
 

Mid-term Evaluation of the 
Millennium Development Goal 
Initiative Accelerating progress 
towards maternal, neonatal and 
child morbidity and mortality 
reduction in Zambia (MDGi 
Programme) 

 
Evaluation Report 

The European Union’s FED/2012/ 024-304 

For Zambia 

This project is funded by 

The European Union 

A project implemented by 

Euro Health Group/ Itad 

 

 



 

Euro Health Group A/S 
Tinghøjvej 77 
DK-2860 Søborg 
Tel: +45 3969 6888 
Email: ehg@ehg.dk 
Web: www.ehg.dk 

Consultants: 
 
Christine Thayer (Team leader) 
Maria Paalman 
Beyant Kabwe 
Nkenda Sachingongu  
 

mailto:ehg@ehg.dk


MDGi mid-term evaluation     Final report 

 P a g e  | i 

TABLE OF CONTENTS 
 

Abbreviations and Acronyms .................................................................................................................. iv 

Executive Summary ................................................................................................................................. vi 

1 Introduction ........................................................................................................... 1 

1.1 Context ........................................................................................................................................ 1 

1.2 The MDGi Programme ................................................................................................................. 2 

1.3 Purpose and objectives of the mid-term and ex-post evaluations ............................................. 4 

1.4 Methodology ............................................................................................................................... 4 

2 Answers to the evaluation questions ...................................................................... 7 

2.1 Relevance .................................................................................................................................... 7 
Evaluation question: To what extent is the programme's overall design valid and complete? ................ 7 
The choices of implementation modality .................................................................................................. 7 
MDGi governance and decision making structures ................................................................................... 8 
The conceptual framework, theories of change, underlying assumptions ................................................ 8 
The M&E Framework ............................................................................................................................... 12 
Evaluation question: How does the team assess the programme orientation to other health initiatives?13 
Evaluation question: Is there an appropriate balance between the project's attempt to address supply 
(i.e. the quality and coverage of services) and demand (i.e. mobilising health-seeking behaviour)? ..... 15 

2.2 Efficiency ................................................................................................................................... 15 
Evaluation question: To what extent are outputs or activities implemented on time, procured correctly 
and to a sufficient quality? ...................................................................................................................... 15 
Evaluation question: Was the visibility strategy implemented according to plan? To what extent did it 
add value to the Programme? ................................................................................................................. 18 
Evaluation question: Was the Communication for Development (C4D) strategy implemented according 
to plan? To what extent did it add value to the Programme? ................................................................. 19 
Evaluation question: To what extent is the programme delivering value for money, and what changes 
could be made to improve this? .............................................................................................................. 19 
Evaluation question: Are project resources being spread too thinly across too many activities? ........... 20 
Evaluation question: Are health staff at district and facility level making use of HMIS data to make 
decisions? ................................................................................................................................................ 20 
Evaluation question: To what extent is the programme strengthening human resources capacities in 
the collection, management and use of information? ............................................................................ 20 

2.3 Effectiveness .............................................................................................................................. 21 
Expected Result 1..................................................................................................................................... 21 
Expected Result 2..................................................................................................................................... 27 
Expected Result 3..................................................................................................................................... 45 
Expected Result 4..................................................................................................................................... 51 
Expected Result 5..................................................................................................................................... 57 

2.4 Impact ........................................................................................................................................ 63 
Evaluation question: What prospects are there for achieving adequate levels of coverage and quality of 
care to see changes at the impact level over the remaining lifetime of the programme and beyond? .. 63 
Evaluation question: Are the M&E arrangements strong enough for future review/ evaluation to be 
able to arrive at satisfactory estimations of impact? .............................................................................. 63 
Evaluation question: What are the prospects for long-term improvements of the relevant capacities 
(including monitoring and planning) of health staff and community groups? What changes should be 
made to improve these? .......................................................................................................................... 63 

2.5 Sustainability ............................................................................................................................. 64 



MDGi mid-term evaluation     Final report 

 P a g e  | ii 

Evaluation Question: What are the prospects for the continuation of supply of/ demand for these 
services – and the maintenance of any increases in quality of care – in these districts after the 
programme comes to an end?................................................................................................................. 64 
Evaluation question: How feasible is the exit strategy planning at mid-point, and what can the 
programme do between mid-term and end of programme to address this in order to maximise long-
term ownership at district level? ............................................................................................................. 65 
Evaluation question: What long-term prospects does the 'Quality Improvement' approach have in 
terms of being institutionalised, and how can any erosion of coverage and quality of care be mitigated?66 
Evaluation question: To what extent has the load-shedding electricity crisis having an impact on health 
facilities (particularly EmONC) ability to provide services? ..................................................................... 66 

3 Overall assessment-conclusions and problems identified ...................................... 67 

3.1 Conclusions ................................................................................................................................ 67 

3.2 Problems identified ................................................................................................................... 68 

4 Recommendations ............................................................................................... 70 

Annexes .......................................................................................................................... 73 

Annex 1: Terms of Reference ................................................................................................................. 74 

Annex 2: Mission schedule ................................................................................................................... 101 

Annex 3: Detailed evaluation methodology ......................................................................................... 103 

Annex 4: Comments on the logical framework .................................................................................... 129 

Annex 5: Programme Coordination with Partners ............................................................................... 131 

Annex 6: Efficiency-visibility ................................................................................................................. 135 

Annex 7: Efficiency-communication for development C4D ................................................................. 137 

Annex 8: Client satisfaction - Exit interviews ....................................................................................... 140 

Annex 9: The work of volunteers (CBVs and PEs) ................................................................................ 150 

Annex 10: RMNCH&N Knowledge Of Community Members ............................................................... 156 

Annex 11: Data for Evidence on key indicators ................................................................................... 162 

Annex 12: Names of evaluators and their companies ......................................................................... 177 

Annex 13: Map of Zambia Showing the MDGi Programme Districts ................................................... 182 

Annex 14: People Met .......................................................................................................................... 183 

Annex 15: Validation Workshop Programme  Lusaka and Kitwe ......................................................... 192 

Annex 16: Example of a financial reporting form ................................................................................ 197 

Annex 17: Bibliography ........................................................................................................................ 199 
  
 

Table of Figures 
Figure 1: MDGI Theory of Change ............................................................................................................ 3 
Figure 2: Equipment of health facilities ................................................................................................. 29 
Figure 3: Client satisfaction with delivery services –  mothers of infants <5 months (n=22) ................ 39 
Figure 4: Satisfaction with service received, mothers of children <5 years (N=30) ............................... 39 
Figure 5: Training undertaken in 2015 ................................................................................................... 54 
Figure 6: Training NGOs in 2016 ............................................................................................................ 54 
Figure 7: Use of SRH services by adolescents ........................................................................................ 56 
Figure 8: Services requested by different age groups ............................................................................ 57 
 
 

Table of Tables 
Table 1: Comprehensive knowledge about HIV and AIDS ....................................................................... 1 
Table 2: Comments to assumptions ....................................................................................................... 10 
Table 3: Examples of progress towards MDGi capacity building targets ............................................... 16 



MDGi mid-term evaluation     Final report 

 P a g e  | iii 

Table 4: MDGI contribution to training in IYCF and IMAM .................................................................... 23 
Table 5: Current levels of trained staff in health facilities ..................................................................... 23 
Table 6: Dashboard ER1 ......................................................................................................................... 24 
Table 7: MDGi contribution to training .................................................................................................. 30 
Table 8: Current levels of trained staff in health facilities ..................................................................... 30 
Table 9: Dashboard ER2 ......................................................................................................................... 31 
Table 10: Maternal mortality rate .......................................................................................................... 37 
Table 11: Dashboard for ER3 .................................................................................................................. 46 
Table 12: Dashboard for ER4 .................................................................................................................. 52 
Table 13: Dashboard ER5 ....................................................................................................................... 58 
 

Boxes 
Box 1: Expected Result 1 and Planned Strategic Interventions ............................................................. 21 
Box 2: Summary of ER1 findings............................................................................................................. 27 
Box 3: Expected Result 2 and Planned Strategic Interventions ............................................................. 27 
Box 4: Current progress on infrastructure related activities ................................................................. 28 
Box 5: Summary of ER2 findings............................................................................................................. 44 
Box 6: Expected Result 3 and Planned Strategic Interventions ............................................................. 45 
Box 7: Summary of ER3 findings............................................................................................................. 50 
Box 8: Expected Result 4 and Planned Strategic Interventions ............................................................. 51 
Box 9: Summary of ER4 findings............................................................................................................. 57 
Box 10: Expected Result 5, Proposed Outputs and Planned Strategic Interventions ............................ 58 
 



MDGi mid-term evaluation     Final report 

 P a g e  | iv 

ABBREVIATIONS AND ACRONYMS 
 
 
ASRH Adolescent Sexual and Reproductive Health 

BEmONC Basic Emergency Obstetric and Neonatal Care 

CAST Change assessment scoring tool 

C4D Communication for Development 

CBD Community Based Distributor 

CBO Community Based Organisation 

CBV Community Based Volunteer 

CEmONC Comprehensive Emergency Obstetric and Neonatal Care 

CSO Civil Society Organisation 

DAC Development Assistance Committee 

DHIS District Health Information Software 

DIVA Diagnose, Intervene, Verify and Adjust 

DMO District Medical Office 

DRC Democratic Republic of Congo 

DQA Data Quality Audit 

EHG Euro Health Group 

EmONC Emergency Obstetric and Neonatal Care 

EU European Union 

FANC Focused Antenatal Care 

FGD Focus Group Discussion 

HFA Health Facility Assessment 

HMIS Health Management Information System 

HSS Health Systems Strengthening 

ICD Institutional Capacity Development 

ICCM Integrated Community Case Management   

IHP International Health Partnership 

IEC Information, Education and Communication 

IMAM Integrated Management of Acute Malnutrition 

IYCF Infant Young Child Feeding 

KAP Knowledge, Attitudes and Practices 

LARC Long-Acting Reversible Contraception 

KII Key Informant Interview 

LQAS Lot Quality Assurance Sampling 

M&E Monitoring and evaluation 

MCH Maternal and Child Health 



MDGi mid-term evaluation     Final report 

 P a g e  | v 

MDGi The Millennium Development Goal Initiative 

MDSR Maternal/Newborn Death Surveillance and Response 

MMR Maternal Mortality Rate 

MoH Ministry of Health 

MSZ Marie Stopes Zambia 

MTE Mid-term Evaluation 

MTEF Medium-Term Expenditure Framework 

MUAC Mid-Upper Arm Circumference  

NGO Non-governmental organisation 

NHC Neighbourhood Health Committee 

OECD Organization for Economic Cooperation & Development 

OTP Outpatient Therapeutic Programme ??? 

PE Peer Educator 

PHO Provincial Health Office 

PPAZ Planned Parenthood Association of Zambia 

RG Reference Group 

RMNCH&N Reproductive, maternal, newborn and child health and nutrition 

RUTF Ready to Use Therapeutic Feeds 

SAM Severe Acute Malnutrition 

SMAG Safe Motherhood Action Group 

SNDP Sixth National Development Plan ? 

ToC Theory of Change  

ToR Terms of Reference 

TWG Technical Working Group 

UN United Nations 

UNFPA United Nations Population Fund 

UNICEF United Nations Children's Fund 

VfM Value for Money 

WASH WAter, Sanitation and Hygiene 

WHO World Health Organization 

ZDHS Zambia Demographic and Health Survey 

 
 
 



MDGi mid-term evaluation     Final report 

 P a g e  | vi 

EXECUTIVE SUMMARY 
 
Overview 

The European Union is providing a budget of €48.5 million for the MDGi programme, with an 
additional contribution of €188,532 from UNICEF. Implementation is being carried out by the 
Zambian Ministry of Health with technical support from UNICEF and a number of other partners and 
consultants. The 2013 contribution agreement was originally for four years, but a one-year no cost 
extension to the programme in July 2015 has extended the completion date to May 2018. 
 
The programme is working towards the achievement of five Expected Results (ER): 
 

 ER1 - Availability of a package of highly effective nutrition services, aligned to the national 
strategy, and used by most vulnerable populations 

 ER2 - Increased availability of a continuum of good quality maternal, neonatal and child 
health services; 

 ER3 - Increased knowledge and demand for services and cultural, geographic access to 
RMNCH&N care and services; 

 ER4 - Improved coverage and accessibility of adolescent and youth-friendly services;  

 ER5 - Improved capacity for planning, implementation and coordination of MoH and other 
stakeholders at district, provincial and national level. 

 
The programme mainly targets 55 facilities: one Comprehensive Emergency Obstetric and Newborn 
Care facility (CEmONC) and four Basic Emergency Obstetric and Newborn Care (BEmONC) facilities 
per district, with the aim to provide fully functional Emergency Obstetric and Newborn Care 
(EmONC) services in each of the eleven districts. In addition, a number of other health facilities have 
been included, receiving a more limited package of interventions, so that MDGi supports 
approximately 200 public health sector facilities in total.  
 
Methodology 

Overall methodology: The mid-term evaluation used a mixed-method approach including mainly 
qualitative (but also quantitative) methods. The team conducted an in-depth document review, 
assessed available programme and HMIS data, and interviewed key informants at various levels of 
the health system, including MoH and UNICEF staff, development partners, staff of provincial and 
district health offices, staff at a sample of health facilities, groups of community based volunteers, 
recent clients of health facilities, and representatives of the general public. Primary and secondary 
information was subsequently analysed and triangulated across these different sources. Content 
analysis was used as main method to code, analyse and cross-check qualitative information 
according to the key evaluation questions. These findings were triangulated with the available 
quantitative data on progress against indicators. 
 
Methodological limitations: A serious limitation in measuring progress on key programme output 
indicators stems from issues with the HMIS data. The preliminary outcome of a data quality audit 
(DQA), undertaken in the third quarter of 2016, showed serious issues that compromise the 
reliability of the data. The findings did not only relate to the period covered by the DQA, but 
indicated a score of significant problems with HMIS data in general, including discrepancies between 
source documents and the entries in the DHIS2 database, ultimately resulting in questionable data. 
This obviously presents a major limitation in measuring progress on key output indicators of the 
MDG programme. The evaluation team has highlighted issues, where they exist, for each indicator in 
Annex 11: Data for Evidence on key indicators. 
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The MDGi programme is aware of the limitations related to the HMIS data. However, to avoid setting 
up parallel M&E systems, the programme continues to use HMIS data to measure progress against 
key indicators, while at the same time working on strengthening the HMIS system and improving the 
reliability of the data. The evaluation team believes that even if the efforts to improve the HMIS will 
be successful, it will remain a significant limitation in measuring progress against output indicators, 
because any changes in the DHIS2 will make newer data non-comparable to the baseline and mid-
term data. This will also impact the ex-post evaluation, albeit less so, as it will be more focused on 
outcome and health status indicators which will be measured by the endline surveys and the ZDHS. 
Despite these challenges, the evaluation team recognizes that, from a management point of view, it 
is a more sustainable strategy to use the existing HMIS data with its limitations – while improving its 
reliability – than to establish a parallel data collection and reporting system for the MDGi 
programme.  
 
Overall assessment against the DAC evaluation criteria 

Overall, the evaluators concluded that the programme was well designed. In terms of management, 
they found that the programme management team was both committed and competent. However, 
they recommend that the steering committee should meet four times a year as foreseen in their 
mandate, and should receive considerably more detailed financial information in preparation for 
their meetings. The programme, after a slow start, has now attained its cruising speed and appears 
to be on course to achieve most of its targets. The improvements to infrastructure and the 
equipment supplied appear to be greatly appreciated by health staff and by the general public. Both 
staff and volunteers expressed satisfaction in relation to the capacity building component and 
mentorship activities.  The evaluators found that it was still too early to make a meaningful analysis 
of impact or efficiency. These dimensions will be more easily evaluated at the time of the ex-post 
evaluation.  
 
More detailed findings are presented below, categorised according to the DAC criteria. 
  

Relevance 

The programme design is highly relevant in the Zambian context and clearly aligned to national  
health priorities for reproductive, maternal, newborn, child health and nutrition (RMNCH&N). It 
addresses some of the most important health issues and gaps in the Zambian health system, namely 
a high maternal mortality rate, high fertility rate and early childbearing, a low contraceptive 
prevalence, poor knowledge of HIV and AIDS especially in rural areas, and nationally, 40% of children 
under age 5 stunted, with 17% severely stunted. 

 
The implementation modality, which is based on a tri-partite management arrangement with 
UNICEF, the MoH and contracts with other development and implementing partners is appropriate 
and relevant in the specific Zambian context. The programme’s governance and decision-making 
structures seem to be well set up to facilitate effective programme management, monitoring and 
steering.  
 
The theory of change follows a logical chain of underlying causal assumptions, also called pathways 
of change,  from input to impact level, is well referenced, and builds on information from various 
policy documents in addition to the five baseline studies.  The team’s review of the ToC and the 
available evidence indicated that the overall programme hypothesis and underlying assumptions 
linking the different levels of the ToC are still valid. 
 
The MDGi programme was designed to be complementary to other existing health programmes to 
avoid overlaps and create synergies. During implementation, the programme has collaborated 
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actively in the donor coordination group and more specifically, with the SUN Pooled Fund and two 
NGOs specialised in the field of adolescent sexual and reproductive health (ASRH). The programme 
has made considerable efforts to balance supply and demand side interventions, although the 
increase in demand has put pressure on scarce staffing resources and sometimes strains the supply 
of commodities.  
 
Efficiency 

The programme, which may produce some economies of scale because of its sheer size, seems 
rather unwieldy from a management point of view, due to both complexity and financial volume. 
However, UNICEF has proven capable of managing the programme as a fund holder, and MoH has 
shown strong leadership and ownership. With regard to the high level steering of the programme, 
the Steering Committee is not meeting very regularly, and does not receive sufficiently detailed 
financial reports to be able to effectively monitor programme implementation and assess overall 
efficiency.  
 
Because of the general delay in starting up the programme, actual implementation, including the 
recruitment of key members of staff, only started early in 2015. The delays in certain programme 
outputs had a “knock-on effect” on other outputs further down the line (e.g. delay in producing 
guidelines and teaching aids caused some training activities to be postponed). This in turn had a 
negative effect on the achievement of programme indicators. However, by mid-2016 the programme 
was fully launched and most activities were on track to achieve its targets. The procurement process, 
having been seriously delayed as a result of the above difficulties and the infrastructure dimension of 
the programme (building and renovation), was still behind schedule at the time of the evaluation 
team visit.  
 
The implementation of the visibility plan is on track and adds value to the programme. The MDGi 
programme is clearly visible, and all stakeholders during the evaluation were aware that the 
programme is funded by the EU. The media coverage and the diverse, but coherent, materials have 
clearly raised awareness for maternal, neonatal and child health and nutrition in Zambia. The use of 
social media could be extended and improved. 
 
The evaluation team estimates it was too early to evaluate any value for money. 
 
Effectiveness  

The MDGi programme is on track of meeting most of its targets in the five result areas as presented 
below: 
 
ER1 – Nutrition: By the end of 2016, a certain amount of progress had been achieved against ER1 
targets, particularly with regard to capacity building of health care workers and community based 
volunteers. However, approximately 50% of targeted facilities are still not benefiting from the 
programme. The proportion of facilities delivering outpatient treatment for SAM has increased, but 
is still 24% short of the target (60%). The availability of RUTF has improved, with no stock-outs 
reported in 2016, though some facilities visited by the evaluation team reported having only minimal 
stocks over the period August to December 2016. There has been a slight improvement in the 
number of designated facilities reaching the SAM target of a 75% cure rate. However, the defaulter 
rate across the two provinces remained largely unchanged - at a fairly high level - throughout 2016. 
Meanwhile, the absolute number of children being treated for severe acute malnutrition has risen, 
which is likely because of the MDGi programme’s activities. There is an upward trend in the 
proportion of children age 6-59 months receiving vitamin A supplements, but little increase in the 
early initiation of breastfeeding. The availability of supplies and equipment in targeted facilities has 
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improved. During focus group discussions it became clear that many members of the public have a 
good knowledge of nutrition topics.  
 
ER2 - Maternal, neonatal and child health: A considerable amount of RMNCH training has been 
carried out in the eleven target districts, but it is still uncertain whether the ambitious programme 
targets will be achieved in the available timeframe. The introduction of mentorship following 
refresher training is highly appreciated both by the staff and by volunteers and, according to the 
beneficiaries, seems to have paid dividends in terms of perceived quality improvement. Strong 
efforts have been made at different levels to boost outreach activities, and the systematic 
introduction of the maternal and newborn death surveillance and response (MDSR) system appears 
to be a further important step in terms of quality improvement, although it is too early to identify 
any lessons learned in a systematic manner. 

The infrastructure and equipment programme experienced initial difficulties with some of the 
contracts and with the supervision system. Although still behind schedule, it is now on track and 
moving towards a successful completion. The programme coverage has now been extended to 
hospital level CEmONC services and to tertiary hospitals. Linked to the infrastructure dimension, the 
WASH component has contributed to much needed physical improvements in the areas of water, 
sanitation and infection control. It has also provided large amounts of essential training for the 
majority of health facility staff. However, the evaluation team was concerned about the possible 
negative impact of poor maintenance arrangements on programme sustainability. Moreover, the 
continuing and unresolved electrical power supply difficulties observed in the health facilities visited 
by the evaluation team have disruptive effects on the availability and quality of EmONC services.  

At the outcome and impact level, the team noted that none of the key RMNCH indicators, other than 
client satisfaction, have improved. However, this result could well be due to serious problems with 
the completeness of the national HMIS data, as indicated by the negative findings of various data 
quality audits. These problems with data make any sort of meaningful action planning difficult but 
they also make it very difficult to assess realistically the MDGi programme outcomes. Indeed, this 
lack of accuracy is likely to pose significant methodological challenges for the ex-post evaluation. At 
the same time, according to senior health staff in Copperbelt, the Central Statistical Office’s 
population data also appears to be seriously flawed, at least in some areas.  
 
ER3 – Demand creation and access to MNCH care: The programme has made significant investments 
in demand creation for MNCH services through a well balanced mix of community outreach and 
mass-media approaches and is on track of achieving its targets. These include reviving or setting up 
Neighbourhood Health Committees; establishing district health promotion teams and developing 
Community Action Plans. The programme has supported the MoH in the adaptation and distribution 
of IEC materials including a series of radio programmes devoted to RMNCH&N topics. Radio listening 
groups have been set up for women. CBVs are heavily involved in individual and group education of 
women on RMNCH&N topics, both in the community and in the health facilities. According to the 
CBVs and the women interviewed, their knowledge of RMNCH&N subjects has increased, though 
further substantiation of this result is needed, for example through a follow-on KAP survey.   
 
ER4 – coverage and accessibility of adolescent and youth-friendly services: The programme has 
undertaken a substantial amount of training on comprehensive sexual education for young people 
and, with the support of UNFPA, has been making efforts to sensitise the provincial and district 
managers about adolescent-friendly standards and guidelines. MSZ and PPAZ are working actively 
and effectively with health facilities, schools and the community to improve demand and supply of 
adolescent friendly sexual and reproductive health (SRH) services. This is particularly important in 
view of the struggle to reduce teenage pregnancies and transmission of HIV and sexually transmitted 
infections (STIs) amongst young people. There are some flaws in the approach taken to improve 
youth-friendly services, and negative attitudes towards young people seeking SRH services persist. 
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For example, it is clear that training only one staff member per facility is insufficient to transform the 
facility and make it “youth-friendly”, and that there is a need for continuous capacity development 
through further training, supervision and mentoring.  Furthermore, t he current approach to peer 
education, particularly with regard to the cascade training,  is inadequate in terms of ensuring the 
quality of messages and activities required to change SRH knowledge, attitudes and behaviours of 
adolescents. Recent studies have also thrown doubt on the effectiveness of peer educators in 
changing behaviours, and the programme should therefore review its strategy in this area.  
 
ER5 - Capacity for planning, implementation and co-ordination: This component suffered 
considerably from the reorganisation of the ministries, but is now catching up on delayed activities. 
The mentorship system has been established and, according to the people who have benefitted from 
it, is proving its worth. The programme M&E strategy is being implemented and the MoH, in 
collaboration with provinces and districts, is conducting joint monitoring-for-action visits on a 
quarterly basis.  In relation to quality improvement, eight MDGi districts have now started 
conducting monthly quality assurance assessments. Finally, the contractor AKROS is working hard on 
improving the functioning of the HMIS system, including the interoperability of various subsystems. 
There is a substantial training aspect which should alleviate some of the problems of inadequate and 
inaccurate data capture. However, at the time of the MTE, national HMIS data seemed to be quite 
unreliable and was not suitable as an instrument to assess progress towards RMNCH targets.  
 
Impact    

Since full implementation had only been underway for approximately 18 months at the time of the 
MTE, it is difficult to arrive at a satisfactory estimation of impact. Many inputs still have to be fully 
rolled out and completed and work to improve the data captured by the HMIS is a critical element in 
determining overall impact. The evaluation team believes that it will be quite difficult for the ex-post 
evaluation team to make a satisfactory estimation of impact using HMIS data, given the overall 
unreliability of the data produced within the HMIS system (see above), and in the light of serious 
difficulties regarding certain denominators. However, using the end-line surveys should improve the 
possibilities of the MDGi programme to assess the contribution of the MDI programme to any 
positive impact against RMNCH indicators. 
 
Sustainability 

Overall, it is likely that programme training activities and improvements to infrastructure and 
equipment will have long-term benefits, though lack of an adequate maintenance system poses a risk 
in relation to the improved infrastructure, and high staff turnover and lack of continuous supervision 
and mentoring may undermine the gains derived from capacity building efforts in so far as 
institutionalising better practices is concerned.  A programme sustainability plan has been developed 
which, however, seems to underplay the likely upcoming financial difficulties. With only a year 
before it ends, the programme is already phasing out, and a much more dynamic sustainability action 
plan is urgently required. In terms of planning, the MDGi team has been participating in MTEF 
activities and thus programme activities are being integrated within government systems. 
 
The main recommendations are as follows: 
 
High priority:  
(1) Develop a practical and budgeted exit and sustainability action plan: The management team 

should give urgent attention to the drafting of a highly practical, budgeted exit and sustainability 
action plan for discussion with the MoH and the Ministry of Finance. 

(2) Improve high-level coordination of the MDGi programme: Steps should be taken to convene the 
Steering Committee at least on a quarterly basis and to ensure that it receives a much more 
detailed financial report. 
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(3) Extend the programme until May 2019: Taking into account that no money can be spent during 
the last months of programme implementation and the large number of activities still to be 
undertaken or finalised, the evaluation team recommends an extension of one year until May 
2019. 

(4) Use of the additional €1 million:  The available additional money for the programme should be 
used for the following activities: (a) Given the major problems of under- or mis-recording of data, 
the allocation of additional resources to HMIS with a greater focus on community health 
information including adolescent SRH (see above); and (b) a strategy to ensure maintenance of 
equipment and solve the issues with power supply at the targeted health facilities; and (c) 
addressing teenage pregnancies - given the serious implications of the high numbers of teenage 
pregnancies, a short funded extension to the contracts of the two NGOs (MSZ and PPAZ) could 
contribute to greater efficiency in this domain.  

(5) Nutrition: nutrition supplies, including RUTF, should be integrated into the list of essential 
medical supplies. 

(6) Improve targeting of the most vulnerable populations: In order to maximize efficiency, capacity 
building efforts should be directed towards districts and health facilities with low numbers of 
trained staff and volunteers. 

(7) Revise and adapt the strategy to improve access to youth-friendly services: The current strategy 
to increase access to youth-friendly services should be reviewed and adapted based on most 
recent evidence on the effectiveness of different demand- and supply side approaches. This 
includes training more than one service provider per health facility in YFS. 

(8) Activity to be discontinued: The activity related to community information boards should be 
dropped due to lack of effectiveness. 
 

Medium priority:  
(9) Integrate the MDGi programme’s logframe into the Medium Term Expenditure Framework, 

including its goals, objectives and main strategies, indicators relevant to each of these, sources 
of verification and assumptions, and the resources/ inputs required.  

(10) Improving the organisation of birth registration services: The management team should 
carefully document the lessons learned in relation to this experiment and pass their report to 
the relevant government departments and other key stakeholders to inform further scale-up.   

(11) Production and distribution of additional teaching aids, flyers and brochures on RMNCH&N 
topics for health facilities, CBVs and peer educators, with a view to supporting service delivery 
and demand creation  

(12) Improve CBV strategies: The working conditions and incentives for CBVs should be improved 
including ID cards, a small lunch allowance and additional teaching aids.  

(13) Improve the efficiency of peer education: The current peer education approach should be 
critically reviewed in the light of the most recent global evidence on the effectiveness of peer 
education. Strategies to improve the quality of interventions should urgently be considered 
before scaling-up.  

(14) Gender: The MDGi programme should develop a more explicit approach to addressing gender 
related barriers to access and behaviour change. 
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1 INTRODUCTION 

1.1 Context 
Zambia’s population is one of the fastest growing in the world, from just over 3 million in 1960 to 
over 16 million in 2015.1 Growth stabilised around 2.5% between 2003 and 2013 but has since risen. 
The population age pyramid is heavily skewed, with a high percentage of children and adolescents: 
around 53% under 18 and 18% under 5.2 Zambia therefore has a very high dependency ratio. 
 
Fertility is very high among poorer Zambians, 8.4 compared with 3.4 for the wealthiest quintile. 
According to UNICEF statistics, between 2008 and 2012, the contraceptive prevalence rate stood at 
40.8%. The adolescent fertility rate is high and early childbearing is more prevalent among the poor: 
63% of the poorest women aged 20–24 reported having had a child before the age of 18. Births to 
women aged 15–19 years have higher risks of infant and child mortality, and of maternal morbidity 
and mortality.3  
 
According to the 2010 census, the maternal mortality rate (MMR) was 483 deaths per 100,000 live 
births, compared with the Zambia Demographic and Health Survey (ZDHS 2013-14) estimate of 398 
and the UN Inter-Agency Group’s figure of 224 for 2015.4 Poverty is an important factor for accessing 
or not accessing care: according to the World Bank, only 27% of women in the poorest quintile 
receive skilled assistance with delivery as compared to 90% of women in the highest wealth quintile. 
 
According to the ZDHS, comprehensive knowledge about HIV and AIDS is lower amongst younger 
people, amongst the rural population and, by a large margin, amongst the less educated (see Table 1 
below).  
 

Table 1: Comprehensive knowledge about HIV and AIDS 

HIV and AIDS 
comprehensive 
knowledge 

Women 
(percent) 

Men 
(percent) 

Urban 52.1 59.1 
Rural 34.0 40.1 
Age 15 – 19 38.9 42.3 
Age 40 – 49 41.0 51.1 
Primary education 34.0 35.6 
Secondary + 74.5 76.3 
Source: ZDHS report 2013-2014 

 
The 2013–2014 ZDHS also identifies low levels of understanding about appropriate infant nutrition. 
Knowledge of complementary feeding is particularly linked to levels of education/poverty, and is 
undoubtedly a major contributory factor to the poor nutritional status of Zambia’s children: 
nationally, 40% of children under age 5 are stunted, and 17% are severely stunted. Stunting is highest 
(54%) in children age 18-23 months, and higher in rural than in urban areas (42% as against 36%). 

                                                           
1  CIA Factbook, Zambia, last updated January 2017, https://www.cia.gov/library/publications/the-world-

factbook/geos/za.html 
2  UN Human Development Reports 
3  Zambia 2010 Census of Population and Housing, National Analytical Report, December 2012 
4  World Bank, Reproductive Health at a Glance, Zambia May 2011: 

http://siteresources.worldbank.org/INTPRH/Resources/376374-1282255445143/Zambia52311web.pdf 

https://www.cia.gov/library/publications/the-world-factbook/geos/za.html
https://www.cia.gov/library/publications/the-world-factbook/geos/za.html
http://siteresources.worldbank.org/INTPRH/Resources/376374-1282255445143/Zambia52311web.pdf
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The Zambian health sector has recorded significant progress in reducing maternal, child, infant and 
neonatal mortality rates,5 as well as HIV prevalence and the incidence of TB and malaria. 
Nevertheless, it still has to face a high disease burden and suffers from severe shortages of medical 
and nursing staff, poor management of drug and medical equipment supply and the maldistribution 
of health infrastructure and facilities. Inadequate financing, under-developed information systems 
and weaknesses in governance offer further challenges.  
 
The MDGi programme is aligned to Zambia’s development agenda, in particular its Revised Sixth 
National Development Plan 2013-2016, which focuses on increased rural investment, including 
investments in health. The latter is the subject of the National Health Strategic Plan 2011-2015, 
designed to reduce the disease burden and improve health outcomes. It sets out the country’s health 
priorities with an emphasis on (a) the human resources crisis (b) health care infrastructure (c) multi-
sectoral responses in key areas such as nutrition, HIV/AIDS, control of epidemics and health 
education, and (d) access to basic environmental health facilities such as water and sanitation, 
electricity, and telecommunications. The new plan has not yet been developed. 

1.2 The MDGi Programme 
The MDGi programme was originally intended to run for a period of 48 months but experienced 
numerous teething problems. The 2013 contribution agreement was originally for four years, but a 
one-year no cost extension to the programme in July 2015 extended the programme duration to May 
2018. The European Union is providing a budget of €48.5 million for the programme, with an 
additional contribution of €188,532 from UNICEF. Implementation is carried out by the Zambian 
Ministry of Health with technical support from a considerable number of partners and consultants in 
six districts in Copperbelt province and five districts in Lusaka province. 
 
The overall objective of the programme is aimed at improving maternal, neonatal and child health 
and the nutritional status of women and children. The specific objective focuses on increasing 
utilisation of quality health and nutrition services by vulnerable women, adolescents and children in 
selected urban and rural districts (comprising 30% of the population in Zambia) within the provinces 
of Lusaka and Copperbelt.  
 
In this context, the programme is working towards achievement of five expected results, including:  
 

1. A package of highly effective nutrition services, aligned to the national strategy, available and 
used by most vulnerable populations 

2. Increased availability of a continuum of good quality maternal, neonatal and child health 
services; 

3. Increased knowledge and demand for services and cultural, geographic access to RMNCH&N 
care and services; 

4. Improved coverage and accessibility of adolescent and youth-friendly services; and 
5. Improved capacity for planning, implementation and coordination of Ministry of Health 

(MoH) and other stakeholders at district, provincial and national level. 
 

                                                           
5  Maternal mortality in 1990-2015, Maternal Mortality Estimation Inter-Agency Group, Zambia: 

http://www.who.int/gho/maternal_health/countries/zmb.pdf 

http://www.who.int/gho/maternal_health/countries/zmb.pdf
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 Figure 1: MDGI Theory of Change  

 

 

Source: Annex 1 of the Contribution Agreement 
 
The programme draws on baseline assessments completed during the inception phase. The 
underlying Theory of Change (ToC) (see figure 1 above) is based on the assumption that making 
available and accessible an effective package of reproductive, maternal, newborn and child health 
and nutrition (RMNCH&N) services, for which there is user demand, will result in an increased up-
take of these services and help to reduce maternal, newborn and child mortality and morbidity. 
Included in this concept is the whole range of reproductive health services, maternity services 
(antenatal, delivery including emergency care and postnatal), youth-friendly services, neonatal care 
and child health and nutrition services for mothers, babies and young children. However, the 
programme also recognises that sustainable gains in health outcomes are only possible if the health 
system can produce such services consistently and equitably, which in turn implies capacity 
strengthening at all levels. 
 
The programme implements a district-wide approach. Most activities have a district-wide coverage, 
but the programme also provides a comprehensive support package to strengthen the CEmONC-
BEmONC system.. This includes one Comprehensive Emergency Obstetric and Neonatal Care 
(CEmONC) facility and four Basic Emergency Obstetric and Neonatal Care (BEmONC) centres in each 
of the 11 districts covered by the programme – in total, 55 health facilities. Together with improved 
referral systems this should provide EmONC services to all women in the targeted districts. In 
addition, a number of other health centres have been included, receiving a more limited package of 
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interventions, so that MDGi supports approximately 200 public health facilities in the 11 target 
districts.  
 
The programme design incorporates various cross-cutting principles: 

1. Government ownership and leadership 

2. Sustainability, integration and multi-sectorality 

3. Partnership building (both public and private) 

4. Complementarity 

5. Evidence-based differentiation of activities 

6. Promotion of equity 

1.3 Purpose and objectives of the mid-term and ex-post evaluations 
Euro Health Group, in consortium with Itad, UK, was awarded a contract to implement the mid-term 
evaluation (MTE) and the ex-post evaluation of the MDGi programme in Zambia, as well as to 
organise high-quality dissemination seminars / workshops. The full terms of reference (ToR) for both 
evaluations is attached as Annex 1. 
 
The purpose of these two evaluations is:  

1) To improve the performance and impact of the MDGi programme in the short term; and  
2) To make available to policy-makers and stakeholders relevant findings on the impact and 

sustainability of the programme in the longer-term. 
 
The purpose of the MTE was to assess the design (relevance) of the MDGi programme and to 
measure performance (efficiency and effectiveness) at activity and output level against the key 
indicators contained in the programme logical framework. The evaluation assessed the adequacy of 
the M&E framework, including the overall theory of change (ToC) of the MDGi programme, and 
made recommendations, where appropriate, for its improvement (see section 2.1.3. under 
Relevance). The evaluation team assessed the extent to which the programme is on schedule and 
considered its prospects in terms of long-term impact and sustainability.  
 
With a view to the broader context, the MTE assessed the quality and coherence of the MDGi 
programme linkages and synergies with the government's existing investments and health activities 
as well as those of other development partners in the field of RNMCH&N. The evaluation team also 
studied the extent of coordination/ partnerships forged with other donors active in the health sector. 
 
The focus of the MTE spans activities across the five key expected result areas in the eleven target 
districts, and at various levels of the health system. The MTE also fully took into account the 
involvement of UNICEF, other UN agencies and other key stakeholders, including contracted NGOs 
(notably Marie Stopes Zambia (MSZ) and the Planned Parenthood Association of Zambia (PPAZ)) and 
consultancy companies (notably AKROS). 
 
The evaluation was based on the DEVCO evaluation methodology and the EU Evaluation Policy for 
European Union Development Co-operation. 

1.4 Methodology 
The evaluation used a mixed-method approach, combining qualitative and quantitative methods, 
triangulating the data from different sources. In line with the ToR, the MTE was primarily based on 
qualitative methods with the only primary quantitative data collection exercise being the client 
satisfaction survey conducted by the evaluation team at sampled health facilities. Secondary 
quantitative data collected by the MDGi programme itself were used to analyse progress on key 
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output and outcome indicators. As some programme indicators can only be measured by the end-
line household survey (Lot Quality Assurance Sampling (LQAS)), the end-line Health Facility 
Assessment (HFA) or the next ZDHS, only those indicators for which HMIS data are regularly collected 
could be considered for this report. Graphs from the Annual Report 2016 were used, trendlines 
inserted and discussion of the analysis presented in this report. Qualitative methods provided the 
evaluation with a deeper insight into the operations of the MDGi Programme and its potential 
contribution to outcomes in RMNCH&N. The team also interviewed other donors and partners 
supporting RMNCH&N in Zambia in order to gain a better understanding of the multiple funding 
sources and types of programmes, which is necessary to be able to adequately assess the programme 
contribution to results in RMNCH&N within this broader context.  
 
The evaluation team conducted field work in Zambia from 21 November to 9 December 2016. The 
data collection tools were tested in Chilanga district and finalised during the first week of the field 
work. Thereafter, the team visited five out of the eleven programme districts. In each district the 
team visited the CEmONC, one of the BEmONC sites and one additional health centre (HC); 15 
facilities in total. The centres were chosen based on sampling criteria developed by the team (see 
annex 2 for details). 
 
Data collection methods included: 

1. Comprehensive desk review of MDGi programme level documents, national health policies 
and strategies, and documents on other RMNCH&N programmes in Zambia 

2. Key informant interviews (KIIs) with stakeholders at national, provincial, district and health 
facility levels 

3. Group interviews with community-based volunteers (CBVs) and peer educators (PEs) working 
with the 15 sampled health facilities 

4. Focus group discussions (FGDs) with community members (women, adolescents and men) 
from the catchment area of the 15 sampled health facilities 

5. Exit interviews with clients having received RMNCH&N services at the 15 sampled health 
facilities 

6. Collection of quantitative secondary data from existing sources, including baseline surveys, 
ZDHS (2013-2014) and HMIS on key indicators  

 
Analysis methods and process:  

Quantitative – To measure progress towards targets for key programme indicators, the evaluation 
team analysed the data presented in the baseline studies and annual reports of the MDGi 
programme. Baselines were compared with data from the LQAS and ZDHS wherever available. 
Trendlines were developed to illustrate progress over time. To complement this information, primary 
data on client satisfaction were collected through client exit interviews. The data from these 
interviews were transferred from the questionnaire forms to a master excel file. Data were 
subsequently cross-tabulated wherever deemed relevant, counted and tabled.  

Qualitative - The evaluation team used content analysis6 as primary method to analyse and 
triangulate qualitative information collected through key informant interviews (KIIs), FDGs and 
documents related to the MDGi programme. The notes taken during the KII and FGD were coded and 
analysed to identify key themes, patterns and categories across the different sources that were 

                                                           
6  The evaluation team uses the broad definition of content analysis proposed by Hsiu-Fang Hsieh and Sharon E. Shannon 

as ”a research method for the subjective interpretation of the content of text data through the systematic classification 
process of coding and identifying themes or patterns”. Hsieh and Shannon. 2005. Three Approaches to Qualitative 
Content, p. 1278. In: Qualitative Health Research, Vol. 15 No. 9, November 2005 1277-1288  

http://journals.sagepub.com/author/Hsieh%2C+Hsiu-Fang
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relevant to answering the main evaluation questions. These steps were also followed to analyse 
MDGi programme documents systematically and triangulate key themes with the findings from the 
KII and FGD. 

When answering the evaluation questions, the responses from the different quantitative methods 
and information sources were triangulated. Whenever this strengthened the conclusions, the team 
indicated this. Whenever responses were found to be contradictory, the team tried to find reasons 
for this and mentioned them in the report.  

Methodological limitations:  

A serious limitation in measuring progress on key programme output indicators stems from issues 
with the HMIS data. The preliminary outcome of a data quality audit (DQA), undertaken in the third 
quarter of 2016, showed serious issues that compromise the reliability of the data. The findings did 
not only relate to the period covered by the DQA, but indicated a score of significant problems with 
HMIS data in general, including discrepancies between source documents and the entries in the 
DHIS2 database, ultimately resulting in questionable data. This obviously presents a major limitation 
in measuring progress on key output indicators of the MDGi, as the programme is using HMIS data. 
The evaluation team has highlighted issues, where they exist, for each indicator in Annex 11: Data for 
Evidence on key indicators. 

The MDGi programme is aware of the limitations related to the HMIS data. However, to avoid setting 
up parallel M&E systems, the programme continues to use HMIS data to measure progress against 
key indicators, while at the same time working on strengthening the HMIS system and improving the 
reliability of the data. The evaluation team believes that even if the efforts to improve the HMIS will 
be successful, it will remain a significant limitation in measuring progress against output indicators, 
because any changes in the DHIS2 will make newer data non-comparable to the baseline and mid-
term data. This will also impact the ex-post evaluation, albeit less so, as it will be more focused on 
outcome and health status indicators which will be measured by the endline surveys and the ZDHS.  
 
Further methodological limitations include:  
 

 Potential selection bias. While the baseline household survey (LQAS) was conducted among 
a randomly selected sample of all targeted community members, the exit interviews by the 
MTE team were conducted only among a sample of clients who had opted to come to the 
health facility and agreed to be interviewed. This self-selection could have resulted in an 
overrepresentation in the sample of respondents who are more satisfied with the services. 
Likewise, as the selection of Peer Educators and CBVs was not random, it is unknown how 
representative the participants were of all Peer Educators and CBVs. Finally, there was a 
small selection bias by not including health facilities for which the person in-charge was not 
available.  

 Premature to measure quality of care. It was premature at mid-term to assess whether the 
conducted training and mentoring has influenced quality of care. The main reason is that the 
mentoring dashboard included only one round (of 146 staff) of mentoring, which can be 
considered the baseline. More rounds of mentoring are needed before progress can be 
properly measured. 

 Not all programme beneficiaries were included in the sample due to time and budget 
constraints. The limited time and level of budget available for the MTE did not allow for an 
adequate inclusion of all the different sub-groups targeted by the MDGi programme into the 
sample , such as for example husbands. Also, it was not possible to disaggregate adolescents 
and youth into separate age groups, in-school and out-of-school, and girls and boys. The 
evaluation team could realistically do 15 groups and divided these pro rata over the 
beneficiaries of the programme.  
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 Level of effort defined in the ToR insufficient as compared to evaluation objectives and 
requirements. Another significant limitation was the level of effort as defined in the ToR for 
the field work. Given the time available, and the fact that the programme covers multiple 
results areas and numerous activities, the level of detailed analysis was necessarily limited.  

 
See Annex 3 for full details of the methodology including sampling strategies and limitations. 
 

2 ANSWERS TO THE EVALUATION QUESTIONS 

2.1 Relevance 

In addressing relevance, the evaluation team assessed the extent to which the programme matches 
the priorities and needs of the target group and the policies of the recipient and the donor. The team 
also examined the extent to which the overall design is valid and complete, the intervention logic is 
sound, objectives of the programme are valid and consistent with the overall goal and the attainment 
of the programme’s objectives and intended effects. Finally, the team analysed the extent to which 
the programme complements government and other donor activities.  

Evaluation question: To what extent is the programme's overall design valid and 
complete? 

A first important question in this context is: to what extent does the MDGi Programme respond to 
health priorities and needs? The answer, as set out in the introduction to this report, is clear. Fertility 
is high especially among poorer Zambians, 8.4 compared with 3.4 for the wealthiest quintile. 
According to the ZDHS 2013-14 the contraceptive prevalence rate (all methods among married 
women 15-49 years) stood at 49% (45% modern and 4% traditional). The adolescent fertility rate is 
high and early childbearing is more prevalent among the poor. The ZDHS 2013-14 estimates the 
maternal mortality rate to be 398 per 100,000 live births. As noted in Table 1 above, comprehensive 
knowledge about HIV and AIDS is lowest among young women and men age 15-19 (35% and 40%, 
respectively) and is much lower in rural than in urban areas (for men: 40% urban vs 59% rural; for 
women: 34% urban vs 52% rural). According to the ZDHS, nationally, 40% of children under age 5 are 
stunted, and 17% are severely stunted.7 The MDGi programme’s focus on reproductive health, 
maternal and child care, adolescent sexual health and nutrition reflects Zambia’s own development 
agenda. 

The choices of implementation modality 

The MDGi Programme is managed through a tri-partite arrangement with UNICEF, the MoH and the 
EU. Although this is somewhat more complex and probably more costly, the EU came with financial 
support for Zambia at a time when other donors, notably DFID and Sida, had imposed a freeze on 
donor funding as a result of earlier corruption scandals. In light of known problems, the choice of 
UNICEF as implementing partner was considered a safe option in terms of accountability and 
financial management capability. The evaluators believe that this was a reasonable decision at the 
time and under the given circumstances. The programme is further being implemented in close 
collaboration with UNFPA and two NGOs (MSZ and PPAZ) with a track record of working in Zambia in 
the field of adolescent health. In addition, AKROS Inc., a national company, has been contracted to 

                                                           
7 UNICEF definition of stunting - moderate and severe - below minus two and three standard deviations, respectively from 

median height for age of reference population 
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work on strengthening the HMIS. All of the implementing partners have a long and honourable track 
record in the health field in Zambia and therefore were logical choices for implementation of the 
programme at the design stage.  

MDGi governance and decision making structures  

The MDGi Programme is governed by a Steering Committee whose role is to oversee programme 
policy and management. The Steering Committee provides high level guidance, and is responsible for 
taking decisions and making recommendations on programme implementation, thus ensuring full 
alignment with government policy and practices.  
 
The Steering Committee should meet at least quarterly but can also meet, on request from a 
member, more often if required. Its membership reflects the recent programme reorganisation. It is 
chaired by the Permanent Secretary of the MoH and includes a number of directors from the MoH 
but also several senior members of staff from the Ministry of Community Development and Social 
Welfare. The EU and UNICEF each have several nominees, UNFPA and WHO are also represented, 
and the two Provincial Health Directors (PHOs)are members. 
  
The role of the Technical Working Group (TWG), which meets quarterly and sometimes more often, 
is to provide advice on technical aspects of the programme. It ensures that programme 
implementation takes place within the framework of its defined goals and objectives as set out in the 
description of action and the work plan. The TWG reports to the Steering Committee on programme 
implementation at every level and is responsible for execution of Steering Committee decisions.  
The membership of the TWG consists of senior MoH staff from relevant disciplines (maternal and 
child health (MCH); nutrition; public health; water, sanitation and hygiene (WASH); health 
promotion) plus the MDGi staff employed within the ministry; and the UNICEF and UNFPA staff 
working on the programme. The National Authorising Officer from the Ministry of Finance 
participates as well as representatives of the two provinces.  
 
The constitution of these groups appears to be sound, reflecting the main axes of the MDGi 
programme. The programme’s governance and decision making structures are thus - in principle - 
relevant and fit for purpose. The extent to which these structures and mechanisms are functional is 
discussed under the Efficiency evaluation criteria (see section 2.2 below).  

The conceptual framework, theories of change, underlying assumptions  

The theory of change (ToC) is an analytical process which systematically and logically sets out a 
programme’s goal or overall objective, its purpose or specific objective(s), expected results, 
strategies to achieve the results and activities to be implemented under each strategy. For the 
activities to have an impact on the goal, there has to be a clear, causal relationship between the 
activities/strategies and the results, between the results and the objective(s) and between the 
objective(s) and the goal. The intervention logic will hold: 

1. if the causal links between the levels are evidence-based 
2. if the assumptions will hold 
3. if there are enough resources to implement the activities 

Are the causal links evidence-based? 

The ToC in the MDGi Implementation Concept Final Version 23 January 2015 (referred to as the 
MDGi Implementation Concept from here on) (see Figure 1) is well thought out and well referenced. 
It builds clearly on the available data and information from the five baseline studies that the 
programme itself commissioned during the Inception Phase, as well as on other sources, such as the 
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National Health Policy 2012, the Zambia Demographic and Health Survey (2014) and the Lancet 
Series on Child Health.  
 
As set out in the MDGi Implementation Concept, “the programme’s design rests on the hypothesis 
that providing a high-impact and high quality package of Reproductive, Maternal, New-born and 
Child Health and Nutrition (RMNCH&N) services, combined with the encouragement of demand by 
service users, will result in higher utilization of high-quality services and will lead to a reduction in 
maternal, newborn and child mortality and morbidity”.  
 
The above summary of the overall design guided by the ToC is valid. The programme contains supply-
side intervention packages, which focus on the capacity of the full range of providers to deliver 
quality RMNCH&N services, from hospitals down to community volunteers. The focus on EmONC is 
prudent as it is well documented that EmONC is a high impact priority intervention strongly 
recommended for improving maternal and neonatal health outcomes. The additional focus on 
nutrition is an equally good choice, as Zambia struggles with a persistent malnutrition problem, not 
only in children, but also in pregnant women as documented in the above referenced documents. 
The programme brings a range of nutritional interventions closer to mothers and the community in 
general, in order to capitalise on prevention and overcome low utilisation of nutrition services in 
health facilities.  
 
The programme wisely includes a substantial demand side component since improving only the 
supply side does not guarantee up-take of services. The evaluation team found that a good balance 
had been achieved between the supply and demand sides of the programme. Typically, the emphasis 
of RMNCH&N projects is tilted to the supply-side; however, the MDGi programme pays ample 
attention to informing and educating clients, as both Result 3 and 4 are largely devoted to demand 
generation. In the choice of strategies to increase demand for RMNCH&N services, the programme is 
in line with international consensus, combining mass media interventions with more personal small-
scale information, education and communication (IEC) sessions. 
 
If mothers are convinced that certain behavioural changes, including proper health care seeking 
behaviour, will prevent malnutrition and disease, Zambia should indeed see the up-take of services 
increasing. However, a visit to the health facility will only have an impact on health, if the information 
and treatment are correct and the quality of services offered is good. A very ambitious training 
programme for health staff, covering a wide range of technical aspect of RMNCH&N, as well as 
general planning and monitoring skills, is therefore being implemented to improve and guarantee 
that quality. However, as it is well known that training does not always result in behaviour change, 
the mentorship component is therefore an innovative approach to ensure that health staff will 
practice what they have learned during the training courses.  
 
Given the high pregnancy rate among adolescent girls, a separate strategy is being adopted to bring 
information and services to this group. This makes sense, as a different approach is needed to reach 
in- and out-of-school youth (both physically and mentally). The choice of involving two NGOs with 
ample experience in working with this special target group is therefore prudent. However, since the 
youth-friendly centres are set up in government facilities, it remains to be seen whether young 
people will actually make use of the clinical services, as adolescents are not always treated 
respectfully by the staff (as per the focus group discussion finding). To counter this, adolescent focal 
points have been trained in facilities and the MDGi Programme is aiming to also set up youth-friendly 
places in the community.  
 
Health systems strengthening (HSS) is another important dimension of the programme ToC. The 
underlying hypothesis is that a health system with strong institutional capacity and thus the ability to 
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carry out its functional and technical responsibilities will plan and manage the RMNCH&N services to 
best advantage, and this, in turn, will lead to sustainable health and nutrition benefits for the 
population. Among the specific, and important, aspects of HSS work have been capacity building in 
leadership and decision making, planning, budgeting and management including improving 
commodities and logistics supply at provincial and district levels and performance assessment. 
Consolidation of the HMIS and capacity building activities related to the use of data in planning, 
management and research form an important part of the HSS activities, as fully described in the 
HMIS concept note.8  
 
The causal links between the levels in the intervention logic are clearly evidence-based, as they are 
grounded in empirical evidence about what types and combination of interventions are likely to lead 
to increased up-take of high quality RMNCH&N services, which should result in  improved maternal, 
neonatal, child and adolescent health outcomes..  
 
However, to assess whether the ToC is still valid at this point in time, it is important to assess 
whether the underlying assumptions, i.e. the causal pathways of change, between the different 
levels of the ToC hold , as the following section illustrates.  

Will the assumptions hold? 

Whether or not the MDGi programme will achieve the expected reduction in maternal and child 
mortality will also depend on whether the assumptions developed as part of the ToC hold, and 
identified risks are mitigated. See below assumptions as they appear in the MDGi Implementation 
Concept and corresponding comments by the evaluation team. 
 

Table 2: Comments to assumptions  

Assumptions9 Evaluation team comments  

Mortality reduction in target intervention areas will 
correlate with significant mortality reduction at 
national level. 

As the total population of the targeted districts is 30% 
of the national total, and almost all health facilities in 
these districts are included, this assumption should 
hold. 

Existing human resources and infrastructure in each 
facility and resources in terms of community 
volunteers will be sufficient to implement 
programme activities. 

Problems with the existing infrastructure are mitigated 
by the programme. Given the continuing staffing 
problems in HCs outside urban areas and the fact that 
the MDGi programme has limited possibility to 
influence this, besides supporting policy dialogue about 
human resources at all levels, this assumption might 
pose a serious risk.  

Government of Zambia allocates the optimum 
possible financial and human resources to meet 
health care and nutrition standards, including scaling 
up as necessary. 

The words “optimum possible” are vague. The budget 
for health as a percentage of total GoZ budget is 
reasonable, but the real assumption is that this amount 
is actually made available to the MoH and to the 
districts. This has not been the case according to 
information reviewed and interviews conducted, and 
the assumption thus does not hold. 

The Government of Zambia maintains a strong 
commitment to the prioritisation of RMNCH&N. 

There is no indication that this commitment is 
wavering. However, commitment without a budget is 
useless, and at the moment a large percentage of this 

                                                           
8  HMIS Strengthening Concept note. MCDMCH, MoH, UNIEF, 5 May 2015 
9  MDGi Implementation Concept Final Version 23 January 2015, p. 161 
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budget comes from sources external to the GoZ. So 
while the assumption itself holds, financing the priority 
activities could pose a problem in the future when 
donor funds for RMNCH&N decrease.  

The clear delineation of management arrangements 
between the MoH and the MCDMCH continues to 
evolve, and does not face any drastic changes which 
may have an impact the programme’s functionality. 

Not applicable anymore, since responsibility for 
RMNCH has been moved back to the MoH. This change 
had an impact on planned activities, in particular 
delays, but has been overcome. 

Government staff and community volunteers at all 
levels sustain their motivation to improve RMNCH&N 
and maintain confidence and buy-in to the MDGi 
programme. 

The evaluation team found staff and volunteers highly 
motivated. This was due to good training and 
mentorship programmes, provision of supplies along 
with equipment and infrastructure improvements. 

Communities and individuals remain receptive to 
knowledge development and behavioural change, 
and this results in improved outcomes in maternal 
and child health. 

From the interviews and FGDs the evaluation team 
gained a positive impression about the receptiveness 
of communities and individuals to the IEC messages 
which was associated with increased demand for 
services. Whether this will actually result in better 
outcomes will need to be established through the 
endline survey (depending upon how it is designed) 
and the next ZDHS. However, showing correlation 
between communication activities and behaviours (not 
to speak of health outcomes) in a scientifically sound 
manner will be very difficult. 

No significant new health threats emerge which 
would divert already scarce human and financial 
resources away from maternal and child health. 

If this happens it poses a real risk, in particular to the 
sustainability of the programme. 

 
Additional assumptions identified by the evaluation team deemed pertinent to the success of the 
MDGi programme include: 

1. that the HMIS, strengthened under the MDGi programme, will be able to produce reliable 
statistics (which has proven thus far to be problematic) 

2. that staff will continue to be motivated, when workload increases with increasing demand 
(remains to be seen) 

3. that the programme will succeed in delivering a very demanding capacity building schedule 
for staff and volunteers (will hold) 

4. that cultural attitudes about many aspects of RMNCH&N can be rapidly modified through 
community education (seems to hold on the basis of interviews with PEs and in FGDs, but 
needs to be followed-up closely) 

5. that community mapping, equity-based planning and targeted outreach will result in 
reaching vulnerable and underserved women (will depend on a clear definition of who and 
where these women are). 

Are there enough resources to implement the programme?  

The budget for the MDGi programme seems adequate to implement all the activities and the 
programme can rely on a large pool of human resources, capable of providing good technical 
assistance. 

A critical remark about the ToC 

The main identifiable risk lies precisely in the completeness and complexity of the programme. Even 
if the programme can be implemented within the given timeframe (infrastructure, training etc.), very 
little time will remain to ensure that the activities are mainstreamed within government systems and 
have the potential to demonstrate impact before the programme comes to an end. In the view of the 
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evaluation team, a complex programme like MDGi needs a minimum of one year, ideally two, after 
all inputs have been delivered to mature (mainstreaming, monitoring and mentoring activities) and 
show tangible results. For this reason, it is of the utmost importance to ensure government 
ownership and financing of all the activities well before the programme comes to an end. 
 
In conclusion, the theory of change is comprehensive, evidence-based and backed by sufficient 
funding. It addresses all the major building blocks of the WHO Health Systems Framework, namely: 
leadership and governance, health workforce, medical products & technologies, health financing, 
information and research and service delivery. Logically, the programme activities should lead to 
higher up-take of high-quality services and lead to a reduction in maternal, new-born and child 
mortality and morbidity. However this will be conditional upon the GoZ providing enough human 
resources and operational funds to the health facilities to provide services at increased demand. It is 
also conditional upon the District Health Directors (DHDs) and Provincial Health Directors (PHOs)) 
continuing with planning, mentoring and monitoring activities as set up by the MDGi programme.  
 
. As most of the assumptions hold, the evaluation team estimates that the ToC currently holds. 
However, critical assumptions that warrant close follow-up relate to GoZ inputs, mainly HR and 
financing. To monitor this closely, the evaluation team recommends that the management team 
conducts an internal ‘rapid review’ of the ToC by ER every 6 months to assess which factors may 
facilitate or inhibit the causal pathways of change that underpin the ToC, to what extent and how 
these factors can be influenced by the programme, and whether there is a need to revise the ToC.  

The M&E Framework 

The revised M&E Framework was completed in June 2016. The framework “describes the processes 
and mechanisms that will be utilised to monitor and evaluate the MDGi Programme”. This will help 
stakeholders to track progress, identify bottlenecks, and take timely corrective measures if and when 
needed. The framework concisely describes: 

o input, process and output/outcome monitoring for five results 
o the evaluative approach (including baseline and end-line studies, and mid-term and ex-post 

evaluations) 
o how the information generated in this way will be disseminated and utilised.  

 
While the timeframe for the MTE did not allow for an in-depth study of the MoH M&E framework, 
the evaluation team estimates that the MDGi programme M&E framework is based on the same 
sources (HMIS, ZDHS mainly), to ensure a firm link and enhance sustainability.  
 
The evaluation team was particularly impressed with the detailed description of the changes that 
were introduced to the logframe and the justification given for each change. The team applauds the 
overall effort made to produce a useful and logical M&E framework. However, the revised logical 
framework itself, as included in the M&E Framework, is not a full logframe, as it does not link the 
indicators from the different levels to each other. For example, it is not clear to which purpose 
indicators the outcome indicators under the results contribute. In other words, the theory of change 
is lacking in the logframe. The framework is helpful for detailed monitoring (given its detail 
throughout the 28 pages), but rather unwieldy if one wants an overview of the whole programme. In 
addition, the proposed arrangements for financial monitoring and auditing are rather weak. More 
specific comments on the revised logframe can be found in Annex 4. 
 
Furthermore it should be noted, that the budget for M&E (presented in chapter 6 of the M&E 
Framework – pages 19-20), including costs of surveys, external evaluations, salaries, consultancies 
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and review meetings, comes to USD 4.2 million. This is equivalent to around 7.85%10 of the total 
budget for the MDGi programme, which seems fair, compared to international standards for M&E 
activities ranging from 5% to 10% of the overall budget. However, when adding up the itemised 
budgets, the total comes to USD 3.5 million, rather than USD 4.2 million; this discrepancy needs to be 
looked into.  

Evaluation question: How does the team assess the programme orientation to other 
health initiatives? 

