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Abstract

Background Gender inequities remain critical determinants influencing maternal health. Harmful gender norms and
gender-based violence adversely affect maternal health. Gendered division of labour, lack of access to and control of
resources, and limited women's decision-making autonomy impede women’s access to maternal healthcare services.
We undertook a cluster randomized controlled trial of universal home visits to pregnant women and their spouses in
one local government area in Bauchi State, North-Eastern Nigeria. The trial demonstrated a significant improvement in
maternal and child health outcomes and male knowledge, attitudes and behaviours. This paper qualitatively evaluates
gender equity in the home visits programme.

Methods The research team explored participants’views about gender equity in the home visits programme.

We conducted nine key informant interviews with policymakers and 14 gender and age-stratified focus group
discussions with men and women from visited households, with women and men home visitors and supervisors, and
with men and women community leaders. Analysis used an adapted conceptual framework exploring gender equity
in mainstream health. A deductive thematic analysis of interviews and focus group reports looked for patterns and
meanings.

Results All respondents considered the home visits programme to have a positive impact on gender equity, as they
perceived gender equity. Visited women and men and home visitors reported increased male support for household
chores, with men doing heavy work traditionally pre-assigned to women. Men increased their support for women'’s
maternal health by paying for healthcare and providing nutritious food. Households and community members
confirmed that women no longer needed their spouses’ permission to use health services for their own healthcare.
Households and home visitors reported an improvement in spousal communication. They perceived a significant
reduction in domestic violence, which they attributed to the changing attitudes of both women and men due to the
home visits. All stakeholder groups stressed the importance of engaging male spouses in the home visits programme.

Conclusion The home visits programme, as implemented, contributed to gender equity.
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Introduction

Maternal mortality remains a global health problem.
Every day in 2020, almost 800 women died from pre-
ventable causes related to pregnancy and childbirth [1].
Nearly 95% of maternal deaths occur in economically
limited resource settings [1]. Sub-Saharan Africa alone
accounted for around 70% of maternal deaths [1].

Gender inequities are critical determinants influencing
maternal health [2-5]. A 2021 study based on second-
ary analysis of country-level data from 54 African coun-
tries reported that gender inequities and the availability
of skilled birth attendants were the most critical social
determinants explaining variations in maternal mortal-
ity across Africa [6]. Harmful gender norms such as early
marriage and pregnancy, genital mutilation, and gender-
based violence adversely affect maternal health [7, 8].
Gendered division of labour, lack of access and control
of resources, limited women’s autonomy, and exclusion
from decision-making impede women’s access to mater-
nal healthcare services [2, 9].

Since the 1990s, researchers have implemented inter-
ventions involving male partners to improve mater-
nal and child health outcomes [10]. Systematic reviews
reported positive impacts of these interventions in lim-
ited-economic resource settings [11-13]. Male involve-
ment in these interventions was mainly focused on
specific barriers, such as decision-making to use health
services and male attendance at antenatal care visits
[12, 13]. Other interventions emphasized men’s role as
gatekeepers for women’s health or engaged them as one
target group under a broader strategy to increase com-
munity involvement in maternal and child health [11].
While these interventions improved some health-seeking
behaviours and increased maternal and child health ser-
vices uptake, they failed to address household inequitable
gender norms and dynamics [14].

Male engagement interventions shifted from tackling
specific barriers to being gender-transformative [10].
“Gender transformative interventions actively exam-
ine and promote the transformation of harmful gender
norms and seek to reduce inequalities between men and
women to achieve desired outcomes” (p125) [3].

There is evidence of the effectiveness of gender-trans-
formative interventions in improving reproductive health
outcomes and reducing gender violence [3, 10, 15]. How-
ever, qualitative evidence of the perceived impact of these
interventions and details of the type of activities being
implemented remain limited, particularly in African set-
tings [3, 4, 16]. This paper describes the methods and
findings of a qualitative evaluation of gender equity in a
home visits programme aiming to improve maternal and

early child health.
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Methods

Setting

Bauchi State in North-Eastern Nigeria has a population
of around five million, extrapolating from the 2006 cen-
sus. The population is predominately Muslim with Hausa
ethnicity. Some 63% of women in Bauchi have no educa-
tion, compared with 35% nationally. Polygyny and large
family size are common. In Bauchi, the fertility rate is 7.2
children per woman [17].

