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EXECUTIVE SUMMARY 

In March 2011, the United Nations (UN) H4+ agencies1 (UNAIDS, UNICEF, UNFPA, WHO and the World Bank), in 
collaboration with the Canadian International Development Agency (CIDA), developed a Joint Programme to 
accelerate progress in Reproductive, Maternal, Newborn and Child Health (RMNCH) in five African countries: 
Burkina Faso, Democratic Republic of Congo (DRC), Sierra Leone, Zambia and Zimbabwe. This $50 million/5 
year agreement is the first country level collaboration among the H4+ in support of the implementation of the 
commitments made to the United Nations Secretary General’s Global Strategy for Women’s and Children’s 
Health launched in 2010. UNICEF, UNFPA and WHO are the recipients of the funds and implementing agencies 
of the grant, with UNFPA acting as the Administrative Agent, and UNAIDS and the World Bank are 
collaborating agencies.  

Country teams have developed 5 years budgeted plans, which were approved by the Steering Committee in 
July 2011. Work plans for 2011-2012 were finalized in the last quarter of 2011 and implementation of activities 
started in the first quarter of 2012. H4+ agencies at global level also prepared a 2011-2012 work plan that was 
approved by the Steering Committee.   

Selected progress and highlights from 2011-2012 at global and country levels as a result of the grant are 
presented below. Other results and areas of progress, i.e. contribution to gender equality, engagement of 
other donors, establishment of sound monitoring and evaluation mechanisms, etc., are further explained in 
the report.  

GLOBAL LEVEL 

During the current reporting period, UNICEF, UNFPA and WHO provided leadership and oversight of seven 
global areas of activity. Key accomplishments under the seven areas will help establish a strong evidence-base 
for programme planning and implementation at the country-level. 

Area 1. Mapping/monitoring of global and country activities within broad H4+ scope of work and 
implementation of the United Nations Secretary General’s Global Strategy for Women’s and Children’s 
Health  

A mapping of progress and needs in implementation of country commitments to the Global Strategy has been 
conducted through a questionnaire that was completed by 53 countries. Detailed country profiles according to 
the H4+ scope of work areas have been published, which will help identify key areas of intervention and guide 
national planning. 

Area 2. Developing tools and building capacity for strategic planning, programme management, 
implementation and monitoring and evaluation for reproductive, maternal, newborn and child health 

A toolkit containing a set of key tools and approaches for strategic planning, programme management and 
programme review for RMNCH was agreed to and used among H4+ agencies. This toolkit includes the 
integrated guidelines for reviewing RMNCH programmes, which were recently developed also with the support 
of this grant to respond to the need for more harmonization and streamlining among maternal and perinatal 
health and newborn and child health.  

Area 3. Continued work to disseminate H4+ products for accelerated action in countries 
                                                           
1 UN Women recently joined the H4+, in year 2012.  
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The H4+ supported the development of a checklist for rapid review of national RMNCH plans. The checklist has 
been incorporated into a comprehensive Rapid Assessment of RMNCH Life-Saving Interventions and 
Commodities (RAIC) tool. This tool is being developed to assist countries in sharpening their RMNCH plans. 

Area 4. Documentation of good practices and sharing of knowledge among the H4+ through South-South 
collaboration 

The H4+ has conducted a global review of published and grey literature on innovations in maternal and 
newborn health (MNH), and has developed a compendium of country case studies on innovative approaches. 
The ultimate goal is to inform countries on existing innovative approaches and highlight some key 
considerations for bringing MNH innovations to scale. 

Area 5. Outline of increased H4+ communication efforts to support the implementation of the Global 
Strategy in priority countries 

The H4+ has increasingly advanced critical communication and information sharing necessary to develop 
support among stakeholders to support implementation of the Global Strategy: the H4+ has prepared and 
disseminated two briefs summarizing the partnership’s background, specific commitments to the Global 
Strategy, main achievements, current activities, and future plans; an H4+ splash page has been created on the 
Every Woman Every Child website; the H4+ has organized a high-level advocacy event positioned at the 
margins of the opening session of the 67th Session of the UN General Assembly.  

Area 6. Strengthening support to national procurement plans for essential medicines and medical devices 

A draft of the H4+ List of Essential Medical Devices for Maternal and Newborn Health and a draft Diagnose-
Intervene-Verify-Adjust (DIVA) Procurement and Supply Management module have been developed. Both will 
be published in 2013. 

Area 7. Strengthening support to countries to improve human resources for MNH (in particular skilled birth 
attendants) in number and quality 

The High Burden Countries Initiative, aimed to conduct national midwifery workforce assessments, is on its 
way. A technical guidance document has been produced and published. Four countries (Afghanistan, 
Bangladesh, Ethiopia and Tanzania) have now completed their report, to be endorsed by the government 
before conducting high-level policy dialogue on strategic long-term investment on human resources for 
Millennium Development Goals 4 and 5.  

COUNTRY LEVEL 

Below are the highlights of 2011-2012 at the country level as a result of the grant, organized by the grant 
identified outputs. 

Output 1. Leadership and Governance:  Governance and management of health sector as well as financing 
system are strengthened to ensure RMNCH services respond to the need of women and their children 

In Sierra Leone, a gap analysis comparing the 2009 MCH Aides’ curricula to desired Global Midwifery Standards 
(as defined by the International Confederation of Midwives) has been conducted. The gap analysis report was 
used to review, update and validate the curriculum and the updated curriculum is now being implemented in 
the country.   
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In DRC, as a result of H4+ advocacy efforts, parliamentary debates on the allocation of resources for MNCH in 
the provinces supported by the grant has led to commitments of provincial governments to increase resources 
for MNCH through a budget line registration for MNCH. 

Output 2. Health financing: Availability of funds and right financial incentives to providers, to ensure that all 
individuals have access to effective public health and personal health care 

In Zimbabwe, thanks to the advocacy from stakeholders including the H4+, a multi-donor pooled fund to 
support revitalization of, and increased access to, primary health care including MNCH services (the Health 
Transition Fund, HTF) has been created. The HTF complements government funds to enable government to 
discontinue maternity user fees at the district primary health care level. 

In Sierra Leone, the process to establish a national voucher system and develop in-kind packages for 
vulnerable pregnant girls and women and hard-to-reach groups is underway.  The operational guidelines for 
both are completed and awaiting validation and dissemination.   

With the support of the H4+, the establishment of health mutual funds/health mutual organizations is 
underway in one of the CIDA supported provinces. A committee for the management and technical support of 
health mutual funds has been set up and is functional in the province; a survey on community’s perception has 
been conducted; and a mapping of potential donors from the private sector has been done.  

Output 3. Health technologies and commodities: Commodities and technologies are available in health 
facilities to deliver comprehensive RMNCH services to women and their children 

In Burkina Faso, rapid tests for early detection of HIV/AIDS have been provided with the support of the H4+ to 
all facilities providing Prevention of Mother to Child Transmission of HIV (PMTCT) services. 

The H4+ in Zambia supported the national training plan for scale up of mobile phone technology (m-health) to 
remind pregnant women and mothers with newborn babies for follow-up services through community 
workers.  

In Sierra Leone, a proposal and budget have been finalized for using m-health for real-time monitoring of 
maternal and perinatal deaths, and stock-outs of contraceptives and life-saving medicines.  

Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver 
comprehensive RMNCH services to women and their children 

Training modules for providers on PMTCT have been developed with the support of the H4+ in Burkina Faso. 

In Sierra Leone, CIDA funds have been used to pay allowances to 152 MCH Aides trainees and 200 tutors and 
coordinators. The tutors and coordinators were responsible for the training of 702 MCH Aides trainees in 11 
district-based MCH Aide schools who took their final exams during the fourth quarter of 2012. Slightly over 
half (52%) of the trainees passed in all the examination papers. The 365 successful candidates have been 
subsequently deployed to work in peripheral health units. 

In Zambia, an innovative strategy being supported by the CIDA funds is the re-engagement of 17 retired 
midwives to increase skilled-birth deliveries, especially in hard-to-reach areas. 

In Zimbabwe and DRC, forty-six (46) and forty-five (45) active Community Health Workers (CHWs), 
respectively, were trained on community-based RMNCH services, including essential newborn care in the 
targeted districts. 
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Output 5. Health Information systems, monitoring and evaluation: Functional Health Management 
Information Systems (HMIS), adequate data collection, management, and quality assurance systems to better 
inform planning processes and decision-making, implementation science, research 

x Fifty (50) regional trainers were trained, as well as service providers in all health districts of the two 
regions supported in Burkina Faso by the CIDA grant, on maternal and neonatal death audits in order to 
prepare for a rapid scaling-up of this approach. 

x With the support from the H4+ In Zimbabwe, guidelines and tools for maternal death review, including 
maternal and perinatal death audits, were finalized and are being printed to be disseminated. 

Output 6. Health service delivery: Access and uptake of quality MNH care at community level especially in 
remote areas and integrated RMNCH services 

x In DRC, one hundred twenty (120) community-based agents were trained on distribution of contraceptives 
in the CIDA supported districts. 

x In Zambia, an assessment was conducted in all the districts, with support from the H4+, to identify 
maternity waiting homes and maternity wings that needed to be renovated. Rehabilitation of at least three 
identified facilities in each district will commence in 2013. 

Output 7. Demand including community ownership and participation 

x Study tours to Niger have ben supported by the H4+ in Burkina Faso with a focus on the ”Husbands’ 
School” model, aimed at increased involvement of men in Family Planning (FP).  An action plan to adapt 
and implement the strategy in one region by creating 10 schools has been developed.  

x In Zambia, demand for RMNCH services was enhanced through community mobilization by establishment 
of Safe Motherhood Action Groups and Community-based Distributors of FP commodities in all the 
districts. The communities are now proactive in contributing towards the construction of shelters for 
outreach antenatal care services. Some local chiefs and community leaders participated in review 
meetings concerning improvement of reproductive and MH services. 

Output 8. Communication (including communication for development) and advocacy 

x The H4+ in Burkina Faso supported the development and dissemination of a soap opera on MH, FP, 
gender, fistula, female genital mutilation, immunization, etc. Some episodes are already in circulation and 
can increase awareness on these important issues of health. 

x In Zambia, community campaigns through national television spots were conducted and contributed to 
raising awareness on PMTCT and pediatric HIV, care, support and treatment. 

x In Zimbabwe, community focus groups were conducted with community leaders, church leaders, parents, 
young people and health workers to assess awareness and utilization of adolescent sexual and 
reproductive health and HIV services. 
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1. PROGRAMME RATIONALE AND BACKGROUND 

Purpose, principles and expectations: The H4+ partnership, comprised of UNAIDS, UNFPA, UNICEF, UN 
Women, WHO and the World Bank, seeks to improve reproductive, maternal, newborn and child health 
(RMNCH), particularly through accelerating progress toward achieving the Millennium Development Goals 
(MDGs) numbers 4 (Reduce Child Mortality) and 5 (Improve Maternal Health). The H4+ has received a five 
year2 $50 million grant from the Canadian International Development Agency (CIDA) to support country-level 
initiatives in five African countries: Burkina Faso, the Democratic Republic of Congo (DRC), Sierra Leone, 
Zambia and Zimbabwe. The main objective of this grant is to support country-level efforts to fulfill 
commitments made under the United Nations (UN) Secretary General’s Global Strategy for Women’s and 
Children’s Health (2010) (the Global Strategy hereinafter), as well as a number of global and regional level 
initiatives. The programme has 3 specific objectives:  

1. To provide joint support for national scale-up of integrated RMNCH interventions with a focus on 
equity, through maximizing the co-ordination and synergies between the agencies; 

2. To support the strengthening of national health systems, in partnership with others and guided by 
national plans;  

3. To collect and analyze data to identify, document and support innovative approaches and evidence of 
what works, for adaptation and roll-out in other high-burden countries.  

The five countries supported by this grant were selected based on the following criteria: countries in which the 
H4+ is already working and where the grant can be aligned with existing processes and complement existing 
funds and programmes, allowing for more coherent progress and results under government leadership; 
countries where the H4+ has pre-existing strong partnerships with national stakeholders, in particular the 
government, to build on; and priority countries in the Global Health Community (countries with high maternal 
and newborn mortality and morbidity and with clear need for additional support).  

At global level, the programme is supporting the following activities: (1) Mapping/monitoring of global and 
country activities within broad H4+ scope of work and implementation of the Global Strategy; (2) Developing 
tools and building capacity for strategic planning, programme management, implementation and monitoring 
and evaluation (M&E) for RMNCH; (3) Sharing of knowledge; (4) Introducing and disseminating H4+ products 
for accelerated action in countries; (5) Developing communication activities; (6) Strengthening support to 
national procurement plans for essential medicines and commodities and, (7) Strengthening support to 
countries in improving human resources for MNCH (in particular skilled birth attendants) in number and 
quality.  

At the country level, the programme is supporting the following areas: (1) Leadership and governance; (2) Health 
Financing; (3) Health Technologies and Commodities; (4) Human Workforce; (5) Health Information Systems; (6) 
Health Service Delivery; (6) Community ownership and participation and (7) Communications and advocacy.   

The following principles guide the H4+/CIDA joint programme: (1) alignment with country priorities; (2) 
ensuring country-level focus, utilizing and strengthening existing processes; (3) ensuring national capacity 
development; (4) promoting use of integration, innovation, partnerships, best evidence and good practices; (5) 

                                                           
2 The duration of the programme is March 2011–March 2016. 
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addressing equity, (6) ensuring a comprehensive approach through the integration of RMNCH with human 
immunodeficiency virus (HIV), nutrition, malaria, and related issues; (7) focusing initially on interventions likely 
to yield early results while ensuring simultaneous efforts on those with longer-term results, and (8) 
strengthening M&E.  

Sustainability of health systems strengthening and other results achieved by the joint programme is expected 
due to several factors, including: (1) the development of buy-in and ownership among key stakeholders at 
country level regarding the importance of ensuring RMNCH, including reduction of maternal and infant 
mortality through increasing access to quality healthcare services; (2) communication, careful planning, 
networking and leveraging of existing initiatives and structures in order to align the interventions and work 
funded by this grant with existing long-term commitments from countries and their national health plans; and 
(3) the emphasis in selected H4+ programme areas on advocacy for maternal, newborn and child health 
(MNCH) allocations and national costed MNCH plans, as well as strategies and interventions that promote 
efficient, effective structures, human resources and programming at national, provincial and district levels (see 
Output Areas, particularly 1, 2, 4).  

The grant is expected to be catalytic as the H4+ work is aligned with: (1) the Global Strategy, thus leveraging 
the high level political attention of the Secretary General to ensure success and results; (2) pursuit of the 
MDGs and thus will measure success in accordance to the MDG indicators; (3) leadership and coordination 
mechanisms for RMNCH at the regional and country levels, thereby providing platforms for identifying and 
acting on opportunities for complementary and synergistic programming.  

Programme start-up: Each country team developed a five-year budgeted country plan; these were reviewed 
and approved by the Steering Committee (SC) in July 2011. In October 2011, a workshop organized in Burkina 
Faso brought together the country teams,3 H4+ regional advisers, the global technical and coordination team, 
and CIDA representatives. During the meeting, country-specific operational 2011-12 annual work plans were 
developed as well as synchronized M&E frameworks. Annual work plans were finalized in December 2011 and 
implementation of activities started in the first trimester of 2012. H4+ agencies at global level also prepared an 
annual work plan that was approved by the SC.   

Start-up activities in both the global areas and country programmes (see sections 2 and 3) during this reporting 
period included a focus on: (1) sharing information and obtaining buy-in and support for the H4+ goal and 
objectives at both global and country levels; (2) developing technical frameworks and establishing systems to 
guide work over the life-of-the-grant and even beyond; (3) conducting assessments and mapping related to 
key technical areas and country programmes; (4) developing sound M&E  plans and workplans; (5) conducting 
initial ‘launch’ activities; (6) recruiting, developing teams, and establishing working groups; and (7) establishing 
programme management, financial, and administrative systems. 

Programme management: UNFPA is the Administrative Agent of this joint programme. Coordination 
mechanisms that support and oversee the implementation of the programme include: 

                                                           
3 Each country team was comprised of government representatives, H4+ focal point persons, and monitoring and evaluation focal 
point persons from national institutions.  
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x The H4+/CIDA SC was initially comprised of six members with voting rights: one representative per H4+ 
agency and one CIDA representative. UN Women later joined the H4+ and Sida awarded a grant to the H4+ 
at the end of 2012. They both have joined the SC and the governing rules of it are currently being revised. 
The SC meets once face-to-face and three times via teleconference per year. Two face-to-face SC meetings 
took place during the reporting period (July 2011 and February 2012), and three SC teleconferences 
(August 2011, April and September 2012). 

x H4+ weekly phone calls are a forum to discuss progress and take decisions on various collaborative works 
underway, including the CIDA funded joint programme.  

x An M&E global reference group was established to oversee and support all M&E aspects of the 
programme. The group developed a global M&E framework that, among others, has guided the 
development of the country M&E plans, and the terms of reference for various country-level M&E 
mechanisms such as the country M&E focal points and/or national M&E institutions. It has also provided 
support in the development and finalization of country M&E plans.  

x Leadership and management at the Global Level: In addition to the mechanisms described above, UNFPA 
as Administrative Agent of the grant has appointed a coordinator at the global level, whose main role is to 
ensure that SC decisions and approved global and country work plans are implemented as agreed. Each 
global level area of work is led by one of the H4+ agencies recipient of funds/UN participating 
organizations (i.e. UNICEF, UNFPA and WHO), as it is described in the next section, who work closely with 
the other agencies, including the H4+ collaborating organizations/non-recipient of funds (i.e. UNAIDS, UN 
Women and the World Bank).  

x Leadership and management at the Country-level: In each country an H4+ agency has been appointed as 
lead agency for the joint programme and a person from that agency acts as the H4+ focal point who 
oversees and coordinates implementation at the country level. In Burkina Faso, the lead agency is WHO; in 
DRC and Sierra Leone it is UNFPA and in Zambia and Zimbabwe it is UNICEF.  

x The Annual Meeting: Annual meetings are planned to be held at the last quarter of each year to review 
progress made, reflect on lessons learned and identify priorities and develop plans for the next year. In 
2012, the annual meeting took place in Lusaka, Zambia between October 29th and 31st. The meeting 
brought together teams from the five countries and from Nigeria (where the H4+ also receives support 
from CIDA) and regional and global H4+ focal persons, as well as CIDA and Sida. Review of progress made 
since the beginning of the programme, lessons learned and priorities for the period 2013-2014 were the 
focus of the discussions and work during this 3-day meting. Draft 2013-14 work plans were prepared 
during the meting.  
 

2. GLOBAL LEVEL PROGRESS AND ACCOMPLISHMENTS 

2.1. Analysis of progress and moving ahead 

This section of the report will provide information and analysis of progress and key accomplishments achieved 
as a result of  global level activities in the seven project areas, followed by information on challenges faced and 
remedies applied during this reporting period; and priorities for 2013. 

 



 13 

During the current reporting period UNICEF, UNFPA and WHO provided leadership and oversight of seven 
Global Areas of activity (see Table 1), as well as provided technical assistance to the five countries, with 
particular support by the respective agency to countries where that agency coordinates the CIDA funding.   
 
Overall analysis: Key accomplishments under the seven Global Areas helped establish a strong evidence-base 
for programme planning at the country-level, as well as developed platforms for communication, information 
sharing, and collaboration both internally and externally.  Support was provided by the H4+ agencies for the 
development of critical areas such as the strengthening of national procurement plans, human resource 
development, and M&E. The actions and accomplishments in each of the Global Areas described below were 
essential in order to develop buy-in, ownership and collaboration among stakeholders (including government 
policy makers and managers, training institutions, non-governmental organizations and other donors and 
bilateral agencies) and to ensure that the country programmes are built on strategic and technically sound 
foundations.  

 

Table 1: Key Accomplishments in Global Areas 
Global Area  Lead 

Agency 
 Key Accomplishments 

Area 1: Mapping/ monitoring of global 
and country activities within broad 
H4+ scope of work and 
implementation of the Global Strategy 
RMNCH 2011-12 

WHO A. Mapping of progress and needs in implementation of country 
commitments: Survey of 53 countries committed to the 
Global Strategy.   

B. Country profiles including baseline information in areas 
according to H4+ scope of work. 

C. A matrix for data analysis reflecting the H4+ scope of work. 
D. H4+ briefs summarizing progress and achievements. 
E. H4+ SharePoint site and web site. 

Area 2: Developing tools and building 
capacity for strategic planning, 
programme management, 
implementation and M&E for RMNCH 

WHO A. Toolkit for RMNCH strategic planning, implementation, 
monitoring and reviews.   

B. Integrated MNCH review guidance finalized. 
C. Teams from 15 countries oriented to apply strategic planning 

and thinking (OneHealth: priority setting, planning, costing). 

AREA 3: Dissemination of H4+ 
products for accelerated action in 
countries 

UNICEF A. Mapping of major global MNH initiatives and agreed list of 
H4+ priority countries developed. 

B. Checklist for the rapid review of RMNCH plans.  
C. Incorporation of rapid review checklist into the draft Rapid 

Assessment of RMNCH Life-Saving Interventions and 
Commodities (RAIC) tool.  

AREA 4: Documentation of good 
practices and sharing of knowledge 
among the H4+ through South-South 
collaboration 

UNICEF A. Common M&E framework developed and disseminated. 
B. Capacity strengthening in 3 CIDA countries focused on 

strengthening the capacity of national programme managers 
and district health management teams in decentralized health 
system strengthening including the use of the bottleneck 
analysis approach and real-time monitoring of programmes.  

C. Draft report of case studies on innovations in MNH.  

AREA 5: Outline of increased H4+ 
communication efforts to support the 
implementation of the Global Strategy 
in priority countries 

UNFPA A. Project briefs developed and disseminated.  
B. Strategic communications and advocacy platforms in place. 
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Table 1: Key Accomplishments in Global Areas 
Global Area  Lead 

Agency 
 Key Accomplishments 

AREA 6: Strengthening support to 
national procurement plans for 
essential medicines and medical 
devices 

UNICEF A. Draft publication of H4+ List of Essential Medical Devices for 
Maternal and Newborn Health. 

B. Draft Diagnose-Intervene-Verify-Adjust (DIVA) Procurement 
and Supply module.  

AREA 7: Strengthening support to 
countries to improve human resources 
for MNCH (in particular skilled birth 
attendants) in number and quality 

UNFPA A. Midwifery Services Framework (draft). 
B. RMNH Training Guidance for Community Health Workers 

(CHWs)- Mapping. 
C. High Burden Countries Initiative (HBCI) – Technical Guidance 

and ongoing country Midwifery workforce assessments. 
 

The remainder of this section presents information on the key accomplishments in each of the seven global 
areas, summarized in Table 1, above.  
 

Area 1: Mapping/monitoring of global and country activities within broad H4+ scope of work and 
implementation of the Global Strategy RMNCH 2011-12 (WHO)  

Work in Area 1 was implemented according to plan and contributed to the development of an evidence-based 
response to accelerate progress toward achieving MDGs 4 and 5, based on respective country situations.   

A. Mapping of progress and needs in implementation of country commitments: a survey of 53 countries 
committed to the Global Strategy   

The H4+ undertook an internet-based survey to make a rapid assessment of country response in 57 
countries that have made commitments to the Global Strategy. One of the aims of the mapping/rapid 
assessment was to identify and prioritize key gaps and bottlenecks, including social inequalities such as 
those related to gender, disability, and ethnicity. This information is gathered to inform the development 
of solutions.  

Methods: The survey used a questionnaire designed to assess progress, gaps, and country needs. Areas of 
inquiry included: country budgets and external support, policy and finance actions, human resources for 
health, service delivery, reaching vulnerable populations and communication. The questionnaire also 
explored the role of the H4+ partners in supporting implementation of the commitments.  Responses were 
obtained from 53 out of the 57 countries contacted. Data available for each country were synthesized 
qualitatively. 

Findings: The strongest progress among countries related to the Global Strategy was in the area of training 
of additional health-care workers. Substantial progress was also made in relation to improving 
infrastructure for maternal and child health, including at the district and rural levels. Nearly half the 
responding countries also reported increases in their budget for RMNCH.  

While progress was considerable, countries also reported several areas in need of further support, 
including the need to: continue scaling-up training programmes to produce more skilled health-care 
workers; to put in place enhanced policies and better management structures to retain existing health 
staff; and to boost procurement and maintenance of medical equipment and supplies. Gaps in the capacity 
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of countries to meet their commitments also related to overcoming sociocultural barriers to adolescent 
care, especially in the rural areas. 

B. The mapping/assessment exercise described above provided rich information that formed the basis of 
detailed country profiles.4 Several countries used the findings as a basis for their planning for H4+ and 
beyond. WHO will further use the findings to complement the H4+ contributions to the 2013 independent 
Expert Review Group (iERG) global report on the implementation of the UN Secretary General’s Global 
Strategy for Women’s and Children’s Health, now in preparation.  
 

C. A matrix for data analysis was developed to enter country information reflecting the H4+ scope of work. 
The matrix will assist the programme to track progress of commitments made under the Global Strategy. 
In addition to the matrix and survey, the H4+ developed and operationalized a system to gather country 
level information and feedback from H4+ country representatives. 
 

D. A brief providing a Review of Progress, Results and Plans was published and disseminated at the H4+ 
breakfast meeting in New York, September 2012, in the margins of the UN General Assembly. The 
document highlights the main achievements of H4+ and country actions contribution to the Global 
Strategy. It provides detailed information on the purpose of the H4+, strategic partnerships, main 
achievements and future directions. Highlights of the brief included a section on translating vision into 
country-level action, country examples, and linking MDGs 4 and 5 to MDG 6, the elimination of mother-to-
child transmission of HIV. 
 

E. A share point site was created to store and access important information and documents related to H4+ 
technical work. All H4+ team members have full access to the site.5    

 

Area 2: Develop tools and build capacity for strategic planning, programme management, implementation 
and M&E for RMNCH (WHO) 

Work in Area 2 was implemented according to plan and contributed greatly to other critical RMNCH strategic 
and planning processes, including: the follow up of recommendations and implementation plans from the 
Commission on Information and Accountability for Women and Children’s Health’s (COIA); and regional 
capacity building events on strategic planning and resource allocation targeting RMNCH priority countries. All 
countries supported by CIDA or other H4+ funding streams were directly or indirectly supported with technical 
assistance in the areas of strategy development, planning, costing and reviews. Specific activities, products and 
results achieved are summarized below.   

A. A toolkit containing a set of key tools and approaches for strategic planning, programme management and 
programme review for RMNCH was agreed to and used among H4+ agencies.  

An H4+ consultation agreed on a set of fifteen tools shared among all H4+ agencies (see Annex 1 for the 
complete list of tools). The toolkit addresses different phases along the RMNCH strategic planning cycle. It 
recognizes the diversity of countries, variation of priorities and resources, and the knowledge that there is 
no “one size fits all” solution to recommending RMNCH tools for country use.  However, providing 

                                                           
4 The country profiles are available at the WHO web site: 
http://www.who.int/reproductivehealth/global_strategy_women_children/WHO_H4-report_tables.pdf 
5 http://workspace.who.int/sites/H5/default.aspx 

http://www.who.int/reproductivehealth/global_strategy_women_children/WHO_H4-report_tables.pdf
http://workspace.who.int/sites/H5/default.aspx
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information on selected RMNCH tools will assist in harmonization of approaches for MNCH strategic 
planning and programme management by H4+ agencies. Considering that some of the available tools are 
not easily accessible and comprehensible by users at country level, it was agreed that the selected tools be 
presented in a user friendly format for ease of use and reference by all concerned. To this effect, the WHO 
document on strategic planning on RMNCH will be further developed as website tool with linkages to the 
identified tools and additional documents. A future mechanism for regular updating and disseminating 
relevant tools to facilitate technical support will be established. The H4+ partnership provides an excellent 
form to do so.  
 

