here. But when complications beyond me arise,
can help her to get to the health facility where she has registered for antenatal care.

(Participant 7, TBA focus group)

I ask women to go to the health facility and register for antenatal care, I also ensure that
they go for the necessary tests. When the pregnancy is due, they come to my place for
delivery. I take them to the health facility when the complication that is beyond my ability
arises. By the grace of God, both the woman and the child usually live. (Participant 8,

TBA focus group)
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The reasons for which TBAs referred to skilled health workers for delivery care were
varied and often arbitrary, including prolonged labor, an HIV-positive status, excessive

bleeding, or the suspicion that a labor would be difficult.

When a woman in labor comes to your place and the labor pains extend longer than
necessary without her being able to deliver the child, you would know that the situation
is beyond you and will quickly send her to the health workers in the health center. When
the woman is HIV positive, I tell the health workers that the woman will deliver at their
health center, and I will ensure that she goes for her antenatal care. But if the woman is
not HIV positive, I will ask her to come to my home during her labor. (Participant 10,

TBA focus group)

After I check the body of the woman that comes to my place, I ask her to go for an
ultrasound to know the true condition of the baby...Once, I see that the baby was not
positioned well, 1 tell her that she should go frequently to the hospital... This will help the
woman to deliver easily. I do not assist in delivery without the presence of a nurse when
the baby is not positioned well because I do not know all the things involved. (Participant

3, TBA focus group)
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If I realize that she is likely going to bleed after delivery, I would advise her against
delivering at home but to go to a health facility and deliver there, so that if she eventually

bleeds there, they can take care of her there. (Participant 5, TBA focus group)

When someone comes to my house and I have a “double mind” about her delivery, she is
likely going to have a problem. What I do is to send her to the health facility, but so long
as I am confident about the woman's delivery, she will deliver without having issues.

(Participant 2, TBA focus group)

Two health workers expressed support for the existing arrangement in which the TBA provided
care before and during delivery, referring for medication, tests, and complications. However,
TBA service provision was criticized by the other health workers, whose remarks centered on
the risks that TBA antenatal and delivery practices exposed clients to. One health worker stated
that referrals during delivery sometimes occurred when it was too late to intervene. Five other
health workers also gave examples of TBA practices during the antenatal and delivery care that
were potentially harmful including alleged transmission of HIV via unsterilized tools,
spreading infection because gloves were not worn, leaving the newborn exposed after delivery

with the risk of hypothermia, and administering medication contraindicated in pregnancy.

I want to say that it is good for the women to go to the TBAs and the health centers, but
you people should try and tell the TBAs, just like we have always done, not to wait too
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long for the complication to worsen before they refer the women to us. There are times
they keep on trying until the woman is almost losing her strength, and by the time they

come, it is too late. (Participant 6, health worker focus group)

A child delivered by a TBA ... was brought to the health center because he was sick. We
found out that the child is HIV positive and the mother is negative...the father was also
negative. We had to trace the cause of it, and we found out that the baby was
contaminated at the place of delivery. The TBA used the same tools she used for a HIV
positive mother to deliver the other woman, and the baby was infected. (Participant 2,

health worker focus group)

We should also tell them to wear gloves when they are doing their work because their
fingers are always dirty, and they use those dirty fingers to assist a woman in delivery

which could cause infections for the woman. (Participant 7, health worker focus group)

Some TBAs do not cut the baby’s navel when the placenta is out. They usually leave the
baby there on the floor and they do not even use a mackintosh. Instead, they use an
ordinary wrapper, even when the weather is so cold. The baby will be there while they are
trying to see that the placenta comes out before they cover the baby and take care of him.

(Participant 4, health worker focus group)
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I have seen them do it, they do not allow the full contraction to occur naturally. They
usually give the woman one leaf that makes her feel nausea and as she is trying to vomit

they say it is that pressure that will help her to push the baby out. (Participant 3, health

worker focus group)

Some of them attempt to give injections. There was one of them that was staying at my
former community. I met her injecting the woman with gentamycin (contraindicated in
pregnancy). Another thing is that their drugs do not have dosages. There was one of the
women that took their drugs to the extent that it affected the placenta and it “took grace”
for her to deliver that child. So, they should be told all these things, they should be
cautious of the way they give those drugs to the women. (Participant 5, health worker

focus group)

In summary, TBA clients received both skilled and unskilled antenatal and delivery care, based
on the TBA’s recommendation. Skilled antenatal care was often recommended for tests,

essential medicines, and for registration in a nearby health center to facilitate a potential referral
for delivery complications. Referrals for delivery by TBAs were arbitrary in some cases. Health

workers reported that the antenatal and delivery care offered by TBAs could be harmful to the

client.
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Theme 3

The postnatal experience for mothers differs for facility and non-facility deliveries

Every health worker reported that mothers who delivered in their facility were retained for 24 —
48 hours. Two health workers noted that complications could develop unexpectedly informing
their decision to retain clients in facilities for regular maternal checks and for neonatal
vaccinations. Following discharge, clients were asked to return to the facility six weeks later or
earlier if there were signs of complications. The health workers also reviewed the postnatal care
they offered at each visit encompassing vital signs, urine voiding, breastfeeding patterns, family

planning advice, abdominal pain, and maternal nutrition.

After a woman delivers in my health center and has been monitored for a day or two, and
I observe that all is alright with her, and the proper immunizations given to the child, 1
usually ask her to come back after six weeks... But before she leaves the health center, we
tell her to come back if there is any problem before that six weeks. Postnatal care is
important for all women after delivery...because complications after delivery are not

something to be predicted. (Participant 1, health worker focus group)

No TBA reported offering postnatal care to her clients following delivery - retaining her clients
over at least one day and conducting regular assessments to detect complications. No TBA
reported referring her clients to skilled health workers for maternal postnatal care. Two health
workers stated that the TBAs in their communities left immediately after delivering the placenta
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and baby if the mother and neonate did not develop complications during delivery. There was

no objection by other health workers to this claim.

Yes, they (TBAs) end their work when they see that both the mother and the child are
alive after delivery most times. Sometimes they are even called to go to the woman'’s place

and they leave after the delivery of the child. (Participant 3, health worker focus group)

There was a consensus among TBAs about the need for neonatal immunizations after delivery,
even though there were differences in the recommended timing of the first immunization visit,
from immediately after childbirth to six weeks postnatally. Only one health worker noted that

the TBA in her community did not refer mothers for neonatal immunizations, and every TBA

client reported visiting the facility postnatally to receive immunizations for her newborn.

I ask the women to take their children to the hospital for them to take care of the baby and
give the baby the necessary injections, because we, TBAs, do not give injections. I tell
them to go back to the health facility after six weeks of their delivery. (Participant 9, TBA

focus group)

You are to take your child to the hospital for immunization to prevent the child from

contracting communicable diseases. (Participant 4, client focus group)
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I am also of the opinion that all women should go for postnatal care because it is
obligatory for a woman that delivers to take the child to the health facility for

immunization. (Participant 8, client focus group)

The TBA that works in the area does not bring the women and their babies to come for
immunization. She does not believe that the health workers have roles to play, and there is

nothing like a referral. (Participant 5, health worker focus group)

While the need for immunization was acknowledged by all the TBA clients, only three
TBA clients considered postnatal care for the mother to be necessary in addition to
immunizations and other care for the newborn. These three clients had received

maternal postnatal care, in addition to immunizations for their neonates.

I put to bed around 4:00 am on the 15th of December and went to the health facility later
that morning, and the nurse at the health center took care of me and gave my baby

immunization. (Participant 10, client focus group)

It is good for a woman to go for postnatal care. The woman might feel that she is strong

after delivery, but there are some women that start bleeding after three months of delivery

and might die from that, while some start bleeding after two weeks. So, postnatal care
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gives the woman the opportunity of being well examined and of taking the necessary

medications to be strong indeed. (Participant 7, client focus group)

In response to a question about factors that might prevent them from receiving maternal
postnatal care in facilities within two days of delivery, the consensus in the client focus group
was that cost of transportation and treatment, and far distances from the nearest facility were
the main barriers to receiving maternal postnatal care. One client noted that these barriers
would not prevent postnatal care attendance when a mother developed complications. None of
the clients considered cost or distance a barrier to receiving neonatal immunizations in the

health facility.

