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This report describes the results of a qualitative assessment conducted by Breakthrough
RESEARCH/Nigeria of the Advocacy Core Group (ACG) model implemented by Breakthrough
ACTION/Nigeria. The overall research goal of the study was to examine, through qualitative
inquiry, the operation and potential effectiveness of the ACG model, which works through

key opinion leaders and influencers to influence community-level health norms and individual
behaviors, focusing specifically on the uptake of essential reproductive, maternal, newborn, and
child health services. Results are intended to inform Breakthrough ACTION/Nigeria’s program
implementation, as well as to contribute toward the broader social and behavior change (SBC)
implementation science literature surrounding the roles, effectiveness, successes, and challenges
of leveraging religious and traditional leaders and social structures to improve social normative
environments for health. The work further addresses issues surrounding the ACG model within

the context of integrated SBC programming.

As this study utilizes a qualitative approach, the data
reflect an inquiry based on perceptions of implementers
and program beneficiaries. The summary of results
described in this report focus on one programmatic com-
ponent of the Breakthrough ACTION/Nigeria integrated
SBC program, namely, advocacy outreach to religious and
traditional opinion leaders and community influencers

to promote priority maternal, newborn, and child health
plus nutrition (MNCH+N), malaria, birth spacing, and
postpartum family planning behaviors, by influencing
community level norms and individual ideations and
behaviors that influence the uptake of health services
and other positive health behaviors.

The research was undertaken in two phases to pro-
vide a comprehensive and additive approach to the
qualitative evaluation. Researchers sought to examine
the effectiveness, success, and challenges of the ACG
approach, particularly in the context of integrated SBC
programming across health areas, per the approved
study protocol.

Methods

The qualitative research focused on the lived experi-
ences of individual participants, described as naturalized
phenomenology.! This report presents results from the
two-phase data collection process in two states: Bauchi
and Sokoto.

In Phase |, social norms exploration (SNE)*? and reflexive
thematic analysis of interview data* were utilized to
find meaning in the data collected and to synthesize

information to report insights. Data were collected using
community conversations (CCs) and in-depth interviews
(IDIs) as well as the ‘My social network’ tool, and the
‘Five whys’ tool as seen in Annex 1 (page 38). These tools
were intended to help understand the activities of the
ACG—which is a formalized structure of natural social
groups—and probe for possible shifts in the social norms
that influence key behaviors, as well as any shifts in other
behavioral determinants across the priority health areas.
The approaches allowed researchers to explore social
norms in a way that reduces discomfort for participants
in revealing personal or sensitive information. Four CCs
were conducted per local government areas (LGAs), and
the total number of all CCs conducted across both study
states was 24. Out of this total, 12 CCs were conducted
among members of the ACG (religious, women, tradi-
tional, and youth leaders); the remaining 12 CCs were
conducted evenly among men and women but across
different age categories. At least 8 IDIs were also con-
ducted per LGA, and the total number of IDIs conducted
across both states was 51. Out of this total, 14 IDIs were
conducted among members of the ACG. The remaining
36 IDIs were conducted evenly among men and women
across different age categories. Data collection occurred
in three LGAs per study state. In Sokoto, these LGAs were
Wammako, Dange Shuni, and Kware. In Bauchi, the LGAs
were Bauchi, Ganjuwa, and Misau. The data for the phase
| of this study were collected over two weeks from 17 to
28 May 2021.

In Phase Il, the principal qualitative methods used were
social network analysis (SNA) and IDIs. The objective of
SNA, critical for answering the research objectives, is to



examine social structures using networks and graph the-
ory (analysis of graphs to examine connections between
networks). SNA defines the networked systems of
individuals and was adopted in this study to understand
information flows and possible facilitators and barriers
for normative behavior change. Phase Il data collection
also consisted of IDIs with 15 ACG members and 36 ACG
beneficiaries. Data were collected in three LGAs in Bauchi
and just one LGA in Sokoto due to security reasons.