In the Zambian context, interlinking with other development partners is extremely important. 
Historically, health has been seriously underfunded and external resources still account for over 30% 
of health expenditure. Therefore coordination of efforts is critical across the key stakeholders.  
 
At national level, Zambia has a robust health sector partnership based on the principles of the sector-
wide approach (SWAp) and other public health sector governance instruments like the international 
health partnership (IHP). Multilateral and bilateral partners in the health sector supporting RMNCH 
programmes include UN agencies, such as UNICEF, WHO, UNFPA, UNAIDS and the World Bank. 
Bilateral partners include USAID, Swedish International Development Agency (SIDA), DFID and JICA. 
The USAID programme portfolio includes malaria, HIV and AIDS, maternal and new-born health, 
family planning and health systems strengthening. Global health initiatives (GHIs) like The Global 
Fund to Fight AIDS, Tuberculosis and Malaria (The Global Fund) and the GAVI Alliance play a major 
role in funding health programmes in Zambia. The European Union is one of the key development 
partners supporting RMNCH&N and Health Systems Strengthening. JICA is involved in health systems 
strengthening, and SIDA and USAID are jointly implementing an RMNCH&N programme in four 
provinces. DFID is in the process of launching new programmes in the field of RMNCH. 
 
To assess the MDGi programmes orientation to these other health initiatives, the evaluation team 
looked at this from two angles: the extent to which the programme collaborated and coordinated 
with other RMNCH partners and programmes at design and planning stage and during actual 
implementation.  
 
Design and planning phase: As far as the development of partnerships is concerned, besides the 
MoH and MCDMCH, there are multiple stakeholders and cooperating partners supporting RMNCH&N 
in the 11 districts targeted by the MDGi programme. According to the baseline assessment, there 
were (at the time) a total of 64 programmes/projects related to MNCH&N, either being 
implemented, in the pipeline, or recently completed. The majority of them were limited in their 
geographical scope which obviously carries a risk of proliferation and fragmentation but also of 
duplication. Some thematic areas, such as communications, transport and water and sanitation, are 
under-represented and not all the civil society organisations (CSOs) concerned coordinate with 
district health management teams. The baseline assessment noted the need for capacity 
development for integration across stakeholders within the health sector but also between sectors. 
 
The MDGi programme, through its mapping activities and its design and planning process, clearly 
tried to take into account and build on the activities being undertaken by other agencies and 
partners in the health sector in Zambia. To avoid duplication of effort, the selection of the targeted 
districts was done in coordination with other health partners such as the World Bank and the US 
Government which operate in other districts and provinces. Similarly, in view of the ongoing support 

                                                           
10  After UNICEF made a €188,532 contribution to the programme, the total budget increased to €48,688,532. At an 

exchange rate of 1.1 to the USD, the total budget in USD would be $53.56 million and $4.2 million is around 7.85% of 
that. Because of fluctuations in the exchange rate this amount could in practice be more or less. 
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from other donors and UN agencies to specific thematic areas, it was decided that the MDGi 
nutrition component should focus on nutrition service delivery at facility and community level and on 
demand creation.  
 
During implementation: In terms of partner coordination during actual implementation, aside from 
the MDGi programme management ties with UNICEF, the programme collaborates closely with 
UNFPA and WHO, with GAVI and The Global Fund and with the SUN Pooled Fund, in particular at 
national level. It also has contracts with MSZ and PPAZ. The programme participates actively in the 
donor coordination group.  
 
The evaluation team concluded on the basis of interviews with the programme managers, with MoH 
staff at different levels and with representatives of the key stakeholders that effective links had been 
established with other development partners at national level. A clear example may be found in the 
discussions held recently with DFID and Sida about the planned content of the new programmes 
which they are currently in the process of launching in three provinces (Southern, Eastern and 
Central). These discussions resulted in the design of programmes which in many ways are similar to 
the MDGi programme. They are targeted on health districts but are more focused on implementation 
in poorer areas of the country and have adopted a different form of management structure and 
funding modality. Through effective coordination the development partners have ensured that the 
different RMNCH&N programme s are targeting different provinces – avoiding duplication. 
 
A further example of successful coordination can be found in the work being undertaken by AKROS 
on health information. AKROS is working in close synergy with the M&E section of the Ministry of 
Health and are in especially active discussion regarding the way forward with two other donors 
working in this field, namely the CDC and the World Bank.  
 
A final example can be found in the programme’s participation in the SUN cooperating partner group 
which works to collectively address issues related to development of an enabling environment. More 
specifically, the MDGi programme has contributed to the collaboration on technical assistance (in 
programme management capacity and in technical fields) and has supported the roll-out of the 1000-
days campaign.  
 
However, at decentralised level there appears to be much less coordination. This was underlined 
during the interviews conducted at provincial and district levels and was corroborated by participants 
in the Copperbelt MTE validation workshop. Indeed, this finding supports the conclusions of the 
baseline study carried out under the auspices of the MDGi programme, that there is a high degree of 
fragmentation in the CSO sector at local level.  
 
One positive example of decentralised collaboration relates to the activities of the Zambia Alliance 
for Maternal, Neonatal and Child Health, an NGO which seeks to cooperate and strengthen 
partnerships on RMNCH&N. Its primary role is to work through these partners, especially CSOs, to 
facilitate and strengthen their on-the ground activities. In the context of the MDGi programme, the 
Alliance was instrumental in facilitating the formation of a certain number of District Health 
Promotion Teams in 2015, which facilitated the work of the MDGi programme. 
 
The evaluation team concluded on the basis of its discussions with various stakeholders that 
although partner coordination appears to be strongly rooted at central level, further efforts to 
promote improved coordination at provincial and district level of planned interventions by external 
partners would be highly desirable to avoid overlap and duplication.  
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Additional details on the contribution of external agencies to RMNCH&N in Zambia and more specific 
information on MDGi relations with other partners can be found in Annex 5. 

Evaluation question: Is there an appropriate balance between the project's attempt to 
address supply (i.e. the quality and coverage of services) and demand (i.e. mobilising 
health-seeking behaviour)?  

As mentioned above in the section on the ToC, the evaluation team finds the balance between supply 
and demand side activities to be strong. A number of relevant remarks on this issue were recorded 
during interviews with health personnel at various levels as well as during the validation workshops. 
It was pointed out by health facility staff that there had been an upswing in the number of clients as 
a result of the demand creation activities, but that problems sometimes arose due to non-availability 
of supplies of drugs, reagents, equipment as well as shortage of staff. This difficulty was mentioned 
by several workshop participants. Given health facility staff attempts to spread available staffing 
resources too thinly, they felt that it was sometimes difficult to meet the increased demand. In this 
context, the issue of the availability of staff housing was also raised several times during stakeholder 
interviews and during the validation workshops. This is an important factor in staff recruitment and 
retention, especially in the more rural areas. Future programmes should perhaps consider the issue 
of adequate housing during the design process.  

2.2 Efficiency 

Evaluation question: To what extent are outputs or activities implemented on time, 
procured correctly and to a sufficient quality? 

For various reasons, the programme was somewhat slow to start. The inception phase proved 
complicated with the necessary baseline studies and bottleneck assessments occupying a substantial 
period of time. Actual implementation, including the recruitment of key members of staff, finally 
started early in 2015. Thereafter additional unforeseeable events complicated the programme 
launch. As an example, on 18 September 2015 responsibility for mother and child health was 
transferred back to the MoH which affected the programme’s newly established channels of 
communication negatively and had a disruptive effect on the tendering process, especially in 
connection with infrastructure and equipment contracts. The change also caused delays in the work 
on updating and adapting guidelines in the area of mother and child health, including nutrition. More 
recently, following the elections, there has been a restructuring of the MoH which has led to changes 
in senior personnel and in their responsibilities. However, this seems not to have had a major impact 
on the organisation of mother and child health services. Finally, there was a delay in finalising the 
UN-to-UN contribution agreement between UNICEF and UNFPA which resulted in delayed 
implementation of activities. Moreover, the expected contribution agreement with WHO was never 
finalised since this process proved to be very complicated.  
 
Because of the situation described above, the delays in certain programme outputs had a “knock-on 
effect” on other outputs further down the line (e.g. delay in producing guidelines and teaching aids 
caused some training activities to be postponed). This in turn had a negative effect on the 
achievement of programme indicators. However, by mid-2016 the programme was fully launched 
and most activities were more or less on track. The procurement process, having been seriously 
delayed as a result of the above difficulties and the infrastructure dimension of the programme 
(building and renovation) was still behind schedule at the time of the evaluation team visit. In terms 
of the quality of goods and services procured by the programme, information is provided under 
Section 2.3.2.1 below.  
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At service delivery level  

By the end of 2016, most of the infrastructure/refurbishment projects (including WASH) were 
nearing completion (see the section on effectiveness). Generally, so far as the team could ascertain, 
the quality of the refurbishments and equipment has satisfied the expectations of the users, with the 
exception of certain items of equipment (a minority), an issue which has been taken up by the MDGi 
programme managers.  
 
The other major achievement of the programme concerns capacity building activities. In 2016 there 
was a considerable leap forward, and the programme is now well on schedule to achieve its targets 
in terms of training of health care workers. As the table below shows, in some areas of capacity 
building, the programme has even exceeded its targets. An in-depth discussion of achievements 
related to staff trained per health facility and the quality of the training can be found in the section 
on effectiveness Expected Result 2.  
 
On the other hand, the programme will need to make significant effort to reach the ambitious targets 
set out in the MDGi 3rd Quarterly Report for 2016 in relation to the training of CBVs in core 
competency areas such as child growth and ICCM. The number of CBVs to be trained in various 
disciplines is given in the report as 10,032 including, for example, 7,846 Safe Motherhood Action 
Group (SMAGs) and 9,326 community based distributors (CBDs), since the objective is to ensure that 
each zone will have - as a minimum - one CBV trained in each discipline. Even using cascade training 
methods, the evaluators are not confident this challenging goal can be reached.  
 

Table 3: Examples of progress towards MDGi capacity building targets11 

 Trained Target % 
Number of health care workers trained in EmONC 241 200 120% 
Number of health care workers trained in essential newborn care 275 195 141% 
Number of SMAGs trained on-site on community level care of the 
newborn 

372 383 97% 

Number of health facilities with staff oriented to use NCU equipment 22 55 40% 
Number of health care workers trained in ETAT 39 78 50% 
Number of health care workers trained in IMNCI at health facilities 195 275 71% 
Number of health care workers trained in paediatric HIV at health 
facilities 

237 275 86% 

Total number of CBVs trained on core competencies in Copperbelt + 
peer educators 

3705 6444 57% 

Total number of CBVs trained on core competencies in Lusaka + peer 
educators 

2226 5257 42% 

EmONC: Emergency Obstetric and Neonatal Care  
SMAG: Safe Motherhood Action Group 
NCU: Neonatal Care Unit 
ETAT: Emergency Triage Assessment and Treatment 
IMNCI: Integrated Management of Neonatal and Child Illness 

 
The activities related to adolescent health were delayed as a result of contracting problems, but both 
UNFPA and the two NGOs have been working hard to catch up and have trained more than 3,000 
health care workers and peer educators to improve youth-friendly SRH services. 
 
It is challenging to measure the quality of the training in terms of improved quality of services. 
However, during interviews with both health staff and community volunteers a high degree of 

                                                           
11  These data are taken from the Annual Report 2016.  
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satisfaction was noted with regard to training. In addition, there was an overall consensus that the 
training, and for many the subsequent mentorship, contributed greatly to their effectiveness at work. 
In the future, when dashboard data is more complete and covers several episodes of mentoring, it 
will be possible to measure quality improvement, or lack thereof.  

At management level 

The team responsible for management of this extremely complex programme has been in place for 
nearly two years. During that time they have had to deal with a change in the government 
arrangements for mother and child health, which was moved from the MCHMCH to the MoH. This 
led to some serious difficulties in terms of coordination but also in terms of management of the 
programme, with considerable delays, for example, in the procurement process. When the 
management team arrived in post, the programme was already well behind schedule, owing to the 
time taken by the baseline studies, by the process of developing the work plan and on account of the 
delays and the difficulties experienced in appointing well qualified staff and acceptable contractors 
for the infrastructure, equipment and HMIS activities. It seemed unlikely at that stage that the 
programme could implement all its deliverables within the original timeframe, so a 12-month no-cost 
extension was granted in August 2015 under Addendum 3 to the Contribution Agreement.  
Since then, the main activities, as described in the Expected Results, have been launched and the 
programme has attained its cruising speed. The contracting and management difficulties with the 
infrastructure and equipment component have been satisfactorily resolved and the capacity building 
programme is well underway. More recently, following the elections, there was another 
reorganisation in the MoH, with a series of new appointments, but on the whole this has not 
perturbed the smooth running of the programme which is now reasonably well institutionalised. The 
programme managers are well on top of the organisational aspects, complicated though they are. 
Relations with the ministry are smooth and every effort has been made (for example, in planning and 
in HMIS strengthening) to ensure integration within government systems in a bid to ensure future 
sustainability. 
 
Activities focusing on institutional strengthening take time to show results, however capacity building 
in relation to the Medium-Term Expenditure Framework (MTEF) planning process is now well 
underway. The performance assessment process has also been successfully launched and the quality 
improvement initiative is off to a good start (refer to Section 2.3.5 Expected Result 5). 
 
As mentioned in the section on Relevance, the constitution of the SC and of the TWG appears to be 
sound, providing for regular meetings and with wide representation of the relevant MDGi 
Programme stakeholders. Generally speaking, the TWG meets regularly although there was a five-
month gap between meetings in 2016. It was noted that the TWG meetings appear to generate 
useful discussion of programme activities, including specifically the state of progress, reasons for 
delays and the means of mitigating problems.  
 
The SC is supposed to meet at least quarterly but can also meet as and when necessary, upon 
request from any of the members. In practice it meets less often than was intended (only two 
meetings in 2016, in April and again in December). This seems to the evaluation team to be 
insufficient for the exercise of the Committee’s designated functions, in other words, to steer the 
programme and make necessary adjustments in good time.  
 
The SC is expected to review progress under the programme although this task has been challenging 
given a lack of detail in the financial reporting documents presented with the agenda. The financial 
information is broken down into broad categories from which it is difficult to gather any meaningful 
management information. The information included in the section of the Annual Report 2016 
devoted to “utilisation of programme funds” presents a brief and very general explanation for over 
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and under-spending in relation to the programme budget 2013-2018. In addition, it explains the 
sequence of disbursements and provides a financial utilisation report for the period May 2013 - 
December 2016. This indicates an over-spending in December 2016 of just over €4.5 million. By way 
of mitigation, in a further 12-line table, this section compares current expenditure to the total 
approved budget for the period 2013 – 2018 which indicates that this overspending should disappear 
by the time of the programme’s closure. The information contained in Annex 2 of the Annual Report 
is insufficient to allow any meaningful analysis of the programme’s finances. As a simple example, 
under the heading “Conferences, Meetings and Trainings” which falls under “General operating and 
other direct costs”, total expenditure is shown as €319 982.25 USD for the period 2013 – 2016 with 
little further detail.  
 
The information provided in the interim financial reports is even less specific. The financial section of 
the MDGi November Quarterly Report (reproduced in Annex 16) clearly illustrates the limited 
information which is presented quarterly to the Steering Committee.  
 
The MDGi planned budget for 2017, drawn up at the close of 2016, is divided into the same 
categories as the cumulative interim financial report and the lion’s share of expenditure is expected 
to be incurred under the following headings: staff and other personnel costs (€1.6M), contractual 
services (€3.3M) and transfers and grants to counterparts (€4.9 M). However, the same problem 
arises. We learn, for example, that €255,570.85 is to be spent on technical assistance for WASH 
(infection prevention control) or that there is to be a cash transfer to Kitwe of€ 317,096.70 but 
without any further details.  
 
The evaluation team is concerned that the Steering Committee, whose role is “to oversee 
programme policy and management”, should be required to perform this task with such a minimal 
amount of financial information bearing in mind that this is a 50 million Euro programme and the 
transparency problems that have arisen in the relatively recent past in the Zambian health sector.  
The team believes that to overcome these difficulties, a small financial subcommittee of the Steering 
Committee should be established, to oversee financial management aspects of the programme on a 
quarterly basis. In addition, the existing financial reporting format should be reviewed and re-
designed in such a way as to ensure that the SC receives, on a quarterly basis, appropriate financial 
management information in a format which enables it to readily understand the financial 
implications of different courses of action in time to take policy/management decisions. For this, the 
team suggests that a simple but more informative layout should be adopted; UNFPA reporting 
formats provide good examples and an example of the type of financial report which the evaluation 
team recommends is provided in Annex 16.  

Evaluation question: Was the visibility strategy implemented according to plan? To what 
extent did it add value to the Programme?  

Implementation of the visibility plan is on schedule and ongoing. All materials produced were seen in 
the field by the MTE team. The MDGi programme is clearly visible and all stakeholders during the 
evaluation were aware that the programme is funded by the EU. The media coverage and the 
diverse, but coherent, materials have clearly raised awareness for maternal, neonatal and child 
health and nutrition in Zambia. The use of social media could be extended and improved. While the 
visibility activities did raise more awareness for RMNCH&N in Zambia and thus added value to the 
programme, the MTE team is uncertain whether the regional and international objectives of the 
visibility strategy have been achieved, as no information was available to assess the effects of the 
strategy on regional partners and European audiences/taxpayers. For more detailed information, 
including detailed achievements and challenges relating to the visibility strategy see Annex 6. 
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So far the programme has spent just over €152,500 + €83,750 = €236,250 on visibility contracts and 
publicity activity costs. It is planning to spend another €58,500 + €38,750 = €97,250 in 2017. The total 
€333,500 (without any personnel costs of UN or MoH staff) is less than 0.7% of the total budget, 
which is reasonable for the amount of positive exposure the strategy has generated.  

Evaluation question: Was the Communication for Development (C4D) strategy 
implemented according to plan? To what extent did it add value to the Programme? 

Implementation of the ambitious C4D plan is on schedule with notable achievements. However, 
many planned and/or reprogrammed inputs (training, IEC materials, equipment and tools for CBVs, 
expanding revitalisation of neighbourhood health committees (NHCs), expanding mentoring of CBVs 
etc.) are still to be delivered or continued in 2017. For a full report, including detailed achievements 
and challenges on the C4D strategy see Annex 7. 
 
Although anecdotal reports from district officers, CBVs and peer educators are positive, and the C4D 
strategy seems to have added substantial value to the programme, it would be necessary to know 
the full effects and costs of the strategy in order to ascertain to which extent it added value to the 
programme. The effects and contribution of C4D activities on outcome and impact level can only be 
measured through a separate survey on knowledge, attitude and behavioural indicators related to 
the various topics of the MDGi programme. Given the complexity of the programme with regard to 
the diversity of target audiences and the multiple behaviours being promoted, it would require 
significant level of effort, time and budget to measure any contribution of C4D to improved 
outcomes. If resources and capacity is available, such an exercise (conducting a follow-on Knowledge, 
Attitude and Practice (KAP) study and comparing it to the LQAS baseline and possibly the KAP study 
conducted in 2015) should be done at the end of the programme.  
 
Some costs are traceable in the financial report and the budget for 2017, for example: 

 National personnel: €115,500+€151,000 = €266,500 

 Mass media and radio production costs: €25,000 + €69,000 = €94,000 

 TVs/radios: €12,000 
 
Other (likely higher) costs are not discernible within the overall expenses for cash transfers to 
provinces and districts and in budget lines like supplies and commodities, training, adolescent health 
officer etc. It was therefore not possible for the team to assess the real costs of this strategy or the 
extent to which it represents value for money.  

Evaluation question: To what extent is the programme delivering value for money, and 
what changes could be made to improve this?  

It is difficult to assess the extent to which the MDGi programme represents value for money at this 
stage, given the delay in implementation and before the full impact can be measured. We note that 
SIDA and USAID are also implementing an RMNCH&N programme in four provinces at a total cost of 
over € 45 million. The proposed budget is therefore similar, but until that programme is at least 
partially rolled out, a comparison would be difficult. It might be useful however, as part of the ex-
post evaluation to draw a comparison. DFID will also launch a similar programme – in close 
collaboration with SIDA – but this was still in the process of finalisation at the time of the MTE.  
 
On the other hand, some small changes could be made at the margins to improve the extent to 
which the programme represents value for money. Proposed changes to programme activities/ 
direction geared toward ensuring an increase in value for money are presented in Section 4. 
Recommendations are therefore not repeated here.  
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Evaluation question: Are project resources being spread too thinly across too many 
activities? 

Resources under the programme do not appear to be too thinly spread. However, given the 
considerable initial delays, the programme was perhaps over-ambitious in certain aspects related to 
the community involvement, particularly regarding the expected number of CBVs to be reached with 
capacity building activities. The training targets for health facility workers were realistic and will likely 
be achieved within the given timeframe.  

Evaluation question: Are health staff at district and facility level making use of HMIS data 
to make decisions?  

One of the successes of the MDGi Programme has been the strengthening of the government's 
performance reviews. Quarterly performance review meetings have been conducted in all eleven 
programme districts throughout 2016 and these have been used to produce an action plan to 
address identified problems. Performance reviews involve not only health facilities but have been 
extended to include safe motherhood action groups (SMAGs), community based organisations and 
youth groups. These meetings are conducted using the RMNCH&N scorecard to facilitate the 
discussion of performance.  
However, experience showed that it was necessary, before the district level meeting, to organise a 
pre-data review meeting at facility level so as to ensure proper coordination and accurate data. 
The performance review tool (RMNCH score card) is expected to be automated in DHIS2 under the 
HMIS-component of the programme currently being implemented by AKROS.  
 
A significant difficulty in terms of performance reviews is the fact that the MDGi programme, 
andthus the scorecards, use HMIS data for most of the key RMNCH indicators. Recent investigations 
including an MDGi initiated Data Quality Audit (DQA) using HMIS data show significant problems with 
completeness and accuracy of the data (see the section on the difficulties encountered with the M&E 
Framework in Section 2.3.6 ER5). There can be no doubt that the concept of action plans, developed 
on the basis of performance reviews, is excellent and the idea of making use of available data to 
regularly review performance is being taken very seriously by provinces and districts. Inevitably, 
however, the evaluation team had doubts about the extent to which action plans based on 
questionable data can be considered useful.  

Evaluation question: To what extent is the programme strengthening human resources 
capacities in the collection, management and use of information?  

A recent DQA conducted by the MDGi programme revealed important unexplained discrepancies 
between the entries in the HMIS and the sources of the data, such as registers. The audit sheds light 
on problems such as the failure to maintain patient registers correctly and difficulties over 
denominators to name a few. Monitoring visits to health facilities have also revealed that members 
of staff require additional technical support on collection and interpretation of indicator data to 
permit full understanding and proper interpretation of the information gathered. This is partially 
because of the delayed implementation of AKROS’ activities, but also because this type of capacity 
building is a long-term effort requiring sustained support in terms of training, supervision and 
mentoring over time. However, these capacity issues are currently leading to over and/or under-
reporting so that HMIS data has serious deficits while community data seems even less reliable. It is 
clear that the continuous sensitisation of staff and volunteers about data capture and regular reviews 
and discussions will be necessary.  
 
During 2016, AKROS, in partnership with the University of Oslo, devoted significant effort to data 
cleaning, development of the main indicators and consolidation of the various components of the 
HMIS. In early 2017, UNICEF procured 222 laptops for health facilities with the aim of improving data 
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capture and reporting. Over the coming months, AKROS is planning large amounts of training 
designed to help staff at all levels learn how to input data into the system and interpret the data. 
These different elements, including the substantial capacity building component, should help to 
resolve some of the above mentioned problems, thus improving the availability, in a timely manner, 
of more complete and accurate data. This in turn should contribute to the development of more 
meaningful action plans as discussed in the previous section.  

2.3 Effectiveness 
In addressing the effectiveness of the MDGi programme, the team is aiming to assess the extent to 
which the programme is attaining (or is likely to attain) its objectives and to identify the major factors 
influencing achievement or non-achievement.  
 
For this purpose, information was gathered from reports, key informant interviews and focus group 
discussions carried out during the field mission. The team also analysed evidence on key indicators 
where available (please see Annex 11 for details on available information on key indicators). 12 
 
Evaluation question: Is the project on track in terms of delivery against the five result areas?  
 
In the above section on efficiency the team highlighted different reasons for delay in implementation 
of the MDGi programme. In the following section, we analyse more specifically the extent to which 
the programme is on track in each of the main expected result areas and the evidence on progress 
towards targets.  
 
A summary table illustrating the degree of progress against key indicators has been included for each 
Expected result. 

Expected Result 1 

A package of effective nutrition services, aligned to the national strategy, is available and ready for 
use by the most vulnerable populations in all targeted districts. 
Under ER 1, which covers the availability and use of nutrition services, the main interventions include 
building capacity of health workers and community volunteers to provide nutrition counselling and 
services. This ER also focuses on building capacity for, and strengthening of, referral systems for 
severe cases of malnutrition, aligning Zambian nutrition guidelines to international standards and 
sustaining continuous availability of nutrition supplies. 
 

Box 1: Expected Result 1 and Planned Strategic Interventions 

The goal of ER1 is to ensure a package of highly effective nutrition services, aligned to the national 
strategy, available for use by the most vulnerable populations in all targeted districts. 
 

 Expected outcome: Increased access and usage of quality nutrition services by populations in 
the target districts.  

 Output 1: MDGi supported districts have the capacity and systems to plan, implement and 
monitor the 1000-day programme (See ER5) 

                                                           

12 While the key findings are presented below, further details can be found in the following annexes: Annex 8: 
Client Satisfaction-Exit Interviews; Annex 9: The Work of Volunteers; Annex 10: RMNCH&N Knowledge of 
Community Members; Annex 11: Data for Evidence on Key Indicators. 
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 Output 2: MDGi supported facilities and communities have the capacity and systems to deliver 
quality 1000-day nutrition services (ER1) 

 Output 3: Families have the knowledge of positive 1000-day nutrition behaviours in the MDGi 
supported communities. (See ER3) 

 

Planned strategic interventions 

1. Building capacity of community volunteers and health workers in infant young child feeding (IYCF) 
counselling (training and mentorship) 

2. Promoting positive IYCF practices through mass media 
3. Integrating home fortification with micro-nutrient powders in IYCF 
4. Aligning IYCF training packages for community volunteers and health workers to the global 

standards 
5. Decentralising services for out-patient care of uncomplicated severe acute malnutrition (SAM) 

cases 
6. Building capacity in early identification and referral at community level 
7. Building capacity of health workers in the treatment protocol (training and mentorship) 
8. Aligning SAM guidelines to global standards and developing a country specific training package  
9. Sustaining continuous availability of therapeutic nutrition supplies 
10. Strengthening capacity to deliver Child Health Week services at decentralised sites through 

community volunteers 
 

Achieved inputs ER1  

In December 2015, according to minutes of the MDGi TWG meeting held on 2 December 2016, most 
of the work-plan activities under ER1 had not been implemented. However, at the end of 2016, the 
nutrition dimension of the programme was well launched and is beginning to produce results. 
Significant progress has now been achieved under this result area as set out below. 
 

 distribution of job aids for IYCF volunteers 

 distribution of Mid-Upper Arm Circumference (MUAC) tapes and anthropometric equipment 

 greater availability of ready-to-use therapeutic feeds (RUTF) despite storage and distribution 
difficulties 

 review of the draft Integrated Management of Acute Malnutrition (IMAM) guideline, 
development of Outpatient Therapeutic Programme (OTP) training packages and initial 
training of trainers, then increase of the pool of OTP trainers in collaboration with USAID  

 capacity building for HCWs and CBVs related to IYCF counselling 

 capacity building for HCWs and CBVs related to SAM case-finding (training, orientation, 
technical support and mentorship – see also detailed information below) 

 

Capacity building for health care workers and community volunteers 

One of the major programme achievements has been its support for training in RMNCH related 
subjects for health care workers and CBVs on IYCF and IMAM. Available data on conducted training is 
provided below. 
 
Unless otherwise stated, the data are taken from a recent training overview (summary graphs), 
received by the evaluation team on 24 February 2017. Although dated later than the Annual Report 
2016 the training overview turned out not to be updated and most training data are lower than those 
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mentioned in the AR 2016. The evaluation team decided to keep the detailed training data as per the 
training overview in the report for the following three reasons: 

1. the training overview contained data on more indicators 
2. the training overview made an effort to indicate coverage of training over facilities and 

zones, information on which was specifically requested by the EU 
3. given that all the changes made to the report on the basis of the training overview at the 

very last moment before submission of the report, there was no time anymore for the 
programme to update the overview. 

The above is not only the case for the nutrition section, but also for training data for the other 
sections.  

 

Table 4: MDGI contribution to training in IYCF and IMAM 

    

 
 
 

Table 5: Current levels of trained staff in health facilities 

Current levels of trained staff in health facilities 

IYCF: 50% of all 249 facilities in the 11 MDGi districts have at least one staff trained in IYCF by the MDGi 
programme, ranging from 0% in Chongwe to 100% in Lusaka. CBVs: As there are 1544 zones linked to the 
health facilities in the 11 districts this means that in theory 69% of zones can avail of a CBV trained in 
community IYCF (if there are no zones with more than one CBV trained). How many zones are covered in reality 
is not known. 

IMAM: 39% of facilities in Copperbelt and 40% in Lusaka province have at least one staff trained. CBVs: If there 
are no zones with more than one CBV trained, 38% of zones are covered. 

Training inputs for nutrition have been substantial, but around 50% of facilities and zones are still not covered, 
so a lot more remains to be done (given that in order to reach the present coverage other partners have also 
contributed). The training overview, made by the MDGi team shows that coverage for the training is unequally 
distributed over the districts. 

  

156, 
19% 

681, 81% 

by MDGi
programme

by all other
partners in the
past

Number of CHW trained in YICF 

700; 
66% 

365, 
34% 

Number of CBV trained in community YICF 

151; 51% 

144, 49% 

by MDGi
programme

by all other
partners in the
past

Number of HCW trained in IMAM  

579; 
100% 

1, 0% 

Number of CBV trained in community IMAM  
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Available evidence for progress on key nutrition indicators 

 

Table 6: Dashboard ER1 

Indicator Province LQAS 
2014 

ZDHS 
2013/14 

Target HMIS 
Q1/2015 

HMIS 
Q3 or 
4/2016 
or AR 
2016 

P6. Proportion of infants 0-5 months 
put to the breast within 1 hour of birth 

Copperbelt 68% 56% 
>80% 

90% 92% 

Lusaka 62% 75% 88% 87% 

ER 1.1 Proportion of facilities delivering 
out-patient treatment for SAM 

Copperbelt 
+ Lusaka 

  >60% 22% 36% 

ER 1.2 The proportion of facilities that 
provide OTP with a cure rate above 
75% 

Copperbelt 
+ Lusaka 

  >70% 21% 52% 

ER 1.3 Proportion of health facilities in 
MDGi districts with vitamin A 
supplementation coverage above 80% 

Copperbelt 83-
90% 

84% 

>90% 

49% 111% 

Lusaka 87-
91% 

76% 86% 109% 

The average cure rate for SAM Copperbelt 
+ Lusaka 

  n.a. 57% 67% 

Proportion of health facilities 
experiencing stock outs of RUTF foods 
in the past month 

Copperbelt 
+ Lusaka 

  <20% 90% 0% 

 
Legend:  

XX On track– target achieved /significant progress made 
XX On track - target not yet achieved/ some or good progress made 
XX Not on track – target will likely be not be achieved before May 2018/ little progress made 
 
Please refer to Annex 11 – Data for evidence on key indicators, for detailed information on indicators. 
 
Proportion of facilities delivering out-patient treatment for SAM  
According to the MoH IMAM database, the proportion of facilities delivering treatment for SAM 
increased by 14% (from 22% to 36%), although still 24% short of the target (60%). This is reportedly 
mainly due to the late availability of RUTF. Although the issue is being addressed, it could pose a 
problem in the future, as the procurement of RUTF represents a recurrent cost, to be borne by the 
MoH.  
 
Proportion of facilities with a cure rate above 75% 
Of all facilities that offer OTP for SAM (36% of facilities), the proportion with a cure rate above 75% 
ranges from 23% in Q2 2015 in Lusaka to 79% in Q3 2015 in Copperbelt) (see table with detailed data 
in Annex 11). The data seem to be very seasonal in both 2015 and 2016. The nutrition department 
acknowledged this and was going to look into it. Up till now, the evaluation team has not been able 
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to get an explanation for this. The target for this indicator is >70%, which was not reached in any 
quarter, neither in Lusaka, nor in the Copperbelt. With an average percentage of 41%, and  
36% of facilities offering OTP, this means that only 15% of all facilities reach the target of 75% cure 
rate. 
 
Figure 2: ER 1.2. The percentage of OTP sites with cure rate for SAM above 75% 
 

 

 
Cure rate for SAM cases 
The absolute number of children with severe acute malnutrition in the Copperbelt went up from 
2,333 in the first three quarters of 2015 to 2,625 in the first three quarters of 2016. In Lusaka the 
figures went up from 4,013 to 4,414 for the same periods. It is possible that the MDGi programme 
support to increased sensitization among mothers, resulting in increased awareness and treatment 
seeking behaviour and active case finding by CBVs, has contributed to this increase in number of 
cases. On the other hand the CBVs interviewed noted that the number of cases of severe 
malnutrition in the communities had gone down. The potential bias in the selection of CBVs could 
explain this discrepancy between the anecdotal evidence and the data. If we extrapolate the data for 
the 4 quarters of 2016, the total number of SAM cases in the 1,544 communities/zones would be 
around 9,400, resulting in an average of 6 SAM cases per zone per year, making it clear that SAM 
among young children is not yet a problem of the past.  
 
Fortunately, the average cure rate for SAM per quarter over all MDGi districts and facilities has gone 
up over time from just under 60% to just over 70%. It went substantially up in Lusaka, but it did not 
improve in Copperbelt. While Copperbelt rates were higher initially, Lusaka has now caught up, and 
at the end of 2016 the rates were both around 67%.However, in order to draw conclusions about the 
role of the MDGi programme in relation to this issue, it would be necessary to carry out a comparison 
with non-MDGi districts. 

 
Proportion of deaths in children on OTP13 
The MoH IMAM database also provides data on OTP deaths (in OTP sites) as a percentage of all 
children on OTP discharged. The absolute figures indicate that in the MDGi districts, 41 children died 
of malnutrition (under treatment) during the first three quarters of 2015 and 78 during the first three 
quarters of 2016. The fatality rates are 1-2% for each of the 6 quarters, , except for the first quarter 
of 2016, which has a death rate of 5% attributable to 42 deaths in Kitwe in that quarter. All rates are 

                                                           
13  Taken from: Response to questions on the nutrition section of the MDGi 2016 Annual Report as part of the MTE. Sent 

by the MoH on 24 February 2017. 
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below the target of less than 10% death rate. The number/percentage of malnourished children who 
die among those that default treatment or who are never on OTP is not included in these figures. 
 
Proportion of children (age 6-59 months) receiving vitamin A supplements  
In terms of the proportion of children (age 6-59 months) receiving vitamin A supplements during 
child health week in MDGi-supported districts, both provinces show a clear upward trend, though 
more so in the Copperbelt than in Lusaka. However, it is not clear how the very low percentages in 
the Copperbelt in 2014 and 2015 can be explained, as the LQAS 2014 shows coverages of 83% for 
children 6-11 months and 90% for those 12-23 months. The ZDHS finds equally high percentages. The 
fact that some coverage rates are in excess of 100% indicate a denominator problem. This is 
confirmed by the fact that three DHDs from Copperbelt said (during the MTE validation workshop) 
that the real population, based on head counts done in Kitwe and Ndola, is much higher than that 
used by the CSO, resulting in supplies for child health week having been depleted by the third day. An 
underestimation of the eligible target group results in higher than expected coverage rates. The 
difficulty with CSO/headcount data is a well-known health sector challenge and efforts are underway 
by the donor community to explore and rectify this. Specifically, the MDGi programme has set up 
meetings between the MoH and Central Statistical Office to discuss solutions to this matter. 
 
Early initiation of breastfeeding  
This indicator gives the percentage of babies initiated on breast milk within one hour after delivery. 
The data for this indicator come from the MoH/DHIS2 and are variable from one quarter to the 
other. Only Luanshya shows a steady increase from 2015 to 2016. It is not clear what could be the 
cause of the differences from one quarter to the other in many districts. The overall trend for the 
Copperbelt (whole province) is almost flat, hovering just below 90%, while that for Lusaka province is 
equally flat also hovering around 90%, which is the target for the programme. Although there is an 
increasing number of MDGi districts with >90% of babies initiated on breastmilk within one hour 
after delivery in 2016, districts that already had a score around or above 90% show a decreasing or 
stable trend.  

Difficulties encountered ER1 

1. Several planned SAM-related activities were not completed because of delays in engaging 
consultants and thus in finalisation of the IMAM guidelines. However, training did happen on 
the basis of the draft IMAM guidelines. The outstanding activities will be conducted early 2017. 

 
2. The activities related to home fortification with micro-nutrient powders have been cancelled 

from the MDGi programme, although part of the national policy, because the needed product 
registration before routine use was delayed. The programme is focusing instead on iron 
supplementation for children. 

 
3. In the light of the 2014 MoH budget allocation for nutrition deemed negligible (as reported in 

the bottleneck analysis) the evaluation team was concerned about the likely degree of future 
continuity of the supply of basic nutrition commodities, as many of them are provided by 
development partners at present. However, the government budget for nutrition has greatly 
increased from 645,000 Kwacha in 2014 to 12,511,000 Kwacha for 2017. While this might still 
not be enough for the government to procure all nutritional supplies, it is encouraging.  
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Box 2: Summary of ER1 findings 

 The ER1 will most likely implement all planned activities (inputs) before the end of the 
programme. However, it is less certain that targets for the outputs and outcome indicators will 
be achieved by May 2018, as more time is needed after the realisation of all inputs to achieve 
these higher level targets. 
 

 At the end of 2016, despite initial implementation delays, the nutrition activities under the 
programme are well launched. 

 Substantial capacity building has taken place, combined with the follow-up mentoring activities. 
These are well appreciated by the recipients (health workers and CBVs) and seem to be 
influencing positively their practice. However, in order to reach 100% coverage of facilities and 
zones, far more training inputs are necessary.  

 There is better availability of supplies and equipment. For example, there were no stock-outs of 
RUTF according to 2016 reports and the endline target of <20% stock-out rate has been met 

 There is some improvement in basic indicators (access to OTP, SAM cure rates and vitamin A 
supplementation) as per above table. 

 A good knowledge of nutrition topics was demonstrated by FGD participants. 

 

Expected Result 2 

Increased availability of a continuum of maternal, neonatal and child health and nutrition services 
of good quality 
Under ER 2, which seeks to ensure the availability of good quality RMNCH services, the main strategic 
interventions include the training of health staff and community volunteers in key RMNCH 
interventions, follow-up mentorship of health staff and volunteers (in conjunction with activities 
under ER5), refurbishing and equipping health centres to provide maternal and child health services, 
increasing birth registration, improving infrastructure and equipment, including water and sanitation 
facilities at health centres and strengthening referral systems. 
 

Box 3: Expected Result 2 and Planned Strategic Interventions 

Increased availability of a continuum of maternal, neonatal and child health and nutrition services 
of good quality. 
 

 Expected outcome: Increased effective coverage of maternal newborn and child health services 
with high-quality services in selected rural and urban districts. 

 Output 1: Increased national and sub -national capacity to create enabling environments, plan, 
coordinate and monitor the implementation of the RMNCH programme 

 Output 2: Increased district and facility capacity to create demand among caregivers and women 
of reproductive age for high impact RMNCH behaviours and services 

 Output 3: Increased district and facility capacity to deliver quality and high impact RMNCH 
interventions 

 
Planned strategic interventions 

1. Expansion of maternal and newborn and child care services and quality improvement at the 
national and district hospitals and health centre 

2. Refurbish and equip EmONC centres and provide capacity building to staff to include training on 
Essential Newborn Care 

3. Integrate newborn care with delivery services(facility & community) 
4. Build capacity to implement IMCI at more health facilities 
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5. Training and support for community based distributors (CBD) for family planning service delivery  
6. Implement a communication strategy to increase appropriate care seeking behaviour for family 

planning, antenatal, delivery and postnatal care ... including birth registration (SMAG and SMS), 
care seeking, promotion, prevention and compliance on treatment. 

7. Build capacity around immunisation services through “Reaching Every Community and Child” 
(REC), further decentralise vaccination points and cold chain facilities, defaulter tracing by CHWs 
and CBDs, regular outreach to harder to reach areas 

8. Strengthen referral mechanisms from home to health facilities 
9. Improve WASH facilities at selected facilities 
10. Increase numbers of birth registration desks at health facilities 
11. Maternal/Newborn Death Surveillance and Response (MDSR) institutionalised and scaled up 

Achieved inputs ER2 

Guidelines 
The review, updating and validation of the curriculum and training manuals on emergency obstetric 
and neonatal care (EmONC) were finalised and a WHO post-natal care home visit manual was 
reviewed and adopted with support from the MDGi programme. 
 
Infrastructure and equipment 
With regard to the construction and refurbishment of maternity units and neonatal care units of 
selected health facilities, an initial assessment of 55 Emergency Obstetric and Neonatal Care centres 
(five per district - 30 in the Copperbelt and 25 in Lusaka) was carried out during the first half of 2015 
and work started during the second half of the year. It should be noted that the work also included 
(according to the Annual Report 2016): construction of stand-alone mothers’ shelters, construction 
of incinerators/waste storage facilities and renewal of plumbing. 
 
In Phase 1 particularly, there were delays in completion as well as quality problems at some sites. As 
a result, the programme management re-organised the coordination and monitoring of construction 
works. There are now monthly infrastructure coordination meetings led by the Government and with 
the participation of UNICEF and the EU Delegation. An external engineering firm has been appointed 
to supervise the implementation of the infrastructure programme. Field monitoring and supervision 
is done jointly by the engineers with the provincial and district infrastructure focal points. 
 

Box 4: Current progress on infrastructure related activities  

 Phase 1 : Rehabilitation and construction of 

maternity wards at 23 facilities – 

Lusaka: 10, Copperbelt: 13 

Phase 2 : Rehabilitation and construction of 

maternity wards at 25 facilities – 

Lusaka: 11, Copperbelt: 14 

 This work is now 90% completed (according to 

the 2016 draft annual report). Some of the 

completed health facilities have already been 

handed over to the MoH.  

 Three facility renovations are ongoing in Lusaka 

Province: at Kanyama Main, Kanyama West and 

Chelston, using the Government contracting 

processes. These improvements are scheduled 

for completion by the end of January 2017. 

 These improvements were scheduled for 

completion by the end of February 2017. 

 At the remaining 4 facilities in the Copperbelt 

(Nchanga, Masaiti, Miegwe and Kawana), a new 

contractor is being selected following problems 

with a previous contractor; finalisation still 

uncertain.  

 Further 2 (Luangwa Bridge and Rufunsa Rural HC 

will be tendered early 2017 

 One health centre (Sekelela HC in Chilanga district) 

was excluded from the list by the MoH, and at 

Kafue Hospital, it was decided that only equipment 
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would be furnished as the infrastructure was in a 

satisfactory state.  

 The total number of facilities to be renovated now 

stands at 54 (not 55 as initially planned) 

Source: Annual Report 201614 

 
At the request of the ministry, the MDGi programme is also equipping/re-equipping 55 health 
facilities with among other things: midwifery delivery sets, obstetric equipment, hospital beds for 
antenatal/postnatal wards plus more specifically delivery beds and equipment to support integrated 
outreach activities. To date, 22 health facilities have been equipped and the remaining 33 facilities 
have received more than 50% of equipment, while the procurement for the remainder is underway. 
The interviews conducted in facilities revealed that generally, once the equipment was installed, 
demonstrations related to the use and maintenance of this equipment had been organised.  

Figure 3: Equipment of health facilities 

 
Supply of the equipment was planned to be completed by mid-2016 and training of staff by the third 
quarter of 2016. Equipment maintenance activities will be the responsibility of the existing 
government structures. The evaluation team saw many examples of equipment supplied under 
MDGi, much of it in use but some of it still awaiting completion of upgrading work before being 
installed. Although on the whole, the quality of equipment appeared to be satisfactory, certain items 
seem to have caused quality problems, notably the blood pressure monitors and some of the trolleys 
and ward screens. The programme managers are aware of these issues and mentioned that they are 
taking steps to replace the defective equipment. However, despite a certain number of quality 
problems, it was clear from interviews with staff and patients, that the infrastructure and equipment 
components are highly appreciated by the users. 
 
It should be noted that the focus on lower level health facility infrastructure and provision of training 
for their staff highlighted the fact that the referral facilities (CEmONCs and tertiary hospitals) had 
been “left out” although they themselves were required to provide a certain amount of the training 
and mentoring for the lower level facilities. To some extent they resented this but in addition, the 
fact that the majority of maternal deaths occur following admission of emergency cases to the higher 
level facilities, led them to question why they, as the referral facility, had been excluded from the 
quality improvement efforts. Since the beginning of the programme, this situation has been changed, 
following the adoption of the Fourth Amendment to the Contribution Agreement which extends 
coverage by the programme to hospital level CEmONC services and to tertiary hospitals. In this way 
the programme responded positively by adjusting its focus to take account of the evidence.  
 
MDGi purchased 15 motorbike ambulances as a means of improving access to health facilities for 
pregnant women within the community. Seven mini 4 x4 vehicles were procured for rural districts 
where the terrain is particularly difficult and 11 conventional Land Cruiser type ambulances were 

                                                           
14  Progress and Utilization Report January 1 to December 31, 2016. The Millennium Development Goal Initiative: 

Accelerating Progress Towards Maternal, Neonatal and Child Morbidity and Mortality Reduction in Zambia, published 
by UNICEF Zambia 
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procured (one per district) for health centre-to-hospital referral of maternity cases. Finally, it was 
also decided - with the aim of reducing the number of delayed arrivals at hospital - to try to improve 
communications for referrals through the provision of one additional ambulance per district and 
establishing a radio referral system.  
 
Apart from training, the programme has been supporting antenatal, maternity and essential new-
born care by providing necessary supplies and equipment to ensure effective service delivery. As an 
example, all districts were provided with focused antenatal care (FANC) laboratory reagents and 
supplies. In addition, outreach activities have been boosted through the provision of funding for fuel, 
vehicle maintenance costs and daily allowances for staff. The programme also purchased “Mama 
Packs” for selected facilities in a bid to encourage increased access to skilled delivery. The exact 
number of kits could not be determined by the evaluators as the packs are supplied in batches and 
the information was not captured in the 2015 and 2016 annual reports.  

 
Strengthening district capacity to provide quality RMNCH services 
One of the major programme achievements has been its support for training in RMNCH related 
subjects for health care workers and CBVs including: EmONC, essential new-born care (ENC), 
integrated community case management (ICCM), orientation for SMAGs, family planning and long-
acting reversible contraception (LARC), integrated management of childhood illness (IMCI) and 
focused antenatal care (FANC). Available data on conducted training is provided below for EmONC, 
FANC, SMAG, ENC, ENC and CBD.15 
 

Table 7: MDGi contribution to training 

MDGi trained 
Total number trained (including 
those trained by other partners) 

MDGi’s total contribution  

172 health care workers on 
EmONC 

208 83% 

227 health care workers on FANC 291 78% 

587 SMAGs on maternal and child 
health, following a national 
training manual 

1151 
(of which 490 in Masaiti,0 in 
Chongwe and 3 in Rufunsa) 

51% 

198 health care workers on ENC 246 80% 

183 volunteers in community ENC 

306 
(of which 146 in Luanshya and 0 in 

Kitwe, Kafue, Chongwe and 
Rufunsa) 

60% 

Refer to Annex 11 – Data for evidence on key indicators, for detailed information. 
 

Table 8: Current levels of trained staff in health facilities 

Current levels of trained staff in health facilities 

EmONC:  
31% of all 249 facilities in the 11 MDGi districts have at least one member of staff trained 
(similar proportions in Copperbelt and Lusaka provinces), ranging from 0% in Chongwe to 
57% in Chilanga. Apart from Chongwe, Kitwe is also low with only 15%. 

FANC:  
64% of all 249 facilities have at least one member of staff trained, 82% in Copperbelt and 
39% in Lusaka. Chongwe is again the only district with 0%, while Chilanga and Luanshya are 
at 100%. 

                                                           
15  The training data, taken from the presumably very recent Training overview, received by the evaluation team on 24 

February, are dfferent (and lower) than those in the Annual Report 2016. 
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SMAGs:  

SMAGs are very influential in bringing women for early ANC. For this indicator the MDGi 
programme has calculated exactly which percentage of zones had a trained SMAG (Annual 
Report 2016). The percentage of zones covered is still low and unevenly distributed. There 
are four out of the 11 districts where 50% or more zones now have a trained SMAG. 

ENC:  

37% of all 249 facilities have at least one health care worker trained in ENC, 46% in 
Copperbelt and 24% in Lusaka. Chongwe is again the only district with no staff trained and 
only 2 staff were trained in Rufunsa. CBVs: If there are no zones with more than one 
volunteer trained in ENC, 20% of zones are covered. 

 

Available evidence for the principal maternal and child health indicators 

 
Expected Result Area 2: Maternal, New-born and Child Health 
 

Table 9: Dashboard ER2 

Indicator Province LQAS 
2014 

ZDHS 
2013/14 

Target HMIS 
Q1/2015 

HMIS Q3 or 
4/2016 or AR 
2016 

P2. Proportion of children 12-23 
months fully immunized in all 11 
districts 

Copperbelt 60% 81% 
>80% 

92% 85% 

Lusaka 47% 72% 79% 72% 

P3. Proportion of mothers who 
received a postnatal care (for 
mothers) within 48 hours of 
childbirth 

Copperbelt 68% n.a. 

>80% 

66% 51% 

Lusaka 65% n.a. 47% 46% 

P8. Proportion of pregnant 
women who attended their first 
ANC visit in the first trimester of 
pregnancy 

Copperbelt 23% 

24.4 >50% 

10.1% 11.7% 

Lusaka 23% 9.6% 11.7% 

P10. Proportion of pregnant 
women assisted by skilled health 
provider during delivery 

Copperbelt 91% 81% >95% 87% 60% 

Lusaka 81% 89% >90% 37% 37% 

ER 2.8 Proportion of mothers (of 
infants 0-5) months who 
delivered at HF and were 
satisfied with the service 
received 

Copperbelt 65  

80% 

 92% (exit 
interviews) 

Lusaka 67   100% (exit 
interviews) 

ER 2.9 Proportion of mothers of 
infants 0-59 months who were 
satisfied with the service 
received last time they sought 
advice or treatment for their 
child's fever 

Copperbelt n.a.  

80% 

 84% (exit 
interviews) 

Lusaka 34%   100% (exit 
interviews) 

Number of health facilities 
rehabilitated to provide EmONC 
Services 

Copperbelt 
+ Lusaka 

  54 
(adjusted) 

 21 (UNICEF) 
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Indicator Province LQAS 
2014 

ZDHS 
2013/14 

Target HMIS 
Q1/2015 

HMIS Q3 or 
4/2016 or AR 
2016 

Number of health facilities with 
Kangaroo mother care service 

Copperbelt 
+ Lusaka 

  197  50% (AR16) 

Number of health facilities with 
staff oriented to use NCU 
equipment 

Copperbelt 
+ Lusaka 

  55  40% (AR16) 

Number of HF supported with 
annual REC micro planning 
(facility level planning and 
compilation of district level plans) 
for routine immunization (static 
and outreach) 

Copperbelt 
+ Lusaka 

  197  100%(AR16) 

Number of health facilities 
supported to implement monthly 
integrated outreach sessions (EPI, 
FP, FANC and PNC) for routine 
immunization 

Copperbelt 
+ Lusaka 

  197  100%(AR16) 

Number health facilities 
distributing mama packs to 
women who deliver at health 
facilities              

Copperbelt 
+ Lusaka 

  146  n.a. in AR16 

Number of SMAGs equipped with 
necessary job aids and supplies 
to conduct home based PNC 
service [Integrated with 
Community NBC and Pregnancy 
test for early FANC enrolment] 

Copperbelt 
+ Lusaka 

  13,744  n.a. in AR16 

Number of upgraded WASH 
infrastructure to improve 
infection prevention practices  

Copperbelt 
+ Lusaka 

  55   31 (AR 2016) 

Provision of equipment for child 
health 

Copperbelt 
+ Lusaka 

  55  55 (AR2016) 

Orientation of Health Care 
Workers in the supplied 
equipment 

Copperbelt 
+ Lusaka 

  55  33 (AR2016) 

Number of health facilities with 
functional birth registration desks 

Copperbelt 
+ Lusaka 

  55  n.a. in AR16 

 

XX On track– target achieved /significant progress made 
XX On track - target not yet achieved/ some or good progress made 
XX Not on track – target will likely be not be achieved before May 2018/ little progress made 
 
Except for P1 (ZDHS) all baseline values for the purpose indicators of the MDGi programme were 
established through the LQAS. For 4 of the 10 purpose indicators (included in the table above) data 
on progress towards targets was measured using the HMIS. The graphs presented below therefore 
also use the baseline values of the HMIS. However, these differ substantially from the baseline values 
established through the LQAS (as mentioned in the M&E Framework 2016) and the ZDHS, which are 
indicated below each graph (in so far as available). The graphs themselves have been taken from the 
Annual Report 2016. Trendlines have been added. After presenting the data for each indicator, these 
are discussed. 
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 A detailed discussion and interpretation of the values and trendlines presented in the figures below 
can be found in Annex 11. 

Full immunization coverage (P2) 
Part of the REC effort is the promotion of childhood vaccination. As a result of the MDGi 
Programme’s efforts, there may have been an increase in immunisation rates but the most recent 
statistics seem to show a downturn possibly due to problems during quarter three of 2016 with the 
quality of the HMIS, which is being investigated through a data audit16 (for full details on HMIS data 
and trends, see Annex 11).  
 
Meanwhile the level of children not completing the full immunisation schedule (drop-out) has 
decreased significantly in the Copperbelt while it has increased, apparently, in Lusaka. Since it is felt 
that pooled aggregates may mask differences between zones and hide areas with low coverage, the 
programme has launched an equity analysis across the eleven districts to try and identify such areas. 
 
The LQAS baseline survey, conducted in mid-2014, indicated that only 47% of children 12-23 months 
in Lusaka and 60% in Copperbelt were fully immunized. This is significantly different from the HMIS 
data, which are 79% and 92% for Lusaka and Copperbelt respectively for Q2 of 2014. Because the 
LQAS was used to set the target values for key indicators, the target for full immunisation was set at 
80%, which, based on the HMIS, was already reached in 2014, before the programme even started. 
Also for this indicator serious questions can be raised as to the reliability of the HMIS data.  

Figure 4: Full Immunization Coverage in Lusaka and Copperbelt Provinces, Q2 2014– Q3, 201617 

 

Source: MoH, DHIS2, 2016 

Baseline values immunisation LQAS HMIS ZDHS 

Copperbelt 60% 92% 81% 

Lusaka 47% 79% 72% 

                                                           
16  Moh/MDGi. Data Quality Audit, preliminary field report Masaiti and Mpongwe. Lusaka, Feb 2017 
17 The immunisation rate is the percentage of all children in the target area under one year who complete their 
primary course of immunisation during the month (annualised). A primary course includes BCG, OPV 1, 2 & 3, 
DTP-Hib 1, 2 & 3, HepB 1, 2 & 3, and 1st measles. The numerator is the number of children under 1 year fully 
immunised while the denominator is the target population under 1 year. 
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Prevention and treatment of common childhood illnesses in children under 5 
The programme provided additional resources in all 11 districts to support integrated out-reach 
activities targeting childhood illness. Planning activities were initiated to prepare for implementation 
of the Reaching Every Community (REC) strategy, including the organisation of a survey in each of the 
11 districts and follow-up training for district staff and community volunteers. Ministry staff began 
working with districts in an effort to systematically introduce integrated out-reach planning into the 
REC model. 
 
Proportion of mothers who received postnatal care (PNC) within 6 days of delivery (P3) 
According to the graph below, there is little or no improvement against the target of 80% in the 
number of PNC visits within 6 days, with percentages being lower in Lusaka than in the Copperbelt. 
Overall, the levels are fairly acceptable by international standards but the fact that there is no 
improvement contrasts with the views expressed by CBVs that this indicator is improving 
substantially. It could be that here, as elsewhere, there are problems with numerators and 
denominators in the HMIS; in particular whether or not PNC visits during outreach are captured in 
the system as CBVs mentioned that outreach accounted for the increase, which was confirmed by 
participants during the MTE validation workshops. 

Figure 5: Proportion of Mothers who received PNC within 6 days of delivery in Lusaka and Copperbelt 
Provinces, Q2, 2014 (Baseline) – Q3, 2016 

 
Source: MoH, DHIS2, 2016 
 
 

Baseline values PNC LQAS HMIS ZDHS
18

 

Copperbelt 68% 66% n.a. 

Lusaka 65% 47% n.a. 

 
 
Proportion of women attending the first ANC visit within 14 weeks of pregnancy (P8) 
The trend for the proportion of women attending their first ANC visit within 14 weeks of pregnancy 
shows a very marginal increase from around 9% to around 11%, far below the target of 50%. This 

                                                           
18 The ZDHS does not have data on PNC at 6 days, only at 2 days. 
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contrasts sharply with the view expressed during interviews by CBVs who reported a clear – but 
unquantified – increase in attendances. 
 
In 2014, both LQAS and ZDHS found that 23% and 24% of pregnant women respectively had their 
first ANC visit within the third trimester, remarkably higher than the percentages above, taken from 
the HMIS. In Annex 11 the evaluation team discusses potential reasons for error which may include 
problems with the denominator, or ANC visits during outreach not being captured in the HMIS. . The 
evaluation team does not have any additional explanations for this discrepancy. The programme 
should look into this. 
 
Figure 6: Proportion of women attending the 1st ANC visit within 14 weeks of pregnancy Q2, 2014 – Q3, 2016 

 

Source: MoH, DHIS2, 2016 

Baseline values ANC LQAS HMIS ZDHS
19

 

Copperbelt 23% 10% 
24.4% 

Lusaka 23% 10% 

 
 
Trends in the proportion of mothers delivering with a skilled birth attendant (P10) 
The trends in terms of skilled deliveries, based on the HMIS, are not encouraging: either going down 
(Copperbelt) or staying the same (Lusaka), with percentages in Lusaka around only 37%. The district 
breakdown indicates that in Lusaka province, non-MDGi districts are doing better than the MDGi 
districts. The AR 2016 gives a number of reasons for the lower than expected performance: data 
entry errors, HR issues and the fact that nurses and clinical officers that received an EmONC training 
are officially not regarded as skilled when attending to a delivery. However, all these reasons also 
pertain to non-MDGi districts, so do little to explain the figures. Both the LQAS and the ZDHS put 
skilled deliveries in 2014 between 80% and 90% for Copperbelt and Lusaka provinces, while CBVs in 
both provinces told the evaluation team that almost all women nowadays deliver in the health 
facility. The most likely explanation for the very low figures for Lusaka could be that many women 
deliver in UTH or private facilities, which are not included in the MDGi data. Another important 
reason is likely that many women living in Lusaka and Chilanga districts are originally from other 

                                                           
19 This is a national figure. ZDHS split this out for rural and urban, which were almost the same.  
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areas and go back there for delivery (particularly for first pregnancies). In Annex 11 potential reasons 
for these discrepancies are discussed in more detail. However, it is not possible to say which reason is 
more important or likely, as data to make this judgement would need to be collected (for example on 
how many women in Lusaka province deliver in UTH or private facilities, or how many women in 
Lusaka go elsewhere to deliver their first baby).  
 
Figure 7: Trends of proportion of delivering mothers attended by skilled birth attendance Q2, 2014 – Q3, 2016  

 

Source: MoH, DHIS2, 2016 

Baseline values skilled delivery LQAS HMIS ZDHS 

Copperbelt 91% 87% 81% 

Lusaka 81% 37% 89% 

 
Maternal deaths 
The M&E Framework does not include any other outcome indicators on maternal and child health, 
but the Annual Report 2016 gives additional data that give additional information on maternal 
indicators and immunisation. 
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Figure 8: Reported Maternal Deaths – Lusaka and Copperbelt Provinces, Q2, 2014 (Baseline) – Q3, 2016 

 

Source: MoH, DHIS2, 2016 

The trend in the absolute number of maternal deaths as reported in the HMIS is slightly downward in 
the Copperbelt, but upward in Lusaka. From the Q2 2015 to Q3 2016 the absolute numbers for 
Lusaka are substantially lower (38) than those for the Copperbelt (146). As deliveries in UTH and 
private clinics in Lusaka were not included in HMIS data, maternal deaths from these facilities are 
also not included in those figures.  
 
Using the CSO population data for 2015 and 201620 the evaluation team computed MMRs for both 
provinces for the two and compared these with the national MMR in the 7 years preceding the 2014 
ZDHS. 
  

Table 10: Maternal mortality rate 

 MMR Copperbelt MMR Lusaka MMR ZDHS national 

2014   398 per 100,000 

2015 86 20 n.a. 

2016 74 13 n.a. 

Although the MMR for Zambia has substantially gone down over the past 20 years (from 649 in 1996, 
729 in 2001-2002, 591 in 2007 and 398 in 2014 according to the ZDHS report 2014) and the MMR 
rates for Copperbelt and Lusaka provinces are probably lower than those for other provinces, it 
seems unlikely that the MMR for both provinces have gone down as much in 2015 and 2016 as the 
HMIS data would indicate. This either questions the reliability of the HMIS data or the fact that a 
substantial number of maternal deaths occur outside health facilities (as ZDHS data are survey data) 
and therefore not captured in the HMIS system. One possible explanation for deaths outside of the 

                                                           
20  These were found in the data underlying the graphs in the Annual Report 2016 by clicking on the graphs and on edit 

data. An excel spreadsheet appears. The number of expected pregnancies was used as a proxy for the number of live 
births in 2015 and ¾ of those for 2016.  
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facilities is due to unsafe abortions happening outside the hospital.21 It is impossible to say what the 
contribution is of either possibility, as this would warrant an in-depth study. 
 
