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Overview and Executive Summary

The Maternal and Child Survival Program (MCSP) was the United States Agency for International Development
(USAID) Bureau for Global Health’s flagship maternal, newborn, and child health (MNCH) project from 2014-2019.
Designed to accelerate country journeys to self-reliance and building on gains achieved by USAID’s predecessor
tlagship, the Maternal and Child Health Integrated Program (MCHIP), MCSP introduced and supported scale-up of
high-impact health interventions among USAID’s 25 maternal and child health (MCH) priority countries, as well as
other countries, contributing to improved health services in communities with a population totaling over 200 million
people. MCSP’s overall goals were to increase maternal and child survival in partnership with countries and contribute
to achievement of the Sustainable Development Goals (SDGs). MCSP’s scope expanded beyond that of MCHIP to
reflect a changing global reproductive, maternal, newborn, child, and adolescent health (RMNCAH) landscape, and
shifts in USAID’s own priorities. Figure 1 displays how MCSP’s three strategic objectives supported the overall goal
of accelerating reductions in maternal, newborn, and child mortality.

Figure |. MCSP’s goal and three strategic objectives
GOAL

Accelerate reductions in maternal, newborn, and child mortality with increased equity to end preventable
maternal and child deaths.

Support countries to increase coverage and utilization of evidence-based, high-quality

reproductive, maternal, newborn, and child health (RMNCH) interventions at the household,
community, and health facility levels.

Close innovation gaps to improve health outcomes among high-burden and vulnerable
populations through engagement with a broad range of partners.

MCSP was implemented by a consortium of organizations led by Jhpiego in partnership with Save the Children, John
Snow Inc., PATH, ICF, Results for Development, Population Services International (PSI), CORE Group, Johns
Hopkins Bloomberg School of Public Health’s Institute for International Programs, Avenir Health, the
Communications Initiative, and Broad Branch Associates.

MCSP’s team comprised technical leaders in RMNCAH, with cross-cutting expertise in health systems strengthening
(HSS), human capacity development, equity and gender, scale-up, digital health, social and behavior change
communication, quality, community health, monitoring and evaluation (M&E), learning, and external
communications. Originally designed to provide technical assistance in USAID’s MCH priority countries in 2014,
MCSP managed a diverse portfolio that expanded to a total of 52 programs in 32 countries by 2019 (Figure 2). This
portfolio ranged from large technical assistance programs focusing on policy formulation, HSS, human capacity
development, quality improvement (QI), community engagement, and strengthening service delivery in Democratic
Republic of Congo (DRC), Ethiopia, Ghana, Haiti, India, Liberia, Kenya, Mozambique, Rwanda, Madagascar, Nigeria,
and Tanzania, to smaller, targeted programs in countries including Indonesia, South Aftrica, and Nepal, among others.
In addition, many country programs focused on one or two technical areas, such as Uganda, Malawi, and India. Figure
3 reflects MCSP’s total funding by technical area and source. Field funding comprised 76% of the total funding.
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Figure 2. MCSP across 52 programs in 32 countries from 2014-2019 (see Annex | for more
information)!

Figure 3. MCSP funding summary (see Annex 3 for more information)

Regional Bureau Funds, 2.0% Core Funds for Field Activities, 9.5%
I C”,;_';‘;‘ds’ Field Funds, 76.1%
Core funding by technical or cross-cutting area* Immunization and Polio (14.9%)
5 gy H6% 20% = Family Planning (14.1%)
o' = Global Development Alliences (13.2%)**
5.0% 14.9% = Maternal Health (8.2%)
5.8%

6.3%

= HIV/AIDS (7.6%)

Community Health (6.9%)
= Child Health (6.5%)

Health Systems Strengthening (6.3%)
= Newborn Health (5.8%)

Nutrition (5.0%)
Other Maternal and Child Health (5.0%)***
Malaria (4.6%)

= Water, Sanitation, and Hygiene (2.0%)

* This figure does not include core funds which was used for field programs, such as Ebola, Zika, Displaced Children and Orphans Fund, and plague funding
** The Global Development Alliances included mPowering, the Mobile Alliance for Maternal Action, Saving Mothers Giving Life, Survive and Thrive, and
Helping Babies Breathe. Details about the alliances can be found throughout this report, as well as their own products, linked in this document.

##% »Other Maternal and Child Health” includes funding to support dissemination events, the Lives Saved Tool, USAID’s Acting on the Call report, and
monitoring and evaluation activities (i.e. the RMNCH Scorecard).

1.9%  18% gy Field funding by type” = Maternal and Child Health (44.9%)
= Family Planning (18.5%)
= HIV (10.1%)
Ebola (9.1%)
Nutrition (6.6%)
Malaria (6.3%)
Zika (1.9%)
18.5% Other™ (1.8%)
= WASH (0.8%)

" This figure includes core funds which were used for field programs, such as Ebola, Zika, Displaced Children and Orphans Fund, and plague funding
“ “Other” in this figure includes funding for education, program design and learning, Displaced Children and Orphan’s Funding, gender-based violence,
plague, tuberculosis, and neglected tropical diseases

6.3%
6.6%

9.1%

I'MCSP has operated full programs in 32 countries (including five Zika response programs in the Eastern and Southern Caribbean) and
provided core-funded technical assistance in |3 additional countries. Additional information can be found in Annex 1.

2 MCSP End-of-Project Report



Due to its geographic scope and wide-ranging technical expertise, MCSP was able to quickly and effectively support
partner governments in the face of emergent global health threats. With funding from the Office of US Foreign
Disaster Assistance and existing relationships with ministries of health (MOHs), MCSP rapidly initiated Ebola
response and recovery efforts in Guinea, Liberia, and Ghana. Similarly, when the Zika virus (ZIKV) emerged in the
Caribbean region, MCSP quickly mobilized to assess needs, share global guidance, and ensure that affected countries
received tailored technical assistance. MCSP also supported efforts to combat other emergent global health security
threats, including the plague in Madagascar, dengue in Burkina Faso, and vaccine-derived polio outbreaks in DRC,
Madagascar, and Tanzania. In addition to its emphasis on RMNCAH, MCSP was strategically designed to respond to
emerging priorities, including urban health in India and Kenya, and eatly childhood development (ECD) in Ghana,
and—in response to the Zika outbreak—Barbados, St. Lucia, Guyana, Trinidad, and Grenada.
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Adolescents/Pre-Pregnancy

23 0VER 147,000

young people ages 10 to 24
accessed adolescent-friendly
health care in 3 countries

12 DIGITAL HEALTH SOLUTIONS

Pregnancy and Antenatal Care

& OVER 673,000

pregnant women received at
least 90 iron/folic acid
supplements during ANC in 4
countries

!

pregnant women received
IPTp2 during ANC to prevent
malaria in 5 countries

Labor and Birth

& OVER 2,237,000

women gave birth in a labor
and delivery-supported facility
in 14 countries

& OVER 1,702,000

women were given a uterotonic
in the third stage of laber to
prevent postpartum hemorrhage
in 12 countries

223 OVER 410,000

postpartum women received a
contraceptive methodin 11
countries

Postnatal Care

OVER 1,342,000

babies born at the health
facility were put to the breast
within one hour of birth in ¢
countries

& 0ver 23,000

newborns were admitted to
facility-based Kangaroo
Mother Care in 5 countries

& ovr 37,000

newborns not crying or
breathing at birth were
successfully resuscitated in 7
countries

STRENGTHENING HEALTH SYSTEMS TO IMPROVE RMNCAH SERVICES

Infancy and Childhood

OVER 4,585,000

children under 5 were reached
with nutrition programs in 4
countries

if OVER 4,146,000

children aged 0-12 months
received 3 doses of DPT/Penta
vaccine in 10 countries

& OVER569,000

cases of child diarrhea were
treated with ORS/zinc
supplements in 10 countries

& OVIR 436,000

cases of child pneumonia were
treated with antibiotics in @
countries

# OVER 120 POLICIES
m strategies, or guidelines

were developed with
MCSP support

a'm OVER 488,000 TRAINED v, 23 HEALTH INNOVATIONS

on RMNCAH topicsin 28 - * were introduced with MCSP

E‘ were used to improve performance of health
D systems or support service delivery in 9 countries ® * supportin 21 countries

countries
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Overarching Key Accomplishments

Advancing the Sustainable Development Goals

As the world transitioned from the Millennium Development Goals (MDGs) to the SDGs in 2015, MCSP adapted
and supported the shift to establish global targets for the post-2015 maternal and newborn health (MNH) strategies.
For example, in 2015, MCSP played a critical role in developing global goals for the World Health Organization
(WHO)’s Strategies toward Ending Preventable Maternal Mortality (EPMM) and Every Newborn Action Plan
(ENAP) by helping define priority indicators that would allow for global monitoring and reporting. To better track
progress toward global RMNCAH goals and USAID priorities, MCSP contributed to improved globally
recommended RMNCAH metrics, tools, and measurement guidelines and processes that are discussed later in the
repott.