Lack of money could be a reason for not visiting the health facility within two days after
delivery. When the money is not there, and the person seems to be strong, they might
decide to wait for some time for the money to come, and when the person is not strong,
they will look for where to borrow money from before taking you to the health facility.

(Participant 8, client focus group)

In summary, following a facility birth, mothers are retained in the health center for 24 to 48
hours and regularly examined for delivery complication. However, following a non-facility
birth by a TBA, mothers are neither offered regular postnatal check-ups over the first two days
nor referred to the health facility to receive maternal postnatal care. TBA clients considered the
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greatest barrier to receiving maternal postnatal care in the facility to be a lack of funds for care
and transport, as well as far distances from the facility. TBA clients were however routinely
asked to take their neonates for immunization in the health facility, a recommendation that they

complied with.

Theme 4

Engaging in facility referrals in the postnatal period may negatively affect the TBA

Three TBAs remarked that referring a client who does not have complications during or after
delivery would strengthen their reputation as competent at birth attendance, attracting new
clientele. There was no objection from other TBAs. On a related note, another TBA remarked
that if clients referred following delivery repeatedly had complications, the TBAs reputation

would suffer and she would lose clientele.

When you assist the first a woman in delivery, and the placenta, for instance, did not
come out and you hastily take her to the health facility. Then, you assist the second
woman and some parts of the baby are not coming out, and after your effort, you decided
to take her to the health center, and for all these complications, the professionals in the
health facility also proffer the solution. Then, if a third person has severe bleeding, do you

think you would still be attending to births? (Participant 3, TBA focus group)
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In response to questions on the potential influence of a TBA referral to the facility on their
perception of the TBA, clients unanimously disagreed with the notion that the TBAs reputation
would be negatively influenced if they were referred for delivery complications. TBAs who
referred clients for postnatal care, routinely or for complications, were characterized as good,

altruistic, and deserving compensation.

Some TBAs who are good in attending to birth will ask you to go. I have had different
experiences and their services are not the same. A good birth attendant will ask you to go

to the hospital after delivery. (Participant 6, client focus group)

We will take her the same way (if she asks us to attend postnatal care in the facility),
because she has a reason for asking us to go there. Probably the person has a problem that
she cannot take care of or she doesn’t have the drugs and the necessary things to treat the
person. And whatever they tell us there, we will come back to tell her. (Participant 7,

client focus group)

It is only a foolish person that will feel bad about that because the services you will
receive there are for you and not for the person that directed you there. It is just like the
health workers in the hospital, would you collect the salaries given to them for the

services they rendered to you? (Participant 4, client focus group)
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In summary, while TBAs expressed the fear that referring clients with complications would
negatively affect their reputation as competent birth attendants, clients were of the opinion

TBAs that engaged in postnatal care referrals were better than those that did not.

Theme 5

TBAs and health workers perceive that a formal and cordial relationship with health workers

would encourage postnatal care referrals

TBAs highlighted the potential for a cordial and formal working relationship with skilled health
workers to increase postnatal care referrals. One TBA suggested that a skilled health worker
could be assigned to mentor each TBA, another TBA cited the existing partnership between
skilled workers and herself in which she worked in the facility as facilitating referrals, and a

third TBA asserted that the fear of being arrested deterred referrals.

An idea is for you to assign each of us to a doctor but we are many, so I do not see the

possibility. (Participant 5, TBA focus group)

[ work with health workers at the health facility. I am not doing it in secret. I am

transparent in what I am doing and I send the women to the health facility for things that

I am not able to do myself. (Participant 10, TBA focus group)
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If we get to the health center and they arrest us, it will discourage others from going, and

we will not bother to bring them to the health center. (Participant 2, TBA focus group)

Health workers also recognized that a more cordial relationship with TBAs in their community
may increase referrals by TBAs to the facility after delivery. Two health workers cited examples
where TBAs were more open to referring their clients after being incorporated into local health
decision-making committees or after assisting health workers in facilities. Two other health
workers noted that treating TBAs with condescension was unlikely to encourage facility

referrals.

The TBA I told you about (that refers her clients to health workers) is a member of our
health committee here, and we usually teach her some of these things during our meeting
- to bring the women to the hospital... The village committee was selected by the village

councilor. (Participant 2, health worker focus group)

I advise that we (health workers) should work well with them (TBAs). We work well with
the TBA we are working with. There was a woman that came to her for delivery and
insisted that the TBA must attend to her delivery but she refused and told the woman
that she has had many children. She sent the woman to the health center. The woman

finally gave birth at the health center. (Participant 8, health worker focus group)
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One of the things that the health workers could do that will make it difficult for the TBAs
to work with us is condemning their work entirely. They will end up not working with us
at all and they will not be friendly with is. We should encourage them first, before
correcting them on how to work. We should not look down on them as if they know

nothing. (Participant 3, health worker focus group)

In summary, health workers recognize that treating TBAs with condescension discourages
postnatal care referrals. The discussion highlighted that TBAs were more willing to refer clients
postnatally when they were involved in formal health care systems, either as assistants to

skilled health workers or in local health decision-making committees.

Theme 6

TBAs perceive that incentives would encourage postnatal care referrals

TBAs believed that certain incentives would motivate them to refer clients to health facilities for
postnatal care. One TBA highlighted non-financial incentives that could be given as prizes,
including recognition for referrals and supplies like diapers and mosquito nets to distribute to
their clients; while another TBA stated that equipment for maternal health care would motivate
referrals to skilled health workers. Most TBAs agreed with suggestions that might improve the
attractiveness of their services to clients such as equipment and gifts for their clients.

Unprompted, a health worker also suggested that rewards might motivate TBA referrals.
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Some of these doctors usually write their names on the request paper for ultrasound scan
when they send the women to do an ultrasound. I think the essence of that is for the
people doing the ultrasound to know that the doctor sent the person and to attend to the
person immediately. But when we send them, it is usually different. We should also be
recognized there as that will also encourage us. If you people are financially buoyant
enough, you can provide things like babies diapers, or mosquito nets that will help us in

our work, you will be happy with that. (Participant 4, TBA focus group)

I think it will also be a good idea for you people to provide us with the equipment with
which to attend to birth. There is no one I have in mind, you will be the one to provide us

with those things and teach us how to use them. (Participant 6, TBA focus group)

We (health workers) should tell them (TBAs) to bring the women to come to the health
center for delivery, even if the woman received the antenatal care from them. This will
help reduce the incidence of maternal and infant death, as well as other complications
associated with delivery. If this will mean giving them things to encourage referrals, it is

okay. (Participant 8, health worker focus group)

While several TBAs stated that they would prefer to be paid for referrals. Only one TBA
objected and suggested that she would prefer the construction of a home where TBAs could
offer their services, a proposal that was rejected by all the other TBAs.
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They should use the money they want to use in paying us and build a place for us where
we can easily take the women in labor to, for them to deliver there. Do you all agree with
me? I mean a place for the TBAs within the community, where they can take the women
to after their deliveries to avoid interrogations from the health workers in the health
facility, especially when you will not be there to speak for us.

(Participant 3, TBA focus group)

In summary, referrals by TBAs may be motivated by financial and non-financial rewards

including equipment for maternal health care provision and supplies for their clients.

Discussion

In line with the theory of reasoned action, the differences in TBA referral before, during, and
after delivery appear to reflect the TBAs understanding of the added value of skilled care for
the client and the TBA, as well as the TBA’s perception of the implications of referral for her

credibility as a maternal care provider among her clients.