B. Integrated guidelines for reviewing MNCH programmes were developed in order to respond to the need 
for more harmonization and streamlining among maternal and perinatal health and newborn and child 
health. The guidelines were developed and tested and will be published in 2013. This process completes a 
missing piece in the RMMCH strategic planning and implementation toolkit. This process is clearly 
promoted within the implementation of COIA recommendations at the country level, which call for 
periodic review of RMMCH programmes as a means to demonstrate accountability. To complete the cycle, 
a similar venture will be undertaken to ensure harmonization of programme management guidelines along 
the continuum of care.  
 

C. Under the umbrella of OneHealth workshops, 16 countries from the African region including all the 
countries covered by the CIDA grant except DRC, were oriented on evidence based strategy development, 
priority setting, impact analysis, planning and costing. This training strengthened the capacity of country 
teams for strategic planning, management and review. By the end of 2012, capacity for RMNCH strategic 
planning has been built in almost 50 countries among the 75 priority countries for RMNCH through similar 
strategic planning workshops. Recognizing the need to strengthen and enlarge the pool of individuals 
oriented in these processes, similar activities will continue to take place at sub-regional and national level 
in the next years to come as a priority.  

Products and knowledge sharing: The table below summarizes the products produced under Areas 1 and 2, 
along with information on dissemination and plans for knowledge sharing (KS) and capacity building to ensure 
that the products are useful to, and used by, respective countries.  

 
Table 2: Products, Dissemination and Plans to Ensure the Products are Useful to and Used by Countries 

Products Dissemination Knowledge Sharing and  
Capacity Building Plans 

Area One 
Mapping of progress and 
needs in implementation of 
country commitments: a 
survey of 53 countries 
committed to the Global 
Strategy 
 
H4+ country profiles  

Posted at: 
http://www.who.int/reproductivehea
lth/global_strategy_women_children/
WHO_H4-report_tables.pdf 
 

Information shared with and used by multiple 
stakeholders to identify priority countries 
and provide inputs to baseline and planning, 
including in workshops.   
 
Findings will be used to complement H4+ 
contributions to the 2013 independent 
Expert Review Group (iERG) global report 
on the implementation of the Global 
Strategy.  
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Table 2: Products, Dissemination and Plans to Ensure the Products are Useful to and Used by Countries 

Products Dissemination Knowledge Sharing and  
Capacity Building Plans 

 
Web site to be used for documenting and 
reporting on H4+ progress in priority 
countries. 

A matrix for data collection of 
country information and track 
progress of commitments 
reflecting the H4+ scope of 
work; and  
A system to gather country 
level information and 
feedback from H4+ country 
representatives 

All H4+ Agencies This is to be used for continuous 
documenting and reporting on H4+ progress 
in priority countries  

Updated H4+ brief: Review of 
Progress, Results and Plans 
(September, 2012) 
 
 
 

H4+ work disseminated to 
stakeholders through website and 
brief.  
https://docs.google.com/file/d/1hjoG
HMzIDtbFBeujX9OiRC9sTi3hjzazOTmZ
l_sJzTgmV1Kq5GMyBIkkTiw6/edit 
 

Information regularly provided on H4+ during 
international and regional meetings  

 

H4+ SharePoint site http://workspace.who.int/sites/H5/d
efault.aspx  

Sharepoint site is an H4+ internal 
mechanisms/platform  

Area Two 
Toolkit on RMNCH strategic 
planning, review and 
management 

Used to orient planning and 
implementation of H4+ countries. 
  
Report, database and mapping 
available. Booklet and website 
forthcoming. 

Capacity building planned for H4+ countries 
and more in 2013 and 2014 

Guidance for conducting 
integrated MNCH review 

Linked and disseminated through 
COIA workshops. 
Web link forthcoming. 

Guidance to be used at least in four countries 
conducting RMNCH reviews in 2013 

One Health Training  Shared with all countries through 
COIA workshops. 
Linked to costing one national health 
strategy and plan. 
http://www.who.int/pmnch/topics/e
conomics/costing_tools/en/index4.ht
ml  

More country workshops and application of 
approach for planning in 2013 

 

Catalytic nature of Key Accomplishments under Areas 1 and 2:  All activities implemented under Areas 1 and 
2 were related to the acceleration of implementation of country commitments to the Global Strategy and as 
such, have a catalytic effect that has gone beyond the project activities or CIDA target countries. Examples 
include:  

https://docs.google.com/file/d/1hjoGHMzIDtbFBeujX9OiRC9sTi3hjzazOTmZl_sJzTgmV1Kq5GMyBIkkTiw6/edit
https://docs.google.com/file/d/1hjoGHMzIDtbFBeujX9OiRC9sTi3hjzazOTmZl_sJzTgmV1Kq5GMyBIkkTiw6/edit
https://docs.google.com/file/d/1hjoGHMzIDtbFBeujX9OiRC9sTi3hjzazOTmZl_sJzTgmV1Kq5GMyBIkkTiw6/edit
http://workspace.who.int/sites/H5/default.aspx
http://workspace.who.int/sites/H5/default.aspx
http://www.who.int/pmnch/topics/economics/costing_tools/en/index4.html
http://www.who.int/pmnch/topics/economics/costing_tools/en/index4.html
http://www.who.int/pmnch/topics/economics/costing_tools/en/index4.html
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x The report developed for the H4+ activities was used to monitor contribution and role of H4+ in assisting 
countries to implement the Global Strategy commitments. 

x The guidance and capacities developed as part of the orientation on Strategic Planning has benefited 
almost all priority countries for RMNCH establishing clear inter-links between national health strategies 
and plans and RMNCH strategies and plans.  

x Agreement along the set of core tools to be used in RMNCH strategic planning, implementation and review 
are to be used across all H4+ countries.  

x The guidance for integrated MNCH Short Programme Reviews is to be used by all countries and was 
recommended as part of the operationalization of COIA Recommendations.  

 
Moving forward in Areas 1 and 2: In summary, priorities for 2013 include:  
x Monitoring H4+ support to countries in the implementation of the commitments to the Global Strategy;  
x Monitoring implementation of effective interventions (i.e. capacity strengthening in the use of near miss 

approach);  
x Ensuring the H4+ work is linked to the COIA work plan activities; 
x Finalization, sharing and capacity building along the strategic planning cycle and programme integration; 
x Development and finalization of MNCH quality of care tools. 
    
AREA 3: Continued work to disseminate H4+ products for accelerated action in countries (UNICEF) 
 

Work in Area 3 was implemented on schedule and contributed to disseminating knowledge and building 
consensus and support for the H4+ goals and objectives at both the country and global levels. In addition, the 
RMNCH rapid assessment tools described below further supported strategic, evidence-based planning for 
RMNCH at national level, and had a catalytic effect among other partners.  
 
A. A mapping of RMNCH initiatives was completed, along with criteria established for the prioritization of 

countries for H4+ support. This resulted in a list of priority countries agreed by H4+ partners, and provided 
information for advocacy with multiple stakeholders at country, regional and global levels for support of 
H4+ related programming. 

 

B. The H4+ supported the development of a checklist for rapid review of national RMNCH plans. The checklist 
tool has been developed in the form of a questionnaire to review the status, strengths and weaknesses of 
a country’s national RMNCH strategy/plan using the Joint Assessment of National Health Strategies and 
Plans (JANS) approach to improve the quality of the strategy/plan. The questionnaire consists of 5 sets of 
attributes: (1) situation analysis and programming, (2) soundness and inclusiveness of the development 
process, (3) cost and budgetary framework, (4) implementation and management, and (5) monitoring, 
evaluation and review mechanisms.  Application of the recommendations, coupled with associated 
assessment of RMNCH programmes and activities, will aide strategic prioritization of high impact, cost-
effective interventions.  

 
C. The checklist described above has been incorporated into a comprehensive Rapid Assessment of RMNCH 

Life-Saving Interventions and Commodities (RAIC) tool. The RAIC tool (including explanatory documents) is 
being developed to assist countries in sharpening their RMNCH plans through a rapid landscape analysis of 
national RMNCH programmes and commodities. The framework of the process to be used will address the 



 19 

goal of A Promise Renewed, the Commission on Life-Saving Commodities for Women and Children, and in 
line with Every Woman Every Child.  The RAIC tool assists programme planners and policy makers to focus 
on identifying and understanding persistent gaps, including whether these gaps are driven by inexistent 
policies/guidelines, inadequate service delivery, weak procurement and supply system, and/or demand-
side barriers.  For example, equity analysis included in the tool identifies low-performing regions and 
underserved populations, while bottleneck analysis serves to identify supply, demand, quality and 
managerial performance bottlenecks.  It can be applied to review the RMNCH plan at various points in the 
planning cycle. 

In addition to the key achievements described above, the H4+ led and/or participated in events for 
information sharing and consensus building regarding H4+ programme’s objectives and activities.  For 
example: 
 
x A high-level advocacy H4+ breakfast event, 24 September 2012, was conducted at the margins of the 

opening session of the 67th Session of the UN General Assembly. This event brought together key 
stakeholders including government representatives, key partners, and representatives of the H4+ at the 
highest level. The event highlighted country-led progress, identified challenges and accelerated actions to 
meet the MDGs. The First Lady of Zambia highlighted how in-country collaboration has led to achieving 
results for MNH in Zambia. More details on this event are provided under Area 5.  

 
x Global work to strengthen partnerships around newborn health ensuring links with maternal health (MN) 

helped galvanise global action for scaling up maternal- and newborn programmes. In June and September, 
2012 UNICEF participated in the Born Too Soon (BTS) Preterm Baby Care Team meetings in Washington 
and London. The BTS partnership was formed to reduce preterm deaths as part of a broader effort to scale 
up newborn care within the RMNCH continuum. The main objective of this meeting was to share progress 
to date and participants identified clear next steps to achieve agreed outputs by the next World 
Prematurity Day. Following these meetings BTS partners and others were hosted at UNICEF in New York, 
28-29 November 2012, to follow on BTS work and define a broader partnership for newborn health. A key 
output of this meeting was an agreement to work together on  (1) definition of key areas of work; (2) 
development of a Rapid Assessment tool for the Implementation of Life-Saving Interventions and 
Commodities for RMNCH (RAIC tool, described in section C, above);  (3) agreement on the development of 
the Global Newborn Action Plan including the approach, structure, time frames and responsibilities. 

 
AREA 4: Documentation of good practices and sharing of knowledge among the H4+ through South-South 
collaboration (UNICEF) 
 
Work in Area 4 resulted in establishing a strong foundation for M&E of the life of the H4+ joint programme and 
even beyond, as well as the strengthening of capacity among a network of national level institutions that will 
participate in on-going H4+ M&E tasks. This strong foundation and institutional network will further enable the 
documentation of programme progress and results, good practices, and KS through south-to-south 
collaboration.  
 
Key accomplishments under Area 4 are described below.  
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A. A common M&E framework for the H4+ programme was developed.  A key event that contributed to the 
development of the M&E framework was the H4+/CIDA M&E workshop, held in Zambia from 1-3 
November 2012.6 The workshop included a review of the H4+/CIDA Global M&E framework; presentation 
of country baseline studies, and sharing of lessons learned from specific country experiences. A key output 
of the workshop was the development of the M&E framework, as described above, that defines core 
common indicators for reporting across the health systems building blocks. This framework has been 
adopted for the H4+/Sida joint programme. Other key outputs included, capacity building on results-based 
management, development of draft H4+/CIDA project M&E plans, and identification of technical assistance 
needs for M&E. In attendance were the H4+ M&E focal point-persons and one MOH representative per 
country, along with participants from institutions that are supporting H4+ in programme monitoring at 
country level, including the MOH in Sierra Leone and DRC; Institut de Recherche en Sciences de la Santé 
(IRSS) in Burkina Faso; Centre for Collaborating Research and Evaluation (CCORE) in Zimbabwe; and 
University of Zambia Institute of Economic and Social Research (INESOR) in Zambia. Participants from 
Zambia, where the workshop was held, included representatives from the 5 implementing districts. Ipact 
members presented their plans for the mid- and end-term evaluations and participated as observers. Sida, 
which has signed a new joint programme with H4+ for six countries, including Zimbabwe, also attended as 
an observer.   

 
B. Capacity building for M&E in the three CIDA countries (DRC, Sierra Leone and Zambia) focused on 

strengthening the capacity of national programme managers and district health management teams in 
decentralized health system strengthening including the use of the bottleneck analysis approach and real-
time monitoring of programmes. In Zambia, the bottleneck analysis approach was used to conduct a 
comprehensive situation analysis and inform the development of the CIDA annual work plan. 

C. To further the documentation and dissemination of good practices, UNICEF is conducting a global review 
of published and grey literature on innovations in MNH, as well as finalizing a compendium of country 
cases studies on innovative approaches that may not have been systematically documented. The ultimate 
goal is to inform countries on existing innovative approaches and highlight some key considerations for 
bringing MNH innovations to scale.  

 
South-to-South Exchange and Sharing of Experiences: In addition to the key achievements described above, 
UNICEF supported participation in global events that promoted South-to-South exchange on RMNCH. For 
example: Teams from Bangladesh, Pakistan, Nepal, and India were sponsored to participate in the MCHiP MH 
conference in Dhaka, 3-6 May 2012, which provided an update on new global MNH guidelines. A one day side 
meeting was held and country teams provided an overview on their RMNCH policies and guidelines; reviewed 
progress in reducing maternal and newborn deaths; and discussed opportunities and challenges for scaling up 
programmes.  
 
x Participation was sponsored for representatives from Bangladesh, Ghana, and Nepal to a meeting in 

Amsterdam from the 30th-31st of May 2012 on the role of community-based providers in improving MNH. 
The main output of this meeting was that experts, along with H4+ partners, agreed on a shortlist of 

                                                           
6 This M&E workshop was a follow-on meeting to the annual H4+ /CIDA implementation workshop, held 29-31 October 2012, in 
Zambia. 
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recommendations for implementation and research. UNFPA and WHO have led the follow up to this 
meeting by hosting a meeting to review CHW training packages.  

 
x UNICEF assumed the coordination of the H4+ at the global level in September of 2012. In order to brief 

country offices on H4+ activities, UNICEF attended a regional networking meeting in Asia in October to 
present an overview of the H4+ and the role of UNICEF and discuss the new UNICEF MNH guidance 
document. A cross country learning field visit was organized with participants from Nepal, Afghanistan, 
Bangladesh and Pakistan to share the Nepal experience of scaling up a community based Maternal and 
Newborn package.  

 
Products and knowledge sharing: The table below summarizes the products produced under Areas 3 and 4, 
along with information on dissemination and plans for KS and capacity building to ensure that the products are 
useful to, and used by, respective countries.  

Table 3: Products, Dissemination and Plans to Ensure the Products are Useful to and Used by Countries 

Key Products Dissemination Knowledge Sharing and  
Capacity Building Plans 

Area Three 
Mapping of major 
global MNH 
initiatives 

All H4+ partners. List of priority countries agreed upon and included 
in H4+ analysis of Strengths, Weaknesses, 
Opportunities and Threats and other information 
generated shared with multiple stakeholders 
through international and regional meetings and 
advocacy efforts to strengthen H4+ -related 
programming within countries.  

Checklist for the 
Rapid Review of 
RMNCH plans 
adapted from the 
JANS approach 

Through initiatives and venues such as:  
x A Promise Renewed, the 

Commission on Life-Saving 
Commodities for Women and 
Children, and in line with Every 
Woman Every Child; and  

x Presentation at Born Too Soon 
partners and UN Commodities 
Commission Working Group 
Meetings. 

Incorporation of Checklist for Rapid Review of 
RMNCH plans into Rapid Assessment of RMNCH 
Life-Saving Interventions and Commodities Tool 
(RAIC) (the draft of the combined module is 
completed).  The final tool is to be completed in the 
first quarter of 2013. It will be used for in-depth 
assessment and landscape analysis of MNH 
programmes in at least 5 priority countries (not 
identified) and scorecards will be produced.  

Area Four 
Common H4+ /CIDA 
M&E Framework 

Common M&E Framework 
disseminated to H4+ agencies and 
Lusaka workshop participants from all 
five countries. 

The H4+/ CIDA M&E framework is used for annual 
monitoring of programmes and reporting. 
Information related to framework and on-going 
M&E related to the framework’s indicators will be 
routinely shared with global agencies, country 
offices and in-country partner organizations.  
 

The M&E Framework shared with, and adopted by, 
the joint H4+/ Sida programme in six countries 
(including Zimbabwe).  
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Table 3: Products, Dissemination and Plans to Ensure the Products are Useful to and Used by Countries 

Key Products Dissemination Knowledge Sharing and  
Capacity Building Plans 

Global Literature 
Review on 
innovations in MNH  

In process. Web address/link 
forthcoming. 

Inform countries on existing innovations in MNH 
and issues of scale-up through H4+ agency network, 
publications, meetings, seminars, workshops, and 
incorporation if relevant information into education 
and training materials. 

Draft report  on 
country case studies 
for the Compendium 
of country case 
studies on innovation 
in MNH  

Dissemination through H4+ agencies’ 
country offices.  
 
Web address/link forthcoming with final 
document. 

Innovations panel at the Global Maternal Health 
Conference, Arusha, Tanzania, January 2013.  
KS plans include H4+ agency network, publications, 
meetings, seminars, workshops, country visits. 
 

Documents on district 
health system 
strengthening 
including the use of 
bottleneck analysis 
approach 

The bottleneck analysis approach was 
used to conduct a comprehensive 
situation analysis and inform the 
development of the CIDA annual work 
plan in Zambia. Documents available 
and disseminated during district 
workshops.  

National/district capacity built in district health 
system strengthening including the use of 
bottleneck analysis in three CIDA countries (DRC, 
Sierra Leone and Zambia). 
 

 

Catalytic nature of Key Accomplishments under Areas 3 and 4: Funding for the global level activities has 
enabled activities in Areas 3 and 4 to link in with and support other global activities rather than starting off 
stand-alone activities. This linking has ensured wider reach and impact. For example: the Maternal and Child 
Health Integrated Program (MCHIP) conference in Bangladesh, the Health-related Networks meeting in 
Thailand, and the Community Health Workers meeting in The Netherlands brought a number of countries 
together to review and discuss their MNH policies and strategies. The meetings also provided an excellent 
opportunity for the sharing of country experiences and lessons learned as well as for countries to receive an 
update on new global guidelines such as those for postpartum hemorrhage, pre-eclampsia and chlorhexidine 
research. These activities conducted at the global level provide some references to countries for scaling-up 
maternal and newborn care. 

Moving ahead in Areas 3 and 4: Under Areas 3 and 4, the H4+ will follow-through on a variety of actions that 
will accelerate progress at country level through dissemination of good practices, south-to-south collaboration, 
and other KS. Priorities include: 
x Continuous dissemination of H4+ products through webinars and conferences; 
 

x Finalization of the tool and guidance document for the rapid landscape analysis of RMNCH programmes 
and commodities and provision of technical support to 5 countries; 

 

x Technical assistance on M&E to H4+/CIDA countries as needed, including capacity building on results-
based management; 

 

x Development of the Global Newborn Action Plan for scaling -up newborn care; 
 

x Development of global communication for development (C4D) guidance document for MNH; 
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x Participation in key global/regional conferences and meetings, including the Global Newborn Conference 
2013. Cross regional and country exchange visits organized to share best practices in scaling-up maternal 
newborn care; 

 

x The common M&E framework for the CIDA grant is to be used by all other grants under the H4+ umbrella.  
 
AREA 5: Outline of increased H4+ communication efforts to support the implementation of the Global 
Strategy in priority countries (UNFPA)  
 
Work in Area 5 advanced critical communication and information sharing necessary to develop support among 
H4+ stakeholders and guide programme launch and implementation.  
 
A. A two page brief summarizing the H4+ background, specific commitments to the Global Strategy, main 

achievements, current activities, and plans for 2012-13 was prepared and disseminated during events such 
as an informal stakeholders meeting in April 2012, and a reception on May 2nd, before the board meeting 
of The Partnership for Maternal Newborn and Child Health PMNCH. The latter was attended by 250 
invitees, including numerous donors. This reception provided a great opportunity to inform and initiate 
discussion with donors on how they could support H4+ work.  The UN Deputy Secretary General 
participated in the reception, and UNFPA Executive Director made a presentation on behalf of the H4+ on 
its support to the implementation of the Global Strategy commitments.  An updated version of this H4+ 
brief was developed for the September H4+ breakfast event, which has been described above. In addition, 
two briefs with progress updates on the HBCI have been prepared and shared with relevant stakeholders.  

 
x Strategic communications and advocacy platforms within H4+ are vital to continue to create awareness 

and mobilize support for the Global Strategy and the Every Woman Every Child movement.  To promote 
communication and information sharing concerning H4+ programme internally and externally, several 
actions were taken, including: Creating a splash page on the Every Woman Every Child website; and 
language for the H4+ website was drafted;  

x Recruiting and hiring an H4+ communications focal point-person (November, 2012). The focal point 
attended the H4+/CIDA meeting in Lusaka in October and was introduced to H4+ teams and colleagues 
from the country offices; and  

x Establishing a communications working group. The communications working group consists of one 
communications focal point-person from each of the six H4+ agencies. The group meets regularly (monthly 
via teleconference, or as required based on ongoing activities) to ensure cohesive, consistent messaging 
and foster collaboration across all H4+ agencies. The group also maintains regular communication with the 
H4+ technical group. Additional participants such as communications focal points from regions, countries, 
partners and donors will be invited to participate in the teleconferences as required by the agenda. Some 
of the responsibilities of the group include: coordinate with the online and social media teams to ensure 
the H4+ is visible on the website and on social media channels of respective agencies (i.e. regarding the 
H4+, posting of press releases, statements, news, etc.); ensure that “one voice” is maintained on H4+-
related content produced by respective agencies; facilitate communication and country office support with 
coordinating agencies in implementing countries (e.g. for press trips, photo missions, workshops). 
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B. As described above, in September 2012, the H4+ organized an advocacy event positioned at the margins of 
the opening session of the 67th Session of the UN General Assembly. The objectives of the event were to: 
(1) Report on the progress of implementation of government commitments to the Global Strategy and 
highlight remaining challenges; (2) Present data and results from the national assessments in human 
resources for maternal and newborn health, conducted in four out of the eight HBCI countries, in follow-
up to the meeting held at the Greentree Estate in 2011; (3) Highlight UN H4+ experiences in partnership 
with Canada (CIDA), France (MAE, Ministère des Affaires Étrangères), and the private sector (including 
Johnson & Johnson, Intel, and Accenture); and (4) Outline the focus and priorities for the H4+ moving 
forward to 2015. Speakers included: The Honorable Julian Fantino, Minister of International Cooperation, 
Canadian International Development Agency; Dr. Flavia Bustreo, Assistant-Director-General, WHO; 
Anthony Lake, Executive Director, UNICEF; Dr. Margaret Chan, Director General, WHO; Dr. Babatunde 
Osotimehin, Executive Director, UNFPA; Dr. Geeta Rao Gupta, Deputy Executive Director, UNICEF; Dr. 
Michelle Bachelet, Executive Director, UN Women; Tamar Manuleyan Atinc, Vice President for Human 
Development, World Bank; The Honorable Gunilla Carlsson, Minister for International Development 
Cooperation, Sweden; Michel Sidibe, Executive Director, UNAIDS; Sharon D’Agostino, Vice-President, 
Johnson & Johnson; H.E. Dr. Christine Kaseba Sata, the First Lady of the Republic of Zambia.  

 
AREA 6: Strengthening support to national procurement plans for essential medicines and medical devices 
(UNICEF) 

 
Preliminary and ongoing work conducted during this reporting period in Area 6 is laying the foundation for 
helping ensure that clinical facilities and community-based distribution sites have the essential RMNCH 
devices, commodities, and other supplies when and where needed.  
 
A. A draft of the H4+ List of Essential Medical Devices for Maternal and Newborn Health has been developed. 

The draft list includes the essential medicines, supplies and medical devices related to essential 
interventions performed for family planning (FP), during pregnancy until the maternal quarantine, and the 
first 28 days of life of the newborn. To develop this List of Essential Medical Devices, the UNICEF Supply 
Division in Copenhagen hosted a small inter-agency workshop in June, 2012. During this meeting, 
participants from UNFPA, UNICEF and WHO reviewed and began the process of updating the H4+ 2009 list 
of commodities. The workshop allowed a global review of the latest WHO treatment guidelines, packages 
of interventions, and clinical and programmatic guidance, as well as challenges and successes in 
Procurement and Supply Management (PSM). Following this meeting, several follow-up inter-Agency 
meetings have been held in Copenhagen and Geneva; and the List has been agreed upon by all H4+ 
Agencies.  

 
B. A DIVA PSM module is being developed to support identification of procurement and supply management 

problems that are occurring at the peripheral level, as well as solutions to overcome bottlenecks. The main 
outputs of the PSM module are: identification of key bottlenecks and root causes linked to PSM; 
development of a national master reference list of medicines, supplies and equipment; and identification 
of priority key interventions to be developed and implemented. The module has been drafted and is 
currently under review. Completion of a version for field testing is planned for the third quarter of 2013. 
This will be followed by piloting/field testing in 2 countries (not yet identified) in the 3rd and 4th quarters of 
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2013. Finalization of the module, based on the field testing and feedback from countries, is planned for the 
last quarter of 2013.  

 

AREA 7: Strengthening support to countries to improve human resources for MNH (in particular skilled birth 
attendants) in number and quality (UNFPA) 

Strengthening human resources for RMNCH is often an essential requirement for improving the reach and 
performance of health systems. H4+ work in this reporting period under Area 7 helped lay the foundation for 
addressing human resources needs ranging from midwifery education and service delivery, to ensuring that 
appropriate materials and approaches are readily available for the training and performance support of 
community-based workers. Initiatives built on this foundation will help ensure equitable access by ensuring 
that well trained, competent and motivated health professionals are in place, with MNCH services that 
function 24/7.  

While focusing on the midwife’s role as central, current and future H4+ work in human resource strengthening 
also takes into account the teamwork necessary among midwives, doctors, nurses, auxiliaries and CHWs. To 
respond to the integrated programme environment (RMNCH and HIV), competencies from all the H4+ agencies 
are utilized in a highly complementary fashion.  The CIDA grant has been critical to address major pieces of the 
human resources for health puzzle. Achievements in this reporting period include: 

A. The Midwifery Services Framework, aimed to support countries in establishing midwifery services, was 
completed in 2012 in collaboration with the International Confederation of Midwives (ICM). It will be field-
tested in early 2013 after a first review process (ongoing). 

 
B. Work on training materials for CHWs in the field of RMNH has started: a mapping and assessment of all 

available material has been conducted and was validated during an expert meeting. Quality existing 
materials and gaps were identified. A plan of action for 2013 and beyond was developed, which will lead to 
the development and dissemination of training documents and guidance for training CHWs. WHO, UNICEF 
and UNFPA are closely collaborating on this work. 