MCSP bridged global and national policy efforts to help ensure that country experiences inform the global policy
dialog, and vice versa. At the global level, MCSP, with support from USAID, collaborated with global health
authorities such as WHO, USAID, UNICEF, the African Union, and Gavi, contributing cutting-edge technical
leadership and rich, country-level experience to influence effective global health policies. As a result, global policies
were grounded in country realities and reflect the needs and health aspirations of frontline health workers and the
women and children they serve, which facilitates countries’ readiness to adopt and adapt evidence-based global policy
frameworks. At the country level, MCSP supported MOHs to align their policies, strategies, and guidelines with new
global recommendations. For example, MCSP collaborated with WHO to translate and widely disseminate global
policy recommendations into short, focused briefs that support operational guidance for decision-making at the
country level. Please see Strategic Objective 3 in Section 1 for detailed examples of how MCSP’s inputs were
grounded in country experiences and resulted in evidence-based revisions or development of global guidance.

MCSP helped advance USAID priorities by leading or co-leading various global health technical working groups
(TWGs). As secretariat of the Child Health Task Force, MCSP coordinated activities that resulted in 12 countries
leveraging over $800 million in new financing from the Global Fund to Fight AIDS, TB, and Malaria (Global Fund)
for integrated community case management (CCM) of childhood illness, as well as a revised indicator guide for
routine monitoring of iCCM that informed a new community case management module in the District Health
Information System 2 (DHIS2). As leader of the postpartum hemorrhage (PPH) implementation Community of
Practice (CoP), MCSP fostered knowledge exchange and collaboration among clinical, metrics, health systems,
program implementation, research, and commodity stakeholders. As co-leader of the Maternal, Infant, and Young
Child Nutrition (MIYCN)-Family Planning (FP) and FP-Immunization Integration working groups (WGs), MCSP
advanced the global conversation and evidence base for integrating FP across the continuum of care and helped
produce integration toolkits. In its role as the Monitoring WG co-chair of the WHO Network for Improving Quality
of Care for Maternal, Newborn, and Child Health (WHO MNCH Quality of Care Network), MCSP collaborated with
WHO and UNICETF to design the WHO monitoring framework, including a set of 15 common priority maternal and
newborn indicators that are now being measured in all first-wave quality of care countries.

Strategic Objective |: Support countries to increase coverage and
utilization of evidence-based, high-quality RMNCAH interventions at
the household, community, and health facility levels.

To contribute to the first Strategic Objective, MCSP supported QI and scale-up of high-impact interventions. For
those high-impact interventions prioritized in national plans but not yet part of routine services, MOHs need to
achieve both high effective coverage of the population in need and institutionalization of key systems supports to
sustain these expanded services. For those high-impact interventions that were already part of routine services, such as
antenatal care (ANC) and intermittent preventive treatment of malaria in pregnancy (IPTp), MCSP supported
countries to implement QI approaches. For those high-impact interventions that were prioritized in national plans but
not yet in widespread use, MCSP supported the country to scale them up. Both approaches used similar principles and
strategies, and required supports for delivering the interventions embedded in country systems.
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Scaling Up High-Impact RMNCAH Interventions

Aligned with national health goals, MCSP supported
country-led efforts to scale up high-impact interventions
to reach more women and children with lifesaving
services (see select examples of high-impact interventions
in Box 1). MCSP’s support to countries focused on
achieving high effective coverage of the population in
need and institutionalization of key systems supports to
sustain those expanded services. MCSP synthesized
learning across 32 country programs to develop simple
tools, templates, and guidelines; help MOHs conduct
situation analyses; develop detailed, costed, and
benchmarked national scale-up strategies and district-level
operational plans; and track progress of scale-up
implementation and outcomes.

MCSP focused on a subset of high-impact interventions
to identify how countries can systematically scale up to
achieve high coverage and institutionalization of
high-impact interventions, including advanced
distribution of misoprostol for self-administration
(ADMSA) for PPH prevention for home births, as part of
wider efforts to increase total uterotonic coverage in
Mozambique; postpartum FP (PPFP), including
long-acting reversible contraception (LARC) up to

48 hours postpartum in hospitals and health centers in
Rwanda; application of chlorhexidine (CHX) gel to the
umbilical cord at birth to prevent newborn infection in

Box |. Country examples where MCSP
supported scale-up of high quality, equitable
care:

e  Chlorhexidine for umbilical cord care in Nigeria and
Liberia

e Improved labor management and newborn care
practices, including birth asphyxia prevention and
management, in Rwanda, Madagascar, Nigeria, and
Tanzania

e  Postpartum family planning in DRC, Ethiopia,
Guinea, Haiti, India, Kenya, Liberia, Madagascar,
Malawi, Mozambique, Nigeria, Rwanda, Tanzania,
and Zambia

¢ Integrated community case management of
childhood illness, linked to facility-based integrated
management of childhood illness in DRC, Guinea,
Haiti, Kenya, Mozambique, Rwanda, and Uganda
through private-sector patent and proprietary
medicine vendors in Nigeria

e Social accountability approaches in Malawi

e  Community-based care, including Community-Based
Health Planning and Services in Ghana, HIV testing
and counseling in Namibia, and newborn care in
Ethiopia

e  Advanced distribution of misoprostol for
self-administration in Mozambique

Liberia and Nigeria; a practice improvement package to prevent and manage birth asphyxia in Rwanda; and iCCM
in DRC. MCSP provided intensive technical assistance for countries to achieve several major milestones along the
scale-up process, thus contributing to substantial improvements through the last several years, as detailed in Table 1.

Table 1. MCSP support to countries along the scale-up process for select high-impact

interventions

Intervention: Chlorhexidine in Liberia

2013 MCSP role 2019

The Ministry of Health | ¢  Supported Ministry of Health and Social Liberia achieved 76% national coverage for
and Social Welfare Welfare to develop and validate a fully facility births by early 2018, exceeding the
adopted a national costed plan for CHX scale-up. target laid out in the national scale-up plan.
policy for CHX in e Conducted trainings for health workers A CHX indicator was added to the HMIS.
2013, but progress and provided monthly supportive Standards for CHX cord care were adopted
from a 2013-2014 pilot supervision in health facilities. for inclusion in the national Joint Integrated
was halted due to e Built capacity of health facility staff to Supportive Supervision tool.
Ebola epidemic. ensure adequate CHX supply through

forecasting and requisitions, and
In 2015, CHX and supported Ministry of Health and Social
information, education, Welfare transition toward routine
and communication mechanisms for CHX distribution.
materials to support e Built capacity of health facility staff to
use of CHX were not monitor uptake using facility wall charts,
readily available in developed a scale-up dashboard, and
most facilities. advocated for inclusion of a CHX

indicator in the HMIS.
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Intervention: Chlorhexidine in Nigeria

2015

MCSP role

2019

A successful CHX pilot
was completed in two
states, and CHX was
added to the pre-
service curriculum, in-
service training
packages, and policy
documents.

Local pharmaceutical
manufacturers had only
recently been granted
regulator approval to
provide CHX in-
country.

Interven

tion:

Supported the Federal MOH to convene
all 36 states and the Federal Capital
Territory to develop operational plans,
share progress, and create a platform for
peer learning.