Fresh stillbirths (during labour or delivery)  
The above mentioned statistics say something about quality of care in the facilities where women are 
delivering. Given the improving trend, ideally fresh stillbirths as a percentage of all stillbirths 
(including those that occur pre-term) should also see progress. However, the trendlines in the figure 
below show that this percentage is only stable in the Copperbelt and is even going up slightly in 
Lusaka province. The team does not have a possible explanation for this.  

 
Figure 9: Still birth rate (per 1000 live births) in Copperbelt and Lusaka Provinces, Q2, 2014 (Baseline) – Q3, 

2016 

 

Source: MoH, DHIS2, 2016. 

Figure 10: Trends of proportion of Fresh Still Birth (out of total of still births) in Copperbelt and Lusaka 
Provinces, Q2, 2014 (Baseline) – Q3, 2016 

 
Source: MoH, DHIS2, 2016 

                                                           
21  https://www.guttmacher.org/report/unsafe-abortion-zambia 
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Client satisfaction 

 
Evaluation question: How is the programme affecting levels of client satisfaction? 

Client satisfaction with RMNCH&N services was assessed by conducting exit interviews with clients of 
selected health facilities immediately after they had received any of these services. Questions were 
based on the LQAS questionnaire and were formulated to closely match the LQAS to the extent 
possible. This would enable comparison between satisfaction with services before the start and mid-
way through the MDGi programme.  The methodology and its limitations are described in detail in 
the Methodology Annex  

 
Satisfaction with delivery at a health facility and child health services 

Figure 11: Client satisfaction with delivery services –   mothers of infants <5 months (n=22) 

The evaluation compared satisfaction 
with delivery services, as measured by 
the LQAS, with satisfaction with 
“treatment by the provider”, as 
measured during the exit interviews 
with 22 clients who had just delivered in 
the health facility (out of 125 clients 
interviewed). As illustrated in the graph 
below, the numbers are small, but the 
level of satisfaction is very high: 95% as 
compared to 66% in the LQAS, which is 

promising (as the target does don distinguish between satisfied and very satisfied, these two answers 
have been merged). The numbers necessary to have more reliable information will have to come 
from the end-line LQAS. 
 

Figure 12: Satisfaction with service received, mothers of children <5 years (N=30) 

The evaluation also compared levels of 
satisfaction with services for a sick 
child, as measured by the LQAS in 
2014, with the degree of satisfaction 
with “treatment by the provider”, as 
measured during exit interviews with 
30 clients who had come with a sick 
child to the health facility (out of 125 
clients interviewed). Again, the 
numbers are small, but the satisfaction 

is very high, on average 90%, as compared to 34% in Lusaka in the LQAS (LQAS data for Copperbelt 
were not available). Again, this is promising, but needs to be confirmed by the end-line  LQAS.   
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Figure 13: Waiting time  

  

 

As can be seen from the 
graph, 47% of interviewed 
clients were seen 
immediately after arrival 
at the health facility, 66% 
within 30 minutes, 87% 

within one hour and 11% had to wait more than one hour. We asked clients that were seen 
immediately, whether this was due to the facility being efficient or because it was not busy. This 
question was answered 32 times and 13 clients answered that it was not busy, while 19 said the 
facility was run efficiently. 

Of all interviewed clients 76% was satisfied or very satisfied about the waiting time, while 19% was 
not satisfied. As is to be expected the rate of satisfaction is going down with the amount of time 
clients had to wait. The turning point for an acceptable waiting time seems to be around 1 hour.  

Figure 14: Satisfaction with waiting time at facility (n=74) 
Enumerators made use of the 
possibility to enter comments 
on the form. From those it 
appeared that 3 of the 5 
clients who were dissatisfied 
with waiting less than 30 
minutes were actually 
dissatisfied with the attitude 
of the health worker, and not 
specifically with the time they 
had to wait. 

When looking at specific 
facilities 7 out of 14 clients who had to wait between 1 and 4 hours were seen at Kafubu Block in 
Luanshya, where it was very busy during the morning hours. In Kafue hospital 9 out of 10 patients 
were seen immediately, although the team visited the hospital on a Monday morning. In Kitwe 
hospital, Mokambo HC and Mukuba HC all patients but one were seen immediately, but the team 
visited those facilities in the afternoon. These findings confirm that one should visit a health facility 
in the afternoon, if one does not want to wait. 

Comparison with the LQAS: specific data on satisfaction with waiting time was only available for ANC 
and for sick children 0-5 months in the LQAS report. While the majority in the LQAS was also satisfied 
with the waiting time, LQAS data show much less clients being very satisfied than in our interviews.  

 
Figure 15: 
Satisfaction with 
treatment by 
provider 

Of all 125 
interviewed 
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clients 95% were (very) satisfied with the treatment by the provider, meaning that they were 
satisfied with the attitude and behaviour of the provider . 87% was (very) satisfied with the time 
spent by the provider to see them.  

Figure 16: Perceived quality of service 

 

What makes good quality services? 

Of the 125 interviewed clients 58% is (very) satisfied with the quality of services. This is the lowest 
percentage recorded for any of the questions about satisfaction. Only in Kansuswa and the Railway 
clinic all clients except one were very satisfied. For all the other health facilities the satisfaction with 
quality of services was very diverse, with women who received the same service on the same day 
rating it from very satisfied to very dissatisfied.  

The most frequently given answers to the question what makes good quality services for you were: 
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Of the 125 interviewed clients 114 had visited the facility before during the last three years. They 
were asked how they would rate the quality issues that they had mentioned earlier now as compared 
to about three years ago.  

Across all quality issues clients mentioned 228 times that quality had become better, 64 times that 
it had stayed the same and 22 times that it had become worse. Because the question of what makes 
good quality was allowing free answers it is difficult to link the ‘better’ or ‘worse’ answers to specific 
quality issues.  

Overall assessment of client satisfaction  

Of all 125 interviewed clients a large majority is satisfied or very satisfied about the waiting time. The 
turning point for an acceptable waiting time seems to be around 1 hour. The cut-off point between 
being satisfied and dissatisfied with the amount of time to reach the facility lies also around 1 hour.  

Nine out of 10 clients are (very) satisfied with the attitude of the staff and find them kind and 
welcoming. Adolescents are also (very) satisfied. In the light that clients find a kind and welcoming 
attitude of staff the most important aspect of good quality, this is a very positive finding. Availability 
of medicines, also considered an important aspect of quality by the clients, does not pose a problem. 
However, lack of privacy is an issue, which needs to be addressed; cleanliness can still be improved 
and operating hours could be extended. Overall quality was seen as having substantially improved 
over the past three years.  

Female clients being seen by male providers is no longer perceived as problematic by women 
themselves. One fourth of clients said that they needed “permission” to come to the facility, mostly 
from their husbands, but the meaning of the word permission might not have been unequivocal, 
warranting further study.  

 

The WASH programme 

The MDGi-designed WASH pilot package was implemented in 4 out of the 55 health facilities (now 
reduced to 54) in 2015. These were provided with chlorine dosing pumps, incinerators and cleaning 
supplies and staff were trained in their use. Standard operating procedures and training manuals 
were developed and it was decided that, given their expertise in procurement, UNICEF would 
procure the remaining WASH-related equipment. It was also decided that WASH-related construction 
works would be implemented as a single package by one contractor along with other infrastructure/ 
refurbishment works in the targeted health facilities. In 2016, 27 further facilities were equipped 
with Chlorine Production Units and work in the remaining 23 facilities is due to be finalised in January 
2017. Personal protective equipment and small supplies including cleaning tools and disinfectants 
have also been delivered to health facilities. 
 

A clean and reliable water supply is an important component of the MDGi WASH package and work 
to achieve this is being carried out at the remaining 50 health facilities (the four pilot facilities having 
already benefitted). Work is well advanced in all but six problem facilities but it should be completed 
by the end of March 2017. This includes new boreholes and pumps and the installation of overhead 
stands and tanks. In a move to chlorinate the water in health facilities’ storage tanks, 25 electric 
dosers have been delivered out of which 15 have already been installed. Installation will be 
completed at the remaining 10 facilities as soon as other water supply activity has been completed. 
Installation of non-electric dosers at other sites is scheduled for completion in January 2017. 

Apart from this work, the National Infection Prevention and Control Guidelines were reviewed during 
2016 and between June and August 2016 a total of 1,125 staff in the 54 health centres were trained 
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in infection prevention and control through WASH. At the time of writing, a second round of training 
is being organised for health facility staff. 

Quality improvement measures  

Performance review 
Towards the end of 2015 and at the beginning of 2016, quarterly meetings were organised by the 
DMOs at facility level to review performance for SMAGs, community based organisations (CBOs), and 
youth groups. This was followed by the development of a full set of tools covering the entire 
RMNCH&N continuum of care and then training of trainers at national and provincial levels. 
 
Full implementation of a first round of mentorship support to health care workers began at health 
facilities in five districts in Copperbelt and Lusaka province in the first quarter of 2016. By September, 
146 health care workers in the five districts had received mentoring and the programme is now being 
rolled-out to all MDGi districts. From the interviews carried out with both facility staff and CBVs, it 
seems that mentoring is highly appreciated by the persons who benefit from it. However, it is too 
early to assess whether repeated mentoring is yielding improved scores for individual staff as the 
mentoring dashboard only includes scores from the first round of mentoring. 
 
Maternal and Neonatal Death Surveillance and Response (MDSR)  

At the time of writing, all eleven districts have been oriented on MDSR and technical support is 
provided bi-annually to the two PHOs and annually at national level. The programme is providing 
support for the organisation of regular district MDSR meetings with the object of identifying action 
points with an identified person responsible. In addition, the programme is providing technical 
assistance through the funding of experts from the University Teaching Hospital to strengthen MDSR 
practice within the districts. Under the system which has been established, the DHO reviews all 
maternal and neonatal deaths and reports to the PHO and to national level. Following orientation, 
the district teams were required to orient facility staff.  
 
In the Quarter Three (July-September) 2016 Programme Up-Date Report to the Steering Committee 
(November 2016), the issue of the surveillance of maternal deaths is discussed. At that point in time, 
the system was by no means generalised but a certain number of conclusions were drawn by 
programme staff about causes of death, namely the frequent non-availability of blood for cases of 
post-partum haemorrhage and the absence of emergency triage for maternity cases, which 
sometimes results in life-threatening emergencies being treated without the degree of urgency they 
require. Because the system is not yet fully institutionalised, individual health facilities still have to 
learn how to integrate into practice the lessons they are learning from this new system. The 
evaluation team noted, however, that these findings about maternal deaths did elicit a rapid 
response from the MDGi Programme at national level, in the shape of a proposal to allocate USD 
362,500 for the development of blood bank hubs at district-level hospitals.  This included equipment, 
supplies and training and mentorship.  
 
Since the MDSR system is quite new, it will likely take a while before clear lessons can be identified 
and guidance issued (which would be the normal course of events). In order to assess to which extent 
the health facilities integrate lessons learned into regular practices, they could be requested to 
indicate in their subsequent MDSR reports which changes they implemented on the basis of lessons 
learned.  
 
Birth registration services at health facilities and communities 
Selected health facilities (22), with the support of MDGi Programme resources, started providing 
birth registration services, in collaboration with the Ministry of Home Affairs in February 2015. The 
initiative is bringing birth registration services closer to communities and reducing the long distances 
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parents otherwise would have to travel to access the service at a civic centre. In total, 81 health 
workers and community health volunteers were trained in registration procedures, of which 14 from 
the Copperbelt and 16 from Lusaka were government staff whilst there were 28 CBVs from the 
Copperbelt and 23 from Lusaka. In February and August 2015, birth registration promotion 
campaigns took place in the relevant communities, organised by the Department of Civil Registration 
and the health sector and led by CBVs. By October 2015, 16,000 births had been registered through 
this mechanism, of which two thirds in Lusaka (no statistics are reported in the 2016 Annual Report).  

Difficulties encountered 

1. According to oral information from three DHDs in the Copperbelt (during the validation 
workshop) a head count was recently done in several districts whereby, for example, the 
population in both Ndola and Kitwe were found to be double the number officially used by the 
CSO. The result is a substantial increase in the number of infants to be immunised and thus the 
denominator for the indicator thereby grossly overestimates the number of fully immunised 
children. Issues with the denominators can also be gleaned from the data in the 2016 annual 
programme report in relation to Penta 3 coverage, showing rates substantially over 100% for 5 
of the 11 districts (2016 Annual report, p. 31).  

2. At the national level, several activities related to revision of MNCH guidelines and protocols 
have been delayed, including guidelines on postnatal care home visiting, protocols for maternal 
and neonatal death reviews, and guidelines on pregnancy, child birth, postpartum and newborn 
care. These have been planned for 2017. 

3. One aspect which concerned the evaluation team, in light of the extremely large amounts of 
money disbursed for infrastructure and equipment, is the absence of investment by the 
programme in maintenance. Across the Zambian health system there is an acute lack of 
qualified maintenance personnel. Although some maintenance training activities are now 
apparently taking place, the shortage of qualified personnel, coupled with a lack of sufficient 
funding, is likely to persist for many years. This is apt to have a seriously detrimental effect on 
maintenance of the equipment supplied (including vehicles) in the medium term (if not in the 
short term) and the same is true of the buildings. This is an important issue in terms of the 
sustainability of the benefits brought by the programme.  

4. The evaluation team enquired about progress with the birth registration activity when visiting 
health facilities where birth registration was already implemented, interviewing both staff and 
CBVs, as well as during the MTE validation workshops. In some places registration activities 
seemed to be working well whilst in others, problems linked to the transfer of the documents to 
the Department of Civil Registration or long delays before receipt of the birth certificates exist. 
In addition, staff mentioned funding problems, disruption related to the realignment of the 
ministries and lack of human resources at the registration desk as contributing to the difficulties. 
The team concluded that if birth registration in health facilities is to succeed as an activity 
(recognizing that this was intentionally programmed on a small scale under the MDGi), it will 
need to be re-thought in both organisational and budgetary terms regardless of the source of 
funding and programmatic support. 
 

Box 5: Summary of ER2 findings 

1. This component has carried out a considerable amount of RMNCH training across the eleven target 

districts. Despite this, it is uncertain whether the programme will achieve the ambitious programme 

targets and goals for training in the available timescale. This is mainly due to the delayed 

implementation of key programme activities. It is likely that the MDGi programme will manage to 

implement the planned training, but if the programme stops immediately after completion of training 

without having enough time for continued mentoring and monitoring of activities, intended benefits 

might not be sustainable.  
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2. The infrastructure and equipment programme, despite initial difficulties with some of the contracts 

and with the supervision system, seems to be moving towards successful completion. There is no 

doubt that this work was highly necessary, however urgent attention needs to be paid to future 

maintenance arrangements. 

3. Strong efforts have been made at different levels to boost outreach activities including: training, 

improved planning procedures and additional resources. However, longer-term sustainability of these 

efforts is perhaps a concern insofar as funding for fuel and per diems as well as for vehicle 

maintenance could prove a problem after the end of the programme. (See also Section 2.5 

Sustainability). 

4. The WASH component appears to have realized much needed physical improvements in the areas of 

water, sanitation and infection control and has provided significant amounts of essential training for 

the majority of health facility staff. 

5. In terms of quality improvement, the introduction of systematic mentorship following training is highly 

appreciated both by the staff and by volunteers. The staff felt that it improved their performance and 

their ability to provide client-centred care while the volunteers gained knowledge and confidence and 

felt that it increased their status with the public. (See also under Section 2.3.5.1. Mentorship and 

Supervision).  

6. The systematic introduction of MDSR appears to be an important step in terms of quality 

improvement.  

7. Despite all the excellent inputs, none of the key RMNCH indicators have improved, except for client 

satisfaction. However, this could be due to serious problems related to the accuracy and completeness 

of HMIS data as indicated by the preliminary findings of the MDGi data quality audit. 

Expected Result 3 

Increased knowledge, demand for services and cultural, geographical access to MNCH care and 
services 
Achievement of ER3 rests on the use of information, dialogue and mechanisms designed to empower 
the population, especially people who are marginalised and vulnerable, as well as strengthening 
collective efficacy/actions. Communities will be empowered through knowledge sharing and dialogue 
with the service providers. This should enable them to take more responsibility for their own health 
and well-being and to seek solutions which fit their own context within a process of accountability. 
 

Box 6: Expected Result 3 and Planned Strategic Interventions  

The goal is increase knowledge and demand for services and cultural and geographical access to RMNCH&N 
care and services. 
 

 Expected outcome: Communities are empowered to identify their own development needs, assess the 
options and act on their own health and well-being by creating demand for quality services and adopting 
healthy and safe practices and social norms in a process of accountability. 

 Output 1: Capacity building of communities and health districts to create demand for quality services 

 Output 2: Adoption of safe and healthy behaviours and conducive social norms 

 Output 3: Establishment of social accountability mechanisms for dialogue with service providers, engaging 
communities and civil society organisations 

 
Planned strategic interventions 

1. Community planning, monitoring and evaluation through establishment of the community information 
boards  

2. Capacity building of community facilitators, community committees/councils/groups to trigger behavioural 
and social change  

3. Communication for behaviour and social change 



MDGi mid-term evaluation     Final report 

 
 P a g e  | 46 

4. Social mobilisation strategies to engage local leaders and community gate keepers e.g. village headmen; 
religious leaders 

5. Verification, certification and celebration of “Healthy Village” at the chiefdom level aided by the ward and 
district health and local government authorities  

6. Health facility based communication  
7. Adolescent participation through social media and other communication platforms e.g. youth friendly 

corners; U-reports  
8. Mass media campaigns to promote RMNCH&N knowledge and demand for services 
9. Setting up community radio and listeners’ groups for interactive outreach  
10. Community theatre interventions  
11. Community and civil society engagement with the health system at national and district levels 
12. Formation of the district health promotion teams (DPHTs) 

 

Following a programme review in May 2016, reorganisation of some activities under ER3 took place. 
Community health systems strengthening is now focused on revitalisation of neighbourhood health 
committees, the training of CBVs in selected technical areas and procurement of equipment and 
supplies designed to help CBVs carry out activities at all stages of the life cycle. It was also decided to 
invest in community sensitisation regarding safe water and sanitation in households and public 
places (see ER2).  

Achieved Inputs 

 
Expected Result 3: Community Engagement, Increased Knowledge, demand for services and 
cultural, geographical and financial access to RMNCH-N care and services in the 11 target district of 
Copperbelt and Lusaka provinces by 2017 
 

Table 11: Dashboard for ER3 

Indicator Province Target Status /AR2016 

Number of district staff oriented on use of the 
stakeholder mapping tools and using the tools 

Copperbelt + 
Lusaka 

11 10 

Number of districts with established District Health 
Promotion Teams (DHPT) 

Copperbelt + 
Lusaka 

11 11 

Number of quarterly planning and review meetings 
on C4D activities held by DHPT 

Copperbelt + 
Lusaka 

1 per quarter 99% 

Number of Gate Keepers reached with advocacy 
messages through the DHPTs and PHC officers 

Copperbelt + 
Lusaka 

2217 2006=90% 

Proportion of districts conducting HCC review 
meetings on C4D activities and submitting progress 
reports at facility level 

Copperbelt + 
Lusaka 

70% 100% 

Number of facilities holding Health Centre 
Committee review meetings 

Copperbelt + 
Lusaka 

223 182=82% 

Proportion of Neighbourhood Health Committees 

supporting22 RMNCH & N interventions in target 
districts  
 

Copperbelt + 
Lusaka 

50% 100% 
 
 
 
 
 

                                                           
22  Supporting RMNCH interventions includes: creating demand for services at facility level; delivering community based 

services; providing appropriate information to improve health at community level etc. 
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Indicator Province Target Status /AR2016 

Proportion of districts which conduct social 
mobilization using dialogue and coalition building 
such as drama , small group discussion, door to door 
and one on one to promote RMNCH-N sensitization 
programs 

Copperbelt + 
Lusaka 

60% 100% 

Number of established community information 
boards to display RMNCH-N services and HP 
messages in strategic public places 

Copperbelt + 
Lusaka 

1544 (1 per 
zone) 

21 functional 

Number of best performing NHC and communities 
identified and best practices documented 

Copperbelt + 
Lusaka 

1 per quarter Activity re-
programmed 

Number of radio series on RMNCH & N topics aired 
at National/Provincial/District radio stations 

Copperbelt + 
Lusaka 

48 series 63% 

Number of Radio Listener Groups (RLGs) established 
at health facility (HF) level 

Copperbelt + 
Lusaka 

4 per HF per 
year 

832 

 

XX On track– target achieved /significant progress made 
XX On track - target not yet achieved/some or good progress made 
XX Not on track – target will likely be not be achieved before May 2018/ little progress made 
 
Please refer to Annex 11 – Data for evidence on key indicators, for detailed information on indicators. 
 
Greater engagement of civil society in RMNCH&N activities 
During 2015, District Health Promotion Teams (DHPT) were set up in the eleven districts and the new 
members were introduced to their roles and responsibilities. Funding was made available to support 
quarterly meetings which bring together civil society organizations, NGOs, community-based 
organisations and government ministries. The teams plan and implement communications 
interventions in their districts.  
 
These teams played an active part in the revival of the DHPTs, whose role is to promote discussion of 
health and social issues within their local communities and in the context of a community action 
plan. Advocacy meetings were organised with chiefs and headmen to secure their cooperation in the 
process of social mobilisation in their communities. To assist with this task, various manuals and 
guidelines were developed and printed. According to programme records, in 2016, a total of 2006 
community leaders (or 90% of the planned target group of 2,217) were reached within the 
programme districts. The advocacy meetings were rated by the districts and provinces as being very 
successful in terms of the follow-up actions which they generated.  
 
During the evaluation mission, all the volunteers interviewed confirmed that there was now an active 
neighbourhood health committee in their area. Many neighbourhood health committees have 
organised health talks based on the needs of their communities, for example, on the importance of 
ANC. According to programme reports, monitoring visits in selected facilities have revealed that the 
CBVs’ skills in delivering health talks have improved significantly. Mostly, CBVs participate in the 
monthly NHC meetings which discuss progress and plan for the coming month. Many of the NHCs 
have now been trained in action planning and community action plans are being developed and 
implemented in all eleven districts with the support of the DHPT. The plans follow the MTEF format 
and are endorsed by the health centre committees and thereafter by district health promotion teams 
and the DMO and will feed into the broader district annual work plans for 2017. 

MDGi also trained 2,067 CBVs in Integrated Behaviour and Social Change Communication (IBSCC), 
bringing the total to 2,209, of which 779 in Masaiti alone. The contribution of MDGi was thus 94% of 
the total number trained. According to the MDGi training overview all health facility catchment zones 
have at least one CBV trained on IBSCC. 
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The effectiveness of volunteers 
Following the training of Neighbourhood Health Committees, the MDGi launched an exercise to 
establish a number of community volunteers in each health zone and determine their training 
requirements. The aim is to have at least one volunteer per zone trained in each of the core 
competencies (CIMCI/ICCM, SMAG, CBDs, CIYCF, OTP, caring for child development plus an 
adolescent health peer educator). In 2015-2016, 3,705 volunteers were trained in these core 
competencies in Copperbelt out of a total of 6,444 to be trained (57%) and in Lusaka province 2,226 
were trained out of a total of 5,257 (42%).  
 
The MTE team interviewed 15 groups of volunteers. They generally work both in the health facility 
and in the community, sometimes educating groups on different RMNCH&N topics (including cooking 
lessons), helping with ANC/PNC/under 5 and FP clinics or counselling individual patients or 
community members. They consider the MDGi training, and in particular the follow-up mentoring, 
very useful and are convincing more women to seek health care when needed and cook more diverse 
food for their infants. The selection of CBVs could have resulted in more positive findings than would 
have been the case had random sampling been used by the MTE team. That said, staff in health 
facilities confirmed that more women are seeking care. There is no way to check women’s actual 
cooking behaviour, but during the FGDs women showed to be very knowledgeable about healthy 
cooking for their infants. A detailed report on the CBV interviews is attached as Annex 9 and 10. 
 
Communications activities 
Considerable efforts have been deployed to carry out behaviour change and communication 
activities on a monthly basis in selected outreach sites. On the basis of the LQAS and a KAP survey, 
the programme developed health messages related to early ANC care, breastfeeding and nutrition 
for pregnant women and in the course of 2015, the ministry drew up a list of relevant IEC mass 
communication materials which were then printed and distributed in the first half of 2016. Six 
posters were produced on teenage pregnancies and four on early marriages plus a number of others 
on family planning, safer sex, GBV etc. Since then, every facility has adopted messages tailored to 
their poorest performing RMNCH&N indicators as identified during district and facility data review 
meetings. All the districts subsequently conducted community dialogue meetings.  
 
Considerable activity took place on the radio communications front. Four radio stations (Christian 
Voice, Zambia NBC 1 & 2 and Radio Icengelo) have been re-contracted by the programme and are 
continuing to broadcast RMNCH&N communications messages. Thirty-nine episodes of a 48-part 
radio programme have been adapted for use. This included 13 episodes on various aspects of 
nutrition (the 1,000 most critical days, maternal nutrition, exclusive breast-feeding and IYCF), a series 
on community engagement and the most recent series on “Safe motherhood in our community”. 
These are being broadcast in English and two local languages (Bemba, Nyanja) in both target 
provinces.  
 
Radio listening clubs have been promoted by the programme, and membership currently stands at 
10,860 people from 832 functional listening groups. The intention is to scale up to all the 1,544 zones 
during 2017. This approach is designed to mitigate the problems arising from lack of radio ownership, 
poor radio signals and power cuts. All the CBV groups were well aware of the radio programmes and 
many had heard several episodes. They thought highly of the content, found it informative and 
educative, and felt that the information carried more weight than their personal message. It is also 
planned to distribute more mini memory cards which can be inserted into a phone with the 
programmes recorded on them so that group listening can be organised at more convenient times. 
The MDGi programme has distributed 73 radios across the districts but there is still a high demand. 
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Meanwhile in some areas radio listening groups are using the pre-recorded programmes saved on 
their phones to reach mothers and the community at large. 
 
During the focus group discussions with community members (women, men and adolescents), as far 
as communication of health messages is concerned, by far the most frequent source of information 
mentioned by participants was health care workers, with community-based volunteers and peer 
educators as the next groups mentioned. The community members found information provided by 
health facility staff to have more helpful detail and to have more technical validity than contributions 
by parents or neighbours. They also mentioned drama groups as a potential source of information.  

Difficulties encountered 

1. The programme is facing major problems in the collection of timely and good quality data from 
the 1,544 health zones as a result of limited personnel and their capacity to undertake reporting 
and a lack of reporting forms. This sometimes results in a complete lack of data or, in other 
cases, in double counting. To mitigate this problem, the programme has now printed community 
registers which were distributed early in 2017.  

2. In terms of community engagement and sensitisation, there is a lack of equipment and supplies 
in some areas: megaphones, IEC materials, tool kits and uniforms in form of t-shirts and 
Chitenges and identity cards for volunteers. However the programme has now procured more of 
these items and they will be distributed early in 2017. Districts will start printing Identity cards 
for volunteers during the first quarter of 2017.  

3. One of the many approaches planned was mobilising communities through theatre as a means 
of community engagement using an experienced NGO. A call for proposals was launched, but no 
proposals were received. Therefore, funds will be reprogrammed for other mass communication 
activities.  

4. Funding was given to districts to set up community information boards and 48 out of 54 NHCs 
were briefed on their use. However, the success of these boards is questionable, as only 21 
were functional by the end of 2016. In the MTE validation workshop, many of the participants 
expressed the view that they serve little purpose.  

5. The funds earmarked for identification of best performing neighbourhood health committees 
and communities with a view to documenting best practices were only distributed in the last 
quarter of 2016 to allow more time for the committees to become well established.  

6. The staff of health facilities, who are relatively few especially in rural areas, have some 
difficulties finding the time for involvement in community health activities though the link with 
the health facility is very important and the health workers’ expertise is highly appreciated.  

7. During the MTE validation workshop an accountability issue related to the NHCs came up 
prominently. Participants agreed that the NHC should be independent and CBVs should not be a 
member of the NHC, in order to avoid a conflict of interest (at present most NHCs seem to be 
populated by CBVs only, which was confirmed in the group interviews with CBVs). The issue is 
that the NHC is supposed to guide the CBVs, while in most cases they guide themselves, as there 
are no other community members on the NHC. There might also be a conflict of interest with 
the health facility that is responsible for the CBVs, while at the same time the NHC (read CBVs) 
are responsible for guiding the health facility as to the community wishes. Rather, the NHC 
should consist of other community members. While the MTE team agrees with this, the team 
thinks it might be difficult to find potential members that are knowledgeable enough and 
motivated to form a strong committee. The NHC now functions mainly as a vehicle for CBVs to 
get together and discuss their work, which is valuable. If CBVs no longer formed part of the NHC, 
it would be necessary to ensure that they still meet together as an organized group.  
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8. Although paying attention to gender is usually implicitly taken as meaning that a programme 
takes care that the needs of women are specifically addressed, in the case of the MDGi we 
would argue that it is men that need specific attention, as the whole programme is about 
reproductive and maternal health, as well as child health (which is mostly the responsibility of 
women as well). But for many health care seeking-related decisions men play an important role. 
It is well-known that men usually also have an important voice in the choice on contraception. 
The MDGi programme does not specifically target adult men, but it does target adolescent boys 
with information on male circumcision, HIV/STIs, early marriage. Focusing both on adult men 
and adolescents to encourage greater support for their wives/girlfriends in the area of 
reproductive and child health could have additional value. 
 

The National Health Policy emphasises that “over 80% of the health conditions presented at health 

institutions in Zambia are communicable diseases related to poor environmental sanitation” and 

further points out that problems related to unsafe water supplies, poor sanitation and dumping of 

garbage are “a major source of public health problems and epidemics in Zambia”. It therefore seems 

likely that the steps taken by the programme to counter these problems, namely promotion of 

community involvement in improvement of health and sanitation, will be effective. The challenge will 

be to quantify the progress realised. HMIS data appears to have serious deficits and community data, 

for example on communicable diseases, seems to be less reliable or even totally absent. A new 

Integrated Community Register was developed and deployed in the first quarter of 2017. It is 

expected that this will contribute to an increase in the availability of coverage-based information on 

registered children in each zone.  

 

Box 7: Summary of ER3 findings  

1. This component appears to be particularly important in that it targets issues affecting the health of the 
community including: community action on environmental health issues, promoting accountability 
within communities for their own health, informing local communities about health issues and about 
locally available health services and resources.  

2. Considerable progress has been made on reviving or setting up Neighbourhood Health Committees, 
which now appear to be functional, though often made up mainly of CBVs. 

3. District Health Promotion Teams have been set up and Community Action Plans are being developed 
and implemented with their technical support.  

4. Advocacy meetings have been organised with chiefs and headmen in all 11 target districts to secure 
their cooperation in the process of social mobilisation. 

5. Very few community information boards have been established and have therefore added little value. 

6. The programme has supported the ministry in the reprinting and distribution of IEC materials including 
the adaptation of an impressive series of radio programmes devoted to RMNCH&N topics. These are 
also being produced on mini memory cards for use with the radio listening groups which have been 
established at community level. It appears that the radio listening groups are especially important in 
reaching women whose access to radio is otherwise very limited. 

7. CBVs are heavily involved in individual and group education of women on all RMNCH&N topics, both in 
the community and in the health facilities. 

8. Women’s knowledge of RMNCH subjects has increased, according to the CBVs interviewed and as 
mentioned by women themselves during the FGDs.  
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Expected Result 4 

Improve coverage and accessibility of adolescent and youth friendly services in the targeted 
districts  
Under ER4, which covers adolescent sexual and reproductive health services, the main interventions 
include a multichannel strategy to reach adolescents and young people with age-appropriate 
information on sexual and reproductive health, including male circumcision and HIV prevention and 
provide youth-friendly services. In the 11 districts, the MDGi programme works through the DHOs 
and with existing local organisations to create demand for SRH services targeting adolescents and in 
and out of school youth, using traditional media (radio, printed materials), innovative media (SMS, 
social media) and interactive communication (peer-education). The other main component is to 
create youth-friendly corners in health facilities and safe places in communities, where adolescents 
can go with their questions and receive SRH services. 

 

Box 8: Expected Result 4 and Planned Strategic Interventions  
The goal is to improve coverage and accessibility of adolescent and youth-friendly services in the targeted 
districts. 
 

 Expected outcome: An increased number of adolescent and youth friendly services are available for 
utilization by adolescents and youth in the 11 target districts 

 Output 1:Increased national and sub-national capacity to create enabling environments, plan, coordinate 
and monitor the implementation of an integrated ASRH programme 

 Output 2: Increased district capacity to create demand among adolescents for high impact sexual and 
reproductive health behaviour and services 

 Output 3:Increased district capacity to deliver high impact, integrated, and friendly sexual and reproductive 
health services to adolescents and youth. 

 
Planned strategic interventions 

1. Strengthening the coordination and evidence-based policy formulation 
2. Advocating for supportive social norms and policy for right-based access 
3. Build on relevant research  
4. Addressing gender roles and expectations 
5. Strengthening ASRH capacity at all levels of the health system 
6. Strengthening capacity of district teams and local organizations to increase demand  
7. Strengthening capacity of frontline healthcare workers including peer counsellors to provide quality, 

integrated, youth-friendly, facility-based services; 
8. Promoting dialogue on ASRH amongst community stakeholders  
9. Rolling out innovative approaches to deliver comprehensive sexuality education 
10. Economic empowerment of girls 
11. Scaling up the use of m-health approaches (mobile phone and social media) in ASRH 
12. Scaling up provision of adolescent friendly and integrated SRH services  
13. Documenting and disseminating best ASRH practices to increase visibility amongst governments, partners, 

stakeholders and civil society 
14. Create and disseminate guidance and tools on integrated ASRH 
15. Engage adolescents in ASRH activities and promote gender mainstreaming  

Achieved Inputs 

The table below illustrate that progress has been made against key indicators and some targets have 
already been met or exceeded, notably regarding the numbers of 1) DHOs and facility ASRH focal 
points trained; 2) ASRH community dialogue meetings held; 3) peer educators trained and mentored; 
and 4) u-reporters in the targeted districts. However, it is unclear whether the original target for peer 
education training (440) included both the peer educators trained directly by the implementing 
partners, and the peer educators “oriented” by these trained peer educators. If that is not the case, 
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the target and achievement presented here might not be comparable. The table also illustrates that a 
limited number of health workers trained in youth-friendly SRH services have been mentored so far, 
which could explain some of the prevailing issues with negative provider attitudes. There is 
unfortunately no information or data for a number of indicators, for example related to the use of 
services (HIV testing and contraceptives) and distribution of condoms. It will be important to access 
this data (to the extent available) to monitor these indicators during the remaining implementation 
period.  
 

Table 12: Dashboard for ER4  

Indicator Province Baseline Target Status 
/AR2016 

ER 4.1: Proportion of adolescents (15-19 
years) girls and boys who tested for HIV in 
past 12 months and know their status 

Copperbelt + 
Lusaka 

24% 50% n.a. 

ER4.4: Proportion of adolescent girls (15-19 
years) in need of contraception who 
accessed a modern contraceptive methods 

Copperbelt + 
Lusaka 

40% (15-
24yrs) 

50% n.a. 

ER4.5: Proportion of adolescent girls (15-19 
years) among total pregnant women 
registered at health facilities 

Copperbelt  12.5% (M&E) 
7% (HMIS) 

Baseline 
minus 30% 

5%  

Lusaka 17.4% (M&E) 
7% (HMIS) 

Baseline 
minus 30% 

n.a. 

National ADH strategy approved Copperbelt + 
Lusaka 

0 1 0 

Adolescent health programme data 
aggregation format developed and 
disseminated 

Copperbelt + 
Lusaka 

0 3 
aggregation 
tools 

n.a. 

Number of monitoring visits by National 
Adolescent health focal persons to Districts 

Copperbelt + 
Lusaka 

0 12 8 = 67% 

Number of adolescent Health district TWG 
stakeholders meeting held 

Copperbelt + 
Lusaka 

0 88 42 = 48% 

Number of DHO and facility ASRH focal point 
persons trained in Adolescent SRH/HIV 
programme 

Copperbelt + 
Lusaka 

0 77 147 = 191% 

Number of ASRH dialogue meetings with 
community members held 

Copperbelt + 
Lusaka 

0 88 89 = 101% 

Number of health talks conducted by HCWs Copperbelt + 
Lusaka 

0 36 n.a. 

Number of focal point person and peer 
educators oriented in ASRH data collection 
and reporting 

Copperbelt + 
Lusaka 

0 77 n.a. 

 

 

Number of health care workers mentored Copperbelt + 
Lusaka 

0 77 11 = 14% 
(dashboard 
sep/16) 
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Indicator Province Baseline Target Status 
/AR2016 

Number of new youth friendly centers 
operationalized 

Copperbelt + 
Lusaka 

0 55 At least 23 = 
42% 

Number of peer educators trained and 
mentored 

Copperbelt + 
Lusaka 

0 440 1,392 = 316% 

Number of centers which received SBBC 
materials 

Copperbelt + 
Lusaka 

0 197 n.a. 

Number of condoms distributed by peer 
educators 

Copperbelt + 
Lusaka 

0 4,000,000 n.a. 

Number of u-reporters in the targeted 
districts 

Copperbelt + 
Lusaka 

58,560 100,000 77,369 (15-24 
years) 

 

XX On track– target achieved /significant progress made 
XX On track - target not yet achieved/some progress made 
XX Not on track – target will likely be not be achieved before May 2018/ little progress made 
 
Please refer to Annex 11 – Data for evidence on key indicators, for detailed information on indicators. 
 
Advocacy, Policy Dialogue, Planning and Coordination  
The launching of this activity was delayed because of the complexity of establishing the agreement 
between UNICEF and UNFPA and the time required to sign contracts with MSZ and PPAZ. 
Implementation finally started in February 2016. The recent changes in government structures also 
had an effect on the start of the activity. However the MDGi Programme gave financial and technical 
support to the revision of the national adolescent health strategy and to the national adolescent 
health technical working group for the development of adolescent health reporting tools and terms 
of references for the district adolescent health technical working groups and for district and facility 
level adolescent health focal points. Meanwhile, adolescent health technical working groups have 
been set up successfully in all eleven districts and meet bi-monthly. Districts and other stakeholders 
working with adolescents are now reporting data on a quarterly basis through the district adolescent 
health TWG structures. 
 
Improving adolescents’ comprehensive knowledge, skills and attitudes on SRH 
Throughout 2016, districts monitored the implementation of comprehensive sexual education in 
schools through the TWG coordination structures. The peer education manual was revised to focus 
on SRH and HIV. The programme updated and then printed and distributed throughout the eleven 
target districts 500 copies of ASRH Standards and Guidelines for HCWs. A national dissemination 
meeting was held in October 2015 to sensitise the provincial and district managers about adolescent-
friendly standards and guidelines. Follow-up training and mentorship was planned in both provinces 
with support from UNFPA. However, the mentoring dashboard includes only 10 staff mentored on 
adolescent health once, all in Ndola. 
  
In terms of capacity building, in September 2016, UNFPA was responsible for organizing a 12-day 
session of training of trainers in relation to comprehensive sexual education for young people who 
are not in school. There were 52 participants from various backgrounds including adolescent focal 
points from all MDGi districts, from MSZ and PPAZ, from various youth organisations and from 
various line ministries.  
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Figure 17: Training undertaken in 2015 

A substantial amount of 
additional training in this field 
has also been undertaken. In 
2015 the MDGi Programme 
trained 135 teachers in the 
Copperbelt while UNESCO had 
already trained 365 teachers in 
Lusaka province. A further 28 
focal persons, 143 HCWs and 
140 other stakeholders were 
also trained.  
 

 

 

Figure 18: Training NGOs in 2016 

In 2016, through the NGO contractual partners PPAZ 
and MSZ, training (including refresher training) on 
youth-friendly SRH was organised for 1,224 health care 
workers23 and 1,392 peer educators, 245 of which were 
trained directly by the NGOs, the remainder were 
oriented by their trained peers.  
 

According to the training overview (received by the 
team on 24 February 2017) MDGi trained 384 health 
care workers on Adolescent Sexual and Reproductive 
Health (ASRH), bringing the total to 486, 118 of which in 
Ndola alone. The contribution of MDGi was thus 79% of 
the total number trained. The proportion of facilities 
with at least one staff trained on ASRH now ranges from 
6% in Rufunsa to 100% in Ndola, Mufulira, Kitwe, 
Lusaka, Chilanga and Kafue.  

 
Contracting of NGOs 
PPAZ and MSZ were contracted to work on strengthening the capacity of the 11 DHOs and 55 target 
MDGi health centres to deliver ASRH and HIV services in Lusaka and Copperbelt provinces 
respectively. Their role was to implement the adolescent health HIV and SRH minimum package, 
developed out of the national adolescent health strategic plan. 
 
MSZ and PPAZ have been working in the youth-friendly corners of health facilities, some of which are 
not ideally suited to this function and which, in many cases, were not working well. The NGOs have 
been bringing life to these facilities. They have also organised ToT training and mentoring of peer 
educators. Peer educators informed the evaluation team that orientation by their trained peers 
(cascade training) did not make them feel sufficiently confident and knowledgeable.  
 

                                                           
23  Information on 1224 HCWs trained on ASRH from Rick Olson, commenting on the previous version of the report. But in 

the training overview dated Feb 2017 the number is 384. 
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During interviews with adolescents (in the FGDs) it appeared that not all health care workers have a 
positive attitude towards adolescents coming to seek advice on or services for SRH issues. Therefore, 
training only one staff per facility as focal point on ASRH issues might not be sufficient. Further, it is 
important to simultaneously engage local leaders and parents to promote positive attitudes towards 
adolescents and their needs and rights to access SRHR services, thereby creating an overall enabling 
environment for youth-friendly SRH service provision. This would be in line with the originally 
planned strategic interventions: “Promoting dialogue on ASRH amongst community stakeholders” 
and “advocating for supportive social norms and policy for right-based access”. 
 
NGOs were funded by MDGi to support the districts to collect data on adolescents’ and young adults’ 
(10-14, 15-19, 20-24) utilization of family planning, HIV testing, HIV treatment, ART, STI and ANC 
services, based on tools developed by MoH and UNICEF. Both NGOs directly supported health facility 
staff on the first round of data collection and then provided feedback to MoH and UNICEF, which 
lead to the tools being revised. Since accurate information on this area of health is currently difficult 
to obtain, the evaluation team felt that this activity is extremely important. Both validation 
workshops confirmed the necessity, in line with the description of action of the MDGi programme, to 
include more adolescent health indicators in the HMIS. 
 
 The two organisations appear to have made a very good start, ensuring advocacy on behalf of ASRH, 
participating in health task forces and setting up technical working groups.  
 
There is little evidence that condom use has increased amongst young people and the rate of 
teenage pregnancy continues to be unacceptably high. However, efforts are being made to increase 
condom usage through the “Condomize” campaign. In August 2016 a training of trainers session was 
organized by UNFPA to teach the skills required in the management of this campaign. The 46 
participants included staff of the national health promotion unit, health promotion officers from the 
two provincial offices and from all eleven districts as well as district focal points for adolescent health 
and representatives of MSZ and PPAZ. The workshop provided an opportunity to pre-test the 
“Condomize” training manual and each district developed a costed action plan. It is planned that 
UNFPA will support a number of “Condomize” campaigns during 2017.  

As noted earlier, IEC materials have been developed to combat teenage pregnancies and early 
marriage. This is important since, according to the ZDHS, on average, two out of five girls will be 
married before their 18th birthday and usually get pregnant soon thereafter. The programme is 
planning interventions both in schools and in the community designed to empower girls.  

Statistics on the percentage of pregnant adolescents <18 years over the total number of pregnant 
women that come for a first ANC visit (taken from the Scorecard for Copperbelt and Lusaka Q1, 2015 
to Q2, 2016) clearly show that the percentage of pregnant adolescents in the MDGi districts has 
decreased over time, while that in the non-MDGi districts did not or only to a lesser degree. The 
percentage in all MDGi districts is 5 or less, while in all non-MDGi districts this percentage is >5. The 
data for Lusaka are incomplete, but a comparison between Q1 2015 and Q2 2016 shows no change in 
the MDGi districts. Whether the percentage of pregnant girls is indeed decreasing in MDGi districts 
can only be confirmed, when more complete data is available (8 quarters).  
 
The high up-take of the HIV Testing and Counselling (HTC) service is perceived as a useful gateway to 
promote other adolescent SRH and HIV services through improved integration. The programme is 
also looking at the possibility of using an SMS system for real-time monitoring of adolescent use of 
HIV & SRH services and in this context, hired a consultant to develop a package of key messages on 
sexual and reproductive health for the U-report platform. 
 
The role of peer educators 
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The interviews conducted by the evaluation team showed clearly the important role played by peer 
educators. It was however noted that, following an MoH directive, the adolescent target group has 
been widened from age 15-19 to 10-24. As a result, some of the peer educators are somewhat older 
and it has become necessary to use different approaches in the work for different age groups. The 
peer educators regularly organise educational events at church meetings, schools, sport fields, 
markets and in the community. They mobilise youngsters through drumming, singing and dancing. 
When a crowd has gathered they use drama, sketches and poetry, which they produce themselves, 
to get the educational messages across. In addition, they take questions and discuss the issues raised. 
Usually there are boys as well as girls in the audience, which - according to them - presents no 
problem. Often older people, in some cases the parents of the youngsters, also attend. The peer 
educators also conduct counselling in the youth friendly corners of those health facilities that have 
them, on prevention of pregnancy and HIV/STIs, on male circumcision and on family planning. See 
Annex 9 on the Work of Volunteers for more detailed information. 
 
Gender 
In parallel, UNFPA is supporting so-called “safe spaces” within communities. These are places where 
women and girls can feel welcome and engaged. They themselves organise both structured activities 
and provision of information and services (including events relating to SRH), whilst also allowing time 
for socialising. Activities and approaches are planned to be both culturally and age appropriate.  
The MDGi programme reprinted and distributed a score of gender sensitive posters about early 
marriage and teen pregnancy, addressing both boys and girls. Please also refer to section on male 
involvement under Difficulties Encountered, ER3. 

Use of services by adolescents 

The graphs below illustrates the use of key SRH services by young adolescents (10-14) and youth (15-
26) in. The data was provided by MSZ, however, the data source or exact period was not clear and 
the evaluation team has asked for (but has not yet received) this information. From the graphs 
below, it is clear that the most used service by adolescents were HIV testing and male circumcision. 
Also, family planning services (current and new users) were mainly used by youth age 20 -26. 
 

Figure 19: Use of SRH services by adolescents 
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Figure 20: Services requested by different age groups 

 
 

Box 9: Summary of ER4 findings  

1. MSZ and PPAZ appear to have been working actively and effectively with health facilities, schools and with 
the community, and the ER4 is on track for the most activities. However due to a late start, it will be 
challenging to complete activities within the contracted period.  

2. With the support of UNFPA, efforts have been made to sensitise the provincial and district managers about 
adolescent-friendly standards and guidelines. 

3. The programme has undertaken a substantial amount of additional training on comprehensive sexual 
education for young people.  

4. Peer educators are playing an important role in making adolescents more aware of SRH issues and 
enhancing their knowledge. There is also anecdotal evidence of behaviour change. Their effectiveness 
could be further improved if all of them would be directly trained by the two NGOs. 

5. Based on key informant interviews, it was evident that the designation and training of one person in the 
provision of “youth-friendly” services is not an effective strategy particularly if the other health workers 
have a negative attitude to young people seeking SRH advice and services.  

6. There is a lack of integration of adolescent sexual and reproductive health in the DHIS2 data base; existing 
data is both inadequate and unreliable. 

7. The extensive attention for adolescents SRH is justified and efforts could be expanded.  

 

Expected Result 5 

The capacity for planning, implementation and co-ordination of MCDMCH, MoH and other 
stakeholders at district, provincial and national level is improved 
ER 5 is a cross-cutting ER which aims to strengthen the health system of Zambia through a number of 
strategic interventions including the development of management capacities of government at 
provincial and national levels, strengthening the capacities of District Health Management Teams 
strengthening health facility staff performance through an incremental quality improvement 
collaborative approach which will include clinical mentorship and supervision, and strengthening the 
health management information system (HMIS). 
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Box 10: Expected Result 5, Proposed Outputs and Planned Strategic Interventions  

The goal is to improve the capacity for planning, implementation, and coordination of MCDMCH, MoH and 
other stakeholders at national, provincial and district level. 
 

 Sub-goals are (a) Coordination and cooperation at various levels : inter-ministerial (MCDMCH-MoH); inter-
departmental (MCH, CD, SW); intersectoral (health, water & sanitation, education, agriculture), Cooperating 
(b) Quality data use for RMNCH&N decision making & action planning. 

 Outcome 1: MCDMCH/PHOs have strengthened capacity for: leadership & decision making, planning & 
budgeting& monitoring & evaluation 

 Outcome 2: District Health Management Teams have strengthened capacity for: planning & budgeting, 
performance management & quality improvement, supervision & mentorship 

 Outcome 3: Health facilities/communities have strengthened capacity for: the management of service 
delivery management, quality improvement and empowerment, knowledge & practice. 

 
Planned strategic interventions 

 
1. MCDMCH/PHOs Capacity Development through 5 step process: Stakeholder engagement; Situation 

assessment and vision/mandate definition; Policies and Strategies formulation; Planning, budgeting, 
management, and implementation; Monitoring & Evaluation. 

2. District Health Management Team Capacity Development through 4 step DIVA approach: Diagnose, 
Intervene, Verify and Adjust to build District managerial capacity to address performance issues throughout 
planning cycle. Incremental implementation strategy: 5 districts (Year 1); 6 districts (Year 2). Total all 11 
MDGi Districts. 

3. Strengthen health facility staff performance through 4 step Improvement Collaborative approach: Act, Plan, 
Do, and Study to develop and test solutions for RMNCH&N quality improvement through incremental 
implementation strategy: target health facilities in 5 districts (Year 1); target health facilities in 6 districts 
(Year 2). Total all target health facilities. 

4. Institutional Coordination for RMNCH&N convergence, integration, and efficiency. 
5. Strengthen Health Information Management System through the PRISM Model: Performance of Routine 

Information System Management to clarify HIS governance and enhance HIS technical infrastructure. 

 

Achieved Inputs ER5 

As the table below illustrates, very little progress had been made against key indicators at the time of 
the MTE, with a few exceptions. The reasons for this delay and the prospects for achieving the 
targets before the end of the programme are discussed in the following. 
 

Table 13: Dashboard ER5 

Indicator Province Baseline Target Status /AR2016 

ER 5.1 Proportion of Districts with work plans 
that include RMNCH&N scorecard benchmark 
indicators 

Copperbelt + 
Lusaka 

0 11 0% 

ER 5.2 Proportion of districts and provinces 
conducting quarterly performance reviews 
using RMNCH & N scorecard 

Copperbelt + 
Lusaka 

0 11 100% 

ER 5.3 Proportion of districts using automated 
scorecard from DHIS2 

Copperbelt + 
Lusaka 

0 11 0% 

Proportion of districts using revised MTEF 
planning guidelines, tools and handouts  

Copperbelt + 
Lusaka 

0 9 0% 
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Indicator Province Baseline Target Status /AR2016 

Proportion of districts conducting RMNCH&N 
mentorship on a quarterly basis 

Copperbelt + 
Lusaka 

0 9 5=55% 

Proportion of districts conducting equity 
based integrated outreach quarterly  

Copperbelt + 
Lusaka 

0 8 7=88% 

Proportion of districts with district work plans 
informed by RMNCH&N Service quality 
assessment dashboard results 

Copperbelt + 
Lusaka 

0 9 n.a. 

Number of HFs to be assessed for HMIS Copperbelt + 
Lusaka 

0  197 n.a. 

Number of district, facility and community 
level health workers trained on access and 
utilization of DHIS2 for reporting. 

Copperbelt + 
Lusaka 

0 788 n.a. 

RMNCH scorecard developed and used at 
national provincial and district levels. 

Copperbelt + 
Lusaka 

0 RMNCH score 
card 

100% 

Number of quarterly review meetings 
incorporating data quality reviews 

Copperbelt + 
Lusaka 

0 4 
 

100% 

Data validation rules, quality checks and logics 
are incorporated into DHIS2. 

Copperbelt + 
Lusaka 

0 Module 
developed 
 

0% 

Module for routine monitoring of data quality, 
timeliness of feedback and monitoring 
progress on data quality improvement plans 
for digital DQAs developed      

Copperbelt + 
Lusaka 

0 Module 
developed 
 

0% 

Number of key M&E and ICT officers trained 
in DHIS2 backend maintenance 

Copperbelt + 
Lusaka 

0 No target 0% 

Hardware procured and districts equipped 
with minimum hardware for internet 
connectivity and laptop computers for DHIS2 
reporting and data use. 

Copperbelt + 
Lusaka 

0 197 
laptops/data 
bundles 
and related 
hard ware 

0% 

Number of health facilities utilizing mobile 
DQA applications 

Copperbelt + 
Lusaka 

0 197 
 

0% 

Number of health facilities with functional 
SMS reminder system for ANC/PNC clients 

Copperbelt + 
Lusaka 

0 197 
 

0% 

 

XX On track– target achieved /significant progress made 
XX On track - target not yet achieved/some progress made 
XX Not on track – target will likely be not be achieved before May 2018/limited progress 
 
Please refer to Annex 11 – Data for evidence on key indicators, for detailed information on indicators. 
 
Institutional Capacity Development (ICD) 
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The MDGi management team focuses on provision of technical assistance to strengthen regular 
processes of the GRZ at national, provincial and district levels rather than contracting an outside firm 
under this ER area. A series of activities targeting planning, quality assurance/ improvement, 
mentorship, and programme data monitoring were supported over a two-year period in full 
alignment with the Government systems and processes. 
  
ICD interventions included revision of planning handbooks as well as MTEF planning support. The 
final validation meeting for the revised planning handbooks is planned to take place during Q1 of 
2017. 
 
Mentorship and supervision  
Following the development of a full set of mentorship tools covering the entire RMNCH&N 
continuum of care, training of trainers sessions were held in the early part of 2016. Under the 
programme, internal systems for mentorship have been set up which appear to be highly successful 
in reinforcing training, improving standards of professional practice amongst health staff and 
boosting the sense of identity and the level of confidence of CBVs. Full implementation started in five 
districts in Q3, 2016 and involved 146 health care workers, who were mentored for the first time. 
Mentorship is now being provided on a regular, although still relatively small-scale, basis in both 
health facilities and communities. Specifically, mentoring has been provided in relation to: in and 
outpatient care for SAM, Essential Newborn Care (ENC) and FANC, PNC, LARC and FP, community 
based newborn care (CBNBC), quality PNC, SMS reminders, community-based FP and EmONC, 
comprehensive sexuality education in schools (including life skills education and empowerment) and 
national adolescent friendly standards and guidelines. It is now planned to extend the scheme to the 
remaining districts and to other clinical areas in Q1, 2017. 
 
The programme has been conducting joint monitoring-for-action visits with Government staff at 
national, provincial and district levels on a quarterly basis. The joint monitoring visits facilitate 
decision making and initiation of corrective actions on site. The visits were also combined with 
mentoring health workers in specific technical areas. Districts also received guidance on UNICEF 
financial procedures during these visits since this had been identified as one of the delays for timely 
accounting. The evaluation team noted that data audits conducted in selected facilities during the 
monitoring-for-action visits highlighted the fact that most sampled data was inadequate and 
inconsistent due to the incomplete nature of the data in the registers. 
 

District and facility capacity development 
The ministry provided technical support through the MTEF process for a situation analysis and 
development of the 2016 provincial and district work plans, identifying within the MTEF framework 
the main activities to be supported from MDGi funds. Thus integration within government systems is 
being mainstreamed and only capacity building will form part of a stand-alone MDGi plan. 
 
Quality Improvement 

During 2016, service quality assessment tools for RMNCH&N were developed and training on quality 
improvement was carried out by national and provincial teams in all eleven districts. MDGi trained 
103 health staff, almost all of them in Copperbelt, as other partner(s) had already trained a 
substantial number in Lusaka province. This brought the total number of staff trained in quality 
improvement to 162. The contribution of the MDGi to the total was thus 64%. The proportion of 
health facilities having at least one staff trained on quality improvement is very variable though, 
ranging from 0% in Mufulira to 91% in Ndola. The setting up of quality improvement teams has 
started and eight MDGi districts have begun conducting monthly quality assurance assessments in 
selected functional areas. This system will be extended in 2017 with the support of coaching visits by 
national experts. 
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Strengthening of the Health Management Information System (HMIS) 
Please refer to section 2.2.7 for general issues regarding the HMIS strengthening. Following a 
protracted tendering and contracting process, HMIS strengthening activities started in June 2016. 
There was initially a period of consultation to draft a consolidated work plan and M&E matrix which 
were approved rapidly by the Permanent Secretary. Thereafter an HMIS assessment report was 
produced and circulated widely.  
 
At the present time, AKROS appears to be well on track with its deliverables. AKROS is working 
closely with the M&E department of the ministry and meetings are also taking place with other 
external partners (for example with the USAID funded Systems for Better Health Project which has 
multiple partners) who are also working on various aspects of the HMIS. These meetings are chaired 
by the ministry and this level coordination helps avoid duplication of efforts. At the present time, 
great effort is being devoted to data cleaning and consolidation of the various components of the 
HMIS which currently do not all interlink. A good deal of work is also taking place on the 
development of the main indicators which will figure into the dashboard. Data access policy 
guidelines and a user policy have been drawn up with inputs from other ministries and external 
partners. These activities are complemented by extensive training in data input. 
 
Implementation of the M&E Framework 
The MDGi team has set up detailed systems to regularly monitor progress on all indicators related to 
the programme, including for inputs, outputs and outcomes. These are reported in the annual 
reports and discussed in the meetings of the TWG and Steering Committee. Some higher level 
indicators can only be monitored through the endline LQAS survey and the next ZDHS. 
 
The team has set up dashboards to monitor mentorship, for example, in which individual progress on 
knowledge and skills pertaining to quality of services can be followed. Similarly scorecards for quality 
assessment have been developed to follow progress on the quality Improvement component of the 
programme. 
 
All eleven districts conducted performance review meetings on a quarterly basis throughout 2016 
and produced an action plan to address the main problems identified. These meetings were 
conducted using the RMNCH&N Scorecard, which greatly facilitates the discussion of performance. It 
became clear that it was important to conduct facility level “pre-data reviews” (involving also 
community volunteers) prior to the district review, in order to get full benefit from the exercise.  
 
If the MDGi programme were to be extended by one year (May 2019) to accommodate the delay in 
implementation, the endline survey and the ex-post evaluation should also be postponed by one 
year. This would have the advantage that it will be more feasible to assess whether the benefits of 
the MDGi programme have indeed been sustained after the technical assistance ends in Dec 2017. 
Another potential advantage is that the preliminary findings of the next ZDHS should be available to 
the ex-post evaluation team which would enable them to better compare baseline, mid-term and 
final programme results.  
 

Difficulties encountered 

1. AKROS appears to be extremely active and is working in a coherent and organised way. However, 
as illustrated in table 12 above, this component, due to the very late start, is likely to have 
difficulties completing their deliverables within the original timeframe and serious consideration 
should therefore be given to extending the time period for delivery.  
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2. MDGi conducted an excellent survey (LQAS) to set baseline values and targets for key RMNCH&N 

indicators and now uses HMIS data to monitor indicators. Survey data are usually considered 
more reliable than HMIS data, as there are often problems with the denominators in the HMIS, 
which are based on extrapolations of the census data. In Zambia the last census was done in 
2010. Demographic data based on recently done head counts in several districts differ 
substantially from those officially used by the CSO. This has consequences for the denominators 
for all RMNCH indicators, as the number of pregnant women, infants, under-5s are all estimated 
based on the total population and the fertility rate. If the real population is much higher than the 
one estimated by the CSO – as is the case for Ndola and Kitwe for example - the percentage of 
clients reached with any particular service will be overestimated. Moreover, fertility rates used in 
the HMIS are not district-specific (let alone correct at facility or community level), causing 
additional errors in denominators. On the other hand, there seems to be also numerator 
problems, caused by incomplete data entry of services provided by the health facilities. (see also 
Section 2.2.3, Difficulties) 

 
3. The MDGi programme is aware of the above issues and has conducted a data quality audit to 

check whether the low performances that were recorded on key indicators in Q3 2016 can stand 
up to the scrutiny. Preliminary results of the audit confirm that there are indeed a score of issues 
to be improved, as entries in the system for any one indicator differ greatly between the original 
entries in the registers and the final entry in the DHIS2. Apart from this problem, data entry 
seems to be very incomplete, and during the MTE validation workshops participants volunteered 
that probably services provided during outreach are not fully captured.  

 
For all the above reasons the evaluation team is of the opinion that HMIS data cannot be used to 
assess progress towards RMNCH targets. The only reliable measurement is the endline LQAS and 
ZDHS, which are both planned for 2018/19. However, the team also advises to continue collecting 
HMIS data as a method to monitor reliability of the HMIS, which one should see improve on the basis 
of the MDGi interventions under ER 5. Also, the team recognizes that, from a management point of 
view, it is a more sustainable strategy to use the existing HMIS data –with its limitations – while 
improving its reliability - than to establish a parallel data collection and reporting system for the 
MDGi programme.  
 

Box 11: Summary of ER5 findings 

1. This component suffered considerably from the reorganisation of the ministries but now appears to be 
catching up on delayed activities.  

2. The mentorship system has been established and, from anecdotal evidence gathered by the team, seems 
to be proving its worth in terms of improvements to the quality of services.  

3. Joint monitoring-for-action visits have been conducted with Government staff at national, provincial and 
district levels on a quarterly basis. 

4. A programme sustainability plan has been developed which, however, did provide a sufficiently detailed 
work plan with concrete dates and assignment of responsibilities to supports its effective implementation. 

5. In terms of planning, the MDGi team participated in MTEF activities and thus programme activities are 
being integrated within government systems. 

6. The programme M&E strategy is being implemented  

7. The quality improvement initiative has been launched and eight MDGi districts have started conducting 
monthly quality assurance assessments 

8. Considerable attention is being given to issues related to the day-to-day functioning of the HMIS system. 
Recent data audits have highlighted serious problems with inadequate and inaccurate data capture which 
need to be addressed. 
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9. HMIS data cannot and should not be used to assess progress towards RMNCH targets. The only reliable 
measurement is the endline LQAS and ZDHS, which are both planned for 2018/19. 

