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[bookmark: _Toc92964469]Additional File 1: PRISMA-P 2015 Checklist	

This checklist has been adapted for use with systematic review protocol submissions to BioMed Central journals from Table 3 in Moher D et al: Preferred reporting items for systematic review and meta-analysis protocols (PRISMA-P) 2015 statement. Systematic Reviews 2015 4:1

An Editorial from the Editors-in-Chief of Systematic Reviews details why this checklist was adapted - Moher D, Stewart L & Shekelle P: Implementing PRISMA-P: recommendations for prospective authors. Systematic Reviews 2016 5:15

	Section/topic
	#
	Checklist item
	Information reported 
	Line number(s)

	
	
	
	Yes
	No
	

	ADMINISTRATIVE INFORMATION  

	Title 

	  Identification 
	1a
	Identify the report as a protocol of a systematic review
	[bookmark: Check3]|X|
	|_|
	1

	  Update 
	1b
	If the protocol is for an update of a previous systematic review, identify as such
	|_|
	|X|
	n/a

	Registration 
	2
	If registered, provide the name of the registry (e.g., PROSPERO) and registration number in the Abstract
	|X|
	|_|
	[bookmark: _GoBack]52

	Authors 

	  Contact 
	3a
	Provide name, institutional affiliation, and e-mail address of all protocol authors; provide physical mailing address of corresponding author
	|X|
	|_|
	4-23

	  Contributions 
	3b
	Describe contributions of protocol authors and identify the guarantor of the review
	|X|
	|_|
	460-463

	Amendments 
	4
	If the protocol represents an amendment of a previously completed or published protocol, identify as such and list changes; otherwise, state plan for documenting important protocol amendments
	|_|
	|X|
	n/a

	Support 

	  Sources 
	5a
	Indicate sources of financial or other support for the review
	|X|
	|_|
	450-451

	  Sponsor 
	5b
	Provide name for the review funder and/or sponsor
	|_|
	|X|
	n/a

	  Role of sponsor/funder 
	5c
	Describe roles of funder(s), sponsor(s), and/or institution(s), if any, in developing the protocol
	|X|
	|_|
	450-451

	INTRODUCTION 

	Rationale 
	6
	Describe the rationale for the review in the context of what is already known
	|X|
	|_|
	141-149

	Objectives 
	7
	Provide an explicit statement of the question(s) the review will address with reference to participants, interventions, comparators, and outcomes (PICO)

	|X|
	|_|
	183-195

	METHODS 

	Eligibility criteria 
	8
	Specify the study characteristics (e.g., PICO, study design, setting, time frame) and report characteristics (e.g., years considered, language, publication status) to be used as criteria for eligibility for the review
	|X|
	|_|
	327-334

	Information sources 
	9
	Describe all intended information sources (e.g., electronic databases, contact with study authors, trial registers, or other grey literature sources) with planned dates of coverage
	|X|
	|_|
	286-308

	Search strategy 
	10
	Present draft of search strategy to be used for at least one electronic database, including planned limits, such that it could be repeated
	|X|
	|_|
	Table 1

	STUDY RECORDS 

	  Data management 
	11a
	Describe the mechanism(s) that will be used to manage records and data throughout the review
	|X|
	|_|
	319-325

	  Selection process 
	11b
	State the process that will be used for selecting studies (e.g., two independent reviewers) through each phase of the review (i.e., screening, eligibility, and inclusion in meta-analysis)
	|X|
	|_|
	327; 345

	  Data collection process 
	11c
	Describe planned method of extracting data from reports (e.g., piloting forms, done independently, in duplicate), any processes for obtaining and confirming data from investigators
	|X|
	|_|
	339-347; Table 2

	Data items 
	12
	List and define all variables for which data will be sought (e.g., PICO items, funding sources), any pre-planned data assumptions and simplifications
	|X|
	|_|
	Table 2

	Outcomes and prioritization 
	13
	List and define all outcomes for which data will be sought, including prioritization of main and additional outcomes, with rationale
	|_|
	|X|
	n/a