The maternal mortality ratio in Nigeria is among the
highest in the World, with 1047 maternal deaths per
100,000 live births in 2020 [18]. The Maternal Mortal-
ity Ratio is even higher in the Northeastern region [19].
Women in Bauchi have poor access to maternal health-
care services. Only 20% give birth in a health facility, and
only 46% of women receive antenatal care from a trained
health worker [17]. Less than 20% participate indepen-
dently or jointly in household decisions. Over 50% of
ever-married women have experienced emotional, physi-
cal, or sexual violence committed by their current or
most recent husband or partner [17].

Home visits intervention

Between 2015 and 2020, we conducted a cluster random-
ized controlled trial of universal home visits to pregnant
women and their spouses in eight wards (smallest admin-
istrative area) of Toro Local Government Area (LGA),
Bauchi State, North-Eastern Nigeria [20].

Women home visitors visited all pregnant women
every two months during their pregnancies and again
after delivery, and men home visitors visited their hus-
bands. Having women and men home visitors inter-
act separately with the pregnant women and their male
spouses followed faith-based cultural norms in Bauchi
and was endorsed by religious leadership. The research
team engaged with Muslim and Christian religious lead-
ers and traditional leaders in each community, and these
leaders supported the home visits programme.

The women’s home visitors visited every pregnant
woman every two months during the pregnancy, and the
men’s home visitors separately visited the male spouses
of the pregnant women every two months. The women
visitors visited every woman who gave birth within two
months of the birth and again when the child was 12-18
months old.

The women and men visitors shared evidence about
actionable risk factors for maternal and early child health
from a recent survey in Bauchi State [21], separately from
pregnant women and their spouses. The home visits sig-
nificantly improved maternal and child health outcomes
and male knowledge and attitudes [22—24]. Narratives of
change helped to explore the experience of participants
and possible mechanisms for the impact of the home vis-
its [25].
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The home visits programme deliberately aimed to
increase men’s engagement in promoting maternal and
child health. The risk factors for maternal health dis-
cussed in the home visits with pregnant women and their
spouses included strongly gendered issues: women con-
tinuing heavy work during pregnancy, domestic violence,
lack of spousal communication, and lack of knowledge
(including among men) of danger signs during pregnancy
and childbirth [13]. The men’s home visitors made spe-
cific arrangements to interact with the spouses of preg-
nant women; this often meant visiting in the evenings or
at weekends when the men were home.

The programme recruited local women and men
as home visitors, allowing them to earn an income
and increase their social status. Women, in particular,
reported earning an income as an important positive
change in their lives from their involvement in the pro-
gramme [26].

To support the sustainability of the home visits after
the trial, the government agencies collaborating with
the home visits programme at State, LGA and ward lev-
els nominated women and men officers to work with the
programme, including training to manage and monitor
the home visits.

Focus group discussions and individual interviews

This qualitative study is based on focus group discus-
sions and key informant interviews. The research team
designed focus group discussions and individual inter-
view guides (Appendix 1). The research team included
female and male researchers from a Bauchi non-gov-
ernmental organisation (NGO), representatives from
the Bauchi State Primary Health Care Development
Agency (BSPHCDA), and male and female international
researchers with over ten years of experience in commu-
nity-based research in Bauchi. Six people facilitated the
focus groups and/or conducted key informant interviews:
three men and three women. All but one were from Bau-
chi and affiliated with the local organisation implement-
ing the home visits programme. Their qualifications
ranged from a higher national diploma to a medical doc-
tor. All had training and several years of experience facili-
tating Focus Group Discussions (FGD) and conducting
KI key informant interviews. All of them were engaged in
implementing the home visits programme and believed
in its aims of improving maternal and child health by
supporting households in taking action to reduce risk
factors. They had no relationship with the participants
before the study other than through their engagement in
the home visits programme.