In the antenatal period, TBAs in this study routinely asked their clients to register for antenatal
care in a local health facility, while receiving nonorthodox antenatal care from the TBA that
health workers in the study considered harmful. Registering for antenatal care gave the client

access to tests and immunizations the TBA could not provide. This was also intended to
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facilitate delivery referrals in the event of complications the TBA could not handle. In contrast
to this finding, other studies in Nigeria and Nepal have reported that TBAs provided
unstructured antenatal care (Thatte, et al., 2009; Itina, 1997) and largely did not refer clients to
skilled antenatal care providers (Abioye-Kuteyi, et al., 2001). TBAs in this study did not think
that antenatal referrals had negative implications for their credibility as competent health
providers of care during the antenatal and delivery period. This perspective among TBAs
about the reputational implications of antenatal care referrals may not be unfounded. Clients in
this study considered antenatal and delivery care offered by the TBA to be of high quality
despite referrals. Following referrals, clients returned to TBAs as they would to a primary
health care worker, such that the TBA was responsible for maternal care coordination. Client
confidence in the TBA’s ability to provide quality maternal health services has been reported in
other studies in Nigeria and Sierra Leone (Akpabio, et al., 2014; Oyerinde, et al., 2013). Evenin
studies where a higher proportion of TBA clients reported that TBAs (16 percent) have poor
medical skills relative to skilled providers (0. 5 percent), the majority (61 percent) of clients were
satisfied with TBA delivery care (Mbaruku, et al., 2009). The positive experiences with TBA care
in this study may in part reflect that TBAs directed the study team to past clients that had

favorable service impressions.

Referrals to skilled providers postnatally were less systematic than the antenatal period, even in
the presence of delivery complications. A similar finding has been reported in Nepal (Thatte, et
al., 2009). Unlike antenatal and delivery care, no TBA client in this study was referred to a
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facility for a postnatal checkup in their last pregnancy. Akin to TBAs in our FGDs, qualitative
research in Tanzania reveals that TBAs tend to consider postnatal care necessary for neonatal
immunizations and for maternal or neonatal complications (Mahiti, et al., 2015; Titaley &
Hunter, 2010). This finding highlights that there might still be a role for educating TBAs on the
importance of regular postnatal care checkups for all mothers to increase postnatal care use
following non-facility deliveries, despite evidence suggesting these training sessions do not
increase referral rates (Bailey, et al., 1996; Bailey, et al., 2002; Sibley, et al., 2004). While
necessary, educating TBAs may be insufficient to encourage postnatal referrals given potential
negative social and economic implications of postnatal care referrals, especially in the event of
complications. In Guatemala, TBAs reported that they lost credibility as providers of maternal
health care when a client was referred to facilities (Alisjahbana, et al., 1995). In this study, TBAs
considered referrals for women who had not developed complications during delivery to be a
means of boosting their reputation as competent care providers, attracting new clientele.
Conversely, when a mother had complications and had to be referred to skilled health workers
who successfully managed these complications, the TBA considered herself at risk of losing
credibility. Therefore, TBAs in the study perceived that they may not have the incentive to refer
a client for postnatal care, even if they were comfortable with referring her for antenatal care.
Interestingly, clients in this study directly contradicted this perception by TBAs that postnatal
care referrals for complications would make them consider the TBA less competent and less

likely to patronize her in future pregnancies. Further research on the interactions between
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postnatal complications, TBA referral behavior, and maternal health care seeking behavior, is

needed.

In addition to explaining TBA referral behavior, this study was focused on identifying potential
means of increasing referrals among TBAs and skilled care use by their clients. Offsetting
potentially negative implications for the TBAs reputation and future income may be an
important part of programs that use TBAs to promote postnatal care attendance. TBAs
expressed a desire for cordial relationships with and support from skilled health workers. This
desire for recognition and support from formal health systems has also been reported by studies
from Ghana, Honduras, and Somaliland (Low, et al., 2006; Pyone, et al., 2014; Rishworth, et al.,
2016). Acceptance by formal health systems and creating an enabling health facility
environment were factors that encouraged TBA referrals in a qualitative evaluation of a
program in Somaliland (Pyone, et al., 2014). In this study, health workers cited examples where
integrating TBAs into service delivery or health care decision making appeared to encourage
postnatal care referrals. Nigerian skilled health workers in other studies have also expressed
support for recognition and integration of TBAs while recognizing the need to curtail harmful
practices (Isenalumbe, 1990). Another suggestion for motivating referrals by TBAs was the use
of financial and non-financial incentives. In Nigeria and Somaliland, qualitative evaluations
indicate that monetary incentives may have increased the number of clients with complications
who were referred to facilities postnatally (Pyone, et al., 2014; Rai, 2015). In a recent Kenyan
tield experiment, individual financial incentives were not effective and the intervention was
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modified to pay all TBAs in the village if any client from that village attended a facility,
regardless of if any TBA name was provided as a referrer (Rai, 2015) . TBAs in this study also
expressed interest in non-financial incentives that would increase their capacity to provide

quality services, such as maternal health care equipment and supplies.

Motivating TBAs to refer clients may be insufficient to increase maternal postnatal care
utilization. In Guatemala, one-quarter of the clients did not comply with the postnatal care
referral by TBAs citing inadequate financial resources, lack of confidence in facility services, and
transportation difficulty (Bailey, et al., 2002; Bailey, et al., 1996). In this study, TBA clients
highlighted factors that informed their preference for the care TBAs provide over skilled care
before, during, and after delivery. These factors may lead to non-compliance with postnatal care
referrals by TBAs. I briefly discuss these factors below. There is near-consensus over the fact
that TBAs provide respectful maternal care relative to skilled health providers (Ohaja & Jo,
2016; Akpabio, et al., 2014; Oyerinde, et al., 2013; Titaley & Hunter, 2010; Sialubanje, et al., 2015).
In this study, every client reported having positive experiences when they patronized TBAs and
one mother reported deciding to use the TBAs service following negative past experiences in
health facilities. A synthesis of qualitative evidence from low and income countries reveals that
disrespectful maternal care is a barrier to the use of facility-based delivery in many contexts
(Bohren, et al., 2014). Thus, the renewed attention accorded to the promotion of respectful care
during pregnancy in recent years is potentially a significant step towards increasing skilled and
facility-based maternal health care use (World Health Organization, 2015). Another attraction
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of TBA services noted in this study is the affordability relative to facility care and the possibility
of paying after receiving antenatal and delivery services from TBAs (rather than prior to care as
in facilities). Maternal clients considered the cost of treatment and transportation to be a barrier
to receiving maternal postnatal care. In the most recent Nigerian Demographic and Health
Survey, a lack of financial resources for treatment payments was the highest reported barrier to
the use of facility care (in 42 percent of respondents), followed by far distances from health
facilities (28 percent) (National Population Commission and ICF International, 2014). Studies of
client preference for TBA services from Indonesia, Sierra Leone, and Zambia also report that
affordability is one of the reasons why TBA service is preferred over skilled or facility maternal
care, particularly in rural and remote areas (Ohaja & Jo, 2016; Titaley & Hunter, 2010;
Sialubanje, et al., 2015; Oyerinde, et al., 2013). At the time of the interview, every client had
taken her newborn to the facility for neonatal immunizations, despite the financial implications,
yet only three received maternal postnatal care. Many primary health care centers in Nigeria are
staffed by one or two health workers that hold antenatal, postnatal, and immunization clinics
on different days of the week so that mothers make multiple visits to receive care for themselves
and their babies postnatally. Therefore, while maternal understanding of the importance of
postnatal care for her wellbeing may be useful in increasing use, it has been recommended
elsewhere that care for the mother and newborn also be integrated into one visit (The
Partnership for Maternal, Newborn and Child Health (PMNCH), 2006; World Health

Organization (WHO), 2013).
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The strengths of this study include conducting focus group discussion in the local language, in
addition to the English language, as several clients and TBAs communicate primarily in Igbo
language and have no formal education. An open coding approach enabled the study team to
focus on the perspectives of study participants and to avoid imposing preconceived categories
during data analysis (Hsieh & Shannon, 2005). This study has several weaknesses. The focus
groups, while in-depth, included a total of 28 participants, due to funding constraints. The
study may have benefitted from increasing the number of focus groups with each type of study
participant. This study may also have benefitted from participant observation of interactions
between TBAs, TBA clients, and health workers, for comparison with FGD accounts. The study
findings may also have limited application to other locations as TBA practices may vary. Future
research on postnatal care attendance and referrals may also benefit from the perspective of
health policy makers and other members of the household that often participate in maternal

health care decision-making such as husbands.