 
C. The HBCI, aimed to conduct national midwifery workforce assessments, is on its way. A technical guidance 

document has been produced in April 2012. Four countries (Afghanistan, Bangladesh, Ethiopia and 
Tanzania), out of eight selected high burden countries (the biggest numbers of maternal and newborn 
deaths, all together representing around 60% of the maternal deaths occurring globally), have now 
completed their report, to be endorsed by the government before conducting high level policy dialogue on 
strategic long-term investment on human resources for MDGs 4 & 5. DRC is conducting additional work to 
complete the assessment. In 2013 it is planned to start in Nigeria (2 states), India (2 states) and 
Mozambique. Other countries have shown interest (i.e. Zambia). The Global Health Workforce Alliance is 
supporting similar assessments in some Francophone countries, using French Muskoka grant. The HBCI 
guidance will be revised and published in 2013. 

 
Products and knowledge sharing: The table below summarizes the products produced under Areas 5, 6 and 7, 
along with information on dissemination and plans for KS and capacity building to ensure that the products are 
useful to, and used by, respective countries.  
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Table 4: Products, Dissemination and Plans to Ensure the Products are Useful to and Used by Countries 

Key Products Dissemination Knowledge Sharing and  
Capacity Building Plans 

Area Five 
Project briefs:  
x H4+ background, specific 

commitments to the 
Global Strategy, main 
achievements, current 
activities, and plans for 
2012-13 
 
 
 
 
 

 
 

x Two, 2-page briefs with 
progress updates on the 
HBCI 

Project briefs located at: 
http://www.slideshare.net/EveryWoman
EveryChild/h4-activities-and-plans 
This was updated for the September H4+ 
breakfast: 
https://docs.google.com/file/d/1hjoGHM
zIDtbFBeujX9OiRC9sTi3hjzazOTmZl_sJzTg
mV1Kq5GMyBIkkTiw6/edit 
 
Also disseminated during events such as 
an informal stakeholders meeting in April 
2012, and a reception on May 2nd, 
before the board meeting of The 
Partnership for Maternal, Newborn and 
Child Health (PMNCH). 

 
HBCI 2 page updates as well as the 
technical guidance located at: 
http://integrare.es/?p=1363 

H4+ programme briefs and updates to be 
shared with development partners, 
country representatives, civil society, faith-
based organizations, academia, MDG 
advocates, philanthropists and UN 
agencies.  
 
 

Strategic communications 
and advocacy platform in 
place, including: 
x Communications 

working group formed 
and focal person hired 

x H4+ splash page on the 
Every Woman Every Child 
website 

x H4+ website language 
developed 

H4+ splash page located at: 
http://www.everywomaneverychild.org/
resources/h4 
 

x H4+ side event during the Women 
Deliver conference in May 2013. 

x H4+ side event during the World 
Health Assembly.  

x Development of a communications 
toolbox and two capacity building 
workshops (one for Anglophone and 
one for Francophone Africa) in the 
area of communications. 

x Photo reportage missions to Sierra 
Leone and DRC.  

Area Six 
Draft List Essential Medical 
Devices for Maternal and 
Newborn Health (and related 
Special Notes)  

Involvement of key H4+ Agencies in the 
development of the List.  
Publication and dissemination of 
finalized list will be to all H4+ agencies, 
regions and countries. 
 
Web address/link forthcoming with final 
document. 

H4+ web-portal and all countries 

Draft DIVA Procurement and 
Supply tool 

Publication and dissemination of 
finalized tool will be to all H4+ agencies, 
regions and countries. 
 
Web address/link forthcoming with final 
document. 

Field testing in two countries and 
finalization in 2013 
 
 

Area Seven 
Midwifery Services Draft under review (by ICM) before The Midwifery Services Framework will 

http://www.slideshare.net/EveryWomanEveryChild/h4-activities-and-plans
http://www.slideshare.net/EveryWomanEveryChild/h4-activities-and-plans
https://docs.google.com/file/d/1hjoGHMzIDtbFBeujX9OiRC9sTi3hjzazOTmZl_sJzTgmV1Kq5GMyBIkkTiw6/edit
https://docs.google.com/file/d/1hjoGHMzIDtbFBeujX9OiRC9sTi3hjzazOTmZl_sJzTgmV1Kq5GMyBIkkTiw6/edit
https://docs.google.com/file/d/1hjoGHMzIDtbFBeujX9OiRC9sTi3hjzazOTmZl_sJzTgmV1Kq5GMyBIkkTiw6/edit
http://integrare.es/?p=1363
http://www.everywomaneverychild.org/resources/h4
http://www.everywomaneverychild.org/resources/h4
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Table 4: Products, Dissemination and Plans to Ensure the Products are Useful to and Used by Countries 

Key Products Dissemination Knowledge Sharing and  
Capacity Building Plans 

Framework  
(draft)  

circulation and field-testing in early 2013 
Web address/link forthcoming with final 
document. 

assist countries in developing their 
Midwifery workforce development plan. It 
will be disseminated through regional 
offices, midwifery regional and country 
advisers.  

RMNH Training Guidance for 
Community Health Workers 
(CHWs)- Mapping 

Mapping completed in 2012, used for an 
expert meeting in January 2013. 

The first module, general guidance on 
RMNH training for CHWs will be developed 
in 2013 and mapping of available tools will 
be accessible in the web. 

High Burden Countries 
Initiative – Technical 
Guidance 

The technical guidance was used to 
conduct comprehensive midwifery 
workforce assessments in five high 
burden countries. Four reports 
completed: Afghanistan, Bangladesh, 
Ethiopia and Tanzania, as well as the 
technical guidance, all available at: 
http://integrare.es/?p=1363  

Comprehensive national Midwifery 
workforce assessments have been started 
in three Francophone African countries, 
using the same methodology: Guinea, 
Togo and Mauritania, supported by the 
French Muskoka grant 

 

Catalytic nature of Key Accomplishments in Areas 5, 6 and 7: the catalytic nature of accomplishments in these 
areas has been bolstered by H4+ leadership, its networking and collaboration with in-country and bi-lateral 
agencies, such as ICM, and its leveraging of and participation in existing initiatives and working groups lead by 
other institutions.   

In Area 5, increasing H4+ visibility among stakeholders and ensuring consistent and cohesive messaging from 
all H4+ partners, can ultimately support the H4+ achieve its goal of improving RMNCH as it will increase H4+ 
credibility as a key player in the RMNCH arena and therefore greater support to its objectives.  

In Area 6, the strengthening of procurement and supply management systems conducted by H4+, including 
ensuring the availability of essential commodities had a catalytic effect of strengthening health service 
delivery.   

In Area 7, the Midwifery Services Framework will provide a guiding structure for country-level institutions and 
bi-lateral agencies working in H4+ countries on strengthening midwifery pre-service and in-service training, 
and on-the-job performance support.  In addition, the plan of action to address gaps in CHW training materials 
will be catalytic as it provides a basis for focused, complementary action among country-level and bi-lateral 
institutions to produce updated, technically sound training and learning materials. The HBCI initiative is 
attracting increasing interest, making some partners (e.g. the United States Agency for International 
Development [USAID], Jhpiego) funding for country human resources for RMNH assessments, and many other 
partners showing interest in participating in regular conference-calls organized by the HBCI Technical working 
group Secretariat (Integrare). It is better understood that conducting such assessment is probably the only way 
to get a comprehensive picture of this complex issue. The H4+ presented the HBCI achievements to date at the 
MDG Summit event held by the H4+ in September 2012, with the objective of showing how important it is to 
develop sounded human resources for health plans and to mobilise additional supports. A training session on 
Midwifery workforce assessments will occur at the Women Deliver Conference (Kuala Lumpur, May 2013). 

http://integrare.es/?p=1363
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Moving forward in areas 5, 6 and 7: H4+ priority actions in 2013 will build on the strong foundations laid in 
these three crucial areas.   

In the Area 5, the communications work plan for 2013 is built around three pillars: (1) Ensuring cohesive, 
consistent messaging and fostering collaboration across all H4+ agencies and implementing countries; (2) 
Establishing and maintaining visibility for the H4+ among the international development community; (3) 
Empowering and supporting all agencies and implementing countries to take the lead in carrying out 
communications activities (capacity building).  Priorities in early 2013 for Area 5 will include:  
x Development of the H4+ website;  
x Development of an H4+ brand (logo and tagline);  
x Commission of a photo reportage mission to two CIDA-funded countries (DRC an Sierra Leone);  
x Production of an H4+ ‘Who we are’ brochure, as part of an online communications toolkit. 

Under Area 6, H4+ will follow through on a variety of actions that will strengthen support to national 
procurement plans for essential medical devices. The central priority for 2013 is the dissemination of the 
essential medical list and the finalization, dissemination and application of PSM bottleneck assessment 
module. 

In Area 7, the main priorities for human resources for health in 2013 include: 
x Field testing the Midwifery Services Framework;  
x CHWs training: Core document published and mapping of existing tools available on the EWEC (Every 

Woman Every Child)/H4+ website; 
x Expansion of HBCI and publication of the H4+ HBCI Technical Guidance; 
x Preparation for the State of the World Midwifery Report, 2014.  

 

2.2. Challenges and Remedies 

This section summarizes challenges and remedies that affected the overall plan of work. Challenges and 
remedies relevant only to specific countries are mentioned on those country sections, below.  

A major challenge for the launch and early phases of implementation was that funding only became available 
to countries in October 2011. This led to delays in initiation of activities. In addition, protracted negotiations 
with governments were necessary to confirm selection of provinces and then gain permission to start work 
within those provinces.7  These issues delayed the implementation of the baseline assessments; however all 
assessments have now been completed.   

Another challenge is that global needs for accelerating progress toward achieving MDGs 4 and 5 exceeded 
current funding constraints. H4+ continues to engage with other donors to try to alleviate these funding 
constraints at Global level.   

                                                           
7 Even if the UN agencies have vocation to work at national level, with the goal to inform national policies and programmes and to 
assist governments in establishing equitable programmes at scale, it could be necessary to assist the governments in filing critical 
funding gaps in providing funding and technical assistance at sub-national level. 
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Another challenge was the delay in the initiation of the communications activities planned under the global 
2011-12 work plan, due to the lack of human resources. This impacted the team’s ability to gain visibility for 
the H4+ and develop promotional materials. A communications focal point-person was finally identified and 
took up the assignment in November 2012. It is anticipated that with this capacity/ staff now in place, progress 
in the area of communications will be rapid and remain timely and of high quality in 2013 and beyond. 

Coordination remains a challenge both in-country and at the global level. Difficulties giving and receiving 
feedback between some country offices had led to delays in the work plan. Agencies are trying to have regular 
meetings and teleconferences with the country offices on how to address this issue and improve 
communication. The human resource needs for the coordination of the H4+/CIDA project and also the 
coordination of the H4+ were somewhat under estimated. However, more staff is now being brought on board 
to support the continued work.  

2.3. Engaging Other Donors 

Due to well-planned advocacy efforts, the development of communication platforms, and the broad reach and 
technical competencies of the H4+ partner agencies, the H4+ has been highly successful at engaging other 
donors to lend support for achieving MDGs 4 and 5 through complementary and synergistic actions and 
programming. One benefit to the H4+/CIDA joint programme is the leveraging of resources beyond those 
available under this five year, $50 million grant. Examples of donor engagement at the global level during this 
reporting period include:  

A. An agreement was signed8 between Sida and UNFPA on behalf of the H4+ (as Administrative Agent). The 
objective of this joint programme is to support the implementation of the Global Strategy in Cameroon, 
Cote d’Ivoire, Ethiopia, Guinea-Bissau, Liberia and Zimbabwe. The project goal is to accelerate progress 
towards MDGs 4 and 5 in supporting the implementation of the national RMNCH plans. It focuses on the 
three aspects of the continuum of care, namely (1) maternal and perinatal health; (2) newborn and child 
health; and (3) sexual and reproductive health through strengthening health systems. Management of Sida 
grant will follow a similar modality to that of the CIDA one, with UNFPA as an Administrative Agent. 
UNAIDS, UNFPA, UNICEF, UN Women and WHO are participating organizations (and recipients of funds) 
and the World Bank is a collaborating organization. Implementation will be overseen by a joint 
H4+/CIDA/Sida SC, leveraging the existing H4+/CIDA management structure and avoiding parallel systems. 
At the country level, work will be coordinated through the existing country RMNCH and H4+ collaboration 
mechanisms. The total budget will be $52 million over three years (December 2012-December 2015). The 
Sida grant is built on H4+ political credibility in bringing together collective and coordinated synergies 
among H4+ UN agencies. 

 
B. H4+ is implementing other multi-country initiatives which are similar to the CIDA and Sida H4+ joint 

programmes, such as the French Muskoka initiative, through collaboration with MAE. The project is 
organized around the six building blocks of health systems.9 Two of the twelve countries supported though 
the MAE grant (Burkina Faso and DRC) are also supported by the CIDA grant, thus increasing opportunities 
to work in a complementary fashion with increased resources applied to accelerating progress toward 

                                                           
8 H4+/Sida agreement signed in December 2012.  
9 The six building blocks are service delivery, governance, medicines and technologies, human resources for health, health 
financing and information.  
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achieving MDGs 4 and 5. The other countries supported in 2011-2012 include Benin, Central African 
Republic, Chad, Côte d’Ivoire, Guinea, Haiti, Mali, Niger, Senegal, and Togo. 

 
C. The government of Norway has donated $52 million towards the implementation of the 10 

Recommendations of the Commission on Life-Saving Commodities for Women and Children including 
market regulations, demand and quality.  In order to support this effort, H4+ partners will provide 
technical assistance to strengthen country implementation. An RMNCH funding mechanism has been set 
up and a secretariat is being formed, housed in UNICEF to manage the funds. Discussions are underway to 
see how this initiative can be linked with the H4+/CIDA/Sida steering committee. 

 
The added value of the H4+ is its streamlined and coordinated technical support to countries. H4+ will 
continue to strengthen service delivery for implementing and scaling up effective interventions across the 
continuum of care through continued collaboration between countries and development partners. 

3. COUNTRY LEVEL PROGRESS AND ACCOMPLISHMENTS 

In this first year of implementation, activities and key accomplishments at country-level have focused on: (1) 
sharing information with, sensitizing, and creating ownership among in-country stakeholders; (2) baseline 
assessments; (3) project planning; (4) recruiting and capacity building among individual staff and teams; (5) 
conducting initial ‘launch’ of activities; (6) establishing country-level management, financial, and 
administrative systems; and (7) implementing programmatic activities and providing technical assistance 
related to the eight main Output Areas: Governance and Leadership; Health Financing; Health Technologies; 
Human Workforce; Health Information Systems, Monitoring and Evaluation; Health Service Delivery; Demand 
including Community Ownership; and Communication.  

3.1. Country Teams 
Table 5, below, lists the implementing entities and key partners by country, along with the number of regions 
or provinces, and/or districts in which the programme operated in this reporting period. These strong, 
strategic partnerships will facilitate H4+ work plan implementation as well as the roll-out and scale-up of good 
practices, project results and lessons learned.  

Table 5: Country Teams 
Country Implementers Key partners 

Burkina Faso 
Implementation in 2 
regions 

x At the central level: Direction générale de la santé 
de la famille, Direction générale de l’information et 
des statistiques sanitaires , Direction générale de la 
protection sanitaire , Direction des ressources 
humaines (DRH), Ecole nationale de santé publique, 
Unité de formation et de recherche en sciences de 
la santé, IRSS. 

x At the intermediate level: Directions régionales de 
la santé du Nord et du Centre Nord et les ONG de 
renforcement de capacité. 

x At the operational level: five districts sanitaires de 
la région du Nord, four districts sanitaires du 
Centre Nord, deux Centres Hospitaliers Régionaux 

x Equipe H4+: WHO (lead) 
UNFPA, UNICEF, UNAIDS,  
World Bank 
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Table 5: Country Teams 
Country Implementers Key partners 

de Ouahigouya et de Kaya et les associations 
communautaires recrutées par les ONG de 
renforcement de capacités.  

Democratic Republic 
of Congo  
Implementation in 9 
districts, 3 provinces 

x Ministère de la Santé Publique, Directions et 
Programmes spécialisés):  

o Direction de la Santé Familiale et des 
Groupes Spécifiques (D10); Programme 
National de la Santé de Reproduction 
(PNSR). 

o Direction d’Etude et de Planification (DEP); 
5ème Direction / Système National 
d’Information Sanitaire;  

o Division Provinciale de la Santé  Kinshasa, 
Bas Congo et Bandundu; PNTS;  
PCIME/PNIRA.  

x Ministère du Genre (Ministère du Genre et la 
Division Provinciale du Genre Kinshasa, Bas Congo 
et Bandundu). 

x Ministère du Plan. 
x Ministère de l’Enseignement Supérieure. 
x Ecole de la Santé Publique- Université de Kinshasa. 
x Associations professionnelles : Société Congolaise 

des Gynéco-obstétriciens; Union Nationale des 
Accoucheurs et Accoucheuses du Congo  

x Equipe H4+: UNFPA (lead), 
UNICEF, WHO, UNAIDS, 
World Bank  

x Association pour le Bien-
étre Familial/Naissances 
Désirables  

x Ligue de la Zone Afrique 
pour la Défense des Droits 
des Enfants, Etudiants et 
Eleves  

x International Rescue 
Committee. 

x Programme National 
Multisectoriel de Lutte 
Contre le Syndrome de 
l'Immuno Déficience 
Acquise 
 

 

Sierra Leone 
National 
implementation 

x The Ministry of Health and Sanitation, Expanded 
Programme for Immunization/ Child Health (MOHS, 
EPI/CH), Reproductive Health/Family Planning 
(RH/FP) Divisions 

x District Local Councils. 

x H4+: UNFPA (lead), WHO, 
UNICEF, UNAIDS, World 
Bank 

x Department for 
International Development 
Assistance (DFID), UK 

x European Commission  
x Irish Aid 
x Doctors with Africa 

CUAMM10 
x Marie Stopes  
x International Planned 

Parenthood Association-
Sierra Leone 

Zambia 
Implementation in 5 
districts, 3 provinces 

x Ministry of Health (MOH) 
x Ministry of Community Development, Mother and 

Child Health  
x INESOR for M&E 
x District Health Management Teams in Project 

Districts: Kalabo, Lukulu, Chadiza, Chama, Serenje 

x H4+: UNICEF (lead), 
UNFPA, WHO, World Bank, 
UNAIDS 

Zimbabwe 
Implementation in 6 

x Ministry of Health Child Welfare (MOHCW)-MNCH, 
Sexual Reproductive Health (SRH), Prevention of 

x H4+: UNICEF (lead), 
UNFPA, WHO, World Bank, 

                                                           
10 CUAMM: an NGO based in Italy.  
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Table 5: Country Teams 
Country Implementers Key partners 

districts, 6 provinces Mother-to-Child Transmission (PMTCT), 
Opportunistic Infection/ Antiretroviral  Therapy 
(ART) Nutrition units 

x  CCORE 
x Kapnek Trust for PMTCT 
x Zimbabwe National FP Council (ZNFPC) (for 

Adolescent SRH) 
x National Aids Council for Coordination HIV  
x Zimbabwe National Network of People Living with 

HIV/AIDS (for meaningful involvement of PLWHA). 

UNAIDS 

 

3.2. Progress made in the eight output areas 

The next section presents information on the key accomplishments in each of the H4+ country level Output 
Areas.11 Each sub-section begins with a brief description of the Output Area. This is followed by brief 
comments regarding how many countries reported progress and/or results in the Output Area and what the 
main themes were across countries. Lastly, tables organized by the H4+ common indicators for each Output 
Area provide highlights on progress and accomplishments in each country during the reporting period. The 
Global M&E Framework provided in Annex 2 provides specific information by indicator in baselines, targets 
and values for 2102 for the indicators.  
 
OUTPUT 1:  Leadership and governance  

This area refers to the definition of a vision and direction that address governance for health and health 
equity; exerting influence through regulation and advocacy; collecting and using information; and 
accountability for equitable health outcomes. 

All five countries reported extensive activities and accomplishments in this output area. Across the five 
countries, H4+ advocacy and planning processes provided opportunities to bring together key stakeholders to 
discuss critical RMNCH issues and share information. In addition, H4+ made excellent use of complementary 
programming, leveraging and/or building on existing structures and ongoing initiatives including those 
supported by country governments and/or other bi-lateral agencies and funding sources.  More information on 
progress and key accomplishments in this output area is presented in Table 6, below.  

  

                                                           
11 Governance and Leadership; Health Financing; Health Technologies; Human Workforce; Health Information Systems, Monitoring 
and Evaluation; Health Service Delivery; Demand including Community Ownership; and Communication. 
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Table 6: Output 1: Progress and Key Accomplishments  
Output 1. Leadership and Governance:  Governance and management of health sector as well as 
financing system are strengthened to ensure RMNCH services respond to the need of women and their 
children 

Common indicator 1.1: Proportion of targeted districts that used updated RMNH/HIV national 
standards and guidelines as well as MCH Aide curriculum and modules based on recent 
recommendations in MNH.    

According to the M&E data presented in Annex 2, in 2012 all project districts used updated RMNH/HIV 
national standards and guidelines as well as MCH Aide curriculum and modules, except in Sierra Leone 
(78%) and Zambia (95%) where few districts currently need updated documents.  Below is a summary 
of the interventions and activities reported by countries that contributed to this indicator. 

Sierra Leone: 

x A gap analysis comparing the 2009 MCH Aides’ curricula to desired standards12 was conducted by 
the MoHS with the H4+ support.  Main findings included: low entry requirements; obsolete 
information in most of the modules; and inadequate or no content on topics such as FP, gender-
based violence (GBV), adolescent health, the importance of antenatal care (ANC), PMTCT, and 
Emergency Obstetric Care (EmOC). The gap analysis report was used to review, update and 
validate the curriculum, including inclusion of previously excluded topics and the raising of entry 
criteria, which will be applied in the 2012-2014 session. More practical training sessions were 
included in the schedule. The updated curriculum is now being implemented.   

x The gap analysis was also used to develop an in-service road map for all health-care providers 
including MCH Aides, nurses and community health officers serving in district hospitals and 
Peripheral Health Unit (PHUs).  The framework, developed collaboratively by the executing 
partners (MoHS, WHO, UNFPA, UNAIDS and UNICEF), is based on the primary health care 
structure, built on system strengthening, and covers the entire continuum of care: adolescent SRH 
and rights, FP, ANC, skilled attendance during delivery, Emergency Obstetric and Newborn Care 
(EmONC), post-natal care (PNC), HIV/AIDs and nutrition. The framework will reduce duplication of 
efforts and resources, increase complementarities, and will use on-the-job training (OJT) to reduce 
staff absenteeism due to off-site training.  The road map will be implemented by the MOHS with 
focal points from national programmes serving as facilitators and district teams serving as trainers. 
The H4+ partners will provide technical assistance.  

x An in-service training design framework was developed to upgrade the skills of the existing cohort 
of Maternal Child Health Aides, which is currently being implementing by UNICEF with support 
from partners.   

Common Indicator 1.2: Active coordination and joint mechanisms (planning and procurement and 
supply management)  that bring together donors and partners in RMNCH are established   

All five of the H4+ countries reported progress and/or results in this area.  In some instances, in each 
country, H4+ leveraged and/or built on existing joint mechanisms, strategies, policies and plans already 
in place and/or supported by other funding sources. In other instances, mechanisms initiated, 
coordinated and led by H4+ as part of its routine planning process provided a platform to bring key 
stakeholders together to discuss and act on critical issues. Below is a summary of the interventions and 

                                                           
12 The main reference for the desired standards is the ICM global midwifery standards, Core competencies framework for midwives 
and nurses, and was led by the Directorate of Nursing and the Nurses and Midwifery Board.  
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Table 6: Output 1: Progress and Key Accomplishments  
Output 1. Leadership and Governance:  Governance and management of health sector as well as 
financing system are strengthened to ensure RMNCH services respond to the need of women and their 
children 

activities reported by countries that contributed to this indicator. 

Burkina Faso:  

x H4+ supported the development of a number of strategic documents such as the human resources 
for health development plan and the national blood transfusion policy. 

Democratic Republic of Congo: 

x Parliamentarians were sensitized to allocate more resources for MH at the provincial level during 
parliamentary debates held in Kinshasa, Bas Congo and Bandundu, the 3 target provinces.  
Following the discussions, the province of Bas Congo purchased the equipment for other districts 
that had not benefited from the CIDA funding. The provinces of Kinshasa and Bas Congo have 
agreed to increase the resources through a budget line allocation for MNCH.   

x As member of the Inter-Agency MNCH Task Force,13 the H4+ supported the development and 
dissemination of a framework for accelerating the reduction of maternal and infant mortality.  A 
sub-group of the Task Force working specifically on community based MNCH interventions had 
several meetings to agree on the group Terms of Reference.   

Sierra Leone:  

x The H4+ team was actively engaged in leadership and governance activities led by the MoHS, 
although not directly supported by CIDA funds. This included activities led by the Health Sector 
Coordination Committee and the Health Sector Steering Group, and continuing down to various 
working groups.  

Zambia:  

x The H4+ supported coordination meetings at national, provincial and district levels resulting in 
decentralized monitoring and supervisory activities. In line with the Government’s commitment to 
achieve the MDGs, the UN supported the launch of the National Health Strategic Plan 2011-2015 
in March 2012. In pursuit of financial accountability in the framework of the UN harmonized 
approach to cash transfers, micro assessments were conducted to assess financial management 
capacity.  Four of the five implementation districts were assessed and rated as low risk and now 
have functional administrative and financial systems in place.  The remaining district will be 
assessed in 2013. 

x Sensitization of Provincial Health Offices on the focus, scope and expected outcomes of the CIDA 
supported H4+ interventions was accomplished through the launch of the Medium Term 
Expenditure Framework 2013-2015 planning process in the four H4+ provinces. 

                                                           
13 The MNCH Task Force is a thematic group operating within the sub-commission "Services" from the Technical Coordination 
Committee of the National SC of the Health Sector.  Partners of the MNCH Task Force are H4 + agencies, bilateral agencies (Canadian 
Embassy, USAID), NGOs (PROSANI / MSH, IRC, CRS, CCISD / PASSKIN, PSI / ASF, etc.). The Task Force is chaired by the Canadian Embassy 
and PROSANI / MSH holds the position of Vice-President. This is an inter-agency group and the Ministry of Health participates in 
meetings as an observer only.  
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Table 6: Output 1: Progress and Key Accomplishments  
Output 1. Leadership and Governance:  Governance and management of health sector as well as 
financing system are strengthened to ensure RMNCH services respond to the need of women and their 
children 

x One hundred (100) managers from all five districts attended workshops on the WHO short 
programme review guide and bottleneck analysis.  This provided the framework for the initial 
review by the districts of their current MNCH programmes. The final outputs included 
strengthened district action plans with specific activities for CIDA support. 

Zimbabwe: Leverage of existing mechanisms, strategies, policies, and plans supported by other 
funding sources included H4+ participation in working groups established in accordance with:  

x Commitments made by the Government of Zimbabwe on the Global Strategy and on the AU 
Campaign for Accelerated Reduction of Maternal Mortality in Africa (CARMMA); together with the 
National Health Strategy (2009-2013), the MNH road map (2007-2015), the Child Survival Strategy 
2010-15 and the Zimbabwe National AIDS and HIV Strategic Plan 2011-15 (ZNASP II). Another 
important mechanism falls under the national PMTCT strategy 2011-2015, which was finalized and 
launched in 2012. That strategy provides a guiding framework on how to scale up and strengthen 
comprehensive PMTCT in MNCH settings and strengthen infant diagnosis and treatment of HIV 
exposed babies. 

x UNFPA, UNICEF and WHO provided technical support during the revision of policies and guidelines 
in 2012 (e.g. revision of RH policy, revision of immunizations schedule, adoption of WHO Growth 
Standards for growth monitoring and assessment, revision of Child Health Card, development of 
Integrated Management of Newborn and Childhood Illnesses (IMCI), Infant and Young Child 
Feeding (IYCF), EmONC and post natal care guidelines).  

x The National ASRH Strategy (2010-2015) was launched in September 2012; and a Quality 
Improvement policy is being finalized.  