10. The HMIS strengthening component, which started late due to contracting problems, seems to be 
gathering momentum and is moving forward in a very coherent way to implement its consolidated work 
plan. However, serious consideration needs to be given to extending the AKROS contract period to ensure 
that all the deliverables can be correctly completed.  

 

2.4 Impact  

Evaluation question: What prospects are there for achieving adequate levels of coverage 
and quality of care to see changes at the impact level over the remaining lifetime of the 
programme and beyond?  

Please refer to the analysis under both Section 2.2 Efficiency and Section 2.3 Effectiveness. In terms 
of infrastructure, equipment, capacity building and management strengthening, the programme has 
provided the basic ingredients which will certainly contribute towards the provision of adequate 
levels of coverage and quality of care. However, the serious lack of human resources in the health 
sector means that if demand increases, as it should do in the light of the programme efforts, the level 
of coverage and the quality of services may suffer. Since full implementation has only been underway 
for approximately 18 months, it is too early to measure impact, especially since a lot of inputs still 
have to be delivered and the tools to monitor key indicators (HMIS) so far seem to have not been 
able to reliably capture potential progress. With regard to impact beyond the lifetime of the 
programme, the issues discussed under Section 2.5 Sustainability are highly relevant. 

Evaluation question: Are the M&E arrangements strong enough for future review/ 
evaluation to be able to arrive at satisfactory estimations of impact?  

Under the Section 2.1 Relevance, the evaluation team makes detailed comments on the M&E 
framework. The general structure of the M&E Framework should, at least in theory, allow the 
programme to arrive at satisfactory estimations of impact. However, as has been pointed out in the 
section on Implementation of the M&E Framework in 2.3.6 Expected Result 5, there are serious 
problems relating to the recording of activity data at facility level and even more in the community, 
and there are substantial differences between the data recorded in the LQAS survey, the HMIS and 
the DHS. This means that indicators that depend on the HMIS to be evaluated will likely not be 
reliable. However, most high level impact indicators (health status indicators) depend on the LQAS 
and the ZDHS. As long as both surveys are done timely, by mid-2020 the programme should be able 
to arrive a satisfactory estimations of impact.  

Evaluation question: What are the prospects for long-term improvements of the relevant 
capacities (including monitoring and planning) of health staff and community groups? 
What changes should be made to improve these?  

There is little doubt that the programme has provided substantial amounts of capacity building both 
for health care workers at all levels and for community based volunteers (refer to Section 2.3 
Effectiveness). The quality of the training appears to be good, from the favourable accounts given by 
facility staff and CBVs. However, the long-term impact is likely to depend heavily on sustainability 
issues such as the continuous provisions of refresher training, supervision and mentoring, incentives, 
and of properly maintained equipment as well as consumables to enable staff to perform their 
professional duties properly, in addition to the availability of regular electricity supply etc. (please see 
section 2.5.4 for a discussion of the load-shedding crisis). All this will depend heavily on the urgent 
development of a more dynamic and concrete exit strategy than currently exists, as well as on the 
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willingness of the MoH to increase budget lines for consumables necessary to sustain the activities 
set up by the programme.  

2.5 Sustainability 
The programme sustainability strategy was completed in June 2016. It examines technical, financial 
and institutional aspects of programme sustainability and proposes a sustainability plan whose main 
thrust involves monitoring and review of sustainability issues at regular points in the programme life-
cycle. At the very end, the document briefly identifies the likely risks and possible mitigation 
measures where possible threats to programme sustainability exist. However, the document only 
tackles rather weakly the key risk on the horizon, the issue of financial sustainability. The financial 
threat (which could, for example, undermine activities through lack of funding for fuel and 
allowances or lead to the cancellation of planned training activities, always an easy target when 
savings are needed) only occupies three lines. This aspect will doubtless need a great deal more 
attention if the programme’s gains are not to fade away after MDGi funding comes to an end.  
 

In addressing sustainability, the evaluation team is aiming to assess whether the benefits of the 
programme are likely to continue after donor funding has been withdrawn and what the major 
factors are which will influence the achievement or non-achievement of sustainability. 

Evaluation Question: What are the prospects for the continuation of supply of/ demand 
for these services – and the maintenance of any increases in quality of care – in these 
districts after the programme comes to an end?  

In general terms, it is early to make a judgment on prospects for the continuation of supply and 
demand for programme services. Given the difficult budget situation in which the Zambian health 
sector finds itself, there is cause to question the extent to which the buildings, equipment and 
vehicles purchased under the programme will be maintained, (see Section 2.3.2.5 above), supervision 
visits and outreach activities continued or therapeutic feeding packs procured when EU funding is 
withdrawn. The prospects for the sustainability of programme work on guidelines and capacity 
building efforts look altogether reasonably promising.  
 
Overall the evaluation team considers it likely that programme training activities and 
improvements to infrastructure and equipment will have long-term benefits, though the question 
of staff turnover is clearly an issue in so far as institutionalising better practices is concerned. In order 
to address this, regular refresher courses need to be planned and a serious effort should be made to 
incorporate the latest insights into basic medical education curricula. The WASH component also 
appears to have good prospects for sustainability since it combined improved infrastructure with a 
significant amount of training. However, and this applies also to the vehicles purchased, there is likely 
to be a concern over maintenance of buildings and equipment, since government services in this area 
are notably insufficient and an adequate budget is lacking. A further concern, in terms of 
sustainability, is the organisation of mentoring, supervision and outreach activities. Since these are all 
dependent on the availability of money for fuel and per diems, it is not certain that the increase in 
activity resulting from the financial support of the MDGi Programme will necessarily result in longer 
term continuation of these activities.  

The evaluation team believes that the investment in demand creation is likely to bear fruit since it 
stimulates local people to promote the health of their own communities in their own interest. There 
are of course organisational implications but at a relatively low cost. Since CBVs usually continue 
their work for many years, any investment in their knowledge and skills is likely to benefit the 
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community for many years.24 Peer educators, on the other hand, have a high turn-over, necessitating 
continuous training of new recruits. 

Another positive aspect in terms of sustainability is likely to be the work undertaken by the two 
NGOs. In overall programme terms, this is relatively inexpensive and both organisations have a long 
history of, and a strong commitment to, working on reproductive health issues in Zambia. Therefore, 
it is likely that having established a network of contacts, they will continue to be active in the two 
target provinces in the future.  

Evaluation question: How feasible is the exit strategy planning at mid-point, and what can 
the programme do between mid-term and end of programme to address this in order to 
maximise long-term ownership at district level?  

The sustainability plan as currently drafted, although highly focused on promoting discussion of the 
issue in various forums and conducting monitoring, contains only a rather generic action plan. The 
plan talks about government committing “to gradually assume funding responsibility of longer term 
interventions as the programme phases out”. The plan further evokes preparation of “a programme 
close-out matrix with clear indication of when the activities, financial and human resources will be 
phased out”. But, with only one year to go before it ends, the programme is already phasing out and 
a much more dynamic action plan is urgently needed. This should include preparation of a budgeted 
list for all the activities to be maintained after closure which can be discussed and agreed, firstly with 
provinces and districts, then with the MoH at central level and with the Ministry of Finance. Take-
over by the government of the additional budgetary costs of MDGi–related activities (notably 
refresher training, monitoring, outreach, consumables, maintenance etc.) needs to be negotiated 
within the next few months in time for them to be incorporated into the 2018 health budget.  
 
The evaluation team considers the sustainability strategy to be insufficiently practical and lacking the 
necessary sense of urgency. There is at present a considerable groundswell of favourable opinion in 
relation to the MDGi Programme and it will be important to maintain this. In this context, there are 
two important aspects:  
 

Firstly, districts are about to lose the services of their District Technical Support Team which will 
cause additional burden on the regular staff of the district in relation to maintenance of the inputs 
provided by the programme. It may therefore be necessary to negotiate with each district the 
management arrangements for the continuation of programme initiatives (quality improvement, 
refresher training, mentoring, performance review etc.). It will also be of the utmost importance, 
to prevent staff demotivation, to ensure that an adequate budget is negotiated – and delivered – 
to enable MDGi activities to continue. 

 
Secondly, it is very important that provincial and district teams be involved in the discussions and 
negotiations within the MoH on organising the follow-up phase following the cessation of MDGi 
funding. Their commitment as the main beneficiaries is likely to carry more conviction and more 
weight and therefore to be highly persuasive. Involvement in the sustainability negotiations 
should also help solidify their adherence to the principles of the programme and motivate them 
to pursue its objectives even within the constraints of government funding. 

                                                           
24  From the interviews with the CBVs, the evaluation team found out that most of them had been working as a CBV for 10 

or more years. The evaluators did of course not meet the ones that quit. 
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Evaluation question: What long-term prospects does the 'Quality Improvement' approach 
have in terms of being institutionalised, and how can any erosion of coverage and quality 
of care be mitigated?  

Refer to Section 2.3. Effectiveness for an overview of quality improvement activities. Since the MDGi 
programme is scheduled to finish in May 2018, there is only a year in which to ensure that quality 
improvement practices are thoroughly embedded, which is rather a short period. If the programme is 
extended by twelve months, there would be more chance of institutionalisation. In addition, 
maintenance of a quality improvement system depends heavily on management support, in 
particular on the availability of a budget for monitoring and performance assessment but also for 
implementation of suggested improvements. Where staff identify potential improvements which 
often require, only modest expenditure, they can become very discouraged if the authorities do not 
respond. The same logic applies to supplies such as reagents or test kits and replacement parts for 
equipment which are necessary to maintain professional standards. 
  
If the system is to function, it is important to realistically work out the budgetary implications and 
secure the necessary funding. Since resources are limited, it may be advisable in the interest of 
economy and sustainability to combine quality improvement monitoring visits with other routine 
visits by management. Finally, it is often helpful to develop a system of quality awards – for groups or 
individuals who perform well. Public recognition of significant contributions can be a very effective 
tool for the promotion of a “quality improvement attitude” in the workplace.  

Thus establishing the system is not sufficient to ensure its institutionalisation. It is also necessary, as 
a pre-condition for sustainability, to create – and fund - an environment which will support the 
system. Guaranteeing the sustainability of the QI system will depend on management support after 
the discontinuation of EU funding. 

Evaluation question: To what extent has the load-shedding electricity crisis having an 
impact on health facilities (particularly EmONC) ability to provide services?  

In terms of the impact of the load-shedding electricity crisis on the health facilities visited by the 
evaluation team, it was clear that the most affected facilities were those at the lower levels. 
Hospitals were mainly spared power cuts and in any case are usually equipped with functioning 
generators. However, in health centres, the power cuts varied considerably. Almost all experienced 
at least one or two cuts per week, generally of around four or five hours. The most extreme case was 
a health centre which had cuts nearly every day. The problem is more around the absence of any 
back-up system, either a generator or solar panels as cuts are to be expected. Most health centres 
therefore did not have the means to maintain vaccines at a constant low temperature. This poses a 
threat, as does the absence at night of lights when staff are required to carry out a delivery. All these 
issues are exacerbated in Rufunsa, as the whole district is not on the grid, therefore completely 
dependent on generators and/or solar. Another issue is the high demand for fuel because of 
generator use and the subsequent fuel shortages. All in all this is a significant problem, negatively 
impacting on work motivation and possibilities for quality care. 
 
The original design and the implementation concept of the MDGi programme did not include any 
activities to mitigate this problem, as the government, the EU (under a different programme) and 
other partners were working on this. However, it is clearly still a major issue in some of the health 
facilities covered by the MDGi programme, which cause disruption and potential hazards in terms of 
patient care.  
 
Equipping all health centres either with a generator or with solar panels would go a long way towards 
mitigating this problem and enabling the health care workers to provide quality EmONC (and other 
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RMNCH) services. However, it is also absolutely necessary to ensure (a) that the generator is 
maintained in working order and has sufficient fuel, both of which are potentially problematic and (b) 
that the solar panels are installed in such a way that they cannot easily be stolen (which tends to be a 
problem) and that a maintenance service is available. Addressing this problem would certainly 
improve the quality of services in many MDGi-supported health facilities.  

3 OVERALL ASSESSMENT-CONCLUSIONS AND PROBLEMS 

IDENTIFIED  

3.1 Conclusions 
The evaluation team concluded that the MDGi Programme is a highly ambitious and comprehensive 
programme which is extremely relevant to the RMNCH&N needs of Zambia. However, this €50 
million programme was slightly over-ambitious given its timescale, something which has already 
necessitated a programme extension. The programme, which because of its sheer size may of course 
produce some economies of scale, seems rather unwieldy from a management point of view, due to 
both complexity and financial volume. However, UNICEF has shown to be capable of managing the 
programme as a fund holder and MoH has shown strong leadership and ownership. 
 
The originality of the programme lies in its support to health services at the district level of the health 
system. The validity of this approach has been clearly recognised by two other important cooperating 
partners such as SIDA, USAID and DfiD whoalso fund RMNCH&N programmes. The MDGi 
Programme’s major achievements in terms of impact are its refurbishment of maternity facilities, the 
vast amount of capacity building offered, its health systems strengthening activities and the extent to 
which it balances supply and demand side activities.  
 
At the time of writing there is little hard statistical evidence of the programme successes in terms of 
outputs and outcomes, given the many limitations of the HMIS at present and the need to wait for 
the endline surveys to assess outcome indicators. The stakeholders interviewed across the board 
praised the programme. The evaluation team was particularly pleased to note that the programme 
has had a positive effect on levels of patient satisfaction, both in the area of maternity care and also 
in relation to children’s services.  
 
A major objective of the MDGi Programme is to improve the availability of a continuum of maternal, 
neonatal, child health and nutrition services of good quality. The programme was structured in such a 
way that it is highly likely to achieve this objective. Major contributions to achieving the objective 
include: 

1. the modernisation and re-equipping of 54 maternity facilities, including the provision of 
much needed vehicles 

2. significant improvements to water supplies, sanitation and infection control.  
3. support to the updating of practice guidelines and the development of training packages in 

almost all dimensions of RMNCH&N 
4. support for the large-scale adaptation and distribution of IEC materials on RMNCH&N topics  
5. extensive capacity building efforts targeting both health care workers and community based 

volunteers 

The programme has been instrumental in modernising the health management system, largely by 
making available technical assistance for health systems strengthening activities. This has reinforced 
the planning system within the framework of MTEF and has supported the introduction of regular 
performance reviews, the establishment of a mentoring system and the launching of a quality 
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improvement initiative. In addition, considerable progress has been made on establishing a maternal 
and neonatal death surveillance and response system throughout the eleven districts.  

The MDGi programme is strongly focused on the improvement and rationalisation of the HMIS which 
includes streamlining the system and promoting interoperability between its components as well as 
procuring ICT equipment and software for district health offices and health facilities. Importantly, it 
also includes education and capacity building for users which is particularly important in a context 
where large discrepancies exist between data collected from different sources and there are serious 
inaccuracies in the information used for planning.  

While AKROS is making progress on the implementation of the activities related to ER5, it will likely 
require more time and more significant investments to produce positive results in terms of improved 
capacity and performance of the HMIS and the reliability of the data it produces. This is obviously a 
challenge in terms of monitoring progress against output and outcome indicators of the MDGi 
programme, both during its remaining time of implementation, and at ex-post 

The programme has worked very closely with local communities, paying ample attention to the 
important tasks of informing and educating clients. Key achievements include:  

 It has offered training in basic essential health and nutrition skills to community volunteers 
and has helped breathe new life into neighbourhood health committees.  

 It has also stimulated health facilities to reinforce their outreach activities.  

 As part of its demand-side activities, the programme has maintained a strong focus on 
promoting adolescent-friendly services, which are of vital importance in a society where 
adolescent pregnancy rates are high as well as HIV prevalence. 

The evaluation team believes it is possible to achieve all activities under the five ERs, but in order to 
consolidate these achievements, the programme needs to monitor, mentor and supervise them for 
at least another year, to ensure system changes are mainstreamed and properly implemented.  

3.2 Problems identified 
The evaluation team identified a number of problems in relation to programme implementation.  

With only one year of implementation remaining, the programme is already entering its final phase 
and a much more dynamic action plan is urgently needed. This should include preparation of a 
budgeted list all the activities to be maintained after closure which can be discussed and agreed, 
firstly with provinces and districts, then with the MoH at central level and with the Ministry of 
Finance. Take-over by the government of the additional budgetary costs of MDGi–related activities 
(notably refresher training, monitoring, outreach, consumables, maintenance etc.) needs to be 
negotiated within the next few months in time for them to be incorporated into the 2018 health 
budget. Some of the programme’s interventions, notably support for fuel costs, daily allowances and 
consumables such as tests and reagents, seem likely to run into a major problem of sustainability 
unless early arrangements can be made for the government to take over these costs from the MDGi. 
 
Despite the heavy investment in upgrading of health centres and purchasing vehicles, the issue of 
maintenance appears to be a major problem which could undermine the sustainability of the 
programme. This is a broader health systems challenge and not specific to the MDGi programme: 
Throughout the whole Zambian health system there is an acute lack of qualified maintenance 
personnel and though some training activities are now apparently taking place in this field, this 
shortage, coupled with a lack of sufficient funding, is likely to persist for many years. This is likely to 
have a seriously detrimental effect on the equipment supplied in the medium term (if not in the 
short term) and the same is true of the buildings. This is an important issue in terms of the 
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sustainability of the benefits brought by the programme, as it will influence the perception of quality 
by the public.  
 
To mitigate these issues, maintenance has been included under the current activities in the MDGI 
programme budget; discussions are ongoing with the MoH to include maintenance costs in the 
government budget at national, provincial and district levels. 
 
In relation to the renovation of health facility infrastructure, interviewed health facility staff 
complained that they were not sufficiently involved in the planning and site meetings and that they 
lacked information about progress. This was later brought to the attention of the management team 
and appropriate action was taken.  
 
Another important problem area relates to the load-shedding electricity cuts which are seriously 
disruptive to the provision of key EmONC services in many low-level facilities which have neither 
generators nor solar panels, while the whole of Rufunsa district is not even on the grid. While this is a 
nation-wide problem, it is an area where the MDGi Programme could usefully have contributed to 
ensure a regular power supply to all the health facilities covered by the programme (for example by 
providing them with a generator or, better still, solar panels.  
 
Until recently, the Steering Committee appeared to receive only a minimum of useful, well presented 
information and at rather irregular intervals which obviously complicates policy and decision-making. 
That said, the presentation of management information to the committee has improved significantly 
and now constitutes a useful basis for steering the programme. However, there is still a major 
problem insofar as financial management information presented to the Steering Committee is 
concerned. In the view of the evaluation team, it is insufficiently detailed to permit any meaningful 
management control.  
 
The birth registration initiative, purposely designed as a small scale initiative under the MDGi 
Programme, was launched in 22 health facilities in February 2015. During this first phase, it has 
encountered some impediments, mostly of an administrative or budgetary nature. This initiative is 
important for the country’s development and it will therefore be important to overcome these 
difficulties and to document and share lessons learnt with both decision makers and implementers 
before it is further rolled out.  
 
In the area of gender, the programme, though it targets adolescent boys does not specifically seek to 
work with adult men. The influence of male members of the community (fathers, husbands, 
boyfriends) on women’s health-seeking behaviour, especially in the field of reproductive health, is 
often critical and more attention needs to be paid to this aspect. 
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4 RECOMMENDATIONS 

No Recommendation ER 

Importance 
(High, 

Medium, 
Low) 

Responsible 

1 

Reinforce the existing exit and sustainability 
action plan: The management team should give 
urgent attention to the drafting of a highly 
practical, budgeted exit and sustainability action 
plan for discussion with the MoH and the Ministry 
of Finance:  

 This should include preparation of a 
budgeted list all the activities to be 
maintained after closure (notably refresher 
training, monitoring, outreach, consumables, 
maintenance etc.). Take-over by the 
government of the additional budgetary costs 
of MDGi–related activities needs to be 
negotiated within the next few months for 
them to be incorporated into the 2018 health 
budget.  

 Discussions with other RMNCH partners and 
donors should be initiated to explore 
possibilities of sustaining/taking over MDGi 
interventions which cannot be covered by the 
government budget. 

 As part of the sustainability plan, the 
possibility of including elements of the MoH's 
training courses into basic medical education 
should be explored (although noting that this 
may be a long-term process). 

Management High UNICEF 

2 

Strengthen high-level coordination of the MDGi 
programme: Recently, terms of reference have 
been approved for a single joint RMNCAH&N 
steering committee to be chaired by the MoH. It 
will include all partners working to support this 
field and it is planned that this should replace the 
existing MDGi Steering Committee. However, the 
evaluation team feels strongly that this body, if it 
is to exercise effectively its role in steering and 
supervising the MDGi programme, should meet at 
least quarterly and should receive a much more 
detailed financial report than has been the case 
up till now.  

Management/ 
coordination 

High 

Chair of 
Steering 
Committee 
and UNICEF 

3 

Extend the programme until May 2019: Taking 
into account that no money can be spent during 
the last months of programme implementation 
and the large number of activities still to be 
undertaken or finalised, the evaluation team 
recommends an extension of one year until May 
2019. 

Management/ 
coordination 

High EUD/UNICEF 

4 
Use of the additional €1 million euro: The 
additional money could be used for some, or all, 

Management/ 
ER3 

High 
Chair of 
Steering 
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of the following activities: 
(1) Allocation of additional resources to HMIS: 

Given the major problems of under- or mis-
recording of data which are undermining the 
usefulness of the HMIS and making its data 
unreliable, not only should the AKROS 
contract be extended in terms of length but 
additional resources should be allocated to 
HMIS strengthening, including the 
community information dimension. This 
would seem necessary because neither 
performance review nor evidence-based 
action planning can be carried out with 
incomplete and inaccurate information and in 
the opinion of the evaluation team, this issue 
deserves greater investment. The evaluation 
process itself highlighted at every stage the 
difficulty of obtaining accurate and objective 
measures of health system performance, 
including a valid assessment of the MDGi 
programme’s effectiveness or otherwise.  

(2) Maintenance and power supply: Provide 
funds for the maintenance and purchase of 
solar panels or similar equipment to ensure a 
regular supply of power to all EmONC sites 
supported by the MDGi programme.  

(3) Addressing teenage pregnancies: a funded 
extension MSZ and PPAZ should be 
considered, after a detailed study of their 
results to date and a review of approaches 
based on most recent evidence of best 
practices.  

Committee 
and UNICEF 
with the EU 

5 
Nutrition: nutrition supplies, including RUTF, 
should be integrated into the list of essential 
medical supplies. 

ER1 High 
Ministry of 
Health 

6 

Targeting the most vulnerable populations: The 
programme should specifically direct capacity 
building efforts over the coming months towards 
those districts and health facilities in greatest 
need (i.e. which have low numbers of trained staff 
and volunteers), in particular Chongwe and 
Rufunsa.  

ER2 and ER3  High UNICE, MoH 

7 

Revise and adapt the strategy to improve access 
to youth-friendly services:: The current strategy 
to increase access to youth-friendly services 
should be reviewed and adapted based on most 
recent evidence on the effectiveness of different 
approaches, including both demand- and supply 
side interventions.  
 
Points to consider include: 

 Increase number of staff trained in youth-
friendly services (e.g. all staff should be 
trained instead of just one focal point)  

 Supportive supervision/mentoring to support 

ER4 High UNICEF 
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change in attitudes and practices among 
providers 

 Sensitize and engage caregivers, other family 
members and local leaders to create a 
supportive and enabling environment at 
community level to enable youth to seek 
service 

 Critically review the current peer education 
strategy in particular with regard to the 
limitations of “cascade training”. 

8 
Activity to be discontinued: The activity related to 
community information boards should be 
dropped due to lack of effectiveness. 

ER3  High UNICEF 

9 

Integrate the MDGi programme’s logframe into 
the Medium Term Expenditure Framework, 
including its goals, objectives and main strategies, 
indicators relevant to each of these, sources of 
verification and assumptions, and the resources/ 
inputs required. 

Management/ 
M&E 

Medium25 UNICEF 

10 

Improving the organisation of birth registration 
services: On the basis of their experience, the 
management team should draw up a report for 
the government presenting their lessons learnt 
and conclusions regarding the viability of the birth 
registration strategy with recommendations on 
the best way to strengthen these services at 
health facilities and within communities in both 
organisational and budgetary terms. 

ER2 Medium 

UNICEF, 
MoH, 
Registrar 
General 

11 

Production and distribution of additional 
teaching aids, flyers and brochures on RMNCH&N 
topics for health facilities, CBVs and peer 
educators, with a view to supporting service 
delivery and demand creation  

ER3 Medium UNICEF, MoH 

12 

Improve CBV strategies: The working conditions 
and incentives for CBVs should be improved 
including ID cards, a small lunch allowance and 
additional teaching aids.  

ER3 Medium UNICEF, MoH 

13 

Gender: The MDGi programme should develop a 
more explicit approach to addressing gender 
related barriers to access and behaviour change, 
such as for example recruiting more and younger 
male CBVs to scale up education on RMNCH&N to 
men and boys  

ER3 Medium UNICEF, MoH 

  

                                                           
25  This is very important, because the ex-post evaluation will use this logframe to evaluate the programme. 
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o BACKGROUND INFORMATION 

o Partner country 

Zambia 

o Contracting Authority 

European Union Delegation to Zambia 

o Country background 

 Over the last decade, Zambia has achieved significant GDP growth rising from -2% in 

1975 and 1995, averaging between 5% and 7% per annum since 2001 and reaching 6.7% in 201326. 
However, this has not translated into commensurate development gains for the largest share of the 
population. In fact, 60.5% of the people of Zambia lived below the poverty line in 201027 and those 

living in extreme poverty accounted for 42.3% at national level (against a level of 58% in 199128). With 

a Gini index of 57.529in 2010, Zambia is among the countries with the highest income inequality in the 
world. Zambia has a high burden of disease, which is mainly characterised by high prevalence of 
communicable diseases, particularly, malaria, HIV and AIDS, STIs, and TB, and high maternal, neonatal 

and child morbidities and mortalities30. 

 The 2010 national census estimated the Maternal Mortality Rate (MMR) at 483 deaths 

per 100,000 live births,31while findings of the 2013-14 DHS estimated MMR at 398 deaths per 100,000 
live births, with maternal deaths accounting for 10 percent of all deaths among women aged 15-49. 
There is therefore a significant gap towards reaching the MDG target for Maternal Health of 162 deaths 
per 100,000 live births by 2015. The under-5 mortality rate is 75 deaths per 1,000 live births, and the 
infant mortality rate is 45 per 1,000 live births. The burden of stunting has remained unacceptably high, 
with only a slight decrease from 45% in 2007 to 40% in 2013/14 – less than 1 percentage point 

reduction per year.Six percent of children are wasted, and 15 percent are underweight.32The main 

causes of under-5 mortality include pneumonia, diarrhoea and malaria.33 

 Zambia has a population of 13.1 million34 with a relatively young population – about 
one in every four (3.24 million or 26%) Zambians is an adolescent (10-19 years); two thirds of the 
population are youth (aged 15-35 years),35 and adolescents are projected to represent half of the 
population by 2050. Twenty-nine percent of adolescent women age 15-19 are already mothers or 

                                                           
26 International Monetary Fund, Selected Economic Indicators, 2014 (rebased GDP figures) 
27 Central Statistical Office, Living Conditions Monitoring Survey 2010 
28 Zambia MDG Progress Report 2013  
29 World Bank http://data.worldbank.org/indicator/SI.POV.GINI 
30National Health Strategic Plan (NHSP) 2011-2015 
31 Government of the Republic of Zambia, 2010 Census of Population and Housing. 
32 Central Statistical Office and Ministry of Health of Zambia, 2013-14 Zambia Demographic and Health Survey. 
33 Ministry of Community Development, Mother and Child Health and Ministry of Health of Zambia, Roadmap for Accelerating 

Reduction of Maternal, Newborn and Child Mortality, 2013-2016, Government of Zambia, Lusaka, April 2013. 
34 CSO - 2010 Census. Non-official estimates put the population at over 15million as of 2015. 
35 Zambia National Youth Policy defines age group 15-35 as youth. 
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pregnant with their first child.36According to ZDHS in 201437 the adolescent fertility rate increased 
from 156 births per 1,000 adolescent girls in 1992 to 160 births in 2002 before declining to 146 births 
per 1,000 adolescent girls in 2007, and again to 141 in 2013. The same ZDHS survey identifies this age 
group (15-19) as having the greatest unmet need for contraception (25%). 

o Current situation in the sector 

 Zambia has made clear progress in improving health outcomes for mothers and children 
in recent years. However, the health sector is still faced with a number of serious challenges concerning 
both the supply and demand for quality health services, such as a high disease burden, shortage of 
quality human resources for health, challenges in provision of medicines and medical supplies, 
inadequate and inequitable distribution of health infrastructure, equipment and transport, challenges 
related to health information systems, inadequate financing, and weaknesses in the health systems 
governance. Access to quality health care is further affected by physical, social and cultural barriers, 
combined with inadequate levels of knowledge on appropriate health-seeking behaviour and healthy 
behaviour at community level. 

 The Government of the Republic of Zambia (GRZ) has responded to the diverse 
challenges in the health sector through different policies and strategic frameworks. The overall 
direction for the health sector was established in 2012, in the form of a National Heath Policy, which 
states the overarching objective as “to reduce the burden of disease, maternal and infant mortality and 
increase life expectancy through the provision of a continuum of quality effective health care services 
as close to the family as possible in a competent, clean and caring manner”. This policy is particularly 
envisaged to be implemented through the National Health Strategic Plan (2011-2015) that elaborates 
government’s health care vision to promote access, as close to the home as possible, of high quality, 
cost-effective health services. Under the Vision 2030 the Government of the Republic of Zambia (GRZ) 
intends to provide equitable access to quality health care for all by the year 2030. This is supported by 

health-related goals in the revised Sixth National Development Plan (R-SNDP 2013-16).38 MCDMCH has 
also developed a Strategic Plan (2013-2016), which has been complemented by a Roadmap for 
Accelerating Reduction of Maternal, Newborn and Child Mortality 2013-2016. Developed and launched 
by from the Ministry of Health (MoH) and the Ministry of Community Development, Mother and Child 
Health (MCDMCH), and based on a comprehensive bottleneck analysis of RMNCH services in the 
country, the Roadmap’s general objective is to accelerate the reduction of maternal, Newborn and 
child mortality rates sufficiently in order to enable Zambia to attain the set MDG goals by 2015, 
through interventions along the continuum of care. 

 Since December 2011 two key ministries are responsible for public health in Zambia 
when the Government re-organised the health sector to devolve the provision of primary health care 
services from the Ministry of Health (MoH) to the Ministry of Community Development, Mother and 
Child Health (MCDMCH). The MCDMCH is responsible for delivery of primary health care services and 
developed a Strategic Plan (2013-2016), which has been complemented by a Roadmap for Accelerating 
Reduction of Maternal, Newborn and Child Mortality 2013-2016 to attain the set MDG goals by 2015, 
through interventions along the continuum of care. The MoH is responsible for (a) policy development, 
standard setting and performance audits; (b) provision of healthcare at secondary and tertiary levels; 
and (c) pre-service training of health workers; and (d) research and development, disease surveillance 
and specialist referral services. The division of health sector responsibilities changed again when 
President Edgar Lungu announced during the budget speech of 18 September 2015 that the 

                                                           
36Central Statistical Office and Ministry of Health of Zambia, 2013-14 Zambia Demographic and Health Survey. 
37This can be accessed here: https://dhsprogram.com/pubs/pdf/FR304/FR304.pdf 
38 Government of the Republic of Zambia; Revised Sixth National Development Plan (2013 – 2016), Lusaka. 

http://lusakavoice.com/2015/09/18/president-edgar-lungus-parliament-speech-in-full/
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responsibility for Mother and Child Health services would be moved back to MoH with immediate 
effect. The actual transition is currently in process. 

 Nutrition governance in Zambia is anchored in the National Food and Nutrition 
Commission Act of 1967 which gives the National Food and Nutrition Commission (NFNC) the mandate 
to spearhead and coordinate the food and nutrition sector. The government adopted the National 
Food and Nutrition Policy in 2006 which has articulated the need for multi-sector approach to food and 
nutrition issues in the country and streamlined in the national development plans. Recently, the NFNC 
developed a five-year strategic plan (2011-2015) which aims at better operationalizing the 2006 policy 
while offering improved guidance and synergy to the current plans and programmes in , especially the 
promotion of “1000 Critical Days” to prevent stunting in children under two years of age and bring 
added health and productivity to families and the country as whole.  

o Related programmes and other donor activities 

 These terms of reference refer to the Mid-Term and Ex-post evaluation of the European 
Union's MDGI Programme. 

 The Millennium Development Goal Initiative: Accelerating progress towards maternal, 
neonatal and child morbidity and mortality reduction in Zambia (MDGi programme), aims at 
accelerating the reduction of maternal, neonatal and child mortality in Zambiain eleven districts in 
Lusaka and Copperbelt provinces while strengthening public sector management systems to sustain the 
outcomes. The European Union provides Euro 50 Million for the implementation of the programme 
(contribution agreement) – implemented over a 60-month period between 2013 and 2018. The 
programme is implemented by the Zambian Ministry of Health (MoH) with technical support of 
UNICEF, UNFPA, WHO, Planned Parenthood Association in Zambia (PPAZ) and Marie Stopes Zambia, 
AKROS as well as many other partners and consultants. 

 The EU has delegated the implementation of the MDGi programme to UNICEF through a 
contribution agreement. For the actual implementation different implementation modalities are used. 
For the implementation the government has contracted (20) staff based at national and district level. 
UNICEF also has its own MDGi staff (based in the UNICEF office) providing full time expertise and 
quality assurance. To further support the implementation the MDGi programmes includes cash 
transfers from UNICEF to the national level, provincial and district level; contracts with NGOs (Marie 
Stopes, Planned Parenthood Association), consultancy firms, construction firms, and individual 
consultants; and UN-to-UN agreements between UNICEF and WHO and between UNICEF and UNFPA. 
The evaluation needs to cover all different implementation modalities.  

 The total duration of the MDGi programme is 60 months from May 2013 until May 2018. 
The programme started with an inception phase which was extended until October 2014. During the 
inception phase five Baseline Assessments and a Bottleneck Analysis for the 11 districts were 
conducted: 

1. Health Facility Assessment for Maternal, Neonatal, Child Health and Nutrition; 
2. Lot Quality Assurance Sampling Household Survey on Mother and Child Health and 

nutrition;  
3. Assessment of the Regulatory Framework for Maternal, Newborn Child Health and 

Nutrition (MNCH&N) Services in Zambia; 
4. Mapping of RMNCHN Projects in Lusaka and Copperbelt Provinces;  
5. A Baseline Study of Community Based Volunteers Skills Audit. 

 

 On basis of the baseline studies and the bottleneck assessment the implementation 
concept (description of the action) was developed, which was approved by the MDGi steering 
committee in December 2014. Actual implementation started in 2015.  
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 The MDGi programme aims at improving the availability and quality of health and 
nutrition services in 11 districts in Lusaka and Copperbelt provinces, covering over 30% of the Zambian 
population. The selected provinces have high proportions of urban and peri-urban populations. 
However, populations in both provinces experience clear disparities among socio-economic lines, with 
wealthier populations having much higher geographical, financial and socio-cultural access to basic and 
emergency essential health care services than poorer segments of society. Poorer populations are 
more likely to live in high-density peri-urban areas or underserved rural areas of the two provinces, 
where good quality essential basic and emergency health and nutrition, water and sanitation, early 
childhood and basic education, child protection and social protection services are less likely to be 
available. 

 The programme’s design rests on the evidence-based theory that the provision of a 
tailored package of Reproductive, Maternal, Newborn and Child Health and Nutrition (RMNCHN) 
services, combined with the encouragement of demand creation by service users, will result in higher 
utilization of high-quality services and, as a result, improvements in reductions of maternal, newborn 
and child mortality and morbidity.  

To achieve this, the programme has five expected result (ER) areas: 
1. ER 1: A package of effective nutrition services, aligned to the national strategy, is available and 

ready for use by the most vulnerable populations in all targeted districts 
2. ER 2: Increased availability of a continuum of maternal, neonatal and child health and nutrition 

services of good quality 
3. ER 3: Increased knowledge, demand for services and cultural, geographic access to MNCH care and 

services 
4. ER 4: Improve coverage and accessibility of adolescent and youth friendly services in the targeted 

districts 
5. ER 5: The capacity for planning, implementation and co-ordination of MCDMCH, MoH and other 

stakeholders at national, provincial and district level is improved 
 
The MDGI programme's key activities are:  
1. Nutrition activities: Strengthening community-based management of severe acute malnutrition; 

Delivering micronutrient supplementation and de-worming through bi-annual Child Health Weeks; 
Infant and young child feeding. 

2. Maternal, new born and child health: Provision of family planning commodities, and obstetric 
supplies; Supporting health centres to provide a full Emergency Obstetric New born Care package; 
Refurbishment of (55) health facilities, including WASH. 

3. Communication for development activities: Working with community volunteers and traditional 
leaders to bring about positive behaviour change; Conducting behavioural change campaigns on 
healthy family practices; Advocacy and policy dialogue with decision makers to improve health 
service delivery; community dialogue.  

4. Adolescent and youth-friendly services activities: Establishing integrated sexual and reproductive 
health, including HIV prevention and adolescent-friendly, services in health clinics and 
communities; Creating demand for adolescent and youth-friendly services through multiple media 
channels.  

5. Health systems strengthening activities: Support to evidence based planning and periodic 
monitoring of results for action; Provision of training, technical support, supervision and 
mentorship for health facility staff, district and provincial staff; Strengthening Zambia’s health 
information system. 
 

 The MDGiprogramme targets health care providers and government staff at national, 
provincial and district levels, through increasing their capacities to plan and manage reproductive, 
maternal, newborn and child health and nutrition (RMNCHN) services, as well as capacities to 
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implement high-quality services. It targets members of community groups such as community-based 
volunteers in order to both increase their communication and counselling skills as well as their 
knowledge on positive practices and behaviours for health and nutrition. The MDGi programme also 
supports community groups In 11 districts in Copperbelt and Lusaka provinces, such as Neighbourhood 
Health Committees (NHC), Save Mother Action Groups (SMAG), Community Based Distributors (CBDs), 
and youth groups. 

Other health sector programmes 

 Several multi-lateral and bilateral partners are supporting the Zambian health sector, 
such as Swedish Sida, DFID, USAID, CDC, CHAI, JICA, the World Bank, UNICEF, WHO, UNFPA, UNAIDS, 
the GAVI Alliance, and the Global Fund to Fight AIDS, TB and Malaria. Key current and forthcoming 
projects and programmes in the health sector include: 

1. The US Government's MNCH project - Saving Mothers Giving Lives; 
2. The US Government's DREAMS programme – focusing on adolescent girls; 
3. Sida's RMNCHN programme – potentially to be joined by DFID and USAID; 
4. UNFPA Trust Fund for RMNCH; 
5. World Bank Zambia Integrated Systems Strengthening Program (ZISSP); 
6. JICA – infrastructure projects; 
7. US Government's PEPFAR programme and activities of the Center for Disease Control (CDC); 

tackling malaria, HIV/AIDS and Tuberculosis, including health systems strengthening; 
8. Scaling Up Nutrition Pooled Fund (DFID, Irish Aid and Sida); 
9. The EU-funded Health Systems Strengthening (HSS) programme. 

o OBJECTIVE, PURPOSE & EXPECTED RESULTS 

o Overall objective 

 The overall objective of the project of which this contract will be a part is as follows: 

To contribute to the improvement of maternal, neonatal and child health and the nutritional status 
of women and children in Zambia. 

 The mandate for evaluation is reflected in the programme's M&E framework (finalised in 
second quarter of 2015), and also with the EU's global evaluation policy, which gives EU Delegations a 
framework for carrying out project-level evaluations, particularly for projects worth more than 5m EUR. 
Systematic and timely evaluation of its programmes and activities is also an increasing priority of the 
European Commission in the context of an evolving cooperation policy with an increasing emphasis on 
results, value for money and evaluation as a route to learning and capacity-building. 

 The importance, scale, scope and complexity of the programme means there is a high 
level of interest from the Zambian government, the implementing partner, UNICEF, and the European 
Union in ensuring that programme results are achieved and understood, and that lessons are learned 
and acted on during the lifetime of the programme and beyond.  

o Purpose 

The purposes of this contract are as follows: 
to improve the performance and impact of the MDGI programme in the shorter-term, and in the 
longer-term to provide and share findings to policy-makers and stakeholders on its impact and 
sustainability. 

o Results to be achieved by the Contractor 
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 Result 1: Timely completion of an independent Mid-Term Evaluation of the programme (October-
December 2016);  

 Result 2: Timely completion of an Ex-Post Evaluation one year after the completion of the 
programme implementation (May-August 2019); 

 Result 3: The planning, organisation and facilitation of high-quality dissemination 
seminars/workshops, and timely completion and delivery of products (reports, presentations) 
associated with Results 1 and 2.  

o ASSUMPTIONS & RISKS 

This section will describe the key external factors relating to the evaluation itself which the evaluators 
and the Reference Group (see section 4.3 for composition and role of the Reference Group) should be 
aware of throughout the lifetime of the contract. 

o Assumptions underlying the evaluations 

 It is assumed but not taken for granted that patients, Government officials, and health staff at the 
district, provincial and national health levels involved in this programme, will be content to 
participate in interviews, focus groups or other data-gathering methods foreseen by these 
evaluations. These evaluations should therefore be fully consistent with the evaluation policies of 
GRZ, UNICEF and the European Union, including any ethical standards associated with those 
policies.  

 Although both evaluations will gather information at a sample of health facilities and communities 
to gauge client satisfaction with services (consistent with the approach and questions asked during 
the LQAS study), there will be no major primary quantitative data collection exercise for either 
evaluation. For example, the endline Health Facility Assessment and LQAS studies will have already 
been completed by other contracting entities by the time the Ex-Post Evaluation begins. Therefore 
most of the new information gathered by the evaluations will be qualitative.  

o Risks 

 Given that the MDGI programme is large, complex, and is delivered through Government systems 
across a large number of sites and facilities, there is a risk that the evaluation tries to answer too 
many questions, and that it is regarded as intrusive or extractive by stakeholders. To mitigate this, 
special attention should be given to ensuring that the methodologies and purpose of the 
evaluations are clear to all key stakeholders by the end of the inception phase, and that 
appropriate attention is, at every stage of the evaluation, given to the needs and perspectives of 
the health workers and patients at the heart of the programme. Dissemination events and 
seminars should be delivered in an inclusive way which helps to build the evaluation capacities of 
stakeholders. 

 The Ex-Post Evaluation faces the risk that stakeholder recall may have eroded since the closure of 
the project. Validation workshops at provincial level during the field phase will be designed to take 
account of this. 

 The roll-out and timing of certain activities presents the risk that not all result areas can be 
evaluated to the same depth at the mid-term point – careful selection of questions at inception 
should help mitigate this. 

 Finally, there is the risk (low likelihood but high impact) that end-line surveys will not be done in 
time to inform the Ex-Post Evaluation. 
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o SCOPE OF THE WORK 

o General 

o DESCRIPTION OF THE ASSIGNMENT 

 The here proposed project refers to the Mid-Term Evaluation and the Ex-Post Evaluation 
of the Millennium Development Goal Initiative: Accelerating progress towards maternal, neonatal and 
child morbidity and mortality reduction in Zambia (MDGi programme) – as fully described under 
section 1.5 of these Terms of Reference. 

The project is divided in two separate assignments under the same contract. 

1. Assignment 1 is the Mid-Term Evaluation  

2. Assignment 2 is the Ex-Post Evaluation 

 Both the Mid-Term and the Ex-Post Evaluations will need to evaluate the full width of 
the MDGI programme, i.e. the principal activities across five distinct result areas (nutrition; the 
availability of good quality RMNCHN services; the creation of demand for and access to RMNCHN 
services; improving coverage and accessibility of adolescent sexual and reproductive health services; 
and the capacity for planning, implementation and co-ordination) taking place in eleven districts and at 
the various levels of the health system (health facility, community, district, provincial, national). See 
section 1.5.of these Terms of Reference. 

 The EU has delegated the implementation of the MDGi programme to UNICEF through a 
contribution agreement. For the actual implementation different implementation modalities are used. 
For the implementation the government has contracted (20) staff based at national and district level. 
UNICEF also has its own MDGi staff (based in the UNICEF office) providing full time expertise and 
quality assurance. To further support the implementation the MDGi programmes includes cash 
transfers from UNICEF to the national level, provincial and district level; contracts with NGOs (Marie 
Stopes, Planned Parenthood Association), consultancy firms, construction firms, and individual 
consultants; and UN-to-UN agreements between UNICEF and WHO and between UNICEF and UNFPA. 
Both evaluations need to cover all different implementation modalities.  

 Both evaluations will need to evaluate client perceptions of quality of care at health 
facility and community level – using to a minimum the same questions on client satisfaction that were 
used during the LQAS and the Health Facility Assessment (see section 1.5 above). Initial evaluation 
questions for the content of each assignment are listed in annex 2. These include the various phases of 
the evaluation and indicative evaluation questions, all of which will be subject to verification and 
agreement with stakeholders and the Reference Group on finalisation of the inception report. 

 Both the Mid-Term and Ex-Post Evaluations should also take into account the quality and 
coherence of the MDGI programme's linkages and synergies with the government's existing 
investments and activities on health, and with the activities of other donors active in the health sector, 
especially at the national level or where there is geographical convergence. See section 1.5. 

 It is expected that offers made in response to these Terms of Reference – for both 
assignments – should take a mixed method approach which can adequately take account of the 
different kinds of available data, qualitative and quantitative, required to address the variety of types 
of evaluation question foreseen for both the Mid-Term and Ex-Post Evaluations. 

 All five standard Development Assistance Committee evaluation criteria need to be 
covered to some extent in both evaluations, namely: relevance, effectiveness, efficiency, sustainability 
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and impact (with an additional coherence criteria for the Ex-Post Evaluation. The main difference 
between the two evaluations is that the Mid-Term Evaluation will have a particular focus on relevance 
and efficiency, whereas the Ex-Post Evaluation will particularly focus on effectiveness, impact and 
sustainability.  

Specific Scope of work for Assignment 1- Mid-Term Evaluation 

The Mid-Term Evaluation is focused on processes, activities, outputs (and indicators relating to 
these) and the use/sharing of information with a view to understand actual progress, perceptions of 
progress and what can be improved in terms of design/theory or implementation.  

The Mid-Term Evaluation will assess the performance – including against key indicators in the logframe 
(at Expected Results level and below) - of the MDGI programme from inception to mid-point. This 
assessment will be accompanied by actionable, realistic recommendations focused on the remainder of 
the programme implementation period. The focus of Assignment 1 is on the relevance, efficiency and 
effectiveness of the programme at activity/output level, including an overall assessment of the extent 
that the programme is on track to meet expected results. Assignment 1 will also assess prospects for 
long-term impact and sustainability (including any needed improvements to the M&E framework), 
taking into account the fact that in early May 2017, funding for MDGI technical assistance posts within 
MoH come to an end.The intention is that the findings will be communicated to principal users for the 
primary purpose of improving the performance of the programme during the remaining term. 

Specific scope of work for Assignment 2 - Ex-Post Evaluation 

The Ex-Post Evaluation will provide an independent assessment of the impact and sustainability of the 
MDGI programme overall, studying the extent to which the higher level objectives and results of the 
programme were achieved at end point, the extent to which results have been sustained or eroded 
since closure of the programme. The focus of this assignment is therefore on the impact and 
sustainability. It is intended that the Ex-Post Evaluation will take place one year after the end of the 
implementation phase in order to i) more clearly assess longer-term impact and the sustainability of 
the outcomes beyond the lifetime of the programme ii) allow full use of results of end-line surveys 
(health facility and LQAS). 

The Ex-Post Evaluationwill devote more time to answering more challenging questions about 
impact/outcomes achieved, and the sustainability of that achievement beyond programme closure. 
As a result, proposals for the Ex-Post Evaluation should allow for a brief assessment – to be further 
developed at the inception stage - of the issues and challenges involved in determining project impact 
(taking into account the data which will be available to evaluators at that time, including end-line LQAS 
household surveys and health facility assessments). Proposals should then comment on what methods 
would be appropriate and feasible for determining answers to questions concerning the impact of the 
project. Evaluators should feel free to consider a wide variety of methods (for example, quasi-
experimental approaches, outcome mapping, Most Significant Change, contribution-analysis 
approaches etc.), and they should indicate how they would approach sampling of sites and people to 
be interviewed, how qualitative and quantitative data would be analysed, and an indication of how 
evaluators would ensure adequate consultation with stakeholders to maximise the usefulness and 
legitimacy of the evaluation. 

Both assignements (evaluations) have different phases: 

 Inception phase 

 Field phase 

 Synthesis phase 

 Dissemination phase 
 
Below is for each assignment (evaluation) for each phase specified what is expected of the contractor. 
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Phases of Assignment 1 
Inception phase - In the inception phase, all relevant documents will be reviewed. On the basis of the 
information collected the evaluation team will: 

 Describe the development context, critically review the programme's intervention logic/theories of 
change (including the programme's basis in the body of evidence on mother/child health in 
Zambia).  

 Critically comment on indicative evaluation questions and on the basis of consultations and review, 
make proposals for a final list. 

 Fine-tune the evaluation approach, outline methods foreseen for answering the evaluation 
questions and describe a rationale for selection of stakeholders and sites at all levels of programme 
activity, along with comment on any ethical issues foreseen. This should include a rationale for 
measuring client satisfaction through a sample of health facilities and communities, consistent with 
the methodology and questions used in LQAS baseline and Health Facility Assessment.  

 The methodology will be consistent with the DEVCO Evaluation methodology39 for 
projects/programmes, and should also aim for consistency with UNICEF's evaluation policy and the 
evaluation standards of the Zambian Government. Evaluators should, at inception, propose 
whatever methodological approach best suits the finalised list of evaluation questions.  

 Finalise a workplan for remaining phases, including the list of people to be interviewed, a check on 
whether ethical clearance required, data collection tools to be used, dates of visit, itinerary, and 
name of team members in charge. This should include two validation workshops – one in each 
province – to help validate preliminary findings.  

 Prepare a concept note for the dissemination of the Mid-Term Evaluation, including a 
dissemination seminar and proposals for how the evaluation report will be optimised for online 
and print publication, including the use of charts, photos, data visualisations and datasets.  

 Conduct a briefing session from the evaluation team in Lusaka at the EU Delegation to initiate 
contact with the evaluation Reference Group (see section 4.3). The Reference Group must formally 
approve the inception report before subsequent phases can begin. 

 
Field phase - The Field Phase starts after the conclusion of the Inception Phase, as approved by the 
Reference Group.  

 Hold a planning meeting with key programme management staff, the EU Delegation and other 
relevant stakeholders, and agree any significant deviation from the agreed work plan 

 Gathering information from sites and stakeholders in the field, including the relevant government 
authorities and stakeholders  

 Planning, organisation and facilitation of a validation workshop in each Province– 50 participants 
for each workshop. 

 Measuring client satisfaction at a sample of health facilities and communities - used in LQAS 
baseline and Health Facility Assessment.  

 At the end of the field phase, present preliminary findings via visual presentation to the Reference 
Group. 

 
Synthesis phase - This phase is mainly devoted to the preparation of the draft final report.  

 The evaluation team will present in a written evaluation report their findings, conclusions and 
recommendations in accordance with the agreed structure defined by the EU (see Annex 1). The 
report should incorporate photos and visualisation of data from baseline surveys. 

 The report's contents will be impartial, accurate and verifiable, with recommendations realistic and 
logically following from the findings – given this is a Mid-Term Evaluation, recommendations 
should be focused on actions to be taken to improve the programme's performance during the 

                                                           
39More details on this can be found here http://capacity4dev.ec.europa.eu/evaluation_guidelines/ 
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remainder of the implementation period. It is foreseen that a quality assurance function will be 
included in the contract to maximise the quality of the final report.  

 As well as the draft report, the evaluation team will present a visual presentation to the Reference 
Group to discuss the draft and will receive comments from the reference group members, after 
which the evaluation team may revise the draft report. While potential quality issues, factual errors 
or methodological problems should be corrected, comments linked to diverging judgements may 
be either accepted or rejected by the evaluators. In the latter instance, the evaluation team should 
explain the reasons in writing.  

 
Dissemination phase - The final outputs of the dissemination phases: 

 The evaluators will organise and facilitate a major seminar in Lusaka for up to 75 people. This 
should be designed to discuss the findings of the evaluation in an inclusive and creative fashion, to 
answer participant questions (especially on relevance and efficiency), to maximise opportunities 
for discussion on what has been learned that can be applied to the remainder of the 
implementation period, and to ensure there are clear plans for when and how the evaluation 
report will be made available after the seminar. The structure and content of the seminar should 
be designed to help enhance the evaluation capacity of those present (for example to understand 
the nature of the data and its limitations). 

 Production of the final evaluation report, in limited colour and on good-quality paper, which will be 
available in advance for the participants of this seminar. 100 copies of the report will be printed, in 
limited colour, on high-quality paper, plus separate publication of 200 x 2-page and 4-page 
executive summaries in colour brochure format.  

 
Phases of Assignment 2 
Inception phase - In the inception phase, the relevant documents will be collected and reviewed. On 
the basis of the information collected the evaluation team will: 

 Describe the development context, critically review the programme's intervention logic/theories of 
change (including the programme's basis in the body of evidence on mother/child health in 
Zambia) and any changes to project design or implementation since the Mid-Term Evaluation. 

 Critically comment on indicative evaluation questions and on the basis of consultations and review, 
make proposals for a final list. 

 Fine-tune the evaluation approach, outline methods foreseen for answering the evaluation 
questions, and describe a rationale for selection of stakeholders and sites at the various levels of 
programme activity to visit. This should also include a rationale for measuring client satisfaction 
through a sample of health facilities and communities, consistent with the methodology and 
questions used in LQAS baseline and endline and in the Health Facility Assessment and at Mid-
Term. Particular attention should be given to methods proposed to answer evaluation questions 
concerning programme effects at outcome/impact level). The approach should include comment 
on any ethical issues foreseen and identification of obstacles associated with evaluating 
programme one year after closure, and possible mitigations. 

 The methodology will be consistent with the DEVCO Evaluation methodology40for 
projects/programmes, and should also aim for consistency with UNICEF's evaluation policy and the 
evaluation standards of the Zambian Government. Evaluators should, at inception, propose 
whatever methodological approach best suits the finalised list of evaluation questions. 

 Finalise a work plan for remaining phases, including the list of people to be interviewed, a check on 
whether ethical clearance required, data collection tools to be used, dates of site visits and name 
of team members in charge. This includes two validations workshops – one per province - to help 

                                                           
40More details on this can be found here http://capacity4dev.ec.europa.eu/evaluation_guidelines/ 
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validate preliminary findings and to understand stakeholder perceptions/experiences of quality of 
care since closure of programme activities.  

 Prepare a concept note for the dissemination of the Ex-Post Evaluation, including a dissemination 
seminar and proposals for how the evaluation report will be optimised for online/print publication, 
including charts, photos, data visualisations and datasets.  

 Conduct a briefing session from the evaluation team in Lusaka at the EU Delegation to initiate 
contact with the evaluation Reference Group (see section 4.3.2). The Reference Group must 
formally approve the inception report before subsequent phases can begin. 

 
Field phase - This follows the conclusion of the Inception Phase, as approved by the Reference Group.  

 Hold a planning meeting with key programme management staff, the Delegation and other 
relevant stakeholders, and agree any significant deviation from the agreed work plan 

 Gathering information from sites and stakeholders in the field, including the relevant government 
authorities and stakeholders  

 Planning, organisation and facilitation of a validation workshop in each Province, specifically 
designed to take account of the release of the end-line survey findings and the closure of 
programme activities one year earlier– 50 participants for each workshop. 

 Measuring client satisfaction at a sample of health facilities and communities - used in LQAS 
baseline and Health Facility Assessmentand at Mid-Term. 

 At the end of the field phase, present preliminary findings via visual presentation to the Reference 
Group. 

 
Synthesis phase - This phase is mainly devoted to the preparation of the draft final report.  

 The evaluation team will present in a written evaluation report their findings, conclusions and 
recommendations in accordance with the agreed structure defined by the EU (see Annex 1). The 
report should incorporate photos and visualisation of data from baseline and endline surveys.  

 The report's contents will be impartial, accurate and verifiable, with recommendations realistic and 
logically following from the findings. The recommendations should be designed to take account of 
the fact that the programme has been closed for a year: they should include recommendations for 
policy-makers regarding future interventions in the sector. It is foreseen that a quality assurance 
function will be included in the contract to maximise the quality of the final report.  

 As well as the draft report, the evaluation team will present a visual presentation to the Reference 
Group to discuss the draft and will receive comments from the Reference Group members, after 
which the evaluation team may revise the draft report. While potential quality issues, factual errors 
or methodological problems should be corrected, comments linked to diverging judgements may 
be either accepted or rejected by the evaluators. In the latter instance, the evaluation team should 
explain the reasons in writing.  

 
Dissemination phase - The final outputs of the dissemination phases: 

 The evaluators will organise and facilitate a major seminar in Lusaka for up to 150 people. This 
should be designed to discuss the findings of the evaluation in an inclusive and creative fashion, to 
answer participant questions (especially on effectiveness, impact and sustainability) and to ensure 
there are clear plans for when and how the evaluation report will be made available after the 
seminar. The structure and content of the seminar should be designed to help enhance the 
evaluation capacity of those present (for example to understand the nature of the data and its 
limitations). 

 Production of the final evaluation report, in limited colour and on good-quality paper, which will be 
available in advance for the participants of this seminar. 300 copies of the report will be printed, in 
limited colour, on high-quality paper, plus separate publication of 100 x 2-page and 300x 4-page 
executive summaries in colour brochure format.  
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 Arrange for production of 300 promotional flash-drives containing the final evaluation plus annexes 
plus supporting material (some of this may come from UNICEF, for example, before and after 
photos of health facilities, video, datasets etc.). 

 Preparation of PowerPoint Presentation and print-out of 150 full-colour hand-outs. 

o GEOGRAPHICAL AREA TO BE COVERED 

The evaluation needs to cover all districts which receive support from the MDGi programme. These 
areChingola, Kitwe, Luanshya, Mufulira, Ndola and Masaiti Districts in Copperbelt Province and 
Chongwe, Kafue, Chilanga, Rufunsa and Lusaka Districts in Lusaka Province. Most activities are district-
wide and the he geographical scope of the evaluations need to include all levels of programme 
activities, including health facility, community, district, provincial and national levels. 
With regard to activities at health facility level, the MDGI programme has targeted 55 health facilities 
(1 CEmONC and 4 BEmONC per district) across the eleven districts (typically five per district) for 
targeted refurbishment and provision of RMNCHN supplies and equipment. By the end of the 
programme, the MDGi program may potentially support – additional to the 55 – up to another 123 
health centres and their catchment population, when added to the 55 EmONC health facilities, gives a 
total of up to 178 in the 11 districts. The overall number of health facilities in the 11 districts is 241, 
which would mean that this action would target 74% of them. To satisfactorily answer evaluation 
questions, a sampling rationale may therefore be needed in order to assess the quality of 
implementation – including client perceptions of the quality of care – across these different levels of 
implementation.  
Finally, it is anticipated that during the inception phase, stakeholders may indicate that particular 
districts and facilities are – perhaps because of particularly good, poor, innovative or unusual 
performance – may be of special interest to the evaluation stakeholders. This will be explored, 
discussed and agreed during the inception phases of the evaluations. 

o TARGET GROUPS 

The principal users of the evaluation (and datasets relating to it, including the baseline studies) are: the 
Zambian Ministry of Health at national, provincial and district level, the EU Delegation to Zambia, 
UNICEF, WHO, UNFPA, and other implementing partners such as Marie Stopes, Planned Parenthood 
Association, AKROS.For the Mid-Term Evaluation especially national-level decision makers of the 
Ministry of Health and the EU Delegation are key target groups as the evaluation is expected to assist 
them in addressing systemic bottlenecks in the implementation of the MDGi programme. It is assumed 
that the results of the Ex-Post evaluation might be of interest to a wider group of stakeholders, 
particularly for government or other development actors who are planning health programmes or 
strategies, as well as academia and think tanks who work on health issues.Secondary users include 
other multi-laterals, bilaterals and Zambian and international civil society working in the health sector 
and the relevant external co-operation services at the Headquarters of the European Union.  

o Specific work 

Each Assignment (each evaluation) will include the following list of outputs and tasks. See section 5 on 
Logistics for tables of key outputs and timings per assignment. 
 

Inception phase 

 Collection of relevant project documents from EU, GRZ, UNICEF, including: 
o Baseline/endline survey data reports (commissioned separately from this contract), including 

patient satisfaction elements of the LQAS and Health Facility Assessment.  
o Description of the Action, Logframe and related project design documents 
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o M&E Strategy 
o All project progress reports 
o Zambia Demographic Health Survey 2013-2014 (released in 2015) 
o Relevant Government of Zambia documents and strategies pertaining to the programme, 

including Zambia's strategies for the health sector and the revised Sixth National Development 
Plan  

o PowerPoint presentations for Reference Group  
o Inception report with a robust methodology for answering key evaluation questions 

Field phase 

 Organise, plan, facilitate 4x validation workshops- 2x for the Mid-Term Evaluation and 2x for the Ex-Post 
evaluation, including logistics (one in each Province, 50 participants for each, travel costs for 
participants not included). 

 Ethical, thorough and comprehensive gathering of information in the field, including visiting a sample of 
health facilities and communities to understand client satisfaction (for reference) see six questions 
asked as part of LQAS baseline study). 

 PowerPoint Presentations on preliminary findings for Reference Group. 
Synthesis phase 

 Draft final written report (electronic copy only). 

 2-page and 4-page evaluation summary brochures (electronic only). 

 PowerPoint Presentations on final report for Reference Group. 
Dissemination phase 

 Organise, plan, facilitate major seminar in Lusaka for up to 75 participants (Mid-Term) and 
150participants (Ex-Post), including logistics and coverage of costs for venue, water, coffee breaks and 
lunch, etc. Travel costs not included. 