Conclusions

While TBAs may face potential negative social and economic consequences with postnatal care
referrals, there are opportunities to engage TBAs in routine postnatal care referrals of their
clients to facilities in Nigeria by using incentives and promoting a cordial relationship between
TBAs and skilled health workers. These options may be accompanied by efforts to improve the
service experience of mothers in facilities, including protecting the right to respectful maternal

care and making services affordable. Further research is needed on the interactions between
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postnatal maternal complications, TBA referral behavior, and maternal perception of TBA

competence.
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Appendix 3.1

Health worker discussion guide

Good morning. My name is ..................... I and my team mate...................... who will
take notes are from Health Policy Research Group, an independent research organization,
based in University of Nigeria Teaching Hospital, and Harvard T. H. Chan School of Public
Health, a university based in United States of America. Today, we are here to discuss ways in
which traditional birth attendants can be involved in promoting postnatal care use among
mothers who deliver outside facilities. Your participation in this activity is completely
voluntary. All your views will be kept confidential by the study team. If we should come to
any question you do not want to answer, just let us know and we will go on to the next
question; or you can also discontinue your participation at any time during the discussion.
However, we hope that you will participate in the discussion since your views are very
important and there are no wrong answers. . It is important that everyone treats others with
respect, discussions stay on topic, everyone listens even if they disagree, and we speak one at
a time. Note that people can leave if they feel uncomfortable. The discussion will take
approximately 60 minutes to complete. We will make written notes and an audio recording
of the discussion.

If the respondents to participate proceed, if anyone refuses to participate thank him/her and let them

leave.
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Ice-Breaker

Encourage participant self-introduction: name and why you decided to join the group

Discussion Points
1. Should mothers and their babies receive postnatal care? Why? Is postnatal care for
special situations? What are these situations?
2. When and where do you recommend mothers and babies return for postnatal care?

[probe — differences based on place of delivery or complications]

Inform health workers of policy recommendation
The Federal Ministry of Health and the World Health Organization recommend postnatal visits
for mothers and babies within 24-72 hours of delivery, between days 7-14, and at 6 weeks
postpartum. More frequent visits are recommended for high-risk babies, and an earlier first
visit (within 48 hours) is recommended for women without skilled attendance at birth.
3. What is the content of each routine postnatal care visit?
4. Do traditional birth attendants provide postnatal care in the community you work in?
Antenatal care? Delivery care?
5. What is the role of the traditional birth attendant in maternal health care? [Probe —
health education, routine antenatal care, routine postnatal care, routine delivery,

complicated antenatal/delivery/postnatal cases, referrals to facilities, no role]
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6. What is the nature of the relationship between health workers and traditional birth
attendants in the community you work in?

7. How can health workers support the above-mentioned roles for the traditional birth
attendant?

8. How can health workers make it difficult for traditional birth attendants to play the
above roles?

9. Do you have any other issues you would like to discuss around this topic?

End Discussion

Thank you for participating in this discussion. This discussion will help inform our
understanding of how traditional birth attendants can be involved in increasing postnatal care
use among mothers with non-facility births. If you have questions or concerns, the team is

available to answer or respond to them individually.
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Appendix 3.2

TBA delivery client discussion guide

Good morning. My name is ..................... I and my team mate...................... who will
take notes are from Health Policy Research Group, an independent research organization,
based in University of Nigeria Teaching Hospital, and Harvard T. H. Chan School of Public
Health, a university based in United States of America. Today, we are here to discuss ways in
which traditional birth attendants can be involved in promoting postnatal care use among
mothers who deliver outside facilities. Your participation in this activity is completely
voluntary. All your views will be kept confidential by the study team. If we should come to
any question you do not want to answer, just let us know and we will go on to the next
question; or you can also discontinue your participation at any time during the discussion.
However, we hope that you will participate in the discussion since your views are very
important and there are no wrong answers. It is important that everyone treats others with
respect, discussions stay on topic, everyone listens even if they disagree, and we speak one at
a time. Note that people can leave if they feel uncomfortable. The discussion will take
approximately 60 minutes to complete. We will make written notes and an audio recording
of the discussion.

If the respondents to participate proceed, if anyone refuses to participate thank him/her and let them

leave.
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Ice-Breaker

Encourage participant self-introduction: name and why you decided to join the group

Discussion Points

1.

Do mothers and their babies receive postnatal care? Why? Is postnatal care for special
situations? What are these situations?

Where and when do mothers and neonates receive postnatal care in your community?
[probe — number of visits, facility versus non-facility location, timing of visits after
delivery]

Who is your provider of choice for postnatal care and why? A traditional birth attendant
or formal healthcare provider (e.g. doctor or nurse)? Someone else?

How is the traditional birth attendant perceived in your community? [probe — Is her
advice on pregnancy-related matters trusted? Is her advice in general, that is for non-
pregnancy related and non-health matters, trusted? Is she skilled at her work relative to
formal health workers?]

If a traditional birth attendant asked you to go to the nearest health facility to receive
antenatal care, would you go? Would it change your perception of the traditional birth
attendant? In what way?

If a traditional birth attendant asked you to go to the nearest health facility to receive
postnatal care, would you go? Would it change your perception of the traditional birth
attendant? In what way?
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7. 1If a traditional birth attendant asked you to go to the nearest health facility to receive
delivery care, would you go? Would it change your perception of the traditional birth
attendant? In what way?

8. If you knew that the traditional birth attendant was paid to ask you to go to a health
facility to receive care, would you go? Would it change your perception of the

traditional birth attendant or the referral? In what way?

Inform mothers of policy recommendation
Postnatal care is recommended for both mother and baby within 2 days of delivery to give the
child life-saving immunizations; prevent the death of the mother from bleeding and infection;
prevent the death of the newborn from breathing problems, infections, or injuries; and provide
other support.
9. What factors prevent mothers from receiving postnatal care in health facilities within 2
days of delivery?
10. What would make it easier for mothers to receive postnatal care in health facilities
within 2 days of delivery?

11. Do you have any other issues you would like to discuss around this topic?

End Discussion
Thank you for participating in this discussion. This discussion will help inform our

understanding of how traditional birth attendants can be involved in increasing postnatal care
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use among mothers with non-facility births. If you have questions or concerns, the team is

available to answer or respond to them individually.
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Appendix 3.3

TBA discussion guide

Good morning. My name is ..................... I and my team mate...................... who will
take notes are from Health Policy Research Group, an independent research organization,
based in University of Nigeria Teaching Hospital, and Harvard T. H. Chan School of Public
Health, a university in United States of America. Today, we are here to discuss ways in
which traditional birth attendants can be involved in promoting postnatal care use among
mothers who deliver outside facilities. Your participation in this activity is completely
voluntary. All your views will be kept confidential by the study team. If we should come to
any question you do not want to answer, just let us know and we will go on to the next
question; or you can also discontinue your participation at any time during the discussion.
However, we hope that you will participate in the discussion since your views are very
important and there are no wrong answers. It is important that everyone treats others with
respect, discussions stay on topic, everyone listens even if they disagree, and we speak one at
a time. Note that people can leave if they feel uncomfortable. The discussion will take
approximately 60 minutes to complete. We will make written notes and an audio recording
of the discussion.