The data were collected over two weeks, from 15 to 26
November 2021. Fieldwork was implemented simultane-
ously in the two study states with the aid of eight trained
field assistants, research officers, and research analysts
coordinating the study.

Nvivo software was used for the management of data
throughout the analysis process. The study received
ethical approvals from the Institutional Review Board of
Tulane University, the National Health Research Ethics
Committee (Nigeria), and the Sokoto and Bauchi State
Ethical Review Boards.

Findings

Study objectives

The synthesized Phase | and Phase Il findings are pre-
sented below in relation to the two research objectives
for the study defined at the protocol stage:

® Objective #1: Assess the context in which the
integrated SBC ACG model is operating in the early
period of Breakthrough ACTION/Nigeria program-
ming (social networks, information flows) and the
potential facilitators and barriers to normative,
ideational, and behavior change.

® Objective #2: Investigate how implementation of
the integrated ACG approach is changing/influencing
prioritized social and gender norms identified by
Breakthrough ACTION: 1) unequal agency on health
decision-making, 2) acceptance of early marriage/
childbearing, 3) traditional nutritional practices and
restrictions, and 4) belief in traditional remedies for
MNCH problems) and the adoption and practice of
select behaviors.?

2At the time of data collection four norms were provided by Breakthrough
ACTION but a revised list of priority norms was provided by Breakthrough
ACTION inJuly 2022, this is included below with information available
from the dataset.

Objective #1: Assess the context in which the integrated
SBC ACG model is operating in the early period of
Breakthrough ACTION/Nigeria programming (social
networks, information flows) and the potential facilita-
tors and barriers to normative, ideational and behavior
change.

The study aimed to explore how the ACG model, as

an integrated SBC platform and integral part of Break-
through ACTION/Nigeria programming, has been
functioning, along with its successes and challenges.
Qualitative analysis in both phases explored the lived
experiences of participants, shared through interviews,
social network analysis, and CCs.

Operationally, the ACG model appears to be working

as intended per the experiences of individuals both
providing and receiving programming. The ACG roles and
responsibilities as described by ACG members themselves
align closely with those set out by Breakthrough ACTION/
Nigeria. These include: 1) functioning as advocates,

2) engaging with stakeholders around the priority health
areas, 3) promoting the benefits of childbirth spacing,
and 4) supporting the establishment of strong linkages
between communities and health facilities. Selection of
ACG members is tied to having experience leading exist-
ing community groups and associations. This experience
was critical for the functioning of the ACG model.

The study noted ACG model successes in the following
areas:

1. Engagement with the community: ACG members
reported directly engaging community members
through various means, including community reli-
gious events and ceremonies, household visits, and
community dialogues. They also mentioned referring
community members to health facilities for services.
Interactions with community members using com-
munity platforms and face-to-face meetings facilitate
messaging on the project’s priority health behaviors
and create demand in communities for MNCH+N,
malaria, and child spacing services. Well-attended
and culturally relevant community platforms are
routinely used for advocacy and sharing of health
promotion messages, allowing for the model to
work through the expected channels (e.g., town hall
meetings, sermons, and social events such as naming
and wedding ceremonies).

2. Performance: ACG members reported perceptions
of positively influencing community members on
all practices related to the priority health behaviors



(e.g., family planning, antenatal care (ANC), immu-
nization), including demand creation for MCHN+N
and childbirth spacing services. This perception was
linked most closely to perceptions of reductions in
home births, increase in adoption of child spacing
methods, and improvements in care-seeking for
childhood illnesses.

3. Linkages with the healthcare community: The
model appears to have succeeded in facilitating
linkages between ACG members and health care
workers for example, by advocating for needed
improvements in health facilities. This, in turn, has
helped to build demand for critical health services
and advocacy for quality improvement.