 

OUTPUT 2:  Health financing 

This area refers to the collection of funds from various sources to make these available in order to ensure 
rational selection and purchase of cost effective interventions, to give appropriate financial incentives to 
providers, and to ensure that all individuals have access to effective health services. 

All five countries reported progress and/or results in this Output Area, particularly progress related to the 
development and implementation of innovative approaches to financing including subsidization, voucher 
schemes, in-kind packages, and healthcare mutuals. Country highlights are summarized by indicator in Table 7 
below.   
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Table 7: Output 2: Progress and Key Accomplishments 
Output 2. Health financing: Availability of funds and right financial incentives to providers, to ensure 
that all individuals have access to effective public health and personal health care 
Common indicator 2.1: National costed RMNCH plans (including human resources) are developed and 
based on a comprehensive situation analysis that highlights priorities and gaps 

Two of the five H4+ countries had planned and reported activities related to this indicator during this 
reporting period.  Baseline information indicated that national costed RMNCH plans already existed in 
Burkina Faso, Sierra Leone and Zimbabwe.   

Sierra Leone: 

x The Reproductive Newborn Child Health strategy was developed in 2011 and launched in 2012 
following comprehensive bottleneck analysis and validation. The strategy was costed based on the 
bottleneck analysis and evidence based interventions. 

Zambia: 

x Costing of the national RMNCH plan is being done at national level with key stakeholders.  

Common indicator 2.2: Proportion of targeted districts that implement innovative approaches to 
financing (vouchers, funds, cost sharing, etc.) 

Four of the five H4+ countries had planned activities related to this indicator during this reporting 
period and reported progress and/or accomplishments.  As presented in the M&E table in Annex 2, 
Burkina Faso, DRC, and Sierra Leone all showed measurable increases over baseline related to this 
indicator. Country highlights include:  

Burkina Faso: 

x The H4+ provided support to the implementation of the National Strategy to subsidize deliveries 
and EmONC by editing tools for managing the strategy to be used by stakeholders at all levels. The 
strategy allows providing EMONC services without prepayment and at a subsidized cost of 80%, 
thereby removing the bottlenecks linked to direct payment of health care services.                                    

Democratic Republic of Congo: In order to streamline and facilitate the payment of the costs of care, 
the establishment of health mutual funds/ health mutual organizations is underway in the province of 
Bandundu. The following results were achieved, cited with activities that contributed to those results 
and/or are leading to progress under this indicator area.  

x Committees for the management and technical support of health mutual funds in the targeted 
provinces were set up, resulting from discussion and advocacy with the National Programme for 
the Promotion of Mutual Health Organizations.  The committee is functional in the province of 
Bandundu and a feasibility study is underway.  

x A survey was conducted on community’s perception about health mutuals.   

x Four (4) facilitators and 14 operators of health mutuals at the provincial level were provided 
training. The operators conducted a feasibility study that helped identify the pathways taken by 
patients during an illness.  

x Mapping of potential donors in the private sector for MNCH was developed by the MNCH task 
force in the province of Bas Congo. The province was supported in the development of a resource 
mobilization plan with private sector for MNCH. The plan will be implemented in the 4th Quarter 
of 2013.   
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Table 7: Output 2: Progress and Key Accomplishments 
Output 2. Health financing: Availability of funds and right financial incentives to providers, to ensure 
that all individuals have access to effective public health and personal health care 
Sierra Leone:  

x The process to establish a national voucher system and develop in-kind packages for vulnerable 
pregnant girls and women and hard-to-reach groups is underway.  H4+ supported the MoHS to 
recruit consultants to develop operational guidelines for the system and packages, which will 
enable access to SRH services to these disadvantaged groups.  The operational guidelines for the 
voucher system are completed and awaiting validation and dissemination.  The guidelines for the 
in-kind package, which will be validated during a one day workshop led by the MoHS, will address 
administration of in-kind ANC, delivery, PNC and FP, including conditional transfers for distribution 
to beneficiaries (vulnerable pregnant teenage girls and women). Implementation, including 
dissemination to service providers and other stakeholders, will be led by the MoHS with support 
from other partners in 2013.  

Zimbabwe: 

x The H4+, donors, and other key stakeholders continue to advocate to the MOHCW for allocation of 
more financial resources for the national budget. For example, the issues of user fees and 
inadequate transport were raised during H4+ planning meetings as major challenges negatively 
affecting access to health services. The government through the MOHCW made a commitment to 
address such challenges through the Health Transition Fund, (HTF) a multi-donor pooled fund to 
support revitalization of, and increased access to, Primary Health Care including MNCH services. 
HTF complements government funds to enable government to discontinue maternity user fees at 
the district Primary Health Care level. To strengthen transport, a total of 62 ambulances were 
procured under the European Union EU MDG Initiative being implemented through UNFPA. 
Twenty-three support and supervision vehicles were also procured for the MOHCW under the HTF. 

 

OUTPUT 3:  Health technologies 

Health technologies includes the application of organized technologies and skills in the form of devices, 
medicines, vaccines, biological equipment, procedures and systems developed to solve a health problem and 
improve quality of life. It includes medicines, technologies, and commodities. It does not include 
infrastructure. 

All five countries reported progress in this Output Area. Many activities and accomplishments cited contribute 
to progress made toward assuring there are no stock-outs of essential medicines for newborns and mothers 
(both output indicators). Therefore, progress is presented jointly for both indicators. Country highlights are 
presented in Table 8, below. 
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Table 8: Output Area 3: Progress and Key Accomplishments 
Output 3. Health technologies and commodities: Commodities and technologies are available in 
health facilities to deliver comprehensive RMNCH services to women and their children  

Common indicator 3.1: Proportion of health facilities reporting no stock-out of selected essential 
medicines for mothers (oxytocin, misoprostol, contraceptives, HIV tests, magnesium sulphate) during 
the last 3 months (this includes information on preventing stock-outs of contraception and HIV tests). 
Common indicator 3.2: Proportion of health facilities reporting no stock-out of essential medicines 
for newborns (bag and masks, suction devices, training manikin) during the last 3 months. 

All five countries reported progress and/or accomplishments in this Output Area.  As presented in the 
M&E table in Annex 2, three of the five countries, DRC, Sierra Leone, and Zambia, showed measurable 
increases in their 2012 values for these indicators compared to the baseline.  Country highlights are 
summarized below.  

Burkina Faso: 

x PMTCT services were strengthened through the provision of rapid tests for early detection of 
HIV/AIDS in all facilities providing PMTCT services (1,723 facilities).  

x The referral/counter-referral system was strengthened through the provision of three 
ambulances and 15 motorcycle ambulances in two health regions. 

x Capacity was strengthened for improving the quality of training and monitoring of interventions 
within the NPHS and the Department of MCH through the acquisition of computer hardware and 
peripherals. This essential technology improves the quality of training sessions, supervision of 
providers, and tracking of interventions. 

x Medico-technical materials were acquired. These will further benefit training with the aim to 
reinforce /improve the quality of care in MNCH service delivery. 

Democratic Republic of Congo:  

x Forty-five (45) health facilities in the nine implementation districts were supplied with 
contraceptives, equipment and materials for childbirth and EmONC, and essential drugs.  

x Eleven (11) pharmacy assistants were trained in CHANNEL software package/programme for 
rigorous logistics management.  

x Orders were placed for solar devices for blood banks and for lighting of operating theaters for 
deliveries.  

Sierra Leone:  

x A proposal and budget were finalized for using mobile phone technology (m-health) for real-time 
monitoring of maternal and perinatal deaths, and stock-outs of contraceptives and life-saving 
medicines.  

x The H4+ provided technical assistance into the supply, logistics and monitoring of the Free Health 
Care Initiative, which is the main mechanism for procurement, supply, logistics and distribution of 
medical commodities. Inputs into health commodities and supplies were achieved with direct 
funding from other sources. 

Zambia:  

x Essential supplies and other prerequisites for provision of MNCH services were procured including 
delivery beds, kits, weighing scales, suction machines and mama packs. Two ambulances were 
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Table 8: Output Area 3: Progress and Key Accomplishments 
Output 3. Health technologies and commodities: Commodities and technologies are available in 
health facilities to deliver comprehensive RMNCH services to women and their children  

procured to improve referral systems in two districts. To strengthen communication and 
monitoring of the MNCH programme, desktops, note pads and printers were purchased for the 
district MNCH coordinators. 

x Capacity building was conducted for logistics management and commodity security in all 
H4+/CIDA districts.  

Zimbabwe:  

x The procurement process for the EmONC commodities and training models is now on course.  All 
six supported districts received RH commodities, drugs, equipment, and supplies to support 
provision of life-saving skills in EmONC. Distribution of the commodities is on-going. There had 
been some delay in initiating the procurements because gaps in the districts had to be assessed 
first. The major outstanding commodities are the training models, which are yet to be received, 
though the procurement was initiated. The delay has affected the cascading of EmONC training in 
the six districts. The training models and other outstanding commodities are expected by in the 
country by the end of the second quarter, 2013. As a remedy, the MOHCW has organized a 
training of trainers workshop aimed at increasing the pool of trainers using the available set of 
models. The district trainings will run concurrently once the models are delivered in the country. 

x Equipment to refurbish and equip six youth friendly corners and provide job aids for twelve peer 
educators (PEs) and twelve youth friendly service providers was procured and distributed by 
UNFPA.   The youth friendly corners were set up at each of the six district hospitals in the focus 
districts. Two peer educators PEs and two youth friendly nurses were trained from each of the six 
facilities.     

x Twenty (20) Point of Care (POC) machines for measuring CD4 counts were procured by UNICEF.  
The machines were distributed to MOHCW for further distribution to selected high volume sites 
within the H4+ districts. 

Additional accomplishments in health technologies and commodities. 

Zambia:  

x In collaboration with the MOH and other partners, the H4+ programme supported the national 
training plan for scale up of m-health to remind pregnant women and mothers with newborn 
babies for follow-up services through community workers. At least six staff from the provincial 
and district health offices from all ten provinces were trained. Those trained will train staff from 
the district health office, the health facilities and selected members of the community 
nationwide. The H4+ is supporting such trainings in the five districts. The MOH was also 
supported with the development and printing of training materials.  

 

OUTPUT 4:  Human workforce 

This area refers to all strategies/activities to ensure that the health workforce (i.e. persons primarily engaged 
in actions intended to enhance health) is available and functional (effectively planned for, managed and 
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utilized) to deliver effective health services. It includes strengthening capacity/training, management, and staff 
motivation and retention. 

All five countries reported progress and results in Output Area 4, with five of five countries reporting 
accomplishments in training of health care workers in EmONC services; and four of five countries reporting 
progress toward the training of CHWs in RMNCH. Country highlights are found in Table 9, below. In addition, 
training was also provided across a range of other RMNCH areas including PMTCT, FP, Management of 
Childhood Illnesses (IMCI), and obstetric fistula. Categories of staff trained include service providers (midwifes, 
doctors, nurses), MCH Aides, CHWs, pharmacists, managers, management information system and reporting 
specialists, and logisticians. Supportive supervision also provides opportunities for learning through coaching 
and mentorship, as well as opportunities for collection of information that contributes to monitoring of 
programme coverage and performance. Supervision related activities are reported under this Output Area.  

Table 9: Output Area 4: Progress and Key Accomplishments 
Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver 
comprehensive RMNCH services to women and their children 

Common indicator 4.1: Proportion of health care workers trained with adequate skills and knowledge 
according to national norms to provide EmONC services in the targeted districts during the last 2 years 

All five countries reported progress and/or achievements related to this indicator. Training of health 
providers and managers in other RMNCH areas beyond EmONC is also included here. Country highlights are 
summarized below. 

Burkina Faso: 

x Training modules for providers on PMTCT were developed with the support of the H4+. The modules, 
which take into account the latest WHO recommendations, will provide reference materials for capacity 
building of service providers and will be used for training and supervision. They have been made 
available to all health regions of the country. 

x Twenty-five (25) national level trainers were trained on PMTCT with newly developed modules.  In 
2013, these national trainers will train a pool of providers at the operational level in order to enhance 
the quality of PMTCT services.  

x Fifty (50) regional trainers were trained, as well as service providers in all health districts of both 
implementation regions, on maternal and neonatal death audits in order to prepare for a rapid scaling-
up of this approach. 

x Fifty-two (52) providers were trained on IMCI, tri-clinical evaluation, and emergency treatment with the 
aim of improving the quality of care for children. 

x Forty-five (45) providers were trained at the Centre Hospitalier Universitaire Yalgado Ouedraogo 
(Ouagadougou) for effective decentralization of the management of obstetric fistula.  

x District management teams and regional health offices in all H4+/CIDA districts were oriented on the 
implementation of PMTCT and IMCI. 

x A pool of national trainers (including pediatricians and gynecologists) were oriented on essential care of 
the newborn, followed by the training of 180 providers from all nine regional hospitals.  

x Documents on PMTCT and Integrated Management of Childhood Illness (IMCI), as well as tools for 
monitoring the implementation of subsidies for deliveries and EmOC were edited and made available to 
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Table 9: Output Area 4: Progress and Key Accomplishments 
Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver 
comprehensive RMNCH services to women and their children 

healthcare providers as reference materials. 

Democratic Republic of Congo: 

x Training modules reflecting new EmOC methodologies were developed.   

x Three training sites were identified and training materials for EmOC and FP, including models and other 
basic equipment, were purchased.           

x One hundred sixty (160) providers participated in training sessions on EmONC and FP conducted for the 
three districts of Bas-Congo (81) and Kinshasa (79). Pending the arrival of the equipment ordered, this 
training was provided by a training center set up by the International Rescue Committee.  

x Forty-three (43) healthcare providers received capacity strengthening in the provision of FP services in 
the districts of Bandundu. 

x The technical capacity of pre-service training institutions was strengthened through: (1) provision of 
training equipment (including mannequins for technical training at the Higher Medical Technology 
Institute of Kinshasa); and (2) revision of training curricula of midwifery by the mentioned Institute.    

x In order to increase the number of competent, practicing midwives, advocacy by the H4+ led to the 
agreement for training of midwives of level A1 (3 years training) with direct entrance after the bachelor 
degree, without going through the training of nurses (4 years) and also without two years of 
experience. 

x Awareness-raising took place in conjunction with celebration of the International Day of the Midwife.  
This included: (a) sensitization on lifesaving during pregnancy, and FP; and (b) a week of free ANC 
consultation services performed by midwives in the communes of Kinshasa. 

Sierra Leone:  

x Sixty-five (65) health care providers including doctors, community health officers, midwives, nurses and 
MCH Aides were trained with CIDA funds to improve their skills in provision of EmONC. Additional 
health care providers were trained in EmONC with the support of different funding sources14. 

x One (1) new Maternal Child Health Aides curriculum was developed. To support the implementation of 
the new curricula, three modules (Introductory; Basic Nursing and First Aid; and Anatomy) were 
updated based on the curriculum; and three corresponding facilitators guides were developed, with an 
emphasis on skill building in addition to knowledge acquisition.  A second set of modules will include 
components on EmOC. 

x The CIDA funds were used to support an update of the training skills and knowledge levels of 43 MCH 
Aide tutors and coordinators drawn from 11 MCH Aides schools and respective District Health 
Management Teams.15 This included orientation to the modules described above. Scaling-up to reach 
the entire cohort of 200 tutors and coordinators was planned for the fourth quarter of 2012 but could 
not be conducted because of the presidential elections.16 The training was therefore moved to the first 

                                                           
14 Funds provided by DFID and the Italian National Committee for UNICEF were used to provide transport and accommodation for 
trainees and trainers. 
15 This included 11 coordinators, one from each of the district-based schools, and trainers mainly from the respective District Health 
Management Teams. The 11 schools are Western Area, Bo, Kenema, Pujehun, Moyamba, Kailahun, Kono, Bombali, Kambia, Port Loko 
and Tonkolili. 
16 November, 2012. 
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Table 9: Output Area 4: Progress and Key Accomplishments 
Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver 
comprehensive RMNCH services to women and their children 

quarter of 2013. A UNICEF MCH Officer provided technical assistance to the MoHS in the updating of 
the tutors and coordinators skills.  

x Funds were used to pay allowances to 152 MCH Aides trainees and 200 tutors and coordinators. The 
tutors and coordinators were responsible for the training of 702 MCH Aides trainees in 11 district-based 
MCH Aide schools who took their final exams during the fourth quarter of 2012. Slightly over half (52%) 
of the trainees passed in all the examination papers. The 365 successful candidates were subsequently 
deployed to work in PHUs. The unsuccessful candidates were also deployed to PHUs but for a practical 
training/internship; they will retake their exams by June 2013. A plan to support the MCH Aides 
students with refresher courses before retaking their exams is currently being discussed with the MoHS.  

x Eighty-five (85) healthcare providers were trained during weekly refresher training on the use of the 
partograph, care of critically ill patients and management of obstetric emergencies including the 
management of eclampsia, antepartum and postpartum haemorrhage.  Providers trained included 
midwives, state registered nurses and state enrolled community midwives at the Princes Christian 
Memorial Hospital.    

x A national MNCH Care providers’ training inventory was conducted in early in 2012 with funding 
support from CIDA. The inventory provided profiles of providers that had received in-service training in 
MNCH since 2009. The profiles included details regarding individual staff, number of staff trained, type 
of training received, year attended, district and health facility in which they are currently working. In 
total, 3,243 health workers were profiled out of which 1,506 were found to have benefitted from at 
least one MNCH training. The information was used to design both pre-service and in-service capacity 
building interventions including training, supportive supervision, and mentoring.  

x Capacity building and other support was provided to midwifery schools, including: 

o Computers and accessories including Internet modem, workstations and other key information 
technology equipment procured and delivered to two midwifery schools’ resource centres. This 
was coupled with capacity building in computer literacy. Together, this will strengthen in-
service training, research and communication.  

o A stipend was paid to sponsored students including responsibility allowance to key staff at the 
two schools.  

o National supervisors were supported to undertake supervision of the 11 training schools 
including administration of the assessments.  

x Over 35 health care providers from Pujehun district hospital and five Basic EmONC (BEmONC) centres in 
Pujehun district received OJT refresher training in EmONC. The trainings were facilitated by CUAMM. As 
part of the partnership with UNICEF, the non-governmental organization (NGO) has deployed additional 
human resources to the district. The personnel include an obstetrician/ surgeon, pediatrician, public 
health specialist and four professional midwifes. 

x A draft road map for the systematic implementation of supportive supervision and mentoring was 
developed taking into account a systems approach, decentralization and sustainability. The document 
awaits consensus among the Ministry and partner organizations.  

x Tools to facilitate mentoring and supportive supervision are being produced. These include standard 
operations procedures for MNCH; an infection control pocket handbook; and tools pertaining to 
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Table 9: Output Area 4: Progress and Key Accomplishments 
Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver 
comprehensive RMNCH services to women and their children 

Kangaroo Mother Care.  

x Staff in 13 district hospitals and 65 BEmONC centres received supportive supervision in relation to 
EmONC services. The support was provided by one national H4+ team member and four technical 
resource persons based in the districts.  During the visits, the staff monitored availability of essential 
drugs and supplies for EmONC, human resources and other aspects of the enabling environment.   

Zambia:  

Capacity of at least one health-care worker per health center providing delivery services was built on MNCH 
continuum of care.17 Health-care workers also acquired additional knowledge and skills on WHO Short 
Programme Review of bottleneck analysis.  

x Seventy-one (71) participants received combined training on communication for development, results-
based financing and Human Rights programming during three separate events.  

x Seventeen (17) nurses have been supported for midwifery training.  An additional 15 nurses have been 
identified to undergo midwifery training beginning January 2013.  

x An innovative strategy being supported by the project is the re-engagement of 17 retired midwives to 
increase skilled-birth deliveries. 

Zimbabwe:  

x A BEmONC training manual was developed and finalized with technical support from UNFPA.  The 
manual will be used by clinicians and practitioners in both pre-service and in-service settings.    

x Thirty-five (35) trainers from the six supported districts were trained in order to create a pool of trainers 
for the scale-up of lifesaving skills in EmONC.  Scale-up trainings at district level did not take place as the 
MOHCW did not have adequate training models. The procurement for the training models has since 
been initiated.   

x Twelve (12) youth service providers and 26 trainers from the 10 provinces were trained in offering a 
minimum package of youth friendly services in the 6 districts.  

x Twenty-four (24) nurses in Chiredzi district were trained in comprehensive HIV prevention, treatment 
and care using the integrated HIV training curriculum. The new training approach of using expert 
patients (people living with HIV/AIDS) was greatly appreciated by all nurses who were interviewed 
during follow up visits.  

x One hundred and twenty-two (122) health workers received training to build their capacity in IMNCI, 
programme management for child health managers, use of the WHO Growth Standards for growth 
monitoring and assessment, and use of the revised Child Health Card including the revised 
immunization schedule. 

x The process of developing clinical mentorship tools for EmONC was initiated. Mentorship will be 
provided to midwives and nurses by obstetricians, paediatricians, midwives and nurses from national to 
provincial level. 

Common indicator 4.2: Number of active CHWs/village health workers trained on community-based 

                                                           
17 Adolescent health, FP, ANC, delivery, postnatal care, neonatal and child care. 
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Table 9: Output Area 4: Progress and Key Accomplishments 
Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver 
comprehensive RMNCH services to women and their children 

RMNCH services, including essential newborn care in the targeted districts during the last 2 years. 

Four of the five H4+/CIDA countries reported progress and/or achievements related to this indicator. As 
presented in the M&E table in Annex 2, both DRC and Zambia provide data that shows increases in the 2012 
values compared to the baseline.   

Burkina Faso: 

x Eight hundred ninety-three (893) CHWs received training or refresher training in community-based 
IMCI. 

x Modules and tools for newborn care at home are being developed and adapted to the local context, 
preparing for scaling-up of this approach beginning in 2013. 

x Orientation of stakeholders at regional and district level on the Individual, Families and Community 
approach (work with individuals, families and communities to improve maternal and newborn health) 
took place, in the context of its development from 2013 in all districts. 

Democratic Republic of Congo: 

x Forty-five (45) active CHWs were trained on community-based RMNCH services, including essential 
newborn care in the targeted districts. 

Zambia:  

x Twenty (20) CHWs were trained as Safe Motherhood Action Groups to increase awareness and demand 
for RMNCH services.  

x All districts were supported with mentorship and supervision of healthcare workers at facility and 
community levels. 

Zimbabwe: 

x Forty-six (46) active CHWs were trained on community-based RMNCH services, including essential 
newborn care in the targeted districts.  

Additional Human Workforce Accomplishments. 

Sierra Leone: 

x An adolescent health national training kit based on the WHO orientation package was developed by the 
MoHS with support from H4+.  The training kit, which aims to build MoHS capacity for ensuring that 
health facilities are adolescent-friendly by strengthening the knowledge and skills of service providers, 
will be implemented in 2013. 

 

OUTPUT 5:  Health information systems, monitoring and evaluation 

This area refers to the production, analysis, dissemination and use of reliable and timely information on areas 
including, but not limited to health determinants, health system performance and health status, and national 
health accounts.  
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All five countries reported progress and results in this Output Area, with all countries reporting either progress 
toward or achievement of timely and complete reports submitted as per national guidelines and schedule.  
Interventions towards ensuring strengthening of Health Management Information Systems (HMISs) and staff 
skills are also included in this area. Progress was also reported in three countries in the area of established 
functioning maternal death surveillance and response.  More information, including country highlights by 
indicator, is found in Table 10 below. 

Table 10: Output 5: Progress and key accomplishments 
Output 5. Health Information systems, monitoring and evaluation: Functional HMIS, adequate data 
collection, management, and quality assurance systems to better inform planning processes and 
decision-making, implementation science, research 
Common indicator 5.1: Proportion of targeted districts which have timely and complete reports 
submitted as per national guidelines and schedule during the last 3 months 

Four countries reported progress and accomplishments ensuring that timely and complete reports 
are submitted as per national guidelines and schedule.  As presented in the M&E table in Annex 2, 
both DRC and Zambia show increases over baseline for this reporting period. The remaining country, 
Sierra Leone, had a baseline of 100% for this indicator and no activities planned or reported. 

Burkina Faso: 

x Data collection tools for the NHIS were printed and tools for monitoring the health information at 
health center level were provided.  These tools and processes will make a valuable contribution in 
the programme documentation.  

x Providers were trained on conducting MNCH audits and support for the effective implementation 
of audits in referral centers.  

x H4+ provided support to a service availability and readiness assessment (SARA) survey 
implemented to assess functional capacity and responsiveness of health services. 

Democratic Republic of Congo: 

x Harmonization of MNCH/FP consultation records, data collection forms, registration books, and 
reporting templates was completed. Forms include information on survivors of sexual violence.  

x Management tools and data collection forms were harmonized and were distributed in nine 
districts. 

x Orders were placed for information kits and for Internet subscription to targeted districts. 

Zambia:  

x Over 86% of the project facilities had complete reports submitted timely as per national 
guidelines. The capacity of district health offices was strengthened on results-based management, 
bottleneck analysis approach and data management for effective programme management at the 
district and health facility levels.  

Zimbabwe:  

x The H4+ team participated in the planning meeting for the national HMIS and will support some 
of the activities of HMIS like reviewing MH indicator guidelines, reviewing reporting templates 
and training. Advocacy efforts to include age disaggregated data for adolescents and young 
people in the national MNCH data collection tools continued during the year and some changes 
might be effected in 2013.  
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Table 10: Output 5: Progress and key accomplishments 
Output 5. Health Information systems, monitoring and evaluation: Functional HMIS, adequate data 
collection, management, and quality assurance systems to better inform planning processes and 
decision-making, implementation science, research 
x In collaboration with MOHCW and CCORE, a baseline data collection exercise was conducted 

where most of the data was obtained from the health information systems in the various districts 
and the M&E framework was updated with the current data.    

Common indicator 5.2: Proportion of targeted districts with established and functioning maternal 
death surveillance and response (includes Maternal Deaths Reviews) mechanisms. 

Three countries reported progress and/or accomplishments, with country highlights summarized 
below.  As presented in the M&E table in Annex 2, both Sierra Leone and Zambia present data that 
shows an increase over the baseline that was achieved in this reporting period. The remaining two 
countries, Burkina Faso and DRC had no activities scheduled in this area (with Burkina Faso having a 
100% value in 2012). 

Sierra Leone:  

x A proposal and budget were finalized for using m-health for real-time monitoring of maternal and 
perinatal deaths, and stock-outs of contraceptives and life-saving medicines.  

x As a result of the increase in utilization of health care service delivery by pregnant women, 
lactating mothers and children under five years old, maternal death review (MDR) was introduced 
as a quality assurance measure with support from the H4+ partners (though not funded by H4+). 
Tools for the institutionalization for MDR have been finalized after one year of field testing and all 
public maternity units have been trained on the MDR reporting and review. The country now has 
localized data on the number, but more importantly the causes, of death and contributing factors. 
Information from the system is now being disseminated so that the Ministry and partners can 
respond to MDR findings, currently the main challenge. 2013 will include strengthening of the 
response part of the maternal death review process.  