Supported Kogi and Ebonyi states to
develop operational and monitoring plans
for CHX scale-up.

Conducted continuous outreach to all
state reproductive health coordinators
using mobile messaging.

Provided technical support to three of the
main domestic manufacturers of CHX,
along with the Federal MOH, the US
Pharmacopeial Convention, and other
stakeholders.

Supported the Federal MOH Child Health
Unit to collect and analyze CHX scale-up
indicators from states, and successfully
advocated for a CHX indicator in national
HMIS.

100% coverage was achieved for births in
MCSP-supported facilities in Kogi State, and
74% coverage was achieved in MCSP-
supported facilities in Ebonyi State in late
2018. National coverage is estimated to be
in the 10—-15% range. The National Strategy
for Scale-Up of CHX in Nigeria was
launched with support from USAID. CHX
operational plans were developed by all
states; 29 states included and funded CHX
in their 5-year State Strategic Health
Development Plans. Twenty states
procured CHX in 2018 through various
funding sources. The Federal MOH
committed to add the CHX indicator in
registers and the national HMIS. Gaps in
local pharmaceutical companies’ production
capacities were addressed to ensure that
CHX would not need to be imported.
Indeed, the three major manufacturers
reported exporting over 100,000 units to
Zambia, Mali, Republic of Benin,
Mozambique, Ghana, and Niger-.

Essential Newborn Care/Helping Babies Breathe in Rwanda

2015

MCSP role

2019

Essential Newborn
Care (ENC)/Helping
Babies Breathe (HBB)
was implemented
nationwide, but with
poor quality. Neonatal
deaths due to asphyxia
were the leading cause
of neonatal death at
four per 1,000 live
births. The MOH
committed to phased
rollout of low-dose,
high-frequency (LDHF)
training, mentorship,
and QI to improve
quality of care for
ENC/HBB.

Conducted a situational analysis,
co-facilitated an MOH-led national scale-
up planning workshop, and supported
subsequent development of national plans
for ENC/HBBP scale-up.

Participated in the MOH-led national
scale-up management team and supported
the MOH to convene semiannual learning
workshops and national stakeholder
workshops.

Conducted a costing exercise for
ENC/HBB that showed the resources
needed to scale and maintain the
intervention across all districts.
Supported the MOH to revise and develop
new indicators on birth asphyxia into the
national health management information
systems (HMISs).

Neonatal deaths due to asphyxia decreased
to 2.6 per 1,000 live births in 2018 and
were no longer the leading cause of
neonatal death. The enhanced ENC/HBB
package was implemented in over half of the
country. ENC/HBB progress, including data
review, is a standing agenda item for the
MOH-led Newborn Sub-TWG and for
district coordination meetings. LDHF
training and mentorship were included in
the 2018-2024 Health Sector Strategic Plan.
Districts have begun including the
intervention in their strategic plans.

Intervention: Postpartum Family Planning in Rwanda

2015

MCSP role

2019

PPFP counseling and
immediate
predischarge PPFP
were generally
unavailable in the
Rwandan health

Conducted a situational analysis,
co-facilitated an MOH-led national scale-
up planning workshop, and supported
subsequent development of national plans
for PPFP scale-up.

Immediate predischarge PPFP uptake
increased to 45% in public facilities in

10 MCSP-supported districts in 2017, with
an increasing percentage of postpartum
women opting for long-acting or permanent
methods and over 90% of clients receiving
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system. The MOH
committed to expand
PPFP to reduce unmet
need, with a phased
rollout strategy that
included competency-
based training and
mentorship for PPFP.

Intervention: Integrated Community Case Management in DRC

2014

Participated in the MOH-led national
scale-up management team and supported
the MOH to convene semiannual learning
workshops and national stakeholder
workshops.

Conducted a costing exercise for PPFP
that showed the resources needed to
scale up and maintain the intervention
across all districts.

Supported the MOH to integrate new
PPFP indicators into the national HMIS.

MCSP role

PPFP counseling. PPFP was scaled up to
29 of 30 districts as of 2019, with national
immediate PPFP uptake of 32% in 2018.
PPFP was included in strategic documents,
such as the RMNCAH and FP/adolescent
sexual and reproductive health (ASRH)
strategies, 2018-2024 Health Sector
Strategic Plan, and district strategic plans.

2019

The integrated
community case
management (iCCM)
strategy was adopted in
2004 as the community
component of
integrated management
of newborn and
childhood illness
(IMNCI). As of 2014,
there was no national
strategic or costed plan
for scale-up of
community care sites
delivering iCCM.

There was relatively
weak coordination
between the Ministry
of Public Health and
partners, and iCCM
training was done in a
vertical manner with
different curricula used
by different programs.

Intervention: Advanced Distribution of Misoprostol for Self-Administration in Mozambique

2015

Supported the IMNCI/Child Health TWG
to include scale-up activities for iCCM in
three major health sector initiatives and
programs: the 2017-2021 National IMNCI
Strategic Plan, the National Community
Health Strategic Plan, and the Global
Financing Facility investment case.
Supported the development of an
iCCM/IMNCI dashboard and website, and
supported integration of key iCCM
indicators in the national HMIS.

MCSP role

The number of health zones with iCCM
increased from 119 in 2014 to 402 in 2017;
the number of community care sites
increased from 1,197 to 6,968 over the
same period. Two MCSP-supported
provinces expanded malaria community
case management supported by the US
President’s Malaria Initiative (PMI) to
include diarrhea and pneumonia treatment,
with increases in both facility and
community treatment of iCCM target
conditions. The iCCM training package was
harmonized, and tools, job aids, and an
iCCM implementation guide were updated.
A costed national IMNCI Strategic Plan was
launched and mapping of existing and
needed community care sites conducted.
Finally, the National Community Health
Strategic Plan was used to inform the
development of a DRC Community Health
Roadmap as part of the global Community
Health Roadmap initiative with UNICEF and
other partners.

2019

The MOH prioritized
advanced distribution
of misoprostol for self-
administration
(ADMSA) and set a
vision for stepwise
introduction and
rollout in the launch of
its national Strategy for
the Prevention of PPH
at the Community
Level.

Supported the MOH to develop a national
strategy for prevention of PPH (support
began under MCHIP).

Supported the Mozambican Association of
Obstetricians and Gynecologists to train
community and facility personnel involved
in misoprostol distribution across all

10 provinces.

Supported the MOH to convene a national
stakeholder workshop on lessons learned
from the 35 pilot districts, construct and
analyze coverage indicators from available
data, and share facilitating factors from
high-performing districts.

ADMSA was implemented in 35 priority
districts across all 10 provinces of
Mozambique. MCSP's direct implementation
support achieved high estimated access and
coverage (up to 100% of home births) in
high-priority districts in MCSP-supported
provinces (Nampula and Sofala).

MCSP also supported national leadership to
understand and address barriers to scale up,
assessing the scale-up environment and
barriers and facilitators to institutionalizing
access to PPH prevention at home births in
Mozambique.
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Improving Quality of Care at Scale

MCSP collaborated with global stakeholders, governments, and partners in over 30 countries to improve the coverage
and quality of high-impact, person-centered RMNCAH care.

Providing Global Leadership on Quality of RMNCAH Care

MCSP collaborated closely with WHO to support the design of the multicountry WHO MNCH Quality of Care
Network and promoted the introduction and adaptation of the MNH Quality of Care framework, which provided the
foundation for the creation of the Standards for Inproving Quality of Maternal and Newborn Care in Health Facilities. Building
on this momentum, MCSP played a critical role in the development and launch of WHO’s Standards for Inproving the
Quality of Care for Children and Young Adolescents in Health Facilities and Lmproving the Quality of Paediatric Care: An Operational
Guide for Facility-Based Audit and Review of Paediatric Mortality. As co-chair of the M&E WG for the network, MCSP
contributed to development of its monitoring framework, including a flexible list of MNCH quality of care measures
that can be used by policymakers, managers, and frontline health workers.