A technical working group from the research team
drafted the instruments, and the project steering com-
mittee approved them. The team refined the guides
using an iterative process. After each interview/focus
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group discussion, the team met to discuss how it went
and refine questions to increase clarity if necessary. The
guides covered how the visits addressed gender equity,
perceptions of the programme, data monitoring about
equitable coverage of the programme, capacity-building,
challenges and opportunities in home visit implementa-
tion, and strengths and weaknesses of the programme. In
this paper, we focus specifically on views about the gen-
der equity aspects of the home visits programme.

Focus group discussions and individual interviews took
place in August and September 2020.

The team used a purposive sampling strategy to recruit
stakeholder participants [27]. The stakeholder groups
were women and men from the households who received
the home visits, community leaders involved in facilitat-
ing the programme in their communities, home visitors,
supervisors of home visitors, and senior government
officers.

The team liaised with the Toro Local Government
Authority (LGA) coordinators and the ward focal persons
to select stakeholders for the community focus groups.
First, they selected three communities, one each from
an urban, rural, and remote group of communities in the
six wards. For each community, the team asked the ward
focal person to invite women and their spouses who had
received home visits during the project and were avail-
able and willing to spare time to participate. The focus
group discussions took place in private and quiet spaces,
often classrooms in primary schools.

Table 1 shows details of the focus groups and the num-
ber of participants in each group. Fourteen focus group
discussions occurred in eight urban, six rural, and four
rural-remote communities. They included ten gender
and age-segregated groups of women (four) and men
(six) from households that had received home visits, two
groups of community leaders (male and female), and two
groups of home visitors (male and female). The mean age
was 49.3 years across the three older male groups, while
the mean age across the three younger male groups was
27.7 years. The mean age was 39.7 years for the older
women groups and 21.8 years for the younger women
groups.

Two further focus groups covered supervisors from
Toro LGA and the State level. Most of the supervisors at
the LGA level were ward focal points (part-time govern-
ment workers at this local level), while most of those at
the State level were from the BSPHCDA.

Local facilitators (female and male) conducted the
focus group discussions in the Hausa language. They are
well-trained in qualitative research, have worked with the
team on several projects, and understand the home visits
programme well. A trained reporter took detailed notes
during each meeting and sat with the facilitator after the
meeting to produce a report in English. Facilitators did



Belaid et al. BMC Women's Health

(2024) 24:469

Page 4 of 9

Table 1 Distribution of FGDs and key informant interviews per stakeholder groups

Stakeholder groups

Number of Interviews and FGDs

Households who received the visits

Home visitors

4 female FGDs [three with younger age group (25 years or below) and 3 with older
age group (above 25 years of age), 10 participants in each group, total 60 participants
6 male FGDs [three with younger age group (40 years or below) and 3 with older age
group (above 40 years), 10 participants in each group, total 60 participants

1 male FGD (12 participants)

1 female FGD (12 participants)

Community leaders

1 male FGD (10 participants)

1 female FGD (9 participants)

Supervisors
Local research team
Senior government officers

2 FGDs (mixed group) (6 participants)
1 FGD (mixed group) (9 participants)
9 key informant interviews

Table 2 Adapted gender framework

Dimensions Explanation

Division of labor
Access to resources

Division of labour within and beyond the household and everyday practices
Access to resources (education, information, skills, income, employment, services, ben-

efits, time, space, social capital etc.)

Decision making
Spousal communication
Heavy work during pregnancy

Domestic violence during pregnancy
member

Rules and decision making (formal and informal)

Discussion between husband and wife about pregnancy, childbirth, and early child health
Heavy work during pregnancy, especially in third trimester

Physical violence during pregnancy, perpetrated by the spouse or other household

not audio-record the focus groups. Detailed notes by
well-trained field workers are an effective approach to
reporting focus group discussions [28].