4. Reach: ACG structures involving religious leaders
were described as having a wider reach relative to
other traditional and community leaders. Religious
leaders regularly use sermons infused with health
messages and capitalize on their more elevated
status in the social ecology to achieve broad support
for messaging. Other ACG members have worked
through narrower population sub-groups, facilitating
linkages with community associations such as those
for youth, women, and other community groups.
The perception is that religious leaders who are ACG
members may have a broader impact because they
are able to work across all population groups.

Objective #2: Investigate how implementation of the
integrated ACG approach is changing/influencing
prioritized social and gender norms identified by
Breakthrough ACTION/Nigeria: 1) unequal agency on
health decision-making, 2) acceptance of early mar-
riage/childbearing, 3) traditional nutritional practices
and restrictions, and 4) belief in traditional remedies for
MNCH problems) and the adoption and practice of select
behaviors.?

The social norms exploration component of the study,
which was intended to look for potential shifts in social
norms influencing key behaviors that might be attribut-
able to the ACGs, yielded important findings related to
the gender norms that Breakthrough ACTION/Nigeria
has prioritized in their SBC programming, including those
noted below. However, due to the qualitative nature of

PAt the time of data collection four norms were provided by Breakthrough
ACTION, but a revised list of priority norms was provided by Breakthrough
ACTION inJuly 2022, this is included with information available from the
dataset.

the study, it was not possible to directly demonstrate
measurable changes in norms.

1. Limited mobility and social interactions for women:
Traditionally, women require permission from
husbands or male guardians to seek health care, both
for themselves and for their children, except in cases
of emergency. However, there is data indicating that
this attitude is shifting. ACG members perceived
that husbands/male guardians are increasingly likely
to grant “advanced permission” for women to seek
necessary healthcare. ACG beneficiaries reported
the same. However, this does not appear to be a
true shift in norms, rather a change to the timing of
granting permission.

2. Unequal agency in health decision-making:
Traditionally, husbands are the ultimate decision
makers for many health behaviors. There is the
perception that it is a wife’s responsibility to con-
vince her husband of the need for health services,
perhaps through enlisting the support of mothers-
in-law, religious leaders, and traditional leaders.
For this latter role, ACGs appear to be fulfilling their
responsibilities by actively discussing and encourag-
ing shared decision-making on health matters. This
has led to perceptions of shifts toward more shared
decision-making, particularly with respect to ANC
and facility-based deliveries.

3. Acceptance of early marriage/childbearing: Total
fertility among women in these areas remains high,
and they are traditionally expected to allow as many
pregnancies as their husbands/in-laws deem appro-
priate. As with decisions about using health services,
husbands are the principal decision makers around
birth spacing, which was considered by some par-
ticipants to be against religious tenets, even though
this latter norm might not be formally endorsed by
religious leaders. The data collection did not result in
any information on changes to norms around early
marriage. By enlisting religious leaders into their
model, the ACG approach is working to shift norms
promoting greater acceptance of reproductive health
services, including ANC, facility deliveries, and family
planning.

4. Tolerance for gender-based violence (GBV). GBV
toward women has been historically tolerated as a
correctional measure and a consequence of ‘disre-
spect’ for male authority. Disrespect is perceived as a
wife’s stubbornness or refusal to accept a husband’s
viewpoint and decisions, including about healthcare.



Itis also perceived that there is a religious rationale
for GBV in cases of disobedience, and subjective
norms tolerating GBV are entrenched within social
groups. GBV is socially tolerated more among young
men/those who had early marriage as compared
with older couples. Community norms related to
GBV appear to be shifting due to modernization and
progressive beliefs. An example of this was assertion
of ACG beneficiaries that incidents of GBV has
reduced owing to increased education among com-
munity members. ACG members received training on
creating awareness and understanding to reduce it.