Fostering Quality Leadership at the National Level

MCSP worked with 20 country governments to update national RMNCAH guidelines and, in a subset of countries,
advanced quality policies, strategies, and leadership structures. In Rwanda, MCSP supported the MOH to revise and
finalize the National Policy for Quality and Accreditation of Healthcare System. In Tanzania, MCSP fostered
development of the National Strategic Plan for Improving Reproductive, Maternal, Newborn, and Child Health
(RMNCH) 2015-2020 (One Plan II). In Ethiopia, MCSP assisted the Federal MOH Quality Directorate to develop
the National Health Care Quality Strategy, and create and implement MNH quality of care self-assessment and
improvement tools in facilities. In Mozambique, MCSP supported the development and oversight of the national
quality policy and strategy, leading to the operationalization of the National Strategy for Quality and Humanization of
Care 2017-2023. MCSP and partner advocacy contributed to the creation of a national Quality Assurance and
Management Directorate by the MOH with the mandate to lead implementation of the national quality policy.

Improving Quality of RMNCAH Services at the Subnational Level and Frontlines of Care

MCSP worked closely with subnational managers, professional associations, health workers, community members,
and other stakeholders to design and support implementation of RMNCAH QI interventions based on national and
local priorities, targeting critical quality gaps and leveraging existing health system and community resources.

In Uganda, MCSP supported the MOH’s Quality Assurance Division to apply QI best practices to a broad range of
public health services, including the adaptation and expansion of the Reaching Every Child Using QI (REC-QI)
approach to strengthening immunization services to a broader set of RMNCAH interventions. In Mozambique,
MCSP supported health workers and community members in 86 facilities in Nampula and Sofala regions to improve
delivery of high-impact, integrated antenatal, childbirth, and postpartum interventions for women and newborns.
Facilities measured improvements in antenatal, intrapartum, and postnatal interventions (Figure 4).

Figure 4. Improved quality of antenatal and childbirth care for mothers and newborns in 86
MCSP-supported facilities in Mozambique
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In Madagascar, MCSP supported regional and district Ministry of Public Health managers to work with facility
health workers to strengthen organization of ANC and childbirth services, and to introduce standard laminated poster
and electronic data dashboards of facility quality measures. Over 500 MCSP-supported primary health centers
measured improvements in high-impact integrated maternal and newborn interventions across the antenatal,
intrapartum, and postnatal care (PNC) continuum from 2015 to 2018 (Figure 5).

Figure 5. Decreasing hospital predischarge newborn mortality rate in Madagascar (N = 9,321 live
births; 211 predischarge newborn deaths in five regional hospitals)
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In Ethiopia, the quality of integrated home PNC visits for mother and baby within 48 hours of birth improved after
MCSP supported the implementation of a multifaceted community-level intervention to improve coverage and quality
of home PNC visits, in support of the government’s scale-up of a community-based newborn care (CBNC) program
that included a home PNC visit package (Figure 06).

Figure 6. Improving provision of high-impact MNH interventions during home PNC visits in
Ethiopia (n = 153 mothers interviewed at baseline; n = 243 mothers interviewed at endline)
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Measuring Quality of Care

To foster prioritization and regular collection, calculation, and analysis of quality indicators to guide action and
improve care, MCSP collaborated with WHO and UNICEF to prioritize and define a number of RMNCAH quality
measures. For example, MCSP convened a multiagency measurement committee under the PPFP CoP to recommend
facility PPFP indicators appropriate for routine measurement in a national HMIS. MCSP developed and implemented
data use capacity-building resources in multiple countries to strengthen use of data for clinical, QI, management, and
program decision-making. MCSP collaborated with country stakeholders to define quality and health outcome targets,
prioritize quality indicators, incorporate RMNCAH data elements into national HMISs, and build capacity of
managers and health care workers to use local data to calculate, track, and act on trends in quality indicator results.
MCSP participated in TWGs in Nigeria, Rwanda, and Mozambique to incorporate new actionable RMNCAH data
elements into their national HMIS. MCSP also used its suite of data use capacity-building materials to orient
subnational managers and frontline health workers in Nigeria, Mozambique, Madagascar, Rwanda, Tanzania,
India, and Ethiopia to use data dashboards to collect, visualize, and track trends in RMNCAH quality measures.
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Strengthening Health Systems

To support MCSP’s RMNCAH mandate, its approach to HSS focused on addressing barriers most connected to
service delivery to scale up and sustain high-impact interventions. MCSP moved beyond providing system inputs to
driving system performance improvements by purposely managing interactions between different parts of the system
and changing policies, organizational structures, and behaviors that drive performance to improve equity, coverage,
quality, and efficiency.

Building Resiliency in Response to Emerging Global Health Threats

MCSP worked with MOHs in rapidly changing country contexts to update policies, guidance, and training in response
to emerging global health threats. For example, MCSP collaborated with local nongovernmental organizations
(NGOs), professional associations, and subnational health authorities in the Latin America and the Caribbean (LAC)
region in response to the tising ZIKV epidemic to build capacity for local clinical mentorship and for data generation
and use. MCSP developed and disseminated capacity-building materials for providers (including briefers, job aids, and
training packages) that filled critical gaps related to Zika prevention and management. MCSP also addressed gaps in
ECD programming in six LAC countries, developing a psychosocial support package for caregivers. To build
resilience and restore critical health systems functions in Guinea, Liberia, and Ghana after the Ebola epidemic of
2014-2016, MCSP built capacity for infection prevention and control (IPC) to stop the spread of the virus, and
worked to restore essential RMNCAH services and revitalize health systems to be better prepared for future shocks.

Fostering Self-Reliance by Supporting Local Partners

In support of country self-reliance and sustainability of program gains, MCSP built the technical, organizational, and
financial capacity of local partners, including national and subnational governments, the private sector, and

faith- and community-based organizations and networks. For example, MCSP supported national and subnational
governments to improve financial planning and helped generate evidence for domestic resource mobilization to
sustain RMNCAH plus nutrition services in six countries. In Ghana, MCSP provided capacity-building, technical
assistance, and funding to five partner regional health management teams, six midwifery schools, the Nursing and
Midwifery Council, the Ghana College of Nurses and Midwives, and the Policy Planning and M&E Division to
improve community-based health service delivery, IPC, and pre-service education (PSE). USAID’s investment in
regional partners in Ghana led to improved service delivery and strengthened local ownership of program outcomes.
Regions leveraged funding to greatly exceed program targets and reported improved ability to negotiate training costs
directly with districts. In addition, community health management teams and community members took a greater role
in community mobilization, demand generation, and facility maintenance. In Bauchi and Sokoto states of Nigeria,
MCSP supported an innovative financing plan for routine immunization (RI), designed by the Bill & Melinda Gates
Foundation, to sustainably improve immunization coverage. MCSP built the capacity of state governments to
technically and financially sustain the RI program as state contributions increased over time, while donors’
contributions were gradually phased out. To institutionalize sound management and clinical practices at facilities in
Haiti, MCSP provided financial support to 10 regional health offices for governance activities and site support, and
built the technical and financial capacity of 32 local NGOs that focus on service delivery and technical assistance.

MCSP strengthened subnational management capacity for planning, managing, monitoring, and supervising health
activities at the facility and community levels in Guatemala, Guinea, Haiti, Kenya, Mozambique, Nigeria,
Rwanda, and Tanzania, supporting local decision-makers to identify health system bottlenecks and to leverage,
mobilize, and coordinate local health system resources using management tools and approaches. MCSP integrated
subnational management strengthening efforts into national planning standards where possible to ensure their
sustainability. A summary of MCSP’s work with subnational managers is captured in a forthcoming brief and in the
HSS section of this report.

Developing Human Capacity

MCSP prioritized human resources for health through innovative models of education and clinical skills maintenance
(brief forthcoming). To build capacity for improved service delivery, QI, and management, MCSP applied evidence-
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based approaches across the competency development and maintenance continuum that resulted in sustained
improvements to health worker knowledge and skills and to clinical outcomes (Figure 7). To ensure
institutionalization of capacity-building approaches into national health systems, MCSP worked with governments to
develop pre-service curriculum, training, and mentorship guidelines; aligned job descriptions with mentorship
responsibilities; and incorporated successful approaches into country health sector plans.

