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Abstract 

 
This thesis is composed of four peer-reviewed publications on which I was first author and a 

commentary on those publications. In the commentary, I critique and comment on these four 

papers. I present the commentary in two parts. In the first part, I reflect on the strengths, 

weaknesses, and research contributions of each paper and I reflect on how each paper has 

contributed to the overarching research theme of healthcare worker reactions and responses 

to public health interventions and if and how context might influence these reactions. In the 

second part, I reflect on the importance of understanding healthcare worker reactions to 

public health interventions and if and how this has been explored in the literature. I suggest a 

new approach to examining the influence of context on healthcare worker reactions and 

responses to public health interventions, supported by findings from my papers.  

 

In part 1 of the commentary, I 1) explain the research concepts and approaches for each 

paper and why the research choices were made; 2) discuss the impact and relevance of each 

paper in its field at the time of publication; 3) critique the methods of each paper and discuss 

how they could have been improved upon to better understand the research questions that 

they addressed at the time; and 4) briefly discuss the relevance of the paper now, and 

comment on how the same research questions could be addressed now. I then comment on 

how the included papers have influenced my personal research interests, highlighting how 

the papers illustrate my journey in understanding healthcare workers, their reactions to the 

interventions they are asked to implement, and the role of context in influencing these 

reactions. 

 

In Part 2 of the commentary, I expand on the contributions of each paper to my personal 

research interest by reflecting on findings from my papers as well as the current evidence on 

this topic. I discuss the different domains of healthcare worker reactions demonstrated in my 

papers and link these to the literature on healthcare workers, specifically describing the gaps 

in evidence about the impacts on healthcare workers in intervention evaluation. In this 

section, I draw on learnings from other frameworks that have sought to understand effective 

health intervention delivery, as well as those that describe context.  I suggest a framework for 
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understanding how different layers of context work together to influence healthcare workers 

and conclude with a suggestion for next steps and for the wider applicability of the findings 

from my studies. I also include a reflection on my positionality and how this has shaped my 

interpretations within the papers in this thesis and throughout the commentary.
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Introduction 

 
This thesis is comprised of a critical review of four papers on which I was first author and a 

reflection on what I have learned from these papers, and from my skills development during 

the research from which these papers were produced, with a view to how I can take these 

learnings and apply them in future research. Upon reviewing the four papers, I reflected that 

these papers and their findings are connected by a common thread of exploring if and how 

context influences healthcare workers and their reactions and responses to public health 

interventions. I did not set out to write any of these papers with this common thread in mind, 

and as such, this thesis alone cannot and does not draw major conclusions about influences 

on healthcare workers. However, it does use findings from the four papers to develop a  

framework of interacting spheres of contextual influence which demonstrates how multiple 

contexts can be layered to influence healthcare worker reactions to public health 

interventions. This framework views context as interactive between domains, fluid, and 

multi-layered. I am using the framework developed in this thesis in my current research to 

understand the implementation of malaria control interventions through a variety of delivery 

models and am finding the framework to be useful for understanding these increasingly 

complex interventions and their implementation with multiple different stakeholders, 

disciplines, and interests at play.  
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Part 1 
 
This section presents an overview of each of the four papers presented in this thesis by 

describing the rationale for the research choices made in each paper, a discussion of the 

overall relevance and impact of each paper at the time of publication and now, and an 

assessment of the strengths and weaknesses of each paper. For each paper, I also discuss 

how it contributed to my overarching research interest of if and how context influences 

healthcare worker responses and reactions to public health interventions. 

 

Paper 1 

 

The first paper included in this portfolio is a systematic review of reviews of interventions to 

strengthen the HIV prevention cascade (1).  

 

Explanation of research concepts and approaches 

This paper began as a small scoping review to describe the evidence on structural 

interventions to prevent HIV, commissioned by the Bill and Melinda Gates Foundation 

(BMGF). After I initially conducted this smaller scoping review, I was asked to lead a much 

larger review to assess the current state of the evidence on HIV prevention interventions. The 

goal of this review was to contribute evidence to the development of the HIV Prevention 

Cascade, an approach to understanding HIV prevention interventions and when and how 

they should be implemented to achieve the best coverage. The cascade suggests that high 

intervention coverage can be achieved by focusing on three key domains of interventions: 

supply-side interventions that make prevention technologies accessible and available; 

demand-side interventions that increase awareness and acceptability; and adherence 

interventions that promote the adoption of prevention behaviours (2, 3). Given the short 

timeline and limited human resources available to carry out this work, my approach was to 

conduct a systematic review of reviews and to apply systematic review methodology to 

search for and summarise the evidence on HIV prevention. This paper used modified 

approaches for screening reviews, quality appraising review findings, and extracting data 

from studies included in those reviews. Using these modified approaches allowed for the 
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quick identification of a wide body of literature that had been published on HIV prevention. 

Studies within reviews were classified using the HIV prevention cascade typology developed 

in collaboration with BMGF and other colleagues involved in the larger project. Using this 

classification system was helpful and allowed for the mapping of studies across the 

prevention cascade, which in turn informed the wider work to develop the BMGF’s HIV 

prevention platform. 

In lieu of a formal critical appraisal process, the type and direction of the evidence, including 

outcomes, were assessed and reported on using an adapted framework from another similar 

review (4). This approach is not dissimilar to the standard GRADE assessment that is a 

recommended standard for systematic reviews, and given the limited timescale for this 

review, it was a useful system for assessing the strength of the evidence (5).  

Impact and Relevance of paper at the time of publication 

This paper was conceived and written in response to a call from the BMGF in order to inform 

their HIV prevention platform, and to inform the wider HIV Prevention 2020 Framework (2). 

It was presented alongside a series of other papers describing the HIV prevention cascade, 

and the financing of HIV prevention interventions, in a special issue of the Lancet HIV which 

was launched at a satellite session at the bi-annual conference of the International AIDS 

Society in 2016. At the time, this review was an essential component for informing BMGF’s 

HIV prevention programming and funding. Also at the time, a review of the literature on HIV, 

presented alongside the HIV prevention cascade, had not previously been undertaken. The 

findings from the review were therefore very useful and widely cited. By mapping evidence 

across the HIV prevention cascade, findings were presented in a way that was useful for 

programme designers and developers as well as implementers and could inform research 

that would ultimately influence HIV prevention policy. The review informed a book chapter 

on the cost effectiveness of HIV prevention interventions in Disease Control Priorities, a 

publication by the World Bank (6). The review was also cited by a key paper describing the 

utility of the HIV Prevention Cascade, which was in turn cited by several primary studies 

describing HIV prevention interventions (7-11). The review highlighted the fact that many 

effective HIV prevention interventions used a combination of strategies which address 

structural and behavioural barriers to the uptake and use of HIV prevention technologies. It 
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also highlighted the relative lack of strong evidence on interventions to promote adherence 

to biomedical HIV prevention technologies. These findings were also important and relevant 

for the HIV prevention 2020 framework which set ambitious goals of reducing new HIV 

infections below 500 000 by 2020 by increasing coverage of the direct mechanisms of HIV 

prevention. This review mapped the relevant evidence that was needed to inform 

programming to increase demand for HIV prevention technologies, improve supply of 

prevention tools, and support adherence to safe practices, all of which are components of 

the HIV Prevention cascade (2).  

Critique of methods 

At the time of publication, a review of reviews of HIV prevention interventions of this scale 

had not previously been undertaken, and in using this method, I was able to summarise 

evidence from dozens of primary studies in a short timeframe. Using this review of reviews 

approach was helpful because there were multiple systematic reviews on the topic, and 

because a new syntheses from these existing systematic reviews was needed in order to 

inform new research questions (12). This review built on published methods for reviews of 

reviews by selecting subsets of studies contained in the included reviews and using modified 

methods for quality appraising included studies.  

While this review produced detailed results to describe the existing evidence on HIV 

prevention interventions, there are limitations to its method and approach. Firstly, the use of 

the HIV prevention cascade to map findings was useful because it allowed for a clear division 

of studies into three categories, which aided understanding of where intervention impact 

was most likely to be made. However, in using the cascade to determine the types of studies 

that could be included, namely only studies assessing four key outcomes (HIV incidence, HIV 

prevalence, condom use, and uptake of testing), the review was unable to describe evidence 

about other related outcomes, such as uptake/use of other prevention services, including 

other biomedical technologies (i.e. pre-exposure prophylaxis, microbicides), but also 

behavioural outcomes which may have served as proximal outcomes (i.e. intention to use 

condoms or intention to access testing). Further, the review rating approach that we used 

meant that studies that used randomised control methods were automatically rated as being 

the highest quality and carrying the most weight. Given the nature of HIV prevention 



 14 

research, this approach made sense when assessing biomedical interventions which were 

very often described in included reviews. However, for studies assessing behavioural 

interventions, or interventions providing knowledge and information to populations, 

randomized trials were often not used,  and other types of observational studies were more 

common. These studies were given lower ratings and assessed as being of lower quality. The 

importance of looking at evidence from non-randomized methods to evaluate these types of 

interventions was not accounted for in the review, even though it has been acknowledged 

that randomised trials may not always be the most feasible or useful study method for 

understanding HIV prevention outcomes (13, 14).  

Using the prevention cascade also limited the way that studies could be categorised and 

described. Primary studies contained within the reviews were allocated into one category 

only based on what was judged to be the most prominent component of the study, despite 

the fact that many interventions included components targeting more than one of the three 

cascade domains of supply, demand, and adherence.   

Current relevance of paper and addressing methodological limitations 

Evidence on HIV prevention described using the HIV prevention cascade has reduced over 

time and current literature suggests a shift from looking at individual interventions to 

recognizing that no single prevention method or approach is enough to prevent HIV. While 

this review was clearly an important contribution to the evidence base on HIV prevention at 

the time of its publication, and although it informed the use of the HIV prevention cascade 

for HIV prevention programming, its narrow focus, and the fact that the landscape of HIV 

prevention has developed so rapidly, means the utility of the review per se is lower now than 

it was when published. That said, the synthesis of findings from the review continues to be 

relevant, in HIV and other literature owing in part to the scale of the review and the number 

of studies included, and therefore the size of the overall body of evidence presented. 

Reviews and commentaries discussing access to HIV services among men, and adolescents 

have referenced the review’s finding that the most impactful HIV prevention strategies are 

those that use a combination of interventions that are effective, acceptable, scalable and 

address multiple key risk factors for HIV transmission (15), and that targeted interventions 

are often useful for inducing behaviour change (8, 11, 16). The review has also been cited in 
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recent literature about Covid-19. A recent commentary on multidisciplinary approaches to 

the Covid-19 pandemic cited the review’s findings that a combination of structured 

community mobilisation, targeted social protection, and differentiated health-care delivery 

were elements of successful behaviour change interventions (17). Another commentary 

discussing refugee health during the Covid-19 pandemic cited evidence from the review 

which highlighted the need to prioritize vulnerable populations in community engagement 

activities  in order to ensure inclusivity (18).  

To reach current targets to diagnose 95% of all HIV-positive individuals, provide antiretroviral 

therapy (ART) for 95% of those diagnosed and achieve viral suppression for 95% of those 

treated by 2030, the ’95-95-95’ targets (19), stronger evidence is needed about not only 

what works but for whom, and under what circumstances. As written, the review only 

provides insight into one part of this question and cannot inform decision making about how 

interventions should best be implemented to reach different target populations. A 

landscaping review of reviews such as this one, done today, would need to be broader, 

searching for and including reviews and studies that assess outcomes beyond the four 

included in the review, and that also focus on process and implementation outcomes. Using 

this approach, the review would capture studies that describe contextual factors that might 

influence intervention delivery and uptake. Indeed, the cascade does describe the need to 

include interventions to support adherence to HIV prevention technologies which are often 

best understood using a range of different methods (20).  