Zambia:  

x All five districts reported establishment of functional maternal death surveillance and response in 
all facilities resulting in the conduct of maternal death reviews. 

Zimbabwe:  

x Guidelines and tools for maternal death review, including maternal and perinatal death audits, 
were finalized and are being printed. The guidelines and tools were developed with technical 
assistance provided by UNFPA, UNICEF and WHO. The tools include guidelines outlining how, 
where and when to conduct maternal and perinatal death audits, including how to complete 
death notification forms, timelines of reporting and to whom to report. 

Common indicator 5.3: Proportion of targeted districts that perform quarterly review of HMIS data 
(with community committees / leaders) to monitor performance and for evidence-based decision 
making and planning. 

Three countries reported progress, with country highlights provided below. As presented in the M&E 
table in Annex 2, both Sierra Leone and Zambia show large increased over baseline achieved during 
this reporting period (Sierra Leone rose from a baseline of 0% to a 2012 value of 100%; while Zambia 
rose from 50% at baseline to 80% by the end of the reporting period).  In addition, Zimbabwe reports 
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Table 10: Output 5: Progress and key accomplishments 
Output 5. Health Information systems, monitoring and evaluation: Functional HMIS, adequate data 
collection, management, and quality assurance systems to better inform planning processes and 
decision-making, implementation science, research 
progress in monitoring of ASRH, as cited in the country highlights below.  The remaining countries, 
Burkina Faso and DRC, had no activities planned in this area (with DRC having a baseline of 100%).  

Sierra Leone:  

x A SARA survey was conducted by the MOHS in 100 facilities, with the participation of WHO. The 
information gathered contributed to a health facility baseline and district level performance 
reviews.  SARA data analysis is on-going, whilst 2011 district performance review reports were 
finalized and presented at district review meetings mid-June and the 2011, with a sector-wide 
performance report finalized in late July. Harmonization of M&E plan with national health plan is 
nearly completed. H4+ partners participated and provide technical support in the district and 
national performance reviews, and findings from SARA are being used by the ministry and H4+ 
partners.  

Zambia:  

x Support was provided to the districts for strengthening quarterly review of HMIS data at health 
facility and community levels. All the districts conducted HMIS data review meetings with 
community leaders and health providers. 

Zimbabwe:  

x A planning and review meeting for PEs and youth friendly service providers was conducted in 
November 2012. Continuous monitoring, planning and review are taking place through the ASRH 
coordination forum.  

 

OUTPUT 6:  Health service delivery  

This area includes strategies/activities to improve people’s health by providing comprehensive, integrated, 
equitable, quality and responsive essential health services. It includes guidance and tools, infrastructure, 
supply chain, not training.  

All five countries reported activities, progress and/or results under various aspects of health service delivery.  
In addition to progress and key accomplishments in the number of EmONC facilities and strengthening PMTCT 
in ANC/delivery services (common indicators 6.1 and 6.2), four countries reported other health service delivery 
activities and accomplishments across a range of other MNCH services including: IMCI; immunization; HIV/ 
AIDS and Tuberculosis; FP including long-acting reversible methods; and skilled birth attendance and Antenatal 
Care/Postnatal Care. Country highlights are found in Table 11, below.  
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Table 11: Output 6: Progress and Key Accomplishments  
Output 6. Health service delivery: Access and uptake of quality MNH care at community level 
especially in remote areas and integrated RMNCH services 
Common indicator 6.1: Number of health facilities providing basic and comprehensive EmONC 
services per 500,000 inhabitants in the regions of targeted districts. 

Two of the five H4+ countries have reported accomplishments pertinent to this indicator, as shown 
below.  

Democratic Republic of Congo: 

x Access for pregnant women to quality obstetric , neonatal  and emergency care was improved in 
the hard-to-reach district of Mosango in Bandundu province (480 km and a seven hour drive from 
Kinshasa), through the refurbishment of a maternity facility.  

Sierra Leone: 

x The new maternity hospital in Pujehun district was converted into a fully functional 
Comprehensive EmONC hospital; this was accomplished through a partnership with CUAMM. 

Common indicator 6.2: Proportion of ANC and delivery services in targeted districts that provided 
PMTCT services according the national guidelines. 

According to the M&E data presented in Annex 2, Sierra Leone and Zambia have achieved progress 
relevant to in this indicator (Sierra Leone with a 98% value for 2012 compared to the 82% baseline; 
and Zambia with a 90% 2012 value compare to the 80% baseline). Activities that contribute to 
progress in this indicator have been reported by Zimbabwe; see the country highlight below.  

Zimbabwe:  

x Technical assistance for clinical attachment of medical doctors on pediatric ART at Newlands clinic 
in Harare was provided by UNICEF.18 The doctors were drawn from districts with low pediatric 
coverage including H4+ supported districts Hurungwe, Mbire and Gokwe North. Continuous 
monitoring and supportive supervision will be provided to increase access to pediatric HIV 
treatment, care and support.  

x Finalization, printing and distribution of 20,000 DBS collection job aids and 20,000 early infant 
diagnosis HIV testing algorithm posters was completed with support from UNICEF.   

Additional Service Delivery Accomplishments. 

Burkina Faso: 

x A strategy to provide long-term contraceptives in 191 health facilities in 13 districts and at 2 
NGOs (Marie Stopes International and L’Association Burkinabè pour le Bien-Être Familial) was 
implemented.  

x Community-based activities for FP have been conducted in thirteen health regions (100%)/ 59 
health districts (94%).  Activities included community mapping, awareness raising, contraceptive 
method distribution, referral, and supervision of CHWs. Coverage included 1070 health facilities, 
nine Houses of Women, 3213 village comprising 38% of villages located more than 10km from a 
health center.  Four thousand nine hundred and fifty four (4954) community-based agents, 45% 
of whom are women, were involved. The number of couples-years of protection achieved was 

                                                           
18 Newlands is one of the centers of excellence pediatric ART services and training. 
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Table 11: Output 6: Progress and Key Accomplishments  
Output 6. Health service delivery: Access and uptake of quality MNH care at community level 
especially in remote areas and integrated RMNCH services 

8184. 

x H4+ provided support for a plan to strengthen and scaling-up the management of diarrhea with 
low osmolarity Oral Rehydration Solution associated with zinc, according to national protocols 
introduced in 2008. Implementation of the plan will take place at national, health facility and 
community levels.  

x Supervision was provided for 11 doctors trained in basic surgery from 11 district hospitals in 9 
health regions. The supervision was performed by 1 gynecologist / obstetrician, one surgeon, one 
anesthetist. The Supervision is conducted for a week and the report is sent to the Directorate of 
Decentralization of the Health System.  

Democratic Republic of Congo: 

x One hundred twenty (120) community-based agents were trained on distribution of 
contraceptives in the targeted districts. 

x Pillars 1 and 2 of PMTCT were supported through the distribution of condoms and contraceptives. 
Family planning was integrated in 5 voluntary HIV testing centers.   

x With additional funding from UNAIDS, PMTCT was integrated into activities at the community 
level. 

Sierra Leone:  

x Health care providers in 50% of all PHUs are providing an integrated range of MNCH services that 
include: IMCI; immunization; HIV/ AIDS and Tuberculosis; support to community based services 
and outreach; FP; focused ANC; GBV; youth and adolescent friendly services; skilled birth 
attendance and PNC. The achievement was more than planned because of increasing capacity of 
most PHUs following continued support to the Free Health Care Initiative and placement of 
additional health workers in the health facilities. The impact of integration was stronger among 
the Community Health Centers that are better equipped and staffed than more peripheral 
Community Health posts and MCH posts. The health workers also provide integrated services in 
the clinics supported by integrated systems including data recording and registration, supportive 
supervision, and OJT and mentoring. The assessment of services provided by the PHUs was last 
taken for the second quarter of 2012. It was not possible to undertake the quarter three 2012 
assessment because of the electioneering period. 

x Three hundred eighty (380) monthly outreach sessions in hard–to-reach villages were performed 
by healthcare providers from community health centers. Services provided included: defaulter 
tracing for immunization; ANC, FP, and, PNC follow-up. The outreach activities rely on 
community-based groups for community mobilization and demand creation.  

x One hundred fifty (150) hard to reach villages in five districts (Bombali, Bonthe,  Kenema, 
Koinadugu and Pujehun) were served with integrated services by health personnel trained by 
H4+. CIDA funds were used to support OJT and supportive supervision to train the health 
personnel on delivering integrated interventions in outreach settings.  When outreach services 
were not in place, the OJT supported the health facility team to set them up.   In this way the 
funds were used as catalytic funds to implement  outreach services in the country.  Funds 
provided through a performance-based financing scheme complemented these efforts by 
supporting the logistic component.   



 50 

Table 11: Output 6: Progress and Key Accomplishments  
Output 6. Health service delivery: Access and uptake of quality MNH care at community level 
especially in remote areas and integrated RMNCH services 
Zambia:  

x Four out of the five districts have recorded an increase in the proportion of deliveries by skilled 
birth attendants. There are also reports of increments in the proportion of pregnant women 
attending ANC in the first trimester. 

x An assessment was conducted in all the districts, with support from the H4+, to identify maternity 
waiting homes and maternity wings that needed to be renovated. Rehabilitation of at least three 
identified facilities in each district will commence in first quarter 2013. 

x Services for provision of routine integrated MNCH outreach visits were strengthened through 
support of additional trained midwives and logistics such as delivery kits. Retired midwives were 
recruited and sent to areas that previously did not have trained staff; this increased the number 
of women and children in hard to reach areas with access to health care services.   

 

OUTPUT 7:  Demand including community ownership 

This area refers to a representative mechanism that allows communities to influence the policy, planning, 
operation, use and enjoyment of the benefits arising from health services delivery. It also refers to the 
community taking ownership of its health and taking actions and adopting behaviours that promote and 
preserve health.  

All five countries reported progress and accomplishments in this Output Area. Several of the accomplishments, 
including those related to some community mobilization initiatives, also pertain to Gender Equality, as cited in 
the text in Table 12, below.  

Table 12: Output 7: Progress and Key Indicators 
Output 7. Demand including community ownership and participation 
Common indicator 7.1: Number of active community groups (safe motherhood groups, volunteers, 
etc.) or rural committees established in targeted districts. 

According to the M&E data presented in Annex 2, Sierra Leone and Zimbabwe show a measurable 
increase in the number of active community groups. Nevertheless, all five countries report activities, 
progress and accomplishments relevant to this indicator in the country highlights below.  

Burkina Faso: 

x Study tours to Niger were conducted with a focus on the ”Husbands’ School” model, aimed at 
increased involvement of men in FP.  An action plan to adapt and implement the strategy in the 
North Central Region (Kaya) was developed.  

x Posters were produced with information on danger signs during pregnancy, childbirth and the 
postpartum period to educate communities on early identification of health problems and 
appropriate use of health services. 
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Table 12: Output 7: Progress and Key Indicators 
Output 7. Demand including community ownership and participation 
Democratic Republic of Congo: 

x Awareness campaigns on danger signs and lifesaving actions for pregnant women, and on FP, 
were organized in the nine districts with support from H4+ and women's associations after launch 
by the National Minister of Gender. Support provided by H4+ included the production of 
sensitization materials used to reach out to women by the network of associations. 

Sierra Leone:   

x 2000 posters, 5000 flyers/information kits on safe motherhood were developed. 

x Six hundred and thirty (630) members of Community Wellness Advocacy Groups (350) and the 
Male PE’s Network (PEs: 280) of the Fambul Initiative Network for Equality held a community 
stakeholders’ consultation on the need for male involvement in the promotion of gender equality 
and sexual reproductive health issues in all the 28 chiefdoms in Bombali district and Bo District. 
Thirteen Male advocacy groups were formed in Bombaly district and fifteen in the Bo district with 
a total of 280 male PEs. The PEs engage communities to prevent gender based violence, and 
promote utilization of MH services including FP, STI/HIV, neonatal health, etc., through 
community meetings, local drama, songs, mobile video show and also participate in festive events 
to disseminate messages.19# 

x Community mobilization and outreach programmes were established for 35 new Community 
Wellness Advocacy Groups covering three districts (Kenema, Pujehon and Kambia), with scaling-
up planned for another six districts.  Each Community Wellness Advocacy Group, comprised of 10 
community women, is engaged in village–to-village and door-to-door community sensitization on 
the prevention of GBV, benefits of FP, and promotion and referral for SRH and GBV services 
including safe motherhood. # 

x One hundred Traditional and Religious Leaders were engaged on technical policy dialogue for the 
promotion of SRH & rights and prevention of GBV as part of the community mobilization 
programme. These activities enhanced the commitment of traditional and religious leaders in 
implementing bye-laws for the prevention of GBV and banning of home delivery that resulted in 
increased number of institutional deliveries. In addition to community mobilization activities, they 
also take part in monitoring and reporting GBV cases to the appropriate authority e.g. the Family 
Support Unit of Sierra Leone police. # 

Zambia:  

x Demand for MNCH services was enhanced through community mobilization by establishment of 
Safe Motherhood Action Groups and Community-based Distributors20 of FP commodities in all the 
districts. The communities are now proactive in contributing towards the construction of shelters 
for outreach ANC services. Some local chiefs and community leaders participated in review 
meetings concerning improvement of reproductive and MH services. 

Zimbabwe:  

x Community mobilization was conducted; 12 PEs were selected from the communities and 
subsequently trained on SRH leadership and other skills, such as peer-to-peer counseling. Using 

                                                           
19 # Progress and accomplishments that also pertain to Gender Equality.  
20 Community health workers were trained as members of Safe Motherhood Action Groups to increase awareness and demand for 
RMNCH services.  Also cited under Output 4: Human workforce, above.  
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Table 12: Output 7: Progress and Key Indicators 
Output 7. Demand including community ownership and participation 

resources from a different funding source, refresher training conducted by Zimbabwe National 
Family Planning Council for PEs using the revised ASRH manual was conducted for an additional 
12 PEs to augment the services provided by the 12 H4+ supported PEs.  Through these 
complementary efforts, this brings twenty-four the total of PEs serving the district hospitals and 
their respective catchment areas.  

x Support was also provided to one of the NGO partners, Kapnek Trust to provide mentorship on 
PMTCT services to health workers and strengthen the capacities of village health workers in 
PMTCT/Peadiatric ART and infant and young child feeding, in Hurungwe and Gokwe North 
districts.  

x Integrated outreach services in two districts were provided to hard-to-reach areas with support 
through Kapnek Trust and H4+, which contributed fuel and allowances for the teams.  

x More than 100 adolescents and young people from the Apostolic Religious Sect residing in areas 
including H4+ districts attended two national conferences on ASRH. Issues raised by the 
conference attendees included: lack of knowledge and limited access to ASRH/HIV and MNCH 
services, forced marriages.  Some of the recommendations made by the children have been 
adopted by the church Bishops. 

x An assessment of community perceptions of MH problems and barriers to access was conducted 
in six districts. Assessment findings will inform evidence-based programming including in 
developing of community awareness activities to create demand for MNH  health services.  

x A study to assess the approaches and identify gaps to reaching young people with SRH 
information and services revealed that there is lack of adequate financial and human resources 
and equipment in youth friendly centres, unavailability of clinical services and life skills training 
for youths, poor infrastructure, and low attendance at youth friendly centres by female youths.  
Pending available funding, H4+ will address selected gaps identified in future programming.  

 

OUTPUT 8:  Communication and advocacy 

This area includes community mobilization activities, radio programmes/campaigns, messaging, etc. 

All five countries reported progress and results under various aspects of Output Area. Social mobilization 
programmes and media and advocacy initiatives used available, appropriate technologies such as radio, 
television, and innovative approaches such as songs distributed on YouTube.  Messaging and mobilization was 
also conducted through face-to-face events and printed materials.  A summary of country highlights provided 
by Output Indicator is provided in Table 13, below.  
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Table 13: Output 8: Progress and Key Achievements 
Output 8. Communication (including communication for development) and advocacy 
Common indicator 8.1: Proportion of targeted districts with demonstrable social mobilization 
programmes that include at least two of the following communication themes:  prevention of early 
pregnancy, expanding knowledge of key family practices, HIV prevention, importance of 
breastfeeding, recognition of danger signs during postnatal care for mothers and newborns. 

According to the M&E data presented in Annex 2, DRC, Sierra Leone and Zimbabwe both showed 
increases in the proportion of targeted districts with applicable social mobilization programs (DRC 
rose from 0% at baseline to 100% during this reporting period, while Sierra Leone rose from 21% at 
baseline to 64% by the end of this reporting period; and Zimbabwe rose from 0% to 50% during the 
same time period.) While baseline data from Burkina Faso were not available by which to measure an 
increase, and Zambia reported 100% at baseline, both of these countries report activities and 
accomplishment relevant to this indicator).  

Burkina Faso: 

x Radio serials providing information and communication on RH were designed and broadcast.   

x Support the development and dissemination of a soap opera on MH, FP, gender, fistula, FGM, 
immunization, etc. Some episodes are already in circulation and can increase awareness on these 
important issues of health. 

Democratic Republic of Congo: 

x Forty-one community radio animators/journalists from 24 community radio stations were trained 
in MNCH issues to promote sensitization of the public on these issues: EmONC, FP, GBV, fistula, 
etc.  Each district has developed the media plan for MNCH. 

x Awareness materials for MNCH /FP were reproduced. Outreach activities were conducted by the 
social mobilizers.  One hundred eight (108) social mobilizers were trained and after training, they 
have reached 47,991 people in three months in the nine districts on the benefits of FP, the danger 
signs and life-saving signs of pregnant women. Mobilizers have used two strategies namely, door 
to door in neighborhoods and table to table in markets.                             

x Fifty percent (50%) of CHWs in the Kenge district (Bandundu Province) were trained in 
communication and support for families affected by HIV and on MNCH. 

Sierra Leone:  

x In collaboration with the District Health Management Teams, the H4+ supported 36 community 
drama performances in hard-to-reach communities on MH issues, 4 each in 9 districts with special 
focus on ANC service, skilled birth attendance and FP. Concerns and misconceptions of the 
communities on these issues were addressed during the post-performance question and answer 
sessions. 

x Thirty (30) representatives of the print and electronic media were oriented, in collaboration with 
the RH/FP programme, to promote quality reporting on safe motherhood issues. 

x Twenty four (24) radio discussion programmes on maternal and child health issues were 
conducted in the local dialect Krio, two in each of the 12 districts. The panelists comprised of 
communication and MCH specialists drawn from the various District Health Management Teams. 
The topics discussed included –antenatal care and services, facility delivery and benefits, male 
participation in safe motherhood, exclusive and continued breastfeeding and FP. 
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Table 13: Output 8: Progress and Key Achievements 
Output 8. Communication (including communication for development) and advocacy 
Zambia:  

x Sixty (60) health-care staff who were selected to acquire knowledge and skills for C4D in the first 
project year underwent training and developed district specific plans which included community 
sensitization, radio broadcasts, drama and production of appropriate IEC materials. 

x Community campaigns through national television spots were conducted and contributed to 
raising awareness on PMTCT and pediatric HIV, care, support and treatment. 

Zimbabwe:  

x Community focus groups were conducted with community leaders, church leaders, parents, 
young people and health workers to assess awareness and utilization of ASRH and HIV services. 
The discussions revealed limited knowledge on ASRH and HIV especially among community 
members and limited utilization of services by young people. Several misconceptions around 
ASRH and HIV prevention including male circumcision were reported. It was reported that young 
people were not free to access ASRH and HIV because of fear of their parents and negative 
attitude of some health workers. This resulted in seeking treatment very late especially for 
sexually transmitted infections and young girls booking late for ANC. The community leaders also 
reported that the high unemployment rate and lack of entertainment in communities resulted in 
young people engaging in risky sexual activities.  

Common indicator 8.2: Number of media and advocacy initiatives executed (include information 
about any resulting commitments or contributions from governments or partners). 

Both DRC and Sierra Leone show measurable increases over baseline relevant to this indicator, as 
specified in the M&E table presented in Annex 2.  

Democratic Republic of Congo: 

x Provincial parliamentary debates (Kinshasa, Bas Congo and Bandundu) on the allocation of 
resources for MH has led to commitments of provincial governments to increase resources for 
MNCH through a budget line registration for MNCH. 

x  MEPs were sensitized to allocate more resources to FP and organization of the 2nd General 
Census of Population and habitat as a result of a debate in the National Assembly.  

Sierra Leone: 

x Parliamentarians were engaged in advocacy activities on SRH including FP, GBV and institutional 
delivery with special focus on young people.  These included: 

o Advocacy to increase the budget allocation for RHCS, especially FP, and also for the 
inclusion of FP as a flagship project under the health national agenda. This was undertaken 
by Civil Society Organizations network in collaboration with MOHS and UNFPA. This 
meeting was well attended by all key stakeholders including Parliamentarians and 
Traditional and Religious Leaders.  The advocacy resulted in FP being included as a flagship 
project.  

o A National FP Week undertaken in July, highlighting FP interventions including mass media 
campaign and a float parade with the theme “Children by Choice and not by Chance”, to 
increase access and uptake of services including FP, GBV and institutional delivery with a 
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Table 13: Output 8: Progress and Key Achievements 
Output 8. Communication (including communication for development) and advocacy 

special focus on young people. 

x The health education unit of MOHS has been engaged as the focal point for H4+ communication 
activities. 

 

3.3. Catalytic nature of activities and accomplishments 

In each country, specific CIDA funded activities and interventions catalyzed ongoing activities and 
accomplishments of the H4+, and other initiatives led by both in-country entities such as the MOH and NGOs, 
and other bilateral agencies. Main areas of catalytic effects cited included: (1) knowledge and skills gained in 
planning and/or training events applied to other non-H4+ MNCH initiatives of the MOH and/or other agencies; 
(2) the use of training methods and materials (pre-service, in-service and OJT) beyond the H4+ activities; (3) 
institutional capacity building at schools of public health and more pre-service training; and (4) filling the gaps 
to accelerate the training and graduation of competent service providers, such as midwives; and (5) expansion 
of knowledge and good practices in other geographic locations.  Examples provided by respective countries 
include:   

Burkina Faso: The activities of the H4+ have enabled strengthening of the health system beyond its specific 
actions in MNCH. For example:  

x Support for the finalization of the human resources for health development plan, institutional capacity 
building of the National School of Public Health and the central directorates of the ministry, taking into 
account new approaches such essential care of the newborn in the whole country and not just in the area 
of programme coverage. 

x The plan to scale-up the management of diarrhea with Oral Rehydration Solution and Zinc. 

x The development of national community health policy.  

Democratic Republic of Congo: Some results of the project will benefit other districts and beneficiaries 
including:  

x Updated EmOC training modules will be used for any training of providers in EmOC. Likewise, implemented 
mutual health organizations will continue to reduce costs to facilitate care in the community. 

x The new curricula for midwives will be a reference for all national pre-service training institutions in all 
DRC. 

x The budget line registration for MNCH in the provincial budget will improve maternal, newborn and child 
health beyond target areas, as it will potentially be extended to cover all provinces. 

x The new training methodology using anatomical models will be capitalized/built on by other districts in the 
country. 

x With additional funding from UNAIDS, PMTCT was integrated into activities at the community level in nine 
districts targeted by the CIDA funds. 
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Sierra Leone:   

x The CIDA funds contributed to successful graduation of 365 MCH Aides who have now been deployed to 
serve in PHUs around the country. The additional human resources will make better ongoing 
implementation of the Free Health Care Initiative.  

x The CIDA support to improve training capacity in MCH Aide School has prepared ground for admission of a 
new group of 850 MCH Aides trainees with a higher entry requirement. The training will be expanded to 
three more schools hence making the total number of training schools to be 14. The new cohort of MCH 
Aids students will also be supported through DFID funded programme Improving Reproductive Maternal 
Newborn Health.  

x The CIDA funds also contributed to the success graduation of 124 Midwives, the majority of which are 
currently deployed in the district and this has been possible as a result of the bonding though there are still 
some challenges because of lack of accommodation in the rural regions. The funds have enabled us 
support the scaling up of the integrated community advocacy and male involvement in the promotion of 
maternal and child health and prevention of GBV. This year 2013, while the DFID funds are mainly used to 
support the Midwifery schools, the CIDA funds will compliment scaling up or the community advocacy 
group in five more districts. The scaling up of EmONC activities and facilities with more outreach 
interventions will be undertaken. 

x The CIDA support to EmONC training has expanded national capacity for the training hence making it 
possible to increase focus of the training from the previous 78 health facilities to 130 over the next two 
years complementing additional funding provided by the Improving Reproductive Maternal Newborn 
Health programme supported by DFID. 

Zambia:  

x The project has strengthened the capacities of the districts to plan systematically based on the gaps 
identified during bottleneck analysis of MNCH programme. Districts are collaborating with the community, 
local partners and NGOs to scale up or initiate activities in response to bottlenecks identified.  

x Following the Safe Motherhood Action Groups training supported by the programme, scale up has been 
done by MOH and other partners. 

Zimbabwe:  

x Integration of PMTCT/Pediatric ART services within a strengthened MNCH platform, including innovative 
use of testing to improve access, utilization and uptake is likely to be replicated in other districts outside 
the 6 districts when results of these interventions are shared with other stakeholders.  

x Following H4+/CIDA technical assistance for clinical attachment of medical doctors on pediatric ART at 
Newlands clinic in Harare, Newlands is now recognized as one of the centers of excellence for pediatric 
ART services and training. The doctors were drawn from districts with low pediatric coverage including H4+ 
supported districts Hurungwe, Mbire and Gokwe North districts. Continuous monitoring and supportive 
supervision will be provided to the targeted districts to increase access to pediatric HIV treatment, care 
and support.  

x Following H4+/CIDA technical assistance for clinical attachment of medical doctors on pediatric ART for 
doctors from H4+ supported districts (see Output 6, above), funds from another source enabled the 
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training of 132 and 151 Village Health Workers in Hurungwe and Gokwe North districts. CIDA funds 
supported monthly meetings and provisions for the Village Health Workers to motivate and retain them. 
Nurses also use the meetings to train the Village Health Workers on new topics.   

3.4. Achieving gender equality 

Some of the activities and accomplishments toward promoting and achieving gender equality are also cited 
above under Output Area 7: Demand including community participation.  

Burkina Faso:   
x In the context of promoting gender equality in the field of RH, the H4+ has supported several initiatives to 

remove barriers to the use of services (FP, ANC, assisted deliveries and postnatal consultations). These 
include the development of the approach Individual, Families and Community and the implementation of 
the “Husbands’ School” strategy (described above). These strategies will raise social mobilization around 
RH and men involvement, thereby creating favorable conditions for greater use by women and girls of 
RMNCH services. For the “Husbands’ School”, a plan of action for three years with a 2013 work plan was 
approved by national stakeholders, and the process of creating 10 schools has begun in the North Central 
region with Kaya as the pilot site. 

Democratic Republic of Congo: 
x The campaign organized with women's groups on lifesaving and danger signs in pregnant women launched 

by the National Ministry of Gender is an approach to improve reproductive health and rights and gender 
equality. 
 

x The organization of social mobilization campaigns in nine districts has increased the number of new 
acceptors and especially has contributed to the involvement of men. Initially, there was the training of 
social mobilizers who were comprised of 60% women and 40% men. The door-to-door and table-to-table 
strategies in neighborhoods and markets, respectively, have had an effect on all of the layers of the 
population, especially young people and men. 
 

x The proposed laws on reproductive health submitted to the National Assembly for consideration and 
adoption raises great hope in the improvement of Congolese women. 
 

x Of the health providers trained in EmOC, 60% are women. 