The local skilled research team conducted nine inter-
views with senior government officers associated with
the home visits programme. The interview guide covered
government health priorities, the government’s role in
designing and implementing the home visits programme,
perceived equity in program coverage, data monitoring
to support equity, capacity building, and gender equity.
They telephoned to invite the officers to participate, and
the interviews usually took place in their offices. The
discussions were in English, and the interviewers took
detailed notes and prepared a report after each interview.

One additional focus group included members of the
local research team who implemented and managed the
home visits programme. The discussion focused on their
experience implementing the programme and their views
on its perceived impact on gender equity. The first author
(LB), external to the project, facilitated the discussion.

Only the researchers and the participants were present
during the focus group discussions and the key informant
interviews. The team encountered no participant refus-
als to join these discussions and interviews. We did not
return the transcripts to the participants. Data saturation
was achieved from the focus group discussions and key
informant interviews. The interviews and focus groups
ranged from one to two hours.

Analysis of focus group and interview reports and
strategies for trustworthiness

The first author (a female of North African descent,
external to the home visits project) and one female team
member from Bauchi (HM), both experienced in qualita-
tive research, conducted a deductive thematic analysis of
the focus group and individual interview reports, follow-
ing the steps proposed by Braun and Clarke [29]. They
read all the texts, identified and clustered themes related
to gender outcomes, and organized them into categories
and subcategories to look for meanings and patterns.

In this paper, we understand gender as a multidimen-
sional concept. It refers to “the characteristics of women,
men, girls, and boys that are socially constructed. This
includes norms, behaviours and roles associated with
being a woman, man, girl or boy, as well as relationships
with each other” [30]. We adapted a gender analysis
framework [31], which captures gender dimensions and
has been widely used in mainstream health [2, 32-35].
We used this framework to explore how the home vis-
its programme affected gender norms and dynamics.
It included the following items: (i) division of labour,
(ii) access to resources, (iii) decision-making, and (iv)
values (social norms, ideologies, beliefs). In this paper,
values were not analysed as an independent category
but throughout the other categories. The framework
positions gender as power relations negotiated about
resource access, division of labour, social norms and
decision-making [2] (Table 2). Appendix 2 describes the
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coding trees used to conduct the thematic analysis for
each participant group (Appendix 2: coding trees).

In addition to these dimensions from the gender analy-
sis framework, we explored in the focus group and inter-
view reports views about lack of spousal communication,
heavy work in pregnancy and gender violence during
pregnancy. These factors were identified as actionable
factors associated with maternal morbidity in a survey in
Bauchi conducted before the co-design and implementa-
tion of the home visits programme [21].

Several strategies increased trustworthiness [36]. We
used validated methods for data collection (individual
interviews, focus group discussions) and analysis (deduc-
tive thematic analysis). We triangulated findings by data
sources (community members, community leaders, home
visitors, supervisors, and senior government officers). We
did not do a member-checking exercise with the partici-
pants; however, we discussed the findings with govern-
ment officers in Bauchi.

To increase transferability, we describe the stakehold-
ers and the study context. The researchers examined
their biases, assumptions, beliefs, and suppositions that
might affect their interpretation of findings to increase
conformability. Some local research team members
were involved in the home visit programmes. The team
explained to the participants that the study’s objective is
to understand their views on the home visit programmes
and improve them if necessary. In reporting the study,
we followed the 32-item COREQ checklist for reporting
qualitative research (appendix 3).

Results

We present the results according to the adapted con-
ceptual framework. The results between the stakeholder
groups converged.

Perceived gender equity effects of the programme
Policymakers appreciated that the programme engaged
men and women and targeted husbands and wives in the
home visits. They felt this created equitable maternal and
child health awareness and maintained a gender-sensitive
approach. By targeting husbands and wives, maternal
health is no longer seen as a woman’s problem but rather
a family issue in which husbands have a role to play. Pre-
vious maternal and child health programmes engaged
only women leaving behind husbands. “Previously, the
focus has been more on women alone, with a misunder-
standing that health is a women’s issue (male, policy-
maker #9).