Figure 7. MCSP’s approach to human capacity development along the continuum of skills
development and maintenance.
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Competency development

® MCSP worked with 12 countries to improve the five key components which comprise the foundation of a health
care worker’s competence during PSE—curriculum, clinical practice sites, students, teachers/tutors/preceptors,
and infrastructure and management—and developed PSE operational guidance, summarizing the evidence on
best practices in PSE.

® MCSP supported alternative approaches to in-service training to build and reinforce competencies in 20 countries.
Examples of this work included self-learning, onsite trainings, mobile mentoring, and onsite supervision in
Madagascar; Learning and Performance Improvement Centers in Burma; and LDHF training—swhich aims to
make content easier to learn and retain through the use of smaller training modules and frequent opportunities to
practice new skills—in Egypt, Ethiopia, Kenya, Liberia, Madagascar, Mozambique, Nigeria, Rwanda, and
Zambia, coupled with supportive supervision and mentorship visits. Best practices are summarized in MCSP’s

operational guidance for in-service training.

® To ensure competent workplace performance and provide ongoing professional development in 20 countries,
MCSP incorporated mentorship and supportive supervision into human capacity development activities, often
combined with on-the-job training, yielding promising improvements in provider knowledge and skills.
Mentorship is the process through which an experienced and empathetic person—proficient in her/his content
area (mentor) and often a member of the MOH, a professional organization, or a partner organization—teaches
and coaches another individual or group of individuals in person and/or virtually to ensure competent workplace
performance and provide ongoing professional development. Supportive supervision is a process of helping staff
to improve their own work performance continuously. It is primarily carried out by MOH staff in a respectful and
nonauthoritarian way, with a focus on using supervisory visits as an opportunity to improve knowledge and skills
of health staff. MCSP synthesized learning on mentorship across its country programs and produced mentoring
guidance and recommendations.

Reaching the Underserved through Equitable Approaches

Reaching the most underserved populations is critical to achieving RMNCAH and universal health coverage goals.
The final report of the Countdown to 2015 found that systematic pro-rich inequalities exist for virtually all coverage
indicators. USAID’s Acting on the Call 2016 report brought an explicit focus on equity, including analysis of lives saved
if the population in the bottom two wealth quintiles had equal access to health interventions compared to the rest of
the population. A meta review of strategies to close equity gaps published in The Lancet in 2012 highlighted three
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priority strategies for reaching the underserved: shifting delivery channels, using private providers to expand access,
and reducing financial barriers to access.

To spur discussion and action, MCSP created country equity dashboards that analyze disparities in coverage by wealth,
education, and urban/rural residence for selected high-impact interventions across MCSP technical ateas to inform
country-level discussions for equity-focused programming. MCSP also developed tools and guidelines to support
national and subnational managers to target underserved populations, including the health equity toolkit A Practical
Guide to Addressing Equity in RMINCH Programs, training materials on using the socioeconomic status profile tool to
analyze program beneficiaries, and validating a simplified set of asset indicators to evaluate the equity impact of health
interventions. MCSP emphasized equitable program design and monitoring by incorporating data on the economic
status of beneficiaries to inform and improve targeting of underserved or impoverished populations in select contexts.
In Kenya, Mozambique, Nigeria, and Tanzania, MCSP incorporated asset questions into knowledge, practice, and
coverage household surveys to construct a socioeconomic profile of beneficiaries and assess differences in knowledge,
practice, and coverage among socioeconomic groups.

Building on MCSP’s emphasis on community health, health worker, and lay worker capacity-building, MCSP
partnered with 16 countries to design and implement pro-equity interventions to reach the underserved by shifting
setvices to the community level and/or relying on setvice delivery by workers with less formal training. Table 2
summarizes the implementation of these approaches; further information can be found in the HSS summary.

Table 2. Implementation of pro-equity interventions by country
Approach ‘ Countries

Haiti, India, Kenya, Liberia, Madagascar, Malawi, Mozambique, Nigeria,

Reaching Every District/Reaching Every Child Pakistan, Tanzania, Uganda, Zambia

Advanced distribution of misoprostol for self-

L A Haiti, Mozambique,
administration

Community use of chlorhexidine Ethiopia, Liberia, Mozambique

Integrated community case management DRC, Guinea, Haiti, Kenya, Mozambique, Nigeria, Rwanda, Uganda

Strengthening the Coordination of Care and Referral Systems

In Haiti, India, Kenya, Liberia, Malawi, Mozambique, Nigeria, Rwanda, and Tanzania, MCSP improved the
coordination of services to increase coverage of high-impact RMNCAH interventions as well as access to emergency
care needed to prevent maternal, newborn, and child deaths. Strong coordination and continuity of RMNCAH
services contribute to the dual goal of achieving improved health outcomes while enhancing the efficiency of service
delivery systems and resource use. MCSP’s key areas of support included service integration or horizontal referrals,
vertical referrals, and client tracking. By improving the coordination of care, MCSP helped increase appropriate use of
routine and emergency RMNCAH services in these nine countries. For example, integration of MIYCN and FP
services in two regions of Tanzania helped increase rates of early initiation of breastfeeding, exclusive breastfeeding,
and modern FP use. In Nampula province in Mozambique, MCSP worked with the MOH to establish and manage
cight integrated care, referral, and counter-referral networks, which covered 214 health facilities and 580 communities.
Among other results, this led to a 350% increase in the number of referred patients between January and September
2018, a substantial reduction in the transport time during emergency referrals, and a commitment by the MOH to
continue the network’s scale-up.

Fostering Gender-Transformative RMNCAH Programming

MCSP worked at global and country levels to mitigate gender inequalities that act as barriers to optimal health
outcomes for women and girls. MCSP spearheaded global discussions that resulted in the development and
dissemination of gender policies, standards, and other resources. For example, MCSP advanced the global dialog on
gender by publishing a review on the role of gender inequalities in mistreatment during childbirth and sharing findings
during expert consultations and global conferences. As co-chair of the Male Engagement Taskforce of the USAID
Interagency Gender WG, MCSP facilitated global dialog and exchange of best practices on engaging men as clients,

MCSP End-of-Project Report 13


https://public.tableau.com/profile/ben.picillo#!/vizhome/MCSPCross-CountryRMNCHEquityAnalysis_December_Updates_NewData/EquityCountryProfile
https://www.mcsprogram.org/resource/addressing-inequities-in-the-coverage-of-reproductive-maternal-newborn-and-child-health-interventions-and-services-strengthening-programmatic-approaches-to-reach-underserved-women-and-children/
https://www.mcsprogram.org/wp-content/uploads/2016/09/MCSP-Updated-Equity-Toolkit.pdf
https://www.mcsprogram.org/wp-content/uploads/2016/09/MCSP-Updated-Equity-Toolkit.pdf
https://www.mcsprogram.org/resource/knowledge-practice-coverage-tool/
https://www.mcsprogram.org/resource/knowledge-practice-coverage-tool/
https://www.mcsprogram.org/resource/strengthening-the-coordination-of-care-and-referral-systems-for-reproductive-maternal-newborn-child-and-adolescent-health/
https://www.mcsprogram.org/resource/strengthening-the-coordination-of-care-and-referral-systems-for-reproductive-maternal-newborn-child-and-adolescent-health/
https://www.mcsprogram.org/resource/expanding-the-agenda-for-addressing-mistreatment-in-maternity-care-a-mapping-review-and-gender-analysis/
https://www.igwg.org/priority-areas/male-engagement/male-engagement-task-force/
https://www.igwg.org/priority-areas/male-engagement/male-engagement-task-force/

partners, and champions for change in programming for HIV, RMNCAH, violence prevention, child marriage, and
economic empowerment. To advance standard measurements of gender equality and empowerment in RMNCAH,
MCSP developed a set of comprehensive tools to assess respectful maternity care (RMC) and factors driving
mistreatment, including questions around gender-based attitudes, norms, and practices that affect both clients and
providers (see Appendices 4-7 in the draft RMC Operational Guidance). In addition, MCSP developed gender
modules for the knowledge, practices, and coverage houschold survey, which includes questions related to who
decides to use key RMNCAH services, as well as measures of gender norms. It is the first comprehensive survey
module that includes specific questions on gender roles and dynamics in relation to RMNCAH.