Sierra Leone:  
x Male advocacy groups called Peer Educators Network and Community Wellness Advocacy Groups were 

formed to mobilize Traditional and Religious Leaders to engage them on technical policy dialogue for the 
promotion of SRH and rights and prevention of GBV as part of the community mobilization programme. 
These activities enhanced the commitment of traditional and religious leaders in implementing bye-laws 
for the prevention of GBV and banning of home delivery that resulted in increased number of institutional 
deliveries. Besides community mobilization activities, they also take part in monitoring and reporting GBV 
cases to the appropriate authority e.g. the Family Support Unit of Sierra Leone police. 
 

x Six hundred and thirty (630) members of Community Wellness Advocacy Groups and the Peer Educators 
Network of the Fambul Initiative Network for Equality held a community stakeholders’ consultation on the 
need for male involvement in the promotion of gender equality and sexual reproductive health issues in all 
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the 28 chiefdoms in Bombali district and Bo District. Thirteen Male advocacy groups were formed in 
Bombaly district and fifteen in the Bo district with a total of 280 male peer educators (PE). The PEs engage 
communities to prevent gender based violence, and promote utilization of MH services including FP, 
STI/HIV, neonatal health,  etc., through community meetings, local drama, songs, mobile video show and 
also participate in festive events to disseminate messages.  

Zambia: As a step towards more equitable health outcomes, human rights based approach to programming 
(HRBAP) and results-based management training was conducted in all five districts. Seventy-one (71) trainees, 
included key provincial and district health office staff and health center in charges or midwives from high 
volume health centers, attended the training. This training introduced to staff the importance of gender 
equality and human rights in programing of health service delivery.  

Zimbabwe: While the focus of the CIDA funded interventions is mainly on women and children, strategies have 
been put in place to improve male involvement in MNCH including PMTCT and, at the same time, promoting a 
family approach in provision of services. 

3.5. Ensuring sustainability of results achieved 

By-and-large, countries report that efforts to achieving sustainability of results are embedded in areas such as 
(1) capacity building of local institutions; (2) development of laws and policies conducive to ensuring access 
and delivering quality RHMNCH services; and (3) sensitizing stakeholders and developing buy-in at central and 
district levels from the outset of the programme; (4) integrating/coordinating H4+ efforts with those of other 
national initiatives (5) ensuring up-to-date technical quality of materials for training and strengthening of 
service delivery systems. It is also notable that DRC was able to stipulate an increase government budget line 
item to support MNCH programming.  

3.6. Challenges and Remedies; Is the programme on track? 

Despite the progress made and key accomplishments, challenges were encountered in each country. 
Challenges that were common or similar across countries included: (1) late arrival of funds (last quarter of 
2011); (2) MOH priorities, schedules, absorptive capacity, need to obtain buy-in; (3) competition for resources 
and/or prioritization in light of current and/or emerging needs (e.g., cholera epidemic in Sierra Leone); (4) 
identifying and engaging contractors and counterparts; (5) weak in-country systems and data; and (6) staff 
recruitment and retention at both target districts and country levels.  

The remainder of this section presents the main challenges faced specific to each country and the remedies 
applied; followed by indication of whether the country programme is reported to be on track.   

Burkina Faso:  

Main challenges faced:  

x Delays in the launch of the programme. 

x Delays in responding to requests from partners' at regional and central levels.  

x Difficulty in selection of counterparts at the operational level due to high turnover of staff in both regions.   

x Insufficient documentation at the operational level of good practices / lessons learned.                                                                                                                                                                      
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To address these challenges and minimize any negative effects, H4+ used the following remedies:  

x Strengthening technical support for planning activities. 

x Timely processing of applications for funding and therefore timely response to partners’ requests.  

x Providing regional support for the rapid implementation of planned activities, coupled with regular 
updates and feedback to counterparts.  

x Sharing documentation tools and support stakeholders in the identification of themes/areas to be 
documented, as well as their effective documentation, which will allow sharing experiences from the 
implementation of the project with other regions of the country. 

Is the programme on track: Overall, the work plan 2011-2012 has been successful implemented, with the 
active involvement of all stakeholders. Despite the late start, the implementation of the programme runs 
normally with a large volume of activities implemented at the operational level. All planned activities have 
been completed or are being implemented. There are no major problems and most annual targets are 
reached. Nonetheless, adjustments should be made to review the level of certain annual targets already 
affected. For example, for some acquisitions, such as ambulances and motorcycle ambulances, the acquisition 
process is still ongoing. For ambulances, orders were made and deliveries are scheduled for the end of March 
2013. For motorcycle ambulances, the acquisition process is still ongoing and will not be finalized before May 
2013; reprogramming of the acquisition for the 2013-2014 fiscal year is required. Also, communication 
activities for behavior change on key family practices is also experiencing a delay in implementation due to 
change of actors. 

Democratic Republic of Congo:  

Main challenges faced and remedies applied:  

x Difficulty retaining trained providers at the posts to which they were deployed.  As a solution, motivation 
will be enhanced through a performance-based funding scheme planned for 2013-2014. 

x Delay in delivery of equipment, models and medications ordered. In order to reduce future delays, close 
monitoring of orders and purchasing was adopted. 

x Difficulties with harmonization of calendars and synchronization of activities implemented by the three 
agencies. To address this, joint planning with the districts was conducted for 2013 to improve the 
harmonization and synchronization of activities schedules. 

Is the programme on track: Despite the delay encountered at startup, overall the programme is on track. All 
activities were carried out fully or partially, with some being still underway. The activities which were only 
partially implemented are in fact major activities with several sub-activities (e.g., performance-based funding, 
establishment of training sites and EmONC FP, etc.); all of these activities have been launched and are 
scheduled to be on-going in the 2013 work plan.  

Sierra Leone:  

There were a several delays in the implementation of activities due to events in the general country situation. 
These included:  

x An embargo on training imposed by the MOHS and multiple immunization campaigns. This has adversely 
affected recruitment for both pre-service and in-service midwifery.  
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x A cholera outbreak slowed implementation of the project as the radio stations were overwhelmed with 
cholera prevention and control messages. Drama performances were organized in only four hard to reach 
communities per district.  There was therefore great demand from surrounding communities for similar 
drama performance in other communities.  

x The campaigns for the presidential and general elections in the last quarter of the year led to delays in the 
implementation of activities as the participation of key stakeholders, including government officials, was 
difficult to obtain during this period.  

x Due to competing activities and numerous surveys taking place in the 4th quarter of 2012, the EmONC 
assessment, which is part of the baseline, was postponed. In addition, the Ministry maintained that 
because most projects are ending in 2012, the best time for the assessment will be in early 2013.  The 
procurement of an international firm to facilitate the process and also consultation among MOHS and 
other partners on numerous surveys in-country also contributed to the delay. The survey now awaits final 
approval from MOHS in order to proceed. Establishing an efficient and well-staffed M&E unit in the MOHS 
has also been a challenge.  

x Additionally, the alignment with the Results Accountability Framework has also delayed the finalization of 
the M&E plan. The HMIS data is often incomplete, delayed and of low reliability. This is affecting project 
monitoring as some of the progress and target indicators are from the HMIS. The M&E team had to work 
on harmonizing the indicators.  As a remedy to this, the process of engaging a consultant to work with the 
Department of Planning and Information has been initiated. The consultant will provide support to 
customize the District Health Information System software screen to correspond with reporting tools that 
have already been printed.  The consultancy is also needed to host the DHIS server in the web for ease of 
access and solve the challenge of frequent breakdown of districts individual servers. Efforts to avert most 
of the above challenges have been put in place.  

Is the programme on track: The programme is largely on track since the desired service delivery level was 
attained and outreach activities to hard-to -each areas were conducted during the reporting period.  

Zambia: 

Main challenges faced and remedies applied are:  

x The orientation of the districts on the programme only took place in March 2012 due to competing 
activities. This meant that definitive district action plans for project support were only drawn up early in 
the second quarter of 2012.  Joint planning and integration of implementation of activities has provided a 
remedy to alleviate this issue.  

x Poor road network, lack of transport, long distances, rivers and prolonged floods are a challenge for 
effective provision and access to health care services.  To remedy this:  

o Support is being provided through procurement of two ambulances and fuel for boats for EmONC 
services. Also, rehabilitation of maternity waiting homes (maternity annexes and mother’s 
shelters) will improve access of pregnant women from far-flung areas to facility level deliveries.   

o Mobility of health-care workers is being improved through integrated outreach services that 
include provision of boats and bicycles. 
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o Staff shortages had been mitigated through recruitment of retired staff and part time shifts for 
those who are off duty. 

o The availability and skills of health-care human resource is being improved through training, 
mentorship and supervision and midwifery training.   

Is the programme on track: The programme is on track. Forty-two of the forty-five activities planned for 2012 
implementation were conducted.  The remaining three on-going activities include capacity building on m-
health technology at facility level; renovation of mothers shelters; and implementation of performance-based 
award systems. Release of funds and implementation of these activities will be conducted within the first 
quarter of 2013. 

Zimbabwe:        

Main challenges faced and remedies applied:  

x Low absorptive capacity and competing activities of the MOHCW affected the implementation rate and led 
to delay in some planned activities.  Competing Initiatives included HTF, EU–MDG initiative, Integrated 
Support programme ISP, World Bank Results Based Funding Programme, Global Fund, etc.  As a remedy, 
the MNCH steering committee was recently formed by the Ministry of Health and Child Welfare to act as a 
platform to enhance coordination of the various initiatives supporting MNCH services. H4+ attends and 
provides support to MNCH steering committee meetings. 

x After the baseline analysis was done, the districts activities were put on hold until other priority activities 
were done in particular the mid-year national Immunization Days (NIDs) for 2012.  As a remedy, districts 
developed accelerated implementation plans to try and catch up on the delayed implementation, and 
some of the activities were moved to quarter one, 2013.  

x Another challenge contributing to the putting on hold of activities was poor government ownership of the 
programme. The MOHCW is now fully on board, and similar delays are not expected in 2013. This is due to 
human resource constraints within the MOHCW. As a remedy, a request has been submitted to engage 
and support an H4+/CIDA focal person/coordinator to be stationed in the MOHCW. The MNCH steering 
committee will also assist in coordinating various initiatives, so that implementation of the H4+/CIDA 
project is not adversely affected by other initiatives.  

x Training models for life saving skills in EmONC have not been delivered in the country and the delay in 
receiving the models has delayed cascading of the EmONC trainings to the districts.  As a remedy, the 
MOHCW has organized a training of trainers workshop aimed at increasing the pool of trainers using the 
available set of models. The district trainings will run concurrently once the models are delivered in the 
country. 

x The M&E specialist who was engaged through CCORE to support with M&E activities resigned at the end of 
December 2012.  As a remedy, the recruitment process to fill the vacant post was initiated and the new 
officer should be on board by the end of quarter one, 2013.  

Is the programme on track: The programme is not on track. Some of the planned activities in 2012 were not 
implemented as planned. The development of the clinical mentorship tools did not take place as the MOHCW 
had to set up the department of Quality Improvement and Assurance, which has been tasked to coordinate 
the quality improvement issues.  MOHCW however managed to organize a stakeholder sensitization meeting 
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for the introduction of clinical mentorship programmes and a road map for the development of clinical 
mentorship tools was developed. Training of health service providers in conducting maternal and perinatal 
death audits did not take place because the guidelines and tools for conducting the death audits were only 
finalized late last year.  UNFPA was supposed to provide both financial and technical support to MOHCW for 
the development of the MDR tools but UNFPA only provided technical assistance as the financial support was 
provided by World Bank. In addition there were delays in the procurement of EmONC teaching models and 
therefore EmONC training could not be cascaded in the 6 districts. Only a training of trainers for the 6 districts 
was conducted.  The assessment on the community perception of MH problems and barriers to accessing MH 
services was only completed towards the end of the year. As a result some community activities which were 
supposed to be informed by the results of this assessment were not conducted.   

3.7. Moving ahead 

Priority areas of intervention by country for 2013-2014 are as follows:   

Burkina Faso:  

x Support to the North and North-Central provinces for the planning and implementation of operational 
activities.  

x Strengthening the partnerships among les Fonds de Solidarité Prioritaire/Muskoka (Priority Solidarity Fund, 
French government), Agence Française de Développement (French Development Agency; SRH project), 
World Bank (performance-based financing). 

x Strengthening M&E. 

Democratic Republic of Congo:  

x Continued advocacy for the adoption of the draft Law on RH. 

x Development of a mechanism for continuous improvement of the quality of care in general hospitals of 
reference for target districts. 

x Implementation of training sites on FP and EmONC in the targeted provinces. Training of providers in 
EmOC and FP according to the new methodology based on skills training will continue in Bandundu. 

x Supply health structures with commodities (including contraceptives, condoms) and equipment. 

x Continued implementation of mutual health organizations in other provinces to streamline and facilitate 
the payment of the costs of care. Initiation of the performance-based financing system in target districts. 
Support the implementation plan for resource mobilization in the private sector by the Government of Bas 
Congo. 

x Sensitizers trained will continue awareness sessions to increase the demand for FP and MNCH services. 
Social mobilization campaign for FP, MNCH, HIV and GBV. Support community radio media plan for 
community awareness on MNCH. Continued advocacy for the validation and dissemination of the revised 
midwifery curricula. 

x Completion of two anthropological and socio-cultural surveys on the low use of FP services in the DRC and 
the satisfaction of users / clients with MNCH services in the DRC. Continued data collection in the 
supported districts. 
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x Continue training of community based distribution agents. 

Sierra Leone:  

x The identified interventions for 2013 include scaling-up in-service training of health workers, pre-service 
training of midwives and MCH Aides, community mobilization and outreach activities to create demand.  

x Strengthen quality and utilization of service delivery by introducing voucher and in-kind package to 
marginalized groups, performance-based financing for CHWs, supportive supervision, mentoring, maternal 
death reviews and institutionalizing M&E. The process to establish a voucher system and develop in-kind 
packages for the vulnerable girls and women who are pregnant in hard to reach areas is underway. The 
H4+ provided technical assistance for the design of the programme.  Relevant documents are completed 
and awaiting validation and dissemination. Implementation is expected in 2013. 

x The H4+/CIDA collaboration will continue to compliment on-going interventions in the national agenda for 
RMNCH prioritizing: quality, Primary Health Care, including PMTCT and FP; quality EmONC and the use of 
real-time information and communication for performance and accountability (m-health) in all districts in 
the country. 

Zambia:  

x Improving access through provision of integrated outreach services, referral services for EmONC and 
increasing facility deliveries through rehabilitation of maternity waiting homes.  

x Improving knowledge and skills of healthcare providers though training, mentorship and supervision and 
re-engagement of retired nurses.  

x Pursuing innovative approaches for improved MNCH services such as expansion of m-health technology 
and provision of mama packs to encourage facility deliveries. 

x Improving M&E through strengthening district capacity for monitoring for results. 

Zimbabwe:  

x Adaptation, pretesting and printing of guidelines and communication strategy for Community Integrated 
Management of New born and Childhood Illness. 

x Development of comprehensive Behaviour Change Communication strategy and Conduct Mid-term Review 
of MNH roadmap. 

x Procure and distribute test kits, machines, reagents and supplies. 

x Distribute PIMA machines with their starter package; two-year warranty and OJT inclusive. 

x Procurement of PIMA machines reagents, supplies and accessories. 

x Procure essential RH commodities, equipment and sundries to support provision of EmONC. 

x Training of health workers (midwives, registered nurses, and primary care nurses) in the updated  focused 
ANC protocol including PMTCT (pediatric ART EmONC, Maternal Nutrition, IMNCI, POC CD4 Machine, 
perform lab tests, detection of maternal/fetus complications, referral, etc.). 

x Support mentorship for MNCH including HIV programme with focus to the trained health workers 
(selected facilities where the trained health workers were selected from). 
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x Capacity building and support for community workers – on community-based  Maternal, Newborn and 
Child Health and Nutrition interventions and ASRH with focus on Post Natal Care (a target of 10 per health 
facility catchment area). 

x Support the Ministry of Health in institutionalization of maternal death audits. 

x Conduct community awareness activities on MNCH and ASRH including HIV positive adolescents living 
positively to create demand for these services. 

4. MONITORING AND EVALUATION 

4.1. Strengthening in-country M&E capacity   

4.1.1: Country M&E Focal Points  
 

Country M&E focal points have been identified in all 5 countries. They are responsible for coordination and 
overall management of country-level activities related to implementation and M&E for the H4+/CIDA 
programme. In Burkina Faso, DRC and Sierra Leone, the M&E focal point is from the Ministry of Health. In 
Zambia the focal point was originally from UNAIDS, but currently UNICEF is the focal point in both Zambia 
(through H4+ coordinator) and Zimbabwe, and closely work with the MoH.  

 
4.1.2: National Institutions for M&E 

 
In some countries national institutions have also been contracted to provide coordination and technical 
support to country M&E activities over the duration of the programme. The responsibilities of these 
institutions include: baseline surveys, collection and analysis of routine data from national HMIS and other 
surveys; documentation of important contextual factors that might impact on programme implementation or 
outcomes (e.g. other programmes operating in the area, economic or political instability, etc.); assistance in 
identifying and documenting innovative approaches/interventions; advise on the quality of the 
implementation of interventions; support to the mid-term evaluation and end of programme evaluation 
undertaken by an external institute/organization.  
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Table 14:  National M&E Institutions 

Country National M&E Institution 

Burkina Faso The Institut de Recherche en Sciences de la Santé (IRSS) has been contracted as the national 
M&E institution.  

DRC The School of Public Health-University of Kinshasa has been the institution in charge of the 
collection of some of the baseline data (i.e. EmONC needs assessment). The School will also 
support the mid- and end-term evaluations to be conducted by the external institution.  
 
At national level, the monitoring is coordinated by the Direction d’Etude et Planification 
(DEP) with the Direction de la Santé Familiale et des Groupes Spécifiques (D10) and the 
National Programme on RH.  
 
The monitoring at provincial level is led by the Inspection Provincial de la Santé, in 
coordination with the Coordination Provincial du National Programme on Reproductive 
Health, together with the health districts cadre teams.  

Sierra Leone The Department of Planning and Information from the MOHS is the unit responsible for the 
coordination of M&E for the H4+/CIDA programme, as a way to develop capacity in M&E for 
the MOHS. No national institution (public health, research, university) could be identified with 
the capacity to be responsible for the M&E of this programme. 

Zambia The University of Zambia- Institute of Economic and Social Research (INESOR) has been 
contracted as the national M&E institution. Orientation of INESOR on the project proposal 
and adaptation of research tools (informed by the WHO global guidance on how to generate 
baseline surveys) was conducted in May 2012, including the development of the survey 
implementation roadmap. INESOR was also oriented on results–based planning. 

Zimbabwe The Collaborating Centre for Operational Research (CCORE) has been chosen as the national 
institution responsible for M&E for the H4+.  The H4+ partners have assigned M&E staff from 
UNFPA and MOHCW to work closely with CCORE to ensure the implementation of a 
coordinated M&E strategy. CCORE has assumed responsibility for the oversight of the overall 
M&E component of the project, including data collection, data entry, quality assurance, 
timely reporting and documentation of the intervention at all levels in all sites. The National 
level SC comprising representatives from MOHCW, UNICEF, WHO, UNFPA and CCORE serve as 
the consultative group for the M&E process and meet as required. CCORE is mandated to 
report to the National SC every two months.  

 

4.2. Baseline data collection and revision of the M&E plans   

The M&E plans were developed and submitted with the narrative interim report in July 2012. The data were 
quite different from the first version sent in April 2012 since national institutions have verified the data and 
completed the missing information and this may have resulted in slight differences. Additionally, indicator 
definitions, denominators and numerators were clarified with countries to avoid ambiguity.  

In principle, each country aimed to collect the baseline data in the specific geographic area where the 
programme is being implemented (i.e. district level in the cases of DRC, Zambia and Zimbabwe; regional level 
in the case of Burkina Faso; and national level in the case of Sierra Leone), using existing sources where 
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available, and supplementing with additional surveys where needed. However, in some cases it was not 
possible to obtain the data at the level where the programme is being implemented, as it is explained below.   

In Burkina Faso, the programme is being implemented in two regions: Centre Nord and Nord. Different sources 
have been used to obtain the baseline data: 2010 DHS (next one will be conducted in 2015); 2011 Annuaire 
statistique; 2010 EmONC needs assessment (next one will be conducted in 2013); Nutrition Survey SMART, and 
available reports from existing programmes.   

In DRC, the programme is being implemented in 9 districts: 3 in the province of Kinshasa, 3 in the province of 
Bas Congo and 3 in the province of Bandundu. The M&E plan included baseline data provided per district when 
available and per province (as the best proxy) when data per district are non-available. The sources used for 
the baseline data are:  

x DHS 2007 (next one will be conducted in 2013). Data presented are province data, since there are no 
data available per district.  

x Multiple Indicator Cluster Survey (MICS) 2010 (next one will be conducted in 2014). Data presented are 
province data, since there are no data available per district. 

x EmONC needs assessment 2012: This survey has been conducted in the 3 target provinces of the 
project (Kinshasa, Bas Congo and Bandundu) and data are available per district. This survey was 
conducted by the School of Public Health- University of Kinshasa with the support of AMDD (Averting 
Maternal Death and Disability- Columbia University). The methodology used was data collection in all 
health facilities that have at least 30 deliveries per month.  

x National Health Information System (SNIS in French, Système National d’Information Sanitaire): These 
data are available per district; therefore data were collected for the 9 target districts of the project. 
However, it should be noted that the quality of these data is questionable.  

x Etat de lieu rapide pour l’offre de services/baseline: Given that the EmONC needs assessments did not 
allow the collection of data for all baseline indicators, a rapid survey was conducted to obtain the 
missing data. Data were collected in all health facilities of the 9 target districts.  

In Sierra Leone the programme is being implemented at national scale. The CIDA grant M&E plan has been 
aligned with the Results Accountability Framework, which was developed nationally to track the 
implementation of the National Reproductive and Child Health Strategy. A revised M&E plan has been 
developed. The Department of Planning and Information in collaboration with partners has reviewed the data 
collection tools to further absolve some data elements needed to construct key indicators. However, some of 
the core indicators of the CIDA grant are not part of the Results Accountability Framework, and hence can be 
collected through the DHS or special tools will need to be developed to collect data. 

In Zambia the programme is being implemented in 5 districts, in 3 provinces. The M&E plan was finalized and 
consensus reached on the core and additional indicators. The baseline survey (health facility and household) 
was conducted in all the five districts in June 2012 by the University of Zambia Institute of Economic and Social 
Research (INESOR). This was a descriptive and analytical cross-sectional survey.  

The following four tools adapted from WHO were used to collect data:  

x Health Facility Questionnaire to assess quality of care at district and health centre level;  
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x Observations Check List to assess performance of healthcare workers providing care to under five 
children and women in reproductive age receiving reproductive health services;  

x Exit interviews with care takers of under five children and women of reproductive age receiving 
reproductive health services (FP, ANC, delivery and postnatal services) at the health facilities during 
the survey;  

x Household Questionnaire for women of reproductive age and female and male adolescents in survey 
sample households. 

The study population consisted of four sub-populations: (1) Women of reproductive age and female and male 
adolescents residing in health centre catchment areas/communities included in the study; (2) Care takers of 
under-five children visiting health facilities during the survey; (3) Women of reproductive age attending and 
/or receiving FP, ANC, delivery and PNC during the time of survey; and (4) Health providers (in-charges and 
heads of units including pharmacy and laboratory) at all the health facilities selected for the study. 

In Zimbabwe, the programme is being implemented in six districts in six different provinces. The M&E team 
reviewed the indicators and harmonized with existing Indicators in the HMIS. An orientation of the provincial 
and district health management team was conducted to explain the M&E framework. Baseline data has been 
collected for all the six districts, drawing information from the HMIS. These baseline data were captured for 
the period of 1 January to 31 December 2011 [inclusive] and the month of March 2012. Bottleneck data in the 
six districts was collected to provide an overview of how problems and solutions are perceived at district level. 
Two surveys (National Integrated Health Facility Assessment and Household survey) have been completed and 
these have provided and will continuously provide information on access and quality of health services in the 
six selected districts.  

4.3. Country M&E activities  

At the country level, additional specific M&E activities conducted in 2012 by the MoH and the H4+ teams or 
M&E institutions include:  

x H4+ joint missions in the districts with the MoH for formative supervision and coordination in DRC, 
Sierra Leone, and Zambia. During the visits, the staff monitored availability of essential drugs and 
supplies for EmONC, human resources, other aspects of the enabling environment and data 
management. The visiting staff also provided supportive supervision, OJT training and mentoring in 
order to improve quality of services in the facilities; 

x Technical support was provided to the district teams during quarterly reviews;  

x Survey data collection and analyses; qualitative research to get a better understanding of the reasons 
behind the low utilization of services and non-satisfaction;  

x In Burkina Faso, 115 health workers were trained in monitoring health activities at facility and 
community levels. This capacity building will facilitate objective monitoring of progress on priority 
MNCH interventions. Additionally, regular, joint supervision and monitoring for implementation of 
clinical and community-level IMCI  (including tri-clinical evaluation, and emergency treatment) were 
organized and conducted by the MOH with the participation of H4+ partners (WHO, UNICEF, UNFPA). 
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x In DRC, capacity building of health zonal teams (ZS Binza Ozone of Kinshasa province) on operational 
research was conducted: identification of problems, analysis of results, reporting, and use of data. 

x In Sierra Leone, 65 national, hospital and District Health Management Team staff were trained in data 
analysis and processing and support to quality audits.   

x Capacity building of district health management teams on results-based monitoring was conducted in 
Zambia.  

4.4. Independent mid- and end- term evaluation  

The Request for Proposals RFPs for the independent mid- and end-term evaluation of the H4+/CIDA joint 
programme was posted on the UN Global Marketplace on June 18th and the deadline for submissions was July 
23rd. The purpose of the consultancy is to strengthen delivery of RMNCH interventions through conduct of 
mid-term and end-line evaluations of the CIDA supported programme in Burkina Faso, DRC, Sierra Leone, 
Zambia and Zimbabwe. Following a bidding process, Ipact at the University of Aberdeen was selected and 
came on board in October. The first meeting with all national institutions and focal points for M&E was 
organized in Zambia in November 2012.  

4.5. Global H4+/CIDA M&E workshop 

The H4+/CIDA M&E workshop was organized in November 2012 with more than 40 participants (government 
representatives, district managers and H4+ country teams) from the 5 CIDA countries and Nigeria. The main 
objectives of the meeting were the revision of the M&E indicators, templates, M&E plans and development of 
a common M&E framework to strengthen harmonization and progress tracking, to align indicators and 
activities, and to facilitate reporting as per CIDA request. The main outputs of the meeting were: 1) Baseline 
surveys process, indicators, and results reviewed; 2) Mid-term and end-term evaluation processes discussed; 
3) Global M&E Framework developed to facilitate reporting taking into consideration the country M&E plans 
and the draft 2013-2014 work plans; 4) Participants oriented on the concepts of bottleneck analysis approach 
to improve planning and programming and strengthen results-based management at sub-national level; 5) 
M&E capacity-building needs identified and next steps discussed. Following the workshop in Zambia, the global 
M&E framework was finalized and disseminated to countries so that each country could finalize their M&E 
Framework. 