How does this study contribute to my research interest 

This review described studies across the HIV prevention cascade, including supply-side, 

demand-side, and adherence focused interventions.  

What was evident from many of the included studies that described effective interventions, 

was that healthcare workers were usually key to implementing these interventions, 

particularly interventions focussed on counselling and testing (21-24). An example of an 

intervention where this was evident is the MEMA Kwa Vijana study in Tanzania which 

assessed an intervention that provided primary school students with sexual health education 

through a participatory programme combined with training for healthcare workers (25). 
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Other successful interventions focused on the use of counselling services to influence 

behaviours and relied on the use of healthcare workers and community-based health 

educators (26). Counselling interventions were most often delivered via health facilities 

through interactions between healthcare workers and patients or in community settings by 

providing either individual, couple-based, or group-based behavioural strategies to reduce 

HIV risk behaviours (27-29).  

 

Recognising that healthcare workers were key to intervention success, I developed a research 

interest in understanding what factors influenced them and the way that they reacted to 

interventions, either positively or negatively. In HIV care, there remain lofty targets for 

scaling up treatment and reducing transmission drastically (19, 30). To reach current 95-95-

95 targets by 2030 (19), it is clear that trained, mobilised, and motivated healthcare workers 

are needed to implement interventions. Recognizing also that many of the interventions 

described in the included studies relied on healthcare workers in a range of contexts, drew 

me to the idea of trying to understand the factors that influence the way that healthcare 

workers react to the interventions they are being asked to implement. This research theme 

has developed over time and throughout my academic career.  
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Paper 2 

 

The second paper included in this portfolio assessed HIV-related stigma and judgement 

among healthcare workers involved in the delivery of a Universal Testing and Treatment 

intervention for HIV (31).  

 

Explanation of research concepts and approaches 

 

This paper describes findings from the baseline analysis of data collected from a cohort study 

of healthcare workers on their attitudes towards delivering services to people living with HIV 

(PLHIV) and three key populations within communities taking part in the HPTN 071 (PopART) 

trial. PopART was a three-arm cluster randomised trial comparing universal testing and 

treatment (UTT) for HIV and referral to prevention and treatment services in Zambia and 

South Africa. The ‘Stigma Ancillary Study’ included integrated quantitative and qualitative 

data collection and analysis in all trial sites. Quantitative data on indicators of HIV-related 

stigma were collected from large probability samples of community members, healthcare 

workers and people living with HIV in parallel, along with qualitative data, from members of 

these same groups sampled purposively.  

 

There were three hypotheses for the Ancillary study: 1) that the PopART intervention might 

change the levels of HIV-related stigma in the community by normalizing HIV testing and 

treatment, and relieving the burden on healthcare workers involved in delivering targeted 

interventions, which may exacerbate stigma in the community; 2) that HIV-related stigma 

may undermine the PopART intervention and reduce its impact; 3) that the intervention may 

change the types and forms of HIV-related stigma in the community.  

 

At the time of data collection, I was the study coordinator and lead statistician for the 

Ancillary study. I worked closely with the study co-Investigators to develop the study protocol 

and healthcare worker survey, and to finalise an analysis plan for this component of the work. 

As this Ancillary study was situated within a large trial, we were presented with the unique 

opportunity to collect the same data from several different participant groups. This parallel 
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approach to data collection meant that we were able to understand if and how stigma 

affected the delivery and uptake of the intervention using multiple perspectives and to 

triangulate findings across populations (32). Validated scales for assessing HIV stigma and 

discrimination in health facilities were utilised to understand different domains of stigma 

(33). Healthcare workers were asked the same questions about PLHIV and key population 

groups allowing for comparability of responses towards populations. Healthcare workers 

included health facility-based healthcare workers, as well as community-based healthcare 

workers, and a cadre of community healthcare workers that were recruited and trained 

specifically for the PopART intervention. This was a large and robust study on stigma in the 

healthcare setting and was a fundamental component of the larger PopART trial.  

 

Impact and Relevance of paper at the time of publication 

 

The hypotheses driving this study were based on available evidence at the time which 

suggested that HIV-related stigma had acted as a barrier to HIV testing, status disclosure, and 

uptake of treatment (34-37). At the time of this study’s conception, while there was a 

growing body of literature discussing if and how stigma influenced HIV prevention 

interventions, a quantitative survey using validated measures to assess stigma from large 

population samples of healthcare workers, community members, and PLHIV across multiple 

countries, had not been done, so this was a unique study at the time of publication. While 

this paper alone was unable to fully describe the impact of HIV-related stigma and judgement 

among healthcare workers involved in the PopART trial, the analyses in this paper formed the 

basis for other papers and analyses from the trial that went on to describe if and how 

healthcare worker stigma and judgement influenced trial outcomes (38, 39). Collectively, 

these papers formed an evidence base that described stigma among healthcare workers 

involved in PopART, and whether this stigma influenced delivery and uptake of the 

intervention.  

 

At the time of publication, few studies that measured HIV-related stigma among healthcare 

workers in the context of an ongoing intervention existed where data on experienced stigma, 

and treatment uptake were also being collected. I reviewed the literature in 2017 and 

identified several studies that attempted to measure or describe HIV-related stigma among 
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healthcare workers; the majority of studies used one-time cross-sectional study designs to 

capture healthcare workers responses to questions about their attitudes towards providing 

HIV care, and towards PLHIV (40-43). They did not simultaneously measure experienced 

stigma among PLHIV or key populations, nor did they measure HIV-related outcomes. As 

such, this paper and analysis was unique in its contribution to the literature and was cited by 

other studies based on PopART data and published at the same time describing the impact of 

stigma and judgment among healthcare workers on uptake of HIV services (44, 45). 

 

Critique of methods 

 

The objective of this paper was to compare levels of stigma and judgment toward different 

population groups, and between different cadres of health workers, and to identify risk 

factors for stigmatizing attitudes among healthcare workers involved in the PopART trial. The 

study succeeded in achieving its aims and was able to describe the levels of stigma reported 

by included healthcare workers, and to describe risk factors for stigmatizing behaviours, 

however, there were some limitations.  First, the study assessed stigmatising attitudes and 

beliefs against knowledge about HIV and key populations, co-worker attitudes, and training 

on providing care. It did not ask about broader societal factors such as awareness campaigns 

in the community about HIV, national policies about HIV or key populations, or about myths 

or rumours about HIV in the community. It also did not ask about broader work-related 

factors such as workload, or employment conditions. There may therefore have been other 

risk factors that were not assessed but that may have influenced healthcare worker attitudes.  

Further, while the questionnaire asked healthcare workers about their experience of job 

stress, responses to those questions were not included in the published analysis. This 

assessment was conducted in subsequent publications using data from this study in 

longitudinal analyses of the PopART intervention, but these papers were not focused on 

healthcare workers or stigma and the findings may have been diluted by other findings 

presented in that paper (45, 46). A baseline  analysis of job stress among healthcare workers 

would have strengthened the findings of this study and allowed for a more holistic picture of 

the key risk factors for stigmatising attitudes among healthcare workers. 
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Second, while the use of scales can be useful when trying to quickly assess attitude-related 

questions (47) and such scales have been developed and used to measure HIV related stigma 

in a range of different settings (48), the scales used in this study (4 responses on a scale of 

strongly disagree, disagree, agree, strongly agree) were narrow, and did not give participants 

the option of ‘agreeing somewhat’ with any of the statements nor did they allow participants 

to select a neutral response. There were strengths and weaknesses to having a neutral option 

when using this scale. The absence of a neutral option meant that participants were forced to 

either choose a ‘side’ or to abstain from answering the question. Participants not wanting to 

choose an option may have abstained from responding to the questions. In our analyses, we 

only used data from participants who answered all of the questions for each stigma domain. 

Participants may have felt that the narrow scale options did not represent their views and 

chosen to abstain, and these people were excluded from our analyses meaning that our 

sample may not have been representative of the participants. There was rationale for not 

including a midpoint and there is some evidence to suggest that neutral response options can 

reduce the validity of scales (47). Participants may have chosen a ‘neither agree nor disagree’ 

option if it was available even if their opinion was not truly neutral and simply because they 

felt that the other responses were not representative of their opinion. Participants might 

have also chosen a neutral option if they felt unfamiliar with the questions and did not know 

how to answer, rather than abstaining from answering (47). There is also some evidence to 

suggest that participants might choose neutral options to avoid what they think of as socially 

undesirable attitudes or opinions (49).  

Current relevance of paper and addressing methodological limitations 

With 38.4 million people living with HIV globally and 1.5 million new infections globally in 

2021 (50), the need for understanding potential barriers to HIV treatment and prevention 

remains high. The usefulness of data on healthcare worker stigma towards PLHIV and key 

populations is clear, and this paper has formed an important base for several other 

publications on this topic using data from the PopART trial (38, 39, 44, 45, 51). 

The findings from this paper challenged conclusions from several studies that sought to 

understand the role that stigma plays in the delivery and uptake of HIV services in healthcare 

settings (35, 52-55). There was little evidence, from this paper, that HIV-related stigma 
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influenced the way that healthcare workers delivered care; these findings were in contrast to 

studies describing the perceptions of PLHIV about the sigma they experienced when 

accessing care in health settings. It is important to note that healthcare worker perceptions 

of the way they deliver care might not always align with patient’s perceptions of their 

experiences of care and this may explain some of the conflicting evidence. Contextual factors 

and differences in geographies may also provide an explanation for the conflicting evidence.  

Again, while this study alone was unable to describe the impact of healthcare worker stigma 

towards PLHIV and key populations, it was a key component of a wider analysis that 

described the association between healthcare worker stigma and HIV outcomes within the 

PopART trial. Further analyses using data from this cohort at baseline and in subsequent 

rounds of data collection, and citing this paper, found no evidence of any association 

between HIV-related stigma within the PopART trial and risk of HIV infection (39).   

An updated approach to this study might expand on the risk factors for reported stigma and 

include data on broader societal or political factors that potentially drive or influence stigma. 

A study that builds on these findings and goes deeper into understanding how these different 

levels of risk factors influence healthcare workers would be helpful and may highlight 

different areas where anti-stigma interventions could be effective.  

How does this study contribute to my research interest 

This paper described the levels of, and risk factors for, HIV-related stigma and judgment 

among healthcare workers involved in the PopART trial. It has been well documented that 

anticipated and experienced stigma may act as a barrier to uptake of and adherence to HIV 

services (37, 56) but, as a junior researcher, I questioned the working hypotheses of much of 

the literature that healthcare worker stigma and judgmental attitudes would translate into 

their poor delivery of care. The findings from this analysis clearly show that even if healthcare 

workers do agree with statements describing stigma and judgement, they do not believe 

stigma and judgement, as measured in this paper, affects the way that they deliver services. 