5. Traditional nutritional practices and restrictions:
Women have not historically been encouraged to
breastfeed a newborn immediately after delivery,
and adverse social norms hold great weight, adding
difficulties to the work of the ACGs. Infants are often
given holy water and denied first breast milk under
the belief that colostrum, because of being per-
ceived as dirty or polluted, has no benefit. Exclusive
breastfeeding is far from the norm as many people
believe that breast milk is not sufficient for children’s
energy needs and growth. ACG members note that
they encourage exclusive breastfeeding for the first
six months of life, although the exact definition of
“exclusive” used by ACG members is sometimes
unclear. ACG members also encouraged community
members to seek health care workers’ opinions for
complementary feeding after six months of exclusive
breastfeeding, but traditional nutritional practices
and restrictions are slow to change.

6. Belief in traditional practices for MNCH issues:
Receiving treatment at home with traditional
remedies, or using medicines acquired outside of
health facilities, is perceived to save money for the
family and show that a woman is strong. Health
care workers in facilities are often not kind and
regularly mistreat patients. For women who are
healthy and robust, ANC is not seen as compulsory.
Women who have an illness or have had a previous
complicated pregnancy are more likely to seek care.
Immunizations are not perceived as important for
infants’ health, nor are they considered compulsory.
Side effects are believed to make immunization
dangerous. ACG members have been encouraging
and facilitating the utilization of health services for
MNCH issues, but these norms are slow to change.

The synthesis of Phase | and Phase Il data centered on
the learning question: What are the promises and pitfalls

of integrated SBC messaging within the ACG model, and
what is the potential for impact?

Work across both phases of the study highlighted import-
ant facets of the program that encourage success, as well
pitfalls that may constrain overall effectiveness.

What are the promises and pitfalls of integrated
SBC messaging within the ACG model, and what
is the potential for impact?

Promising areas

Skill-building in community engagement and com-
munity liaison: ACG members described receiving
supportive training from Breakthrough ACTION on how
to mobilize communities, which is beneficial even beyond
their roles as health advocates. They further reported
that the formalized structure of the ACG program
provides a good entry to communities and serves as an
important conduit by which district heads can reach
those communities, again providing useful community
support beyond health.

Combination of mid- and mass media: ACG members
noted that their work has been bolstered by radio
broadcasters transmitting similar SBC messages, lending
credibility and support to their own work, reinforcing
health messaging, and reaching broader audiences. This
complementarity between the ACG model and mass
media SBC, a central component of the Breakthrough
ACTION/Nigeria approach, may warrant further explo-
ration and could serve as a promising avenue for future
SBC programming and expansion.

ACG model setup: The structure of the ACG model,
based on close liaison and social support from gov-
ernment leaders at all levels to mobilize and reach
communities of interest, provides a source of intrinsic
motivation to ACG members, despite the lack of financial
remuneration. Members feel empowered to do their
work given the strong social connections and support
for advocacy. As a result, ACG members find the work
inherently rewarding, a fact that speaks to the overall
operability and potential sustainability of the model.

Reach of ACGs: The potential of ACGs to influence health
appears strong yet can vary by geography and health
topic. Analyses of information flows in Sokoto show that
respondents were influenced by religious or traditional
leaders for ANC, immunizations, and child spacing, with
traditional leaders appearing to be more influential than



religious leaders. This would appear to indicate that ACGs
in Sokoto could continue to serve as an important source
of information and motivation (and perhaps an enhanced
role) to improve the health of community members.

In Bauchi though, the potential influence of ACGs appears
somewhat smaller, and may be overshadowed by the
influence of spouses and family (however, the qualitative
sampling was not based on probability and thus is not
statistically validated). Across health topics, traditional
leaders were cited as influencers by few respondents. No
respondents cited religious leaders as influencers on the
treatment of child illnesses and few respondents cited
religious leaders as influencers for child nutrition, ANC,
and immunizations. The health area for which they were
most frequently cited as influencers was child spacing,
yet even there they were deemed far less influential

than spouses (the majority) and family members. Other
models, or tweaks to the existing ACG model, may be
required to improve effectiveness. (NB: data collected
within this qualitative study were not based on probabil-
ity sampling and therefore are not broadly generalizable).