 

4.6. The Monitoring and Evaluation Framework  

The common global M&E framework includes baseline data for each of the countries and is attached (Annex 2 
incudes baseline, 201w values and targets from countries; Annex 3 is the framework itself without any values).  
The framework was developed through a comprehensive analysis of M&E plans to find and retrieve common 
indicators across all five countries. For a couple of indicators, the commonality could only be observed for four 
out of five countries. In that case the missing country will not report on that indicator.  

The framework describes core indicators that should be reported, with some exceptions (as previously 
explained), by all five countries and is divided into impact, outcomes, and outputs indicators. These core 
indicators at impact and outcome levels are informed by MNCH indicators of the Commission on Information 



 69 

and Accountability and the MDG Framework. These indicators are measured at national level both at the 
baseline and at the end of the project in 2015. Baseline or 2012 national data are inserted for each country and 
the target is provided when available. Most of these data are coming from national surveys (Demographic 
Health Survey (DHS) and MICS. The end line data will be provided at the end of the project. A special survey 
may be carried out in a country if the DHS or MICS data will not be available the year following the end of the 
project. The H4+/CIDA project will only contribute to achieving these deliverables and, therefore, to the 
improvement of MNCH survival in order to accelerate progress towards achieving the health-related MDGs by 
2015.  

The output indicators are organized according to the six health system building blocks21 developed by WHO, 
plus two additional sections: community ownership and participation; and communication (advocacy, social 
mobilization, and behaviour change communication).  These outputs can be measured either at the national 
level or at the district level in order to capture specific activities conducted in project districts. In addition, 
some outputs (trainings, etc.) are defined and directly linked to the project to measure attribution. Baseline or 
2012 national data are inserted for each country and the target is provided when available. For DRC, baseline 
data provided are mainly provided per province (as the best proxy) since most data per district are non-
available.  

The global framework has a first annex with outcome and outputs country specific indicators that were initially 
considered and included in the country M&E plans. These indicators are only for that country due to the 
specificity in programming. The framework also includes as a second annex a section on definition of indicators 
measured as percentage, with numerator and denominator (See Annex 3). 

4.7. The way forward 

The M&E reference group will: 

x Continue to support the global monitoring of the project and particularly country teams as per identified 
needs; 

x Provide technical support to build sustainable M&E structure within countries to accelerate progress in 
target districts (templates, tool, etc.); 

x Build capacity to strengthen equity-based programming and monitoring including reporting of 
disaggregated data by working with national and district teams, 

x Actively provide support to countries during Ipact’s visits for mid-term and end-term evaluations; 

x Provide templates/tools to countries to support documentation of best practices and innovation. 

 

                                                           
21 Leadership and governance; Health Financing; Health Technologies and Commodities; Human Workforce; Health 
Information Systems; Health Service Delivery.   



5. FINANCIAL RESOURCES 

It should be first clearly highlighted that the financial expenses and subsequent implementation rates presented here have not been certified by any of 
the agencies neither at the global level nor at the country level. These figures are intended to be indicative of expenses incurred from the beginning of 
the programme until December 31st, 2012. The next financial report based on certified expenses for the period January-December 2012 will be 
submitted to CIDA by May 31st, 2013. 

Table 15. Financial expenditures from the beginning of the programme until December 31st, 2012 (USD & inclusive of indirect costs) 
 UNFPA UNICEF WHO* M&E TOTAL  
 Allocated  Spent 

(IR) 
Allocated  

 
Spent 

(IR) 
Allocated        Spent 

(IR) 
Allocated  Spent 

(IR) 
Allocated Spent 

Global 1,357,330 324,205 
(24%) 

1,357,330 721,306 
(53%) 

1,357,330 1,130,971 
(83%) 

342,400 0 4,414,390 2,176,482 
(49%) 

Burkina Faso 1,030,000 746,879 
(73%) 

481,250 281,191 
(58%) 

1,403,750 1,145,235 
(82%) 

140,132 68,480 
(49%) 

3,055,132 2,241,785 
(73%) 

DRC 686,000 660,415 
(96%) 

778,000 544,596 
(70%) 

1,730,190 1,058,573 
(61%) 

131,610 121,610 
(92%) 

3,325,800 2,385,194 
(72%) 

Sierra Leone 990,000 
 

720,355 
(73%) 

745,000 650,416 
(87%) 

551,050 337,050 
(61%) 

101,327 100,484 
(99%) 

2,387,377 1,808,305 
(76%) 

Zambia 665,000 572,250 
(86%) 

1,195,000 748,414 
(63%) 

775,750 729,205 
(94%) 

107,000 0 2,742,750 2,049,869 
(75%) 

Zimbabwe 1,202,252 347,159 
(29%) 

775,322 480,723 
(62%) 

677,490 286,214 
(42%) 

84,530 54,267 
(64%) 

2,739,594 1,168,363 
(43%) 

Programme and SC Management 250,000 182,773 
(73%) 

NA NA NA NA NA NA 250,000 182,773 
(73%) 

TOTAL  6,180,582 3,554,036 
(58%) 

5,331,902 3,426,646 
(64%) 

6,495,560 4,687,249 
(72%) 

906,999 344,841 
(38%) 

18,915,043 12,012,771 
(64%) 

IR: implementation rate 
* WHO reallocated the budget at the country level, to respond to specific budget requests from countries and on the basis of implementation rates and absorption capacities. This 
explains some of the differences between the SC approved allocations and the allocations presented in this table.  Implementation rates are therefore based on actual allocations. 
 
Explanations on challenges that impeded implementation of all planned activities at all levels, as well as remedies, have already been provided in the 
sections 2 and 3 above. Some further explanations are described below, as well as plans for spending the unspent balance: 
 
Global: 

The balance of 2012 unspent funds has been included in the 2013 global work plan. The delay in the hiring of the H4+ communications focal point 
delayed the implementation of the planned communications activities, which will be completed in 2013. The budget allocated to UNFPA was 



 71 

significantly higher than the budget requested in the SC approved work plan and this explains the unspent funds balance of the agency. Finally, the 
global funds under the M&E budget line were planned for the initial payment to the external institution in charge of the mid-and end-term evaluation. 
The institution was expected to be on board by mid-2012. This institution did not come on board until the last quarter of 2012, and therefore the first 
payment will not be completed until the inception report is submitted and approved in the second quarter of 2013.    

Burkina Faso: 

The balance of funds is being used for the acquisition of ambulances, behaviour change communication activities, and publication of training modules 
on newborn care at home. These activities were not completed in 2012 as planned for the reasons explained above and, with the exception of the 
acquisition of ambulances that cannot happen in the first quarter of 2013, the other activities and funds were expected to be implemented before the 
end of March 2013.  

Democratic Republic of Congo: 

The balance of funds is being used for ongoing activities such as the mutual health microfinance project in the province of Bandundu, post-training 
monitoring and supervision, performance based financing initiatives and transportation of ordered equipment and mannequins. It is estimated that the 
funds will be used in the first quarter of 2013.   

Sierra Leone: 

Due to the national presidential elections in November 2012, some of the activities had to be postponed as explained before. Some unspent funds are 
also due to the hiring of local consultants-with lower remuneration rates than initially planned- for the activities related to the in-kind package and 
voucher system. Furthermore, the system could not be introduced without validation of the document, which was challenged due to national 
presidential election. Money has also been saved under recruitment of a communication consultant as there was no need for high-level advocacy. The 
unspent balance resulting from this was expected to be used for outreach in hard to –reach areas and m-health during the first quarter of 2013.  

Zambia: 

Some of the unspent funds were expected to be used in the first quarter of 2013 for EmONC practical training (currently going on and some payments 
could not be completed before the end of 2012). Some activities planned for 2012 such as payment to retired midwives on contracts, rehabilitation of 
some health delivery rooms and midwifery sponsorship could not be done because of delays by some H4+ Districts to change bank accounts due to the 
shift of ministries from MoH to the Ministry of Community Development, Mother and Child Health.  These will be completed in the first semester of 
2013. INESOR, the national M&E institution, advanced funds in 2012 (as funds were only received by the H4+ in October 2012). Allocated funds were 
planned to be transferred to INESOR in the first quarter of 2013.  
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Zimbabwe: 

Below are some of the activities that the balance of unspent funds are being used for during the first quarter of 2013:  train health workers in EmONC; 
develop/update and use of a capacity development package to train health workers on how to conduct maternal death reviews and audits; 
procurement of essential RH commodities, equipment and sundries to support provision of BEmONC; refurbish and equip youth friendly corners and 
provide job aids for PEs and Sahwiras; carry out community awareness activities  to create demand for maternal and newborn health services; capacity 
building in Infant and Young Child Feeding; capacity building on WHO Growth Standards; research (child survival case study); programme managers 
course; capacity building in IMCI; POC CD4 count machine training; capacity development on PMTCT IMAI/IPAC; clinical attachment and mentorship on 
PMTCT and paediatric ART; capacity development on child counseling; capacity development and support to Village Health Workers; community 
mobilisation and support to strengthen access  to integrated ASRH/HIV services; supportive supervision at district level and joint monitoring by 
national level staff.  



6. ANNEX 1: H4+ TOOLKIT FOR STRATEGIC PLANNING, PROGRAMME 
MANAGEMENT AND PROGRAMME REVIEW FOR RMNCH 

Tool Function 

OneHealth ‐ planning and costing 2011   Planning and costing 

Marginal Budgeting for Bottlenecks (MBB)  Planning and costing 

District planning tool for MNH strategy implementation 2011 Planning 

Short Programme Review to improve Maternal Newborn and Child 
Health 2012 

Programme review 

Service Availability and Readiness Assessment (SARA) 2011 Facility assessment 

Multiple Indicator Cluster Survey (MICS)  Needs assessment 

Needs assessment Emergency obstetric and new born care 2010 Facility assessment 

Pocket Book of Hospital Care for Children 2005  Facility assessment 

Beyond the Numbers 2004  Programme quality review 

Guidelines to develop comprehensive multiyear plan (cYMP) 
Immunizations 2011 

Programme implementation 

The strategic pathway to reproductive health commodity security 
(SPARHCS) 2010 

Programme implementation 

Planning and Implementing an Essential Package of Sexual and 
Reproductive Health 

Services 2011 Programme 
implementation 

Managing programmes to improve Child Health 2009  Programme implementation 

Programming guide: Infant and Young Child Feeding Programme implementation 

Working with individuals, families and communities to improve 
maternal and newborn health 2011  

Programme implementation 

 



7. ANNEX 2. MONITORING AND EVALUATION FRAMEWORK (WITH BASELINES, TARGETS AND 2012 
VALUES) 
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Global Monitoring and Evaluation Framework 

 

 

 

  

 

 

           Burkina Faso 
Baseline                Target 

               DRC 
Baseline                  Target 

Sierra Leone 
Baseline               Target 

            Zambia 
Baseline               Target 

             Zimbabwe 
Baseline               Target 

Impact: contribution to the improvement of maternal, newborn, and child health survival in order to accelerate progress towards achieving the health-related MDGs by 2015 
(national level) 
1.Maternal mortality ratio (deaths per 
100 000 live births); 
 
 
2.Under-five child mortality, with the 
proportion of newborn deaths (deaths 
per 1000 live births); 

 
 

3. Children under five who are stunted 
(percentage (%) of children under five 
years of age whose height-for-age is 
below minus two standard deviations 
from the median of the WHO Child 
Growth Standards). 

 

341 
(EDS 2010) 
 
 
129 
(EDS 2010) 
 
 
 
34.6% 
(EDS 2010) 
 
 
 

- 
 
 
 
- 
 
 
 
 
- 

549 
(EDS 2007) 
 
 
158 
(MICS 2010) 
 
 
 
43% 
MICS 2010 

322 
 
 
 
123 
 
 
 
 
- 
 
 

857                                - 
(SLDHS 2008) 
 
 
217                               - 
(MICS 2010) 
 
 
 
34%                          - 
SMART 

591 
(DHS) 
 
 
183 
(DHS) 
 
 
 
45% 
(DHS) 
 

162 
 
 
 
- 
 
 
- 
 
 

960 
(ZDHS) 
 
 
84 
(ZDHS) 
 
 
 
32% 
(DHS) 
 
 

672 
 
 
 
43 
 
 
 
 
5% 
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       Burkina Faso 
Baseline        Target 

                            DRC 
Baseline                                  Target 

             Sierra Leone 
Baseline                  Target 

                 Zambia 
Baseline                Target 

               Zimbabwe 
Baseline                  Target 

Outcomes:  Increased responsiveness, equitable  utilization of RMNCH services, and intervention coverage (National level indicators) – The project contributes to achieve these 
deliverables     
1.Contraceptive prevalence rate (proportion 
of women aged 15-49 years who are married 
or in union and who are using contraception) 
 
 
2.Met need for contraception; (proportion of 
women aged 15-49 years who are married or 
in union and who do not want any more 
children or want to wait at least two years 
before having a baby, and are using 
contraception); 
 
3.Antenatal care (percentage of women aged 
15–49 with a live birth who received antenatal 
care by a skilled health provider at least four 
times during pregnancy); 
 
4.Antiretroviral prophylaxis among HIV-
positive pregnant women to prevent vertical 
transmission of HIV (proportion of HIV-
positive pregnant women under ARV for 
prophylaxis);  
 
5. Antiretroviral therapy for women who are 
treatment-eligible (proportion of HIV-positive 
women under ARV for treatment);  
 
 
6. Skilled attendant at birth (percentage of 
live births attended by skilled health 
personnel); 
 

15% 
(EDS 2010) 
 
 
 
16.2% 
(EDS 2010) 
 
 
 
 
 
25.5% 
(Annuaire 
statistique 
2011) 
 
90.9% 
(tableau de 
bord 2011) 
 
 
 
42.9% 
(GARP, 
2011) 
 
 
67.1% 
(EDS 2010) 
 

na 
 
 
 
 
na 
 
 
 
 
 
 
na 
 
 
 
 
na 
 
 
 
 
 
na 
 
 
 
 
na 

Kinshasa      12.5 % 
Bas Congo     10.0% 
Bandundu     4.3% 
(MICS 2010) 
 
Kinshasa 23,7% 
Bas Congo 32% 
Bandundu  29,4% 
(MICS 2010) 
 
 
 
Kinshasa     70.8% 
Bas Congo    39.4% 
Bandundu   41.1% 
(MICS 2010) 
 
Kinshasa       0.24% 
Bas Congo     15,1% 
Bandundu       7% 
(PNLS) 
 
 
Kinshasa        0.04% 
Bas Congo      0.15% 
Bandundu       0.2% 
(PNLS) 
 
Kinshasa       96% 
Bas Congo     94.4% 
Bandundu     81.6% 
(MICS 2010) 
 

na 
 
 
 
 
na 
 
 
 
 
 
 
95% 
95% 
95% 
 
 
na 
 
 
 
 
 
na 
 
 
 
 
na 
 

7%                                25% 
(SLDHS 2008) 
 
 
 
11.2%                          25% 
(MICS 2010) 
 
 
 
 
 
75%                            74% 
(SLDHS 2008) 
 
 
 
15.5%                          25% 
(SLDHS 2008) 
 
 
 
 
11.2%                          25% 
(SLDHS 2008) 
 
 
 
42%                               52% 
(SLDHS 2008) 

41% 
(DHS) 
 
 
 
30%  
(DHS) 
 
 
 
 
 
60% 
(DHS) 
 
 
 
85% 
(DHS) 
 
 
 
 
13.8% 
(UNGASS 2011) 
 
 
 
47% 
(DHS) 
 
 

na 
 
 
 
 
na 
 
 
 
 
 
 
na 
 
 
 
 
na 
 
 
 
 
 
na 
 
 
 
 
na  

58.5% 
(DHS) 
 
 
 
87% 
(DHS) 
 
 
 
 
 
64.8% 
(DHS) 
 
 
 
89% 
(Program report) 
 
 
 
 
50% (2011)                   
 
 
 
 
66.2% 
(DHS) 
 

68% 
 
 
 
 
93% 
 
 
 
 
 
 
80% 
 
 
 
 
98% 
 
 
 
 
 
95% 
 
 
 
 
80% 
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       Burkina Faso 
Baseline        Target 

                        DRC 
Baseline                       Target 

Sierra Leone 
Baseline                Target 

                  Zambia 
Baseline                Target 

                 Zimbabwe 
Baseline                  Target 

Outcomes:  (Continue) 

7. Postnatal care for mothers (percentage of 
mothers who received postnatal care visit 
within two days of childbirth); 
 
 
Postnatal care for babies (percentage of 
babies who received postnatal care visit 
within two days of childbirth); 
 
 
8.Exclusive breastfeeding for six months 
(percentage of infants aged 0–5 months who 
are exclusively breastfed); 

71.9% 
(EDS 2010) 
 
 
 
26.3 % 
 
(EDS 2010) 
 
 
24.8% 
(SMART 
2011) 
 

na 
 
 
 
 
na 
 
 
 
 
na 

Kinshasa 6.6%   
Bas Congo    8.1% 
Bandundu    11.8% 
(EDS 2007) 
 
Kinshasa 6.6%   
Bas Congo    8.1% 
Bandundu    11.8% 
(EDS 2007) 
 
Kinshasa      22.7 % 
Bas Congo     19.7% 
Bandundu     29.8% 
(MICS 2010) 
 
 

na 
 
 
 
 
na 
 
 
 
 
na 

20%                          54% 
(SLDHS 2008) 
 
 
 
20%                          54% 
(SLDHS 2008) 
 
 
 
32%                          50% 
(MICS 2010) 
 

-  
 
 
 
 
- 
 
 
 
 
61% 
(DHS) 
 

- 
 
 
 
 
- 
 
 
 
 
na 

27% 
(ZDHS) 
 
 
 
12% 
(ZDHS) 
 
 
 
31% 
(ZDHS) 
 

50% 
 
 
 
 
50% 
 
 
 
 
50%  
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 Burkina Faso 
Baseline              2012              Target 

DRC 
Baseline                       2012      Target 

Sierra Leone 
Baseline       2012      Target 

Zambia 
Baseline         2012                 Target 

Zimbabwe 
Baseline      2012     Target 

Outputs (Some indicators are at national level, some for the project districts) 

Output 1. Leadership and Governance:  Governance and management of health sector as well as financing system are strengthened to ensure RMNCH services respond to the need of women and their children ) 

x Proportion of targeted districts 
that used updated RMNH/HIV 
national standards and 
guidelines as well as MCH Aide 
curriculum and modules based 
on recent recommendations in 
MNH   
 

x Active national coordination 
and joint mechanisms 
(planning and procurement 
and supply management)  that 
bring together donors and 
partners in RMNCH are 
established   

 

Na 
 
 
 
 
 
 
 
Yes 
 

100% 
 
 
 
 
 
 
 
Yes 

100% 
 
 
 
 
 
 
 
Yes 

100% 
 
 
 
 
 
 
 
Yes 

100% 
 
 
 
 
 
 
 
Yes 

na 
 
 
 
 
 
 
 
na 

0% 
 
 
 
 
 
 
 
None  

78% 
 
 
 
 
 
 
 
Yes 

100% 
 
 
 
 
 
 
 
Yes 

85% 
 
 
 
 
 
 
 
Yes 
 
(program 
reports) 

95% 
 
 
 
 
 
 
 
Yes 
 
(program 
reports) 

100% 
 
 
 
 
 
 
 
Yes 
 
(program 
reports) 

100% 
(program 
reports)  
 
 
 
 
 
Yes 
 
(program 
reports)  
 

100% 
(program 
reports)  
 
 
 
 
 
Yes 
 
(program 
reports)  
 

100% 
(program 
reports)  
 
 
 
 
 
Yes 
 
(program 
reports)  
 

Output 2. Health financing: Availability of funds and right financial incentives to providers, to ensure that all individuals have access to effective public health and personal health care 

x National costed RMNCH plans 
(including Human Resources) 
developed and based on a 
comprehensive situation 
analysis that highlights 
priorities and gaps 
 

x Proportion of targeted districts 
that implement innovative 
approaches to financing 
(vouchers, funds, cost sharing, 
etc)  

 

Yes 
 
 
 
 
 
 
1 out of 9 
districts 
for cost 
sharing 
(11.1%) 
 
(program 
reports) 

Yes 
 
 
 
 
 
 
4 out of 9 
districts 
for cost 
sharing 
(44.4%) 
 
(program 
reports) 

Yes 
 
 
 
 
 
 
6 out of 9 
districts 
for cost 
sharing 
(66.7%) 
 
(program 
reports) 

No 
 
 
 
 
 
  
Kinshasa    0/3 
Bas Congo   1/3  
Bandundu   2/3  
 
 (program 
reports) 

Yes 
 
 
 
 
 
 
0/3 
2/3 
2/3 

na 
 
 
 
 
 
 
na 

Yes 
 
 
 
 
 
 
None 

Yes 
 
 
 
 
 
 
13 
(PBF) 

Yes 
 
 
 
 
 
 
13 
mhealth 
 

0 0 Yes Yes  
(2007-
2011) 
 
 
 
 
0% 
(program 
reports) 

Yes  
(2007-
2011) 
 
 
 
 
0% 
(program 
reports) 

Yes 
 (post 
2011) 
 
 
 
 
100% 
(program 
reports) 

Costing being done at national level 
with key stakeholders 
 

Not applicable. PHC is free of charge 
in Zambia. 

 Burkina Faso 
Baseline                    2012          Target 

DRC 
Baseline                   2012        Target 

Sierra Leone 
Baseline       2012      Target 

Zambia 
Baseline                  2012           Target 

Zimbabwe 
Baseline                    2012      Target 
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a. Stock-out of contraceptives only in Sierra –Leone; b. DRC and Sierra Leone reported “in number”;  

 

Output 3. Health technologies and commodities: Commodities and technologies are available in health facilities to deliver comprehensive RMNCH services to women and their children 

x Proportion of health 
facilities reporting no 
stock-out of selected 
essential medicines for 
mothers (oxytocin, 
misoprostol, 
contraceptives, HIV tests, 
magnesium sulphate) 
during the last 3 months 
 

x Proportion of health 
facilities reporting no 
stock-out of essential 
medicines for newborns 
(bag and masks, suction 
devices, training manikin) 
during the last 3 months 

 

na 
 
 
 
 
 
 
 
 
 
National: 
12.7% (mask) 
22.2% (suction 
device) 
 
(Enquête SONU 
2010) 

C-Nord : 
Oxytoc.(88%) 
Mg SO4.(86%) 
Contrac.(21%) 
 
Nord : 
Oxytoc.(90%) 
Mg SO4.(98%) 
Contrac.(32%) 
. 
na 

na 
 
 
 
 
 
 
 
 
 
na 

Kinshasa    0% 
Bas Congo   0% 
Bandundu   0% 
(rapport SNIS) 
 
 
 
 
 
 
Kinshasa    0% 
Bas Congo   0%  
Bandundu   0%  
 
(rapport SNIS) 
 

13% 
13% 
13% 
 
 
 
 
 
 
 
15% 
15% 
15% 

na 
 
 
 
 
 
 
 
 
 
na 
 
 
 

76% 
(2011) 
 
35.5%a 
 
 
 
 
 
 
88% 
(2011) 

74% 
 
 
41%a 
 
 
 
 
 
 
89% 

80% 
 
 
75%a 
 
 
 
 
 
 
90% 

30% 
 
(HMIS, 
program 
reports) 
 
 
 
 
 
30%   
 
(HMIS, 
program 
reports) 
 

50% 
 
(HMIS, 
program 
reports) 
 
 
 
 
 
50%   
 
(HMIS, 
program 
reports) 
 

100% 
 
 
 
 
 
 
 
 
 
100% 
 
 

77% Ocytocin 
40% MgSO4 
8%    IUCDs 
For Target 
districts 
(NIHFA) 
 
 
 
 
56%  
 
(bag&mask) 
59% (suction 
device) 

Na 
 
 
 
 
 
 
 
 
 
na 
 

90% 
 
 
 
 
 
 
 
 
 
90% 

Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver comprehensive RMNCH services to women and their children 

x Proportionb of HCWs 
trained (with adequate 
skills and knowledge) to 
provide EmONC services  in 
the targeted districts 
during the last 2 years 
 

x Number of active 
CHWs/village health 
workers trained on 
community-based RMNCH 
services, including 
essential newborn care  in 
the targeted districts 
during the last 2 years 

 
 

195  
 (Enquête  SONU 
2010) 
 
 
 
 
3650 (100%) 
(program 
reports) 

na 
 
 
 
 
 
 
na 
 

na 
 
 
 
 
 
 
na 

Kinshasa   2.6% 
Bas Congo 2.6%  
Bandundu 2.6%  
  (program 
reports) 
 
 
Kinshasa       5 
Bas Congo    5  
Bandundu    6  
(Etat rapide des 
lieux) 

10% 
20% 
2.6% 
 
 
 
 
45 
45 
46 

na 
 
 
 
 
 
 
na 
 

566 
(2011) 
 
 
 
 
 
0 
(Pg. 
Rep) 
 

271 
(65 by 
H4+ 
funds) 
 
 
 
0 
(Pg. 
Rep) 
 

1140 
 
 
 
 
 
 
1000 
(Pg. 
Rep) 
 

- 
 
 
 
 
 
 
5 out of 
100 CHWs 
(SMAGs) 
 
(HMIS, 
program 
reports) 
 

- 
 
 
 
 
 
 
20 out of 
100 CHWs 
(SMAGs) 
 
(HMIS, 
program 
reports) 
 

- 
 
 
 
 
 
 
50 out of 
100 CHWs 
(SMAGs) 
 
(HMIS, 
program 
reports) 
 

45 
 
 
 
 
 
 
na 
 
 
 
(HMIS, program 
reports) 
 

72 
 
 
 
 
 
 
46 
 
 
 
(HMIS, 
program 
reports) 
 

252 
 
 
 
 
 
 
316 
 
 
 
(HMIS, 
program 
reports) 
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 Burkina Faso 
Baseline        2012             Target 

DRC 
Baseline                     2012      Target 

Sierra Leone 
Baseline       2012      Target 

Zambia 
Baseline           2012           Target 

Zimbabwe 
Baseline                  2012             Target 

Output 5. Functional HMIS, adequate data collection, management, and quality assurance systems to better inform planning processes and decision-making, implementation science, research 

x Proportion of targeted districts 
which have timely and 
complete reports submitted as 
per national guidelines and 
schedule during the last 3 
months 
 

x Proportion of targeted districts 
with established and 
functioning maternal death 
surveillance and response 
(includes Maternal Deaths 
Reviews) mechanisms 

 
x Proportion of targeted districts 

that perform quarterly with 
community committees / 
leaders to monitor 
performance and for evidence-
based decision making  and 
planning 

na 
 
 
 
 
 
 
na 
 
 
 
 
 
 
- 
 
 
 
 
 
 

100% 
 
(HMIS, 
program 
reports) 
 
 
100% 
 
(HMIS, 
program 
reports) 
 
 
- 
 

na 
 
 
 
 
 
 
na 
 
 
 
 
 
 
- 

Kinshasa    25% 
Bas Congo   50% 
Bandundu   25% 
(rapport SNIS ZS) 
 
 
 
Kinshasa    0% 
Bas Congo   0%  
Bandundu   0%  
(rapport SNIS ZS) 
 
 
 
Kinshasa    100% 
Bas Congo   100%  
Bandundu   100%  
(rapport SNIS)     

40% 
64% 
40% 
 
 
 
 
0% 
0% 
0% 
 
 
 
 
100% 
100% 
100% 

na 
 
 
 
 
 
 
na 
 
 
 
 
 
 
na 

100% 
 
(Pg. Rep) 
 
 
 
 
8% 
 
(Pg. Rep) 
 
 
 
 
0% 
 
(Pg. Rep) 
 

100% 
 
(Pg. Rep) 
 
 
 
 
23% 
 
(Pg. Rep) 
 
 
 
 
100% 
 
(Pg. Rep) 
 

100% 
 
(Pg. Rep) 
 
 
 
 
100% 
 
(Pg. Rep) 
 
 
 
 
100% 
 
(Pg. Rep) 
 

60% 
 
(HMIS, 
prog. 
rep) 
 
 
75% 
 
(prog. 
Rep.) 
 