Findings from subsequent analyses of data from the same study reinforce these findings and 

demonstrate that there were few, if any, associations between stigma experienced in health 

settings and HIV outcomes (39, 44, 45).  
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Ultimately this paper provided insight into how important healthcare workers were in the 

delivery of HIV services in a context where UTT was being implemented. It also showed that 

healthcare worker attitudes were influenced by their education levels and their perceptions 

of the attitudes of their co-workers, suggesting that key contextual factors including social 

networks may heavily influence healthcare workers’ feelings about the interventions they are 

delivering, which might influence the way they think about or treat clients. If healthcare 

workers believed that their co-workers held stigmatising beliefs towards PLHIV and the key 

populations studied in this paper, then they were more likely to hold stigmatising attitudes 

and beliefs themselves. Healthcare workers who perceived that their co-workers either 

talked badly about their clients living with HIV or treated them poorly were more likely to 

hold stigmatising attitudes, with healthcare workers who strongly agreed with the statement 

that their co-workers treated PHLIV poorly or talked badly about them being more likely to 

believe that ‘‘other people deserve access to health services more than PLHIV’’ or that they 

would ‘‘prefer not to provide services to PLHIV.”  

 

There is compelling evidence from this study that context influenced the healthcare workers 

who were interviewed for this study. These healthcare workers were influenced by the views 

and behaviours of their co-workers – which influenced their own personal levels of stigma 

and judgement, as measured by the study. However, it is not possible, from this study, to say 

that stigma influenced the way they delivered services, or the way that they reacted to the 

intervention. Moreover, the experience of studying healthcare workers and their reactions, 

motivations, and perceptions in this study was influential to me as a researcher, and I took 

the learnings and experiences from this study into my subsequent research to explore this 

topic in more detail. 
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Paper 3 

 

The third paper included in this portfolio describes findings from a realist evaluation 

implemented in Ethiopia (57). 

 

Explanation of research concepts and approaches 

 

This study was conceived in response to a request from the funder to conduct an evaluation 

of an intervention of integrated family planning and immunisation services in Benin, Ethiopia, 

Kenya, Malawi, and Uganda and this paper describes the findings from Ethiopia. As 

implementation of the intervention was nearing the end when the funder requested the 

evaluation, and in the absence of any strong monitoring data to demonstrate any process or 

impact outcomes, the study Principal Investigator (PI) made the decision to undertake a 

realist evaluation in order to describe how implementation happened, and particularly, to 

interrogate if and how the intervention worked for whom and under what circumstances.  

 

A meeting with intervention implementers took place in order to develop an initial 

programme theory that described the way the intervention worked. This programme theory 

was used to map stakeholders involved in the delivery and uptake of the intervention and to 

guide the development of interview questions to ask these stakeholders. This initial mapping 

exercise was a key component of the study, particularly as the intervention had been 

implemented for 18 months before the evaluation took place, and programme implementers 

had good knowledge about how implementation was happening. I worked directly with 

implementing partners in Ethiopia to conduct and facilitate semi-structured interviews and 

focus group discussions with stakeholders.  

 

The use of realist methods for this evaluation was logical given the fact that the intervention 

had been implemented for several months and was nearing completion as well as due to the 

complexity of the intervention. Realist evaluation is useful when seeking to understand 

complex social interventions whose outcomes are dependent on context and implementation 

(58). While the implementing partners provided monitoring data, this data was not adequate, 
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(mainly due to the lack of denominators) to quantify any changes in uptake of family planning 

or immunisation services. Using a realist approach allowed us to understand implementation 

processes, and key factors that drove, or hindered, implementation. The approach to analysis 

was to determine key mechanisms that were triggered by contextual factors and to test the 

initial programme theory. These mechanisms were mapped against three published 

theoretical frameworks, the Theoretical Framework of Acceptability, the Diffusion of 

Innovations Framework, and the Access Framework (59-61). A revised programme theory 

comprised of context-mechanism-outcome (CMO) configurations was developed. 

 

Impact and Relevance of paper at the time of publication 

 

While several studies had used realist evaluation methods to evaluate a range of different 

public health interventions, to our knowledge, few, if any, realist evaluations of a family 

planning intervention had been done at the time of publication. Given the relative newness 

of using this approach to study this topic, I presented the study protocol and proposed 

methods at a protocol workshop for the Centre for Evaluation at LSHTM.  

 

This study analysed and described findings taking  a slightly different approach to that of 

published realist evaluations at the time, by mapping identified mechanisms against 

published theoretical frameworks. By linking the study findings to these frameworks, we 

aimed to present findings that would encourage cumulation of evidence from other studies 

to contribute to understanding and determining transferability across geographic sites, 

together with the role of context within this transfer. The theoretical frameworks that were 

used to map findings were chosen because they were focused on implementation and 

therefore had the potential to aid our understanding of the mechanisms driving intervention 

implementation. Linking mechanisms to published frameworks increased the utility of 

findings and increased the potential of findings to contribute to improved programming for 

family planning, immunisations, and integrated health services. In taking an implementation 

science approach, the findings from this study went beyond understanding outcomes at the 

end-user level, understanding outcomes at the level of healthcare workers, programme 

implementers, and programme designers (62).  
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While the use of this approach was novel at the time of publication, the evaluation of an 

intervention that integrated family planning and immunisation services was also unique. Few 

evaluations of integrated family planning and immunisation services had been conducted at 

the time, with many looking at the integration of either one of these services with another 

service, but often not these two services together (63-70).  This study contributed to a 

growing body of literature, supported by other papers led by colleagues analysing data from 

other countries involved in the same intervention, that sought to describe and understand 

the uptake of integrated family planning and immunisation services (71-75).  

Critique of methods 

The objective of this paper was to describe how, why and for whom, the process of 

intervention implementation worked. Given the fact that implementation had been ongoing 

for several months, and the lack of strong monitoring data, the use of realist methods was a 

practical option for evaluation. The stakeholder mapping and programme theory 

development that took place prior to data collection was helpful as it ensured that the 

interview guide was asking appropriate questions and that the opinions of the most pertinent 

stakeholders were being sought. 

One key limitation was the small sample size which was due to time constraints. This paper 

describes findings from one out of five countries where intervention implementation took 

place, and data were collected from all five countries within a short time span. In Ethiopia, 

semi-structured interviews were conducted with 23 participants, and while all pre-identified 

stakeholders were included, a larger sample size of the same stakeholders would have 

contributed information on variability within stakeholder groups, which would ultimately 

have strengthened the overall findings of the study. The CMO configurations that were 

developed using the available data were well-informed and supported by findings, but more 

may have been uncovered with more data. In particular, only one woman was interviewed 

specifically as a user of family planning. While other women were interviewed, they were 

considered members of other stakeholder groups and were asked questions specific to those 

groups. More data from women using and not using family planning would have 

strengthened the findings.  
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Current relevance of paper and addressing methodological limitations 

 

The utility of the findings from this paper has remained high since its publication and there is 

a continued need for data evaluating and describing family planning interventions. Estimates 

on the unmet need for family planning globally suggest that more than 160 million women 

and adolescents who wanted to avoid pregnancy were not using contraceptives in 2019 (76). 

Addressing this unmet need is a key component of the Sustainable Development Goal of 

universal access to family planning (77). There remains a need for information to inform 

decision making around programming for family planning and, because this paper 

interrogates the mechanisms that drove, or hindered, intervention implementation, it 

provides invaluable insight into what interventions might work, for whom, and under what 

circumstances when trying to improve family planning outcomes.  

 

The findings from this paper have been cited in recent literature, and the mapping of findings 

against published theories has proved to be particularly useful. For example, the perceived 

reduced work burden of delivering family planning and immunisation through household 

visits increased the acceptability of the intervention for healthcare workers because it 

triggered mechanisms of self-efficacy. These findings contributed to literature on healthcare 

worker burden and workload and were cited by literature exploring healthcare worker 

agency and empowerment (78, 79). My key finding that religious leaders needed to see that 

family planning was compatible with their religious beliefs in order to accept and promote it 

in the community, has important implications for programmes that seek to engage religious 

leaders in public health interventions including family planning and beyond and has been 

cited in the literature exploring the influence of religious leaders on the implementation of a 

family planning intervention in Burkina Faso (80).  

In addition to evaluating the intervention, this paper added to research that explores the use 

of context and mechanisms to explain integrated interventions and the use of published 

theories to map mechanisms and aid cumulation and abstraction of findings (73). Findings 

from this study were featured in a paper led by the study PI that describes the development 

of context-acceptability-theories (CATs) to summarise the mechanisms of acceptability that 

were triggered for specific stakeholders in specific contexts. These CATs are transferable 
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theories that could be generalised to other geographies or settings and describe what 

mechanisms need to be triggered in order to achieve outcomes (73).  

How does this study contribute to my research interest 

This paper presents evidence that contextual factors influenced the way that healthcare 

workers involved in the intervention reacted and responded to the intervention. In Ethiopia, 

the cadre of healthcare workers involved in intervention delivery were Health Extension 

Workers. Health extension workers play a key role in health service delivery by providing 

primary health services at health posts in rural communities and filling gaps in healthcare 

coverage in more remote areas of the country (81). The study findings showed that health 

extension workers perceived a decrease in their workload with the introduction of the 

intervention, and therefore a reduced work burden given the integration of family planning 

with immunisations. This meant that they viewed the intervention positively and felt that 

providing both services together had more impact than providing them alone. These positive 

feelings towards the intervention meant that these health extension workers wanted to 

implement the intervention. Further, training on intervention provision was viewed 

positively, with practical exercises and clinical coaching considered particularly helpful. This 

meant that health extension workers were confident in their ability to provide family 

planning services to women in the community and that integrated services were provided 

effectively. The intervention did not provide training to health extension workers on all 

aspects of family planning and this left health extension workers feeling limited in their ability 

to provide services. This is explored in more detail in Part 2 of this commentary and in the 

paper. Linking study findings to previously published theories was insightful and uncovered 

key mechanisms helped describe how health extension workers felt about the intervention, 

and by observing where and when these mechanisms occurred, the influence of context on 

the way that health extension workers reacted or responded to the intervention is clear.  
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Paper 4 

 

The final paper in this thesis describes data from a realist evaluation that took place over two 

time points in Uganda (82). 

 

Explanation of research concepts and approaches 

 

This paper describes an evaluation which expanded on that described in Paper 3. As in Paper 

3, this study was originally conceived in response to a request from the funder to conduct an 

evaluation of an intervention of integrated family planning and immunisation services in 

Benin, Ethiopia, Kenya, Malawi, and Uganda. Due, in part, to the success of the study team, 

the funder decided to extend the implementation of the intervention and evaluation in four 

of the five countries, of which Uganda was one. This presented the study team with the 

opportunity to implement a process evaluation with quantitative and qualitative elements, in 

order to understand implementation of the intervention. This paper describes data from the 

qualitative component of this process evaluation which used realist methods to understand 

the uptake and delivery of the intervention, as well as data from the first, smaller, realist 

evaluation described in Paper 3.  

 

The overall objective of this paper was to understand if and how prevailing contextual factors 

influenced acceptability and use of modern contraceptive methods (MCMs) in a pastoral 

community in Karamoja, Uganda and what mechanisms were triggered by these contextual 

factors. This paper made the distinction between family planning and MCMs as there was a 

heavy reliance on natural family planning methods within the study community, and the goal 

of the intervention was to increase the use of modern, non-natural methods.  

The opportunity to conduct a second round of data collection allowed the study team to 

explore changes over time in the implementation and delivery of the MCM intervention. As in 

Paper 3, we used qualitative methods and realist evaluation concepts to understand the 

mechanisms that drove implementation and uptake of the MCM intervention. This involved 

in-depth interviews with key stakeholders based on an initial programme theory that was 

developed with implementing partners. Findings from the first round of data collection 
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informed the development of interview guides for the second round of data collection, and, 

in the second round of data collection, participants were presented with relevant CMO 

configurations and asked to confirm whether they believed the statement was true at the 

time of round 1 data collection, whether it was true during the second round of data 

collection, and why or why not in each case. This allowed for an understanding of if and how 

implementation had changed over time.   