If the respondents to participate proceed, if anyone refuses to participate thank him/her and let them

leave.
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Ice-Breaker

Encourage participant self-introduction: name and why you decided to join the group

Discussion Points

1.

What services do traditional birth attendants provide in the community? [probe —
antenatal, delivery, postnatal care]

What is the content and timing of these services provided by traditional birth attendants
for most mothers (antenatal, delivery, postnatal care)?

Why do you provide these services? [probe — economic reasons, cultural reasons,
altruism etc.]

Compared to services provided in facilities, what is the quality of care offered by the
traditional birth attendant?

Do you refer mothers and babies to facilities to receive care? For antenatal, delivery,
postnatal care? Why?

What is the nature of the relationship between health workers and traditional birth

attendants in the community you work in?

Intervention Description

Postnatal care is recommended for both mother and baby within 2 days of delivery to give the

child life-saving immunizations; prevent the death of the mother from bleeding and infection;

prevent the death of the newborn from breathing problems, infections, or injuries; and provide
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other support. Given the role of traditional birth attendants in communities, they may be
effective at increasing postnatal care use in facilities by mothers within 2 days of delivery.
7. Would you consider such a role? Why or why not?
8. What support would encourage you to take up this role [probe — from government,
community leadership, health workers, other stakeholders]
9. What would prevent you from taking up this role?
10. If you are paid to take up this role, would you find it more attractive? Why or why not?
11. Would you be willing to inform an external party about all the deliveries you take?
What information would you be willing to share or not?
12. If you are paid to do inform this third party, would you find it more attractive? Why or
why not?

13. Do you have any other issues you would like to discuss around this topic?

End Discussion

Thank you for participating in this discussion. This discussion will help inform our
understanding of how traditional birth attendants can be involved in increasing postnatal care
use among mothers with non-facility births. If you have questions or concerns, the team is

available to answer or respond to them individually.
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Paper 4: A Field Experiment on Incentives for Postnatal Care Referrals in Nigeria

Introduction

One in every three non-facility deliveries in Nigeria is assisted by a traditional birth attendant
or TBA, who is not formally trained to manage delivery complications (World Health
Organization (WHO), 2004; National Population Commission and ICF International, 2014). The
World Health Organization, International Confederation of Midwives, and International
Federation of Gynecology and Obstetrics recommend that TBAs be involved in advocacy for
skilled maternal health care rather than direct care provision (World Health Organization
(WHO), 2004). There are several examples of programs that train TBAs to recognize clinical
features of complications during or after delivery and to refer these mothers for skilled care. A
review of these by Sibley et al found only three studies that included a control group or other
comparison (Sibley, et al., 2004). In these studies, trained TBAs were either less or no more
likely to detect complications than untrained TBAs and the odds of referral when complications
were detected did not increase following training (Bailey, et al., 2002; Bailey, et al., 1996; Sibley,
et al., 2004). There was also qualitative evidence that TBAs believed referring mothers to skilled
providers would negatively affect their credibility in the community as competent providers of
care, more so if the mother was referred for complications associated with a delivery the TBA
assisted (Alisjahbana, et al., 1995; Chukwuma, 2017). The potential for client loss creates a
nontrivial incentive problem for programs involving TBA referrals to skilled providers. Thus, in
addition to providing training, recent programs have offered TBAs monetary incentives for

referring mothers to skilled providers.
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Qualitative evaluations of programs in Somaliland (Pyone, et al., 2014) and Nigeria (Oyebola, et
al., 2014) suggest that monetary incentives for performance may motivate referrals of mothers
to skilled providers by TBAs. Both evaluations reported increases in the number of women per
year that received care in health facilities. However, neither study included comparison
facilities. Also, as both programs involved multiple components, the increase in facility care use
by mothers cannot be attributed to the monetary incentives offered. To provide causal evidence
on the impact of monetary incentives on TBA referrals for skilled care, Rai conducted a field
experiment in Kenya offering USD $1.20 to TBAs for each antenatal care (ANC) visit made by
their clients (Rai, 2015). In the first few months of the program, few pregnant women reported
names of TBAs at the time of the clinic visits, which made it difficult to make the incentive
payments. To strengthen the TBA incentives, the intervention was changed so that when a
woman from a treatment village made an ANC visit, all the TBAs from that village were paid,
no matter which TBA name, if any, the woman provided. Adjusting for baseline covariates, the

treatment effect was indistinguishable from zero at the 5 and 10 percent level.

In Nigeria, while one in three women with non-facility deliveries receives care before and
during delivery from a TBA, only one in fourteen women receive postnatal care from TBAs
(National Population Commission and ICF International, 2014). There is a potential opportunity
to use TBAs to increase the use of skilled care and prevent mortality postnatally, as during this
period TBAs are less likely to offer care and mothers have a high risk of mortality from
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preventable complications. However, there is no experimental evidence of the impact of
performance-based monetary incentives on TBA referrals after delivery. Using data collected
through a field experiment in Ebonyi State, Nigeria, this study estimates the impact of monetary
incentives on the proportion and number of TBA maternal clients that attended postnatal care

within 48 hours of delivery.

Study Design

Study Context

The study was conducted in Ebonyi State, South-Eastern Nigeria between August and
December of 2016. In Ebonyi State, 1 in 2 mothers do not receive postnatal care within the first
two days of childbirth and 4 in 10 non-facility deliveries are assisted by a TBA (National
Population Commission and ICF International, 2014). In 2003, the Ebonyi State Government
launched a Free Maternal and Child Health Care Programme (FMCHCP) for secondary and
tertiary level care (Uneke, et al., 2014; National Population Commission and ICF International,
2014). However, in practice, maternal and child health is not free at the point of care, and 81 to
99 percent of health care costs are paid for out-of-pocket (Onwujekwe, et al., 2010). While there
is at least one health worker in 91 percent of the 597 facilities in Ebonyi State, the majority do
not have an electrical power supply, safe water disposal system, or vaccine fridge. The lack of
supplies and infrastructure in health facilities prompted the Ebonyi State Government to launch
an initiative in October 2016, aimed at providing one functional primary health care center in

each of the State’s 171 wards, by connecting facilities to the national electrical grid, installing
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backup power sources, deploying skilled health workers, and supplying essential equipment

(PM News, 2016).

Sample Recruitment

Using the national facility census list and via consultations with officials in the State Ministry of
Health, the study team purposively selected 128 wards in Ebonyi State that had at least one
primary health care facility with a maternal health care provider offering maternal postnatal
care. The ward also had to have at least one TBA who lived and worked there. In August 2016,
23 trained enumerators visited each ward and met with the heads of facilities to inform them of
the study with a letter of introduction from the State Ministry of Health. The enumerators
reminded heads of facilities about the national guidelines on postnatal care attendance for
mothers and their newborns, including the need for postnatal checkups within the first 24-48
hours of delivery. Posters containing this information were then placed in each consulting room
by the enumerators and facility heads. Facility heads were encouraged to share this information
with other maternal health care providers in the facility if any. The enumerators then asked the
facility heads for the names, addresses, and phone numbers of community leaders and TBAs in
the ward. Community leaders were visited and asked for contact information of other TBAs in

the community, in addition to verifying the names of TBAs provided by facility heads.