 Visual presentation describing key features of evaluation findings. 

 Production of final report on high-quality paper, plus separate 2-page and 4-page summaries in high 
quality brochure format. 

 Promotional flash-drives containing all relevant material (Ex-Post only). 
 

The Contractor must also comply with the latest Communication and Visibility Manual for EU External 
Actions concerning acknowledgement of EU financing of the project. (See 
https://ec.europa.eu/europeaid/communication-and-visibility-manual-eu-external-actions_en 

o Project management 

o RESPONSIBLE BODY 

This contract is managed by the European Union.  

o MANAGEMENT STRUCTURE 

The MDGi Technical Working Group (TWG) oversees programme implementation and provides timely 
and accurate feedback and information for strategic decision-making to the programme's Steering 
Committee, which is chaired by the Permanent Secretary of the MoH. The TWG meets monthly and is 
chaired by the National Director of Mother and Child Health in the Ministry of Health (MoH). 
 
The 2 assignments for the Mid-Term and Ex-Post Evaluation of the MDGi Programme is managed by 
the EU Delegation with oversight and input from a Reference Group, which is made up of members of 
the MDGi Technical Working Group (TWG) and any nominated members from constituencies 
represented in it. In overseeing this evaluation work, the Reference Group will use existing MDGi TWG 
structures and meetings where possible, with the following aims:  

https://ec.europa.eu/europeaid/communication-and-visibility-manual-eu-external-actions_en
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 To take part in tendering process and the selection of evaluators 

 To facilitate contacts between the evaluation team and the relevant stakeholder organisations 

 To ensure that the evaluation team has access to and has consulted all relevant information 
sources and documents related to the programme. 

 To approve the inception report, including finalising the Evaluation Questions.  

 To agree reports and other deliverables produced by the evaluation team at the end of each phase, 
and to make a final recommendation on the acceptability of the inception report and the final 
report to the Steering Committee. Comments by individual Reference Group members are 
compiled into a single document by the evaluation manager and subsequently transmitted to the 
evaluation team. 

 To take part in the dissemination events for both evaluations, and ensure that the findings (and 
underlying data), conclusions, lessons and recommendations from the evaluations are shared with 
their constituencies. 

o FACILITIES TO BE PROVIDED BY THE CONTRACTING AUTHORITY 

AND/OR OTHER PARTIES 

None. 

o LOGISTICS AND TIMING 

o Location 

Lusaka, Zambia is the place of assignment, with travel to the eleven districts within Lusaka and 
Copperbelt Provinces. 

o Start date & Period of implementation of tasks 

For Assignment 1 (Mid-Term Evaluation) the intended start date is 26 September 2016 and the period 
of implementation of the contract will be 5 months from this date 
For Assignment 2 (Ex-Post Evaluation) the intended start date is 2 September 2019 and the period of 
implementation of the contract will be 5 months from this date.  
Please see Articles 19.1 and 19.2 of the Special Conditions for the actual start date and period of 
implementation. See below for the indicative breakdown of timings for each of the two assignments. 
 
Indicative timeframe for Assignment 1: Mid-term evaluation (26 Sept 2016- January 2017) 

Output Timing  Description 

Contract signed 22 August 2016  

INCEPTION PHASE (TO BE COMPLETED WITHIN 10 WORKING DAYS) 

 Home-based reading, review and analysis of key documents relevant to the project  

 Preliminary interviews with project management by phone. 

Start assignment 1  26 September 2016 Evaluation team ready to start work. 

Inception report Early-Mid October 
2016  
 

 Submitted electronically to Reference Group/evaluation manager within two 
weeks of start of contract 

 Max 12 pages not including Annexes. Up to 10 working days home-based 
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1
st

 Ref. Group 
Meeting to agree 
inception report 

Mid October 2016 
(target 13 Oct) 
Meeting to occur 
within one week of 
receipt of inception 
report.  

Evaluators present Inception Report to Reference Group. Reference Group may 
approve Inception Report at this meeting, subject to any changes to the report or 
the ToRs, or provide written comments within 5 working days. 30 min presentation 
from experts on inception report. If further work required for approval, up to 3 
more working days may be taken from date of Reference group meeting. 
Resubmission within 10 working days of receipt of comments from Reference 
Group.  

FIELD PHASE (TO BE COMPLETED WITHIN 10 WORKING DAYS) 
• Fieldwork: site visits/observation, interviews, secondary data collection, validation  
• Preliminary analysis and findings 

Fieldwork Mid Oct-Late Oct 2016 10 working days in the field, plus travel days 

Conduct validation 
workshops in 
Lusaka 
&Copperbelt 
 
2

nd
 Reference 

Group Meeting 

 
 
 
 
 
Late Oct-Early Nov 
2016 (target 28 Oct) 

4 working days for validation workshops and dev. of preliminary findings. 

 Organise and facilitate 2 provincial validation workshops (in Copperbelt and 
Lusaka province). 50 participants for each workshop.  

 Prepare PowerPoint presentation on preliminary findings 
 

Develop report with preliminary findings.  
Share report with preliminary findings and concerns with Reference Group  

SYNTHESIS PHASE (TO BE COMPLETED WITHIN 15 WORKING DAYS) 
• Drafting and preparation of the final report  
• Presentation of findings to stakeholders 

Draft Final report Early Nov – Mid Nov 
2016 

Up to 10 working days (home-based) 

 Written report (30 pages max plus annexes) in electronic format, and include 
effective data visualisations.  

 2 separate stand-alone Executive Summaries (1x 2-pages and 1x 4-pages) in 
electronic format, and include effective data visualisations. 

 Prepare PowerPoint presentation on draft evaluation report+ 100 hand-outs 

 Planning for seminar. 

3
rd

 Reference 
Group Meeting 

Late Nov 2016 (target 28 
Nov) 

 Within 10 working days of submission of draft final report, opinion from 
EU/Reference Group on report quality and any changes requested. 

 Logistics for seminar. 
Up to 5 working days for consultants to finalise report 

DISSEMINATION PHASE (TO BE COMPLETED WITHIN 10 WORKING DAYS) 

Final approved 
Mid-Term 
Evaluation report 
 

January 2017  Return to Lusaka 

 Same specifications as for draft, incorporating comments received from the 
Reference Group. 

 100 hard copies of approved MTR report in limited colour, glossy paper. 

 200 hard copies of Executive summaries in limited colour, glossy paper. 

Published report 
and seminar 

January 2017  Dissemination workshop in Lusaka for 75 participants. 

 PowerPoint Presentation + print-out of 75 full-colour hand-outs 
Up to 2 working days for workshop plus preparation time. 

 
 
Indicative timeframe for Assignment 2: Ex-post Evaluation (September 2019 – January 2020) 

Output Timing  Description 

INCEPTION PHASE (TO BE COMPLETED WITHIN 15 WORKING DAYS) 

 Home-based reading, review and analysis of key documents relevant to the project  

 Preliminary interviews with past project management and current Ministry/EU staff by phone. 

Start assignment 
2 

2 September 2019 Evaluation team starts work 

Inception report Mid-Sep to End of Sep 
2019 
 

 Max 12 pages, not including Annexes. Up to 10 working days home-based. 
Submitted electronically to Reference Group/evaluation manager within two 
weeks. 
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 PowerPoint presentation of inception report 

1
st

 Reference 
Group Meeting 
Approval of 
incept. report 

End of Sep 2019  
To occur within one 
week of receipt of 
inception report. Two-
hour meeting including 
30 min presentation 

Evaluators come to Lusaka to present draft Inception Report to Reference Group 
for discussion and comments. Reference Group may approve Inception Report at 
this meeting, subject to any changes to the report or the ToRs, or provide 
written comments within seven calendar days. If further work required for 
approval, up to 3 more working days may be taken from date of Reference 
group meeting. Resubmission within 10 working days of receipt of comments 
from Reference Group. 

FIELD PHASE (TO BE COMPLETED WITHIN 20 WORKING DAYS) 
• Fieldwork: site visits/observation, interviews, secondary data collection, validation  
• Preliminary analysis and findings 

Fieldwork Early Oct 2019 Up to 15 days in the field, plus travel days  

Triangulation/ 
end-line 
workshops 
 
 
 
 
2

nd
 Reference 

Group Meet  

Late Oct 2019 
 
 
 
 
 
 
Late Oct/ early Nov 
2019 

Up to 4 days covering workshops and dev. of preliminary findings. 
Given that implementation has been over for one year and following availability 
of end-line studies, these workshops can be used for evaluators to get more in-
depth group inputs from health professionals and Ministry officials on what has 
happened since completion of activities and why.  

 Organise and facilitate 2 provincial validation workshops (in Copperbelt and 
Lusaka province). 50 participants for each workshop.  

 Prepare PowerPoint presentation on preliminary findings + 100 hand-outs 

 Share preliminary findings and any concerns with Reference Group in Lusaka 

 Prepare PowerPoint presentation on preliminary findings 

SYNTHESIS PHASE (TO BE COMPLETED WITHIN 15 WORKING DAYS) 
• Drafting and preparation of the final report  
• Presentation of findings to stakeholders 

Draft Final report Early Nov - Late Nov 
2019 

Up to 10 days (home-based) 

 Written report (max. 30 pages max plus annexes) in electronic format, and 
include effective data visualisations.  

 2 separate stand-alone Executive Summaries (1x 2-pages and 1x 4-pages) in 
electronic format, and include effective data visualisations. 

 Finalise planning and logistics for seminar. 

3
rd

 Reference 
Group Meeting 

Late Nov/early Dec 2019   Within 5 working days of submission of draft final report, opinion from 
EU/Reference Group on report quality, plus feedback. 

 PowerPoint Presentation of draft evaluation report 

 Finalise logistics for seminar. 
Up to 3 working days or seven calendar days for experts to finalise report 

DISSEMINATION PHASE (TO BE COMPLETED WITHIN 10 WORKING DAYS) 

Published 
approved Ex-post 
evaluation report 
and seminar 

January 2020  Same specifications as for draft, incorporating comments received from the 
Reference Group. 

 Dissemination workshop for 150 participants in Lusaka at major hotel venue 

 300 hard copies of approved report in limited colour, glossy paper. 

 300 hard copies of 4-page Executive Summary in limited colour, glossy paper. 

 100 hard copies of 2-page Executive Summary in limited colour, glossy paper. 

 300 promotional flash drives containing report, summaries, end-line surveys. 

 Preparation of PowerPoint Presentation + print-out of 150 full-colour hand-
outs 

Up to 4 working days for workshop plus preparation time. 

o REQUIREMENTS 

o Staff 
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Note that civil servants and other staff of the public administration of the partner country, or of 
international/regional organisations based in the country, shall only be approved to work as experts if 
well justified. The justification should be submitted with the tender and shall include information on 
the added value the expert will bring as well as proof that the expert is seconded or on personal leave.  

o KEY EXPERTS 

Key experts are defined and they must submit CVs and signed Statements of Exclusivity and Availability 
for assignment 1. 
All experts who have a crucial role in implementing the contract are referred to as key experts. A team 
of between two and 4 key experts is expected. One member of the evaluation team will be appointed 
as team leader. The minimum requirements of the team of key experts for this contract are as follows: 
 
Minimum requirement: 

 Experience in management of teams;  

 Experience in evaluation of complex public health-related projects of comparable;  

 Experience of evaluating capacity-building in public health context; 

 Experience in evaluating behaviour change interventions in public health context; 

 Experience in the field of using a variety of qualitative and quantitative evaluation approaches, 
including the application of methodologies for measuring and understanding client satisfaction; 

 Expertise in maternal health, child health, adolescent health and nutrition; 

 Expertise in Health Systems Strengthening (HSS) and/or Health Management Information Systems 
(HMIS) 

 At least one of the team will hold a postgraduate degree in Public Health or equivalent; 

 Expertise in communicating evaluation findings to non-specialist audiences; 

 Expertise in facilitation of workshops and seminars. 
 
Preferred: 

 Experience of evaluating projects implemented by United Nations organisations; 

 Experience in evaluating infrastructure projects; 

 Experience of evaluating health-related interventions in Zambia; 

 Good knowledge of local context; 

 Research experience in public health. 
 

All experts must be independent and free from conflicts of interest in the responsibilities they take on. 

o OTHER EXPERTS, SUPPORT STAFF & BACKSTOPPING 

CVs for experts other than the key experts should not be submitted in the tender but the tenderer will 
have to demonstrate in their offer that they have access to experts with the required profiles. The 
Contractor shall select and hire other experts as required according to the needs. The selection 
procedures used by the Contractor to select these other experts shall be transparent, and shall be 
based on pre-defined criteria, including professional qualifications, language skills and work 
experience. 
The costs for backstopping and support staff, as needed, are considered to be included in the 
tenderer's financial offer. 

o Office accommodation 

Office accommodation for each expert working on the contract is to be provided by the Contractor. 

o Facilities to be provided by the Contractor 
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The Contractor shall ensure that experts are adequately supported and equipped. In particular it must 
ensure that there is sufficient administrative, secretarial and interpreting provision to enable experts to 
concentrate on their primary responsibilities. It must also transfer funds as necessary to support their 
work under the contract and to ensure that its employees are paid regularly and in a timely fashion. 
The Contractor shall ensure that experts are adequately supported and equipped to successfully 
complete both assignments, e.g. in terms of access to laptops, software packages, mobile airtime, 
internet connections. 

o Equipment 

No equipment is to be purchased on behalf of the Contracting Authority / partner country as part of 
this service contract or transferred to the Contracting Authority / partner country at the end of this 
contract. Any equipment related to this contract which is to be acquired by the partner country must 
be purchased by means of a separate supply tender procedure. 

o Incidental expenditure 

This is a global price contract (insofar fees are concerned) with a provision for incidental expenditure. 
The provision for incidental expenditure covers ancillary and exceptional eligible expenditure incurred 
under this contract. It cannot be used for costs that should be covered by the Contractor as part of its 
fee rates, as defined above. Its use is governed by the provisions in the General Conditions and the 
notes in Annex V to the Contract. It covers: 
Travel costs and subsistence allowances for missions, outside the normal place of posting, undertaken 

as part of this contract. If applicable, indicate whether the provision includes costs for 
environmental measures, for example C02 offsetting; 

Venue rental and logistics for organisation of meetings and seminars; 

Publication materials, flash drives, printing and publishing services. 

Incidental expenditure will be reimbursed based on actual costs and following submission of 
documentary evidence. Theprovision for incidental expenditure for this contract is EUR 50,000.00.This 
amount must be included unchanged in the Budget breakdown 
Daily subsistence costs may be reimbursed for missions foreseen in these terms of reference or 
approved by the Contracting Authority, and carried out by the contractor’s authorised experts, outside 
the expert’s normal place of posting.  
 
The per diem is a flat-rate maximum sum covering daily subsistence costs. These include 
accommodation, meals, tips and local travel, including travel to and from the airport. Taxi fares are 
therefore covered by the per diem. Per diem are payable on the basis of the number of hours spent on 
the mission by the contractor's authorised experts for missions carried out outside the expert's normal 
place of posting. The per diem is payable if the duration of the mission is 12 hours or more. The per 
diem may be paid in half or in full, with 12 hours = 50% of the per diem rate and 24 hours = 100% of 
the per diem rate. Any subsistence allowances to be paid for missions undertaken as part of this 
contract must not exceed the per diem rates published on the website -  
http://ec.europa.eu/europeaid/funding/about-calls-tender/procedures-and-practical-guide-
prag/diems_en - at the start of each such mission.  
 
The Contracting Authority reserves the right to reject payment of per diem for time spent travelling if 
the most directroute and the most economical fare criteria have not been applied. 
Prior authorisation by the Contracting Authority for the use of the incidental expenditure is not 
needed.  

http://ec.europa.eu/europeaid/funding/about-calls-tender/procedures-and-practical-guide-prag/diems_en
http://ec.europa.eu/europeaid/funding/about-calls-tender/procedures-and-practical-guide-prag/diems_en
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o REPORTS 

o Reporting requirements 

Assignment 1: Mid-Term Evaluation 

The Contractor will submit the following reports in English in one original and 15 copies and in 
electronic version: 

Inception Report of maximum 12 pages to be produced after two weeks from the start of 
implementation. In the report the Contractor shall describe e.g. initial findings, progress in 
collecting data, any difficulties encountered or expected in addition to the work programme and 
staff travel. The Contractor should proceed with his/her work unless the Contracting Authority 
sends comments on the inception report.  

Interim report with preliminary findings of maximum 30 pages (main text, excluding annexes). 

 Draft final report of maximum 30 pages (main text, excluding annexes) in the format given in annex 
1. This report shall be submitted no later than one month before the end of the period of 
implementation of tasks. 

 Final report with the same specifications as the draft final report, incorporating any comments 
received from the parties on the draft report. The deadline for sending the final report is 10 working 
days after receipt of comments on the draft final report. The report shall contain a sufficiently 
detailed description of the different options to support an informed decision on MDGi programme 
design and implementation. The detailed analyses underpinning the recommendations will be 
presented in annexes to the main report. The final report must be provided along with the 
corresponding invoice.  

 PowerPoint presentations of (a) inception report; (b) preliminary findings report; (c) evaluation 
report. 

 Hand-out of presentations for participants for provincial validation workshops and dissemination 
meetings.  

 Publication and printing of 100 hard copies of the Mid-Term Evaluation report in limited colour, 
glossy paper. 

 Publication and printing of 200 Executive Summaries of the Mid-Term Evaluation reportin hard 
copy in limited colour, glossy paper. 

Assignment 2: Ex-post evaluation 

The Contractor will submit the following reports in English in one original and 15 copies and in 
electronic version: 

Inception Report of maximum 12 pages to be produced after two weeks from the start of 
implementation. In the report the Contractor shall describe e.g. initial findings, progress in collecting 
data, any difficulties encountered or expected in addition to the work programme and staff travel. 
The Contractor should proceed with his/her work unless the Contracting Authority sends comments 
on the inception report.  

Interim report with preliminary findings of maximum 30 pages (main text, excluding annexes). 

 Draft final report of maximum 30 pages (main text, excluding annexes) in the format given in annex 
1. This report shall be submitted no later than one month before the end of the period of 
implementation of tasks. 

 Final report with the same specifications as the draft final report, incorporating any comments 
received from the parties on the draft report. The deadline for sending the final report is 10 working 
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days after receipt of comments on the draft final report. The report shall contain a sufficiently 
detailed description of the different options to support an informed decision on MDGi programme 
design and implementation. The detailed analyses underpinning the recommendations will be 
presented in annexes to the main report. The final report must be provided along with the 
corresponding invoice.  

 PowerPoint presentations of (a) inception report; (b) preliminary findings report; (c) evaluation 
report. 

 Hand-out of presentations for participants for provincial validation workshops and dissemination 
meetings.  

 Publication and printing of 300 hard copies of approved the Ex-post Evaluation limited colour, 
glossy paper, and include effective data visualisations. 

 Publication and printing of 300 hard copies of 4-page Executive Summary in limited colour, glossy 
paper, and include effective data visualisations. 

 Publication and printing of 200 hard copies of 2-page Executive Summary in limited colour, glossy 
paper, and include effective data visualisations. 

 300 promotional flash drives containing report, summaries, end-line surveys. 

 

All reports must be in English using an appropriate 12-size font (unless otherwise agreed with the EU 
Delegation), single spacing. Final reports should be printed on high-quality paper, and, consistent with 
Result 3, should make appropriate use of with maps, graphs and data visualisations, taking into account 
the information needs/expectations of the key users.  

o Submission and approval of reports 

The reports referred to above must be submitted to the Project Manager identified in the contract. The 
Project Manager is responsible for approving the reports. The reports must be written in English. The 
revised reports/outputs incorporating comments received from the concerned parties shall be 
submitted within seven calendar days from the date of receipt of the comments. The evaluation team 
should provide a separate document explaining how and where comments have been integrated or the 
reason for non-integration of certain comments. In the absence of comments or approval by the 
EU/Reference Group within the set deadline, the reports are deemed to be approved. All written 
reports and presentations need to abide by the visibility guidelines of the European Union:  

https://ec.europa.eu/europeaid/funding/communication-and-visibility-manual-eu-external-actions_en 

o MONITORING AND EVALUATION 

o Definition of indicators 

Monitoring of the timeliness and quality of the inputs, along with responsibility for evaluating how this 
evaluation is used, is the responsibility of the Evaluation Manager at the EU Delegation, supported by 
the Reference Group. 
 

o Special requirements 

None. 
* * * 

https://ec.europa.eu/europeaid/funding/communication-and-visibility-manual-eu-external-actions_en
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ANNEX 1  STRUCTURE OF FINAL REPORTS 
 
The final report should not be longer than 30 pages, except by prior arrangement with the Evaluation 
Manager. Additional information on overall context, programme or aspects of methodology and 
analysis should be confined to annexes.  
 
The cover page of the report shall carry the following text: 
‘’ This evaluation is supported and guided by the European Commission and presented by [name of 
consulting firm]. The report does not necessarily reflect the views and opinions of the European 
Commission’’. 
 
The main sections of the evaluation report are as follows: 
 
Executive Summary 
A tightly-drafted, to-the-point and free-standing Executive Summary is an essential component. It 
should be short and synthetic (in other words it should not simply repeat sections of the main report), 
and no more than four pages long. For communication purposes, a two-page summary and a 4-page 
summary (which incorporates key visualisation) is also required. Summaries should focus on the key 
purpose and issues of the evaluation, what the evaluation means, and should cover the main findings, 
conclusions, lessons and recommendations.  
 

1. Introduction 

A description of the project/programme and the evaluation, providing the reader with sufficient 
methodological explanations to gauge the credibility of the conclusions and to acknowledge limitations 
or weaknesses, where relevant. 
 

2. Answered questions/ Findings 

A chapter presenting the evaluation questions and conclusive answers, together with evidence and 
reasoning.  
 

3. Overall assessment 

A chapter synthesising all answers to evaluation questions into an overall assessment of the 
project/programme. The detailed structure of the overall assessment should be refined during the 
evaluation process. The relevant chapter has to articulate all the findings, conclusions and lessons in a 
way that reflects their importance and facilitates the reading. The structure should not follow the 
evaluation questions, the logical framework or the seven evaluation criteria. 
 

4. Conclusions and Recommendations 

4.1 Conclusions 
 

This chapter introduces the conclusions of the evaluation. The conclusions should be organised in 
clusters in the chapter in order to provide an overview of the assessed subject. A paragraph or sub-
chapter should pick up the 3 or 4 major conclusions organised by order of importance, while avoiding 
being repetitive. This practice allows better communicating the evaluation messages that are 
addressed to the Commission. If possible, the evaluation report identifies one or more transferable 
lessons, which are highlighted in the executive summary and can be presented in appropriate seminars. 
 

4.2 Recommendations 
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They are intended to improve or reform the project/ programme in the framework of the cycle under 
way, to prepare the design of a new intervention for the next cycle, or to inform policy-makers 
concerning similar future projects in the sector. Recommendations must be clustered and prioritised, 
carefully targetedto the appropriate audience, and taking into account the different purposes of each 
evaluation. 
 
 

5. Annexes of the report 

The report should include the following annexes: 

 The Terms of Reference of the evaluation 

 The names of the evaluators and their companies (CVs should be shown, but summarised and 
limited to one page per person) 

 Detailed evaluation method including: options taken, difficulties encountered and limitations. 
Detail of tools and analyses.  

 Intervention logic / Logical Framework matrices (original and improved/updated)  

 Visualisations of data relevant to the central conclusions of the evaluation. 

 Map of project area 

 List of persons/organisations consulted 

 Literature and documentation consulted 

 Other technical annexes (e.g. statistical analyses, tables of contents and figures) 

 Detailed answer to the Evaluation questions, judgement criteria and indicators (evaluation 
matrix) 
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ANNEX 2 INDICATIVE EVALUATION QUESTIONS 

Indicative evaluation questions for assignment 1 

Relevance (key criteria 1): 

 To what extent is the programme's overall design valid and complete?  
• This includes assessment of the conceptual framework, the theories of change for each 

result area, its underlying assumptions, its choices of implementation modality, the 
fitness for purpose of its governance and decision making structures, and its 
orientation to other health initiatives. What are the key recommendations for 
modifications for the remaining term of the programme? 

• Is there an appropriate balance between the project's attempt to address supply (i.e. 
the quality and coverage of services) and demand (i.e mobilising health-seeking 
behaviour)? 

Efficiency (key criteria 2) 

 To what extent are outputs or activities completed on time, procured correctly and to a sufficient 
quality at a) service delivery level b) management level? 

 Were the visibility and C4D strategies implemented according to plan? To what extent did these 
add value to the Programme? 

 To what extent is the programme delivering value for money, and what changes could be made to 
improve this? Are project resources being spread too thinly across too many activities? 

 Are health staff at district and facility level making use of HMIS data to make decisions? To what 
extent is the programme strengthening human resources capacities in the collection, management 
and use of information? Are lessons on good practices at health facilities being adequately 
captured and shared? 

Effectiveness: 

 Is the project on track in terms of delivery against the five result areas? Is implementation 
diverging from the design? If so, why, and is that divergence justified, given changes in the context? 

 How is clinical supervision/mentoring of health workers affecting their performance?  

 How is the programme affecting levels of client satisfaction?41 

 Locating birth registration at health facilities – is this proving to be effective? 

 How are outreach activities based at the 55 targeted health facilities affecting mothers' knowledge 
and behaviours concerning health and nutrition?  

Impact: 

 What prospects are there for achieving adequate levels of coverage and quality of care to see 
changes at the impact level over the remaining lifetime of the programme and beyond? Are the 
M&E arrangements strong enough for future review/ evaluation to be able to arrive at satisfactory 
estimations of impact? 42 

 What are the prospects for long-term improvements of the relevant capacities (including 
monitoring and planning) of health staff and community groups? What changes should be made to 
improve these? 

                                                           
41See LQAS questionnaire for its approach to measuring dimensions of client satisfaction: 

http://www.unicef.org/zambia/MDGi_Baseline_LQAS_report.pdf 
42Where impact is defined as the positive and negative, primary and secondary long-term effects produced by a development 

intervention. A stricter interpretation of impact – the comparison of actual outcomes with outcomes that would have 
been achieved in any case - may be out of reach, although this is an issue we expect evaluators to explore in the inception 
phase.  

http://www.unicef.org/zambia/MDGi_Baseline_LQAS_report.pdf
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Sustainability 

 What are the prospects for the continuation of supply of/demand for these services – and the 
maintenance of any increases in quality of care – in these districts after the programme comes to 
an end? How feasible is the exit strategy planning at mid-point, and what can the programme do 
between mid-term and end of programme to address this in order to maximise long-term 
ownership at district level? What long-term prospects does the 'Quality Improvement' approach 
have in terms of being institutionalised, and how can any erosion of coverage and quality of care 
be mitigated? 

 To what extent has the load-shedding electricity crisis having an impact on health facilities 
(particularly EmONC) ability to provide services? 

 

Indicative evaluation questions for Assignment 2: 

 
Impact (key criteria 1) 

 To what extent did the programme made a difference to health outcome level (for example, the 
direct obstetric case fatality rate) in the targeted districts as defined in the logframe? 

 To what extent has there been any erosion of coverage or quality of care since programme 
closure? 

 To what extent did the programme built the long-term capacities of district health facilities, staff 
and communities to deliver quality of care? 

 What were the key unintended effects of the programme (positive and negative)? 

Sustainability (key criteria 2) 

 To what extent has the programme's exit strategy or sustainability planning been successful? 

 To what extent have the relevant local, sub-national and national institutions continued to deliver 
programme outputs since the programme ended? Which strategies and approaches within the 
programme have contributed most to sustainability? (This should not be restricted to financial 
sustainability, but should also take into account political, institutional and social dimensions (for 
example, the continued demand for services). 

 How has HMIS been maintained and used, particularly at district and facility level, since closure? 

 Have lessons learned during the project persisted beyond the lifetime of the project? 

Effectiveness  

 To what extent have activities and outputs been converted into achievement of the five results? To 
what extent has the project led to a change in patient/client satisfaction since the base-line and 
since the end-line survey, and has this eroded since the project closed? 

 To what extent did the programme enhance the capacity of officers at all levels to use data for 
decision making and planning (particularly in the context of using HMIS)? 

 To what extent did clinical supervision/mentoring of health workers affect performance? Did this 
improve following lessons learned following the Mid-Term Evaluation? 

 To what extent did outreach activities based at the 55 targeted health facilities affect mothers' 
knowledge and behaviours concerning health and nutrition? Did this improve following lessons 
learned following the md-term evaluation? 

 To what extent has the programme promoted gender equality – particularly for adolescent girls – 
through its focus on maternal health? 
 

Relevance 

 To what extent has the project design evolved and responded to external factors since mid-point? 
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Efficiency 

 Extent to which the programme delivered value for money (for example, how did the cost of the 
programme compare to the equivalent value (in lives saved, QALYs, etc.) of the services delivered? 

 How did relevant stakeholders apply recommendations on efficiency from Mid-Term Evaluation, 
particularly at the management and technical levels? 

Coherence 

 In addition, the evaluation will assess one EU-specific evaluation criteria: the coherence of the 
project/programme with EU policies on RMNCHN (including principles of country ownership), and 
also between the programme and the approaches and activities of Member States and other major 
actors in the sector in Zambia. 
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ANNEX 2: MISSION SCHEDULE 
Team 1: Christine Thayer, Beyant Kabwe, Madalitso Mwanza, Cynthia Banda 
Team 2: Maria Paalman, Nkenda Sachingongun, Hellen Mtonga, Prisca Kakene 
 

Day Date Activity Who Overnight 
Mon 21 Nov Arrival MP in Lusaka (afternoon) 

Team meeting 
MP 
All 

Lusaka 

Tue 22 Nov Prepare field visits (car, hotel, letter PS, appointments) 
Work on exit interviews and FGD tools  
Arrival CT (afternoon) 
Scheduled Ref. Group meeting MoH cancelled 

All 
All  
CT 
All 

Lusaka 

Wed 23 Nov Reference group (core) meeting 
Meeting National team to assess progress Workplan 2016 Work 
on tools 

CT/MP 
MP 
All 

Lusaka 

Thu  24 Nov Field test tools in Chilanga 
Call on DMO Chilanga (relevant staff not present) 
Interview i.c. Chilanga HC + exit interviews 
Mapepe compound FGD women + interview CBVs 

All 
All 
Team 1 
Team 2 

Lusaka 

Fri 25 Nov Adapt and finalise tools to findings field testing 
Sampling BEmONC centres and HCs Copperbelt 
Meeting National team to assess progress Workplan 2016 
Interview MoH – Nutrition 
Interview AKROS MDGi Programme Manager 
Interview PPAZ Programme Officer & Service Delivery Manager 
Interview PHO Lusaka  
Interview UNICEF Finance Section 

MP/NS 
NS 
MP 
CT/BK 
CT/BK 
CT/BK 
 
CT/BK 
CT/BK 

Lusaka 

Sat 26 Nov Off All Lusaka 

Sun 27 Nov Travel from Lusaka to Ndola All Ndola 

Mon 28 Interview PHO Copperbelt 
Sampling HFs Copperbelt and get contact details 
Travel to Luanshya 
Interview DMO and DTST Luanshya 
Interview CEmONC Thompson Hospital + Exit interviews  
FGD women + Interview CBVs Mikongva Urban 
Travel back to Ndola 

CT/BK 
NS/MP 
All 
CT/BK 
Team 1 
Team 2 
All 

Ndola 

Tue 29 Interview Marie Stopes Ndola 
Travel to Luanshya Kafubu Block HC 
Interview HC staff + Exit interviews 
FGD women + Interview CBVs 
Travel to BEmONC Section 26 clinic Mpatamatu 
Interview BEmONC staff +Exit interviews 
FGD women + Interview CBVs  
Travel to Kitwe 

CT/BK 
All 
Team 1 
Team 2 
All 
Team 1 
Team 2 
All 

Kitwe 

Wed 30 Interview DMO and DTST Kitwe 
Travel to BEmONC Kawama Urban 
Interview BEmONC staff + Exit interviews 
FGD women + Interview CBVs  
Interview CEmONC Kitwe Central Hospital + Exit interviews  
FGD women + Interview CBVs Buchi Main Clinic Kitwe 

CT/BK 
All 
Team 1 
Team 2 
Team 1 
 
Team 2 

Kitwe 

Thu  1 Dec Travel to Mukuba HC (formerly Cosetco) 
Interview HC staff + Exit interviews 

All 
Team 1 

Kitwe 
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FGD girls + Interview CBVs 
Travel to Mufulira 
Interview DMO and DTST Mufulira 
Travel to Mokambo HC 
Interview HC staff + Exit interviews 
FGD boys + Interview CBVs 
Travel back to Kitwe 

Team 2 
All 
CT/BK 
All 
Team 1 
Team 2 
All 

Fri 2 Travel to Mufulira 
Interview CEmONC Kamuchanga District Hospital + 
Exit interviews 
FGD women + Interview CBVs  
Travel to Mufulira BEmONC Kansuswa 
Interview BEmONC staff + Exit interviews 
FGD women + Interview CBVs 
Travel back to Kitwe 

All 
Team 1 
 
Team 2 
All 
Team 1 
Team 2 
All 

Kitwe 

Sat 3 Travel to Lusaka All Lusaka 

Sun 4 Off All Lusaka 

Mon 5 Travel from Lusaka to Kafue  
Interview DMO and DTST Kafue 
Interview CEmONC Kafue District Hosp. + exit interviews 
FGD adolescents + Interview CBVs Kafue Estates HC 
Travel to Railway Clinic 
Interview HC staff + Exit interviews  
FGD women + Interview CBVs 
Travel to BEmONC Kafue Mission HC 
Interview BEmONC staff + Exit interviews  
FGD women + interview CBVs 
Travel back to Lusaka 

All 
CT/BK 
Team 1 
Team 2 
All 
Team 1 
Team 2 
All  
Team 1 
Team 2 
All 

Lusaka 

Tue 6 Interview national stakeholders 
 
Travel to Rufunsa  
Interview DMO and DTST Rufunsa 
Interview CEmONC Mpansya Mission Hospital 
Exit interviews CEmONC  
FGD women  
Interview CBVs 
Travel to Rufunsa BEmONC TBD 
Interview BEmONC staff 
Exit interviews 
FGD women  
Interview CBVs 

CT/BK 
MP/NS+ 
4 enum.  
MP 
MP 
CB/MM 
NS/HM 
PK 
All 
MP 
CB/MM 
NS/HM 
PK 

Lusaka 
Rufunsa 

Wed 7 Interview national stakeholders 
 
Travel to Rufunsa HC TBD 
Interview HC staff 
Exit interviews 
FGD women  
Interview CBVs  
Interview PPAZ Rufunsa 
Travel back to Lusaka 

CT/BK 
 
All 
MP 
CB/MM 
NS/HM 
PK 
MP 
All 

Lusaka 

Thu  8 Team meeting 
Tie up loose ends 
Prepare debriefing 

All 
BK & NS 
CT/MP 

Lusaka 

Fri 9 Debriefing 
Meeting National MDGi team on workplan 

All 
MP 

Lusaka 

Sat 10 Departure CT & MP   
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ANNEX 3: DETAILED EVALUATION METHODOLOGY 
This Annex details the data collection methods, their limitations and the sampling strategy. It also 
discusses data analysis and validation of findings.  

1.1 Introduction 

The methodology of the MTE is based on the evaluation questions raised in the ToR, organised by the DAC 
criteria of relevance, efficiency, effectiveness, impact and sustainability, as well as a number of cross-
cutting issues, such as government ownership and leadership, gender, promotion of equity, building 
partnerships and complementarity. 

Data and information were collected during the initial visit of the team leader to Lusaka, during inception 
phase and during the field mission of the full evaluation team.  

From 21 November until 9 December 2016 the evaluation team was in country. See Annex 2 for the 
mission schedule. The evaluation tools/questionnaires for the field work discussed below were tested in 
Chilanga district and finalised during the first week of the mission. Thereafter the team visited five out of 
the 11 programme districts.  

1.2. Data Collection Methods  

The evaluation used a mixed-method approach, combining qualitative and quantitative methods, 
triangulating the information from different sources. In line with the terms of reference the focus was on 
qualitative methods, the only primary quantitative data collection exercise being the satisfaction survey 
among clients exiting sampled health facilities. Secondary data, collected by the MDGi programme itself, 
were used to analyse progress on key output and outcome indicators. As some indicators can only be 
measured by the end-line LQAS or the next ZDHS, only those indicators for which HMIS data are regularly 
collected could be analysed at this point in time. Graphs from the Annual Report 2016 were used, 
trendlines inserted and discussed. Qualitative methods provided the evaluation with a deeper insight into 
the operations of the MDGi Programme and its potential contribution to outcomes in RMNCH&N.  

The evaluation was not limited to documentary sources (or to knowledge and opinions of key informants) 
which are internal to, or focused on, the MDGi Programme alone. In order to adequately assess the 
programme contribution to results it was necessary to review documents and interview key informants 
with knowledge of the wider landscape of support to RMNCH&N in Zambia.  

Data collection methods included: 

 A comprehensive review of country and programme level documents 

 Key informant interviews with stakeholders at national, provincial, district and health facility 
levels 

 Group interviews with community-based volunteers and peer educators 

 Exit interviews with clients having received RMNCH&N services at a health facility 

 Focus group discussions with community members (women, adolescents and men) 

 Collection of data from surveys and HMIS on key indicators  
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Document Review  

The document review process began immediately at the beginning of the inception phase and continued 
throughout the evaluation period. The desk review involved a comprehensive analysis of relevant GoZ 
health policies and strategic plans, MDGi programme documents, including the Contribution Agreement 
and its amendments, contracts with partners, baseline studies, workplans and budgets, MAPs, annual 
reports, concept notes, Steering Committee and TWG meeting minutes, IEC and visibility materials, 
overviews, mentorship and quality assessment tools, scorecards and dashboards. A complete list of 
documents and materials that were consulted can be found in Annex 16 

Key informant interviews 

The aim of this part of the evaluation was to obtain a general overview of, in particular, perceptions of the 
programme from a whole range of people/organisations which are involved in various capacities.  

Key informant interviews were carried out at all levels of the health care system and engaged those 
involved in implementation of the MDGi Programme and a wide range of other stakeholders. At the 
national level several officers in the MoH, the EU, and UNICEF were interviewed, as well as 
representatives of the contracted partners UNFPA, Marie Stopes Zambia, Planned Parenthood Zambia 
and AKROS and other donors involved in RMNCH&N. At the provincial level both PHOs and some PHO 
staff were interviewed. At the district level all DHDs and some DHO team members in the five districts 
visited by the MTE team were interviewed. Last but not least the in-charges and staff members of 15 
health facilities were interviewed.  

To ensure coherence in the methodology, standard interview guides were developed for semi-structured 
interviews. These interview guides were arranged by category of respondent. For each question the team 
indicated to which area of investigation the question was related (e.g. to effectiveness or sustainability). 
In this way, the list of interview questions linked up with the evaluation questions and the assumptions on 
which the theory of change is based. The specific, detailed instruments were field-tested and finalised 
during the first week of the in-country mission (see below). All questionnaires are attached to this annex.  

Group interviews with community-based volunteers and peer educators 

The aim of the group interviews with CBVs and PEs was to assess to which extent planned inputs to 
promote community health have been delivered to CBV and PEs, to establish what kind of activities CBVs 
and PEs are implementing and, to the extent possible, what the effects of these activities are.  

The evaluation team planned to talk to 150 CBVs and PEs, working in the catchment areas of 15 health 
facilities.  

A questionnaire was made to guide the interviews. The questionnaire was tested in Mapepe community, 
belonging to Chilanga HC and slightly adapted. Questions were not asked exactly as they were 
formulated. The interviews were conducted by a member of the core evaluation team and an 
enumerator. They were meant to be reminders of topics and issues to be probed. The questionnaire is 
attached to this annex.  

An evaluation team member contacted the in-charge of the facility before the team would arrive and 
explained the purpose of the group interview. The in-charge was asked to request a senior CBV to 
mobilise 10 volunteers from the zones belonging to the facility that would be willing to take part in the 
group session. Because most hospitals do not have volunteers, CBVs and PEs were mobilised from the 
nearest HC to the hospital. Most interviews took place at the facilities, a few in the communities. 
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Limitations 

 As the selection of CBVs was not random, it is likely that the senior volunteer recruited CBVs that 
are familiar with the MDGi and are more-than-average active, possibly giving a more positive 
picture of their work than what would have arisen had the sample be truly random. 

 Because no peer educators showed up in the first district, the team specifically requested for 
them to be included in subsequent districts. Despite this specific request no PEs could be 
interviewed in 6 out of 15 facilities.  

 

Exit interviews with clients  

The aim of the individual interviews with clients who had just received a RMNCH&N service was to 
measure client satisfaction with the service.  

Interview questions were based on the LQAS questionnaire and were formulated to closely match the 
LQAS. This was done to enable comparison between satisfaction with services before the start and mid-

way through the MDGi programme43. The questionnaire for the client exit survey covered such issues as: 
waiting time, perceived quality of service, welcome by the health provider, cleanliness of the health 
facility, treatment during the consultation, availability of medications, privacy and clinic opening hours. 
The full questionnaire is added to this Annex.  

The draft interview tool and the informed consent form were cleared by the ERES Converge IRB44 and 
tested in Mapepe community, belonging to Chilanga HC, after which slight adaptations were made. The 
interviews were administered in the appropriate languages by two trained enumerators, supervised by 
the core evaluation team.  

Upon arrival of the evaluation team at a selected health facility, relevant staff was asked to request 
eligible patients/clients (those who came for RMNCH&N services) if they would be willing to be 
interviewed for an evaluation of a MoH programme. They were informed that the interview would take 
approximately 20 minutes. If the client agreed, s/he was then introduced to the enumerator, who further 
explained the procedures and the informed consent. If the client consented, the questionnaire was 
administered. Each client received a copy of the informed consent in either Chibemba or Chinyanja. The 
signed English form is kept on file by the evaluation team.  

Limitations  
While the LQAS was a community survey, conducted among a randomly selected sample of all 
targeted community members, the exit interviews by the MTE team were conducted only among a 
sample of clients who had opted to come to the health facility and agreed to be interviewed. This self-
selection could have resulted in an overrepresentation in the sample of respondents who are more 
satisfied with the services for two reasons: 

 Clients who were not satisfied with the services during previous visits are less likely to return to 
the facility; this potential bias is mitigated by the fact that in many areas clients who are in need 
of services do not have a choice of provider, because there is only one health facility within a 
reasonable distance. 

                                                           
43  Unfortunately this comparison could only be made for a few questions, because the LQAS report available to the evaluation 

team did not contain sufficient detail.  
44  Standards for research ethics in Zambia are governed by the National Health Research Ethics Committee and there are three 

research ethics boards operating in-country, one of them being ERES Converge IRB. Clearance was necessary in view of the 
involvement of the public in the client satisfaction survey and the focus group discussions.  
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 Clients who are not satisfied might be less likely to agree to be interviewed; because clients were 
initially asked by the provider whether they would be willing to be interviewed, the MTE team 
does not know how many clients refused to be interviewed.  

 

Focus group discussions with community members 

The aim of the FGDs was to assess whether the planned community health interventions and mass media 
campaigns had reached the communities, as well as to assess the effects of the IEC activities on their 
knowledge and behaviour.  

A questionnaire was made to guide the interviews. The questionnaire and the informed consent form 
were cleared by the ERES Converge IRB. The questionnaire was tested in Mapepe community, belonging 
to Chilanga HC and slightly adapted. Questions were not asked exactly as they were formulated. They 
were meant to be reminders of topics and issues to be probed. Moreover, the discussions took place in 
the relevant local language. The interviews were conducted by a member of the core evaluation team and 
an enumerator. The questionnaire is attached to this annex. Responses from the focus groups were 
manually analysed using content analysis to identify themes, patterns and categories. 

The evaluation team conducted 10 FGDs with women of reproductive age, 4 with adolescents 15-24 (two 
with girls, one with boys and one mixed) and one with men living within the catchment area of the 15 
sampled health facilities. The choice for these numbers was made to reflect pro rata the main 
beneficiaries of the programme. An evaluation team member contacted the in-charge of the facility 
before the team would arrive and explained the purpose of the FGD. The in-charge was asked to request a 
senior CBV to mobilise 10 participants from the zones belonging to the facility that would be willing to 
take part in the group discussion. Most interviews took place at the facilities, a few in the communities. 

Limitations 
As the selection of community members was not random, it is unknown how representative the 
participants were of their respective communities. As the interviews took place during the day 
anybody that was away for work would not have been included. The evaluation team did specify 
that participants did not necessarily had to make use of the services of the health facility to be 
included in the discussion. However, almost all women that participated had children and had 
made use of health services.  

Collection of data from surveys and HMIS on key indicators 

The ToR require the evaluation team to try and collect and analyse hard data on progress towards targets 
for key indicators. In order to do that the team studied the baseline studies and collected primary data on 
client satisfaction by means of the exit interviews. For data on key indicators the team was dependent on 
the programme to provide these. In order to enable the whole of 2016 to be included in the analysis the 
team received the data as part of the Annual Report 2016 in the beginning of February 2017. The data 
were analysed, aided by adding trendlines. Baselines were compared with data from the LQAS and ZDHS 
wherever available. The outcome is described in a separate document, attached as Annex 11 to the 
report.  

Limitations 
Shortly after data analysis had been done, by mid-February the evaluation team was made aware 
of a data quality audit (DQA) conducted by a team of M&E officers, because the HMIS data for the 
third quarter of 2016 showed an unexplainable downward trend for key indicators. The 
preliminary findings of this DQA for the first district (Masaiti) were shared with the evaluation 
team. The findings did not only relate to problems with data in the third quarter of 2016, but 
indicated a score of serious problems with HMIS data in general, resulting in discrepancies 
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between source documents and the entries in the DHIS2 database, ultimately resulting in 
questionable data. The preliminary outcome of the audit confirmed the suspicion of the 
evaluation team that there are many problems with using the HMIS data. The team indicated any 
problems for each indicator in Annex 11: Data for Evidence on key indicators. The MDGi 
programme is aware of the limitations using HMIS data to measure progress, but opts to still us 
them while at the same time working on improving their reliability. This obviously presents a very 
serious limitation in measuring progress on key output indicators of the MDGi, as the programme 
is using HMIS data. Even if the efforts to improve the HMIS will be successful, it will remain a 
limitation, because any changes in the DHIS2 will make newer data incomparable to the baseline 
and mid-term data. This will also impact the ex-post evaluation, albeit less so, as it will be more 
focused on outcome and health status indicators which will be measured by the endline surveys 
and the ZDHS.  

Improving the quality of care 

A key area of focus of the MTE is the impact of the programme on the quality of care delivered in health 
facilities. This was assessed mainly through the interviews with health service personnel and CBVs and 
PEs, as well as by means of the client satisfaction survey (exit interviews). Particular attention was paid to 
the number of staff trained in various RMNCH&N guidelines and skills and the impact of the introduction 
of mentoring, which is aimed at ensuring that new skills acquired through training are put into everyday 
practice.  

Limitations 
The detailed training data (used in the effectiveness section of the report) are taken from the 
Training overview, received by the evaluation team only on 24 February, which is more extensive 
than those used in the Annual Report 2016. Besides they contained information on (average) 
coverage per facility or zone (specifically requested by the EU). At the very last moment (before 
submission of the second version of the report) the evaluation team noticed that the data in this 
presumably latest training overview were different (and lower) than those in the Annual Report 
2016. When questioned, the MDGi team confirmed that these ‘latest’ data were actually not 
updated. It was agreed to leave the data in the report as is.  

So while the report reflects training data that are a bit dated, it was also premature to assess 
whether all the conducted training had influenced quality of care. The latter is measured during 
mentoring. The mentoring dashboard during the evaluation contained data on one round of 
mentoring (of staff), so no progress could yet be seen.  

The impact of mentoring could not yet be assessed, as the dashboard includes only one round (of 
146 staff) of mentoring, which can be considered the baseline. To assess progress or the lack 
thereof more rounds of mentoring will have to be done.  

Value for money 

The team considered the possibility of assessing value for money but had insufficient data to undertake 
such an exercise. First of all it proved impossible to get detailed financial data and secondly the ‘value’ 
part is still very much under construction, as not all inputs have been delivered yet and measuring even 
intermediary outcomes is made very difficult due to the problems with the reliability of the data. Besides, 
the high level impact indicators (health status) will be measured after the project closes by the endline 
LQAS and ZDHS.  

This dimension will obviously be dealt with in some detail in the Ex-Post Evaluation.  
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1.3 Sampling strategy  

Districts 

The evaluation team visited five programme districts, three out of six in the Copperbelt and 2 out of five 
in Lusaka. In line with the requested focus two districts with sizable (peri-)urban areas have been selected 
(Kitwe in Copperbelt and Kafue in Lusaka) and three rural districts (Luanshya and Mufulira in Copperbelt 
and Rufunsa in Lusaka). Luanshya, a previous mining district, was chosen because of its geographical 
location, able to be reached within reasonable time from both Ndola and Kitwe. Mufulira is the least 
developed district in the province, bordering the DRC. Rufunsa was selected because it is the most remote 
district in Lusaka.  

Facilities 

Within each selected district, the team visited one CEmONC facility, one BEmONC centre and one 
additional health centre, included in the programme. This gave a sample of 15 health facilities. The 
CEmONC facility is fixed, as there is only 1 in each district, usually the district hospital.  

To select one out of four BEmONC centres the following selection criteria were used: 

 Fully functional (not scaled down or services suspended – see revised list) 

 Not more than 1 hour drive from the district town 

 In charge is present 

 Ensure that we include high, medium and low performing BEmONC (in as far as possible) 
To select an additional HC the following selection criteria were used: 

 Fully functional 

 More or less conveniently located between selected BEmONC and the town 

 In charge is present 

 Ensure that we include high, medium and low performing HC (in as far as possible) 
The actual selection was done, once in country, after the team had been able to consult the DHDs in the 
five districts about distances, travel time, weather and road conditions (the rainy season had started, 
which could make travel difficult to some places). In most districts two out of four BEmONC centres were 
not fully functional or even closed due to construction works, which limited the choice. The evaluation 
team thinks this did not impact on the validity of the selection, as there is no indication that facilities that 
were chosen for Phase 1 Infrastructure were performing differently from those chosen to be in Phase 2. 
The criterion that the in-charge should be present did not form a limitation in practice. Neither did the 
weather conditions.  

1.4 Validation of findings  

Validation workshops in the two provinces were initially planned immediately after the field visits. Due to 
time constraints and the desire to have more time to prepare these workshops properly they were 
postponed till the end of January 2017. Two one-day workshops were held, one in Kitwe for the 
Copperbelt and one in Lusaka. Both workshops were well attended by PHO and DHO staff of all districts, 
as well as some staff from UNICEF and the EU. The preliminary findings were presented by the evaluation 
team, after which participants discussed questions on each of the expected results in smaller groups. The 
programme and the discussion questions are attached as Annex 15.  

1.5 Analysis and reporting 

Analysis began during the field mission with the preparation of preliminary findings for presentation and 
discussion with the reference group. On completion of the field work, the team began the process of 
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analysing the quantitative and qualitative data gathered before and during the mission, which were 
revisited after the validation workshops.  

The quantitative data from the client exit interviews were transferred from the forms to an excel file. Data 
were subsequently cross-tabulated wherever deemed relevant, counted and tabled. Responses from 
group and individual interviews were extensively noted and information was manually analysed using 
content analysis per question asked, looking for recurrent themes, patterns and opinions. 

When answering the evaluation questions responses from the different evaluation methods were 
compared/ triangulated. Whenever this strengthened the conclusions the team indicated this. Whenever 
responses were found to be contradictory, the team tried to find reasons for this and mentioned them in 
the report.  

The internal quality assurance team checked that the content of the main body of the report was 
consistent with the requirements in the ToR. 

 
1.6 Evaluation tools 

Questionnaires Key informants (with in red the links to key evaluation issues) 

Questions for MoH 

 MCH department 

 Nutrition Department 

 HMIS Department 

 Planning/M&E Department 

 Ensure that key person from SC and TWG are present 
 

1. What % of allocated funds did the MoH receive in 2015 and 2016? Assumptions; risk 
2. What % of allocated funds did your dept receive in 2015 and 2016? Assumptions; risk 
3. What is the present ratio of doctors to population? Range for different provinces/districts? 

Assumptions; risk 
4. What is the present ratio of nurses to population? Range for different provinces/districts? 

Assumptions; risk 
5. What has been the progress on the introduction of the zoning system (2/11 Jan 2015) 

Assumptions 
6. Who designed the MDGi programme? Consultancy firm? EUD? UNICEF? MCDMCH? Was MoH 

involved? Ownership 
7. Why was the GoZ not given sole responsibility for implementation? Ownership 
8. Does the MoH think that this programme makes optimal use of “existing resources”, such as 

human, systems, processes, achievements of other projects etc.? Ownership 
9. How many staff in the MoH are working on the MDGi programme? Have they been hired 

externally for the programme or are they seconded by the govt for the duration of the 
programme? Ownership 

10. What is the division of tasks between the MDGi staff at the MoH and those at UNICEF? How do 
they work together? Do they share an office? Ownership 

11. What is the role of your department in this programme? Clarification 
12. What was the effect on the programme of giving back the responsibility for MNCH to the MoH? 

Did Nutrition also move back? Did MNCH&N staff move (back) to the MoH? What about 
responsibility for WASH? Efficiency 

13. Has the ICD plan for MCDMCH been transferred to the MoH? Or has it been taken out of the 
programme? Questioning because M&E framework states that the National Capacity 
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Development Plan “is no longer relevant”. And there are no indicators for ICD at national level in 
the M&E Framework. Effectiveness ER 5; M&E 

14. Is there involvement of mission facilities or CHAZ as a programme partner? Are they not at the 
table? Is CHAZ a member of the Steering Committee and/or TWG of the MDGi programme? 
Coordination; Partnership 

15. In order to be eligible for the programme HFs had to have enough HR, safe water, electricity, 
basic infrastructure and a delivery room. Was this to be eligible as BEmONC? Or also as a non-
BEmONC HC? Clarification 

16. These criteria would exclude the most rural, remote HFs, while the programme aims to reach the 
underserved. What is being done specifically to reach the ‘underserved’? Clarification; 
Effectiveness 

17. Originally 55 +123=178 facilities were included in programme – now it is 200. What was the 
reason for expansion? Is it the intention to include all 238 HFs in the 5 districts in the programme? 
Clarification; Scope 

18. To what extent is the load-shedding electricity crisis having an impact on health facilities’ ability to 
provide services (particularly EmONC)? Risk 

19. Is clinical supervision/mentoring of health workers affecting their performance? How do you 
assess this? If yes, what has been the critical factor in this success? If no, what has been the 
barrier? Effectiveness 

20. Locating birth registration at health facilities – is this proving to be effective? Effectiveness 
21. Are activities under the 5 expected results the same in both provinces and all districts or are they 

tailored to the situation and needs in each location? Design 
22. How does the MDGI’s HMIS support differ from what other donors have done in the past/are 

doing? Coordination 
23. How does this programme compare to other big projects in the health sector on value for money? 

Efficiency 
24. What does MoH think about the distribution of the budget over the five expected results? Are any 

of them under- or overfunded? Efficiency 
25. The MDGi programme funds many strategies, is all-encompassing. Does this mean that the money 

is spread too thin? Would it have been better to focus on fewer strategies? Efficiency 
26. Are there any educational activities planned for men? Design 
27. Does the TWG on adolescent health still exist? Governance 
28. Has a National Action Plan to end child marriage been developed and approved? Effectiveness 
29. To which extent and through which coordinating mechanisms does the MoH coordinate 64 

programmes and projects on RMNCH&N (ref. 2013)? Probe: to which extent is the MDGi 
complementary, overlapping or just scaling up what others donors are supporting? Coordination 

30. Have the Quality Improvement Teams (QI-teams) been established? If so, how is experience so 
far? Effectiveness 

31. Have mortality surveillance teams been set up at the hospitals? How many deaths have they 
reviewed? Did this result in any changes in processes in the hospital (to prevent maternal and 
neonatal mortality)? Effectiveness 

32. What MDGi activities are being done to improve the referral system? Effectiveness 
33. What has been done on “greater convergence, integration and coordination” with Ministries of 

Education, WATSAN, Agriculture? Any concrete results? Effectiveness 
34. Has the MoH already made any commitments/provisions in the budget to continue funding the 

programme activities after mid-2018? What are the prospects for this? Sustainability 
35. Have members of the Steering Committee and TWG visited the field? If so, how often and to 

which districts? What were their findings and were these discussed/acted upon? M&E 
36. What does the MoH think about the MDGi programme? What are its strengths and weaknesses? 

Design; Effectiveness; Efficiency 
37. How could the MDGi programme be improved? Impact 
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Questions for UNICEF 

1. How did UNICEF become involved as the main contractor for the MDGi programme? Governance 
2. How many staff does the programme employ? In UNICEF? In the MoH? In the provinces/districts? 

How were these people recruited? Are they existing govt staff on unpaid leave or externally 
recruited? Efficiency; Ownership 

3. According to the Implementation Concept there are almost 18 FTE positions at national level 
working on the programme. Why is it then necessary to hire so many consultants to develop 
guidelines, training packages, monitor progress, train trainers etc. etc. Efficiency 

4. What is the division of tasks between the MDGi staff at the MoH and those at UNICEF? How do 
they work together? Do they share an office? Ownership; Efficiency 

5. What was the effect on the programme of giving back the responsibility for MNCH to the MoH? 
Did Nutrition also move back? Did MCNH&N staff move (back) to the MoH? Efficiency 

6. In order to be eligible for the programme HFs had to have enough HR, safe water, electricity, 
basic infrastructure and a delivery room. Was this to be eligible as BEmONC? Or also as non-
BEmONC HC? Clarification; Design 

7. These criteria would exclude the most rural, remote HFs, while the programme aims to reach the 
underserved. What is done specifically to reach the ‘underserved’? Design 

8. Originally 55 +123=178 facilities were included in programme – now it is 200. What was the 
reason for the expansion? Is it the intention to include all 238 HFs in the programme? Design; 
Scope 

9. Is clinical supervision/mentoring of health workers affecting their performance? How do you 
assess this? If yes, what has been the critical factor in this success? If no, what has been the 
barrier? Effectiveness 

10. Locating birth registration at health facilities – is this proving to be effective? Effectiveness 
11. Are activities under the 5 expected results the same in both provinces and all districts or are they 

tailored to the situation and needs in each location? Design 
12. What has been the progress on the introduction of the zoning system (2/11 Jan 2015) 

Assumptions 
13. To what extent is the load-shedding electricity crisis having an impact on health facilities’ 

(particularly EmONC) ability to provide services? Risk 
14. Has a KAP-study been done to explore LQAS findings? Effectiveness 
15. Was a communication strategy developed for ER 3? Effectiveness 
16. Has the formation of District Health Promotion Teams (with the ZAMNCH) started? Who will be 

on these teams, what will be their tasks and how are they going to be trained? Effectiveness 
17. Have any ‘social influencers/champions’ been nominated? Effectiveness 
18. Have the Quality Improvement Teams (QI-teams) been established? If so, what is the experience 

so far? Effectiveness 
19. What activities are being done to improve the referral system? Effectiveness 
20. Have mortality surveillance teams been set up at the hospitals? How many deaths have they 

reviewed? Did this result in any changes in processes in the hospital (to prevent maternal and 
neonatal mortality)? Effectiveness 

21. Have DMOs been re-oriented on disbursement procedures? Are procedures now followed? 
Effectiveness; Efficiency 

22. To which extent and through which coordinating mechanisms are the many programmes and 
projects on RMNCH&N coordinated (such as H4+, SUN pooled fund, UNAIDS)? Probe: to which 
extent is the MDGi complementary, overlapping or just scaling up what others donors are 
supporting? Coordination 

23. How does the bi-annual performance assessment take place? M&E 
24. Has a joint annual review taken place? Report? M&E 
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25. Is an independent party regularly monitoring progress (presumably using the M&E framework)? If 
so, which firm or consultant is doing this? M&E 

26. HMIS data are used to monitor key indicators, but HMIS is also subject to programme 
improvement. Can this not jeopardise comparability over time? Do we measure improvement in 
services or improvement in HMIS reporting? M&E 

27. Have any non-monetary incentives been used ‘as reward for timely quality reports’? If so, how did 
this work and does/did it improve reporting? Effectiveness; Efficiency 

28. What has been done so far on information sharing, dissemination of knowledge and lessons 
learned? 

29. What has been done so far on ‘visibility’? Effectiveness 
30. Does the MDGi programme provide value for money? Total financial input = €3.2 euro p/c p/y. 

Efficiency 
31. How does this programme compare to other big projects in the health sector on value for money? 

Efficiency 
32. What do you think about the distribution of the budget over the five expected results? Are any of 

them under- or overfunded? Efficiency 
33. The MDGi programme funds many strategies, is all-encompassing. Does this mean that the money 

is spread too thin? Would it have been better to focus on fewer strategies? Efficiency 
34. Do you believe that the activities and benefits of the MDGi programme will be sustainable? If yes, 

why? If not, why not? Sustainability 
35. What does UNICEF think about the MDGi programme? What are its strengths and weaknesses? 