As in Paper 2, the approach to analysis was to determine key mechanisms that were 

triggered by contextual factors and to map these against published theories, the Theoretical 

Framework of Acceptability and the Diffusion of Innovations framework, and in doing so, to 

present findings that could be transferable to other geographic sites (60, 61). 

Impact and Relevance of paper at the time of publication 

Like with Paper 3, this paper was published alongside multiple other papers describing data 

from this same project and together, they form a strong evidence base describing not only 

the integration of immunisations and family planning, but the use of realist concepts to 

understand and describe implementation (57, 71-74, 83). While these studies described 

similar data and explored implementation of the same intervention in different countries, 

this paper was the only one that conducted an analysis of data across two time points.  The 

process of refining and testing an initial programme theory was unique to this paper and 

allowed the opportunity to show changes over time in prevailing contextual factors and how 

these changes influenced the acceptability of an intervention. The paper highlighted several 

contextual factors that triggered mechanisms of acceptability of the intervention. In doing 

this, this paper contributed to the evidence base of studies describing delivery and uptake of 

family planning services, including other studies on this specific intervention (57, 71-74, 83-

85).  

By describing key contextual factors that ultimately influenced outcomes, the paper also 

described the influence of social and cultural norms, and of broader contextual factors, on 

the acceptability of MCMs. Further, the paper also explored how acceptability of 

interventions can shift over time due to shifts in contextual factors, and also how 

interventions themselves can influence and change contextual factors.   
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As with Paper 3, this paper provided important findings that were relevant for the 

Sustainable Development Goals, particularly Goal 3.7, to ensure universal access to sexual 

and reproductive health-care services, including…family planning, and Goal 5.6 to ensure 

universal access to sexual and reproductive health and reproductive rights (77, 86). In order to 

achieve these targets, evidence that describes factors that influence the effectiveness of 

family planning interventions is crucial.  

Critique of methods 

 

Building on the methods used to understand the same intervention in Ethiopia, this paper 

used qualitative methods and realist evaluation concepts to analyse data collected at two 

time points to understand contextual factors that influenced the implementation of the 

intervention. There is limited literature that describes the use realist methods over time and, 

to our knowledge, ours was a novel approach (87, 88). While not a longitudinal study in that 

it did not collect data from the same participants at both time points, this study was 

nonetheless able to draw conclusions about changes over time by asking similar questions of 

participants, and also by asking participants to confirm or refute findings drawn from data 

from the first round. 

  

There were some limitations to the methods and approach of this paper. A longitudinal 

approach would have ensured that the study accurately captured changes over time, 

because it would have asked the same participants to confirm or refute CMO configurations 

from the first round of data collection. Qualitative longitudinal research (QLR) can be used to 

understand how and why processes affect different populations in different ways over time. 

It can be useful for understanding how things change and evolve over time and this approach 

might have strengthened the utility of this paper (89). Such an approach was not possible 

because this evaluation was initially commissioned as a standalone piece of work. It was not 

until after the first round of data had been collected that the funder extended 

implementation of the intervention, and therefore, the scope of the evaluation.  

 

Second, the second round of data collection was embedded in a larger process evaluation 

that took place in all intervention countries except Uganda. This meant that even though 
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quantitative data on MCM and family planning uptake were captured and analysed in the 

other countries, these data were not available for this paper and analysis. A full process 

evaluation would have allowed for the triangulation of findings across methods and could 

have demonstrated if and how uptake of MCMs was actually taking place, adding depth to 

the qualitative findings. It could have shown if perceived barriers and facilitators to MCM 

uptake were actually affecting MCM uptake and might have better described how the 

intervention was being implemented. A full process evaluation in Uganda not possible due to 

logistical issues beyond the control of the funders and the researchers. In lieu of this, 

monitoring data that demonstrated the uptake and delivery of MCMs would have been 

useful. The minimal monitoring data that was collected and shared by programme 

implementers suggested a very slight increase in uptake of MCMs as can be seen in the 

paper.  

 

Current relevance of paper and addressing methodological limitations 

This paper was published within the past year and its findings remain relevant as the need for 

evidence on effective family planning interventions remains high. This paper highlighted a 

number of key contextual factors that continue to be explored in the literature on family 

planning.  

A major theme from this paper was the role that the pastoralist lifestyle within the study 

community played on beliefs about family planning. The first round of data indicated that 

men typically spent several months away from the home and in the fields, doing pastoral 

work. In the first round of data collection, it appeared that there were relatively low levels of 

acceptability of MCMs among men. Over the two time points of data collection, this changed, 

and men were perceived to be spending more time at home than previously. This meant that 

couples could no longer rely on the natural birth spacing that would take place when men 

were away for long periods of time. There was also a shift in the perceived lack of male 

support for MCMs that was seen in round 1, and men were more supportive of MCMs in 

round 2. This was because, participants said, men could see that there were negative impacts 

of not being able to manage or take care of a large family, and they could therefore see the 
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utility and importance of MCMs. These findings have recently been cited by a study exploring 

gender norms and family planning among pastoralist communities in Kenya (90). 

 

Another key theme was the long standing and deeply held fears of side effects of MCMs in 

the study community. This fear of side effects was a barrier to uptake of MCMs during the 

first round of data collection. Participants acknowledged that rumours perpetuated in the 

community added to these fears. However, over time these fears were reported to have 

subsided, and as programme implementation continued, qualitative data suggested that 

uptake and acceptability of MCMs increased. The second round of data indicated that, 

among women interviewed, fear of side effects was reducing. These findings have 

contributed to literature exploring the role that cultural norms and values have on the uptake 

of health services (91).  

These and other findings from this paper remain relevant and important as targets to reduce 

the unmet need for family planning and to achieve universal access to family planning 

services persist. An evaluation that builds on the findings from this one might include 

additional rounds of data collection to consistently assess changes over time in communities 

where family planning interventions are being implemented, supplemented by quantitative 

data that measures delivery and uptake of services. Using these approaches, the study could 

contribute findings to improve implementation while interventions are being implemented, 

and measure whether targeted intervention changes led to increased uptake of services.   

How does this study contribute to my research interest 

This study described changes over time in the acceptability of an integrated family planning 

and immunisation intervention in Uganda, and described the contextual factors that 

triggered mechanisms of acceptability and if and how these changed over time.  

It was clear from the data that healthcare workers were essential for the delivery of the 

intervention, and that the way that they responded to the intervention was influenced by the 

contextual factors described in this paper. In terms of fears of side effects, healthcare 

workers played a crucial role in ensuring the success of the intervention by educating and 

counselling community members about family planning and MCMs. Fears of side effects were 
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mitigated by healthcare workers who showed women in the community that side effects 

could be managed. In this example, healthcare workers responded directly to contextual 

factors in the community and showed how they were in terms of their reaction and response 

to the MCM intervention.  

In terms of changes to the pastoralist lifestyle in the community, healthcare workers 

reported responding by emphasizing the need for, and encouraging the use of, MCMs. Again, 

the way that healthcare workers reacted to or responded to the intervention, in this case 

focusing their messaging to encourage couples and families to use MCMs, rather than just 

focusing on counselling women, was influenced by the context of changes to the pastoralist 

lifestyle in Karamoja.  Healthcare workers responded by focusing on educating and sensitising 

couples about the challenges of having large families and the benefits of using family 

planning services.  
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My research journey 
 

The four research papers included in this thesis were largely written independently of each 

other, and they describe different health topics and use different methods. However, each of 

the papers contributed to my belief that understanding the way that healthcare workers 

react and respond to public health interventions is essential for ensuring that the 

interventions are implemented effectively. Further, the four papers included in this thesis 

present an opportunity to interrogate if and how context might influence the way that 

healthcare workers react to public health interventions by providing evidence on a range of 

different health issues, cadres of health workers, geographies, and methods. As these papers 

were largely written before I began my in-depth research into understanding context and its 

role in influencing healthcare workers, I will discuss the role that context played in each of 

the four papers further in Part 2 of this commentary. Below I present a reflection on how 

each of the four papers illustrate the journey I have made in understanding health worker 

reactions to interventions. 

 

Figure 1 below presents a timeline of when my four papers were written and published, 

along with the focus of my research at the time each paper was written.  
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Figure 1. Timeline of Publications and research focus 
*BMGF: Bill and Melinda Gates Foundation; ISSTDR: International Society for Sexually Transmitted Disease Research; HCW: healthcare 
worker; STRIVE: Structural Drivers of HIV,  

I began the work that contributed to Paper 1 in 2013. While this paper was not directly 

focussed on healthcare workers and their reactions to interventions, it gave me insight into 

the role that healthcare workers played in the delivery of HIV prevention interventions which 

shaped both my interest in healthcare workers and my future approach to research. It also 

coincided with my work on the STRIVE (Structural Drivers of HIV) consortium at LSHTM which 

looked at the structural drivers of HIV in India, South Africa, and Tanzania. This consortium 

produced research and publications that often focused on healthcare workers and the role 

that they played in healthcare delivery. Being part of this consortium was instrumental to my 

career because it exposed me to research that focused on healthcare workers and the wider 

health system. I co-authored several publications during my time in this consortium, and I 

had the opportunity to present this research at multiple international meetings and 

conferences where research on healthcare workers was often at the forefront (32, 92, 93). 

Moreover, I engaged with colleagues and stakeholders whose research focused on 
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healthcare workers, and stigma, and the role that stigma might play in influencing the way 

that those healthcare workers approached HIV prevention interventions.  

At the time this paper was written, I did not have an appreciation for the wider literature 

about healthcare worker reactions to the interventions they were implementing, nor had I 

begun to study realist evaluation, or context. However, what was evident from many of the 

included studies that described effective interventions, was that healthcare workers were 

usually key to implementing these interventions, particularly interventions focussed on 

counselling and testing (21-24). An example of an intervention where this was evident is the 

MEMA Kwa Vijana study in Tanzania which assessed an intervention that provided primary 

school students with sexual health education through a participatory programme combined 

with training for healthcare workers (25). Other successful interventions focused on the use 

of counselling services to influence behaviours and relied on the use of healthcare workers 

and community-based health educators (26). Counselling interventions were most often 

delivered via health facilities through interactions between healthcare workers and patients 

or in community settings by providing either individual, couple-based, or group-based 

behavioural strategies to reduce HIV risk behaviours (27-29).  

Recognising that healthcare workers were key to intervention success, I developed a research 

interest in understanding the factors that influenced them and the way that they reacted to 

interventions, either positively or negatively. The interventions described in this thesis 

involved different cadres of healthcare workers including facility and community-based 

healthcare workers and it is important to acknowledge that that these cadres are likely 

exposed to different contextual factors, and also may be influenced differently by identical 

factors. In HIV care, there remain lofty targets for scaling up treatment and reducing 

transmission drastically (19, 30). To reach current 95-95-95 targets by 2030 (19), it is clear 

that trained, mobilised, and motivated healthcare workers are needed to implement 

interventions. Recognizing also that many of the interventions described in the included 

studies relied on healthcare workers in a range of contexts, drew me to trying to understand 

the factors that influence the way that healthcare workers react to the interventions they are 

being asked to implement.  
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Paper 2, based on a study that I was working on at the time of writing Paper 1, provided an 

opportunity to explore this further by examining the role that stigma among healthcare 

workers might have in influencing their attitudes towards providing HIV care. This work 

introduced me to the literature that suggests that healthcare worker knowledge about HIV 

treatment and their attitudes towards PLHIV may influence the way that they provide 

services to PLHIV (36, 94, 95).  