During the initial visit to the ward in August 2016, the enumerators searched for all the TBAs
whose contact details the facility head and community leader had given them. To participate in
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the study, TBAs had to be resident in the ward, to not plan to relocate before January 2017 and
to provide oral or written informed consent. The enumerators informed TBAs about the study if
they met the inclusion criteria. Where the TBA granted informed consent to participate, a
baseline survey was conducted. Out of the 269 TBAs approached by the enumerators, 47 could
not be recruited for the study, either because they refused to participate or were not at the

address the enumerators were given. The study team recruited 207 TBAs in total for the study.
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Figure 7: CONSORT diagram describing the flow of participants through the intervention
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Baseline Data Collection

At recruitment, after the TBA granted informed consent, the enumerator conducted an
interviewer-led survey to determine the following: demographic characteristics including age,
educational level, status as head of household or main income earner, household size and
characteristics, and other occupation; service profile including if the TBA offered postnatal care,
fees charged for services offered, average number of postnatal care referrals per month, and
average number of clients per month; as well as questions on the TBAs motivation for service,
relationship with health workers, perception of facility care quality, and membership in

community organizations.

TBAs were then informed of the benefits of postnatal care within 48 hours of delivery for
maternal and neonatal survival and encouraged to refer their maternal clients within this time
window. The enumerator told the TBA that the study team would offer NGN 200 (USD $0.70)
during the follow-up visit in 2-3 weeks for every maternal client the TBA provided services to
and informed the study team about. The enumerator then gave each TBA a flier with this

information on postnatal care and the contact details of a member of the study team.

Randomization

Following the baseline survey, each TBA was randomly assigned to the treatment (103 TBAs) or
control group (104 TBAs) in STATA with 50-50 probability (IDRE UCLA, 2017). Enumerators
surveyed TBAs in one group only for the rest of the study — either treatment TBAs or control
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TBAs and never both types — to avoid a spillover of the intervention via enumerators telling

TBAs about other arms of the study.

Intervention Roll-out

In September 2016, during the second visit to TBAs, enumerators asked TBAs about clients they
had provided service to since the study baseline. Enumerators obtained clients names,
addresses, and phone number if available. Every TBA was reminded about the benefits of
postnatal care for mothers and their newborns if received within 48 hours and encouraged to
refer maternal clients. We also reiterated that we would give TBAs NGN 200 (about USD $0.70)
during the next follow-up visit for clients they informed us about that we could locate. These
clients were considered part of the study baseline, as the intervention had not been rolled out

among treatment TBAs when the clients received services from the BA.

TBAs assigned to the treatment group were then informed that the study team would also offer
them NGN 600 (about USD $2) for every client we located who attended maternal postnatal
care. Treatment TBAs were also given a flier with information on the intervention and contact
details of a member of the study team to call if they had complaints or concerns. The amount of
the incentive was chosen based on the Nigerian qualitative study that offered monetary
incentives for facility referral and reportedly had high take-up by TBAs (Oyebola, et al., 2014).
The magnitude relative to average earnings among TBAs is discussed in the Results section. No

reward was offered for neonatal postnatal care.
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To discourage collusion between TBAs and clients to falsify attendance, TBAs were informed
that the study team would randomly choose clients who reportedly attended postnatal care and
check the registers in facilities to ascertain attendance. Of the 109 mothers that reported
attending postnatal care from the study baseline to endline (41 between the study baseline and
intervention roll-out and 68 between intervention roll-out and the study endline), the study
team randomly sampled 17 cases (16 percent of 109) to ascertain attendance in the health
facility. The health facilities had postnatal care registers in 13 cases (76 percent of 17). In cases
where there were registers, the client's name under the appropriate date was found in 7 cases
(54 percent of 13). In the 6 cases where the client's name was not found despite the presence of a
postnatal care register, the register had no dates, indicating that record-keeping may not have
been accurate. The study team rewarded treatment TBAs based on reported postnatal care

attendance by their clients.

After the enumerators left TBAs, they visited all the clients whose contact details they had
obtained from TBAs and surveyed them when they were at least three days post-delivery. This
provided baseline data prior to intervention roll-out. The client survey asked if the mother had
received care from the TBA, her expected and actual date of delivery, if she attended postnatal
care, if her neonate attended postnatal care, her motivations for attending postnatal care or her
motivations for choosing not to attend postnatal care, the facility name and location for
postnatal care if she reported attending, and the content of postnatal care offered her and/or her
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newborn. If a client was less than three days post-delivery, the enumerator returned to survey

the client later.

Endline Data Collection

Endline data collection for the intervention occurred from October to November 2016.
Enumerators visited TBAs and paid them for the clients we had been informed of during the
last visit and had subsequently located. TBAs in the treatment group were also paid for clients
that reported attending postnatal care, even though these clients were considered part of the
study baseline. The study team decided to pay treatment TBAs to increase TBA confidence that
the offer of rewards for postnatal care was credible. The study team interviewed most clients on
the same day the TBA was interviewed as clients and their TBAs usually lived in the same
ward. We once more surveyed TBAs on clients they had provided care to since the intervention
roll-out, obtaining names, contact addresses, and phone numbers for these clients. All the TBAs
were encouraged to refer maternal clients for postnatal care and reminded of the benefits of
postnatal care for mothers and their newborns. We also reiterated that we would offer NGN 200
(USD $0.70) where the TBA informed us of a client she had attended to and we found the client.
Finally, treatment TBAs were reminded we would give them an additional NGN 600 (USD $2)
for every maternal client that reported postnatal care, and that a random sub-sample of
maternal postnatal care reports would be verified at the facility level. We then visited every

TBA client and conducted a survey on delivery and postnatal care received from the TBA and
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skilled providers, if she was up to three days post-delivery as described above. We discuss

client tracking for treatment and control TBAs in the Results section.

Ethics Approval and Trial Registration

Approval for this study was obtained from the Institutional Review Board (IRB) of the Harvard
T. H. Chan School of Public Health (IRB16-0923) and by the Research Ethics Committee of the
State Ministry of Health, Ebonyi State (MOH/EP/021/16). The study protocol was registered on

clinicaltrials.gov in October 2016 (NCT02936869).

Empirical Model
The unit of analysis in this study is the TBA. I estimated the intention-to-treat effect (Gertler, et
al.,, 2016) of incentives for maternal postnatal care referrals on the proportion and number of
TBA maternal and neonatal clients, from the intervention roll-out to the study endline that
reported attending postnatal care within 48 hours of delivery:

Yij = Bo + B *T + X5 + &;
Where:

e y;jis proportion or number of maternal or neonatal delivery clients of TBA i, In village j,
from the intervention roll-out to the study endline, that reported attending postnatal
care within 48 hours of delivery;

e T isa dummy variable indicating if the TBA is in the treatment arm;

e X;;is aset of baseline TBA covariates;
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e B is the coefficient of interest and gives the average mean difference between the
treatment and the control arm in proportion of TBA clients that reported attending

postnatal care within 48 hours of delivery.

Results

Baseline Characteristics of TBAs and Retention in Study

In Table 15 and Table 16, I compare the average values of characteristics of TBAs in the
treatment and control groups at baseline. The control group is on average 7 years [p-value =
0.007] older than the treatment group, 15.8 percentage points [p-value = 0.018] less likely to be a
leader in a community association, and 9.6 percentage points [p-value = 0.061] less likely to have
any primary education. The other differences in observed pre-treatment TBA characteristics are

statistically insignificant at the 5 and 10 percent level.
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Table 15: Baseline individual characteristics among treatment and control TBAs

Individual-level Variable Control Treatment Difference P-value
[SE] [SE] [SE]
Age in years 51.423 44.615 6.808| 0.007
[1.929] [1.590] [2.500]
Female gender 0.971 0.942 0.029| 0.309
[0.016] [0.023] [0.028]
No formal education 0.462 0.385 0.077| 0.264
[0.049] [0.048] [0.069]
Some or completed primary education 0.115 0.212 -0.096| 0.061
[0.031] [0.040] [0.051]
Some or completed secondary education 0.337 0.317 0.019| 0.769
[0.047] [0.046] [0.065]
Some or completed post-secondary education 0.087 0.087 0.000| 1.000
[0.028] [0.028] [0.039]
Leadership of any association 0.288 0.447 -0.158| 0.018
[0.045] [0.049] [0.066]
Average income per pregnancy (Naira) 1790.962| 2285.000| -494.039| 0.153
[181.655]| [292.624]| [344.423]
Offers postnatal care 0.683 0.592 0.090/ 0.178
[0.046] [0.049] [0.067]
Monthly average number of delivery clients 13.808 9.510 4.298| 0.688
[9.581] [4.773]] [10.704]
Proportion of maternal clients who attended PNC before
intervention roll-out 0.055 0.043 0.013| 0.624
[0.020] [0.016] [0.025]
Proportion of neonatal clients who attended PNC before
intervention roll-out 0.046 0.048 -0.002| 0.927
[0.018] [0.018] [0.025]
Number of observations 104 103
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Table 16: Baseline characteristics among treatment and control TBAs (2)t