Design; Effectiveness; Efficiency 
36. How could the MDGi programme be improved? Impact 

 

Questions for UNFPA 

1. What is the role of UNFPA in the MDGi programme? Originally Adolescent Health – this seems to 
have changed. Clarification 

2. When was the contract signed between UNFPA and UNICEF? When did implementation start? 
Efficiency 

3. What has been achieved so far and what are the challenges? Effectiveness 
4. How often do you report to UNICEF? M&E 
5. Do you receive feedback on your reports? M&E 
6. Does UNFPA participate in the TWG? Coordination 
7. To which extent and through which coordinating mechanisms are the many programmes and 

projects on RMNCH&N coordinated (such as H4+, SUN pooled fund, UNAIDS)? Probe: to which 
extent is the MDGi complementary, overlapping or just scaling up what others donors are 
supporting? Coordination 

8. What does UNFPA think about the MDGi programme? What are its strengths and weaknesses? 
Design; Effectiveness; Efficiency 

9. How could the MDGi programme be improved? Impact 
 

Questions for AKROS 

1. When was the contract signed between Akros and UNICEF? Efficiency 
2. What is Akros required to deliver? Clarification 
3. Which activities have been undertaken so far? Effectiveness  
4. What has been achieved so far and what are the challenges? Effectiveness 
5. Do CHAs indeed collect community health data using a DHIS2 app? Effectiveness 
6. Have the HMIS curricula been reviewed/updated? Effectiveness 
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7. How many HFs have ICT equipment and internet? Still being expanded? Are staff then also trained 
to use a computer? Are computers already used to transfer data to the district? Effectiveness 

8. Has the TA from the Univ. of Oslo been procured/used? What came out of that? Report? 
Effectiveness 

9. Is the scorecard on RNMCH&N now used? Effectiveness  
10. Have data audit guidelines been finalised (not sure this is on Akros’ plate) Effectiveness 
11. Have any workshops been conducted yet on using data for planning and decision-making? 

Effectiveness 
12. HMIS data are used to monitor key indicators, but HMIS is also subject to programme 

improvement. Can this not jeopardise comparability over time? Do we measure improvement in 
services or improvement in HMIS reporting? M&E 

13. How often do you report to UNICEF? M&E 
14. Do you receive feedback on your reports? M&E 
15. Does Akros participate in the TWG? Coordination 
16. How does Akros coordinate with other projects/programmes to improve the HMIS? Coordination 
17. What does AKROS think about the MDGi programme? What are its strengths and weaknesses? 

Design; Effectiveness; Efficiency 
18. How could the MDGi programme be improved? Impact 

 

Questions for Planned Parenthood Association of Zambia 

1. When was the contract signed between PPAZ and UNICEF? Efficiency 
2. What is PPAZ required to deliver? Clarification 
3. Which activities have been undertaken so far? Effectiveness 
4. What has been achieved so far and what are the challenges? Effectiveness 
5. How often do you report to UNICEF? M&E 
6. Do you receive feedback on your reports? M&E 
7. Does PPAZ participate in the TWG? Coordination 
8. What does the PPAZ think about the MDGi programme? What are its strengths and weaknesses? 

Design ;Effectiveness; Efficiency 
9. How could the MDGi programme be improved? Impact 

 

Questions for Marie Stopes 

1. When was the contract signed between MS and UNICEF? Efficiency 
2. What is MS required to deliver? Clarification 
3. Which activities have been undertaken so far? Effectiveness 
4. What has been achieved so far and what are the challenges? Effectiveness 
5. How often do you report to UNICEF? M&E 
6. Do you receive feedback on your reports? M&E 
7. Does MS participate in the TWG? Coordination 
8. What does MS think about the MDGi programme? What are its strengths and weaknesses? 

Effectiveness; Efficiency 
9. How could the MDGi programme be improved? Impact 

 

Questions for other donors with RMNCH&N projects 

1. Do you implement any health projects in Copperbelt and Lusaka provinces? Clarification 
2. If so, what is/are the project(s) about? Check potential overlap w/ MDGi. Clarification; 

Coordination 
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3. Do you attend the Steering Committee and/or TWG on the MDGi programme? How often? What 
is discussed during those meetings? Are these meetings useful? Why (not)? Coordination 

4. To which extent and through which coordinating mechanisms are the many programmes and 
projects on RMNCH&N coordinated (such as H4+, SUN pooled fund, UNAIDS)? Probe: to which 
extent is the MDGi complementary, overlapping or just scaling up what others donors are 
supporting? Coordination 

5. Are you familiar with the MDGi Programme, funded by the EU? Clarification 
6. What are your impressions about this programme (open question first); Depending on their 

answers, follow-up questions, such as….  
7. How do you assess the design of the MDGi programme? Strengths and weaknesses? Design 
8. How do you assess the institutional arrangements? Governance 
9. In your opinion is the MoH in the driver’s seat? Explain Governance 
10. How do you assess the choice of provinces and districts and the justification for this choice? 

Design 
11. How do you assess the quality of implementation of the programme? Effectiveness; 
12. How do you assess the scope of the programme? Absorption capacity? Scope 
13. Does the MDGi programme provide value for money? Total financial input = €3.2 euro p/c p/y 

Efficiency 
14. How does this programme compare to other big projects in the health sector on value for money? 

Efficiency 
15. What do you think about the distribution of the budget over the five expected results? Are any of 

them under- or overfunded? Efficiency 
16. The MDGi programme funds many strategies, is all-encompassing. Does this mean that the money 

is spread too thin? Would it have been better to focus on fewer strategies? Efficiency 
17. Do you believe that the activities and benefits of the MDGi programme will be sustainable? If yes, 

why? If not, why not? Sustainability 
18. How could the MDGi programme be improved? Impact 

 

Questions for PHO 

1. Are you familiar with the EU funded MDGi programme? Clarification 
2. If so, is the PHO involved in this programme? If so, how? Clarification 
3. Was the PHO involved in the design of the programme? Ownership; Design 
4. Was the PHO involved in the choice of districts in which the programme is implemented? Design 
5. How would the PHO characterise/rate the chosen districts on poverty level, health status, 

accessibility and quality of RNMCH&N services etc. at the time of programme design? Design 
6. Are activities under the 5 expected results the same in all districts or are they tailored to the 

situation and needs in each location? Design; Effectiveness; Efficiency 
7. How do the districts that are not included in the programme feel about that – are they still 

benefitting in one way or another? Risk 
8. Is the PHO represented on the Steering Committee and/or TWG for the MDGi programme? 

Coordination 
9. Has the PHO benefitted from any training under the MDGi programme? If so, who has been 

trained on what? Effectiveness 
10. Is the PHO involved in the mentorship component of the MDGi programme? If so, what is your 

opinion on this component? Effectiveness 
11. Have any provincial Maternal & Neonatal Death Surveillance Review Meetings taken place? If so, 

did these result in any changes in procedures in the hospitals (to prevent maternal and neonatal 
mortality)? Effectiveness 

12. What do the DMOs in your province think about the MDGi programme? Design; Effectiveness; 
Efficiency 
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13. Do you know about the birth registration component? – is this proving to be effective? Do you 
see a difference in number of births registered in the MDGi districts as compared with the non-
MDGi districts in your province? Effectiveness 

14. Does the PHO notice any difference in performance indicators between districts included in the 
MDGi programme and those not included? If so, in which indicators? Effectiveness 

15. Does the PHO have any possible explanation for the differences (what can they be attributed to?) 
Effectiveness 

16. What does the PHO think about the scope of the programme and the absorption capacity of the 
districts and health facilities? Scope 

17. Does the DMO think this programme is making optimal use of existing resources (human, 
systems, processes, other project achievements etc.)? Efficiency 

18. Is “sustainability action planning” taking place? Supposed to start 3rd quarter 2016. Sustainability 
19. How well is the MDGi programme coordinated with other RMNCH&N interventions in your 

province? How does coordination take place, and who leads it? Coordination 
20. What does the PHO think about the MDGi programme? What are its strengths and weaknesses? 

Design; Effectiveness; Efficiency 
21. How could the MDGi programme be improved? Impact 

 

Questions for DMO/DTST 

1. To what extent is the DMO involved in the MDGi programme? How exactly? Clarification 
2. When did the programme start in your district? Clarification 
3. How many HFs are there in your district? How many of those are (not) included in the MDGi 

programme? Why not? How was selection done? Clarification 
4. Was the DMO involved in the choice of HFs in which the programme is implemented? Ownership; 

Design 
5. How would the DMO characterise/rate the chosen HFs on poverty level, health status, 

accessibility and quality of RNMCH&N services etc. at the time of programme design (2014)? 
Design 

6. Was the DMO involved in the production of the programme work plans for 2015 and 2016? 
Ownership 

7. What is the extent of coordination between MDGi and other similar programmes? Coordination 
8. How many staff in the DMO are working on the MDGi programme – the DTST? Have they been 

hired externally for the programme or are they seconded by the government for the duration of 
the programme? Ownership 

9. How is the division of tasks between the DMO and the DTST? How do you work together? 
Ownership 

10. Has the MDGi programme resulted in additional workload for the DMO? If so, how and how 
much? Is the DMO compensated for this? Clarification; Effectiveness; Efficiency 

11. Is coordination with central level satisfactory? Please elaborate... Coordination 
12. How many health centres have been closed/partially closed for renovations? And for how long? 

Clarification 
13. Was alternative care was available for these patients? Effectiveness 
14. Was the WASH programme implemented in this district? If so, how and where? Effectiveness 
15. Has the quality of the equipment supplied through the MDGi programme been satisfactory? 

Effectiveness 
16. What are the maintenance arrangements for the district’s health facilities? Effectiveness 
17. Does the DMO think this programme is making optimal use of existing resources (human, 

systems, processes, other project achievements etc.)? Efficiency 
18. Has the DMO benefitted from any training under the MDGi programme? If so, what type? For 

whom? Effectiveness 



   

 

 

 P a g e  | 116 
  

19. Has training been provided in relation to planning and management including HMIS? 
Effectiveness 

20. Was the DMO consulted over the selection of candidates for training from within the health 
facilities? Effectiveness 

21. Is the DMO involved in the mentorship component of the MDGi programme? Is mentoring of 
health workers affecting their performance? How do you assess this? If yes, what has been the 
critical factor in this success? If no, what has been the barrier? Effectiveness 

22. How many HFs in your district are included in the birth registration component? – is this proving 
to be effective? Did you see an increase in registrations? If so, by how much? Effectiveness 

23. Does the DMO notice any difference in performance indicators between HFs included in the MDGi 
programme and those not included? If so, in which indicators? Effectiveness 

24. Does the DMO have any possible explanation for the differences (what can they be attributed to?) 
Effectiveness 

25. Have any exchange visits taken place with other districts/projects? Effectiveness 
26. To what extent is the load-shedding electricity crisis having an impact on health facilities’ 

(particularly EmONC) ability to provide services? Risk 
27. How many health centres in this district do NOT have running water? To what extent is the 

absence of a constant supply of running water having an impact on health facilities’ ability to 
provide RMNCH services (particularly EmONC)? Assumptions; Risk 

28. Has the DMO received training on data use for planning and decision-making? If so, does the 
DMO use data for performance assessment or supervision? If so, can you give an example? 
Effectiveness 

29. Did the DMO receive any ICT equipment and software? Did health facilities receive equipment 
and software as well? If so, how many? Were they trained on using the computer? Effectiveness 

30. Is “sustainability action planning” taking place? Supposed to start 3rd quarter 2016. Sustainability 
31. Does the DMO have an infrastructure and equipment maintenance budget? Sustainability  
32. What percentage of govt allocated funds for health did the DMO/district receive in 2015 and 

2016? Assumptions; Risk 
33. How well is the MDGi programme coordinated with other RMNCH&N interventions in your 

district? How does coordination take place, and who leads it? Coordination 
34. What are its strengths and weaknesses of the MDGi programme? Design; Effectiveness; Efficiency 
35. How could the MDGi programme be improved? Impact 

 

Questions for CEmONC/BEmONC 

1. Are you familiar with the MDGi programme on RNMCH&N? Clarification 
2. How has this facility been involved in this programme? Clarification 
3. When exactly did the programme start in this health facility? Clarification 
4. How many of your staff have been trained, and on what, through the MDGi Programme? 

Effectiveness 
5. How many of your staff did practical training? If so, where and how long? Effectiveness 
6. How/by whom were the participants in training sessions selected? Ownership 
7. Did trainers come to the facility after this training to follow up on what you learned? Effectiveness 
8. Is this mentoring/coaching affecting your performance? If yes, what have you changed? If no, 

what has been the barrier? Effectiveness 
9. Do you do all the 9/7 signal functions? If not, which one not and why? Effectiveness 
10. Can you show me all the guidelines* you have on RNMCH&N? Note down what they have/which 

version or year of publication. Effectiveness 
11. Is this facility included in the birth registration component? If so, how does it work? Did it 

increase the workload of the staff? If so, with how much? Effectiveness 
12. Was this facility renovated as a result of the MDGi programme? Clarification 



   

 

 

 P a g e  | 117 
  

13. If yes, was it closed/partially closed for renovations? And for how long? What was done? 
Clarification 

14. Was alternative care was available for these patients? Effectiveness 
15. Has this facility received any equipment? If so, what? Is it functional? Can we see it? Were staff 

trained in how to use the equipment? Is there a user guide in English? Effectiveness 
16. What are the maintenance arrangements for the district’s health facilities? Effectiveness 
17. To what extent is the load-shedding electricity crisis having an impact on health facilities’ ability to 

provide services (particularly EmONC)? Risk 
18. Did this facility benefit from the WASH programme? If so, in what way? Effectiveness 
19. Is water screened for E-coli? How? How often? Report? Effectiveness 
20. How does the facility manage its waste? incinerator; sharps boxes; solid waste disposal; septic 

tanks; placenta pit. Effectiveness 
21. Does the facility have separate male/female toilets with running water? Effectiveness 
22. Is there a hand washing facility in each consultation room, dressing room, toilet? Effectiveness 
23. Did facility receive any equipment/tools for infection prevention/control? Effectiveness 

 

*The following guidelines exist: FP; pregnancy; FANC; child birth; management of MN complications; post-
partum and newborn care; IMCI; ICCM; MN death surveillance & response 

Questions for HC 

1. Are you familiar with the MDGi programme on RNMCH&N? Clarification 
2. How has this facility been involved in this programme? Clarification 
3. If yes, when did the programme start here? Clarification 
4. How many of your staff have been trained through the MDGi Programme? on what? Effectiveness 
5. How/by whom were the participants in training sessions selected? Ownership 
6. Did trainers come to the facility after the training to follow-up on what you learned? Effectiveness 
7. Is this mentoring/coaching affecting your performance? If yes, what have you changed? If no, 

what has been the barrier? Effectiveness 
8. Are you using a newborn register? Can I see it? Effectiveness 
9. Can you show me all the guidelines* you have on RHNMCH&N? Note down what they have/which 

version or year of publication. Effectiveness 
10. Is this facility included in the birth registration component? If so, how does it work? Did it 

increase the workload of the staff? If so, by how much? Effectiveness 
11. Has this facility been refurbished? If so, what was done? Effectiveness 

12. Did this facility benefit from the WASH programme ? If so, in what way? Effectiveness 
13. Has this facility received any equipment? If so, what? Is it functional? Can we see it? Was staff 

trained in how to use the equipment? Is there a user guide in English? Effectiveness 

14. What are the maintenance arrangements for district health facilities? Effectiveness 

15. To what extent is the load-shedding electricity crisis having an impact on health facilities’ ability to 
provide services (particularly EmONC)? Risk 

16. Is water screened for E-coli? How? How often? Report? Effectiveness 
17. How does the facility manage its waste? incinerator; sharp boxes; solid waste disposal; septic 

tanks; placenta pit. Effectiveness 
18. Does the facility have separate male/female toilets with running water? Effectiveness 
19. Is there a hand washing facility in each consultation room, dressing room, toilet? Effectiveness 
20. Did facility receive any equipment/tools for infection prevention/control? Effectiveness 
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* The following guidelines exist: FP; pregnancy; FANC; child birth; management of MN complications; 
post-partum and newborn care; IMCI; ICCM; MN death surveillance & response 

Questionnaire volunteers (CBVs and PEs) 

Questions do not need to be asked exactly, as they are written below. These are only meant to be 
reminders of topics and issues to be probed. 

1. How many of you have heard of the MDGi programme? Note how many CBVs and peer 
educators are present and how many there are in total. Let them write their names and specialty 
(CBD, SMAG etc.) on a paper. 

2. How many of you have been trained, and on what, through the MDGi programme? Probe 
training on CBD, SMAG, (M)IYCF, ICCM, IMAM, NHC Action Planning, peer education, WASH, and 
note how many of the volunteers present have done that training, the year of the training and the 
programme that organised it. 

3. Did somebody come after the training to follow-up on what you learned? If yes, what do they do 
exactly? Probe, who this was (position/organisation), how often s/he comes, whether s/he uses a 
checklist, observes the CBVs or peer educator’s work and gives feedback. Drop the words 
mentoring and coaching and observe whether that rings a bell. 

4. Is this mentoring/coaching affecting how you work? If yes, probe how it affected their work? 
What did they change? Why is it better than training without follow-up? If no, what has been the 
barrier to change?  

5. Do you conduct education (sessions) in the community, in the HC or both? If so, probe how 
often, what they do exactly etc. (clinics!), whether they also do individual sensitisation, 
counselling? Go door-to-door? How much time do they spend on being a CBV/peer educator on 
average per week/month? 

6. Have mothers changed their feeding habits for babies and young children as compared to 3 or 4 
years ago? If so, how? If not, what could be the reason for that? Probe exclusive breastfeeding, 
complementary feeding, balanced diet, pounding food etc. Also probe how many mothers have 
changed their behaviour. 

a. Ask how many children <5 were seen this year with a red MUAC, compared to 3 or 4 
years ago. 

7. Have pregnant women changed when they book for first ANC visit or pregnancy test compared 
to 3 or 4 years ago? Have they changed how often they go for ANC during the pregnancy, as 
compared to 3 or 4 years ago? Also probe how many mothers have changed their behaviour. 

8. Are more women delivering in the HF now compared to 3 or 4 years ago? Probe how many 
women are still delivering at home and why. 

9. Have mothers changed when and how often they go for PNC compared to 3 or 4 years ago? 
Probe how many come for the 6-day and 6 weeks PNC. 

10. Has the knowledge of pregnant women about danger signs increased compared to 3 or 4 years 
ago? Probe for examples and for how many women are knowledgeable. Are the volunteers aware 
about the Safe Motherhood radio programmes? Do they have a radio listening group? If yes, ask 
further questions… 

11. Has the number of women 15-49 who die from RH causes changed compared to 3 or 4 years 
ago? If so, become more or less? Why?  
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12. Have couples/young people changed FP behaviour, compared to 3 or 4 years ago? Probe 
whether more or less contraceptive use and why. Do they see a change in the number of children 
being born?  

13. Can parents register the birth of their child at the HF here? Are you promoting birth 
registration? Ensure they understand the difference between a birth record and an official birth 
certificate. Probe how long it takes for certificates to come back and how the family would receive 
it. 

14. Is there a NHC in this community? If so, who is on it and what do they do? Probe for volunteers 
only on the NHC or also other community members. Ask how often they meet and what they 
discuss. Ask for examples.  

15. Did the CBVs and peer educators receive any incentives/motivation? Ask about t-shirts, caps, 
chitenges, books, education materials (cards, flipcharts etc.), gumboots, raincoats, bicycles etc. 
and also money.  

16. Do they experience any challenges in their work? If so what are they? 

17. How could the MDGi programme be improved? 

Number your notes according to the questions. 

Make sure you ask the peer educators the relevant questions for them (2, 3, 4, 5, 12, 15, 16, 17) , either 
together with the CBVs or during a short separate interview. Make it very clear in your notes which 
answers pertain to the peer educators.  

Questionnaires Community Members 

Questions for adolescents (15-19) in the community 

1. Did you ever get any education on sexual health, HIV, other STDs, marriage, pregnancy etc.? 
2. If so, by whom? Probe: parents, school, health workers, peers… 
3. Did you ever attend any group discussions on SRH? If so, what was discussed? 
4. Did you find the information you received useful?  
5. Did you receive any information about delaying marriage? 
6. If you would have any questions regarding SRH, to whom would you turn? Whom do you trust the 

most to give you correct information? 
7. What do you think is the best age for girls/women to marry? 
8. What do you think is the best age to become pregnant for the first time? 
9. How many of you have visited any health facility this year for any SRH issues? (Tally) 
10. Which facility did you go to? Government, Private, NGO etc? 
11. Did they have a specific corner/place for young people? 
12. How were you treated? Probe friendly, respectful attitude of health worker. 
13. For those of you who have visited the HC more often (also in earlier years) have you noticed any 

differences/changes in how you were treated?  
14. For those of you who have visited the HC more often (also in earlier years) have you noticed any 

differences/changes in the quality of services?  
15. How many of you are married already or in a stable relationship? 
16. How many of you are using contraceptives? Where did you get those? HF, CBD, parents? 
17. Do you find it easy or difficult to access SRH services at the HC?  
18. If you find it difficult, what prevents you and your friends (i.e. what are the barriers to access)? 
19. How do you think these issues/barriers could best be resolved? 

 
 
Questions for men in the community 
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The following questions pertain to education activities on maternal and child health that might have taken 
place this year.  

1. In which way do you usually receive information about nutrition, reproductive, maternal and child 
health?  

a. At the HC  

b. From the volunteers in the community 

c. Through the radio 

d. Watching TV 

e. Reading leaflets or posters 

f. From parents, teachers, family or friends 

g. Other ……………………. 

 
2. Which of these channels do find most reliable? 

HC volunteers radio  TV leaflets other people 
 

3. During the past year did you receive any information on  

a. Family planning, including the number and spacing of children? 

b. The importance of going to the clinic together with your wife for FP? 

c. Different methods of contraception and their pros and cons?  

d. How often your wife should go to the HC for antenatal care?  

e. How to ensure that your wife stays healthy during pregnancy? 

f. How to prepare for child birth and potential complications 

g. On delivery by an MD, reg. nurse or midwife (at a health centre as opposed to at home)? 

h. The need to breastfeed the baby within 30 minutes after delivery? 

i. Supporting your wife in exclusive breastfeeding for 6 months? 

j. Officially registering the baby  

k. Washing hands before handling the baby? 

l. Danger signs in new-born babies? 

m. Seeking immediate care for newborns with danger signs? 

n. Immunisation? 

o. Insecticide treated nets (ITNs)? 

 



   

 

 

 P a g e  | 121 
  

4. From whom did you get that information? 

a. Family planning, including the number and spacing of children? 

b. The importance of going to the clinic together with your wife for FP? 

c. Different methods of contraception and their pros and cons?  

d. How often your wife should go to the HC for antenatal care?  

e. How to ensure that your wife stays healthy during pregnancy? 

f. How to prepare for child birth and potential complications 

g. On delivery by an MD, reg. nurse or midwife (at a health centre as opposed to at home)? 

h. The need to breastfeed the baby within 30 minutes after delivery? 

i. Supporting your wife in exclusive breastfeeding for 6 months? 

j. Officially registering the baby  

k. Washing hands before handling the baby? 

l. Danger signs in new-born babies? 

m. Seeking immediate care for newborns with danger signs? 

n. Immunisation? 

o. Insecticide treated nets (ITNs)? 

 
5. What messages do you remember about: 

a. Family planning, including the number and spacing of children? 

b. The importance of going to the clinic together with your wife for FP? 

c. Different methods of contraception and their pros and cons?  

d. How often your wife should go to the HC for antenatal care?  

e. How to ensure that your wife stays healthy during pregnancy? 

f. How to prepare for child birth and potential complications 

g. On delivery by an MD, reg. nurse or midwife (at a health centre as opposed to at home)? 

h. The need to breastfeed the baby within 30 minutes after delivery? 

i. Supporting your wife in exclusive breastfeeding for 6 months? 

j. Officially registering the baby  

k. Washing hands before handling the baby? 

l. Danger signs in new-born babies? 
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m. Seeking immediate care for newborns with danger signs? 

n. Immunisation? 

o. Insecticide treated nets (ITNs)? 

 
6. Did you hear a radio programme on safe motherhood during the past year? (Series of 13 episodes 

on Safe Motherhood of 15-20 minutes each, aired through Christian Voice, ZNBC 1 and 2, 
Komboni radio or Radio Chengelo) 

 
Inform that questions refer to last 2 years (Count and tally the number of responses) 

7. Was it possible to officially register your baby in the clinic? (NB: not for birth record, but for  

Official birth certificate) 
 

FGD questions for women in the community 

The following questions pertain to education activities on maternal and child health that might have taken 
place this year.  

1. In which way do you usually receive information about nutrition, reproductive, maternal and child 
health?  

1. At the HC  

2. From the volunteers in the community 

3. Through the radio 

4. TV 

5. Reading leaflets or posters 

6. From parents, teachers, family or friends 

7. Other ……………………. 

2. Which of these channels do find most reliable? 

HC volunteers radio TV leaflets other people 

3. During the past year: 

a. Did you receive any information on …..topic 

b. From whom did you get that information? 

c. What messages do you remember about that topic? 

 

1) Danger signs during pregnancy? 

2) When to go to the HC for the first time when you are pregnant? 
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3) How often to go to the HC for antenatal care?  

4) On delivering at a health centre as opposed to at home? 

5) Danger signs during labour? 

6) Danger signs immediately after delivery? 

7) Visiting the HC for postnatal care? 

8) Danger signs in new-born babies? 

9) Feeding your baby/young child? Probe: breastfeeding 

10) Washing hands before handling a baby 

11) Officially registering your baby with the civic ….. 

12) Immunisation? 

13) Preventing unwanted pregnancy? 

14) Different methods of contraception and their pros and cons?  

15) Insecticide treated nets (ITNs)? 

4. Did you hear a radio programme on safe motherhood during the past year? (Series of 13 episodes on 
Safe Motherhood of 15-20 minutes each, aired through Christian Voice, ZNBC 1 and 2, Komboni radio 
or Radio Chengelo) 

5. How often do the HWs from the HC come here to do outreach activities? 

Inform that questions refer to last 2 years (Count and tally the number of responses) 

6. How many of you were pregnant in the last two years?  

7. Did you go to a HC for ANC during pregnancy? If not, why not? 

8. Did you deliver in the HC? If so, were you satisfied with how you were treated? 

9. Were you delivered by a skilled HW (MD, midwife or registered nurse – NOT TBA)? 

10. If delivered at home, why did you not go to a HC? 

11. Did you go with your new-born to the HF for post-natal care? How often and how many days after 
delivery? 

12. Was it possible to officially register your baby in the clinic? (NB: not for birth record, but for official 
birth certificate)  
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Client exit interview form 
 
Date: ____/___/2016 Interviewer initials:______ District:_______________Province:___________ 

Facility: _________________________  

Circle the languages used: Nyanja – Bemba – Tonga – English – Kikaonde – Lunda – Luvale - Lozi 

Time start:   Time finish: 

A What is your age? 

If client does not know his/her age, probe 
which age range they are in 

 

 
Age: …………… 
 
Age range Circle ONE 

 15 – 19...................................................................1 

 20 – 29...................................................................2 

 30 – 40...................................................................3 

 40 – 49...................................................................4 
 

 

B 

 

What services have you received here 
TODAY? 

 

 

 

 

 Please read each of these and circle ALL that apply 

1) MATERNAL HEALTH   

 antenatal care …………………..……1 

 deliveries …………………………………………2 

 postnatal care ………………….…………………3 

 family planning……..…………………………….4 
2) CHILD HEALTH  

 immunisation  ………………….…………………5 

 sick child …………………………………………6 

 nutrition………..…………………………………7 
3) NONE of THESE………………………………..…….9 

 

1. If the client is outside the age range of 15-49 and/or did not receive any of the targeted services STOP 
the interview. 

2. If the client is between 18 – 49 years AND received any of the targeted services continue with the 
INFORMED CONSENT form. 

3. If the client is under 18 years AND received any of the targeted services continue with the ASSENT 
form 

4. If the client did NOT sign the consent or assent form STOP the interview. 
5. If the client signed the consent form continue with the questions below. 

 

1 Client Profile 

 

 

Circle ONE  

 
 Male..........................................................................1 
 Female......................................................................2 

Now I am going to ask about some common questions about the services you received here today. Please answer the 
questions in your own words. 

On the basis of the answer Enumerator checks whether client is satisfied or not and then to which degree (very or not). 
Enumerator encircles the response provided 
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(1) 2 (2) How long did you 
wait between the time 
you arrived at this 
facility and the time 
you were able to see a 
provider for the 
consultation TODAY? 

(3)  

(4) Additional 
notes…………..if 
immediately seen, 
what’s the reason? 

(5)  
(6) HF efficient  HF not 
busy 

(7)  [ ][ ] hours [ ][ ] minutes  

(8) If client cannot give an estimate of the waiting time, let them 
chose between the following options 

(9) Saw provider immediately...................................................1 

(10) Less than 30 minutes………………………………………2 

(11) Between 30 minutes and 1 hour………………………… 3 

(12) Between 1 hour and 4 hours.................................................4 

(13) Don’t know .........................................................................9 

(14) 3 (15) What do you think 
about the time you 
waited 
(16) Additional notes 
(17)  
(18)  

(19) Circle ONE  

(20) VERY SATISFIED …………. 1 

(21) SATISFIED …………………..2 

(22) UNSATISFIED ……………….3 

(23) VERY UNSATISFIED ……….4 

(24) DON’T KNOW ………………9 

(25)   

(26) 4 (27) Were you 
prescribed any 
medication? 
(28) Additional notes 
(29)  
(30)  

(31) Circle ONE  
(32)  
(33) Yes   No    Don’t know 
(34) 1    2     9 
(35)  

(36) 4a (37) …If yes, were they 
available? 

(38) Circle ONE  
(39) Yes   No    Don’t know 
(40) 1    2     9 
(41)  

(42) 5 (43) Were you seen by 
a male or female 
provider TODAY? 

(44) Circle ONE  
(45) Male   Female     
1 2    

(46)     

(47) 6 (48) If female, would 
you also have come 
TODAY if there would 
have been a male 
provider? 
(49) Additional notes 
(50)  
(51)  

(52) Circle ONE  
(53)  
(54) Yes   No    Don’t know 
(55) 1    2     9 

(56) 7 (57) If male, did you 
mind being seen by a 
male provider 
(58) Additional notes 
(59)  
(60)  
(61)  

(62) Circle ONE  
(63)  
(64) Yes   No    Don’t know 
(65) 1    2     9 
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(66) 8 (67) What do you think 
about the way the 
health provider treated 
you? 
(68) Additional notes 
(69)  
(70)  

(71) Circle ONE  

(72) VERY SATISFIED …………. 1 

(73) SATISFIED …………………..2 

(74) UNSATISFIED ……………….3 

(75) VERY UNSATISFIED ……….4 

(76) DON’T KNOW ………………9 

(77)  

(78) 9 (79) How do you rate 
the amount of time the 
health provider spent 
with you? 
(80) Additional notes 
(81)  
(82)  
(83)  

(84)  
(85) VERY SATISFIED …………. 1 
(86) SATISFIED …………………..2 
(87) UNSATISFIED ……………….3 
(88) VERY UNSATISFIED ……….4 
(89) DON’T KNOW ………………9 
(90)  

(91) 10 (92) Was there enough 
privacy during your 
consultation with the 
health provider? 
(93) Additional notes 
(94)  

(95) Circle ONE  
(96) Yes   No     Don’t know 

(97) 1    2        9 

(98) 10 a (99) Could other people 
see you, hear you or did 
anyone walk in? 
(100) Additio
nal notes 
(101)  

(102) Circl
e ONE  

(103) Yes   No     Don’t know 
(104) 1    2        9 
(105)  

(106) 1
1 

(107) How do 
you rate the operating 
hours of this facility? 
(108) Additio
nal notes 
(109)  
(110)  
(111)  

(112)  
(113) VERY SATISFIED …………. 1 
(114) SATISFIED …………………..2 
(115) UNSATISFIED ……………….3 
(116) VERY UNSATISFIED ……….4 
(117) DON’T KNOW ………………9 
(118)  

(119) 1
2 

(120) If “not 
(very) satisfied”: What 
could be acceptable 
operating hours for 
you? 
(121)  

(122)  

(123) 1
3 

(124) How do 
you rate the cleanliness 
of the facility TODAY? 
(125) Additio
nal notes 
(126)  
(127)  

(128)  
(129) VERY SATISFIED …………. 1 
(130) SATISFIED …………………..2 
(131) UNSATISFIED ……………….3 
(132) VERY UNSATISFIED ……….4 
(133) DON’T KNOW ………………9 
(134)  
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(135) 1
4 

(136) How 
would you rate the 
quality of the service 
you received TODAY? 
(137) Additio
nal notes 
(138)  
(139)  
(140)  

(141)  
(142) VERY SATISFIED …………. 1 
(143) SATISFIED …………………..2 
(144) UNSATISFIED ……………….3 
(145) VERY UNSATISFIED ……….4 
(146) DON’T KNOW ………………9 
(147)  

(148) 1
4a 

(149) Probe: 
What makes good 
quality services for you? 
(150)  
(151)  
(152)  

(153) 1………….. 

(154) 2………….. 

(155) 3…………. 

(156) 4…………. 

(157) 1
5 

(158) Have 
you come to this facility 
more often over the 
past three years? 
(159) Additio
nal notes 
(160)  

(161) Circl
e ONE  

(162) Yes   No    Don’t Know 

(163) 1    2     9    

(164) 1
5 a 

(165) If “yes” 
ask 16, if “no” ask 17 

(166)  

(167) 1
6 

(168) How 
would you rate the 
quality of service today 
as compared to three 
years ago?( refer to 14) 
(169) Better, 
same, or worse 

(170)           BETTER   SAME  WORSE 
(171) 1…………… 
(172) 2…………… 
(173) 3……………. 
(174) 4……………. 
(175)  

(176) 1
7 

(177) Do you 
find the staff at this 
health centre kind and 
welcoming? 
(178) Additio
nal notes 
(179)  

(180) Circl
e ONE  

(181) Yes   No    Don’t Know 
(182) 1    2     9    

(183) 1
8 

(184) How 
long did it take you to 
reach this facility 
today? 

(185) [ ][ ] 
hours [ ][ ] minutes  

(186)  

(187) Less 
than 30 min……….....................................................1 

(188) 30
minutes to 1 hour…........................................................2 

(189) 1 
hour to 2 hours……….....................................................3 

(190) Mor
e than 2 hours………...................................................4 
(191) Don’t 
know....................................................................... 9 
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(192) 1
9 

(193) What 
do you think about this 
amount of time to 
reach the facility?  
(194) Additio
nal notes 
(195)  
(196)  
(197)  
(198)  

(199) Circl
e ONE  

(200) VERY SATISFIED …………. 1 
(201) SATISFIED …………………..2 
(202) UNSATISFIED ……………….3 
(203) VERY UNSATISFIED ……….4 
(204) DON’T KNOW ………………9 

(205) 2
0 

(206) Did you 
need permission to 
come to this facility 
TODAY? 

(207) Circl
e ONE  

(208) Yes     No     
1 2      

(209)  

(210) 2
0a 

(211) If you 
got permission, by 
whom? 

(212) Circl
e ONE  

(213) Husband  Parents  Boss   Others ________specify 
(214)  1      2    3     4 
(215)  

(216) 2
1 

(217) Did you 
have to pay anything 
for the services you 
received TODAY? 
(218) Additio
nal notes 
(219)  

(220) Circl
e ONE  

(221) Yes     No     
(222)  1       2      

(223) 2
1a  

(224) If “yes” 
what did you pay for? 
(225) And 
how much? 
(226)  
(227)  

(228) 1……………………………. ZMK………………… 
(229) 2…………………………..... ZMK………………….. 
(230) 3……………………………. ZMK………………….. 

(231) 2
2 

(232) What 
do you think about the 
amount of money you 
had to pay? 
(233) Additio
nal notes 
(234)  
(235)  
(236)  

(237)  
(238) VERY SATISFIED …………. 1 
(239) SATISFIED …………………..2 
(240) UNSATISFIED ……………….3 
(241) VERY UNSATISFIED ……….4 
(242) DON’T KNOW ………………9 
(243)  
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ANNEX 4: COMMENTS ON THE LOGICAL FRAMEWORK 
The evaluation team has the following remarks about the revised logframe.  
 

1. The general set-up of the framework is informative. For each indicator the following aspects are included: 
definition, baseline value, end-line target, data source, frequency of measurement, responsible person or 
agency and where it will be reported. The inclusion of nominators and denominators (where applicable) 
facilitates calculation.  

2. The framework lacks consistent numbering below the purpose level. 

3. Reference is made several times to the next Zambia DHS (an important data source) taking place in 2017. 
However, because the DHS surveys usually take place every 5 years, the next survey will probably take place in 
2018-19. Preliminary results should be available in the course of 2019, possibly too late to be used during the 
ex-post evaluation.  

4. Some indicators use community surveys such as ZDHS, in addition to the HMIS. However, the ZDHS reports data 
by province, while the MDGi programme is not implemented in the whole province. Similarly, the HMIS reports 
data by district, while not all health facilities in the 11 districts are included in the MDGi. This could make 
interpretation of data difficult and might tend to underestimate the impact of the programme. 

5. Many of the denominators use population data, such as number of children under five, number of married 
women etc., but the source of these data is not mentioned. Are they national averages, based on extrapolation 
of the census, or are they district specific? In some countries the health facilities or CHWs actually count these 
numbers and update them regularly. The latter method gives accurate denominators, but the census method 
often results in unreliable figures, especially if the census took place sometime ago (the last census in Zambia 
was in 2010) and if the programme under evaluation has been aiming to have an impact on those same 
denominators (family planning for example). 

6. The column Responsible is explained as Who will measure it? , but these seem to be two different things. For 
example when the data source is the LQAS or the HF assessment, it is indicated that the Programme Manager is 
responsible for measurement. However, the firms contracted to do the studies are responsible for 
measurement. Presumably the Programme Manager is responsible for ensuring that the survey takes place and 
for monitoring its progress etc.  

7. In the column Responsible in most cases the positions of officers are mentioned (e.g. Programme Manager, 
Nutrition Officer, and M&E Officer). It is not clear who these people are. Are they the UNICEF officers, national 
officers, provincial or district ones?  

8. For several indicators there is a risk of recall bias, as is the case, for example, where mothers are asked during 
the LQAS about very technical issues (such as whether the 5 signal functions were performed during ANC). The 
interview could easily take place a year after the ANC visit. 

9. While the targets for indicators to measure the programme goal are realistic, some targets for purpose 
indicators seem high and those for most ‘expected results” are in fact very ambitious. Many programmes set 
targets too high, only to be disappointed at the endpoint. 

10. Many indicators use HMIS data, but HMIS improvement is part of the MDGi programme. This improvement 
could result in higher figures which would be difficult to interpret. Are the increases due to improved services or 
to improved reporting? 

11. Increases in values (target over baseline) are not always calculated in the same manner. A 30% increase for 
some indicators means that 30% of the baseline value is added to the baseline to become the target value: a 
baseline of 50% thus becomes a target of 65%. In other cases a 30% increase means that 30 is added to the 
baseline value: a baseline of 50% becomes a target of 80%. This is confusing. 

12. Baseline values often differ between the two provinces (in general indicators for Copperbelt are better than for 
Lusaka), but the target values are the same. This means that for Lusaka to reach the targets, the province will 
have to invest more energy, money and other resources than the Copperbelt. The evaluation team did not read 
anywhere in the plans that this is taken into account. 

13. In those cases where the data source is the end-line HF survey, there is a risk of recall bias or of interviewees 
giving the answers they feel are expected, as the information collected seems to be entirely based on interviews 
with HF staff, rather than on checks in registers and patient files. For example, in the case of the indicator 
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percentage of HFs that routinely perform AMTSL, the values are supposed to be collected every 3 months, but 
the source is the end-line survey. We cannot expect the HF staff to remember exactly after several years 
whether or not they performed this in any given quarter.  

14. The definition of the indicator is in many cases exactly the same as the indicator itself. In such cases, the 
definition should be made more specific. For example the definition of training indicators should include a more 
exact description of when someone is considered trained (attended all training days, passed the exam, received 
a certificate…). Another example pertains to infrastructure. The definition should include criteria to be fulfilled 
for a HF to be called upgraded and should indicate by whom these criteria will be assessed. 

15. The target numbers for the numerous training sessions planned for HF staff and community volunteers differ 
from one training session to another. It is not clear on which criteria the targets are based, as they are totals for 
the two provinces. Is it a percentage of a total, is it one or two per HF, is it for a specific group of health 
workers?  

16. For Expected Result 3 the denominator is often number of pregnant women or number of mothers. As these 
indicators will be measured during the end-line LQAS, the denominators should be in line with those used in the 
LQAS: mothers of children 0-5 months, 6-11 months, 12-23 months or 0-59 months. Pregnant women are not 
interviewed in the LQAS. 

17. The indicators for family planning strategies refer to modern contraceptives, but at the purpose level of the 
framework any contraceptive is used. This difference makes it difficult to interpret the contribution of the 
strategy to the purpose for family planning, because the number of women using any contraceptive will always 
be more than those using modern contraceptives. It seems practical to change the wording of the purpose to 
modern, as internationally this is the objective. 

18. According to the Implementation concept, capacity building will take place at all levels of the health system, but 
the framework only includes indicators at district level.  

19. The framework uses many abbreviations, which are specific to the programme, to Zambia or to UNICEF, which 
hampers quick understanding for those not directly involved. A list of abbreviations and acronyms would be 
useful.  

20. In the Field Monitoring Checklist the monitor is asked to include the number of functional CBVs/CHAs. As there 
are about 1000 per district or more, this seems a daunting task. And when is s/he functional? What are the 
relevant criteria?  
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ANNEX 5: PROGRAMME COORDINATION WITH PARTNERS 
 
Evaluation question: How does the team assess the programme’s orientation to other health 
initiatives? 
In the Zambian context, interlinking with other development partners is extremely important. Historically 
health has been seriously underfunded and although this situation now appears to be changing in a 
positive direction. Between 2006 and 2013, government health expenditure as a percentage of total 
health expenditure increased from 38% to 58% and in 2013 the government’s general health expenditure 
represented 12.6% of total government expenditure (WHO 2015). However, external resources still 
account for over 30% of health expenditure. 
  
As shown in the table below, the USAID-funded Global Health Programme is supporting Zambia in 
strengthening its public health system at the national, provincial, and community levels. Its aim is to 
increase the quality of health care and to change attitudes and behaviour, especially in maternal and child 
health (including nutrition, family planning and HIV and AIDS). This programme is working on, among 
other things, improvement of the HMIS, a field where the CDC, the World Bank and WHO are active and a 
number of other development partners are also involved. 
 
Among the other major players, DFID has been working with UNICEF over the last few years on water and 
sanitation and is now about to launch a sizeable health systems strengthening programme related to the 
continuum of care throughout the reproductive life cycle. It will be focused on the poorest areas of the 
country and in that sense will not overlap directly with MDGi but it will obviously be very important for 
the two programmes to work closely together so as to harmonise their methodology. Other organisations 
involved in this domain include (1) FHI, where there are many areas of common interest including health 
systems strengthening including capacity building, service delivery and community mobilisation and 
engagement in areas such as nutrition, family planning and water and sanitation (2) Sida which is working 
on nutrition, sexual and reproductive rights and capacity building in the field of maternity care (3) the 
Global Fund through its partners, with the MoH as principal recipient working closely with the Churches 
Health Association of Zambia (CHAZ). 
 
In the field of nutrition, the most important partner is the Zambia SUN Pooled Fund which promotes 
harmonisation and alignment among key cooperating partners and stakeholders in the nutrition field and 
especially in the area of support to the government’s First 1000 Most Critical Days Programme. The 
programme aims to a scale up nutrition services across the whole country through support to national 
and district level. The main participants are: CARE, Concern Worldwide, the Nutrition Association of 
Zambia, HPI and DFID. 
 
The MDGi is working closely with several of the U.N. agencies. UNICEF, apart from coordinating the 
programme, is deeply involved in advocacy and capacity building across the whole RMNCH-N sector.  
UNFPA is providing support for family planning, emergency obstetric and neonatal care, midwifery, HIV 
prevention, and adolescent sexual and reproductive health at national and sub-national levels and WHO is 
fulfilling its core functions of setting norms and standards, working on policy options, building institutional 
capacity, providing technical support and monitoring the health situation and health system performance. 
In the field of capacity building, the MDGi has requested support from WHO owing to the deficit of 
qualified trainers in Zambia. Meanwhile, UNFPA is providing technical assistance to MDGi on ERs 2 and 4. 
However there were some problems regarding the late arrival of the funding, due in large part to the 
complexity of the exchange between two U.N. agencies. UNFPA is now actively engaged in working on the 
programme though the coordination between the two U.N. agencies and the two NGOs, MSZ and PPAZ, 
seems quite complex from an administrative standpoint.  
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In the field of nutrition, there is strong evidence of partnership building and complementarity. The MDGi 
Programme has collaborated closely in the organisation of its capacity building and other activities with 
the Sun Pooled Fund (DFID, Irish Aid and Sida). Every effort was made when the programme was 
designed, to take account of the nutrition activities of other funding agencies, including the World Bank, 
and to design the programme in the most effective way while avoiding overlaps. In addition, in late 2016 a 
pool of trainers was built in collaboration with USAID/ Systems for Better Health. 
 
Joint planning discussions were held with DfID and Sida who were preparing parallel interventions for the 
end of 2015/beginning of 2016 with an emphasis on rural districts in three provinces. This was intended 
as a cross fertilisation of ideas and also as a means of avoiding duplications or contradictions in the 
programmes. It should be noted in this context that during the Copperbelt validation workshop, 
participants commented that all the external assistance tended always to go to the same five or six 
districts, which made up the more urbanised part of the province. Better coordination in future at 
provincial level of external partners’ planned interventions would be highly desirable.  
 
Other examples of partnership include collaboration with – and co-funding from - the Zambia Sanitation 
and Hygiene Programme in the area of WASH-related behaviour change activities which has facilitated the 
stepping up of monitoring activities.  
There has been close collaboration also with various government agencies and notably with the National 
Food and Nutrition Commission of Zambia which has worked closely with the programme on the updating 
of guidelines and training packages. 
Finally the programme contracted MSZ and PPAZ, two of the most experienced and active NGOs in the 
field of adolescent reproductive health, something which will doubtless contribute to the sustainability of 
the programme’s objectives. Also in this technical area, there has been an effective partnership with the 
Ministry of Education over training for school teachers. 
In the context of development partner support, the donor coordination group has been important in the 
last few years and very recently the government has set up a coordinating task force with the aim of 
harmonising all future interventions in the field of MCH.  
 
Programmes in the field of reproductive health and nutrition 
USAID : Zambia Family (ZAMFAM) activities that target orphans and vulnerable children (OVC) and people 
living with HIV (PLHIV) in four provinces in Zambia.  
USAID Global Health supports Zambia in strengthening its public health system at the national, provincial, 
and community levels. Increasing the quality of health care and changing attitudes and behaviour, 
specifically in maternal and child health (including nutrition), family planning, and the prevention and 
treatment of diseases such as HIV/AIDS, malaria, and tuberculosis. 
PATH : Infant and Young Child Nutrition project, aims to help the government strengthen policies, 
programs, and health systems. PATH’s Arise project supports the Zambia Emory HIV Research Project in 
work to prevent new HIV infections among couples. This research project expands the use of couples HIV 
counselling and testing, refers HIV-positive clients to antiretroviral clinics, and helps people reduce their 
risks of infection. 
FHI 360: currently operates in all 10 provinces across Zambia. It addresses such issues as HIV/AIDS, 
tuberculosis, nutrition, family planning research, orphans and vulnerable children, water and sanitation, 
livelihoods, and education. Behaviour change interventions, capacity building of local organisations and 
service providers, service delivery, health systems strengthening, research, community mobilisation and 
engagement, economic strengthening, public–private partnerships 
CDC : Health system strengthening including building country capacity in the areas of workforce 
development, epidemiology, surveillance, health information systems and programme monitoring and 
evaluation in relation to epidemics. 
UNICEF : Promotion of maternal and child health at various service delivery levels. And technical 
assistance to increase the capacity of facility health workers and community-based volunteers. Child 
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Health Week: immunisation, micronutrient supplementation, malaria prevention and growth monitoring 
and promotion. HIV counselling and testing and treatment. Training in integrated community case 
management of childhood illnesses in 23 districts. Support to Safe Motherhood and Newborn Health and 
establishment of Safe Motherhood Action Groups. Campaigns to reduce maternal mortality.  
DFID : Support for the UNICEF sanitation and hygiene programme with a contribution of almost US$30 
million over a period of four years. Now developing a new 4-year programme on health systems 
strengthening in close collaboration with Sida (see below). This is related to the continuum of care 
throughout the reproductive life cycle – to be implemented in poorer districts. 
Sida : After a six-year funding freeze following the 2009 health funding corruption scandal, Sweden and 
UK have decided to re-invest in a collaborative sector-wide approach to health, strongly aligned to 
International Health Partnership principles. The programme, which resembles the EU MDGi Programme, 
was developed with the MoH and MCDMCH following analysis of health indicators, socio-economic data 
and a mapping of partner organisations’ work and notably the roles of the major health actors in Zambia 
(UN, USAID, World Bank and EU). The new Swedish programme was launched in the autumn of 2015 
whilst the DFID programme is still under construction.  

Like the EU programme, the UK-Swedish support will be targeted to districts. Thus, with the aim of 
increasing government ownership, lowering transaction costs and reducing duplication, it was decided 
not to use external management arrangements (such as the U.N.) as the funding mechanism but rather to 
channel the majority of funds (82%) directly to support activities at district level. The remaining part (18%) 
will be managed by provincial medical offices and centrally by the Ministry of Health. This funding 
includes technical assistance whose aim is strengthening governance, transparency and accountability, 
and combating corruption in the Ministry of Health.  
 
Preparatory work will include procurement of supplies and renovation of health facilities. British and 
Swedish interventions will cover three out of ten provinces with Sida focusing on the eastern and 
southern provinces, while DfID will support the central province. A large part of the planned support will 
focus on the health of women, children and adolescents and on nutrition in rural areas, with the aim of 
reducing maternal mortality by 25%, newborn mortality by 10%, child mortality by 15% and the stunting 
rate by 3% compared with 2014 (using DHIS data). Other aspects of the programme aim is (1) to improve 
the nutritional intake for 47 000 children under the age of five (2) to educate young women and men 
about sexual and reproductive rights (3) to contribute to the training of skilled staff who will assist with 38 
000 deliveries. Sida will cooperate closely with the SUN Pooled Fund and MSZ for the relevant parts of the 
programme.  
CIDA : improving maternal and child health by increasing the understanding of safe breastfeeding 
practices in order to enable HIV-positive mothers to prevent mother-to-child transmission. Closed in 
2015. 
Gates Foundation : Better Information for Health in Zambia study on defaulters from anti-retroviral 
treatment programmes, 2014 – 2017 
World Bank: the Health Services Improvement Project for Zambia aims to improve health delivery 
systems and utilisation of maternal, newborn, and child health (MNCH) and nutrition services in project 
areas. The project has three components. (1) strengthening capacity for primary and community level 
MNCH and nutrition services (capacity building and standard setting, improved supply chain systems and 
improved referral system and linkages across levels of care (2) strengthening utilisation of primary and 
community level MNCH and nutrition services through results based financing approaches (3) 
strengthening project management and policy analysis (strengthening project management, 
implementation, monitoring and evaluation; provide technical assistance for evidence-based policy 
analysis and health financing innovations. 
Global Fund : The MoH is principal recipient for the current three-year GF grant and is working with the 
Churches Health Association of Zambia (CHAZ) on implementation. The HIV/TB grants expand availability 
of anti-retroviral medication for people living with both HIV and tuberculosis. The aim is to provide 
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appropriate services focusing particularly on those living in rural and hard to reach parts of the country. 
The latest three year grant was signed in January 2015. 
Zambia SUN Pooled Fund : a joint financing mechanism established in 2013 to support the Zambian 
national First 1000 Most Critical Days Programme. The aim of the SUN Fund is to promote harmonisation 
and alignment among key cooperating partners and stakeholders, avoiding duplication of efforts. 
Originally it aimed to increase the capacity to provide nutrition services in 14 priority districts, but now 
the focus is shifting to a scale up nutrition services across the whole country through support to national 
and district level. The main participants are: CARE, Concern Worldwide, the Nutrition Association of 
Zambia, HPI and DFID. 
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ANNEX 6: EFFICIENCY-VISIBILITY 
Evaluation question 

Was the visibility strategy implemented according to plan? To what extent did it add value to the 
Programme? 

Objectives of the visibility strategy 

From the Implementation Concept: the MDGi Visibility Strategy provides an overall coherence to MDGi 
communication activities to engage audiences within Zambia, across the region, and in Europe to 
understand the importance of investing in accelerating progress towards maternal, neonatal and child 
morbidity and mortality reduction. The key objectives are: 

1. To reinforce country level efforts to advocate, leverage and showcase the investments being 
made by the EU and the partnership that can be used for multiple audiences and made available 
on multiple platforms to document efforts and illustrate what concrete impact the partnership is 
having on the lives of Zambians; 

2. Raise awareness in Zambia - with the Government, cooperating partners, civil society (including 
the media) and users of health services in the 11 target districts - about the EU’s investment in 
Zambia’s accelaration of MDGs 1c, 4 and 5 and the Post-2015 agenda. 

3. Keep European audiences informed on the sustained, measurable, transparent, and cost efficient 
impact of their contribution towards improving the health and nutrition status of women, 
adolescents and children in Zambia. 

4. To produce innovative, emotionally engaging, real-time communication and visibility materials 
that portray the lives of Zambians who are benefitting from European taxpayers support, as well 
as the stories of children and frontline healthcare workers. This aims to build empathy and 
connections with identified audiences in Zambia, regionally and in Europe.  
 

The communication and visibility strategy and associated budget was approved by the European Union 
Delegation in Zambia (EUD) at the end of August 2015.  

Achievements 

In 2015 and 2016 the following visibility activities were accomplished: 

1. The launch of the MDGi implementation phase in April 2015, the workshop for dissemination of 
the baseline assessment findings in June 2015, as well as the hand-over of four refurbished health 
facilities in May 2016, generated a lot of publicity in both national and local media (newspapers, 
radio and TV).  

2. Not only were journalists invited to press conferences, they also received training on the content 
of the MDGi Programme. 

3. In total three MDGi newsletters were produced in December 2015, April 2016 and November 
2016 (rather than quarterly as planned for 2016). One thousand copies were circulated among 
stakeholders. The colourful 4-page newsletters are written in professional language with a good 
lay-out, including tables, graphs, quotes and text boxes. They give an overview of the Programme, 
its progress to date, success stories and next steps.  

4. A two-page brochure on basic aspects of the MDGi programme has been distributed to all 
ministry personnel working in MDGi supported facilities to create common understanding on the 
scope and depth of the MDGi interventions. It seems to be available in English only.  

5. The programme also uses social media networks for updates. UNICEF states that it is regularly 
publishing MDGi-related posts on the UNICEF Zambia Facebook page and two video 
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documentaries are awaiting MoH approval for placement on social media. Unfortunately, when 
clicking on the Facebook page link the team saw that there are very few posts and none are 
recent.  

6. MDGi stickers were produced and used to brand the equipment provided to the health facilities. 
7. Two thousand wall and table calendars for 2017 with RMNCH messages and telling pictures were 

produced and distributed to health facilities, PHO and DMO offices. 
8. Aprons (see picture), 1000 T-shirts, chitenges, umbrellas and caps with MDGi print were 

distributed to health workers and CBVs. The evaluation team saw those everywhere they went. 
9. MDGi visibility posters and pop-ups were distributed to all MDGi-supported health facilities and 

Government offices.  
10. Along the roads the evaluation team saw several boards announcing rehabilitation of a health 

facility with EU funds (see picture). 
 

Conclusion 

Implementation of the visibility plan is on schedule and ongoing. All materials produced were seen in the 
field by the MTE team. The MDGi programme is clearly very visible and all stakeholders in Zambia to 
whom the evaluation team talked were very much aware that the programme is funded by the EU. The 
media coverage and the very diverse, but coherent, materials have certainly raised awareness for 
maternal, neonatal and child health and nutrition in Zambia. The use of social media can be extended and 
improved. The MTE team questions whether the regional and international objectives of the visibility 
strategy have been achieved, as no information is available to assess the effects of the strategy on 
regional partners and European audiences/taxpayers.  

Value for money 

So far the programme has spent just over €152,500 + €83,750 = €236,250 on visibility contracts and 
publicity activity costs. It is planning to spend another €58,500 + €38,750 = €97,250 in 2017. The total 
€333,500 (without any personnel costs of UN or MoH staff) is less than 0.7% of the total budget, which is 
reasonable for the amount of positive exposure the strategy has generated.  
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ANNEX 7: EFFICIENCY-COMMUNICATION FOR DEVELOPMENT C4D 
Evaluation question 

Was the C4D strategy implemented according to plan? To what extent did it add value to the Programme? 

Objectives of the C4D strategy 

The objectives of the C4D strategy are increased knowledge, demand for services and cultural, geographic 
access to MNCH care and services, in other words ER 3.  

According to the Implementation Concept the approaches that make up the C4D strategy include: (1) 
Behaviour and social change communication (BCC); (2) social mobilization; and (3) advocacy. 

Achievements 

In 2015 and 2016 the following C4D activities were accomplished: 

1. The national health promotion team is financially supported by the programme to go on 
supervision visits to the districts, health facilities and communities.  

2. District health promotion teams (DHPT) were re-activated and their capacity to plan and 
implement communications interventions in the districts upgraded in 11 districts. 

3. Districts mapped stakeholders (civil society organizations, NGOs, community-based organizations 
and Government Ministries) involved in RMNCH&N. 

4. Quarterly planning and review meetings on C4D activities are held with these stakeholders by the 
DHPTs in all districts and a stakeholder meeting for both provinces was held in June 2016. 

5. In total 2006 local leaders and community gate keepers, such as local politicians, church and 
traditional leaders, were reached with advocacy messages across all 11 districts. 

6. A ToT was conducted for which the target trainees are members of the NHCs. 
7. NHCs are being revitalised and community action plans have been made in many zones 
8. 57% of targeted volunteers in Copperbelt and 42% of those in Lusaka (in total 11,700 CBVs and 

peer educators) have been trained on the key competency areas CIMCI/ICCM, safe motherhood, 
CBD, cIYCF, OTP and adolescent health. 

9. A group mentoring system for trained CBVs is in place. 
10. Health facilities are supported to conduct quarterly review meetings with the HC coordination 

committees, during which the plans for community action are discussed, as well as facility 
scorecards. In Q3 of 2016 82% of all facilities conducted such a meeting (none in Rufunsa and few 
in Chongwe) 

11. Only 21 of the 1544 planned information boards are functional.  
12. A Knowledge, Attitudes and Practices (KAP) survey was carried out in the first half of 2015 on 

social norms and practices linked to health behaviour. 
13. The MoH drew up a list of relevant IEC mass communication materials which were printed in late 

2015 and distributed in the first half of 2016. 
14. IEC materials for adolescents (on teenage pregnancy and early marriage) for health facilities and 

schools were developed.  
15. In all districts the programme is supporting health education using small group discussion, one-to-

one and community dialogue meetings and drama during integrated outreach and community 
meetings.  

16. Thirty-six radio programmes of approximately 20 minutes each on the first 1000 days (child 
health) and on safe motherhood have been aired on four radio channels. 

17. 73 radios have been distributed to communities  
18. Some 832 radio listening groups have been set up and are said to be functional 
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19. In the context of the multi-donor Condomize! Zambia initiative MDGi funded ToT for 46 
Condomize! Champions in the 11 districts.  

20. Male and female condoms have been made available for distribution to adolescents 
 

Not implemented 

1. Funds for community theatre were reprogrammed (to radio and TV spots) in view of inadequate 
time to realize results from this investment during the life of the MDGi programme.  

2. Identification of best performing NHC and communities to document best practices. This activity 
was not implemented to focus more on strengthening of NHCs 
 

Challenges  

1. Reporting and monitoring of IEC activities in the communities experience challenges, so that the 
scale of these activities is not exactly known. 

2. According to information received during the validation workshops the community information 
boards are not used very much. 

3. There is still a lack of IEC materials and other tools the CBVs can use. IEC materials are yet to be 
(re)printed. 

4. Activities under the Condomize! Campaign still have to be implemented  
5. The MTE team found that not many women had heard one or more episodes of the radio 

programmes. Planned distribution to CBVs of mini memory cards with the series on them will 
likely increase coverage. 

6. There are still substantial gaps in availability of trained CBVs in the zones, for which MDGi is 
conducting a gap analysis, in order to better target future training for some 5760 more volunteers 
to ensure that each zone has at least one volunteer trained in the core competence areas 
mentioned above. 

7. Reprogrammed community sensitization and awareness on WASH practices is still to be 
implemented. 
 

Conclusion 

Implementation of the ambitious C4D plan is on schedule and ongoing and a lot has been achieved but 
many planned and/or reprogrammed inputs (training, IEC materials, equipment and tools for CBVs, 
expanding revitalisation of NHCs, expanding mentoring of CBVs etc.) are still to be delivered or continued 
in 2017.  

Value for money 

In order to assess whether the C4D strategy added value to the programme, it is necessary to know what 
its effects are on the one hand and what the costs are on the other hand. The effects on outcome and 
impact level remain to be assessed, although anecdotal reports from district officers, CBVs and peer 
educators are very positive. Some costs are traceable in the financial report and the budget for 2017, for 
example: 

1. National personnel: €115,500+€151,000 = €266,500 
2. Mass media and radio production costs: €25,000 + €69,000 = €94,000 
3. TVs/radios: €12,000 

Other (likely higher) costs are hidden in expenses for cash transfers to provinces and districts and in 
budget lines like supplies and commodities, training, adolescent health officer etc. The costs for the KAP 
study cannot be found. So it is impossible to assess the real costs of this strategy.  
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However, without knowing the exact costs, the C4D component has undoubtedly added value to the 
programme, given the immediate effects visible in knowledge, enthusiasm and motivation of CBVs and 
peer educators, likely contributing to demand creation for RMNCH&N services and adolescent health. As 
compared to much higher costs for infrastructure, equipment, vehicles and of course all personnel costs 
of the programme, the C4D component is relatively cheap and promises good returns on investment. 
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ANNEX 8: CLIENT SATISFACTION - EXIT INTERVIEWS 
Evaluation question: How is the programme affecting levels of client satisfaction? 

Client satisfaction with RMNCH&N services was assessed by conducting exit interviews with clients of 
selected health facilities immediately after they had received any of these services.  

  Interview tool and methodology 

Questions were based on the LQAS questionnaire and were formulated to closely match the LQAS. This 
would enable comparison between satisfaction with services before the start and mid-way through the 
MDGi programme. The draft interview tool and the informed consent form were cleared by the ERES 
Converge IRB and tested in Chilanga district, after which slight adaptations were made. The interviews 
were conducted by two trained enumerators. The final interview tool is attached to this report.  