	Risk of bias in individual studies 
	14
	Describe anticipated methods for assessing risk of bias of individual studies, including whether this will be done at the outcome or study level, or both; state how this information will be used in data synthesis
	|X|
	|_|
	330-334; Figure 4

	DATA

	Synthesis 
	15a
	Describe criteria under which study data will be quantitatively synthesized
	|_|
	|X|
	n/a

	
	15b
	If data are appropriate for quantitative synthesis, describe planned summary measures, methods of handling data, and methods of combining data from studies, including any planned exploration of consistency (e.g., I 2, Kendall’s tau)
	|_|
	|X|
	n/a

	
	15c
	Describe any proposed additional analyses (e.g., sensitivity or subgroup analyses, meta-regression)
	|_|
	|X|
	n/a

	
	15d
	If quantitative synthesis is not appropriate, describe the type of summary planned
	|X|
	|_|
	352-366

	Meta-bias(es) 
	16
	Specify any planned assessment of meta-bias(es) (e.g., publication bias across studies, selective reporting within studies)
	|_|
	|X|
	n/a

	Confidence in cumulative evidence 
	17
	Describe how the strength of the body of evidence will be assessed (e.g., GRADE)
	|X|
	|_|
	Figure 4




[bookmark: _Toc92964470]Additional File 2: Initial Queries to Expert Advisory Committee

As a reminder I am conducting this realist review to develop some initial programme theories on how/for whom/to what extent community engagement is effective in MNH. Your answers to these questions will be used to conduct the background search to inform the first formulations of those candidate theories. 
1. Are there any seminal papers or literature that you would recommend that describe how community engagement programs have worked? 
2. What do you believe are some of the key theories behind how community engagement works? 
3. What do you think are the top three “active ingredients” or must haves for an effective community engagement program? 
4. What are the top three challenges or problematic issues faced by community engagement programs?
5. Are there any unique considerations for community engagement work operating in LMICs?

Please let me know if you prefer to have a quick chat about your thoughts on these questions rather than responding via email. 




[bookmark: _Toc92964471]Additional File 3: Candidate Initial Programme Theories Shared with Expert Advisory Committee for Feedback

Instructions: Please provide any comments/suggestions you have on the following theories. This may include (but is not limited to) which aspects are important or missing or need further clarification. Please feel free to email me at sara.dada@ucdconnect.ie if you have any further questions or if you would prefer to schedule a short chat to provide any feedback verbally. 

cIPT1: If the MNH programme implementers use multiple and accessible avenues to communicate with the community (print, radio, group meetings, etc.) about the MNH intervention on a regular basis with messaging that is relatable, then the programme’s messaging will be easy to understand. This will create multiple opportunities for community members to learn about and engage with the MNH programme. These approachable and accessible avenues of communication in addition to the community’s awareness of the intervention enables community members to participate in a reciprocal dialogue with the implementers.

cIPT2: If the MNH implementers listen and respond to community needs and feedback by modifying the intervention (throughout its implementation) and are transparent about how the community’s feedback has influenced the intervention, then the community (both women and their families) will be more motivated to engage and participate in the intervention because it will be relevant to their needs and concerns and they will feel respected by the implementers because their concerns have been heard and responded to.

cIPT3: If the MNH intervention places the community at the center of the program by involving community members early and continuously (for example through with local stakeholders on design and recruiting/collaborating with local staff for implementation), then the programme will be appropriate to the local setting’s needs/contexts and will encourage women and their families to participate because the intervention is being delivered with/by their community peers.

cIPT4: If the MNH implementers acknowledge local power structures, hierarchies, and governance (for example, by approaching local traditional or religious leaders or using polite/appropriate language and titles in conversations), then this will foster a sense of trust and respect between the community members and the implementers and encourage the community to engage further with the programme.

cIPT5: If the MNH implementers involve existing programmes and community groups/structures within and around the health system, then the community will be more likely to participate in the MNH intervention because these groups have already built trust within the community and have the opportunity to produce more sustainable impact by building off of their existing capacity. However, if these structures or local governments and systems are not trusted by the communities (e.g. - a result of political/cultural conflict), then working with these groups may not be enough. 