 
 
50%   
 
(prog. 
rep) 
 

85% 
 
(HMIS, 
program 
reports) 
 
 
100%   
 
(program 
reports) 
 
 
 
80% 
 
(program 
reports) 
 

100% 
 
(HMIS, 
program 
reports) 
 
 
100%   
 
(prog. 
reports) 
 
 
 
100% 
 
(prog. 
reports) 
 

0 
 
(HMIS, 
program 
reports) 
 
 
0 
 
(program 
reports) 
 
 
 
0   
 
(program 
reports) 
 

0 
 
(HMIS, 
program 
reports) 
 
 
0 
 
(program 
reports) 
 
 
 
0 
 
(program 
reports) 
 

100% 
 
(HMIS, 
program 
reports) 
 
 
100% 
 
(program 
reports) 
 
 
 
100% 
 
(program 
reports) 
 

Output 6. Health service delivery: Access and uptake of quality MNH care at community level especially in remote areas and integrated RMNCH services 

x Number of health facilities 
providing (basic and 
comprehensive) EmONC 
services per 500,000 
inhabitants in the regions of 
targeted districts 
 

x Proportion of ANC and delivery 
services in targeted districts 
that provided PMTCT services 
according the national 
guidelines 

0 EmOC 
facilities 
 
(HMIS, 
program 
reports) 
 
- 

- 
 
 
 
 
 
 
- 

2 EmOC 
facilities  
 
(HMIS, 
program 
reports) 
 
- 

K Kinshasa    1/42 
Bas Congo   1/34 
Bandundu   3/78 
 (E SONU 2012) 
 
 
 
Kinshasa 43.2% 
Bas Congo 40.3%  
Bandundu 15.8%  
(rapport SNIS ZS) 
 

1/42 
1/34 
1/78 
 
 
 
 
43.2% 
40.3% 
15.8% 
 

na 
 
 
 
 
 
 
na 

1 
CEmOC 
facilities 
 
 
 
 
82% 
(2011) 

1 
CEmOC 
facilities 
 
 
 
 
98% 

1 
CEmOC 
facilities 
 
 
 
 
100% 

1 
CEmOC 
facilities 
and 2 
BEmOC 
facilities  
 
80% 
 
(HMIS, 
program 
reports) 
 

1 
CEmOC 
facilities 
and 2 
BEmOC 
facilities  
 
90% 
 
(HMIS, 
program 
reports) 
 

1 CEmOC 
facilities 
and 2 
BEmOC 
facilities  
 
 
100% 
 
(HMIS, 
program 
reports) 
 

1.2 CEmOC 
facilities and 
0.6 BEmOC 
facilities  
(NIHFA) 
 
 
80% 
 
(HMIS, 
program 
reports) 
 

na 
 
 
 
 
 
 
95% 
 
(HMIS, 
program 
reports) 
 

1 CEmOC 
facilities and 
2 BEmOC 
facilities  
(NIHFA) 
 
 
90% 
 
(HMIS, 
program 
reports) 
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             Burkina Faso 
Baseline   2012        Target 

                              DRC 
Baseline                            2012      Target 

                  Sierra Leone 
Baseline       2012      Target 

                             Zambia 
Baseline                  2012           Target 

                           Zimbabwe 
Baseline                  2012             Target 

Output 7. Demand including Community ownership and participation 

x Number of active community groups 
(safe motherhood groups, 
volunteers, etc.) or rural committees 
established in targeted districts 

- 
 
 
 
 

- 
 
 
 

- 
 
 
 
 

Kinshasa             3 
Bas Congo             3 
Bandundu             3 
 
(rapport SNIS ZS) 

3 
3 
3 
 
 

na 
 
 
 
 

85 
 
(Pg. 
Rep) 
 

120 
 
(Pg. 
Rep) 
 

250 
 
(Pg. 
Rep) 
 

na 900 
 
(program 
reports) 

    na 0 
 
(program 
reports) 

20 
 
(program 
reports) 

60 
 
(program 
reports) 

Output 8. Communication (including communication for development) and advocacy 

x Proportion of targeted districts with 
demonstrable social mobilization 
programmes that include at least 
two of the following communication 
themes:  prevention of early 
pregnancy, expanding knowledge of 
key family practices, HIV prevention, 
importance of breastfeeding, 
recognition of danger signs during 
postnatal care for mothers and 
newborns.  
 

x Number of media and advocacy 
initiatives executed (include 
information about any resulting 
commitments or contributions from 
governments or partners 

 
x At least one national focal point 

identified and versed  in H4+ 
communication activities, including 
messaging, toolbox usage, branding 
and evidence-based reporting 

na 
 
 
 
 
 
 
 
 
 
 
 
- 
 
 
 
 
 
- 

100% 
 
(program 
reports) 
 
 
 
 
 
 
 
 
- 
 
 
 
 
 
- 

na 
 
 
 
 
 
 
 
 
 
 
 
- 
 
 
 
 
 
- 

K Kinshasa           0% 
Bas Congo           0% 
Bandundu           0% 
 
 (Project report) 
 
 
 
 
 
 
 
Kinshasa             0 
Bas Congo             0 
Bandundu             0 
(Project report) 
 
 
                             no 
(Project report) 

 

100% 
100% 
100% 
 
 
 
 
 
 
 
 
 
8 
8 
7 
 
 
 
no 

na 
 
 
 
 
 
 
 
 
 
 
 
na 
 
 
 
 
 
na 

21% 
 
(Pg. 
Rep) 
 
 
 
 
 
 
 
 
2 
 
(Pg. 
Rep) 
 
 
0 
 
(Pg. 
Rep) 
 

64% 
 
(Pg. 
Rep) 
 
 
 
 
 
 
 
 
7 
 
(Pg. 
Rep) 
 
 
1 
 
(Pg. 
Rep) 
 

100% 
 
(Pg. 
Rep) 
 
 
 
 
 
 
 
 
10 
 
(Pg. 
Rep) 
 
 
2 
 
(Pg. 
Rep) 
 

100% 
 
 program 
reports) 
 
 
 
 
 
 
 
 
1 
 
(program 
reports) 
 
 
0 
 
(HMIS, 
program 
reports) 
 

100% 
 
( program 
reports) 
 
 
 
 
 
 
 
 
1 
 
(program 
reports) 
 
 
1 
 
(HMIS, 
program 
reports) 
 

100% 
 
(program 
reports) 
 
 
 
 
 
 
 
 
1 
 
(program 
reports) 
 
 
1 
 
(HMIS, 
program 
reports) 
 

 0% 
 
( program 
reports) 
 
 
 
 
 
 
 
 
1 
 
(program 
reports) 
 
 
1 
 
(HMIS, 
program 
reports) 
 

50% 
 
( program 
reports) 
 
 
 
 
 
 
 
 
1 
 
(program 
reports) 
 
 
1 
 
(HMIS, 
program 
reports) 
 
 

100% 
 
( program 
reports) 
 
 
 
 
 
 
 
 
1 
 
(program 
reports) 
 
 
1 
 
(HMIS, 
program 
reports) 
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Annex: Additional country specific indicators  

                                                             Burkina Faso 
                   Baseline                            2012                    Target 

                               Zimbabwe 
Baseline                                                  2012       Target 

                                  DRC 
    Baseline                           2012                       Target 

Outcome indicators 

Taux d’accouchements des adolescentes (naissances par 
100 femmes âgées) 
 
 
Proportion de naissance vivantes dans les formations 
sanitaires (rapportée à l’ensemble de femmes accouches) 
 
 
 
Taux de létalité maternelle  dans les structures SONUC  
(publiques et privées)  
 
 
 
Number of maternal deaths in health facilities that were 
reviewed for contributory factors or cause of death 
 

C-Nord 38.3%, Nord  33.3% 
               (Enquête) 
Nat 18.8% (EDS 2010) 
 
C-Nord 97.9%, 
Nord  97.8% 
(Annuaire statistique 2011) 
 
 
- 
 
 
 
 
- 

               na 
 
 
 
        C-Nord 98%  
        Nord 98% 
 
 
 
                  - 
 
 
 
 

- 
 

80% 
 
 
 
Na 
 
 
 
 
- 
 
 
 
 
- 

- 
 
 
 
- 
 
 
 
 
- 
 
 
 
 
Binga =7 ; chipinge =0 ;                     
Gokwe North= na; Mbire = 0 
Hurungwe= 0; Chiredzi= 4 
 

- 
 
 
 
- 
 
 
 
 
- 
 
 
 
 
na 

- 
 
 
 
- 
 
 
 
 
- 
 
 
 
 
na 

- 
 
 
 
- 
 
 
 
 
Kinshasa      1.3% 
Bas Congo   7.0%  
 Bandundu   2.9% 
(E. SONU 20120) 
 
- 
 

- 
 
 
 
- 
 
 
 
 
1.3% 
7.0% 
2.9% 
 
 
- 

- 
 
 
 
- 
 
 
 
 
na 
na 
na 
 
 
- 
 

Output indicators on health service delivery 

Taux (Burkina) / nombre (DRC) 
annuel dépistage VIH femmes enceintes 
 
 
 
Number of HIV positive  pregnant women initiated  on ART 
of Total number of HIV+ pregnant women eligible for ART 
 
Number of health care workers trained in IMNCI 
 
 
 
 
Number of hospitals with at least 3 managers trained in 
programme management 
 

C-Nord 62.3%,  
Nord  63.1% 
National: 67% 
(Annuaire stat. 2011) 
 
- 
 
 
- 
 
 
 
 
- 

       C-Nord 68.8% 
       Nord  64.3% 
(Annuaire stat. 2011) 
 
 
- 
 
 
- 
 
 
 
 
- 

90% 
 
 
 
 
- 
 
 
- 
 
 
 
 
- 

- 
 
 
 
 
Binga =18 ; chipinge =16 ; 
Gokwe North=  7; Mbire = 19  
Hurungwe= 320; Chiredzi= na 
 
Binga =7 ; chipinge =0 ; 
Gokwe North=43; Mbire = 0 
Hurungwe= 67; Chiredzi= 0 
 
Binga =0 ; chipinge =0 ; 
Gokwe North=0; Mbire = 0 
Hurungwe= 0; Chiredzi= 0 

- 
 
 
 
 
na 

 
 
 

na 
 
 
 
na 

- 
 
 
 
 
na 
 
 
 
na 
 
 
 
na 

Kinshasa       21628 
Bas Congo    15860 
 Bandundu   48912 
(Rapport SNIS ZS) 
 
- 
 
 
 
- 
 
 
 
- 

    21628 
    15860 
    48912 
 
 
- 
 
 
 
- 
 
 
 
- 

130017 
   95343 
 294042   
 
 
- 
 
 
 
- 
 
 
 
- 
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*na=not available 

                                                         Burkina Faso 
Baseline                                                                 2012                               Target 

                                                        DRC                        
Baseline                                        2012                                       target 

Ouput indicators  on health service delivery(continue) 

Taux de couverture en CPN1 
 
 
 
Taux de réalisation de la césarienne 
 
 
 
Nombre de laboratoires équipes du matériel requis pour l’encadrement 
pratique en SONU sur les 7 sites de formation 
 
Proportion de formation sanitaire des régions ciblées mettant en œuvre la 
PCIME 
 
 
% de structure de sante offrant au moins 3 méthodes contraceptives modernes   
 
 
 
 
Proportion de prestataires de sante formes en SMNE/PTME intégré  
 
 
 

C-Nord 88.5%,  Nord  89.4% ;   
National : 87.7% 
(Annuaire stat. 2011) 
 
C-Nord 1.1%, Nord  1.0% ;   
National:1. 8% 
(Annuaire stat. 2011) 
 
na 
 
 
C-Nord 30.8%, Nord 51.6% ;   
National:46% 
(Enquête SONU 2010) 
 
- 
 

 
 
 
- 
 
 

na 
 
 
 

na 
 
 
 

na 
 
 

na 
 
 
 
- 
 
 
 
 
- 
 

 
 

96% 
 
 
 

3.5% 
 
 
 

6 
 
 

na 
 
 
 
- 
 
 
 
 
- 
 
 

 

- 
 
 
 
- 
 
 
 
- 
 
 
- 
 
 
 
Kinshasa  1% ;  
Bas Congo  2% ;  
Bandundu  0% 
(Etat de lieu rapide) 
 
Kinshasa  67.8% ;  
Bas Congo  29.6% ;  
Bandundu  31.8% 
(Etat de lieu rapide) 

- 
 
 
 
- 
 
 
 
- 
 
 
- 
 
 
 
  50% ;  
  64% ;  
  50% 
 
 
  67.8% ;  
  29.6% ;  
  31.8% 
 

- 
 
 
 
- 
 
 
 
- 
 
 
- 
 
 
 
Na 
 
 
 
 
na 
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8. ANNEX 3. MONITORING AND EVALUATION FRAMEWORK 

 

 

 

 

 

 

Monitoring and evaluation framework 

H4+ / CIDA-funded multi-country initiative 
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 Indicators 
Core indicators at impact and outcome levels informed by the indicators of maternal, 
newborn and child health of the Commission on Information and Accountability (COIA) and 
the Millennium Development Goals (MDG) Framework 
 
 

Data 
sources  

Baseline Target Frequency Comments 

Impact:  Contribution to the improvement of maternal, newborn and child health survival in order to accelerate progress towards achieving the health-related MDGs by 
2015 (National level indicators) 
 x Maternal mortality ratio (deaths per 100 000 live births); 

x Under-five child mortality, with the proportion of newborn deaths (deaths per 1000 
live births); 

x Children under five who are stunted (percentage of children under five years of age 
whose height-for-age is below minus two standard deviations from the median of 
the WHO Child Growth Standards). 
 

DHS, MICS, 
National 
reports, 
Inter-
Agency 
estimates 

  Baseline and 
End of 
project  

At the impact 
level, the project 
will only 
contribute to 
achieving these 
deliverables 

Outcomes:  Increased responsiveness, equitable utilization of RMNCH services, and intervention coverage 
(National level indicators) 
 Where appropriate, and possible, the indicators will be disaggregated by geographic areas, 

age, and socio-economic status: 
  

x Contraceptive prevalence rate (proportion of women aged 15-49 years who are 
married or in union and who are using contraception) 

x Met need for contraception; (proportion of women aged 15-49 years who are 
married or in union and who have met their need for family planning, i.e. who do 
not want any more children or want to wait at least two years before having a baby, 
and are using contraception); 

x Antenatal care (percentage of women aged 15–49 with a live birth who received 
antenatal care by a skilled health provider at least four times during pregnancy); 

x Antiretroviral prophylaxis among HIV-positive pregnant women to prevent vertical 
transmission of HIV; antiretroviral therapy for women who are treatment-eligible; 

x Skilled attendant at birth (percentage of live births attended by skilled health 
personnel); 

x Postnatal care for mothers and babies (percentage of mothers and babies who 
received postnatal care visit within two days of childbirth); 

x Exclusive breastfeeding for six months (percentage of infants aged 0–5 months who 
are exclusively breastfed); 

 
 
 

 

HMIS, DHS, 
MICS, 
program 
reports 

  Baseline, 
and End of 
project 

At the outcome 
level, the project 
will only 
contribute to 
achieving these 
deliverables.  
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Outputs (Some indicators are at national level, some for the project districts) 
 
Output 1. Leadership and Governance:  Governance and management of health sector as well as financing system are strengthened to ensure RMNCH services respond to 
the need of women and their children  
 
x Proportion of targeted districts that used updated RMNH/HIV national standards and guidelines as well as 

MCH Aide curriculum and modules based on recent recommendations in MNH  (please, specify the list of 
guidelines) 

x Active coordination and joint mechanisms (planning and procurement and supply management)  that bring 
together donors and partners in RMNCH are established   

 

 
Program 
reports, 
budget 
analyses 

   
Annually 

Outputs should 
be fully achieved 
due to the 
project activities. 
 

Output 2. Health financing: Availability of funds and right financial incentives to providers, to ensure that all individuals have access to effective public health and personal 
health care  

 
x Costed RMNCH plans (including Human Resources) is developed and based on a comprehensive situation 

analysis that highlights priorities and gaps 
x Proportion of targeted districts that implement innovative approaches to financing (vouchers, funds, cost 

sharing, etc.)  
 

National 
reports, 
program 
reports, 
NHAs 

  Annually The JANS tool 
developed by the 
H4+ will be used 
to assess the 
plans 

Output 3. Health technologies and commodities: Commodities and technologies are available in health facilities to deliver comprehensive RMNCH services to women and 
their children  

 
x Proportion of health facilities reporting no stock-out of selected essential medicines for mothers (oxytocin, 

misoprostol, contraceptives, HIV tests, magnesium sulphate) during the last 3 months 
x Proportion of health facilities reporting no stock-out of essential medicines for newborns (bag and masks, 

suction devices, training manikin) during the last 3 months 
 

 
HMIS, 
program 
reports 

  Annually Could include 
EmONC facilities 

Output 4. Human workforce: Sufficient number and management of skilled human resources to deliver comprehensive RMNCH services to women and their children  
 

x Proportion of health care workers trained (with adequate skills and knowledge according to national norms) 
to provide EmONC services in the targeted districts during the last 2 years 

x Proportion of active community health workers/village health workers trained on community-based RMNCH 
services, including essential newborn care in the targeted districts during the last 2 years 

 

HMIS, 
program 
reports 

  Annually  

Output 5. Health Information systems, Monitoring and Evaluation  
Functional HMIS, adequate data collection, management, and quality assurance systems to better inform planning processes and decision-making, implementation science, 
research  
x Proportion of targeted districts which have timely and complete reports submitted as per national guidelines 

and schedule during the last 3 months 
x Proportion of targeted districts with established and functioning maternal death surveillance and response 

(includes Maternal Deaths Reviews) mechanisms 
x Proportion of targeted districts that perform quarterly review of HMIS data with community committees / 

 
Program 
reports, 
HMIS 

  Annually  
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leaders) to monitor performance and for evidence-based decision making and planning 

Output 6. Health service delivery: Access and uptake of quality MNH care at community level especially in remote areas and integrated RMNCH services  

x Number of health facilities providing basic and comprehensive EmONC services per 500,000 inhabitants in the 
regions of targeted districts 

x Proportion of ANC and delivery services in targeted districts that provided PMTCT services according the 
national guidelines 

 

HMIS, 
Program 
reports 

  Annually  

Output 7. Demand including Community ownership and participation  

x Number of  active community groups (safe motherhood groups, volunteers, etc.) or rural committees 
established in targeted districts 
 

Program 
reports 

  Annually  

Output 8. Communication (including communication for development) and advocacy 

x Proportion of targeted districts with demonstrable social mobilization programmes that include at least two of 
the following communication themes:  prevention of early pregnancy, expanding knowledge of key family 
practices, HIV prevention, importance of breastfeeding, recognition of danger signs during postnatal care for 
mothers and newborns.  

x Number of media and advocacy initiatives executed (include information about any resulting commitments or 
contributions from governments or partners).  

x At least one national focal point identified and versed in H4+ communication activities, including messaging, 
toolbox usage, branding and evidence-based reporting . 

Program 
reports 

  Annually  
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ANNEX: DEFINITION OF INDICATORS DEVELOPPED AS PROPORTION 
 
OUTCOMES1 Numerator Denominator Data sources 
Contraceptive prevalence rate 
(CPR): proportion of women aged 
15-49 years who are married or in 
union and who are using 
contraception 

Number of women of reproductive age 
(15-49 years old) who are married or in a 
union and who are currently using, or 
whose sexual partner is currently using, at 
least one contraceptive method, 
regardless of the method used (modern or 
traditional). 

Total number of women aged 15-49 years 
that are currently married or in union. 
 

Surveys  

Met need for contraception: 
proportion of women aged 15-49 
years who are married or in union 
and who have met their need for 
family planning, i.e. who do not 
want any more children or want to 
wait at least two years before 
having a baby, and are using 
contraception; 

Number of women aged 15-49 years who 
are married or in union and who have met 
their need for family planning, i.e. who do 
not want any more children or want to 
wait at least two years before having a 
baby, and are using contraception); 

Total demand for family planning is defined 
as the sum of the CPR (as defined above) and 
the unmet need for family planning. Unmet 
need for family planning is the proportion of 
women of reproductive age (15-49 years old) 
either married or in a consensual union, who 
are fecund and sexually active but who are 
not using any method of contraception 
(modern or traditional), and report not 
wanting any more children or wanting to 
delay the birth of their next child for at least 
two years. 

Surveys 

Antenatal care:  percentage of 
women aged 15–49 with a live 
birth who received antenatal care 
by a skilled health provider at least 
four times during pregnancy; 

Number of women attended at least four 
times during pregnancy by any provider 
(skilled or unskilled) for reasons related to 
the pregnancy in the x years prior to the 
survey 

Total number of women who had a live birth 
in the same time period 

Surveys and 
facility 
reports 

1. Antiretroviral prophylaxis 
among HIV-positive pregnant 
women to prevent vertical 
transmission of HIV; 
2. Antiretroviral therapy for 
women who are treatment-
eligible; 

1. Number of HIV-infected pregnant 
women who received ARV drugs during 
the past 12 months to reduce MTCT of HIV  
2. ART for HIV-infected pregnant women 
eligible for life-long treatment 

1. Estimated number of pregnant HIV-
infected women within the past 12 
months 
2. Estimated number of HIV-infected 
pregnant women eligible for ART 

Surveys and 
facility 
reports 

Skilled attendant at birth: 
percentage of live births attended 

Number of live births to women ages 15-
49 in the x years prior to the survey 

Total number of live births to women ages 
15-49 in the x years prior to the survey 

Surveys and 
facility 
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by skilled health personnel); 
 

attended during delivery by skilled health 
personnel (doctor, nurse, midwife, or 
auxiliary midwife) 

reports 

Percentage of mothers and babies 
who received postnatal care visit 
within two days of childbirth); 

1. Number of women who received 
postnatal care within two days of 
childbirth (regardless of place of delivery) 
2. Number of babies who received 
postnatal care within two days of 
childbirth (regardless of place of birth) 

1. Total number of women age 15-49 years 
with a last live birth in the x years prior to the 
survey (regardless of place of delivery) 
2. Total number of most recently born babies 
in the x years prior to the survey 
(regardless of place of birth) 

Surveys and 
facility 
reports 

Exclusive breastfeeding for six 
months (percentage of infants 
aged 0–5 months who are 
exclusively breastfed); 
 

Number of infants zero to five months of 
age who are exclusively breastfed 

Total number of infants zero to five months 
of age surveyed 

Household 
and national 
nutrition 
surveys 

OUTPUTS    
Proportion of targeted districts 
that used updated RMNH/HIV 
national standards and guidelines 
as well as MCH Aide curriculum 
and modules based on recent 
recommendations in MNH  

Number of targeted districts that used 
updated RMNH/HIV national standards 
and guidelines as well as MCH Aide 
curriculum and modules based on recent 
recommendations in MNH  (please, specify 
the list of guidelines) 

Total number of targeted districts (where 
H4+/CIDA initiative is implemented) 

Program 
reports;  

Proportion of targeted districts 
that implement innovative 
approaches to financing (vouchers, 
funds, cost sharing, etc.)  

Number of targeted districts that 
implement innovative approaches to 
financing (vouchers, funds, cost sharing, 
etc.)  

Total number of targeted districts Program 
reports; 
facility 
reports 

Proportion of health facilities 
reporting no stock-out of selected 
essential medicines for mothers 
(oxytocin, misoprostol, 
contraceptives, HIV tests, 
magnesium sulphate) during the 
last 3 months 
 

Number of health facilities reporting no 
stock-out of selected essential medicines 
for mothers (oxytocin, misoprostol, 
contraceptives, HIV tests, magnesium 
sulphate) during the last 3 months 
 

Total number of health facilities providing 
delivery services in targeted districts 

Program 
reports; 
facility 
surveys 

Proportion of health facilities 
reporting no stock-out of essential 
medicines for newborns (bag and 

Number of health facilities reporting no 
stock-out of essential medicines for 
newborns (bag and masks, suction 

Total number of health facilities providing 
delivery services in targeted districts 

Program 
reports; 
facility 
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masks, suction devices, training 
manikin) during the last 3 months 
 

devices, training manikin) during the last 3 
months 
 

surveys 

Proportion of health care workers 
trained (with adequate skills and 
knowledge according to national 
norms) to provide EmONC services 
in the targeted districts during the 
last 2 years 
 

Number of health care workers trained 
(with adequate skills and knowledge 
according to national norms) to provide 
EmONC services in the targeted districts 
during the last 2 years 
 

Total number of health care workers 
expected to provide / currently providing 
EmONC services in targeted districts 

Program 
reports; 
facility 
surveys 

Proportion of active community 
health workers/village health 
workers trained on community-
based RMNCH services, including 
essential newborn care in the 
targeted districts during the last 2 
years 
 

Number of active community health 
workers/village health workers trained on 
community-based RMNCH services, 
including essential newborn care in the 
targeted districts during the last 2 years 
 

Total number of community health workers 
expected to provide / currently providing 
community-based RMNCH services, including 
essential newborn care  

Program 
reports; 
facility 
surveys 

Proportion of targeted districts 
which have timely and complete 
reports submitted as per national 
guidelines and schedule during the 
last 3 months 

Number of targeted districts which have 
timely and complete reports submitted as 
per national guidelines and schedule 
during the last 3 months 

Total number of targeted districts Program 
reports;  

Proportion of targeted districts 
with established and functioning 
maternal death surveillance and 
response (includes Maternal 
Deaths Reviews) mechanisms 

 

Number of targeted districts with 
established and functioning maternal 
death surveillance and response (includes 
Maternal Deaths Reviews) mechanisms 

 

Total number of targeted districts Program 
reports;  

Proportion of targeted districts 
that perform quarterly review of 
HMIS data with community 
committees / leaders) to monitor 
performance and for evidence-
based decision making and 
planning 

Number of targeted districts that perform 
quarterly review of HMIS data with 
community committees / leaders) to 
monitor performance and for evidence-
based decision making and planning 

Total number of targeted districts Program 
reports; 
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Proportion of ANC and delivery 
services in targeted districts that 
provided PMTCT services 
according the national guidelines 
 

Number of ANC and delivery services in 
targeted districts that provided PMTCT 
services according the national guidelines 
 

Total number of ANC and delivery services in 
targeted districts 

Program 
reports; 
facility 
surveys 

Proportion of targeted districts 
with demonstrable social 
mobilization programmes that 
include at least two of the 
following communication themes:  
prevention of early pregnancy, 
expanding knowledge of key 
family practices, HIV prevention, 
importance of breastfeeding, 
recognition of danger signs during 
postnatal care for mothers and 
newborns.  
  

Number of targeted districts with 
demonstrable social mobilization 
programmes that include at least two of 
the following communication themes:  
prevention of early pregnancy, expanding 
knowledge of key family practices, HIV 
prevention, importance of breastfeeding, 
recognition of danger signs during 
postnatal care for mothers and newborns.  
  

Total number of targeted districts Program 
reports; 

1. Monitoring maternal, newborn, and child health: understanding progress indicators, 2011. 
 

 