The selection procedure for the health facilities is described in the Methodology Annex to this report. 
Upon arrival of the evaluation team at a selected health facility, relevant staff was asked to request 
eligible patients/clients (those who came for RMNCH&N services) if they would be willing to be 
interviewed for an evaluation of a MoH programme. They were informed that the interview would take 
approximately 20 minutes. If the client agreed, s/he was then introduced to the enumerator, who further 
explained the procedures and the informed consent. If the client consented, the questionnaire was 
administered. Each client received a copy of the informed consent in either Chibemba or Chinyanja. The 
signed English form is kept on file by the evaluation team. 

Limitations of the methodology 

While the LQAS was a community survey, conducted among a randomly selected sample of all targeted 
community members, the exit interviews by the MTE team were conducted only among a sample of 
clients who had opted to come to the health facility and agreed to be interviewed. This self-selection 
could have resulted in an overrepresentation in the sample of respondents who are satisfied with the 
services for two reasons: 

1. Clients who were not satisfied with the services during previous visits are less likely to return to 
the facility; this potential bias is mitigated by the fact that in many areas clients who are in need 
of services do not have a choice of provider, because there is only one health facility within a 
reasonable distance. 

2. Clients who are not satisfied might be less likely to agree to be interviewed; because clients were 
initially asked by the provider whether they would be willing to be interviewed, the MTE team 
does not know how many clients refused to be interviewed. 

3. It turned out that most satisfaction indicators could not be compared to the LQAS, because the 
LQAS report did not contain sufficiently detailed information to do this. The team did not have 
access to the raw data.  
 

Client profile 

In total 125 clients were interviewed, 72 in the Copperbelt and 53 in Lusaka. Only two male clients were 
interviewed, both at Kafubu Block in Luanshya.  

The objective was to interview 150 clients, 10 in each selected facility, and 30 in each district. This turned 
out to be a challenge, mainly due to few patients coming to the facility in the afternoon (for example in 
Mokambo HC in Mufulira), while the evaluation team visited facilities both in the morning and in the 
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afternoon. Furthermore only five patients could be seen in Mukuba HC (formerly Cosetco) in Kitwe, 
because the HC caters mostly for a university college and students were on holiday. 

The average age of the interviewed clients was 28 in four districts, but 25 in Luanshya. The age range was 
between 17 and 49, similar to that of women of reproductive age. 

In the table below an overview is given of the number of clients interviewed in each health facility, their 
average age and the age range.  

District Name health facility No. of clients Average Age  Age range 

Luanshya Thompson hospital 9 27.0  (20-39) 

 Section 26 BEmONC 8 23.4  (17-28) 

 Kafubu Block HC 11 24.5  (17-40) 

  28 25 (17-40) 

Kitwe Kitwe Central hospital 6 26.3  (18-36) 

 Kawama Urban BEmONC 11 29.4  (18-49) 

 Mukuba HC (formerly Cosetco) 5 28.0  (20-39) 

  22 28 (18-49) 

Mufulira Kamchanga hospital 10 27.2  (18-40) 

 Kansuswa BEmONC 8 26.4  (19-36) 

 Mokambo HC 4 30.5  (19-45) 

  22 28 (18-45) 

Kafue Kafue District hospital 10 30.4  (20-48) 

 Kafue Mission BEmONC 9 28.5  (22-39) 

 Railway Clinic  10 25.6  (20-34) 

  29 28 (20-48) 

Rufunsa Mpanshya/St. Luke’s Mission hospital 10 25.4  (17-37) 

 Chiyunyu BEmONC 7 28.9  (20-34) 

 Shikabeta HC 7 29.0  (19-41) 

  24 28 (17-41) 

Total  125 27.4 (17-49) 

 

The table below shows for which services the clients attended the health facility that day. 

Service Number of clients 

ANC 9 

Delivery 22 

Family Planning 15 

Immunisation 30 

Nutrition 3 

PNC 15 

Sick child 30 

Unknown 1 

Total =125 

 

The services are not distributed evenly over the facilities. The main reason for that is that facilities 
organise specific clinics on specific days. If the evaluation team would arrive during an under-5 clinic day, 
the enumerators would see (almost) only sick children. There are also clinics for ANC, PNC and Family 
Planning, which influenced the number of interviewed clients that received that specific service.  

Overall, 48% of interviewed clients attended for child health, 49% for maternal health and 2% for 
nutrition.  
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Results 

Two of the key indicators for ER2 related to client satisfaction. 

ER 2.8  80% of mothers of infants 0-5 months who delivered at HF and were satisfied with the 
service received 

ER 2.8  Satisfaction with delivery at health facility 

 LQAS Exit interviews 

deliveries 

unsatisfied satisfied very satisfied % (very) satisfied) 

Copperbelt 65% 13 1 2 10 92% 

Lusaka 67% 9 0 2 7 100% 

Total  22 1 4 17 95% 

 

Satisfaction with delivery service, mothers of infants <5 months (N=22) 

We compared the satisfaction with delivery 
services as measured by the LQAS with 
satisfaction with “treatment by the 
provider” as measured during the exit 
interviews with 22 clients who had just 
delivered in the health facility (out of 125 
clients interviewed). Of course the numbers 
are small, but the satisfaction is very high, 
as can be seen in the table above, and 
much higher than in the LQAS. 

 

ER 2.9  80% of mothers of infants 0-59 months who were satisfied with the service received last 
time they sought advice or treatment for their child's fever 

ER 2.9 Satisfaction with child health services 

 LQAS Exit interviews 

Sick child 

unsatisfied satisfied very satisfied % (very) satisfied) 

Copperbelt n.a. 19 3 2 14 84% 

Lusaka 34% 11 0 2 9 100% 

Total  30 3 4 23 90% 

 
 
Satisfaction with child service, mothers of children <5 years (n=30) 

 

We compared the satisfaction with services for a 
sick child as measured by the LQAS with satisfaction 
with “treatment by the provider” as measured 
during the exit interviews with 30 clients with a sick 
child to the health facility (out of 125 clients 
interviewed). Of course the numbers are small, but 
the satisfaction is very high, as can be seen in the 
table above, and much higher than in the LQAS. 
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Waiting time 

How long did you wait between the time you arrived at this facility and the time you were able to see a 
provider for the consultation TODAY? 

What do you think about the time you waited? 

 

As can be seen from the graph, 
47% of interviewed clients 
were seen immediately after 
arrival at the health facility, 
66% within 30 minutes, 87% 
within one hour and 11% had 
to wait more than one hour.  

 

We asked clients that were seen immediately, whether this was due to the facility being efficient or 
because it was not busy. This question was answered 32 times and 13 clients answered that it was not 
busy, while 19 said the facility was run efficiently. 

Of all interviewed clients 76% was satisfied or very satisfied about the waiting time, while 19% was not 
satisfied. As is to be expected the rate of satisfaction is going down with the amount of time clients had to 
wait. The turning point for an acceptable waiting time seems to be around 1 hour.  

 

 Very satisfied Satisfied Dissatisfied Very dissatisfied Unknown Total 

Immediately seen 56 3 0 0 0 59 

< 30 minutes 11 6 4 1 1 23 

30 min – 1 hour 6 9 6 2 3 26 

1 – 4 hours 1 3 7 4 0 15 

Unknown         2 2 

Total 74 21 17 7 6 125 

 

Satisfaction with waiting time at facility (n=74) 
Enumerators made use of the 
possibility to enter comments on 
the form. From those it appeared 
that 3 of the 5 clients who were 
dissatisfied with waiting less than 
30 minutes were actually 
dissatisfied with the attitude of 
the health worker, and not 
specifically with the time they had 
to wait. 

When looking at specific facilities 
7 out of 14 clients who had to wait 

between 1 and 4 hours were seen at Kafubu Block in Luanshya, where it was very busy during the 
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morning hours. In Kafue hospital 9 out of 10 patients were seen immediately, although the team visited 
the hospital on a Monday morning. In Kitwe hospital, Mokambo HC and Mukuba HC all patients but one 
were seen immediately, but the team visited those facilities in the afternoon. These findings confirm that 
one should visit a health facility in the afternoon, if one does not want to wait. 

Comparison with the LQAS: specific data on satisfaction with waiting time was only available for ANC and 
for sick children 0-5 months in the LQAS report. While the majority in the LQAS was also satisfied with the 
waiting time, LQAS data show much less clients being very satisfied than in our interviews.  

Availability of medicines 

Were you prescribed any medication? If yes, were they available? 

Of 92 clients who received a prescription for medicines in two cases these were not available or only 
partly available and in one case this was unknown. Two of these three were in Thompson hospital. 

From our interviews it would seem that availability of medicines does not pose a problem.  

Gender of provider 

Were you seen by a male or female provider TODAY?  

If female, would you also have come TODAY if there would have been a male provider? 

If male, did you mind being seen by a male provider? 

Of the 125 interviewed clients 107 were seen by a female provider and 18 by a male provider. Of the 107 
who were seen by a female provider only 2 said they would not have come if there would have been a 
male provider. One of them delivered at the facility, the other came for family planning. Of the 18 clients 
that were seen by a male provider none considered this a problem.  

Our findings indicate that the issue of female clients being seen by male providers, previously seen as a 
serious challenge, is no longer perceived as problematic by women themselves. 

Treatment by provider 

What do you think about the way the health provider treated you? 

How do you rate the amount of time the health provider spent with you? 

 Very satisfied Satisfied Dissatisfied Very dissatisfied Unknown Total 

Treatment by provider 104 15 5 1 0 125 

Time spent 88 21 7 2 7 125 

 

Of all 125 interviewed 
clients 95% were 
(very) satisfied with 
the treatment by the 
provider, meaning 
that they were 
satisfied with the 
attitude and 
behaviour of the 
provider …… 87% was 
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(very) satisfied with the time spent by the provider to see them.  

Patients who were dissatisfied were seen in Kafubu Block (3), Thompson hospital (2), Railway clinic (2), 
Section 26 (1) and Kawama (1). In most cases the same patients were dissatisfied about both the 
treatment by the provider and the time spent. Lack of satisfaction was not linked to any specific service 
that the client received. 

Because there is anecdotal evidence that adolescents are not satisfied with the attitude of health workers 
towards them, we cross-tabulated “age” with “satisfaction with treatment”.  

Treatment by provider Very satisfied Satisfied Dissatisfied Very dissatisfied Unknown Total 

Total 104 15 5 1 0 125 

Age 17-24 45 7 2 1 0 54 

Age 24-49 59 8 3 0 0 71 

 

As can be seen in the table above in 
both age groups 3 clients were (very) 
dissatisfied, 5.5% of the younger age 
group and 4.2% of the older age group. 
If we limit the adolescent group to 
those under 20, none of them were 
dissatisfied; rather 13 were very 
satisfied and 1 satisfied.  

On the basis of this outcome we 
cannot conclude that adolescents that 
visit health facilities are less satisfied 
with treatment than the adults. 

Privacy 

Was there enough privacy during your consultation with the health provider? 

Could other people see you, hear you or did anyone walk in? 

These questions did not take into account that many patients came for immunisation during an under-5 
clinic, which is sometimes done collectively or even outside. Others came for group counselling on family 
planning. In those cases privacy is not an issue. Therefore the team only looked at those services where 
privacy is an issue: ANC, Delivery, PNC and sick child. 

One client out of 9 who came for ANC said there was not enough privacy (Thompson Hospital); 3 out of 22 
women who delivered said there was not enough privacy (2 in Thompson hospital and 1 in Mpanshya 
hospital); interestingly 11 out of 15 women who came for PNC said there was not enough privacy (of 
which 5 in the Railway clinic and 2 in Kafubu Block). Eight mothers/fathers of 30 sick children did not 
experience enough privacy during their consultation (3 of which in the Railway clinic and 2 in Kafubu 
Block). Lack of privacy is an issue, which needs to be addressed. 

Operating hours 

How do you rate the operating hours of this facility? 

If “not (very) satisfied”: What could be acceptable operating hours for you? 
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 Very satisfied Satisfied Dissatisfied Very dissatisfied Unknown Total 

Operating hours 68 14 24 12 7 125 

 

Of the 125 interviewed clients 66% was (very) satisfied with the operating hours and 29% was not 
satisfied.  

15% of all clients (including some that were satisfied) indicated they would like the facility to be open 24 
hours per day. An additional 13% want longer opening hours, in particular starting earlier in the morning. 
A few respondents mentioned that staff is slow to start after opening hours and a few others suggested 
that some form of triage should take place, so that emergency cases can be quickly attended to.  

Cleanliness 

How do you rate the cleanliness of the facility TODAY? 

 Very satisfied Satisfied Dissatisfied Very dissatisfied Unknown Total 

Cleanliness 65 34 17 8 1 125 

 

Of the 125 interviewed clients 79% is (very) satisfied with the cleanliness of the health facility. In two 
facilities, Chiyunyu and Kafubu Block the majority of clients were (very) dissatisfied.  

Quality of service 

How would you rate the quality of the service you received TODAY? 

 

 

 

Probe: What makes good quality services for you? 

Of the 125 interviewed clients 58% is (very) satisfied with the quality of services. This is the lowest 
percentage recorded for any of the questions about satisfaction. Only in Kansuswa and the Railway clinic 
all clients except one were very satisfied. For all the other health facilities the satisfaction with quality of 
services was very diverse, with women who received the same service on the same day rating it from very 
satisfied to very dissatisfied.  

The most frequently given answers to the question what makes good quality services for you were: 
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Of the 125 interviewed clients 114 had visited the facility before during the last three years. They were 
asked how they would rate the quality issues that they had mentioned earlier now as compared to about 
three years ago.  

Across all quality issues clients mentioned 228 times that quality had become better, 64 times that it 
had stayed the same and 22 times that it had become worse. Because the question of what makes good 
quality was allowing free answers it is difficult to link the ‘better’ or ‘worse’ answers to specific quality 
issues.  

Kind and welcoming staff 

Do you find the staff at this health centre kind and welcoming? 

Only 6 clients answered ‘NO’ to this question, 3 of which were interviewed at Thompson Hospital. The 
finding that 94% finds staff kind and welcoming should be viewed in the light that clients find a kind and 
welcoming attitude of staff the most important aspect of good quality. 

Time to reach the health facility 

How long did it take you to reach this facility today? 

What do you think about this amount of time to reach the facility?  
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 No. of clients Very satisfied Satisfied Dissatisfied  Very dissatisfied Unknown 

< 30 min 60 44 8 6 1 1 

30 min - 1 hour 36 8 11 14 3 0 

1 hour - 2 hours 19 1 4 6 7 1 

> 2 hours 6 0 0 4 2 0 

Don’t know 4      

Total 125 53 23 30 13 2 

 

From the table above it can be calculated that 48% of interviewed clients took less than 30 minutes to 
reach the facility, 29% between 30 minutes and 1 hour, 15% between 1 and 2 hours, and 5% more than 2 
hours. The cut-off point between being satisfied and dissatisfied with the amount of time to reach the 
facility lies around 1 hour.  

There was no correlation between time needed to reach the facility and the facility being a hospital or a 
HC. One would expect travel time to a hospital to be longer, because it is a referral facility. The reason 
that our findings do not show this might be that hospitals provide a lot of RMNCH&N services, which are 
mostly PHC services, to clients in the direct surroundings of the hospital.  

The findings also show that clients in Rufunsa took longer than in other districts to reach the facility, 
undoubtedly being due to the district being sparsely populated, but vast. Therefore distances to the 
nearest health facility can be long.  

Permission 

Did you need permission to come to this facility TODAY?  

If you got permission, by whom? 

Of the 125 clients interviewed 33 (26%) said that they needed permission to come to the facility, of which 
24 needed permission from their husbands, 5 from their parents, 3 from their boss and 1 from ‘other’.  

There was an inverted relationship with age, with 16% of clients under 19 needing permission (3 out of 
14) and 27.5% of those between 20-24 (11 out of 40), and 27% of those between 25-49 (19 out of 71).  

Of the 33 clients who said they needed permission 4 out of 9 came for ANC (44%), 5 out of 22 for delivery 
(23%), 6 out of 15 for FP (40%), 10 out of 30 for immunisation (33%), 2 out of 3 for nutrition (67%) and 6 
out of 30 came with a sick child (20%).  

During the validation workshops the meaning of the word “permission” and thus the interpretation of the 
answer was questioned, because the meaning of permission in English and its translation in both local 
languages might differ. Some participants were of the opinion that asking permission could also mean 
informing the husband. Discussions among the MTE team members did not solve the issue. This issue 
therefor warrants further study.  

Payment 

Did you have to pay anything for the services you received TODAY? 

If “yes” what did you pay for? And how much? 

What do you think about the amount of money you had to pay? 

  



   

 

 

 P a g e  | 149 
  

Facility Service received Payment For what How much Satisfaction level 

Kafue District Hospital Delivery Yes Note book as card k12 SATISFIED 

Kafue District Hospital Delivery Yes Note book as card k12 DISSATISFIED 

Kafue District Hospital Delivery Yes Note book as card k12 VERY DISSATISFIED 

Railway clinic Sick Child Yes Book K2 VERY SATISFIED 

Kafue Mission Sick Child Yes Book K2 VERY DISSATISFIED 

Thompson Hospital Delivery Yes Scan K20 VERY SATISFIED 

Thompson Hospital Antenatal Care Yes Abdominal scan K20 SATISFIED 

Thompson Hospital Antenatal Care Yes Scan K20 DISSATISFIED 

 

Of all interviewed clients 8 had to pay as noted in the table above. Interestingly clients have very different 
satisfaction ratings for the same payment for the same services.  

Conclusions 

Of all 125 interviewed clients a large majority is satisfied or very satisfied about the waiting time. The 
turning point for an acceptable waiting time seems to be around 1 hour. The cut-off point between being 
satisfied and dissatisfied with the amount of time to reach the facility lies also around 1 hour.  

Nine out of 10 clients are (very) satisfied with the attitude of the staff and find them kind and welcoming. 
Adolescents are also (very) satisfied. In the light that clients find a kind and welcoming attitude of staff 
the most important aspect of good quality, this is a very positive finding. Availability of medicines, also 
considered an important aspect of quality by the clients, does not pose a problem. However, lack of 
privacy is an issue, which needs to be addressed; cleanliness can still be improved and operating hours 
could be extended. Overall quality was seen as having substantially improved over the past three years.  

Female clients being seen by male providers is no longer perceived as problematic by women themselves. 
One fourth of clients said that they needed “permission” to come to the facility, mostly from their 
husbands, but the meaning of the word permission might not have been unequivocal, warranting further 
study.  
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ANNEX 9: THE WORK OF VOLUNTEERS (CBVS AND PES)  
 
Evaluation question: How are outreach activities45 affecting mothers' knowledge and behaviours 
concerning health and nutrition?  
 
This question was broadened to read: 
 
Evaluation question: How are inputs related to CBVs and PEs contributing to the effectiveness of the MDGi 
programme (results 1, 2 3 and 4)? 
 

Methodology 

The MTE did group interviews with community-based volunteers (CBVs) and peer educators (PEs) working 
in the catchment areas of the 15 facilities visited. A questionnaire was made to guide the interviews. The 
questionnaire was piloted in Mapepe community, belonging to Chilanga HC and adapted/detailed as 
included in Annex 3. Questions were not asked exactly as they were formulated. They were meant to be 
reminders of topics and issues to be probed. 

An MTE team member contacted the in-charge of the facility before the team would arrive and explained 
the purpose of the group interview. The in-charge was asked to request a senior CBV to mobilise 10 
volunteers from the zones belonging to the facility that would be willing to take part in the group session. 
Because most hospitals do not have volunteers, CBVs and PEs were mobilised from the nearest HC to the 
hospital. Most interviews took place at the facilities, a few in the communities. 

Limitations 

 As the selection of CBVs was not random, it is likely that the senior volunteer recruited CBVs that 
are familiar with the MDGi and are more-than-average active, possibly giving a more positive 
picture of their work than what would have arisen had the sample be truly random. 

 Because no peer educators showed up in the first district, the team specifically requested for 
them to be included in subsequent districts. Despite this specific request no PEs could be 
interviewed in 6 out of 15 facilities.  
 

Participants 

In the table below an overview is given of the health facilities in whose catchment areas the CBVs and PEs 
that participated in the group interviews are working. Their names are included in Annex 14 People met. 
In some cases there were so many PEs that a separate interview was conducted with them.  

District Name health facility No. of CBVs No. of PEs 

Luanshya Mikonfwa Urban (for Thompson hospital) 11 0 

 Section 26 BEmONC 11 0 

 Kafubu Block HC 9 0 

    

Kitwe Buchi Main Clinic (for Kitwe Central hospital) 13 1 

 Kawama Urban BEmONC 9 2 

                                                           
45 Note: Although outreach usually refers to activities of facility health staff in the communities, the desk review the 
MTE team did showed that the term is used loosely in the MDGi programme, to refer to all activities taking place in 
the community, mostly by the volunteers. 
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District Name health facility No. of CBVs No. of PEs 

 Mukuba HC (formerly Cosetco) 9 2 

    

Mufulira Kamchanga hospital 14 7 

 Kansuswa BEmONC 14 1 

 Mokambo HC 14 1 

    

Kafue Estate Clinic (for Kafue District hospital) 11 11 

 Kafue Mission BEmONC 12 17 

 Railway Clinic  12 0 

    

Rufunsa Mpanshya/St. Luke’s Mission hospital 7 0 

 Chinyunyu BEmONC 11 0 

 Shikabeta HC 6 2 

Total  163 44 

 

Results CBVs 

In total 163 CBVs were interviewed in 15 groups, averaging 11 per health facility. They represented most 
of the zones that form the catchment areas of the health facilities. All of them were familiar with the 
MDGi (we expect that they were probably selected on that basis by the senior volunteer). They generally 
work both in the health facility and in the community, sometimes educating groups on different 
RMNCH&N topics (including cooking lessons), helping with ANC/PNC/under 5 and FP clinics or counselling 
individual patients or community members. While the time investment of individual CBVs differs, for 
many being a CBV is almost a full time job. 

Training 

Almost all CBVs confirmed that they had received training by MDGi, be it on CBD, SMAG, (M)IYCF, IMAM, 
ICCM, Action Planning (for NHCs), WASH or newborn care. Quite a few had received two or more 
trainings, due to the fact that the MDGi programme focuses on topics that these CBVs were specialised in. 
In some cases there was confusion about whether the training was by MDGi or by another 
project/organisation, but asking in which year the training took place could usually solve the issue. As 
expected CBVs working for C/BEmONCs had received more types of training than those working in 
additional HCs. 

All groups confirmed that after the training there is follow-up. DMO team members or HF staff observe 
the CBVs at work, correct any mistakes and give them feedback. These “mentors” use a checklist. So 
mentorship is happening and without exception is highly appreciated: it reminds the CBVs of what they 
learned during the training (which is often dense) and is regarded as a continuous refresher course. They 
were convinced that this type of mentorship increases the quality of their work. Training and mentorship 
have also increased their self-confidence and their status in the community. 

Other inputs 

CBVs have received numerous, mostly personal items such as MDGi chitenges, caps, bags, or t-shirts, as 
well as gumboots, raincoats and umbrellas for the rainy season. These are partly incentives, but also help 
them to identify themselves as CBVs. However, these items appeared to be divided over the CBVs 
unevenly, with some having received multiple items, while others had not received anything. This is due 
to most items being distributed during the training and some CBVs were selected for multiple training 
sessions. Towards the end of 2016 bicycles were distributed for the CBVs through the NHCs, which greatly 
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improve efficiency by saving time. This is much appreciated and also very necessary, as the volunteers 
often have to walk several hours from home to the facility.  

CBVs seem to have received much less teaching aids, such as counselling cards, than the above 
mentioned personal items. All groups were aware of the radio programmes and many had heard several 
episodes. They thought highly about the content, found it informative and educative, while carrying more 
weight than their personal message. But, although some CBVs had organised a radio listening group, they 
admitted that coverage so far has been limited. One CBV explained that she downloaded the whole 
programme on her mobile phone and could thus let women listen to the sessions at other times than the 
radio airings. The mini memory cards with the full radio programme had not reached the CBVs yet. 

Effectiveness 

In order to get some idea about the effectiveness of these inputs the team asked the volunteers whether 
they notice any difference in key RMNCH&N behaviours between the present and 3-4 years ago. The CBVs 
observe that: 

– Exclusive breastfeeding during the first 6 months increased.  

– During complementary feeding more mothers give a wider variety of pounded food to the child. 

– More women now come for the first ANC visit within 14 weeks of 
pregnancy. 

– The number of home deliveries decreased to maybe 1-2% in most 
zones (except in Rufunsa, where the percentage of home deliveries is 
still higher). The reason most given for home deliveries relates to 
transport issues (either not available or lack of money to make use of 
it). This was also the most frequent reason in the LQAS.  

– The number of women coming back for PNC at 6 days and 6 weeks increased. 

– The knowledge about danger signs among CBVs and pregnant women increased and they now 
more often come to the clinic when they perceive danger signs. 

– FP utilisation increased.  

During the validation workshops the participants in both Lusaka and 
Copperbelt confirmed that the training of CBVs has increased 
knowledge of women about RMNCH&N issues and that the number 
of services has increased, in particular during outreach activities. 
Demand has increased. The problem is that much community 
outreach work goes unreported and is not captured in the HMIS. 

The CBVs also observed that these improved behaviours resulted in 
improved outcomes: 

 The number of children with a RED MUAC greatly decreased, meaning the CBVs hardly see severe 
malnutrition anymore. 

 Almost no infants died of malnutrition in 2016 in their zones. 
 Almost no maternal mortality occurred in 2016 in their zones. 
 Less babies are born nowadays (although fertility is still high) – only in Kafue CBVs said that 

pregnancies are increasing, in particular among teenage girls. 
Although these positive observations need to be confirmed by studies such as the end-line LQAS and the 
ZDHS, it would be a mistake to not take these observations seriously, because the CBVs are constantly in 

“More women come for 
first ANC, because 
nowadays they are 
more afraid of HIV than 
of witchcraft” 
CBV in Mikonfwa 

“CBVs have become our main 
channels, drumming up clients, 
referring them…” 
Participant validation workshop 
Copperbelt 
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the community and in close contact with pregnant women and their children. They have up-to-date 
knowledge of what happens in their communities. Given the problems with the HMIS data on key MDGi 
indicators, it is not feasible nor useful at this point in time to use the HMIS to check the claims of the 
CBVs. 

Birth registration 

Volunteers are involved in helping parents to fill in the forms for official birth registration at those clinics 
where this facility has been set up: Section 26 Mpatamatu, Kawama, Kamchanga and Chinyunyu. 
Although it should also be available at Mpanshya/St. Luke’s a birth registration facility was not available.  

After having filled the form, the facility would forward them to the nearest civic centre of straight to the 
registration office in Lusaka. It would take between 3-12 months for the official Birth Certificate to come 
back. The reason the CBVs gave for this, is that civil servants dealing with these forms had been very busy 
with the elections. They expect it to go faster from now onwards. When the certificates come back the 
families are notified, so that they can come and pick them up.  

Neighbourhood Health Committees 

In all zones that volunteers came from an NHC is active. In most cases all CBVs are on the NHC, in some 
cases only a few representatives. In some zones the NHC only consists of CBVs, in others other community 
members are also elected on the NHC. The NHCs meet once a month and discuss activities done and 
progress made during the previous month and plan for the next month.  

During the validation workshop an accountability issue related to the NHCs came up prominently. 
Participants agreed that the NHC should be independent and CBVs should not be a member of the NHC, in 
order to avoid a conflict of interest. The NHC should consist of other community members. While the MTE 
team agrees with this, the team thinks it might be difficult to find potential members that are 
knowledgeable enough and motivated to form a strong committee. The NHC now functions mainly as a 
vehicle for CBVs to get together and discuss their work, which is valuable. If CBVs would no longer be on 
the NHC, it would be necessary to ascertain that they still meet together.  

Incentives 

Volunteers would like the following:  

• More of them to be trained (which is planned) 
• All of them to have official IDs (only SMAGs have them now); community members sometimes ask 

for it 
• Lunch allowance when they are working in the health facility the whole day 
• All of them to have gear for the rainy season and torches 

 
Results peer educators 

In total 44 peer educators were interviewed, attached to 9 health facilities. In the catchment area of each 
facility there are around 30 PEs. Usually around 5 of them have been officially trained, in Copperbelt by 
Marie Stopes, in Lusaka by the DMO/PPAZ. In turn they trained/oriented their peers. A decision by the 
MoH has widened the adolescent target group from 15-19 to 10-24 year olds. This means that many PEs 
are also older. Because of the increased age differences the PEs use different approaches for the younger 
and older groups.  
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Achievements 

They seem to be sufficiently knowledgeable about adolescent health issues and talk freely about HIV, 
STIs, pregnancy, condoms etc. The PEs are equally enthusiastic and positive about the mentorship 
programme as the CBVs.  

They regularly organise educational events at church meetings, schools, sport fields, markets and in the 
community. They mobilise youngsters through drumming, singing and dancing. When a crowd has 
gathered they use drama, sketches and poetry, which they produce themselves, to get the educational 
messages across. They also take questions and discuss the issues. Usually there are boys as well as girls in 
the audience, which according to them presents no problem. Often older people, in some cases the 
parents of the youngsters, also attend.  

After the ‘show’ youngsters can and do seek individual advice. When indicated the PEs refer them to the 
clinic. They also distribute and demonstrate condoms.  

The PEs also conduct counselling in the youth friendly corners of those health facilities that have them, on 
prevention of pregnancy and HIV/STIs, on male circumcision and on family planning. When indicated, the 
adolescent can be referred to a health worker right away. 

Some PEs mentioned that they collect data on teenage pregnancies and the number of youngsters that 
are tested/treated for HIV/STIs, or access FP services. It seems that this is an initiative by Marie Stopes. It 
might be interesting for the MDGi programme to get more information on this. 

Challenges 

Most PEs indicated that they are not receiving any incentives. They would like to have t-shirts to be easily 
identifiable, official IDs, transport and lunch allowance, as well as good drums to use for mobilisation. The 
management team is working to improve this. Lunch allowances have been budgeted for under the 2017 
budget, procurement is already ongoing.  

The PEs would all like to be trained by the NGOs directly, rather than by their trained peers. Given their 
age and the lack of experience of even more senior peers, this seems to be a reasonable request.  

Another reported challenge pertains to the fairly high turn-over among PEs. Many are unemployed and 
stop being a PE once they find employment. Of course they also become older and stop being a true 
‘peer’ at some age. Therefore there is a need for continuous training of new recruits. 

Conclusions 

CBVs seem to be very knowledgeable about RMNCH&N issues and very motivated. They put in a lot of 
hours while receiving very few tangible incentives. They think they have contributed considerably to 
improved behaviours by mothers and thus to improved health outcomes on RMNCH&N, which cannot be 
independently . The quality of their work has increased, due to training and in particular to being regularly 
mentored. This was confirmed by participants during the validation workshops. The latter also mentioned 
that CBVs are now more systematic and organised. Their request for IDs and some allowances (lunch, 
telephone credit) seem justified, but as these represent recurrent costs, these should be paid by the MoH 
in order for the allowances to be sustainable. 

The PEs are knowledgeable and talk freely about adolescent health issues. They are enthusiastic and 
regularly organise educational events. They conduct counselling in the youth friendly corners and refer 
youngsters to the health staff if necessary. It is still early days to assess the effects of their interventions, 
also because of a lack of specific indicators for adolescent health in the HMIS, but they themselves say 
they are already seeing some positive changes.  
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Recommendations 

1. Responsibilities of CBVs and NHCs should be separated to avoid conflicts of interest (MoH). 
2. The MDGi programme should develop a uniform data capturing tool for community outreach 

activities. One CBV per zone could be made responsible for data collecting and reporting and a 
focal point in the health facility could be made responsible for collecting all information on 
community services for all zones (MDGi and MoH). 

3. More health promotion indicators should be included in the HMIS, including some specifically on 
adolescent health (MoH). 

4. CBVs and PEs should receive an ID card, to be annually reviewed and updated (MoH). 
5. The DHO should favourably consider paying CBVs a small lunch allowance when they work in a 

health facility the whole day (MoH). 
6. More and younger male CBVs should be recruited to scale up education on RMNCH&N to men 

and boys (DHO). 
7. All PEs should be trained by the NGOs or other professionals. 
8. CBVs and PEs should receive more teaching aids (MDGi). 
9. The MTE team agrees with participants in the validation workshops that in general demand 

creation activities should be scaled up further, because they seem to be effective. The team 
supports the wish by the DHOs to have more freedom to decide how to specifically fill in the IEC 
activities in their districts (more bottom-up).  

10. The additional 1 million euro that is available for the project could be used for the following 
activities related to ER3: 

a. Procure more bicycles for CBVs 
b. Produce and distribute more teaching aids for CBVs and PEs 
c. Reprint and distribute flyers, brochures on RMNCH&N topics 
d. Train more PEs professionally 
e. Develop uniform CBV data reporting tool 
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ANNEX 10: RMNCH&N KNOWLEDGE OF COMMUNITY MEMBERS  
Evaluation question: How are outreach activities46 affecting knowledge and behaviours of community 
members concerning health and nutrition? 

Objective 
The aim of the FGDs was to assess whether the planned community health interventions and mass media 
campaigns had reached the communities, as well as to assess the effects of the IEC activities on their 
knowledge and behaviour. The evaluation team also asked some questions about experience with 
services in the health facility.  

Methodology 
A questionnaire was made to guide the interviews. The questionnaire and the informed consent form 
were cleared by the ERES Converge IRB. The questionnaire was tested in Mapepe community, belonging 
to Chilanga HC and slightly adapted. Questions were not asked exactly as they were formulated. They 
were meant to be reminders of topics and issues to be probed. Moreover, the discussions took place in 
the relevant local language. The interviews were conducted by a member of the core evaluation team and 
an enumerator. The questionnaire is attached to this annex.  

The evaluation team conducted 10 FGDs with women of reproductive age, 4 with adolescents 15-24 (two 
with girls, one with boys and one mixed) and one with men living within the catchment area of the 15 
sampled health facilities. An evaluation team member contacted the in-charge of the facility before the 
team would arrive and explained the purpose of the FGD. The in-charge was asked to request a senior 
CBV to mobilise 10 participants from the zones belonging to the facility that would be willing to take part 
in the group discussion. Most interviews took place at the facilities, a few in the communities. 

Limitations 
As the selection of community members was not random, it is unknown how representative the 
participants were of their respective communities. As the interviews took place during the day anybody 
that was away for work would not have been included. The evaluation team did specify that participants 
did not necessarily had to make use of the services of the health facility to be included in the discussion. 
However, almost all women that participated had children and had made use of health services.  

Participants 
15 FGDs were held with a total of 126 participants; 10 FGDs with women, 4 with adolescents and one with 
men. The table below gives a summary of the health facilities in whose respective catchment area, the 
participants were recruited from. Most hospitals are referral institutions and their catchment area is not 
necessarily that surrounding the institution. Therefore, for such institutions, the FGDs were mobilised 
from the HC nearest to the hospital. Mobilisation was done by one of the volunteers, appointed by the 
HC. One of the evaluation team members explained the purpose of the interview by phone and requested 
him/her to mobilise at least 10 FGD participants. The number of participants averaged about 8 per FGD.  

  

District Name health facility Number of 
FGDs 

No. of 
participants 

Luanshya Mikomfwa Urban (for Thompson hospital) 1 10 

                                                           
46 Note: Although outreach usually refers to activities of facility health staff in the communities, the desk review the 
MTE team did showed that the term is used loosely in the MDGi programme, to refer to all activities taking place in 
the community, mostly by the volunteers. 
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 Section 26 BEmONC  1 17 

 Kafubu Block HC 1 10 

    

Kitwe Buchi Main Clinic (for Kitwe Central hospital) 1 7 

 Kawama Urban BEmONC 1 6 

 Mukuba HC (formerly COSETCO) 1 10 

    

Mufulira Kamuchanga hospital 1 8 

 Kansuswa BEmONC 1 8 

 Mokambo HC 1 6 

    

Kafue Estates Clinic (for Kafue District hospital) 1 8 

 Kafue Mission BEmONC 1 6 

 Railway Clinic  1 8 

    

Rufunsa Mpanshya/St. Luke’s Mission hospital 1 10 

 Chiyunyu BEmONC 1 7 

 Shikabeta HC 1 10 

Total  15 131 

 

FINDINGS FROM ADULT WOMEN AND MEN  
 

This section presents findings from women and men of reproductive age.  

Sources of information on MCH related issues 

Participants were asked in which way they received information about nutrition, reproductive, maternal 
and child health during the past year. By far the most prominent source of information was the health 
facility. For the women, information was obtained during antenatal, postnatal and under five clinics. 
Information from skilled staff at the HC was the most trusted and reliable; followed by information from 
Community Health Workers and Peer Educators. Health facilities were seen as having the advantage of 
providing the opportunity to ask for clarification or detail. Some information was obtained from parents 
or from experienced and knowledgeable neighbours. It was however felt that information from parents 
lacked detail and technical validity. Drama groups were another information source specifically 
mentioned in Kafubu Block and Kawama. Community health workers in some communities seemed to be 
more active than in other communities. For example, community health workers for Kafubu Block HC 
were seen as very active and more prominently reported as an information source. Mikomfwa HC 
community was said to have not seen much activity by the community health workers.  

Information from the media 

Participants were asked if they had received any information on maternal and child health and nutrition 
from radio or television. While a few mentioned having received such information, most reported not 
having received any. This was mostly due to them not owning a radio or TV set in the home, or a result of 
the lack of electric power, poor radio signal or the fact that the mothers were too preoccupied with 
household chores or other commitments to have the time to listen to the radio. 

Knowledge about nutrition, reproductive, maternal and child health  

Participants were asked the following questions: During the past year: 
 

a. Did you receive any information on …..topic 
b. From whom did you get that information? 
c. What messages do you remember about that topic? 
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MCH related danger signs  
Participants were asked if they had received information on danger signs during three stages of 
motherhood; when she is pregnant; during labour; and immediately after she has given birth. The 
prominent common signs across these stages reported by the women included excessive bleeding, high 
blood pressure, severe headache, stomach pains, backache, swelling of the legs or arms, and vaginal 
discharge. Malaria and breach were mentioned specifically as danger signs during pregnancy and during 
labour. Other less commonly reported danger signs were fitting and if the baby was not moving in the 
womb during labour, as well as dizziness, fainting, and if placenta is still in the stomach immediately after 
birth. The danger signs in new born babies included skin rash, abnormal breathing, skin turning yellow, 
reluctance to suckle, failure to urinate, body hotness and the umbilical cord not healing. The need to rush 
baby for medical attention was emphasised in case of danger signs such as diarrhoea, vomiting, weight 
loss , yellowish eyes, breathing problems, fever, failure to go to the toilet, as well as constant crying.  

Antenatal and post-natal visits 
When asked about the appropriate time for a pregnant woman’s first antenatal visit; participants mostly 
perceived it to be as soon as the woman discovered she was pregnant. Some women argued that she 
needed first to establish if missing her period signified pregnancy because some women miss their period 
even when they are not pregnant. Most participants felt that the first antenatal visit is at three months 
because at this phase of her pregnancy, one would be sure. The number of ANC visits was reported as 
depending on when a woman goes for her first visit and on her health condition. The earlier the first visit 
or the poorer her health status, the higher the number of subsequent visits. Mostly, participants reported 
3 or 4 visits as the normal. Messages received at ANC clinics include family planning, HIV PMTCT and how 
to hold the baby during breastfeeding.  

Postnatal visits were seen as important for checking the baby’s and mother’s health - whether the baby’s 
urinary and bowel system is functioning normally and whether the baby was sucking well; checking the 
baby’s umbilical cord, particularly if it was not healing well, the baby’s breathing, checking the mother’s 
bleeding and possibly, her suture to ensure that she is healing; as well as rechecking her HIV status.  

Home and health facility delivery  
The importance of HC delivery as opposed to home delivery was reported to be of great importance; 
especially for first time births. Almost all participants had delivered or had children who had delivered 
from the health centre. Home delivery was perceived to be risky; especially with regard to excessive 
bleeding, breach or other pregnancy related problems or complications. HC delivery also contributes to 
PMTCT. In Kafubu Block, CHWs were reported to be active in encouraging and even escorting pregnant 
mothers to the HC as a way of discouraging home delivery.  

Feeding of baby and hygiene 
Participants were taught about exclusive and constant breastfeeding and about the importance of the 
mother’s very first milk. After six months, the baby should gradually be introduced to a balanced diet of 
solid foods in appropriate forms; for example, porridge, pounded groundnuts, fruits, vegetables and 
soups. The baby needs to be fed regularly five times per day, in the morning, mid-morning, lunch time, 
mid-afternoon and evening. Washing of mother’s hands when handling the baby, its food or clothes was 
said to help protect against disease. The baby also needs to be regularly cleaned and its clothes, especially 
nappies, changed regularly. 

Family planning and contraceptives 
Participants reported having been taught about family planning; about the need to prevent unwanted 
pregnancy to allow for adequate child spacing of at least 2 years. Participants reported about the need to 
allow a child to reach 3 or 5 years before having another. The women were taught about the adverse 
health, social and economic effects resulting from the lack of adequate child spacing. Contraceptives were 
reported as preventing unwanted pregnancy as well as allowing for adequate child spacing. Different 
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modern contraceptive methods were variously mentioned; among them the “loop”, the “pill”, “Jadelle”, 
and male "condom”. At Buchi in Kitwe, contraceptives were reported to be distributed door to door by 
CBDs. Depending on individual women, contraceptives were reported to have such side effects as cancer, 
high blood pressure, headache, restlessness, and constant appetite for food. For women that complained 
of side effects, participants reported that they could visit the health facility and could be given a different 
contraceptive method to use. 

Immunisation and insecticide treated nets 
Immunisation was said to be important for preventing infections or diseases such as polio and measles. 
Immunisation was also conducted through outreach activities. Asked about insecticide treated nets (ITNs), 
participants reported them as important for pregnant women as well as for the mother and child; 
preventing mosquito bites and subsequent malaria. It was reportedly important for children and pregnant 
women to sleep under ITNs.  

Knowledge about registration for birth certificates 
Almost all participants seemed to be aware of the importance of a birth certificate and mentioned its 
usefulness for school enrolment and obtaining a national registration card. While almost all of the 
participants reported obtaining birth records for their baby, not all of them reported having registered 
their children for a birth certificate at the clinic. This might be a result of the fact that this service was 
available only in two facilities per district; mostly those C/BEmONCs that were renovated during phase 
one. 

Frequency of HC outreach activities  

Outreach activities by HC workers varied according to health facility and averaged at least once per 
month. These activities seemed to be more common to the more rural HCs and those with greater 
distance from the HC and with transport challenges resulting from geographical challenges. The HWs 
were complemented in their efforts by CHWs. For example, in Luanshya’s Mpatamatu Section 26 Clinic, 
CHWs were reported to engage in door to door campaigns and activities, four times every month. In 
Kansuswa, it was reported that CHWs visited the communities to identify women that defaulted in 
relation to ANC services.  

Extent of use of health facility maternal services 

All the women who reported being pregnant in the last two years had given birth at a health facility and 
were delivered by a skilled health worker, mostly nurses. At Mikomfwa, a participant was delivered by a 
Medical Doctor because she was long overdue. Only one young woman from Shikabeta clinic in Rufunsa 
delivered on the way to the clinic. All the women had attended antenatal care clinics between three to 
five times. The Mpatamatu HC was also reported to have provided a baby vest, blanket, chitenge, ITN and 
napkins for the baby and mother and to have acquired new equipment that enabled the health staff to 
conduct deliveries for first time pregnancies unlike in the past when such cases were referred to Roan 
Hospital. All of them reported having gone for post-natal care with their new born baby after six days. In 
many cases, the women went for postnatal care only once.  

Perception of health facility treatment and care 

Very prominently, participants reported being satisfied with the treatment received at the health facility; 
stating that they were adequately assisted to deliver. At Buchi, a participant explained how the nurse on 
duty would not allow her to carry her own suitcase and demanded that she carry it for her. On the other 
hand, some participants complained of inadequate bed space in the maternal ward, and inadequately 
skilled staff at Kafubu Block. A participant from Buchi expressed how she delivered on the way to the 
labour ward because her request for attention was ignored until it was too late. Another complained that 
her call for assistance was ignored and as a result, she delivered without assistance and her baby drowned 
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and died on the labour bed. Yet another was told to clean her own blood after delivery. Other participants 
complained about rude cleaners in the maternity ward. 

FINDINGS FROM ADOLESCENTS  
This section presents findings from adolescent girls and boys. The evaluation team conducted two FGDs 
with adolescent girls (Mukuba and Mpanshya, one with boys (Mokambo) and one mixed FGD (Kafue 
Estates).  

The adolescents interviewed reported having received sexual and reproductive health information such as 
on pregnancy, marriage, HIV and other STIs, living positively with HIV, as well as on consistent condoms 
use, including that they were not protective if used incorrectly. Some of the Mukuba girls had attended 
group discussions on SRH while the Mokambo boys reported having meetings once every week where 
they discussed issues such as delaying sexual debut and family planning. The Mokambo HC also had a 
youth friendly corner that was said to have been established just the previous month (October, 2016) but 
which only few adolescents were utilising because only few knew about it at the time. Kafue Estates HC 
was reported to have a very active “Youth Friendly Corner” where young people learned about the 
correct use of condoms as well as about the harmful effects of teenage pregnancy, alcohol, and smoking. 
The boys at Mokambo reported finding it difficult to open up to female nurses for fear of the related 
subsequent stigma. The adolescents at Kafue Estates HC; particularly the boys reported they were not 
afraid to visit a health facility to ask for condoms because failure to do so would have a devastating effect 
on their life. The boys expressed that in some cases they would be made to wait for a long time, since 
usually the HC staff were busy with more critical matters. Feeling ignored, the adolescents would leave. 
One other boy found it more convenient to come in the afternoon because the HC staff are less busy 
then. One of the boys had undergone VCT and been given condoms afterwards. One girl and one boy 
from Kafue Estates HC reported having gone for VCT while two boys had gone to ask for condoms. 
Notably, information had been received on HIV such as the risk of sharing razor blades or needles; 
transmission of HIV through breastmilk and through sexual intercourse.  

Mostly, the information was reported to have been received from peer educators but they had also 
received certain other information at school such as testing for HIV as couples; sexual abstinence, the 
need to use condoms for protection. They had also received information on early child marriage and its 
disadvantages and therefore, the need to delay marriage. Some of the information was obtained from 
parents, grandparents, and aunties. Health facility staff were perceived to be the most reliable 
information sources because they are trained and go into greater appropriate detail. A few adolescents 
argued that peers with more knowledge and experience were better information sources because they 
cannot rely on the older generation who may not understand adolescent-related challenges. Other 
adolescents mentioned the social media as their information source. The information received was said to 
be useful and they were putting it in practice, for example information on how best to deal with 
harassment from drunken men.  

Across all the adolescent groups, it was generally felt that the right age for marriage for girls was 18 years. 
Boys’ marriage age was perceived to be between twenty-five and thirty years because he would have 
been more stable at this age. Others expressed different ages for marriage ranging from 21 to 26 years. 
They perceived a girl needed to be physically and mentally mature; able to have, and take care of children 
as well as to manage a home. All the adolescent groups expressed in different ways, the importance of 
education. This seemed to be particularly emphasised by the girls, including those in the mixed sex group. 
It was felt that a girl needed to have gone to college before she decides to get married. Among the boys in 
Mokambo, it was felt that a boy needs to be ready to take care of his wife and family and should not 
marry until he is financially independent and able to provide for his wife and child.  

Some of the Mukuba girls reported having attempted to go for an HIV test but were told they were still 
too young. But generally, the girls received good treatment from HC workers apart from one or two that 
were reported as being unfriendly and rude. The Mukuba HC was also said to have improved with regard 
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to general cleanliness. At Mokambo HC, the number of nurses had increased while a new structure was 
being built for MCH related services. Of the girls that reported being in a sexual relationship, one obtained 
condoms from a different clinic and not the catchment one. Among the boys, one reported being a 
“secondary virgin” (had had sexual experience but was now abstaining). One girl expressed that she did 
not know where the condoms were obtained as it was her boyfriend that always obtained them. At 
Mokambo HC, one boy had had unprotected sex about 4 months ago. The rest of the boys that were 
sexually active reported using condoms every time they had sex. It was expressed that usually, 
commercial condoms in Mokambo had been exposed to sunlight and it was therefore safer to obtain 
them from the HC. Generally, they expressed that girls would not go to the HC to get condoms because 
they were afraid of what people would think of them. Such barriers could be resolved through radio and 
TV programmes as well as establishing a “Girl’s Corner” which they reported was absent from their clinic.  

Conclusion 
The most important and reliable source of information on RMNCH&N for community members are health 
workers, followed by CBVs and peer educators. Coverage of the radio programmes seems to have been 
minimal.  

Both women and adolescents seemed to be knowledgeable about health information that related to their 
own or baby’s wellbeing. The women were particularly knowledgeable about MCH related danger signs 
and seemed to be on the lookout for such signs and ready to rush for medical assistance. In most cases, 
the women were eager to use health facility services. However, some adolescents were afraid of how 
they would be perceived by the adults. Apart from a few cases, participants were generally satisfied with 
treatment and service from the health facility.  

Note of caution: because participants were not randomly selected from the community, it cannot be 
excluded that the volunteer who mobilised them selected women and adolescents known to be well 
informed and knowledgeable. The results of the FGDs therefore have to be corroborated in the end-line 
LQAS survey and/or during the ex-post evaluation of the MDGi programme. 



   

 

 

 P a g e  | 162 
  

ANNEX 11: DATA FOR EVIDENCE ON KEY INDICATORS 

In this annex we discuss the preliminary evidence for impact of the MDGi programme. We therefore only 
look at output and outcome indicators and not at the numerous input indicators in the M&E framework. 
Information is based on the Annual Report 2016, the LQAS baseline survey and the ZDHS 2014.  

After this Annex was made the evaluation team received preliminary results of a Data Quality Audit that is 
still ongoing on 18 February. These results (for only two districts) do confirm the doubts the team already 
had about the reliability of the HMIS data to monitor progress against targets in the MDGi. However, the 
team decided to still include this Annex in the report, as it contains thoughts about the indicators that 
might be useful for further discussions.  

GOAL INDICATORS 

1. GO1. The direct obstetric case fatality rate in MDGi implementation facilities reduced by 30% 
from the baseline  

2. GO2. The institutional Under 5 case fatality rate in MDGi implementation facilities reduced by 
30% from the baseline 

3. GO3. The intra-partum and very early neonatal death rate in MDGi implementation facilities is 
reduced by 30%” from the baseline 

4. GO4. Proportion of children under-5 who are stunted reduced by at least 3 percentage points 
from provincial baseline 

Baseline values for goal indicators are available (HF assessment and ZDHS), but data to assess progress 
towards targets are not available through routine systems. This will be measured again at endline 
assessment.  

PURPOSE INDICATORS 

1. P1. Contraceptive Prevalence Rate among currently married women (15-49 years) increased to 
70% 

2. P2. Proportion of children 12-23 months fully immunized in all 11 districts 
3. P3. Proportion of mothers who received a postnatal care (for mothers) within 48 hours of 

childbirth increased to 80% 
4. P4. Proportion of mothers who report that their infants received postnatal care within 48 hours of 

childbirth increased to 80% 
5. P5. Proportion of 0 to 5 months old infants exclusively breastfed increased at least to 80% 
6. P6. Proportion of infants 0-5 months put to the breast within 1 hour of birth increased at least 

to 80% 
7. P7. Proportion of children 12-23 months with the Minimum Acceptable Diet increased at least to 

30% 
8. P8. Proportion of mothers of infants of 0-5 months who attended their first ANC visit in the first 

trimester of their pregnancy increased to 50% 
9. P9. Proportion of mothers of infants 0-5 months attended at least four times during their last 

pregnancy by any provider (skilled or unskilled) for reasons related the pregnancy increased to 
80% 

10. P10. Proportion of pregnant mothers assisted by skilled health provider during delivery 
Except for P1 (ZDHS) all baseline values for the purpose indicators were established through the LQAS. For 
5 of the 10 purpose indicators (bold) data on progress towards targets was measured using the HMIS. The 
graphs below therefore also use the baseline values of the HMIS. However, these differ substantially from 
the baseline values established through the LQAS (as mentioned in the M&E Framework 2016) and the 
ZDHS, which are indicated below each graph (in so far as available). The graphs themselves have been 
taken from the Annual Report 2016. Trendlines have been added. After presenting the data for each 
indicator, these are discussed. 
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P2: Full Immunization Coverage in Lusaka and Copperbelt Provinces, Q2 2014– Q3, 201647 

 

Source: MoH, DHIS2, 2016 

Baseline values immunisation LQAS HMIS ZDHS 

Copperbelt 60% 92% 81% 

Lusaka 47% 79% 72% 

 

The data for Q3 2016 have been deleted from the graph. Coverage rates for this quarter were 85% and 
72% for Lusaka and Copperbelt respectively. According to the annual report 2016, there were possible 
issues during this quarter with the quality of the HMIS, which is being investigated through a data audit.  

When leaving out the data for Q3 of 2016, an upwards trend can be seen for both provinces, more so for 
Lusaka (blue trendline) than for Copperbelt (green line). 

The LQAS baseline survey, done mid-2014, indicated that only 47% and 60% of children 12-23 months 
were fully immunized in Lusaka and Copperbelt provinces respectively. This is very different from the 
HMIS data in the graph above, which are 79% and 92 % for Lusaka and Copperbelt respectively for Q2 of 
2014. Because the LQAS was used to set the target values for key indicators, the target for full 
immunisation was set at 80%, which according to the above graph, based on the HMIS, was already 
reached in 2014, before the programme even started. See comments in the next paragraph. 

Survey data are usually considered more reliable than HMIS data, as there are often problems with the 
denominators in the HMIS, which are based on extrapolations of the census data. In Zambia the last 
census was done in 2010. According to oral information from three DHDs in the Copperbelt (during the 
validation workshop) a head count was recently done in several districts and for example the population 
in both Ndola and Kitwe were found to be double the number officially used by the CSO. This would of 
course also substantially increase the number of infants, and thus the denominator for the indicator (the 

                                                           
47 The immunisation rate is the percentage of all children in the target area under one year who complete their primary 
course of immunisation during the month (annualised). A primary course includes BCG, OPV 1, 2 & 3, DTP-Hib 1, 2 & 
3, HepB 1, 2 & 3, and 1st measles. The numerator is the number of children under 1 year fully immunised while the 
denominator is the target population under 1 year. 
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target population), thereby grossly overestimating the number of fully immunised children. That 
something is wrong with the denominators can also be gleaned from the data in the annual report 2016 
for the Penta 3 coverage, showing rates substantially over 100% for 5 of the 11 districts.  

P3: Proportion of Mothers who received Postnatal Care within 6 days of delivery in Lusaka and Copperbelt 
Provinces, Q2, 2014 (Baseline) – Q3, 2016 

 
Source: MoH, DHIS2, 2016 
 
 

Baseline values PNC LQAS HMIS ZDHS
48

 

Copperbelt 68% 66% n.a. 

Lusaka 65% 47% n.a. 

 
 

According to the above graph, based on HMIS data, there is no (Copperbelt) or very little (Lusaka) 
improvement in first PNC visits before 6 days towards the target of 80% (M&E Framework), just like with 
first ANC visits. But for PNC the percentages are much higher than for ANC. In international comparison 
they are not bad, but the fact that there is no improvement makes one think, in particular because it does 
not conform to the strong impressions of the CBVs that this indicator is improving a lot. Possibly similar 
problems with nominators and denominators as described below for ANC play a role. In particular 
whether or not PNC visits during outreach are captured in the system, because the CBVs mentioned that 
outreach accounted for the increase.  

 
 
 
 
 
 
 
 
 
 

                                                           
48 The ZDHS does not have data on PNC at 6 days, only at 2 days. 
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P6: Early initiation of breastfeeding by district – Copperbelt Province 

 
Source: MoH, DHIS2, 2016. * Includes non-MDGi districts. 

 
P6: Early initiation of breastfeeding by district – Lusaka Province 

 
Source: MoH, DHIS2, 2016 * Includes non-MDGi districts. 

 
Baseline values early breastfeeding LQAS HMIS ZDHS 

Copperbelt 68% 90% 56% 

Lusaka 62% 88% 75% 

 
Overall, in Copperbelt the picture by district is very variable over time with many dips. There is an 
increasing number of districts with >90% of babies initiated on breastmilk within one hour after delivery 
(green cells in table 6 Annual report 2016) in Q3 and Q4 of 2016. However, the four districts that already 
at baseline had a score around or above 90% show a decreasing or stable trend. For Kitwe this is due to a 
sudden dip for Q1 2016. The trend for Mufulira is upward, but still below 90% in the last quarter. Only 
Luanshya shows a steady increase. The trendline for the whole province over the 7 quarters is almost flat 
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(red line), indicating that whatever changes in early initiation in breastfeeding in the MDGi districts have 
happened, these did not impact on the province as a whole.  

The overall picture on early initiation of breastfeeding for Lusaka is only very slightly better than for 
Copperbelt, with the trendline hovering around 90% for the province a whole (black line), but equally flat 
as in Copperbelt. The picture by district is also jumpy. The trendlines for Kafue and Rufunsa, which had 
the highest values initially, are clearly negative, while the trends for Lusaka and Chongwe are positive, 
with that for Chilanga being very positive.  

It is not clear what could be the cause of the differences from one quarter to the other in many districts.  

The target for this indicator was set at 80%, based on values in the LQAS of 62% for Lusaka and 68% for 
the Copperbelt. However, in the graphs above the initial HMIS figures for Q1 2015 were already above 
this target for 7 out of 11 districts. In the meantime the target has apparently been increased to 90%. 

The difference between the LQAS and HMIS baseline data of around 25% for both provinces could 
possibly be explained by the following: according to the ZDHS children born in a health facility are more 
likely to start breastfeeding within one hour of birth (69 percent) than children delivered at home (58 
percent) or elsewhere (43 percent), hence the higher values in the HMIS, which only includes data 
collected in the facilities. But the LQAS included also women who delivered at home, for whom early 
initiation is less frequent. However, this does not explain the flat trendlines, because they should go up, if 
institutional deliveries go up, but according to the graph P10 below skilled deliveries (in Zambia almost 
equal to institutional deliveries) are not going up.  

P8: Proportion of women attending the 1st ANC visit within 14 weeks of pregnancy Q2, 2014 – Q3, 2016 

 

Source: MoH, DHIS2, 2016 

Baseline values ANC LQAS HMIS ZDHS
49

 

Copperbelt 23% 10% 
24.4% 

Lusaka 23% 10% 

 

                                                           
49 This is a national figure. ZDHS split this out for rural and urban, which were almost the same.  
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The trend for the proportion of women attending for the first ANC visit within 14 weeks of pregnancy is 
slightly increasing from around 9% to around 11%, which is far below the target of 50% (M&E 
Framework). The increasing trendline is somewhat steeper for Lusaka (blue line) than for the Copperbelt 
(green line). The CBVs saw a clear increase in first ANC visits below 14 weeks, but this information is not 
quantified.  

Remarkably, as with early initiation of breastfeeding, the baseline values of the LQAS (23% for both 
provinces) differ from the baseline values used in the graph above, based on the HMIS data, albeit the 
other way around. The ZDHS mentions that on a national level 24 percent of women had their first 
antenatal visit in the first trimester of pregnancy (before the 4th month), which is very close to the LQAS 
data.  

Apart from the possibility that the low percentages in the figure above reflect the real situation, there are 
also other possible explanations. There could be denominator problems with this indicator, as it is taken 
from the HMIS. On the one hand a head count in the Copperbelt showed much higher populations than 
according to the CSO extrapolations (used for the HMIS), which would actually mean that the already very 
low numbers are overestimated still. On the other hand fertility could have gone down more than the 
rate used in CSO estimates, which would underestimate the percentages. There could also be a nominator 
problem. Possibly ANC conducted during outreach is not captured in the HMIS, either because there is a 
separate register for outreach, which is not always entered on the HMIS tally sheet, or because staff 
simply forget to enter it. In theory it should be fairly simple to correct issues related to mistakes in the 
numerator, but unless the programme tries to acquire accurate demographic data in the geographical 
areas it is working, the reliability of denominators used for all MCH indicators will remain uncertain. 

SMAGs are the main vehicle to bring women for ANC early. So far, as of October 1 2016 a total of 1,151 
SMAGs (by MDGi and other partners) had been trained in the two provinces. But as can be seen in the 
figure below the percentage of zones covered is still low and very unevenly distributed. In only four 
districts 50% or more zones can now avail of a trained SMAG. With more SMAGS trained during 2017 we 
would expect more women to present for ANC within the first trimester. 

Proportion of zones with at least one SMAG trained, Q3, 2016 

 

Source: MDGi Programme records 
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P10 Trends of proportion of delivering mothers attended by skilled birth attendance Q2, 2014 – Q3, 2016 

 

Source: MoH, DHIS2, 2016 

Baseline values skilled delivery LQAS HMIS ZDHS 

Copperbelt 91% 87% 81% 

Lusaka 81% 37% 89% 

 

The trends for skilled deliveries, based on the HMIS as seen in the above figure, are not encouraging: even 
going substantially down in the Copperbelt (green trendline) and staying the same – and very low - in 
Lusaka (blue trendline). The district breakdown in the Annual Report 2016 even shows that in Lusaka 
province the non-MDGi districts are doing better than the MDGi districts. The report gives a number of 
reasons for the lower than expected performance: data entry errors, HR issues and the fact that nurses 
and clinical officers that received an EmONC training are officially not regarded as skilled when attending 
to a delivery. However, all these reasons also pertain to non-MDGi districts, so do little to explain the 
figures. On the other hand, the CBVs that the evaluation team talked to said that almost all women in 
their zones are delivering in the health facility now and those that deliver at home mainly do so because 
of transport issues. Only in Rufunsa the team was told that a substantial number of women still deliver at 
home. However, delivery in the facility does not equal skilled delivery. This might also explain the much 
higher figures for skilled deliveries in both the LQAS and the ZDHS, also for Lusaka. The LQAS gives data 
for institutional deliveries and equates those to deliveries by skilled attendants. The ZDHS gives data for 
births assisted by a skilled health worker, but includes as such also clinical officers and nurses, while the 
MDGi only includes doctors and midwifes.  