Ministries of Health in Ghana, Nigeria, Mozambique, and Tanzania institutionalized and scaled up MCSP-
developed gender tools and strategies into national health programs, strategies, training packages, and QI tools. Please
see the Gender summary for details on MCSP’s country-level work to address gender inequality and promote gender-
sensitive health services by focusing on gender-based violence (GBV) in Ghana, Guinea, Haiti, Madagascar, and
Rwanda; encouraging male engagement and joint health decision-making among couples in RMNCAH services in
Madagascar, Mozambique, Nigeria, Rwanda, and Tanzania; working with facilities and providers to ensure equal
access to high-quality, gender-sensitive, and respectful services for clients of any gender in India, Nigeria,
Mozambique, Rwanda, and Tanzania; and empowering female health workers in Nigeria and Liberia.

Institutionalizing Community into National Health Systems

Recognizing the potential of community-level health interventions in accelerating maternal and child mortality
reductions, and the vital role that civil society and communities play in advancing equity and achieving primary health
care for all, MCSP supported governments to institutionalize community health and civil society engagement as an
integral component of strengthened country health systems. MCSP helped pave the way to set the dialog around
community health systems, including more than just community health workers (CHWS). The 2017 Institutionalizing
Community Health Conference ICHC) was a pivot in advancing this conversation. MCSP worked with WHO,
UNICELF, and other stakeholders to advance and promote learning around pertinent issues affecting community
health systems, including community health information systems (HISs); digital tools for community health; CHW
resources, including the new WHO guideline; social accountability; and community-level data use. In addition, MCSP
assisted countries to develop evidence-based national policies or strategies that institutionalize community health
programs in DRC, Egypt, Ethiopia, Ghana, Guinea, Haiti, Mozambique, Namibia, Rwanda, and Tanzania.

In support of pro-poor programming, MCSP built capacity of CHWs to allow for shifting service delivery from the
facility to community levels across technical areas. MCSP worked at the global level to design the innovative CHW
Coverage and Capacity Tool that supports national CHW workforce planning and optimization, and applied the tool
at subnational levels in Egypt, Rwanda, and Tanzania. In 14 countries, MCSP worked with MOHs to build the
technical, organizational, management, and communications capacity of CHWs and community groups. To further
engage communities and community players as essential partners in achieving health for all in Rwanda, Ethiopia,
Guinea, Haiti, and Mozambique, MCSP promoted participation and empowerment of community members and
frontline CHWs in decision-making, service delivery, and monitoring quality of services.

MCSP supported scale-up of community-level interventions to increase coverage of high-impact RMNCAH services
in households and communities in Burma, Burkina Faso, DRC, Egypt, Ethiopia, Guatemala, Guinea, Haiti,
India, Kenya, Malawi, Mozambique, Namibia, Nigeria, Rwanda, Tanzania, and Uganda. MCSP’s approaches
to scaling up high-quality community-level health interventions spanned all technical areas and included
capacity-building for CHWs and/or local civil society organizations (CSOs), CHW policy and planning, demand
generation and social and behavior change communication, social accountability, government-civil society
partnerships, and support for community HMISs. For more details on MCSP’s work supporting community-level
interventions and institutionalizing community health in national health systems, please refer to the Community
Health summary of this report
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https://www.mcsprogram.org/wp-content/uploads/2018/05/MCSP_RMCOperationalGuidance_Draft.pdf
https://www.mcsprogram.org/wp-content/uploads/2018/05/Gender-Module-Instructions.pdf
https://www.mcsprogram.org/wp-content/uploads/2018/05/Gender-Module-Instructions.pdf
https://www.mcsprogram.org/resource/knowledge-practice-coverage-tool/
https://ichc2017.mcsprogram.org/
https://ichc2017.mcsprogram.org/
https://www.mcsprogram.org/institutionalizing-community-health-conference-webinar-series/?highlight=Digital%20tools%20webinar
https://www.mcsprogram.org/institutionalizing-community-health-conference-webinar-series/?highlight=Digital%20tools%20webinar
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https://www.mcsprogram.org/feb-15th-webinar-new-who-community-health-worker-guideline-additional-resources/?highlight=chw%20webinar
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PRIORITY INNOVATION PROGRESSION: The MCSP Pathway from innovation to scale
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Strategic Objective 2: Close innovation gaps to improve health
outcomes among high-burden and vulnerable populations through
engagement with a broad range of partners.

Supporting Countries to Introduce or Scale Up Innovations

Proven high-impact interventions may be insufficient in addressing the leading causes of mortality due to emerging
gaps in health service coverage, quality, and equity. To accelerate desired outcomes and progress toward global goals,
MCSP sought to foster promising innovations that address these gaps. MCSP-supported countries worked toward full
scale-up of innovations along the MCH continuum of care (Figure 8) and expanded the technical and programmatic
evidence base for these innovations by leading implementation research and documenting best practices, lessons
learned, and outcomes.

Figure 8. The pathway from innovation to impact at scale
I —

Assess Develop Introduce Expand Scale

Strategic Objective |

Harmonize ant

Define the problem. Design a solutior Conduct pilot tests. build capacity for consolidate effort

drive scale.

Originally mandated to broaden the evidence base for six priority innovations, MCSP expanded its scope to document
findings for 17 additional innovative products or practices. Table 3 summarizes how MCSP studied or supported
countries to move the six priority innovations along the scale-up pathway (from assessing, developing, introducing,
expanding, and bringing to scale) and its efforts to facilitate MOH ownership and context-sensitive adaptation of
these innovations.
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Table 3. MCSP priority innovations

Innovation

Rationale

Key Findings and Results

Country
Institutionalization and
Global Leadership

Parents (FTYPs)
Approach

An approach that
helps countries
develop strategies to
engage FTYPs and
their key influencers
in increasing the use
of RMNCAH services
at the right time.

Country: Nigeria,
Mozambique,
Madagascar

First-Time/Young

Globally, women under
age 20 are two times
more likely than their
elder peers to die from
pregnancy- and childbirth-
related causes. Similarly,
their children have a 34%
higher risk of dying
before 4 weeks of age
and 26% higher risk of
dying before 5 years.
Health systems often
neglect young mothers by
lacking adolescent-
friendly clinical services,
including ANC. MCSP
created solutions that
engaged FTYPs and their
key influencers in
increasing the use of
RMNCAH services at the
right time.

In Madagascar, the innovation
progressed from assessment to
introduction phases along the
scale-up pathway. Monthly ANC
visits by adolescent females,
monthly community-based
distribution of family planning to
adolescent clients, and number of
male partners accompanying young
mothers for ANC or delivery
services increased.

In Nigeria, first-time adolescent
parents were reached with
information and skills building; male
partners were more engaged,
though social barriers to
participation remained; and facility
staff reported improved counseling
skills and better youth-friendly
RMNCAH care.

MCSP created the FTYP
formative research toolkit to
help countries replicate the
FTYP formative research and
design their own FTYP models.
Since its development, the
toolkit has been adapted in
Nepal under a non-MCSP-
funded project.

In Madagascar, in addition to
supporting the Ministry of
Public Health with the
development of the Tanora
Mitsinjo Taranka Initiative,
MCSP supported the design of
the National Adolescent
Sexual and Reproductive
Health Strategic Plan to
emphasize a focus on age- and
life stage-tailored approaches.
The plan was launched in
February 2018.

Estimating
Gestational Age
(GA)

A two-country study
to understand the
current strategies and
practices of GA
estimation and
documentation,
designed to inform
the development of
innovations to
improve estimation of
GA.

The capacity to provide
appropriate, time-
sensitive interventions for
improving maternal and
newborn outcomes in the
context of ANC and
intrapartum care depends
upon the clinically
appropriate use of
accurate and precise GA
information. However,
the landscape of
solutions, utilization rates,
and strategies to improve
GA assessment in low-

In Cambodia, among women who
brought ultrasound records with
them to the hospital, about

35% did not have those records
reviewed. For those with
time-sensitive interventions

(e.g., induction of labor), only 56%
had ultrasound records available.