Pitfalls

Talk may be cheap: Some ACG members expressed
concern that they were not able to offer tangible bene-
fits to the communities they reach. Members felt their
advocacy efforts could be strengthened if they could
offer incentives. The nature of the incentives was not
discussed but may be worth future consideration.

Broad reach versus intensive reach: Some ACG mem-
bers speculated that face-to-face and in-person events
such as sermons and community meetings might be less
effective or efficient than mass media radio broadcasts
simply because radio can reach more people. Reinforcing
ACG members’ sense of self-efficacy in achieving lasting
behavior change could further empower them and
contribute to sustainability.

Potential for impact

Influence of traditional and religious leaders: Tradi-
tional and religious leaders are revered and influential in
their communities, as well as being efficient community
organizers, and therefore are likely to have strong poten-
tial for impact in their role as ACG members. This impact
is seen as being enhanced by ongoing efforts to work
with youth leaders.

Mode: ACG members felt that the community-based
approach fostered their ability to discuss/disseminate
the priority behaviors with the populations of interest in
a short amount of time, making the ACG approach both
feasible and acceptable to communities. ACG members
also noted that this approach allowed them frequent
contact with community members (1-2x/week) and
repeated dissemination of key behavior messaging,
further enhancing their potential for impact.

Innovation: The close relationship between ACG
members and other community members allows for a
two-way communication, which enables ACG members
to hear and respond to the concerns of the latter group.
This has led to some unique innovations fostering cre-
ative feedback and communication. Religious leaders in
one community created a WhatsApp group to share their
ACG-related activities with other ACG members, allowing
the latter group to keep abreast of their peers’ activities
and to refine their own.

Health gains: ACG members and beneficiaries noted
increased health knowledge and increased use of health
facilities in the communities where the ACGs are working.
There were perceptions of reductions in home births and
child illnesses and greater long-term impacts on perinatal
health. Cross-referencing these perceptions with quanti-
tative data on health service utilization is warranted.

Conclusion and recommendations

Data from this study indicate that among many key
health areas—including child spacing, MNCH+N, and
malaria—there has been increased awareness of health
issues because of the ACG activities. Some areas appear
slower to change, such as immunization, GBVY, and
nutrition, potentially a result of entrenched social norms.
Both ACG members and beneficiaries of the program
expressed a positive regard for the work and a perceived
resultant improvement in health and behavior in line
with the aims of the program. Challenges or pitfalls were
described mainly in relation to the lack of tangible bene-
fits that ACG members could provide to communities, as
well as the perception that media may be more effective
than person-to-person communication. Based on the
findings from both phases of this qualitative enquiry, the
following programmatic implications and recommenda-
tions are noted:

BREAKTHROUGH RESEARCH | MARCH 2023
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Continue to support the ACG members in the same
way as before but with additional resources—who
are well-respected in their communities and have
wide reach and easy access to their community
members—in their roles as reliable sources of
information on key health areas, although perhaps
with some tweaks to the model such as promoting
further involvement of ACG in complementary
media campaigns and providing greater supportive
supervision.

Increase the reach and effectiveness of the ACG
model through mass media and other channels,
which provide important reinforcement for and
enhance the credibility of messages delivered by the
ACG.

Strengthen the ability of ACG members to advocate
for beneficiaries in matters of health service quality
improvement.

Examine other mechanisms of motivating ACG mem-
bers. While ACG members reported feeling intrinsic
motivation from directly benefiting their communi-
ties and from the broad support or recognition they
receive from government and local leaders, such
intangible benefits may only go so far. It warrants

exploration of supportive structures to maintain this
high level of motivation and pro-social commitment.

Provide additional support in the form of incentives
or linkages with complementary programs to ACG
members for addressing entrenched norms that
appear slower to change such as on immunization,
GBV, and nutrition. Because of their influence and
access to communities, ACG members are well-posi-
tioned to affect normative and behavioral change.