My work on the HPTN 071 (PopART) trial and my exposure to the literature exploring 

healthcare worker stigma towards PLHIV (34, 43, 92, 94, 96) encouraged my interest in how 

context influences healthcare worker reactions, and my time conducting fieldwork to collect 

the data presented in this paper provided useful insight into how different contexts might 

lead to different reactions among healthcare workers. This paper described the levels of, and 

risk factors for, HIV-related stigma and judgment among healthcare workers involved in the 

PopART trial, and my work on this study played a key role in shaping my interest in 

understanding healthcare workers and the factors that influence them when they are 

delivering care. As part of this work, I conducted in-depth interviews with healthcare workers 

and liaised with different cadres of healthcare workers, all providing unique insight into how 

the context they were working in influenced the way they approached and delivered the 

intervention. This was fundamental to me as a researcher.  

It has been well documented that anticipated and experienced stigma may act as a barrier to 

uptake of and adherence to HIV services (37, 56) but, as a junior researcher, I questioned the 

working hypotheses of much of the literature that healthcare worker stigma and judgmental 

attitudes would translate into their poor delivery of care. Learning that there was a widely 

held belief or assumption that healthcare workers would allow their personal stigma to 

negatively influence the way that they provided care was eye-opening for me as a junior 

researcher and I was determined to prove this hypothesis wrong. I was pleased that the 

findings from this paper clearly show that even if healthcare workers do agree with 

statements describing stigma and judgement, they do not believe stigma and judgement, as 

measured in this paper, affects the way that they deliver services. Findings from subsequent 

analyses of data from the same study reinforce these findings and demonstrate that there 

were few, if any, associations between stigma experienced in health settings and HIV 
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outcomes (39, 44, 45). Nonetheless, being involved in this study and the writing of this paper 

drove my interest healthcare workers further, and, given the focus on stigma in this paper, I 

developed a clearer interest in understanding the role that contextual factors played in 

influencing healthcare workers.  

Ultimately this paper provided insight into how important healthcare workers were in the 

delivery of HIV services in a context where UTT was being implemented. The findings in the 

paper also showed that healthcare worker attitudes were influenced by their education levels 

and their perceptions of the attitudes of their co-workers, suggesting that key contextual 

factors including social networks may heavily influence healthcare workers’ feelings about 

the interventions they are delivering, and subsequently might influence the way they think 

about or treat clients. If healthcare workers believed that their co-workers held stigmatising 

beliefs towards PLHIV and the key populations studied in this paper, then they were more 

likely to hold stigmatising attitudes and beliefs themselves. Healthcare workers who 

perceived that their co-workers either talked badly about their clients living with HIV or 

treated them poorly were more likely to hold stigmatising attitudes. Healthcare workers who 

strongly agreed with the statement that their co-workers treated PHLIV poorly or talked 

badly about them were more likely to believe that ‘‘other people deserve access to health 

services more than PLHIV’’ or that they would ‘‘prefer not to provide services to PLHIV.”  

 

There is evidence from this study that context influenced the healthcare workers who were 

interviewed for this study and this solidified my interest in context and how it influences 

healthcare workers. These healthcare workers were influenced by the views and behaviours 

of their co-workers – which influenced their own personal levels of stigma and judgement, as 

measured by the study. This was clearly shown in the data. However, it is not possible, from 

this study, to say that stigma influenced ?how healthcare workers delivered services, or how 

they reacted to the intervention. Moreover, the experience of studying healthcare workers 

and their reactions, motivations, and perceptions in this study was influential to me as a 

researcher, and I took the learnings and experiences from this study into my subsequent 

research to explore this topic in more detail. This study included both facility and community-

based healthcare workers but in my analyses, both cadres of healthcare workers were 

grouped together and if I were to conduct the same analyses now, I would do this separately 
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for each cadre of healthcare worker, recognising that context might influence different 

cadres of healthcare workers differently. 

 

Papers 3 and 4 represent the further development of my interest in context and how this 

influences healthcare workers. Through writing these papers and working on the IFPI study, I 

developed my skills in realist evaluation, and the understanding of the role of context-

mechanism-outcome configurations. This was a natural progression for my research, and it 

allowed me to dive deeper into the reactions that healthcare workers have to the 

interventions they are asked to implement. The use of a realist evaluation for the IFPI study 

meant that I could interrogate if and how context influenced outcomes within the study 

setting.  

Paper 3 presented evidence that contextual factors influenced the way that healthcare 

workers involved in the integrated family planning and immunisation intervention reacted 

and responded to the intervention. In Ethiopia, the cadre of healthcare workers involved in 

intervention delivery were Health Extension Workers. Health extension workers play a key 

role in health service delivery by providing primary health services at health posts in rural 

communities and filling gaps in healthcare coverage in more remote areas of the country 

(81). The study findings showed that health extension workers perceived a decrease in their 

workload with the introduction of the intervention, and therefore a reduced work burden 

given the integration of family planning with immunisations. This meant that these 

healthcare workers felt happy to provide the intervention and that they did not see the 

intervention as adding to their workload. These positive feelings towards the intervention 

motivated the health extension workers to implement the intervention. Further, training on 

intervention provision was viewed positively, with practical exercises and clinical coaching 

considered particularly helpful. This meant that health extension workers were confident in 

their ability to provide family planning services to women in the community and that 

integrated services were provided effectively. The intervention did not provide training to 

health extension workers on all aspects of family planning and this left health extension 

workers feeling limited in their ability to provide services. Linking study findings to previously 

published theories was insightful and uncovered key mechanisms that helped describe how 

health extension workers felt about the intervention, and by observing where and when 
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these mechanisms occurred, the influence of context on the way that health extension 

workers reacted or responded to the intervention was clear. This approach moved beyond 

the standard CMO configuration to also include the interventions and actors involved in 

reaching intervention outcomes. This allowed me to focus on healthcare workers specifically 

to understand the contextual factors they influenced them; linking findings to published 

theoretical frameworks allowed me to understand exactly how the individual mechanisms fit 

within a bigger picture of the programme theory.  

Paper 4 expanded my research further and provided the opportunity to understand and 

describe changes over time in the acceptability of an integrated family planning and 

immunisation intervention in Uganda. It described the contextual factors that triggered 

mechanisms of acceptability and if and how these changed over time and allowed me to 

explore context fluidity and the ability of context to change and shift. This was a fascinating 

opportunity to understand context, as a researcher, and to reflect on if and how changes in 

the prevailing context might influence intervention delivery, and further, if and how the 

intervention itself might change the prevailing context. I explore this further in this thesis.  

In Paper 4, it was clear from the data that healthcare workers were essential for the delivery 

of the intervention, and that the way that they responded to the intervention was influenced 

by the contextual factors described in this paper. In terms of fears of side effects, healthcare 

workers played a crucial role in ensuring the success of the intervention by educating and 

counselling community members about family planning and MCMs. Fears of side effects were 

mitigated by healthcare workers who showed women in the community that side effects 

could be managed. In terms of changes to the pastoralist lifestyle in the community, 

healthcare workers reported responding by emphasizing the need for, and encouraging the 

use of, MCMs. Again, the way that healthcare workers reacted to or responded to the 

intervention, in this case focusing their messaging to encourage couples and families to use 

MCMs, rather than just focusing on counselling women, was influenced by the context of 

changes to the pastoralist lifestyle in Karamoja.  Healthcare workers responded by focusing 

on educating and sensitising couples about the challenges of having large families and the 

benefits of using family planning services. 
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Reflecting on my journey as a researcher through these papers, it is  evident that my interest 

in understanding if and how context influences the way that healthcare workers react to 

public health intervention has grown over time and has been influenced by the research I 

have been involved in, and the experiences I have had as a researcher. While Paper 1 focused 

my interests on healthcare workers, paper 2 expanded on it, and also drew me to want to 

understand context and if and how it influences healthcare workers. Papers 3 and 4 provided 

the opportunity to bring both of these interests together, and to build on realist evaluation 

methods that with their CIAMO configurations provide a vehicle to formally link context, 

interventions, actors, mechanisms and outcomes, and to understand changes over time. 
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Summary  

In this section, I have critically reviewed four papers on which I was first author, and I have 

described my journey of writing these four papers and how the cumulation of experience in 

writing these papers has led me to my interest in understanding how context influences 

healthcare workers. These four papers were not all written with the theme of context and its 

influence on healthcare workers in mind, however, they have all contributed to my interest in 

this topic, and have influenced my belief that understanding the contextual factors that 

influence the way that healthcare workers react to, engage with, and deliver health services 

is important for designing and evaluating public health interventions. I will now present a 

discussion on the current state of the evidence on how context influences healthcare 

workers, and how my four papers contribute to this literature.   
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Part 2 

In the second section of this commentary, I begin by reflecting on the different domains of 

healthcare worker reactions as described in my papers, and why understanding the 

contextual factors that influence the way that healthcare workers react to, engage with, and 

deliver health services is important for designing and evaluating public health interventions. I 

also reflect on how healthcare workers reactions and responses are included in the literature 

before discussing if and how context influences healthcare worker reactions and responses.   

Domains of healthcare worker reactions 

 
Part 1 of this thesis demonstrates the evolution in my research and reflecting on these 

papers, I see how the reactions of healthcare workers explored in these papers span several 

different broad domains, or themes including motivation, emotional and mental well-being, 

and acceptability. I did not conduct the research for my four papers with the goal of 

understanding domains of healthcare worker reactions, nor did I discover these domains 

during my data analyses on these papers. These are domains that I have determined to be 

present in my papers upon reflecting on them.  

 

In paper 1, given the limited data on healthcare worker reactions and indeed context, I am 

unable to say exactly what domains of healthcare worker reactions would be present across 

all included papers in the review, but given the empirical findings from papers 3 and 4 that 

healthcare worker acceptability of the intervention was critical for ensuring that healthcare 

workers delivered the intervention effectively, it is likely that healthcare worker acceptability 

of the interventions described in paper 1 was a key domain (57, 82). Papers 3 and 4 both 

draw upon Sekhon’s Theoretical Framework of Acceptability and Sekhon’s definition that 

acceptability is “a multi-faceted construct that reflects the extent to which people delivering 

or receiving a healthcare intervention consider it to be appropriate, based on anticipated or 

experienced cognitive and emotional responses to the intervention” (61). Again, as the goal of 

this paper was not focused on understanding healthcare workers, it is not possible to say for 

sure that this domain would be seen throughout all of the studies included in the review. In 

paper 2, where healthcare workers were clearly influenced by what they believed their co-

workers believed, it was ultimately their acceptability of the intervention that influenced how 
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they felt about delivering the intervention. Healthcare workers being influenced by what they 

believed their co-workers believed also suggests the potential for emotional and mental well-

being impacts on the healthcare workers involved in delivering the intervention. However, 

the data from this paper, and the analyses conducted, do not allow for these conclusions to 

be drawn.   