In India, ultrasound-based GA was
available for only 3% of ANC
clients <14 weeks. Rational
introduction and use of obstetric
ultrasound should be preceded by
broad consideration of overall

MCSP led the Technical
Consultation on Improving the
Quality of GA Estimation in
Low-Resource Settings event
that included representatives
from MCSP, USAID, WHO,
UNICEF, the Pan American
Health Organization, and
various academic institutions
on May 30, 2019. These global
stakeholders leveraged study
findings to discuss potential
strategies for improving quality
GA estimation and use in
clinical decision-making, and

Country: India, resource settings are health system priorities and opportunities to increase

Cambodia major research gaps. referral pathways, appropriate access to rational ultrasound
cadres, training needs, equipment | use, including country support
maintenance capacity, and safe requirements and priorities for
environment of care for equipment | health system strengthening.
and infection control.
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https://www.mcsprogram.org/resource/lessons-learned-from-an-integrated-approach-for-reaching-first-time-young-parents-in-nigeria/
https://www.mcsprogram.org/resource/tanora-mitsinjo-taranaka-lessons-learned-from-an-integrated-approach-to-increase-use-of-health-services-by-first-time-young-parents-in-madagascar/
https://www.mcsprogram.org/resource/factors-impacting-use-health-services-first-time-young-parents-formative-research-toolkit/
https://www.mcsprogram.org/resource/factors-impacting-use-health-services-first-time-young-parents-formative-research-toolkit/

Innovation

Rationale

Key Findings and Results

Country
Institutionalization and

Uterine Balloon
Tamponade (UBT)
A device to manage
PPH due to uterine
atony. MCSP
introduced this
product as one
element of the
comprehensive
approach to PPH
management.

Country: Haiti, Kenya,
Laos, Liberia,
Madagascar, Tanzania,
Nigeria, Rwanda

In its 2012 PPH guidelines
and 2017 Managing
Complications in Pregnancy
and Childbirth manual,
WHO identified UBT as
one component of a
comprehensive approach
to managing PPH. UBT
has been historically
underutilized in
low-resource settings due
to multiple factors,
including the exclusion of
UBT from national PPH
guidelines; curricula, cost,
and supply chain barriers
for commercial UBT
devices; and a lack of
familiarity with UBT
among policymakers,
educators, providers, and
other stakeholders.

Throughout the first years of the
project, MCSP promoted the
inclusion of UBT into national-level
policies, training curricula, and
clinical mentorship efforts in MCSP
country programs. MCSP
incorporated the use of UBT as
part of a comprehensive PPH
treatment package into training,
supervision, and mentoring
activities in health centers and
hospitals. Where UBT was not
included in national PPH policies or
guidelines (Nigeria, Rwanda),
MCSP focused efforts on
stakeholder orientations,
sensitization, and advocacy around
updating evidence-based PPH
treatment guidelines.

Global Leadership

In the later years of the
project, emerging evidence
from implementation research
on the safety and effectiveness
of UBT in low-resource
settings prompted a global
discussion on appropriate and
safe use of UBT for PPH
management. MCSP
familiarized global
stakeholders, researchers, and
implementers with use of UBT
in low-resource settings and
fostered exchange around the
implications and considerations
for continued programming
and global guidance.

Bubble Continuous
Positive Airway
Pressure (hCPAP)
A device that
supports breathing in
infants, currently in
wide use in high-
income countries.

Country: Nigeria

Prematurity and acute
respiratory infections are
the leading causes of child
mortality globally and
often lead to difficulty in
breathing for affected
babies. bCPAP is a widely
used device in
high-income countries
that supports breathing in
infants. To support the
introduction of this
lifesaving product in low-
resource settings, MCSP
aimed to study the
feasibility of using this
equipment and learn the
factors that facilitate or
inhibit its implementation
in Nigeria.

The Pumani-brand bCPAP was
introduced in seven hospitals
across three states in Nigeria. A
total of 76 patients were cared for
on the equipment and enrolled in a
pilot study.

MCSP uncovered and addressed
many challenges with the use of
bCPAP in low-income settings,
including facility infrastructure
(erratic power supply and limited
availability of oxygen), human
resources (varying quality of step-
down trainings across champion
providers, which impacted the
quality of the bCPAP services),
equipment (lost or incompatible
nasal prongs and tubes, rendering
providers unable to start babies on
the device), and financing (high
cost of oxygen, which patients
have to pay for).

MCSP addressed key
challenges with the
introduction of the Pumani
bCPAP and shared findings
with in-country stakeholders
to inform future programming.
However, for more effective
use of bCPAP, countries
seeking to introduce bCPAP
need to ensure not only
systematic equipment
maintenance and repair but
also continuing education for
doctors and nurses (e.g.,
supportive supervision and real
time communication via the
mobile application called
WhatsApp) to maintain their
skills.

MCSP facilitated bCPAP
market assessments in two
countries (India and
Bangladesh) that contributed
to the design of a strategy to
introduce and scale up bCPAP
in public and private health
facilities in the two countries.
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https://www.mcsprogram.org/resource/improving-care-for-newborns-with-respiratory-distress-in-nigeria/

Innovation

Rationale

Key Findings and Results

Country
Institutionalization and

Guidelines for
Managing Possible
Serious Bacterial
Infections (PSBIs)
Programmatic
guidance on the role
of community health
workers and home
visits in identifying
signs of serious
infections in
newborns and young
infants, and clinical
guidance on the
simplest safe and
effective antibiotic
regimens for
outpatient treatment
of clinical severe
infections and fast
breathing
(pneumonia) in
children 0-59 days
old.

Country: Nigeria,
Ethiopia, Nepal

Infection is a leading
cause of neonatal death
globally. MCSP aligned
global stakeholders
around a long-term vision
for management of PSBI,
based on the 2015 WHO
guidelines. At the start of
the project, many
in-country stakeholders
expressed discomfort
with allowing lower-level
health workers to
diagnose and treat PSBI
using simplified antibiotic
regimens. Nevertheless,
MCSP recognized the
potential for newborn
health programs to
introduce, expand, and
scale up PSBI
programming in
contextually appropriate
ways, and for existing
PSBI efforts to strengthen
broader newborn and
child health programming.

In Nepal, the innovation
progressed with the private sector
from assessment to introduction
phases on the scale-up pathway.

A majority of Nepal’s
private-sector providers care for
sick young infants, nearly half of
medicine shops were unregistered,
and a notable proportion of private
providers surveyed had not been
trained in the latest protocols for
caring for sick young infants. From
June 2018 through February 2019,
222 sick young infants were
reported by 30 providers, and of
these, 43% were identified with
PSBIs. None of the medicine shops
or clinics adhered to the complete
protocol for treatment of the PSBI
cases. However, several promising
learnings emerged from the study
related to how to better motivate,
train, and support private
providers to manage PSBIs per
national protocol.

Global Leadership

MCSP helped establish a
knowledge-sharing platform on
the Healthy Newborn
Network website, which
facilitates PSBI learning
through circulation of free
resources, experiences, tools,
and webinars among
stakeholders.

MCSP facilitated south-to-
south learning between
Ethiopia and Bangladesh (both
have strong PSBI management
platforms) to discuss best
practices, challenges, and
lessons learned.

In Ethiopia, MCSP supported
the Federal Ministry of Health-
led “visioning exercise,” which
led to the development of a
national strategic vision for a
multisectoral life course
approach to newborn and
child health and development.

Reaching Every
Child Using
Quality
Improvement
(REC-QI)

QI tools and concept
to strengthen the
capacity of local
health managers to
implement the
effective REC
approach.

Country: Uganda

The Reaching Every
District and REC
approaches have been
integral in strengthening
immunization services for
more than a decade.
However, uptake of the
approaches has been
hampered by operational
challenges, such as
difficulties in accurately
estimating target
populations. MCSP aimed
to strengthen the capacity
of local health managers
to implement REC and
improve the reach,
quality, and utilization of
immunization services by
leveraging QI tools and
concepts.