According to the MDGi core team the above HMIS data include tertiary hospitals for Copperbelt but not 
for Lusaka province. Delivery data for the University Teaching hospital (UTH) in Lusaka are not included. 
There are also quite a number of private facilities that conduct deliveries in Lusaka whose data is not yet 
being accessed by the district. A number of women opt to deliver at these facilities, which could (to some 
extent) explain why the HMIS facility delivery rates are much lower than expected in Lusaka and much 
lower than according to the LQAS and ZDHS, which would include deliveries at UTH and private clinics. 
This hypothesis is supported by the fact that skilled deliveries are lowest in Chilanga and Lusaka districts. 
Another hypothesis is that it could also be related to many women, in particular those who give birth for 
the first time, going back to their home village to deliver, which might be in another district or province. 
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As there are many women in the highly populated Lusaka district who come from elsewhere, this might 
affect figures for Lusaka province disproportionally.  

To find out whether the rather flat trends for the whole province mask more diverse trends for the 
districts due to data aggregation, we extracted the data for skilled delivery in Copperbelt. First of all we 
see percentages over 100%, which cannot be explained except by data entry errors. In Chingola and Ndola 
there is a sudden unexplained drop from Q2 2016 to Q3 2016, while the reverse is happening in Kitwe, 
Luanshya and Masaiti. The MDGi programme is looking into the reliability of HMIS data, in particular for 
Q3 2016.  

Proportion of deliveries by skilled personnel by District – Copperbelt Province 
 Q1 14 Q2 14 Q3 14 Q4 24 Q1 15 Q2 15 Q3 15 Q4 15 Q1 16 Q2 16 Q3 16 

Chingola 113% 94% 88% 94% 84% 88% 89% 84% 110% 86% 65% 
Kitwe 78% 82% 75% 77% 73% 80% 76% 59% 71% 50% 100% 

Luanshya 61% 75% 56% 63% 68% 75% 72% 71% 73% 71% 100% 

Masaiti 48% 49% 62% 59% 54% 55% 60% 58% 58% 56% 98% 

Mufulira 57% 60% 58% 34% 60% 39% 47% 64% 66% 58% 44% 

Ndola 101% 123% 72% 78% 82% 82% 80% 108% 102% 82% 67% 

 

ER 1: NUTRITION 

ER 1.1 According to the MoH IMAM database, the proportion of facilities delivering out-patient 
treatment for SAM increased with 14% from 22% to 36%, still 24% short of the target of 60%. This is 
reportedly mainly due to the late availability of RUTF. Although that is being addressed, this could be a 
potential future problem, as the procurement of RUTF represents a recurrent cost, to be borne by the 
MoH.  

 

 

The proportion of facilities that provide OTP with a cure rate above 75% (ranging from 18% in Q1 2016 
in Lusaka to 66% in Q3 in Copperbelt) in the table below seems to be very seasonal in both 2015 and 
2016. The team has not been able to get an explanation for this.  
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ER 1.2 The percentage of OTP sites with cure rate for SAM above 75% 

 

 

The target for this indicator is 70%, which was not reached in any quarter, neither in Lusaka, nor in 
Copperbelt. The above percentages should be seen in the light of 36% of facilities offering OTP. With an 
average percentage of 41% this means that only 15% of all facilities reach the target of 75% cure rate. 

Average cure rate for SAM 

 

The average cure rate for SAM per quarter over all MDGi districts and facilities has gone up over time 
from just under 60% to just over 70%. It went substantially up in Lusaka, but it did not improve in 
Copperbelt. While Copperbelt rates were higher initially, Lusaka has now caught up and at the end of 
2016 the rates were both around 67%. 
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ER 1.3 Proportion of children (age 6-59) months supplemented with vitamin A during child health week in 
MDGi-supported districts, Q2 2014 – Q2 2016 

 

Source: MoH, DHIS2, 2016. 

Baseline values Vitamin A LQAS HMIS ZDHS
50

 

Copperbelt 83-90% 49% 84% 

Lusaka 87-91% 86% 76% 

 

In both provinces the trend is clearly upward, more so in Copperbelt than in Lusaka. However, it is not 
clear how the very low percentages in Copperbelt in 2014 and 2015 can be explained, as the LQAS 2014 
shows coverages of 83% for children 6-11 months and 90% for those 12-23 months. The ZDHS finds 
equally high percentages.  

Percentages of over 100% in 2016 indicate denominator problems. 

ER 2: MATERNAL AND CHILD HEALTH 

The key outcome indicators on maternal and child health are purpose indicators and have been presented 
and discussed above. The M&E Framework does not include any other outcome indicators on maternal 
and child health, but the Annual Report 2016 gives additional data that give additional information on 
maternal indicators and immunisation. 

  

                                                           
50 Pertains to percentage of children 6-59 months that received Vitamin A supplementation over the last 6 months. 
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Reported Maternal Deaths – Lusaka and Copperbelt Provinces, Q2, 2014 (Baseline) – Q3, 2016 

 

Source: MoH, DHIS2, 2016 

The trend in reported maternal deaths for the whole province is slightly downward in Copperbelt (green 
trendline), but upward in Lusaka (blue line). The figures for Lusaka are substantially lower than those for 
the Copperbelt. As deliveries in UTH and private clinics in Lusaka were not included in HMIS data, it could 
be that maternal deaths from these facilities are also not included in the above graph. According to the 
ZDHS 2014 the MMR in the 7 years preceding the DHS was 398/100,000 live births. Unfortunately this is a 
national figure. Provincial MMRs are not available in the ZDHS report. Using the CSO population data for 
2015 and 201651 we compared maternal deaths in the MDGi provinces with the national MMR in the 7 
years preceding the 2014 ZDHS.  

 MMR Copperbelt MMR Lusaka MMR ZDHS national 

2014   398 

2015 86 20 n.a. 

2016 74 13 n.a. 

 

Although the MMR for Zambia has substantially gone down over the past 20 years (see ZDHS report 2014) 
and the MMR rates for Copperbelt and Lusaka provinces are probably lower than those for other 
provinces, it seems unlikely that the MMR for both provinces have gone down as much in 2015 and 2016 
as the HMIS data would indicate. This questions the reliability of the HMIS data.  

 

  

                                                           
51 These were found in the data underlying the graphs in the Annual Report 2016 by clicking on the graphs and on edit data. An 

excel spreadsheet appears. The number of expected pregnancies was used as a proxy for the number of live births in 2015 
and ¾ of those for 2016.  
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Still birth rate (per 1000 live births) in Copperbelt and Lusaka Provinces, Q2, 2014 (Baseline) – Q3, 2016 

 

Source: MoH, DHIS2, 2016. 

 

Trends of proportion of Fresh Still Birth (out of total of still births) in Copperbelt and Lusaka Provinces, Q2, 2014 
(Baseline) – Q3, 2016 

 
Source: MoH, DHIS2, 2016 

Data for stillbirths are for the whole province. Again, we see figures for Lusaka being substantially lower 
than for Copperbelt. The possible explanation is the same as for skilled deliveries and maternal deaths. 
See above.  

Fresh stillbirths (during labour or delivery) say something about quality of care in the facility where the 
woman is delivering. We would therefore like to see fresh stillbirths as a percentage of all stillbirths 
(including those that occur pre-term) go down. However, the trendlines in the above figure show that this 
percentage is stable in Copperbelt (green line) and even slightly going up for Lusaka province (blue line).  
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Immunization Drop-Out Rate in Lusaka and Copperbelt Provinces, Q2, 2014 – Q3, 2016 

 

Source: MoH, DHIS2, 2016 

The immunisation drop-out rates in the above figure are for Penta 3, but can be taken as a proxy for full 
immunisation drop-out rate, as other vaccines are also given during the visits for Penta 3. As can be seen 
the drop-out rate for Lusaka (blue line) is very slightly going up, while the drop-out rate for the 
Copperbelt (green line) has gone down/improved with more than 5% and is now lower than that of 
Lusaka. One would thus expect the full immunisation coverage of Copperbelt to go up more than that of 
Lusaka province. However, graph P2 above shows a steeper upward trendline for Lusaka than for 
Copperbelt.  

The remaining indicators for ER 2 are the following: 

1. ER 2.1 Proportion of mothers who were attended at least once during their last pregnancy by 
skilled personnel where the 5 signal functions were performed increases by 20% 

2. ER 2.2 Proportion of health facilities that administered uterotonic drugs for prevention of post-
partum haemorrhage and/or prolonged labour disaggregated by reporting period (past 3 months 
and 12 months)  

3. ER 2.3: Proportion of health facilities that performed routine Active Management of Third Stage 
of Labour (AMTSL) disaggregated by reporting period (past 3 months and 12 months) 

4. ER 2.4: Proportion of facilities with routine use of Partograph for labour management 
disaggregated by reporting period (past 3 months and 12 months 

5. ER 2.5: Proportion health facilities had performed Essential newborn Care (all components) 
disaggregated by reporting period (past 3 months and 12 months) 

6. ER 2.6: Proportion of midwives trained/oriented through mentorship in key competency-based 
protocols52  

7. ER 2.7: Proportion of health care providers trained in key child survival interventions (Integrated 
Management of Childhood Illnesses) 

8. ER 2.8 80% of mothers of infants 0-5 months who delivered at HF and were satisfied with the 
service received 

9. ER 2.9 80% of mothers of infants 0-59 months who were satisfied with the service received last 
time they sought advice or treatment for their child's fever. 

 

                                                           
52 Essential New-born Care; Focused Ante natal Care; Infection Prevention & Control; EmONC; Prevention of Mother-

to-Child Transmission of HIV/AIDS 
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ER 2.1 is a combination of an outcome (proportion of mothers) and quality output indicator, but no data 
are available in the Annual report 2016. ER 2.2, 2.3, 2.4 and 2.5 are quality output indicators, which will be 
assessed during the end line health facility assessment. ER 2.6 and 2.7 are input indicators. Below we will 
present and discuss data on ER 2.8 and 2.9 on satisfaction with services, using the LQAS baseline and the 
MTE exit interviews as present values. 

ER 2.8  Satisfaction with delivery at health facility 

 LQAS 

% satisfied or very 
satisfied 

Exit 
interviews 

deliveries 

unsatisfied satisfied very 
satisfied 

% satisfied or very 
satisfied 

Copperbelt 65% 13 1 2 10 92% 

Lusaka 67% 9 0 2 7 100% 

Total  22 1 4 17 95% 

 

 

We compared the satisfaction with delivery services, as measured by the LQAS with satisfaction with 
“treatment by the provider”, as measured during the exit interviews with 22 clients who had just 
delivered in the health facility (out of 125 clients interviewed). Of course the numbers are small, but the 
satisfaction is very high, as can be seen in the table above. 

ER 2.9 Satisfaction with child health services 

 LQAS Exit interviews 

Sick child 

unsatisfied satisfied very satisfied % (very) satisfied) 

Copperbelt n.a. 19 3 2 14 84% 

Lusaka 34% 11 0 2 9 100% 

Total  30 3 4 23 90% 

 

We compared the satisfaction with services for a sick child, as measured by the LQAS with satisfaction 
with “treatment by the provider”, as measured during the exit interviews with 30 clients who had come 
with a sick child to the health facility (out of 125 clients interviewed). Of course the numbers are small, 
but the satisfaction is very high, as can be seen in the table above. 
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ER 3 KNOWLEDGE INCREASE AND DEMAND 

Outcome indicators:  

 ER 3.1: Proportion of pregnant women who know at least four danger signs of pregnancy  

 ER 3.2: Proportion of mothers who know at least two danger signs of a sick new-born 

 ER 3.3: Proportion of mothers of children 0-59 months who know four critical moments to 
practice hand washing with soap 

 ER 3.4: Proportion of households (HHs) with children 0-59 months with a designated place for 
hand-washing where water and soap are present 

 ER 3.5: Proportion of mothers who reported that they experience any barriers (either distance or 
socio-cultural) in accessing ANC  

 ER 3.6: Proportion of mothers of children 0-59 months who report that household members 
usually use an improved sanitation facility 

No up-to-date data are available on the above outcome indicators, as they need to come from the end-
line LQAS. But for the above indicators all district level activities have high implementation levels, thus the 
extensive information by the WASH programme, the training of NHCs, the advocacy, planning and review 
meetings, as well as training of CBVs should show results. For impact on ER 3.1 and 3.2 the most 
influential activities would be the radio programmes on the first 1000 days and on safe motherhood. The 
evaluation team’s information from interviews with CBVs and community members however indicate that 
the number of women that have actually listened to these programmes so far have been few, although 
most information contained in the radio programmes is being transferred to them by the CBVs. The only 
activity that has not been very successful (so far) is the implementation of the community information 
boards. During the validation workshops it became clear that few have been actually put up in the zones 
and their use is doubtful. 

ER 4: ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH 

 ER 4.1: Proportion of adolescents (15-19 years) girls and boys who tested for HIV in past 12 
months and know their status 

 ER 4.2: Proportion of adolescents (15-19 years) girls and boys who reported condom use at last 
sexual intercourse  

 ER 4.3: Proportion of adolescents (10-19 years) girls and boys have comprehensive knowledge on 
HIV 

 ER 4.4: Proportion of adolescent girls (15-19 years) in need of contraception who accessed a 
modern contraceptive methods 

 ER 4.5: Proportion of adolescent girls (15-19 years) among total pregnant women registered at 
health facilities 

The Annual report 2016 does not contain information on ER 4.1, although the programme was supposed 
to collect regular information on this indicator. Progress on ER 4.2, 4.3 and 4.4 will have to be gleaned 
from future surveys. For ER 4.5 the Annual report 2016 contains information on the percentage of 
pregnant adolescents <18 years over total number of pregnant women that come for a first ANC visit. The 
dashboard for Copperbelt province clearly shows that the percentage of adolescents in the MDGi districts 
has decreased over time, while that in the non-MDGi districts did not or much less so. The percentage in 
all MDGi districts is 5 or less, while in all non-MDGi districts this percentage is >5. The data for Lusaka are 
incomplete, but a comparison between Q1 2015 and Q2 2016 shows no change in the MDGi districts.  
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ANNEX 12: NAMES OF EVALUATORS AND THEIR COMPANIES 
 
Key Experts table and CV 

 
 

Name of expert Proposed position Years of  
experience 

Experience in Zambia Languages and 
degree of fluency  

Dr. Christine Thayer Team Leader / Public 
Health Evaluation 
Specialist (KE1) 

>40 (25 years in health 
systems strengthening, 
policy development, 
planning, finance and 
evaluation) 

Africa experience from 
Burundi, Chad, Cape 
Verde, DRC, Kenya Mali, 
Morocco, Senegal 
Tanzania, Tunisia, 
Uganda,  

English (VG) 
French (VG) 
German (VG) 
Spanish (G) 

Maria Paalman Deputy Team Leader / 
Evaluation & RMNCH 
Specialist (KE2) 

>30 2013/14; 2012; 2011  English (VG), 
Dutch (VG, 
German (VG), 
French (G) 

Beyant Kabwe Public Health Research 
& M&E Specialist (KE3) 

14 years 14 years Chimbemba (VG) 
Chichewa (VG) 
English (VG) 

Nkenda 
Sachingongu 

Qualitative evaluation 
and commu-nication 
specialist. Gender and 
Adolescents Specialist. 
(KE4) 

16 years in the health 
sector 

>20 years Bemba (VG) 
Nyanja (VG) 
English (VG) 
Lunda (basic) 
Luwale (basic) 
Kaonde (basic) 
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CV of Key Expert 1: Christine Thayer 
Proposed role in the project: KE1 - Team Leader / Public Health Evaluation Specialist 

Family name:   Thayer  

First names:  Christine Flora Helen  

Date of birth:  06/06/47 

Nationality:   British  

Civil status:   Married  

Education:  

Institution (Date from - Date to) Degree(s) or Diploma(s) obtained: 

University of Aberdeen 1969 MA – Political Studies 

Institute of Health Services Management 1973 Post-grad. Diploma in Health Services Management 
University of London 1981 LLB: Law 

University of Nancy 1992 Post-grad. Diploma: Public Health 

University of Aberdeen 1993 Certificate: Health Economics 

University of Paris VII 1996 DEA (= M. Phil) Health Systems Organisation 

University Paris VII 2006 Ph.D. in Health Systems Organisation (cum laude) 

Language skills: Indicate competence on a scale of 1 to 5 (1 - excellent; 5 - basic) 

 

 

 

 

 

 

Key qualifications: (Relevant to the project) 

- Twenty-five years in health systems strengthening, in health care policy development, planning and finance. 
Wide experience of health systems reform. Good professional knowledge of health care in a wide variety of 
countries in Africa.  

- 45 health care missions (short term and long term) in less developed and intermediate countries including 
substantial experience in reproductive and mother and child health 

- Specific experience of working on health systems strengthening in the field of reproductive health in Kenya 
(three years as principal technical assistant) and in Indonesia (two years as head of quality improvement on a 
programme focusing largely on MCH and FP). 

- Numerous missions in the field of health care reform including health care financing. 
- Substantial experience of working in Africa (fifteen projects/ programmes/ evaluations in sub-Saharan 

Africa).  
- Around 20 health care evaluation missions, including twelve as team leader, of which several specifically 

related to reproductive and/or child health 
- Substantial experience of working on EU health and development projects/ programmes.  
- Good working knowledge of poverty reduction issues 
- Well-developed capacity for working in multi-cultural settings, both as a member of a team and as a team 

leader. 

 

Specific experience in the region: 

Country Date from - Date to Country Date from - Date to 

Tanzania 2014 Chad 2005 

Uganda 2014 & 2013 Burundi 2014, 2004 

Kenya 2014, 2013, 2010/12 & 2009  Senegal 2003, 2002 

D.R. of Congo 2011 Cape Verde 2003 

Morocco 2010/2011, 2002, 1994 Mali 1999 

Tunisia 2010 & 2015   

 

Language Reading Speaking Writing 

ENGLISH (MOTHER 

TONGUE) 
1 1 1 

FRENCH 1 1 1 

GERMAN 1 1 2 

SPANISH 1 2 3 
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CV of Key Expert 2: Maria Paalman 
Proposed Role in the Project: KE2 - Deputy Team Leader / Evaluation & RMNCH Specialist 
1. Family name:PAALMAN  
2. First name: Maria Elisabeth Monica  
3. Date of birth:07/12/51   
4. Nationality: Dutch  
5. Civil Status: married  
6. Education: 

Institution Degree(s) or Diploma(s) obtained: 

SINA Health/Cordaid NL Certificate Performance Based Financing 

University of York, UK (2002-2003) Certificate Health Economics 

University of Amsterdam/Academic Medical Centre 
(2002) 

Certificate Clinical Data Management and Practical 
Biostatistics 

American University Beirut / WBI (1999-2000) Flagship on Health Sector Reform and Sustainable Financing 

University of London (LSHTM & LSE) 1995-1996 MSc Health Policy, Planning and Financing 

University of Groningen (1971-1977) MSc Clinical Psychology 

7. Language skills (Mark 1 to 5 for competence, where 5 is the highest): 

Language Reading Speaking Writing 

Dutch (native) 5 5 5 

English 5 5 5 

8. Key qualifications – 37 years of professional experience, of which 23 in developing country work 
 Public health specialist in (pro-poor) strategic health planning, financing and priority setting at the national, 

provincial, district and community level  
 Design, organization and implementation of mid-term and ex-post evaluations based on the DAC criteria of 

relevance, effectiveness, efficiency, sustainably and impact, including for MNCH 
 Experience evaluating UN programmes (UNFPA RH country programme; mid-term review of SRHR – Joint 

EU/UN programme) 
 Policy development and health promotion including development of BCC strategies for integrated sexual 

and reproductive health and rights, including HIV prevention, family planning, and maternal health, 
including at the community level 

 Expert in the evaluation of performance-based financing schemes for different donors  
 Solid experience in the of design and implementation of client satisfaction surveys including in Zambia 

covering communities surrounding 72 health facilities nationwide 
 Planning and facilitation of high level dissemination workshops and seminars 
 Situation analysis and review of the health sector, SWAp and SBS including for RMNCAH projects and 

programmes 
 Monitoring and Evaluation of health sector programmes and health sector reforms, including ROM 

monitoring for EU 
 Knowledge of international health sector policy issues, RMNCAH, health economics, health financing, 

system development and health sector reform processes  
 Up to date knowledge of the health sector response in Zambia including for reproductive, maternal and 

child health 
9. Specific experience in different regions: 

Africa Date 

Burkina Faso 2006 

Ghana 2005, 2006 

Lesotho 2014, 2015, 2016 

Malawi 2005 

Mauritania 2006 

Niger 2012 

Rwanda 2005, 2006, 2007, 2008 

South Sudan 2011 

Sudan 2006, 2008, 2009, 2010  

Tanzania 1993–1995, 2006, 2007, 2009, 2011, 2015 

Zambia 2012, 2013, 2014 

Zimbabwe 2010, 2012 
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CV of Key Expert 3: Beyant Kabwe 
Proposed role in the project: KE3 - Public Health Research & M&E Specialist  

1. Family name:  Kabwe  
2. First names: Beyant 
3. Date of birth: 12 January, 1973 
4. Nationality:  Zambian 
5. Civil status: Non partisan 
6. Education:   

Institution, Date Degree(s) or Diploma(s) obtained: 

Leeds Beckett University 
(2012-2014) 

MSc Public Health Promotion (MSC PH) 

University of Zambia (1995-
1999) 

Bachelor of Arts degree in Social Sciences 

7. Language skills: Indicate competence on a scale of 1 to 5 (1 - excellent; 5 - basic) 

Language Reading Speaking Writing 

English 1 1 1 

Bemba 1 1 1 

Chichewa 1 2 2 

8. Membership of professional bodies: Zambia Monitoring and Evaluation Association;  
9. Other skills: Microsoft applications (Word, Excel, Access & Power Point) and analytical 

packages (Epi-info, SPSS for Windows, STATA, CSPro, CRIS, Nvivo & Atlas ti) 
10. Present position: Principle Consultant  
11. Years within the firm: Klinex Consultancy Ltd, 3 years working experience with EH 
12. Key qualifications:  

 Quantitative and qualitative research and evaluation design, supervision and 
implementation in the health sector in Zambia including for MNCH and nutrition 

 Designing and leading research initiatives targeting children and youth aimed at 
behaviour change activities (funding from UNICEF, implementation by Save the Children)  

 Leading qualitative and quantitative research studies to inform the design of national 
level health communication interventions in RMNCH and nutrition, HIV and AIDS, malaria, 
family planning and reproductive health in Zambia,  

 Adept in designing and implementing mixed methods for research including behavioural 
surveillance, outcome mapping,  

 In-depth knowledge of the health response in Zambia at national, provincial, district and 
community levels including having worked with community groups and community-based 
volunteers 

 Evaluation methodology development including recent implementation of a client 
satisfaction survey covering over 350 respondents 

 Health systems strengthening focus including for programme and policy formulation in 
public health (HIV and AIDS, TB, Malaria, Maternal, new born & child health and nutrition) 
and development programs focusing on capacity building, quality service delivery and MIS 
(Epidemiology and surveillance expertise) 

 Developing Monitoring and Evaluation frameworks and systems to foster evidence-based 
planning and measuring of results for action 

 Planning, organization and facilitation of high quality dissemination workshops and 
seminars for key stakeholders in the health arena 

 Decades of experience communicating evaluation and research findings to key 
stakeholders including non-specialists 

13. Specific experience in the region: 

Country Date from - Date to 

Malawi Mar 2015 - May 2015 

Zambia 2001-2016 
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CV of Key Expert 4: Nkenda Sachingongu 
Proposed role in the project: KE4 –Qualitative Evaluation and Gender Specialist 

1. Family name: Sachingongu  
2. First names: Nkenda 
3. Date of birth: 27-12-1962 
4. Nationality: Zambian 
5. Civil status: married  
6. Education:  

 
Key qualifications: (Relevant to the project): 

 MCH evaluations 

 Customary Practices on Gender Equality 

 Concurrent Sexual Partnerships, Gender, and HIV 

 Perceptions, Beliefs, Behaviours, Attitudes and Experiences related to Children and HIV 

 Zambian youth’s knowledge, attitudes & practices regarding safer sex 

 Parent-child communication about sexuality issues 

 Management support in identifying, segmenting, and understanding behaviours targeted 
by health interventions 

 Evaluating ability to influence health-seeking behaviours 

 Specialising in qualitative research design, data collection tools, data processing, data 
analysis 

 Supervising in interviewing skills 

 In-depth interviews and focus group discussions 

 Communication to non-specialist audience 

Institution Degree(s) or Diploma(s) obtained: 

University of Zambia, 
2003 

MA Gender Studies. 

University of Zambia, 
1996 

BA Education 

Nkrumah Teachers’ 
College 

Dip Ed - Secondary Teachers 

Additional Training Specific Experience in the Region 

- Planning, Monitoring and Evaluation (Department of Social 
and Development Studies, UNZA 2007);  

- Participatory Peer Ethnographic Evaluation and Research 
(Health Communication Partnership (HCP, Zambia 2006);  

- Formative Qualitative Audience Research for Health and 
Development Communication (Soul City Institute for Health 
and Development Communication , Johannesburg, South 
Africa 2004-2005); 

- Trainer of Trainers in Qualitative Research for Health and 
Development Communication (Soul City Institute for Health 
and Development Communication, Johannesburg, South 
Africa 2005);  

- Advanced Qualitative Research in Health and Development 
Communication (Soul City Institute for Health and 
Development Communication, Johannesburg, South Africa 
June 2004) 

- Qualitative Data processing “Atlas.ti” (South Africa 2004) 
- Ethnographic Methods in HIV&AIDS Research (Centre for 

HIV/AIDS Networking, University of Kwazulu Natal/Mailman 
School of Public Health, Columbia University, USA, 2004) 

- Qualitative Data processing “Ethnograph” PSI/AIDSMark 
(Kigali Rwanda 2002) 

Country Date from - Date to 

Zambia 1991-present 

Kenya Sep 2014-Mar 2015,  

        Feb 2006-Nov 2011 

Lesotho Oct 2014-Dec 2015 

Swaziland Jan 2014-Feb 2014 

Djibouti Oct 2011-May 2012 
 
 

Language Reading Speaking Writing 

English Fluent Fluent Fluent 

Nyanja Fluent Fluent Fluent 

Bemba Fluent Fluent Fluent 

Lunda 3 Fluent 4 

Kaonde 4 5 5 

Luvale 4 3 5 

 

Language skills: 1 to 5 (1 - excellent; 5 - basic) 
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ANNEX 13: MAP OF ZAMBIA SHOWING THE MDGI 

PROGRAMME DISTRICTS
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ANNEX 14: PEOPLE MET 
Name Position Institution 

   

 European Union  

BOUMA Esther  Health Attaché EU Delegation Zambia 

McNulty, James  Monitoring and Evaluation EU Delegation Zambia 

 UNICEF   

Ngwakum, Paul, Dr. 
Chief, Health and Nutrition 
Section UNICEF 

Kakande, Celia 
MDGi International Programme 
Manager 

UNICEF 

Mwale, Jonas, Dr. 
MDGi National Programme 
Manager 

UNICEF 

Michaela Fleischer 
MDGi Budget Monitoring and 
Reporting Officer 

UNICEF 

Alain Phe 
MDGi-WASH in Health Care 
Facilities Specialist 

UNICEF 

Alexandra Hoehne 
M&E Consultant – WASH 
Section UNICEF 

Worku,Yekoyesew Dr. Planning, M&E Specialist UNICEF 

 UNFPA  

Dube, KudaKwashe ASRH and Youth Officer UNFPA, Lusaka 

 PARTNERS  

Gilpin, Uzoamaka Health Adviser DFID, Lusaka 

Chibambula, Mary SUN FUND Manager CARE International, Lusaka 

Schaffler, Peter Country Director Marrie Stopes, Ndola 

  Marrie Stopes, Lusaka 

Hachoonda,Hamaundu Programme Officer PPAZ, Lusaka  

Chembe, Alice  Service Delivery Manager PPAZ, Lusaka  

Renn, Silvia  MDGi Programme Manager Akros, Lusaka 

 REFERENCE GROUP MEMBERS  

BOUMA Esther  Health Attaché EU Delegation Zambia 

McNulty, James  Monitoring and Evaluation EU Delegation Zambia 

Phiri, Caroline Dr. 
Director of Mother and Child 
Health Ministry of Health 

Peters, Tasila, Dr. 
Director Technical Support 
Services Ministry of Health 

Kapata, Pascalina, Dr. 
Principle Surveillance and 
Research Officer Ministry of Health 

Mwale, Consity, Dr. Provincial Medical Officer PHO, Copperbelt 

 MoH HQ  

Phiri, Caroline, Dr.  Director of Public Health and 
Research 

Ministry of Health 

Chipalo, Kaliki Deputy Director M&E Ministry of Health 

Sikazwe, Dorothy Chief Nutrition Officer Ministry of Health 

Chitanda, Jane  MDGi Nutrition Officer Ministry of Health 

Chibende,Bwalya, Dr. 
MDGi Neonatal & Child Health 
Officer 

Ministry of Health 

Mkandawire, Rhoda Dr. 
MDGi Integrated Reproductive 
Health Officer 

Ministry of Health 
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Phiri,MwazanjiThornicroft 
MDGi Monitoring and 
Evaluation Officer 

Ministry of Health 

Syakayuma,Tandwa 
MDGi Communication for 
Development Officer 

Ministry of Health 

Sikazwe, Dorothy Chief Nutrition Officer Ministry of Health 

 PROVINCIAL MEDICAL OFFICE, 
COPPERBELT 

 

Mwale, Consity, Dr Provincial Medical Officer Provincial Medical Office, 
Ndola 

Simbala, FredahIngombe Provincial RMNCH-N Officer Provincial Medical Office, 
Ndola 

Mbebeta, Jane Principle Nutritionist Provincial Medical Office, 
Ndola 

Mwange, Brenda Principle Nursing Officer-MCH  Provincial Medical Office, 
Ndola 

Moyo, Taona Principle WASH-IPC Supervisor Provincial Medical Office, 
Ndola 

Mpasela, Felton Provincial Principle M&E Officer Provincial Medical Office, 
Ndola 

Nalwendo, Njenkwa Mechanical Engineer Assistant Provincial Medical Office, 
Ndola 

Gonga, Samson Senior Accountant Provincial Medical Office, 
Ndola 

Sitwala, Mwanambuyu Planner Provincial Medical Office, 
Ndola 

Longwe, Joachim Provincial Infrastructure Officer Provincial Medical Office, 
Ndola 

 PROVINCIAL MEDICAL OFFICE, 
LUSAKA 

 

Malama, Kennedy, Dr Provincial Medical Officer Provincial Medical Office, 
Lusaka 

 DISTRICT MEDIICAL OFFICE, 
MUFULIRA 

 

Mukupa, Dr District Medical Officer DMO, Mufulira District 

Ndhlovu, Winnie  Procurement Officer DMO, Mufulira District 

Kaoma, Gladys Nutritionist DMO, Mufulira District 

Mweemba, Euglena Nursing Officer- MCH DMO, Mufulira District 

Bwalya, Sharon Health Promotion Officer DMO, Mufulira District 

Kumwenda, Stanley Mental Health Focal Point DMO, Mufulira District 

Lwamba, Mwansa EHT (District WASH Coach) DMO, Mufulira District 

Mpundu, Bernadette Nursing Officer – PMTCT DMO, Mufulira District 

Mambepa, Walins Assistant Accountant DMO, Mufulira District 

Mulenga, Chola Accountant DMO, Mufulira District 

 DISTRICT MEDICAL OFFICE, 
KITWE 

 

Banda, Chikafuna Dr. District Medical Officer DMO, Kitwe District 

Chitenge, Pauline Senior Nutrition Officer-MCH  DMO, Kitwe District 

  DMO, Kitwe District 

  DMO, Kitwe District 

  DMO, Kitwe District 

 DISTRICT MEDICAL OFFICE, 
LUANSHYA 
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Mulenga, Peter, Dr. District Medical Officer DMO, Luanshya District 

 DISTRICT MEDICAL OFFICE, 
KAFUE 

 

Kazembe, Miranda Hamatanga MDGi - Planning, M&E Officer  DMO, Kafue District 

Namangolwa, OlivianChizyuka 
MDGi - District MNCH and 
Nutrition Officer 

DMO, Kafue District 

 DISTRICT MEDICAL OFFICE, 
RUFUNSA 

 

MusandaSiyolwe District Medical Officer DMO, Rufunsa District 

 KAMUCHANGA DISTRICT 
HOSPITAL  

MUFULIRA 

Chiponda, Charles Dr. In-Charge Kamuchanga District 
Hospital, Mufulira 

 MOKAMBO HC MUFULIRA 

Musonda, Ophiry Enrolled Midwife Mokambo Clinic, Mufulira 

Botha, Stone Enrolled Nurse Mokambo Clinic, Mufulira 

 KANSUSWA HC MUFULIRA 

Mwale, Pauline Kunda In-charge (Registered Nurse) Kansunswa HC, Mufulira 

 KITWE DISTRICT HOSPITAL  KITWE 

Haziyu, Lessy EmONC Trainer Kitwe Central Hospital 

Nakanyika, Hope EmONC Trainer Kitwe Central Hospital 

Mwandama, Nelia PNO Kitwe Central Hospital 

Lungu, Kondwani Boyd EmONC Trainer Kitwe Central Hospital 

Lubansa, David, Dr. OBGYN-EmONC Trainer Kitwe Central Hospital 

 MUKUBA UNIVERSITY CLINIC  KITWE 

Sekeseke, Kanunga In-charge Mukuba University 
(COSETCO) Clinic 

Bwalya, Grace Nurse Mukuba University 
(COSETCO) Clinic 

Nanjela, Sara Nurse Mukuba University 
(COSETCO) Clinic 

Chansa, Nancy Psychosocial Counselor Mukuba University 
(COSETCO) Clinic 

Kambikambi, Barbra Record Clerk Mukuba University 
(COSETCO) Clinic 

Mwape, Patricia Cleaner Mukuba University 
(COSETCO) Clinic 

 KAWAMA URBAN CLINIC KITWE 

NgosaLobina In-Charge KawamaUrban Clinic, Kitwe 

 DISTRICT HOSPITAL  LUANSHYA 

Kasonde, Gideon Nutrition Technologist Thompson Hospital, 
Luanshya 

Chisanga, Dorothy Acting In-Charge MCH Thompson Hospital, 
Luanshya 

 MPATAMATO - HC  LUANSHYA 

Nambeye, Annie Enrolled Nurse Mpatamato HC, Luanshya 

Silweya, Tamara In-chare R/M Mpatamato HC, Luanshya 

 KAFUBU BLOCK - HC  LUANSHYA 

  Kafubu Block HC, Luanshya 

  Kafubu Block HC, Luanshya 

 KAFUE GENERAL HOSPITAL  KAFUE 

Wamunyima, Monde  Medical Licentiate Kafue General Hospital 
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 KAFUE RAILWAY -HC  KAFUE 

  Kafue Railway Clinic 

 KAFUE MISSION -RHC  KAFUE 

  Kafue Mission -RHC 

  Kafue Mission -RHC 

 MPANSHYA ST. LUKE’S 
MISSION HOSPITAL 

RUFUNSA 

Kabaso, Valeria, Sister Senior Nursing Officer Mpanshya St. Luke’s 
Mission hospital 

Chambwe, Chikumbi Dr. Medical Officer Mpanshya St. Luke’s 
Mission hospital 

 SHIKABETA RHC RUFUNSA 

Kabwe, Jane  Nurse-midwife in-charge Shikabeta HC 

 CHIYUNYU BEMONC HC  

Kalengule, Viness Fysiotherapist, Team Leader (i.c) Chiyunyu HC 

Tembo, Agnes  MCH Coordinator Chiyunyu HC 

Nawa, Noobhu EHT Chiyunyu HC 

 CHILANGA HC (Pretest Site) CHILANGA 

Simwinga, Priscilla  Officer in charge Chilanga Health Centre 

   

 EHG TEAM  

Thayer, Christine, Dr. Team Leader Euro Health Group 

Paalman Maria Deputy Team Leader Euro Health Group 

Kabwe, Beyant M&E, Research Specialist Euro Health Group 

Sachingonguni,Nkenda Qualitative Researcher Euro Health Group 

Banda, Cynthia Enumerator Euro Health Group 

Kakene, Prisca Enumerator Euro Health Group 

Mwanza, Madalitso Enumerator Euro Health Group 

Mtonga, Hellen Enumerator Euro Health Group 

 
 
  



   

 

 

 P a g e  | 187 
  

People Met, Community Based Volunteers 
Facility Name Name Designation 

Chilanga Bernard Katyoka ICCM 

Chilanga Majory Mulenga MIYCP 

Mikomfwa Urban Theresa Zimba Aherence Nutrition 

Mikomfwa Urban Catherine Mutambala GM and Nutrition 

Mikomfwa Urban Theresa Mwale CBD SMAG and Nutrition 

Mikomfwa Urban Elizabeth Jere Adherence SMAG GM Nutrition 

Mikomfwa Urban Catherine Chibuye SMAG GM and Nutrition 

Mikomfwa Urban Florence Mwansa SMAG and HBC 

Mikomfwa Urban Hellen Nyangu SMAG and DCT 

Mikomfwa Urban Christine Zulu Adherence HBC 

Mikomfwa Urban Lucy Moyo Adherence HBC 

Mikomfwa Urban Monica Phiri SMAG ,CBD , GM and RDT 

Mikomfwa Urban Rosemary Milambo SMAG and CT 

Kafubu Block HF Charles Kasuba Chairman 

Kafubu Block HF Jacob Mwango TB Supporter 

Kafubu Block HF Jenipher Kayumba SMAG 

Kafubu Block HF Joyce Banda SMAG Nutrition 

Kafubu Block HF Agness Kambafwile NHC 

Kafubu Block HF Jennie Matanga SMAG 

Kafubu Block HF Angela Mwansa Chairperson and SMAG 

Kafubu Block HF Esther Banda SMAG Nutrition 

Kafubu Block HF Joyce Chuma SMAG 

Section 26 Regina Chipango PMTCT ,TBA And SMAG 

Section 27 Phellen Nakanyika PMTCT, IYCF , TBA Nutrition 

Section 28 Mary Chola 
IYCF , SMAG, TB Supporter 
Adherence 

Section 29 Rose Tembo MIF 

Section 30 Elika Musumali Nutrition 

Section 31 Rusia Kaleya IYCF  

Section 32 Eunice Phiri CBD Nutrition 

Section 33 Davies Phiri ICCM Adherence 

Section 34 Josephine Ngosa SMAG 

Section 35 Eunice Kayumba SMAG, ICCM 

Section 36 Lawrence Banda SMAG, Lay Councellor 

Kawama Urban Clinic Dickson Bwalya CBD, SMAG, NCP 

Kawama Urban Clinic Mary Banda Peer Educator 

Kawama Urban Clinic Gladys Kapila Peer Educator 

Kawama Urban Clinic Agness Mwansa SMAG 

Kawama Urban Clinic Theresa Chipasha SMAG, TBA Councellor 

Kawama Urban Clinic Most Mulenga NACs Nutrition Councellor 

Kawama Urban Clinic Vivian Kunda NACs IYCF 

Kawama Urban Clinic Katrida Chisenga SMAG, GMS Adherence 

Kawama Urban Clinic Memory Chilifye GM  

Kawama Urban Clinic Victoria Chitula CBD abd TB Councellor 
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Facility Name Name Designation 

Kawama Urban Clinic Emelia Mubanga SMAG Nutrition 

Buchi Main Clinic Maggie Mpundu SMAG IYCF 

Buchi Main Clinic Mary Banda CPD SMAG 

Buchi Main Clinic Lewis Lemba SMAG 

Buchi Main Clinic Dorothy Chisanga SMAG IYCF 

Buchi Main Clinic Martha Kapilili Peer Councellor 

Buchi Main Clinic Agness Banda SMAG Nutrition 

Buchi Main Clinic Esnart Mwale SMAG 

Buchi Main Clinic Andrew Phiri Nutrition 

Buchi Main Clinic Veronica Chilufya CBD SMAG  

Buchi Main Clinic Wilfred Mutanula Nutrition 

Buchi Main Clinic Marty Mulenga SMAG ,CBD Nutrition 

Buchi Main Clinic Catherine Mwale SMAG Nutriton 

Buchi Main Clinic Christopher Mwanza SMAG CBD 

Buchi Main Clinic Mathews Zulu SMAG Nutrition 

Miukuba University 
(COSETCO) Elizabeth Bwalya CBV 

Miukuba University 
(COSETCO) Naomi Zulu CBV 

Miukuba University 
(COSETCO) Peter Sakala SMAG CBD 

Miukuba University 
(COSETCO) Getrude Kaunda CBD SMAG 

Miukuba University 
(COSETCO) Mwansa Phiri CBV 

Miukuba University 
(COSETCO) Brian Ngweze Peer Educator 

Miukuba University 
(COSETCO) Matilda Kasitoka SMAG 

Miukuba University 
(COSETCO) Simon Kakoma SMAG 

Miukuba University 
(COSETCO) Sophia Mwansa SMAG 

Miukuba University 
(COSETCO) Rabecca Banda SMAG Nutrition 

Miukuba University 
(COSETCO) Cephas Chinyama SMAG 

Mokambo HF Gondwe Estele SMAG , CBD Nutrition 

Mokambo HF Royd Chiwele CBD , IMAM 

Mokambo HF Lemon Mukele ICCM, MIYCF 

Mokambo HF Jackson Mwepu ICCM 

Mokambo HF Lewis Mumba IMAM , Nutrition 

Mokambo HF Morris Mwewa ICCM CBD 

Mokambo HF Jean Kontamu MIYCF IMAM 

Mokambo HF Kapambwe Geofrey ICCM CBD 

Mokambo HF Christie Lukonde HIV Councellor 

Mokambo HF Kampukesa Mercy SMAG 

Mokambo HF Augustus Kapambwe SMAG 
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Facility Name Name Designation 

Mokambo HF Estella Mwewa TBA 

Mokambo HF Victoria Bupe SMAG 

Mokambo HF Chileshe Joyce MIYCF 

Mokambo HF Bupe Mukuka Peer Educator 

Kamuchanga District Hospital Mulenga James SMAG 

Kamuchanga District Hospital Baster J. Mvula IYCF 

Kamuchanga District Hospital Harrison Kambita 
 Kamuchanga District Hospital Dainess Chibwe SMAG 

Kamuchanga District Hospital Christine Nswana ICCM/IYCF 

Kamuchanga District Hospital Petronella M. Longwani SMAG/IYCF 

Kamuchanga District Hospital Rachael Matanda SMAG/IYCF 

Kamuchanga District Hospital Jim Kabaso 
 Kamuchanga District Hospital Gift Chibwe IYCF 

Kamuchanga District Hospital Mystical B. Mubanga CBD/SMAG 

Kamuchanga District Hospital Prisca Mulenga CBD/SMAG 

Kamuchanga District Hospital John Bwalya 
 Kamuchanga District Hospital Safeli Lumbwe 
 Kamuchanga District Hospital Emmanuel Chilekwa IYCF 

Kamuchanga District Hospital Morgan Kasokolo 
 Kamuchanga District Hospital Arnold Bimba 
 Kamuchanga District Hospital Andyson Luonda 
 Kamuchanga District Hospital Pethias Kaunda 
 Kamuchanga District Hospital Daniel Mwewa 
 Kamuchanga District Hospital Emmanuel Kasongo 
 Kamuchanga District Hospital Jack Mukamba 
 Kansuswa Clinic Humphrey Mushimbwe IYCF 

Kansuswa Clinic Brian Mungule IYCF 

Kansuswa Clinic Lydia Kambanjela IYCF 

Kansuswa Clinic Joyce Kazembe IYCF 

Kansuswa Clinic Mercy Nachali IYCF 

Kansuswa Clinic Rosemary Chileta CBD 

Kansuswa Clinic Gladys Mingochi CBD 

Kansuswa Clinic Cecilia Katongo CBD 

Kansuswa Clinic Thomas Kalumba CBD 

Kansuswa Clinic Joyce Katunga CBD 

Kansuswa Clinic Regina Nambule SMAG 

Kansuswa Clinic Maggie Mushibwe SMAG 

Kansuswa Clinic Josephine Mubanga SMAG 

Kansuswa Clinic Lwipa Musenge Peer Educator 

Railway clinic Simasiku Likezo SMAG 

Railway clinic Mulonda Kumayando SMAG 

Railway clinic Monica Banda SMAG 

Railway clinic Beatrice Mwila HBC/TBA 

Railway clinic Jerina Chinyeu SMAG/TBA 

Railway clinic Charity Mushala CBDI/PH Counsellor 
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Facility Name Name Designation 

Railway clinic Magret Mwale CBD/TBA 

Railway clinic Beatrice Katungu CBD 

Railway clinic Mafwizo Mbula NHC/IYCF /Smag 

Railway clinic Araidah Mayowe SMAG/IYCF/TBA 

Railway clinic Josephine Malinda IYCF/TBA 

Railway clinic Easther Mwamuluna IYCF/Counsellor PSC 

Kafue Mission RHC Lazarous Ntebeka 
 Kafue Mission RHC Douglas Phiri TBTS/HBC/SMAG 

Kafue Mission RHC George Tembo MIYCN/TB/HBC/SMAG 

Kafue Mission RHC Obby Sinamwenda SMAG 

Kafue Mission RHC Cynthia B. Mumbati SMAG/GMP/IYCF  

Kafue Mission RHC Florence Lungu IYCF/MC 

Kafue Mission RHC Jenipher Mwewa SMAG 

Kafue Mission RHC Iness Manyepa 
 Kafue Mission RHC Mary Chalwe SMAG/CBD/HBC 

Kafue Mission RHC Dyles Mudaala SMAG/ICCM 

Kafue Mission RHC Rozalia Nyoni 
 Kafue Mission RHC Dominic K. Mwiya SMAG/ECD 

Kafue Mission RHC Beauty K. Kalo SMAG/ECD 

Kafue Estates Lenard Sikota SMAG/IYCF/CBD  

Kafue Estates Mc Donald Phiri SMAG/IYCF 

Kafue Estates Christine Mwenthala SMAG 

Kafue Estates Catherine P. Zulu SMAG 

Kafue Estates Elizabeth M. Chisala SMAG 

Kafue Estates Chileka Ngulube IYCF 

Kafue Estates Christine Mwila IYCF 

Kafue Estates Smart Njekwa 
 Kafue Estates Ellen M. Lyambo SMAG 

Kafue Estates Theresa Kabenga IYCF/OTP 

Kafue Estates Beatrice Njekwa SMAG/IYCF 

Kafue Estates Alice Z. Mwale SMAG/IYCF 

Kafue Estates Stephen Njamba Peer Educator 

Kafue Estates Aubrey Musonda Peer Educator 

Kafue Estates Joyce Kalawo Peer Educator 

Kafue Estates Racheal Kalawo Peer Educator 

Kafue Estates Wakumbu Kafwimbi Peer Educator 

Kafue Estates Isaac Chitundu Mwaba Peer Educator 

Kafue Estates Micheal Malobeka Peer Educator 

Kafue Estates Joseph Kafyomi Peer Educator 

Kafue Estates Wesa Chikuka Peer Educator 

Kafue Estates Kanoma Mujala Peer Educator 

Kafue Estates Anita M. Namumba Peer Educator 

Mpanshya Mission Hospital Magadalena Chipindani SMAG /IYCF  

Mpanshya Mission Hospital Makelina Nyangu IYCF 

Mpanshya Mission Hospital Julian Chitambala TBA/CBD 
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Facility Name Name Designation 

Mpanshya Mission Hospital Chrispin Njobvu CAE/IYCF 

Mpanshya Mission Hospital Anna Mtanga TBA/CBD 

Mpanshya Mission Hospital Margaret Sakala  IYCF 

Mpanshya Mission Hospital Adrian Njobvu IYCF 

Chiyunyu HC Eness Halube IYCF/IMCI  

Chiyunyu HC Ireen Chikoloma SMAG/TBA 

Chiyunyu HC Christine Lungu IYCF 

Chiyunyu HC Elizabeth Mwiinga 
 Chiyunyu HC Jane K. Miti TBA/CBD/IYCF 

Chiyunyu HC Susan Mutinta Kaila TBA 

Chiyunyu HC Dean Lupiya IMCI/IYCF 

Chiyunyu HC Loveness Mulanzi SMAG/IYCF/TBA 

Chiyunyu HC Fridah Mwakontami SMAG/TBA  

Chiyunyu HC Samson Mbewe SMAG/ NHC Chairperson 

Chiyunyu HC Jenipher Maleka SMAG/TBA/IYCF 

Shikabeta RHC Jessy Simoonga SMAG/Lay counsellor 

Shikabeta RHC Bernadatte Sakala 
TBA/SMAG/Adherence/Peer 
educator 

Shikabeta RHC Anna Lungu SMAG 

Shikabeta RHC Francis Nyendwa HCC Chairperson 

Shikabeta RHC Peter Chisulo SMAG/Peer educator 

Shikabeta RHC Luka Njobvu SMAG/Adherence  

Shikabeta RHC Mary Chime SMAG/TB supporter  

Shikabeta RHC Gracious Chaponda SMAG 
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ANNEX 15: VALIDATION WORKSHOP PROGRAMME  
LUSAKA AND KITWE 
 
Workshop to validate findings of the mid-term evaluation of the MDGi 
Hotel Intercontinental, Lusaka, Monday 30 January 2017 and Hotel Edinburgh, Kitwe, 
Wednesday 1 February 2017 
08:00 Registration of participants  

08:30 Welcome and Introduction GRZ 
EU 

08:50 Brief introduction to the programme 
of the day 

Christine Thayer 

09:00 Presentation of field work findings: 
- Evidence from the field: focus 

group discussions, exit interviews, 
peer educators/ CBVs interviews 

- Overall findings, conclusions and 
recommendations 

The team: 
- Christine Thayer 
- Maria Paalman 
- Beyant Kabwe 
- Nkenda Sachingongu 

 
Questions during and after the presentation 

10:40 Division of participants into 5 groups: 
- ER1: nutrition 
- ER2: maternal, neonatal and child 

health 
- ER3: demand creation 
- ER4: adolescent and youth friendly 

services 
- ER5: planning, implementation 

and coordination 

 

10:45 Coffee break  

11:05 Discussion in the groups on the 
validity of findings, guided by some 
discussion points: 
- are findings considered complete 
- is some evidence missing 
- are findings specific to a district or 

relevant to the whole programme 
- are the recommendations of the 

evaluation realistic, feasible, 
practical 

- if recommendations require 
budget allocation, what can be 
changed from existing allocation 

Facilitated by the evaluation team 
 
Findings from each ER will be distributed to the 
groups together with guiding questions 

12:30 Lunch  

13:30 Feed-back from the groups and 
discussion 

Team to take notes for possible inclusion in final 
edits of the evaluation report 

 Summary, conclusion and next steps  

14:30 Closing remarks GRZ 
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QUESTIONS FOR DISCUSSION GROUPS, VALIDATION WORKSHOPS 

 
ER1: A package of effective nutrition services, aligned to the national strategy, is available 
and ready for use by the most vulnerable populations in all targeted districts. 
 

1. To what extent is the nutrition component of the MDGi programme the reaching the most 
vulnerable populations in the targeted districts? 

2. To what extent has capacity building and the mentorship scheme proved useful in terms of 
improving the quality of services? How can it best be further developed?  

3. The MDGi programme has tried to work both on the supply side (renovating and re-
equipping facilities, providing capacity building, improving planning and management) but 
also on the demand side (activities designed to encourage people to use the health and 
nutrition services). Do you feel that the right balance has been achieved? Should it be done 
differently? 

4. The CBVs interviewed were of the opinion that their efforts were producing results in terms 
of better infant feeding practices and an apparent decrease in levels of malnutrition. Recent 
results presented to the Steering Committee are less encouraging… they show little change. 
– 
What is the reality? 

5. How useful are cooking demonstrations/cooking competitions in drawing attention to the 
issue of improving the diet of infants and small children? 

6. USAID’s Global Health Programme, the SUN Pooled Fund, FHI and Sida are all working in the 
field of nutrition. To what extent do these organisations work together with each other and 
with MDGi? Could this cooperation be improved, and if so, how? 

7. What aspects of the MDGi programme could be improved? 

8. Are there any activities which should be (a) dropped from the programme? (b) 
strengthened? 

9. Have you any suggestions which would help to maintain the momentum achieved by the 
programme in the future? What problems do you foresee with regard to sustainability? 

ER2: Increased availability of a continuum of maternal, neonatal and child health and 
nutrition services of good quality 

1. To what extent has the MDGi programme contributed to an improvement in the quality of 
MNCH services? What evidence do you see which might confirm this view? Where are the 
gaps in provision of a quality service? 

2. To what extent has capacity building and the mentorship scheme proved useful in terms of 
improving the quality of services? How can it best be further developed?  

3. The MDGi programme has tried to work both on the supply side (renovating and re-
equipping facilities, providing capacity building, improving planning and management) but 
also on the demand side (activities designed to encourage people to use the health and 
nutrition services). Do you feel that the right balance has been achieved? Should it be done 
differently? 
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4. The birth registration initiative was launched in 22 health facilities in February 2015. How 
successful has this been? 

5. The CBVs interviewed were of the opinion that their efforts were producing results in terms 
of higher uptake of family planning, lower fertility, higher numbers of early first ANC visits, 
more facility-based deliveries and lower maternal mortality. Recent results presented to the 
Steering Committee are less encouraging… they show little change. – What is the reality? 

6. The MCH donor coordination group has been important in the last few years and very 
recently the government set up a coordinating task force with the aim of harmonising all 
future interventions in the field of MCH. Could this cooperation be further improved, and if 
so, how? 

7. What aspects of the MDGi programme could be improved? 

8. Are there any activities which should be (a) dropped from the programme? (b) 
strengthened? 

9. Have you any suggestions which would help to maintain the momentum achieved by the 
programme in the future? What problems do you foresee with regard to sustainability? 

ER3: Increased knowledge, demand for services and cultural, geographical access to MNCH 

care and services 

1. To what extent have the efforts to strengthen community health systems succeeded in 
promoting (a) demand for quality services and (b) greater accountability in the targeted 
districts? What evidence do you see of this? 

2. The MDGi programme has tried to work both on the supply side (renovating and re-
equipping facilities, providing capacity building, improving planning and management) but 
also on the demand side (activities designed to encourage people to use the health and 
nutrition services). Do you feel that the right balance has been achieved? Should it be done 
differently? 

3. The CBVs interviewed were of the opinion that their efforts were producing results (an 
increase in exclusive breastfeeding, better complementary feeding practices and less 
malnutrition, higher uptake of family planning, lower fertility, higher numbers of early first 
ANC visits, more facility-based deliveries, fewer maternal deaths etc). Recent results 
presented to the Steering Committee are less encouraging… they show little change. – What 
is the reality? 

4. Has the programme had much impact on men and boys in their role in relation to sexual and 
reproductive health? Is this an area of work which should be pursued? If so, what 
suggestions do you have for reinforcing this dimension? 

5. To what extent are the neighbourhood health committees functioning? Within the districts, 
have many community action plans been developed? What is the quality of these plans? Do 
you have suggestions for strengthening this aspect of the work?  

6. To what extent has capacity building and the mentorship scheme proved useful in terms of 
improving the quality of community services? How can it best be further developed?  

7. How effective are radio broadcasts on health topics in educating the public on RMNCH & N 
topics? Do they reach a large audience? How successful are radio listening groups? Is it 
worthwhile further promoting this activity? 

8. What aspects of the MDGi programme could be improved? 
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9. Are there any activities which should be (a) dropped from the programme? (b) 
strengthened? 

10. Have you any suggestions which would help to maintain the momentum achieved by the 
programme in the future? What problems do you foresee with regard to sustainability? 

ER 4: Improve coverage and accessibility of adolescent and youth friendly services in the 
targeted districts 

 
1. To what extent have the efforts to strengthen youth friendly corners in health facilities been 

successful? What evidence do you see of this? 

2. Some young people apparently find the staff of certain health facilities unsympathetic to the 
idea of sexual and reproductive health services for adolescents, to the point where they may 
even, on occasion, discourage them from making use of these important services. Does the 
idea of having one person in a health facility as “focal point” for youth friendly services 
work? Is there a need for more general training of health facility staff on the rights of young 
people to these services? 

3. To what extent would the provision of sexual and reproductive health services in a non-
medical environment (away from the health facility) be a more successful strategy for 
reducing HIV transmission and adolescent pregnancies? 

4. Have peer educators had much impact on boys and young men in their sexual and 
reproductive health roles? To what extent are their activities successful in reducing HIV 
transmission, adolescent pregnancies etc.? Is this an area of work which should be pursued? 
If so, what suggestions do you have for reinforcing this aspect of health promotion? 

5. To what extent has training and the mentorship scheme proved useful in relation to building 
the capacity of peer educators? 

6. To what extent is the “cascade training” of peer educators by other peer educators 
successful? Would it be better to devote more resources to professionally organised training 
for future peer educators? 

7. Would it be useful to extend to all health facilities the practice of collecting data on the 
needs and use made by adolescents of RH services? How could this best be achieved? 

8. The MDGi programme has tried to work both on the supply side (improving youth friendly 
corners, providing capacity building, improving planning and management) as well as the 
demand side (activities designed to encourage young people to use “youth-friendly” health 
services). Do you feel that the right balance has been achieved? Should it be done 
differently? 

9. What aspects of the MDGi programme could be improved? 

10. Are there any activities which should be (a) dropped from the programme? (b) 
strengthened? 

11. Have you any suggestions which would help to maintain the momentum achieved by the 
programme in the future? What problems do you foresee with regard to sustainability? 
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ER 5: The capacity for planning, implementation and co-ordination of MCDMCH, MoH and 
other stakeholders at district, provincial and national level is improved 
 

1. To what extent has capacity building and the mentorship scheme proved useful in terms of 
improving the quality of services? How can it best be further developed?  

2. The launching of the HMIS strengthening component was seriously delayed. Which aspects 
of HMIS strengthening seem to you to be the most important? What would be the best 
strategy for accelerating progress in this area? 

3. How well does the maternal and neonatal death surveillance system work? Could it be made 
to be more effective? To what extent are health personnel deriving – and applying – lessons 
learned from these reviews?  

4. The birth registration initiative was launched in 22 health facilities in February 2015. How 
successful has this been? 

5. To what extent has the MDGi programme contributed to an improvement in the overall 
quality of RMNCH & N services? What evidence do you see which might confirm this view? 
Where are the gaps in provision of a quality service? 

6. The CBVs interviewed were of the opinion that their efforts were producing results in terms 
of higher uptake of family planning, lower fertility, higher numbers of early first ANC visits, 
more facility-based deliveries and lower maternal mortality. Recent results presented to the 
Steering Committee are less encouraging… they show little change. – What is the reality? 

7. The MDGi programme has tried to work both on the supply side (renovating and re-
equipping facilities, providing capacity building, improving planning and management) but 
also on the demand side (activities designed to encourage people to use the health and 
nutrition services). Do you feel that the right balance has been achieved? Should it be done 
differently? 

8. The MCH donor coordination group has been important in the last few years and very 
recently the government set up a coordinating task force with the aim of harmonising all 
future interventions in the field of MCH. Could this cooperation be further improved, and if 
so, how? 

9. The programme M & E strategy has been finalised but the financial reporting aspects appear 
to be quite weak in a context where there have, in the past, been serious problems. What 
suggestions do you have for reinforcing this aspect of M & E? 

10. A programme sustainability plan has been developed which, however, seems to underplay 
the 

11. likely upcoming difficulties with future funding of MDGi promoted activities. What do you 
see as the key problems in terms of programme sustainability? What are the best strategies 
for ensuring that the quality improvements brought about by the programme are 
permanent? 

12. What aspects of the MDGi programme could be improved? 

13. Are there any activities which should be (a) dropped from the programme? (b) 
strengthened? 

14. Have you any suggestions which would help to maintain the momentum achieved by the 
programme in the future? What problems do you foresee with regard to sustainability? 
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ANNEX 16: Example of a financial reporting form 
 

Quarterly report pp 52-53: 
3.0 Financial Up-Date  
Cumulative total funds received by UNICEF since start of the program as at March 2016 were 
43.6 million USD and the total expenditures was at 39.9 million USD as illustrated in figure 17.  
Figure 30: Cumulative expenditures and budget, 2013-2018 (USD) 
 

 
 

 

 
The Cumulative amount budgeted up to end of 2018 is 52.3 million USD with an expenditure of 
39.9 million USD as at 24th November 2016 as illustrated below. Expenditures needed to adhere 
to plan are as out-lines below:  
2016: 22.6 million USD  
2017: 3.3 million USD  
2018: 1.7 million USD  
As illustrated in the graph above, the 2016 expenditure now stands at US$ 22,434,177.9, thereby 
essentially meeting the expenditure level that was required in order to be on-course with life of 
project expenditure projections.  
 
In the period under review, all districts had received their Quarter two funds which were used to 
implement the quarter two activities. By district: Kitwe was the highest at 95%, followed by 
Mufulira at 85%. The lowest were Rufunsa at 0%, Luanshya at 4% and Masaiti at 6%.  
Quarter three funds (July-September) had also started to hit their accounts. Below is a figure 
showing the burn rate for quarter one as at September, 30th, 2016.  
 
There was generally a slow burn rate for ER3, 4 and 5. Most activity implementation was 
affected by national level activities such as campaigns that needed the involvement of all staff. 
Quarter three financial highlights will reflect a different picture as most activities are now being 
implemented and would be reported then. 
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Proposed simple accounting sheet 

Work plan activity 

Total Allocated  Total Utilized  
Implementation 

rate 

USD 
EUR 

(0.896998)* USD 
EUR 

(0.896998)* 

1. Provide technical assistance for…..     
 

2. Provide on-the-job capacity strengthening….       

3. Provide technical oversight…..       

            

Total direct eligible costs of the Action (1-8)     - 

Administrative Costs (7%)     - 

Total eligible costs      

            

* Exchange rate of the weighted mean of the Official UN exchange rates at which the installments received have been 
recorded in the xxx bank account, being 0.896998. 
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