Proactively address potential issues of sustainability,
such as lack of financial support to ACG members
and the perception that they do not have tangible
incentives to offer program beneficiaries. This could
be achieved by preparing local governance struc-
tures to support ACG members to continue their
work through sensitization and providing evidence of
benefit.

Compare perceptions of increased service utilization
with quantitative data on health service utilization

in areas where the ACG model is active (as well as

in control areas where the ACG model does not oper-
ate). This may provide additional empirical support
for the effectiveness of the ACG model.

QUALITATIVE RESEARCH ON BREAKTHROUGH ACTION’S ACG MODEL FORINTEGRATED SBC PROGRAMMING IN NIGERIA



In northern Nigeria, traditional and religious leaders

are highly influential in all aspects of peoples’ lives.

This influence can even extend to health-related issues
particularly ones related to reproductive health and
fertility, issues that are often assumed to be “up to God.”®
It would therefore seem logical for health programs in
this region to enlist the assistance of these influential
leaders to work to promote better health among their
populations. This study sought to provide more informa-
tion on the effectiveness of working through traditional
and religious leaders to shift norms and behaviors related
to better health.

Studies in Nigeria and other West African countries
have identified a possible role for religious leaders in
improving health, although the focus has principally
been in family planning. A recent study by Adedini and
colleagues, for example, assessed the association of
exposure to religious leaders’ tailored scriptural family
planning messages with contraceptive use in Nigeria
through cross-sectional survey data from 2015 in four
Nigerian states—Federal Capital Territory, Kaduna,
Kwara, and Oyo. The authors noted that about 40% of
women of reproductive age had been exposed to family
planning messages from religious leaders in the past
year.” Multivariate analysis revealed significantly higher
contraceptive uptake among women who had exposure
to family planning messages from religious leaders
relative to those with no exposure, although the study
could not identify whether the relationship was causal
or simply that women who heard such messages were
different in ways that influenced their contraceptive use.’

Similar studies have also identified a link between
exposure to religious leaders’ family planning messages
and increased uptake of contraception, although in the
case of Speizer et al. (2018), the authors are quick to note
that they “cannot show causal relationships between
program activities [involving religious leaders] and the
outcomes of interest.”® Other recent studies have utilized
religious and traditional leaders to address sexual and
reproductive health services in Zambia,’ female genital
mutilation,’® and support for HIV prevention and care

for men who have sex with men in Kenya,'* as well as
male circumcision.’> Community- based qualitative work
around emergency transport for obstetric emergencies

in Nigeria has also indicated that religious leaders were
perceived as a key group to be involved in demand
creation.”

Religious leaders have also been shown to be influential
on the healthcare supply side. A recent study by Walker
et al. used a matched subject study design to compare
health care providers’ performance in health facilities
where conservative Muslim opinion leaders were utilized
as champions and health communicators to train health
providers on correct religious precepts related to mater-
nal, newborn, and child health (MNCH).** The authors
found a significant difference both in perceptions and in
practices with respect to MNCH uptake between health
care providers in intervention and control facilities.

Breakthrough ACTION/Nigeria

In northwestern Nigeria, the USAID-funded Break-
through ACTION project has been working with religious
and community leaders using an approach known as

the Advocacy Core Group (ACG) model. Breakthrough
ACTION/Nigeria is the follow-on project to the Johns
Hopkins Center for Communications Programs Health
Communication Capacity Collaborative (HC3) project
(2014 to 2018).*> Operating in three northern states
(Bauchi, Sokoto and Kebbi), HC3 sought population health
improvements through three principal mechanisms:

1) advocacy outreach to opinion leaders and community
influencers at state and LGA levels; 2) direct engagement
of community members through community dialogues
and group meetings that included referrals for services;
and 3) complementary social and behavior change (SBC)
messaging through mass and mid-media.