Division of labour: men’s participation in household work

Visited men and women and home visitors and supervi-
sors believed the home visits led to more male support
in household work. Groups described a cultural shift
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in gender division of labour. They described men doing
heavy work traditionally pre-assigned to women, such as
fetching and carrying water, collecting firewood, farm-
ing, and carrying harvest products. They noted that men
had begun to participate in sweeping the house, washing
clothes, and bathing children. “Yes, it provides changes;
we even support them in sweeping, washing, and fetch-
ing water. Men do that due to the knowledge they receive
from the home visitors. (FGD#10, male youth, rural
community).

In a particular community, participants raised a change
in gender norms. In this community, male children used
to not go to the market. With the home visits, male chil-
dren go with their pregnant mothers to the market. This
has changed the socialization of boys. " There is one of
the settlements where male children are traditionally not
sent to the market because they would be fathers of their
households in the future. But with these home visits, this
traditional belief has been abandoned. Male children are
now supporting their pregnant mothers with heavy work
and are being sent to the market” (FGD#4, male home
visitor).

Groups reported that men were more involved in wom-
en’s healthcare. They go with their wives to the health
facility for antenatal care and monitor the pregnancy’s
progress. “It helped us; some husbands are now escorting
their pregnant wives to the clinic following the home visits
interaction. We closely monitor the progress of the preg-
nancy with our wives and jointly take action (FGD#10,
male youth, rural community).

Female groups explained that women also got support
from their co-wives and family during pregnancy. “Hus-
bands and family members are really assisting women
with heavy work during pregnancy” (FGD#6, female,
rural/remote).

Access to resources: men increase financial support and
assist women'’s businesses

Groups considered men more willing to provide for their
families after the visits. They paid medical bills and pro-
vided nutritious food. In Bauchi, gender norms are influ-
enced by the Islamic faith, in which men are required to
be the financial providers for their families. The home
visits programme did not attempt to change this gender
norm.

“The husbands, being the decision makers and finan-
cial providers, now give the women money to take care of
their health needs and the health needs of their children’
(FGD#8, young women, urban community)

Some groups pointed out that women who generate
their own income sometimes pay medical bills, and their
spouses reimburse them. Since the home visits, the hus-
bands have been more willing to pay the medical bills.
“Some of the women pay-out (med-bill) and later the
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husband pays them back when they get[money]” (FGD#
10, young male, rural community).

Home visit supervisors noted that the home visits
led husbands to support their wives in their businesses:
“The husbands have started empowering women finan-
cially by giving them money to start a business “(FGD#2
SUpervisors).

Women'’s participation in decision-making
Groups suggested that the home visits had increased
women’s role as decision-makers for their own and their
children’s health. They confirmed that, since the home
visits, women do not need their spouses’ permission to
use health services for themselves and their children.
They emphasized the importance of letting their
spouses use health services early to prevent complica-
tions. “Husbands are now allowing pregnant women to
visit the health facility for antenatal care. This was not the
case before (FGD#7, female, adult, urban community).
On the other hand, participants in some focus groups
considered it important that the programme engaged
men and their wives equally because men are the deci-
sion-makers in their households. They did not envisage
a change in the role of women in decision-making. “Both
men and women were involved; involving men is the big-
gest strength of the home visits program because men are
the main decision-makers in their homes, so no one is left
out” (FGD#2, supervisors).

Spousal communication

After the home visits, groups highlighted improved spou-
sal communication. Women could speak and express
their needs freely, and they felt more confident. Men
improved their capacity to listen to their spouses.

“The men are very supportive of their wives. They take
time to listen to their problems and proffer solutions to
the best of their ability” (FGD#5, female, youth, rural
community).

“Women are more confident to talk to their spouses
about pregnancy and child health issues. The home vis-
its have enabled women and their husbands to make an
informed decision on the best time to get pregnant or space
their children” (FGD#S5, female, youth, rural community).