 

Papers 3 and 4 interrogate the domains of motivation, and acceptability in more detail with 

study findings mapped across published theories. The findings in Paper 3 were clear in that 

the perceived reduced work burden of delivering family planning and immunisation through 

household visits increased the acceptability of the intervention for healthcare workers 

because it triggered mechanisms of self-efficacy, and that healthcare workers felt motivated 

to deliver the intervention when they engaged positively with the training they received, and 

were happy to implement the intervention when they felt that they could share their 

workload with their co-workers. In Paper 4, healthcare workers reported that they felt 

confident about being able to provide services to women who sought care for side effects of 

MCMs. Again, because the goal of these papers was not to determine which domains of 

healthcare worker reactions were influenced, it is not possible to draw strong conclusions on 

exactly how these domains manifested within the study populations.  

 

These domains of motivation, emotional and mental well-being, and acceptability can be 

seen throughout the published literature that explores healthcare workers and their role 

within health systems. Healthcare workers are the driving force of many public health 

interventions, and the success and sustainability of these interventions is dependent on how 

healthcare workers engage with the intervention, and if and how, they decide to deliver the 

intervention. There is extensive literature that describes healthcare workers feeling 

motivated and happy to implement interventions as key to effective implementation (97-

102). This literature suggests that if healthcare workers feel that the interventions they are 

asked to implement are high burden, in terms of workload, job stress, or emotional stress, 

they may choose to not deliver them, or they may deliver them imperfectly (100, 103) or 

they may choose to still deliver the intervention to the detriment of their own mental and 

emotional well-being, with eventual negative impact the delivery of the intervention (104, 

105). Below, I explore the current evidence base on if and how context influences healthcare 
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workers and highlight the extent to which motivation, mental and emotional well-being, and 

acceptability are featured in the current literature.  

 
 

Current evidence base 

 
 
Several studies have explored how context influences the design and implementation of 

public health interventions, including papers presented in this thesis (57, 71, 73, 74, 82, 106) 

but few look specifically at how context influences healthcare workers despite the fact that 

many public health interventions rely on the use of healthcare workers to support 

intervention implementation. Theories have been developed to understand how context 

might influence the delivery of public health interventions by looking at health systems and 

wider structures within them but have often failed to describe the importance of healthcare 

workers (107, 108). When studies do seek to understand if and how context influences 

healthcare workers, they often only look at one element that might be influenced, such as 

healthcare worker motivation, or healthcare worker performance, or they only look at one 

cadre of healthcare worker (109-111). Other studies look more broadly at determinants of 

healthcare worker performance, or levels of healthcare worker job stress without specifically 

exploring context (103, 112).  

 

There are some important learnings that can be taken from studies that seek to understand if 

and how context influences healthcare workers. A systematic review by Kok et al (2015) 

identified several contextual factors that influenced the performance of community health 

workers (CHWs), though the authors were careful to note that few studies included an 

exploration of contextual factors as their primary research focus (109). The review identified 

contextual factors, including those related to the economy, environment, and health system 

policy as influencing CHWs performance. They also noted socio-cultural factors (including 

social norms and stigma), education, and knowledge as key contextual factors that could 

influence the performance of CHWs (109). The authors also acknowledged that contextual 

factors sometimes interact and intersect. Other studies that seek to understand how CHWs 

can be utilised in health systems also acknowledge that interventions need to be context 

specific in order to be effective (113, 114). Studies looking at facility based healthcare 
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workers have drawn similar conclusions. In their examination of policy initiatives for training 

medical students in rural settings, Strasser and colleagues (2010) found that using education 

approaches that were context-driven led to skilled and motivated healthcare workers (115).  

 

Some studies have described contextual factors to include those that have been referred to 

in health systems literature as health systems ‘hardware’ including things like finances, 

medical resources, information systems, and organisational structures (116). In their analysis 

of the influence of contextual factors on healthcare worker motivations in Kenya, Mbindyo et 

al (2009)  found  that the setting, or context in which interventions are implemented can 

heavily influence healthcare worker motivations and approaches to interventions, particularly 

in relation to the work environment including management practices, supportive supervision 

and leadership, and human resource management (111). The provision of encouragement 

and motivation, either through local incentives and handling healthcare worker expectations 

in terms of promotions, performance appraisal processes, and good communication, were 

also influencing factors. Studies that have explored increased workload and training among 

community healthcare workers have found that manageable workload, organisation of tasks, 

supportive supervision, adequate supplies and equipment, and respect from the community 

and the health system are key drivers of successful intervention delivery because they make 

healthcare workers feel motivated, engaged, and happy (117, 118). Other studies have 

concluded that healthcare worker productivity is influenced by working conditions and that 

providing ‘enabling’ work environments encourage healthcare workers. Such conditions can 

ensure that healthcare workers are productive and that they provide services effectively 

(119).  A recent study by Mayhew et al concluded that structural factors at the health facility 

level, including issues of staffing and workload in integrated interventions can often be 

managed by healthcare workers themselves and highlight that when healthcare workers feel 

agency or power over their own decision- making in the workplace, they responded positively 

to the intervention (120).  

In contrast, studies that have explored barriers to successful intervention delivery have 

highlighted high levels of job stress and a lack of motivation among healthcare workers and 

noted that these are often influenced by contextual factors (121-123). In another study on 

integrated healthcare interventions, Mutemwa and colleagues determined that successful 
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integration of services is dependent on the performance of service providers, or healthcare 

workers, and that this performance is influenced by the work environment. Understanding 

healthcare worker roles in intervention delivery is important in any case where increased 

workload for healthcare workers is a consequence of the intervention, which is very often the 

case in interventions where multiple services are integrated. A recent Cochrane review of 

integrated interventions found that healthcare workers may become overloaded or deskilled 

in integration interventions leading to negative impacts on service provision and health 

outcomes (124). Another recent study from Tanzania found that when healthcare workers 

did not feel valued, or when they felt like they were working within an unsupportive system, 

one that was not motivating and did not allow for professional development or skills building, 

it negatively affected their ability to provide quality services (125).  

As reflected above, the papers included in this thesis describe findings that fall into three 

domains of healthcare worker reactions – motivation, emotional and mental well-being, and 

acceptability – and the findings from these papers resonate with what has been referred to 

as health systems ‘software,’ broader concepts that describe the values, ideas, and norms 

that influence actors within health systems (116). The literature described above mostly 

pertains to motivation and job stress, and it is fairly limited in its ability to describe how 

context might influence these domains. This is an important reflection when considering the 

broader health system and how healthcare workers fit within this system, and contribute to 

its success. Frameworks for describing health systems do not often place healthcare workers 

at the forefront, if they are included at all, but healthcare workers are vital for intervention 

implementation and understanding healthcare worker reactions are missing from key 

implementation research frameworks (126, 127). As discussed previously, healthcare workers 

are often seen as a component of a health intervention or a health system rather than as the 

conduit or channel through which interventions are delivered. Anand and Bärnighausen 

(2012) conducted a literature review of health system frameworks and the role they assign to 

health workers and found that healthcare workers are rarely at the core of these 

frameworks. The authors argue that health systems frameworks must focus on healthcare 

workers in order to ensure success and present a framework which places healthcare 

workers at its core (107). The framework falls short of acknowledging the motivations and 

well-being of healthcare workers however, and instead focuses on the size and capacity of 
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the health workforce. This strong focus on healthcare workers and their motivation and well-

being is often lost in broader health system frameworks such as PRISM (108). The World 

Health Organization’s Strengthening Health Systems to Improve Health Outcomes framework 

includes the Health Workforce as one of its key building blocks, but its focus is on the density 

or quantity of staff, with only a minor focus on training (128). This lack of focus on healthcare 

workers aligns with what was presented earlier when describing the literature on healthcare 

worker reactions to public health interventions. By failing to focus on healthcare workers 

within health systems, these frameworks fail to acknowledge if and how context might 

influence healthcare workers and are therefore limited in their ability to accurately describe 

if and how interventions might work.  

 

Few studies have assessed if and how context influences healthcare worker intentions to 

implement interventions directly. Herzog and colleagues conducted a systematic review on 

the relationship between healthcare worker  knowledge, beliefs and attitudes about vaccines 

and their intentions to vaccinate (129). While the authors do not specifically discuss 

contextual factors, they describe studies assessing healthcare worker beliefs about vaccines 

concluding that healthcare worker knowledge, beliefs, and attitudes about vaccines are 

associated with their willingness to vaccinate. Rajaraman and Palmer (2008) discuss the 

importance of understanding healthcare worker attitudes and responses to HIV care 

interventions. While they do not describe healthcare worker attitudes and beliefs as 

contextual factors, they argue that a barrier to the scale up and sustainability of successful 

HIV interventions is a shortage of trained workers, and that it is essential to understand 

healthcare worker responses to HIV care interventions to guarantee intervention success 

(130). 

 

Focusing on context  
 

The studies highlighted above describe context in a narrow sense, mainly as the 

characteristics of the conditions in which healthcare workers are working. This is also how 

context is described in papers 3 and 4 in this thesis, as well as in Webster et al (2021), which 

describes Context-Acceptability-Theories as mentioned in Section 1 of this thesis (73). 

Greenhalugh et al (2022) assert that when context is described in such a way, it is possible to 
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“identify and then reproduce these contextual features in order to optimise the 

implementation of the intervention as intended” (131). There are benefits to this 

conceptualisation, as it suggests that contextual features in one geography can be 

reproduced in another geography to achieve the same outcome. Wong et al (2012) describe 

context as the ‘prevailing beliefs, social and cultural norms, regulations and economic factors’ 

within which interventions are implemented (132). Other authors define context as the 

‘features of the conditions’ or the characteristics of the setting or environment in which 

interventions are implemented (133, 134), with some going further to describe context as 

having have underlying or intrinsic features that help describe and explain how they influence 

interventions (135). Together, contexts and mechanisms can be used to develop theories on 

how interventions work and for whom (133).  Mechanisms are factors that drive or lead to 

decision making among different actors, or the decisions that actors make in response to an 

intervention, and they may be triggered by contextual factors and/or interventions.  

Mechanisms encompass the decisions that actors make, or the reactions that they have, in 

response to interventions and realist evaluation theory posits that interventions work via 

mechanisms that are triggered in some contexts and not in others (136).  In other words, 

context triggers mechanisms that drive healthcare workers decision-making in response or 

reaction to public health interventions. While the understanding of which mechanisms are 

triggered in which contexts is a cornerstone to realist evaluation, recent literature has 

suggested that much of the published realist evaluation evidence does not interrogate this 

thoroughly (137, 138).  

 

This framing of context and the current evidence provides some insight into how context can 

influence healthcare workers, but it often falls short of describing how different contextual 

factors might influence each other, or work together, to influence healthcare workers. In this 

sense, it is important to consider context as something that is dynamic, fluid, and relational. 

Greenhalgh and Manzano (2022) describe context as falling into two key narratives, one 

where context is an ‘observable feature’ that can trigger or hinder an intervention, and one 

where it is dynamic and emergent, happening over time and at multiple different levels 

within a social system (131). In their development of an integrated framework to describe 

and understand how to account for context in the implementation of complex interventions, 

Pfadenhauer and colleagues expand on these definitions to say that context ‘reflects a set of 
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characteristics and circumstances that consist of active and unique factors, within which the 

implementation is embedded’ (139). They further describe how context is not simply a 

backdrop for interventions, but something that interacts with interventions and that can 

modify or influence them, and present seven unique domains of context: geographical, 

epidemiological, socio-cultural, socio-economic, ethical, legal, and political (139).  

 

Contextual factors can overlap and interact to influence healthcare worker reactions and 

responses to interventions and can influence the way that interventions are delivered and 

taken up. This is important when designing and implementing health interventions and also 

when developing evaluations and programme theories of how interventions work. 