While HC3 worked to influence religious and community
leaders, Breakthrough ACTION/Nigeria extends the
approach by enlisting those leaders to share positive
health messages among their constituents in what is
known as the ACG model. ACG activities encompass
work under the overarching concept of ‘adalci’ which is a
Nigerian term for Islamic guidance on family and commu-
nity principles, and programming focuses on addressing
the gender norms described in this report. The goal of
adalci is to provide a level playing field and is rooted in
Islamic teachings that guide family and community life.
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Using the lens of adalci, Breakthrough ACTION/Nigeria
is implementing interventions with the deliberate
inclusion of women, particularly female religious
leaders, to disseminate information in the community
and bring the needs of women to the forefront. ACG
members undertake several roles and responsibilities
(listed in Table 1) through advocacy, facilitation,
engagement with communities, and general support.

To assess the operation and potential effectiveness of
the ACG model in influencing community-level norms
and individual behaviors, this study uses a qualitative
approach based on the perceptions of implementers
and program beneficiaries. The study had two distinct
phases. The objective for the first phase of research
was to explore how the ACG model, as an integrated
SBC platform, is working. Specifically, the research
sought to assess existing social networks and health
information flows by health area with the objective of
identifying facilitators and potential barriers to norma-
tive, ideational, and behavior change in the context of
the application of the ACG model. Due to the COVID-19
pandemic, data collection for Phase | of this study was
delayed. At the time of data collection in 2021, the
ACG approach had already been implemented in the
study areas, so findings from the first phase reflect a
context influenced by the pandemic, security concerns,
and prior experience by participants with the model. It
is possible that early implementation of the approach
might have impacted baseline norms and behaviors,
but we are unable to account for this possibility and,
as this is a qualitative study, it is not intended to
specifically quantify changes in norms and behaviors
rather it provides insight into the lived experiences and
reported perceptions, understandings, and beliefs of
those who participate. The results of the first phase
also informed the development of research and

tools for the second phase of inquiry, which assessed
how implementation of the ACG model has shifted
Breakthrough ACTION/Nigeria’s prioritized gender and
social norms, ideations, and potentially impacted the
practice of priority behaviors across targeted health
behaviors. The second phase built on the work of the
first phase to add social network analysis (SNA) and
additional data from in-depth interviews (IDIs) to allow
Phase Il analysis and synthesis of the larger body of
data for answering the two research objectives and

to provide the broader picture of potential for effec-
tiveness as well as the promises and pitfalls of the ACG
model.

TABLE 1 RESPONSIBILITIES OF SBC-ACG MEMBERS
AT ALL LEVELS

Address barriers, wrongful beliefs, and misconceptions on
reproductive, maternal, newborn, and child health plus nutrition
(RMNCH+N) interventions.

Support demand creation for MNCH interventions, including
childbirth spacing.

Engage with community, traditional, key opinion, and influential
leaders in the local government areas (LGAs) and communities.

Facilitate discussions aimed at reducing barriers and increasing
access to RMNCH+N interventions.

Support efforts to ensure the messages used for demand creation
are culturally appropriate and acceptable.

Facilitate dissemination of correct information on RMNCH+N
interventions, including childbirth spacing through mass media.

Support efforts to ensure special groups including women, youth,
married adolescents, disabled people, internally displaced persons,
and refugees have access to correct information on RMNCH+N
interventions.

Advocate for resources and support to governments, communities,
non-governmental organizations, relevant institutions, and other
stakeholders.

Advocate with government and implementing partners on
establishment and provision of accessible and quality RMNCH+N
services.

Contribute to development and implementation of RMNCH+N and
childbirth spacing programs in the states.

Perform other tasks as deemed necessary by the chair/co-chair.
STATE LEVEL

Serve as a critical mass of faith leaders and other stakeholders who
are advocates of RMNCH+N at the state level.

Disseminate accurate religious and cultural perspectives on
RMNCH+N interventions on mass media, during community
activities and at formal state or national functions (meetings,
seminars, conferences, etc.).

Promote the benefits of childbirth spacing for the health of
mothers