Domestic violence during pregnancy

With no exception, all the groups perceived a signifi-
cant reduction in domestic violence. Some male groups
proposed average rates from 80 to 90% of domestic vio-
lence reduction in their communities. Some male groups
labelled domestic violence as “an old-fashioned” way to
do. Domestic violence is considered now as something
shameful. They all attributed the reduction in domestic
violence to the changing attitudes of both women and
men due to the programme.
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Many male groups felt that the programme made men
more mature, taking their responsibilities more seri-
ously toward their spouses and children. “Now men have
stopped all kinds of “I don’t care” attitudes by providing
basic needs to the house. They are now taking care of all
their responsibilities. If you recall, before the home vis-
its, a person who was always beating his wives was rec-
ognized as a warrior who did not tolerate the wrongs of
women, but now it is considered taboo in this community.
The attitude of men in the community has been changed
as the members are no longer allowing anybody to do so
[beat his wife] and go free” (FGD#12, male, youth, urban
community).

Supervisors and visitors’ groups pointed out that the
videos visitors showed during the home visits stimu-
lated positive auto-reflections of men on their attitudes
towards their spouses: “The videos have helped men real-
ize their mistakes and change their attitudes. For instance,
some men [in households] gave examples of themselves
doing exactly what the man in the domestic violence video
does to his wife. They said that the video portrays exactly
what is happening in their homes and the communities”
(FGD#2 supervisors).

The programme had a positive ripple effect on co-
wives’ relationships and the community. Women-visited
groups attribute this change to the home visits. “There
is no more fighting among co-wives and family members,
and there are no more fights between neighbours. There is
a great improvement in the people’s tolerance level in our
community” (FGD#8, visited female urban group).

Discussion
The Bauchi programme’s impact on gender outcomes
went beyond expectations. It has been transformative
in several ways. The programme addressed key gen-
der issues. In particular, focus groups of stakeholders
stressed how the visits increased spousal communica-
tion, consistent with the growing evidence of the value of
engaging men in maternal and child health. A 2018 sys-
tematic review found that interventions involving men
increased couples’ communication about sexually trans-
mitted diseases, family planning, and children’s health
[11]. A cluster randomized controlled trial evaluating the
effectiveness of a gender-transformative intervention on
intimate partner violence and HIV prevention reported
an increase in spousal communication on sexual health in
Ethiopia [37]. The intervention consisted of 14 participa-
tory and skills-building sessions led by same-sex facilita-
tors to assist participants in identifying and transforming
power imbalances within their relationships and building
skills for healthy, nonviolent, and equitable relationships
[37].

The home visits programme reduced heavy work dur-
ing pregnancy, which confirms findings from several
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studies. A participatory community-based intervention
in rural Andhra Pradesh observed increases in the pro-
portion of men supporting their partners by completing
housework during pregnancy. Compared with the base-
line, significantly more women at the end-point reported
reducing housework while pregnant (54% at baseline vs.
76% at the end-point) [38]. A 2018 cluster randomized
controlled trial assessing the impact of a transformative
gender intervention on promoting maternal and child
health in Rwanda reported higher levels of men’s partici-
pation in childcare and household tasks (washing clothes,
cooking, cleaning). A 2020 cluster randomized controlled
trial evaluating a participatory, gender-transformative
intimate partner violence and HIV prevention interven-
tion improved household task-sharing in Ethiopia [37].

The Bauchi home visits contributed to reducing
domestic violence, as previously reported as a quantita-
tive finding [22] and supported by the conclusions of this
qualitative study. This is in line with other recent reports.
A 2023 systematic review of interventions based on social
and psychological empowerment approaches reported a
reduction in gender-based violence against women and
girls in Sub-Saharan Africa [15]. The cluster random-
ized controlled trial in Rwanda found that women in the
intervention group reported less past-year physical and
sexual intimate partner violence [10].