Household-level Variable Control Treatment Difference P-value
[SE] [SE] [SE]
Literate in English 0.433 0.462 -0.029 0.678
[0.049] [0.049] [0.069]
Literate in other language 0.260 0.288 -0.029 0.643
[0.043] [0.045] [0.062]
Membership of any association 0.846 0.865 -0.019 0.695
[0.036] [0.034] [0.049]
Household has improved sanitation 0.413 0.471 -0.058 0.405
[0.049] [0.049] [0.069]
Household has improved water source 0.865 0.875 -0.010 0.838
[0.034] [0.033] [0.047]
Household has improved floor 0.577 0.587 -0.010 0.889
[0.049] [0.049] [0.069]
Household has improved roof 0.933 0.875 0.058 0.160
[0.025] [0.033] [0.041]
Household has electricity 0.481 0.529 -0.048 0.490
[0.049] [0.049] [0.070]
Household has radio 0.500 0.587 -0.087 0.212
[0.049] [0.049] [0.069]
Household has television 0.346 0.442 -0.096 0.157
[0.047] [0.049] [0.068]
Household has an electric fan 0.346 0.452 -0.106 0.121
[0.047] [0.049] [0.068]
Household has a fridge 0.183 0.202 -0.019 0.727
[0.038] [0.040] [0.055]
Number of bedrooms in the household 3.077 3.365 -0.288 0.343
[0.194] [0.233] [0.303]
Number of adults in the household 3.019 2.692 0.327 0.336
[0.246] [0.233] [0.339]
Number of children in the household 3.913 4.317 -0.404 0.388
[0.283] [0.371] [0.466]
Main income earner in household 0.250 0.269 -0.019 0.753
[0.043] [0.044] [0.061]
Number of observations 104 103

The average income per pregnancy in the treatment group was NGN 2285 (about USD $8) so

that the monetary incentive offered per pregnancy (about USD $8) was 25 percent of the
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average income per pregnancy in the treatment group. A total of 7 TBAs were lost to follow-up
due to death, migration to another state, an ongoing legal dispute, and wrongful classification
as TBAs. The control arm lost 2 TBAs while the treatment arm lost 5 TBAs - the retention arm in
the control and treatment arm was 98 percent and 95 percent respectively, and the difference of
3 percentage points [p-value = 0.246] was not statistically significant at the 5 and 10 percent

levels.

Between the intervention roll-out and the study endline, TBAs in the study reported providing
services to an average of 2.27 clients. TBAs in the control group reported 2.10 clients on average,
while TBAs in the treatment group reported 2.45 clients on average. The difference of -0.35
clients [p=0.525] between groups was not statistically significant at the 5 and 10 percent levels.
Of the 454 clients that TBAs reported providing services to between the intervention roll-out in
September 2016 and the study endline in November 2016, the study team found a total of 373
clients, of which 21 did not grant informed consent to continue with the survey. Clients that
could not be found had moved out of the TBA’s community and had no contact phone number.
The proportion of cases where the number of clients reported by TBAs equaled the number of
clients found by the study team was 81.7 percent in the control group and 89.3 percent in the
treatment group. The difference of 7.6 percentage points [p-value = 0.122] was not statistically

significant at the 5 and 10 percent levels.
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Main Findings

In Table 17, we show that the probability that a maternal client of a treatment TBA attended

postnatal care within 48 hours of delivery was 15.4 percentage points [p-value < 0.001] higher

than for maternal clients of control TBAs. The probability that a maternal client of a control TBA

attended postnatal care within 48 hours of delivery was 13 percent.

Table 17: Intention-to-treat effects on proportion reporting postnatal care use

Treatment

Maternal PNC

Maternal PNC

Neonatal PNC

Neonatal PNC

0.154 0.145 0.126 0.121
[SE] [0.038] [0.041] [0.034] [0.038]
P-value 0.000 0.001 0.000 0.002
Control 0.044 0.130 0.032 0.003
R-squared 0.074 0.216 0.062 0.155
F-stat 16.300 1.820 13.640 1.210
Observations 200 200 200 200
Baseline TBA
Characteristics No Yes No Yes

While the intervention rewarded treatment TBAs solely for maternal clients that attended

postnatal care within 48 hours of delivery, there were positive effects on neonatal attendance as

well. The probability that a neonatal client of a treatment TBA attended postnatal care within 48

hours of delivery in the treatment group was 12.6 percentage points [p-value <0.001] higher

than for neonatal clients of control TBAs. The probability that a neonatal client of a control TBA

attended postnatal care within 48 hours of delivery was 3 2 percent. These findings are robust to
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re-specification adjusting for baseline characteristics of the TBAs. Of the 373 clients found and
interviewed by the study team, 68 maternal clients and 55 neonatal clients reportedly attended

postnatal care within 48 hours of delivery.

In the above models, among TBAs that did not report having any clients or referrals, the
probability that their neonatal or maternal client attended postnatal care within 48 hours of
delivery is recorded as zero (rather than infinity). As this conflates TBAs who had no clients
over the intervention duration with TBAs who had clients all of which did not attend postnatal
care, we re-estimate the effect of the intervention on the number of maternal and neonatal
clients that attended postnatal care within 48 hours of the intervention. As stated above, the
number of maternal clients reported by TBAs was similar in both groups, so that the effect of
the intervention on the number of clients who attend postnatal care is independent of the
number of clients the TBA provided service to over the intervention duration. As shown in
Table 18 below, the number of maternal clients referred by control TBAs was on average 0.173.
Treatment TBAs referred 0.312 more maternal clients [p-value = 0.003] than the control group on
average. The number of neonatal clients referred by control TBAs was on average 0.135.
Treatment TBAs referred 0.263 more neonatal clients [p-value = 0.005] than the control group on
average. These findings are also robust to re-specification adjusting for baseline characteristics

of the TBAs.
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Table 18: Intention-to-treat effects on number reporting postnatal care use

Maternal PNC

Maternal PNC

Neonatal PNC

Neonatal PNC

Treatment 0.312 0.297 0.263 0.263
[SE] [0.102] [0.111] [0.093] [0.100]
P-value 0.003 0.008 0.005 0.009
Control 0.173 0.726 0.135 0.248
R-squared 0.044 0.175 0.038 0.176
F-stat 9.360 1.470 8.110 1.480
Observations 200 200 200 200
Baseline TBA

Characteristics No Yes No Yes

Examining Client Surveys for Motivations and Quality of Postnatal Care Attendance

We also examined survey responses among clients who attended postnatal care, exploring their

motivations for postnatal care attendance and reports on the quality of care received. The

survey questions allowed for maternal clients to state multiple reasons for attending care.