Understanding the different factors that might influence healthcare worker reactions to 

interventions can help to determine points at which interventions can be strengthened or 

improved upon, but it can also ensure that healthcare workers are protected and that their 

views and experiences are heard and understood which will ultimately lead to intervention 

success. This commentary provides an opportunity to explore the different contextual factors 

that were present across my three primary studies, and systematic review and specifically, to 

understand indications from them on how context influenced the way that healthcare 

workers reacted to the interventions described in the papers. Beyond this, these papers allow 

for reflection of  if and how these factors intersected and interacted with each other and how 

this might have changed the way that healthcare workers were influenced. Below, I explore 

this in more detail by first describing how context is presented in each paper, then second, 

suggesting a framework for how the influence of context on healthcare workers can be 

understood. 

 

Summary of findings  

 

For each paper presented in Section 1, I describe the cadre of healthcare worker(s) involved 

in the delivery of the intervention, the intervention, the contextual factors as described in the 

paper, the domain of healthcare worker reactions seen in the paper, the country the 

intervention took place in, the study methods, and provide a brief description of the key 

outcomes (Table 1).
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Table 1. Summary of findings across included studies 

Paper Healthcare worker 
cadres 

Intervention Context Domain of 
healthcare worker 
reactions 

Country Study methods 

Paper 1 (1) Facility-based 
healthcare workers, 
community health 
workers (CHWs) 

HIV prevention 
interventions 

Social norms  
 
Healthcare worker 
training  

Acceptability Global Systematic review of 
reviews  

 Outcomes: Primary studies of direct prevention mechanisms showed strong evidence for the efficacy of some prevention technologies. 
Evidence suggested that interventions to increase supply of prevention technologies can be effective. Evidence from demand-side interventions 
and interventions to promote use of or adherence to prevention tools was mixed, with some strategies likely to be effective and others showing 
no effect. The quality of the evidence varied across categories. 
 

Paper 2 (31) 
 
 

Facility-based 
healthcare workers  
 
CHWs 
 
CHiPs (intervention-
specific CHWs) 

Universal testing and 
treatment including 
counselling for PLHIV 

Stigma and judgement 
towards PLHIV and key 
populations in the 
community and 
workplace 

Acceptability  
 
Mental and 
emotional well-being 

South Africa 
and Zambia 

Cross-sectional 
survey 

 Outcomes: Healthcare workers agreed with statements indicating judgemental attitudes towards all populations, and agreement was highest in 
relation to women who sell sex and men who have sex with men, especially in Zambia. There was general disagreement with statements that 
clients should be denied services, but disagreement was higher among CHWs. Higher education levels were associated with lower judgmental 
beliefs  but there were strong associations between perceived co-worker stigma and holding judgmental beliefs. There were limited associations 
between training and reported judgmental attitudes.  
 

Paper 3 (57) 
 

Health extension 
workers  

Integrated family 
planning and 
immunization services 

Community level 
reluctance to use MCMs 
without  religious leader 
and male partner 
support 
 
Lack of training for 
health extension 

Motivation 
 
Mental and 
emotional well-being 

Ethiopia Semi-structured 
interviews with 
realist analysis 
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workers on implant 
removals 

 Outcomes: Several key contextual factors were identified including the use of trained health extension workers to deliver family planning 
services; a strong belief in values that challenged family planning among religious leaders and community members; and a lack of support for 
family planning from male partners based on religious values.  
 

Paper 4 (82) 
 

healthcare workers, 
CHWs (known as village 
health team [VHT] 
members) 

Integrated family 
planning and 
immunization services 

Food insecurity/climate 
change 
 
Fear of side effects and 
myths about MCMs in 
the community 
 
Changes to the role of 
men in the household 
 
Preference for natural 
family planning 

Motivation 
 
Acceptability 

Uganda In-depth interviews 
with realist analysis 

 Outcomes: Four key themes were identified that encompassed themes, as described in the paper, that influenced the acceptabili ty of MCMs. 
These were: fear of side effects of MCMs; preference for natural family planning methods; pastoral lifestyles in the community; and food 
insecurity. The nature of the context represented by  these themes changed over time leading to the triggering of mechanisms with an overall 
increase in acceptability of MCMs over time.  
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As shown in this table, each paper describes a different context, or contexts, within which the 

study, or studies, were implemented. In this commentary I will now expand on what was 

presented in each paper and describe a framework for categorizing these contextual factors 

and understanding how they may have interacted to influence  healthcare worker reactions 

or responses to each intervention. Below, I use both context and contextual factor, the 

former meaning the overarching type of context (i.e. physical context), later described as the 

contextual sphere of influence, and the later meaning the specific factor within that context 

(i.e. food insecurity). 

 

Analytical Framework 

 

Interventions have been described as being products of their context, often influenced by 

layers of social reality, with broad contextual factors like the infrastructure and policy in the 

outer layers, and more specific contextual factors such as interpersonal relationships and 

social norms in the inner layers (140). Pawson et al (2004) expand on this with their Four I’s 

framework to describe context as the individual capacities of key actors, the interpersonal 

relationships needed  to support the intervention, the institutional setting in which the 

intervention is implemented, and the wider infrastructural environment (141).  Maben et al 

use this description and expand on it somewhat in their review of Rounds in UK hospitals 

(142). The authors describe multiple, interconnected contextual layers that affect and explain 

how Rounds are implemented. The authors acknowledge that there is interaction between 

contextual layers and explain that these layers work together to trigger mechanisms which 

drive decision making or responses by actors involved in the intervention.  

 

While using a framework of contextual layers is a useful way of looking at context and 

understanding the different levels of contextual influence, it falls short of being able to 

describe how those layers interact with each other. Looking across contextual spheres of 

influence builds on this and provides a more useful framework for understanding the 

interaction between different levels or layers of context and allows for the synthesis of 

findings across my four papers.  George et al developed a conceptual framework to represent 

contextual spheres and how these spheres intersect and interact dynamically to influence 

health committees (143). The framework demonstrates that different spheres of influence 
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each play different roles in a health system and that there are several cross-cutting issues 

within these spheres meaning that they intersect and overlap. This observation is important 

for this commentary as each of my papers describes different contextual factors which 

overlap to influence the way in which healthcare workers interact with health interventions. 

In each case where healthcare workers are influenced by one contextual factor within one 

sphere, there is also another sphere (or several spheres) of influence, and other contextual 

factors at play simultaneously. This means that healthcare workers are being influenced by 

multiple contextual factors at once, and interaction between these contextual factors may 

influence the way that healthcare workers are influenced.  

 

The literature describes levels and layers of context in various ways (140, 142-144). For this 

commentary, I define 5 key spheres of contextual influence within which specific contextual 

factors sit.  Figure 2 depicts these spheres of influence, including very broad, macro level 

factors such as the physical environment, as well as micro-level factors such as the social 

environment, with examples of what is included in each sphere. This figure aligns somewhat 

with the domains of context presented in Pfadenhauer’s framework for understanding 

complex interventions, but differs in its description of the influence of physical setting or 

environment and the legal or political environment (139). 

 

 

Physical environment 
(climate, geography)

Community 
environment (norms, 

religion)

Institutional/workplace 
environment (training, 

supervision)

Social network 
environment 

(relationships with 
colleagues, friends)

National political 
environment 

(healthcare policy)
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Figure 2. Spheres of influence over healthcare worker responses to public health interventions 

 

This initial depiction of how contextual spheres of influence overlap and intersect is helpful 

but while several different spheres can overlap to influence outcomes, they do not always 

influence each other and sometimes the influence happens in one direction and not the 

other, for example, the physical environment might influence social networks, but social 

networks will not influence the environment. However, in this example, social networks 

might influence the way that the environment influences healthcare workers; in other words, 

contextual factors do not always influence each other, but they can influence the way that 

other contextual factors influence healthcare workers. The contextual spheres of influence 

presented in Figure 1 are defined as follows: 

 

Physical environment context: The natural and built surroundings within which populations 

live. This can include the physical terrain and climate but also man-made things like buildings, 

roads, and infrastructure.  

National political context: The national political environment in which interventions are 

implemented. This can include things such as national policies on service provision, or 

accessibility of services based on economic or social determinants. 

Institutional context: The workplace environment, including training, supervision, and 

workload.  

Community context: The prevailing social norms and cultural beliefs, within the communities 

in which interventions are implemented. This can include religious beliefs, myths, and 

rumours. 

Social network context: The relationships and interactions between healthcare workers and 

their friends and colleagues. This can include the influence of the behaviours, attitudes, and 

beliefs of friends and colleagues.  

 

Table 2 presents data on where these contextual spheres are seen in the four papers 

included in this commentary. For each contextual sphere of influence, I state the paper 

where it is seen, and the contextual factors included in that sphere. Importantly, this table 

and these findings only describe the influence of context on healthcare workers in each of 
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the papers. There may have been other ways in which context influenced intervention 

outcomes in each paper, but those findings are not presented here.  

 

Table 2. Spheres of influence and included contextual factors across included papers   

Contextual sphere of 
influence 

Paper where this sphere 
of influence is seen 

Included contextual factors 

Physical environment  Paper 4 Food insecurity/climate change 

National political 
environment 

Paper 2 Legislation against homosexuality 

Paper 3 
National policy restricting training for health 
extension workers 

Institutional/workplace 
environment 

Paper 1 
Healthcare worker training on intervention 
components 

Paper 2 
Healthcare worker training on working with PLHIV, 
working with key populations, stigma, safety 

Paper 3 
Healthcare worker training on family planning, 
supervision, training, shared workload 

Paper 4 
Healthcare worker training on family planning, 
supervision, training, shared workload 

Community environment 

Paper 1 
Social norms about gender roles, HIV transmission 
and prevention 

Paper 3 
Community level reluctance to use MCMs without  
religious leader and male partner support 

Paper 4 
Fear of side effects of MCMs in the community; 
changes to the role of men in the household; 
preference for natural family planning 

Social network 
environment 

Paper 1 Positive relationships with colleagues  

Paper 2 Co-worker beliefs and attitudes 

Paper 3 Positive relationships with colleagues 

 

 

Figure 2. Interactions between contextual spheres of influence. 

 
 

What these papers add to the realist evaluation literature 
 

Papers 1 and 2 do not contribute to the realist evaluation literature as they did not use a 

realist evaluation approach, nor was I familiar with realist evaluation methods when I wrote 

those papers. Papers 3 and 4  directly sought to understand why and how an intervention 

worked, for whom, and under what circumstances. As such they contribute to the realist 

evaluation literature by moving beyond the understanding of CMO configurations to simply 

describe why and how intervention outcomes were achieved, by mapping findings against 

published theoretical frameworks and as such, allowing for the cumulation of evidence. In 
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doing this mapping against frameworks, my co-authors and I were able to increase our 

understanding of the mechanisms driving intervention implementation, and why different 

mechanisms might be triggered in different contexts. Rather than developing CMOs, we 

developed CIAMOs which allowed us to clearly see the intervention components that were 

involved in triggering mechanisms which lead to outcomes. Using an example from Ethiopia, 

Paper 3 demonstrated that health extension workers received ongoing training  as part of the 

intervention that demonstrated the benefits of integrating FP and immunisation services. 