The Bauchi home visits programme helped women
have a say in decision-making regarding health issues,
confirming findings from other studies. A qualitative
study in rural Burkina Faso found free obstetric care
meant women no longer needed to negotiate for money
to pay for obstetric care, reducing delays in access to care.
However, women did not report an increase in decision
making about contraceptive use [39]. A study in North-
ern Uganda reported similar findings. While the inter-
vention improved health-seeking behaviours, women
still lacked control over financial and fertility decisions
[40]. In these studies, the programmes did not address
gender dynamics around finance or contraception; they
did not involve male partners. The Bauchi home vis-
its programme did not specifically intend to increase
women’s decision-making power but rather to create a
culturally safe environment for joint decisions and ulti-
mately empower both spouses to tackle actionable risk
factors for maternal and child health. This focus on joint
decision-making is similar to that in the intervention in
Rwanda, where the authors reported that “joint decision-
making through skills-based activities and by creating
spaces for couple communication, the intervention suc-
cessfully targeted underlying, unequal gendered power
dynamics” (p14) [10].

The participatory approach underlying the programme
contributed to the positive changes reported. During the
visits, home visitors discussed local risk factors, asking

Page 7 of 9

women and men in the households what could be done
and what was being done in the home to reduce the risk
factors rather than suggesting pre-determined actions.
Home visits probably increased critical consciousness, an
essential mechanism to target reproductive health out-
comes successfully [4].

Gender norms also matter in delivering programmes.
In the home visits programme, male home visitors
perceived their involvement as a good way to engage
spouses, and policymakers saw the recruitment of both
women and men home visitors as increasing the pro-
gramme’s acceptability, which aligns with the literature.
A formative study on maternal nutrition in Burkina Faso
reported that women preferred to receive visits from a
female community health worker [41]. In Tanzania, a
study assessed gender differentials in a home visits pro-
gramme in maternal and child health and reported that
men were more comfortable discussing sexual and repro-
ductive concerns with male rather than female com-
munity health workers. Women were likely to disclose
pregnancies earlier to female community health work-
ers. Respondents also reported that having female and
male community health workers helped address gender
issues in community health workers’ acceptance [42].
Male community health workers were seen to be criti-
cal in reaching out to husbands [42]. An intervention in
Rwanda paired female and male community health work-
ers to make household visits to men and women in the
community, motivated by cultural norms and concerns
for women’s safety when travelling between communities
[43].

Limitations

Translation from Hausa to English likely lost some
nuances of meaning in the focus group discussion
reports. We did not audio record the focus group discus-
sions or interviews. We do not consider this is necessar-
ily a limitation. We agree with Rutakumwa et al. [28] that
notes from well-trained and experienced reporters can be
at least as good as audio recording in capturing the key
contents and contexts of focus group discussions and
key informant interviews. In Bauchi, the research team
carefully trained focus group facilitators and reporters.
The role of the reporter is at least as important as that
of the facilitator. After each focus group, the facilitator
and reporter sat together to finalize the fair report of the
session.

Using a deductive thematic analysis may constrain
researchers from searching only for preconceived cat-
egories or themes, potentially overlooking important
emergent patterns or nuances in the data. We acknowl-
edge this limitation. This study examined how the home
visits programme influenced gender norms and dynamics
in Bauchi. We used a framework as a guideline to ensure
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we captured the key gender dimensions in mainstream
health. The framework selected has been used in many
studies focusing on maternal and child health in settings
similar to that in Bauchi [2, 32-34]. We recognize that
our findings are context-specific and may not be transfer-
able to other settings.

Conclusions

The qualitative evidence in this study suggests that the
Bauchi home visits programme has been gender transfor-
mative. It addressed key gendered issues such as spousal
communication and heavy work during pregnancy. The
programme fostered critical examination of the harmful
practice of gendered domestic violence and promoted
more equitable gender norms related to the division of
labour and, perhaps, to decision-making. The participa-
tory approach underlying the programme increased criti-
cal consciousness, an essential mechanism to successfully
target maternal health outcomes.
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