Proportion of clients that reported this reason as
contributing to decision

0.8

0.7

0.6

0.5

04

0.3

0.2

0.1

0

mother wassick health worker asked  friend or family TBA asked me to baby was sick
client to attend asked client to attend
attend

Reported reasons for attending postnatal care (maternal or neonatal)

M control M treatment

Figure 8: Reported motivations for postnatal care attendance
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In Figure 8, we show that the predominantly reported reason (in 70 percent of cases) for
attending postnatal care among clients of both treatment and control groups was the advice of
the TBA. To a lesser extent, advice from health workers, friends, and family, were also reported
to have motivated postnatal care attendance among TBA clients. Among the majority of clients,
ill-health of the mother or neonate following delivery was not the primary motivation for
attending postnatal care. This may, however, point to a pattern of referring clients that did not
have complications. We thus pooled the client data to examine the probability of attending
postnatal care within 48 hours of delivery among maternal and neonatal clients with or without
complications. If the mother or newborn had a complication after delivery, the probability that
the maternal client attended postnatal care within 48 hours of delivery was 19.4 percent; if
neither mother nor baby had a complication after delivery, the probability of that the maternal
client attended postnatal care within 48 hours of delivery was 19.3 percent. The difference of -
0.1 percentage points [p-value =0.984] was not statistically significant at the 5 and 10 percent
level. If the mother or newborn had a complication after delivery, the probability that the
neonatal client attended postnatal care within 48 hours of delivery was 11.1 percent; if neither
mother nor baby had a complication after delivery, the probability of that the neonatal client
attended postnatal care within 48 hours of delivery was 16.1 percent. The difference of 5.0
percentage points [p-value =0.433] was not statistically significant at the 5 and 10 percent level.
Thus, it appears that irrespective of complication incidence, mothers made the decision to

attend care based on the TBAs directive.
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We also asked mothers to recall if essential components of a postnatal consultation as stipulated
in World Health Organization guidelines (World Health Organization (WHO), 2013) were

addressed during the neonatal and/or maternal visit.

headache

delivery date
excessive sadness
wound healing
urination

mosguito net use
lower abdominal pain
iron and folic acid supplement
fatigue

feeding

breast pain

bowel function
vaginal discharge
mobility

family planning

back pain

fever

hygiene
breastfeeding

visit

Issuestobe addressed in standard maternal postnatal care

o

0.1 0.2 0.3 0.4 0.5 0.6 0.7

Proportion of clients that recall issue being addressed by health worker during maternal
postnatal care visit

Figure 9: Experience of maternal postnatal care

For both maternal and neonatal PNC visits, clients reported that an average of 42 percent of

recommended components was addressed by the provider.
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Issues tobe addressed in standard neonatal postnatal

care visit

fast breathing
delivery date
seizures
jaundice

limb movement
immunization
fever

umbilical care
difficult breathing
preterm birth
hypothermia
birthweight
baby feeding

warm clothing

o

0.1 0.2 0.3 04 0.5 0.6

Proportion of clients that recall issue being addressed by health worker during neonatal postnatal

care visit

Figure 10: Experience of neonatal postnatal care

Summary and Conclusion

often the reason for initial routine neonatal PNC visits.
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Among neonates, some of the components that were ignored are considered critical to newborn
survival, such as warm clothing to prevent hypothermia. It is telling that most commonly

reported aspects of PNC among neonates were immunization (and delivery date), which is

This paper shows that the intervention increased the proportion of maternal clients that
attended postnatal care within 48 hours of delivery by 15.4 percentage points, and the
proportion of neonatal clients that attended postnatal care within 48 hours of delivery by 12.6
percentage points. To our knowledge, this is the first field experiment examining the impact of

performance-based monetary incentives on referrals by TBAs for maternal and neonatal



postnatal care attendance in Africa. Our study confirms evidence from qualitative evaluations
of programs in Somaliland and Nigeria suggesting that monetary incentives for performance
may motivate postnatal referrals of mothers to skilled providers by TBAs (Oyebola, et al., 2014;

Pyone, et al., 2014).

About 16 percent of mothers in the intervention group reported receiving postnatal care within
the first 48 hours, leaving most maternal TBA clients in the intervention group without skilled
care during this critical period. This figure is far below the nationally reported rates of receiving
postnatal care within 48 hours of delivery following facility delivery of 79 percent (National
Population Commission and ICF International, 2014). Qualitative research for this thesis has
highlighted that even when TBAs are motivated to refer their clients for care, there are other
barriers to skilled postnatal care use that may prevent compliance with referrals. These factors
include disrespectful skilled maternal care, the cost of treatment, transportation difficulty, and
lack of understanding among mothers about the need for skilled postnatal care in the absence of
complications (Chukwuma, 2017). Therefore, successful efforts aimed at increasing the use of
skilled maternal health care in facilities may have to address multiple barriers to care-seeking

behavior.

This paper adds to the evidence base on the effectiveness of performance-based monetary
incentives in motivating human behavior (Gneezy, et al., 2011; Fiszbein, et al., 2009). Much of
the research on performance-based monetary incentives in maternal and child health has
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focused on cash transfers to mothers to encourage the use of skilled and facility care. A 2013
review of the impact of conditional cash transfers on maternal and newborn health (Glassman,
et al., 2013), included two programs in Honduras and El Salvador that rewarded mothers for
postpartum check-ups or visits after birth, and included multiple components including
improvements to the quality of facility care and nutrition services, as well as health promotion
(Morris, et al., 2004; de Brauw & Peterman, 2011). In both cases, the interventions had no
impact on postpartum use. In Nigeria, an intervention that offered mothers NGN 1000 (USD $
3.33) for the first neonatal immunization and /or postnatal visit with family planning advice for
the mother also did not have any impact on postnatal care use (Okoli, et al., 2014). A quasi-
experimental evaluation of an Indonesian program gave cash transfers of up to $220 to
households conditioned on four prenatal visits, iron tablets during pregnancy, assisted delivery,
and two postnatal visits. This program also made improvements to the quality of facility care so
that program effects cannot be attributed to cash transfers only. The program reportedly
increased the probability of at least 2 postnatal care visits by 5.1 percentage points [p-value <
0.1] (Kusuma, et al., 2016). Thus, the impact of cash transfers to mothers for postnatal care
attendance is mixed. This highlights the need for replication of this field experiment on
monetary incentives for TBA referrals in other settings and perhaps with varying incentive

amounts.

Follow-up surveys with maternal clients of TBAs in this study that attended postnatal care
suggested that the predominant reason for attendance was the influence of the TBA. Client
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reports also suggested that these visits may not have addressed all the issues that potentially
lead to complications in the postnatal period. These reports on visit components were subject to
recall bias and should be treated with caution. However, as the benefits of postnatal care
attendance are conditional on high-quality service delivery, this paper highlights the need for

policy attention to be given to improving postnatal care quality.

The primary strength of this study is the use of randomization to attempt to construct a credible
counterfactual for the intervention group. A baseline comparison of the treatment and control
groups indicates they were reasonably balanced on observed characteristics. During the
intervention, the difference in probability of retaining a TBA in the treatment and control group
was not statistically significant at the 5 or 10 percent level. The difference in the proportion of
cases where the number of clients reported by TBAs equaled the number of clients found by the
study team was also not statistically significant at the 5 or 10 percent level. We repeatedly gave
information to TBAs in the control group on the benefits of postnatal care referrals, akin to
treatment TBAs, to isolate the effect of monetary incentives on postnatal care attendance. We
are thus unable to explore interactions between information on the benefits of postnatal care
attendance and monetary incentives to TBAs for postnatal care referrals. This study also relied
on reports from clients on postnatal care attendance, rather than facility records in part due to
the poor information systems within the study context. Future research on this subject will
benefit from exploring interactions of the treatment with TBA, facility, and client characteristics
using sufficiently powered studies (Byrne & Morgan, 2011). Comparisons of the effectiveness of
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monetary incentives to TBAs with transfers to clients for maternal and neonatal care use may

also be useful.

This study shows that motivating TBAs using monetary incentives can increase postnatal care
demand among their clients, who have a higher risk of maternal and neonatal complications
because of their exposure to unskilled birth attendance. Policy aimed at improving postnatal
care uptake using performance-based monetary incentives directed at TBAs should also address
improvements in the quality of postnatal care provision so that increases in postnatal care

demand can translate to maternal and neonatal health gains.
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