They could see the benefits of providing a combined package of services and therefore felt 

positively about providing the intervention. By mapping our findings across published 

theoretical frameworks, we were able to demonstrate that constructs such as observability, 

compatibility, and relative advantage drove implementation decisions by the health 

extension workers. By demonstrating the framework constructs that equated with empirically 

identified mechanisms, we were able to provide a way in which findings could be mapped 

across further sites to contribute to a cumulation of evidence . Paper 4 expanded on the 

methods in Paper 3 by looking at changes over time, and looking at context as a fluid, 

changeable phenomenon, one that might influence the way an intervention is implemented, 

or that might itself be influenced by an intervention. Beyond this, these papers contributed 

to the literature on family planning. As mentioned in Section 1, when these papers were 

written, few evaluations of integrated family planning and immunisation services had been 

conducted, and these studies contributed to a growing evidence base on uptake of 

integrated family planning and immunisation services (71-75). 

 

Limitations 
 

As discussed at the beginning of Section 2, and outlined in Table 1, the domains of healthcare 

worker reactions described in the included papers were motivation, emotional and mental 

well-being, and acceptability. Given the fact that these papers were not written with the 

influence of context on these domains in mind, it is not possible to draw conclusions about 

which domains were affected by which contextual sphere of influence in detail, and 

speculating about what these relationships might be would not be useful. However, reflecting 

on these four papers has allowed for the development of a framework that could be applied 
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to future research where multiple contextual spheres of influence are present.  There are, 

therefore, limitations to the papers presented in this paper in being able to interrogate the 

topic of how context influences the way that healthcare workers approach and deliver public 

health interventions.  

 

The first paper, being a systematic review of reviews on HIV prevention, does not have a 

primary focus on healthcare workers, it provides a broad overview of the literature on HIV 

prevention and does not interrogate the factors that influenced the delivery of the 

interventions. The conclusions that I was able to draw from this paper in terms of healthcare 

workers and their experiences were therefore limited, and based primarily on what I 

theorised to be the case based on further research and learning I have completed since the 

publication of that paper. Similarly, paper two was limited in its ability to describe how 

healthcare workers felt about the intervention they were delivering or the populations they 

were delivering it to. My interpretation of how context influenced the healthcare workers 

was drawn from strong quantitative data and supported by findings presented in subsequent 

papers on the same topic, but the paper itself did not describe how context influenced 

healthcare workers. There was strong evidence that healthcare workers were influenced by 

what they thought their co-workers believed. There is a wide body of literature that explores 

how social norms interventions, such as those that aim to influence the behaviour of health 

workers by exposing them to the beliefs and attitudes of their co-workers can lead to change 

in healthcare worker behaviour and ultimately, positive health outcomes for patients, but in 

this case, healthcare worker acceptability of the intervention is what ultimately influenced 

their attitudes towards providing services (145, 146). 

 

 

 

 

 

 

 



 59 

Next steps and conclusions 

 

This thesis presented a critical review of four papers on which I was first author, and a 

suggested framework for analysing and understanding if and how context influences 

healthcare workers and their reactions and responses to public health interventions based on 

findings from these papers. It examined the research approaches taken for each paper, the 

relevance and impact of each paper at the time it was published, the methodological 

strengths and weaknesses of each paper, the current relevance of each paper, and how these 

papers contributed to the development of my current research interest on the overarching 

theme of how context influences healthcare worker responses and reactions to public health 

interventions. It also presented a suggested framework of interacting spheres for 

understanding this overarching theme. This framework, which views context as fluid 

phenomenon that can influence and be influenced by other contexts, will be useful for 

understanding increasingly complex interventions with multiple different stakeholders, 

disciplines, and interests at play.  

 

In this thesis I have presented  four  papers that I wrote at very different timepoints in my 

academic career and have reflected on how I believe they have driven my pathway and 

decisions as a researcher. As such, this thesis is limited in its ability to draw conclusions about 

exactly how and why healthcare workers are influenced by contextual factors. It describes 

context as it was examined and discussed in the included papers and so, when reflecting on 

the included papers, the discussion on context remains limited. I have used the opportunity 

of this thesis as a tool for both reflection and consideration of my future direction in studying 

and understanding how context influences the reactions of healthcare workers to 

interventions. Alongside this forward thinking, I have presented a body of peer reviewed 

papers that showcase the breadth of methods that I have used in my research training over 

the last several years, and which will serve me well for moving forward. Other explorations of 

context, including those describing context as a much more dynamic, fluid phenomenon, 

present a way forward from this thesis and I hope to use this in future analyses of what 

works, for whom, and under what circumstances.  
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This thesis represents not only my journey as an academic researcher and the research skills I 

have gained along the way, but also a journey of collecting evidence to inform the hypothesis 

that context influences healthcare workers, and that understanding why and how this 

happens is important for designing good public health interventions and evaluations. 

Importantly, I did not set out to understand this topic when I started my career, but the fact 

that this topic has come through very clearly in all of these publications is compelling, and 

suggests that this is a key theme that should be explored in any research that seeks to 

understand why and how interventions work, which is essential for designing successful 

interventions. The use of a framework to help unpack and examine the influence of context 

on healthcare workers and their reactions and responses to public health interventions is 

increasingly important as public health interventions continue to grow in complexity and 

scope.  The framework presented in this commentary is a first step, and I am hopeful that 

findings from my current research will allow me to test the validity of this framework, and to 

apply it to different health topics.    
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Positionality statement 
 

While the conclusions I have reached in this thesis reflect my journey and growth as a 

researcher over my career in public health research, my own personal experiences have 

shaped the way that I approach learning and research, and it is important that I acknowledge 

these experiences and how they may influence or bias my research. When I started working 

on PopART, I was struck by the hypotheses of my colleagues on the research team that 

healthcare worker stigma might influence the way that they deliver HIV care. I challenged the 

notion that a healthcare worker might allow personal beliefs to negatively impact their duty 

of care, and in my research on this study, and on subsequent studies I have worked on, I have 

felt protective of the healthcare workers within our participant groups. This is something that 

has stood out to me throughout my career in academia, particularly when I have conducted 

fieldwork and have had the chance to interact and engage with healthcare workers. The 

studies that I have worked on have often involved the introduction of new tools and 

technologies that healthcare workers must learn and use to deliver the interventions. 

Further, the health topics that the studies I have worked on have often been subject to 

stigma, and healthcare workers, as they are associated with those health topics, have 

expressed experiencing stigma as a result. These realities have led me, throughout my career, 

to question the impact that the increased workload, or the associated stigma, has on the 

motivations of these healthcare workers, their mental and emotional well-being, and the 

acceptability of and willingness to deliver the interventions they are asked to deliver. This was 

evident during fieldwork I conducted in Zambia, where healthcare workers delivered care to 

PLHIV, and a healthcare worker who was living with HIV herself told me that her involvement 

in the intervention brought back painful memories of when her co-workers stigmatised her 

for having HIV, and she expressed fear that patients would not want to receive treatment 

from her if they knew she was living with HIV. A healthcare worker in Uganda that I 

conducted an in-depth interview with told me of her strong religious beliefs and that she did 

not know what the moral consequences of providing family planning services to other 

women would be. I felt deeply concerned for these healthcare workers and worried about 

the emotional toll their involvement in these interventions would have on them. These 

experiences were formative for me as a researcher, and have driven me to want to 
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understand not only how healthcare workers react to the interventions that they are asked 

to implement, but also the factors that influence these reactions.  

 

I do not believe that my feelings of protectiveness over healthcare workers have influenced 

the lens through which I have conducted my research. This is of course more straightforward 

in papers 1 and 2 where systematic review and quantitative data analyses were conducted 

and less interpretation was required. In papers 3 and 4, which used realist evaluation 

methods, the research was conducted within a team, and initial and final programme 

theories were developed iteratively after significant reflection on the research findings. This 

ensured the trustworthiness of findings and that my own positionality did not bias the 

conclusions of the papers. 
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Section 2: Research Papers
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Paper 1:  Interventions to strengthen the HIV prevention cascade: a systematic review 

of reviews 
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Paper 2:  Stigma and Judgment Toward People Living with HIV and Key Population 

Groups Among Three Cadres of Health Workers in South Africa and Zambia: Analysis 

of Data from the HPTN 071 (PopART) Tria
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Paper 3:  What mechanisms drive uptake of family planning when integrated with 

childhood immunisation in Ethiopia? A realist evaluation 
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Paper 4: Acceptability of family planning in a changing context in Uganda: a realist 

evaluation at two time points 
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Appendices 

 

Appendix 1: Learning objectives 

 

This portfolio of work, including my four papers and this analytic commentary, demonstrates 

that I have met the key learning objectives for the PhD by Prior Publication. Below I outline 

the four learning objectives and how I have achieved each one within this portfolio of work: 

My lead authorship on these four papers demonstrates that I have been involved in the 

creation and interpretation of new knowledge, through original research or other advanced 

scholarship. For all of the papers I am submitting, I conducted my work as part of a robust 

team of researchers within which paper writing responsibilities were shared. For each paper, 

I contributed to the conception or the design of the paper and analysed and interpreted 

study data within a team. These papers were based on new research that I was directly 

involved in. I also led the writing and revising of each paper, submitted each paper for peer-

review, and led the process of responding to peer reviewer comments. These papers are all 

based on original research undertaken by research teams which I have been part of. 

The systematic acquisition and understanding of a substantial body of knowledge – Acquiring 

and understanding a body of knowledge was an essential step of the writing process for each 

of the papers included in this portfolio. A thorough understanding of the literature pertaining 

to each study described in my papers was essential for informing the development of the 

study protocols, as well as the background and discussion sections of each subsequent 

publication. Moreover, Paper 1 presents a very large systematic review of reviews which 

required me to systematically identify evidence and succinctly summarize this evidence.  

 

The ability to conceptualise, design and implement a project for the generation of new 

knowledge, application or understanding at the forefront of the discipline, and to adjust the 

project design in the light of unforeseen problems – As part of a team, I have played a key 

role in the conceptualisation, design, and implementation of research that has formed the 

basis for my four publications.  During my work on the HPTN 071 (PopART) trial, and on a 
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Pfizer Foundation funded evaluation of the integration of family planning and immunisations, 

I led or contributed to the protocol development, questionnaire development, field-based 

data collection, and analyses that have fed into several publications that I have led and co-

authored. During work for the Bill and Melinda Gates Foundation, I led on all aspects of a 

large systematic review of reviews to inform the Foundation’s HIV Prevention platform. In all  

cases, I had to be adaptive to changes in study implementation throughout the research 

process, and I had to engage regularly with partners and stakeholders across different 

disciplines, organizations, and countries. I also led or contributed to securing approval from 

ethical review boards at LSHTM, the National Institutes of Health, national ethical review 

boards in the countries where research was being implemented, and other collaborating 

institutions, which required me to respond to comments from reviewers and adjust 

components of the study protocols as needed. The work I undertook to generate data for 

these publications shows my ability to conceptualise, design, and implement a project for the 

generation of new knowledge.  

 

A detailed understanding of applicable techniques for research and advanced academic 

enquiry – This analytic commentary clearly outlines my understanding of applicable 

techniques for research by demonstrating the different steps I have undertaken to conduct 

my research. As stated above, during my work on the HPTN 071 (PopART) trial on the 

integrated family planning and immunisations intervention, I led or contributed to the 

protocol development, questionnaire development, field-based data collection, and analyses 

that have fed into several publications that I have led and co-authored. The papers presented 

in this commentary all use a range of different quantitative and qualitative study methods, 

applied in unique ways, demonstrating my knowledge and understanding of research 

techniques.   
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