MCSP expanded the
implementation of REC-QI from
five to an additional | | districts in
three regions of Uganda and a total
of 400 health care facilities.

From April 2016 to April 2018, in
Bulambuli and Mitooma districts,
the number of villages identified as
needing immunization services
increased by 68%, and the number
reached with immunization
increased by 60%, from 774 to
1,237 villages.

MCSP worked closely with the
Uganda National Expanded
Program on Immunization to
update the Immunization in
Practice reference guide and
national immunization
standards, among other tools
and training materials, to
include elements of the
REC-QI approach.

In a unique example of partner
coordination, the Bill &
Melinda Gates Foundation
matched MCSP’s technical
support and expanded REC-QI
to an additional | | districts.
MCSP also worked with the
national child health program
to adapt and pilot the REC-QI
approach to improve the
management, quality and
coverage of IMNCI.
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https://www.mcsprogram.org/resource/care-of-newborns-with-psbi-at-the-primary-health-care-level-where-referral-is-not-possible/
https://www.mcsprogram.org/bringing-newborn-care-closer-communities-ethiopia/?highlight=PSBI
https://www.mcsprogram.org/resource/management-of-sick-young-infants-0-2-months-of-age-in-the-private-sector-in-nepal-results-of-a-national-survey-of-medicine-shops-and-clinics/
https://www.mcsprogram.org/resource/learning-from-implementation-of-the-reaching-every-child-using-quality-improvement-to-strengthen-the-routine-immunization-system-in-uganda/?_sf_s=REC-QI&_sfm_resource_country=uganda

In addition to these global priorities, MCSP continued to innovate at the grassroots level, designing and implementing
innovations to address local needs. For example:

MCSP provided global technical leadership in the area of digital health innovations, promoting investments in
digital health at the country level and leading development of global resources, such as the WHO Digital Health
Atlas. MCSP also supported countries to introduce and sustainably scale up new or existing digital health
interventions and provided technical assistance on a range of activities, from behavior change messaging to
eLearning, mMentoring, and development of key components of national digital health architectures. For
example, MCSP supported the introduction of the Mobile Alliance for Maternal Action (MAMA) approach in
Bangladesh, South Africa, India, and Nigeria, which directs age- and stage-based messaging to pregnant
women, new mothers, and families to foster behavior change and improve health outcomes. MCSP also
supported the use of WhatsApp by facilities, providers, and governments to track client referrals, share clinical
knowledge, mentor other cadres of health care workers, and coordinate the scale-up of high-impact interventions
in Nigeria, Mozambique, Guatemala, Uganda, Kenya, and Rwanda. Additional details on MCSP’s other
digital health work can be found in section 2 of this report.

MCSP applied the LDHF training approach to in-setvice training as an alternative to traditional classroom-based
approaches in Egypt, Ethiopia, Kenya, Liberia, Madagascar, Mozambique, Nigeria, Rwanda, and
Zambia . The LDHF approach consists of short, structured, interactive learning activities that are delivered to a
team in the workplace with practice sessions repeated over time. Optimal LDHF includes brief, ongoing activities
(e.g., skills practice, drills, and games) at the job site to sustain learning and support decision-making,

MCSP developed the 10-step Clean Clinic Approach (CCA) and worked with DRC, Guatemala (case study
forthcoming), Haiti, and Mozambique to develop criteria for health care facilities to achieve a “clean clinic”
status, and supported facilities with making incremental improvements to attain this status.

In Nigeria, patent and proprietary medicine vendors (PPMVs) often provide treatment for sick children. MCSP
built PPMVs’ capacity to provide quality iCCM services within the private sector but with public-sector oversight,
ensuring joint planning, supervision, and monitoring of community-level PPMV iCCM services.

MCSP supported facilities and communities to use laminated poster or electronic data dashboards (report
forthcoming) to display indicators that inform clinical and program management decisions at the point of care in
Madagascar, DRC, Ethiopia, Liberia, Malawi, Mozambique, and Nigeria.

In India, MCSP supported national and subnational government to use a risk stratification approach through
preset screening criteria to identify high-risk postnatal mothers and newborns delivered in facilities to ensure they
receive targeted attention, counseling, and PNC at all levels of the health system.
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https://digitalhealthatlas.org/
https://digitalhealthatlas.org/
https://www.mcsprogram.org/resource/mama-lessons-learned-report/?_sf_s=MAMA
https://www.mcsprogram.org/wp-content/uploads/dlm_uploads/2019/02/MCSP-Liberia-HRH-LDHF-Case-Study.pdf
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https://www.mcsprogram.org/resource/an-alternative-to-classroom-based-health-worker-training-in-rwanda/
https://www.mcsprogram.org/resource/clean-clinic-approach-brief/
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https://www.mcsprogram.org/wp-content/uploads/dlm_uploads/2018/12/MCSP-MZ-WASH-Brief.pdf
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Life of Project

STRATEGIC OBJECTIVE 3 (S03)

Fostering effective policy, program learning and accountability for improved

Learning for Improved Policy
and Implementation

The Matemnal and Child Survival Program (MCSP) supports both implementation and leaming and is designed to facilitate the development and dissemination of best practices for
addressing system bottienecks to accelerate progress toward achieving high coverage, quality and equity for high impact reproductive, maternal, newborn and child health (RMNCH)
interventions, which in tum contributes toward making sustainable progress in preventing child and maternal deaths.

RMNCH outcomes across the continuum of care

To help move the global chifd health agenda forward, MCSP supported the development and Launch of the WHO standards for
improving QoC for children and young adofescents in health faciities and the WHO improving the quality of paediatric care: an operational
guide for focility-based sudit and review of peediatric mortafity. MCSP supported 12 country delfegations to formutate plans to
incorporate the newly launched child health quality standards into their existing programs.

POLICIES

At the global level, MCSP undertook a policy
analysis across 26 countries, including USAID
priority countries, to describe the RMNCAH policy
environment and how MCSP's work addressed
policy gaps across avariety of elements. lllustrative
findings included that the existence of national-
level, costed plans was found to be generally high

across components of RMNCAH, but still alarge gap ‘l"
in child health, along with the absence of more

comprehensive and integrated RMNCAH plans. The

MCSP worked with WHO to revise and publish the second edition of Managing Complication in Pregnancy and Childbirth (MCPC):
A guide for Midwives and Doctors, and supported five countries to update national policy, pre-service education, training, and
maternal and newborn programming materials accordingly.
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resuiting policy dashboard can inform future
projects in targeting efforts to foster supportive

policy environments,

MCSP INFLUENCED OVER

RMNCAH POLICIES OVER THE LIFE OF THE PROJECT. EXAMPLES INCLUD

WA S -

RWANDA BURMA -‘ DRC MOZAMBIQUE . EGYPT
In Rwanda, MCSP supported In Burma, MCSP conducted an In DRC, MCSP played a major In Mozambique, MCSP supported In Egypt, MCSP worked dosely with
development of two national assessment of antenatal care role in development of the the development and oversight of the Ministry of Health and
five-year strategles based [ANC]) services to better 2019-2022 National the national quality policy and Population to develop a strategy for
global evidence aligned with understand prevention and Community Health Strategic strategy. leading to the its 14,000 community health
Rwanda’s strategic vision: the treatment of malaria in Plan, which aims to reinforce operationalization of the National workers. In support of this new
Family Planning/Adolescent pregnancy (MIP) during ANC, community oversight and Strategy for Quality and strategy, MCSP facilitated a
Sexual and Reproductive MCSP used the findings, along participation in health. To Humanization of Care, 2017-2023. workshop for two governorates in
Health Strategic Plan 2018~ with an earlier review of MIP operationalize the plan, MCSP Advocacy by MCSP and partners which MCSP’s Community Health
2024, and the MNCH Strategic guidelines and training revised community hesith contributed to the creation of a Worker Coverage and Capacity tool
Plan 2018-202¢, provide a materials, to successfully wiorker health promotion tools, national Quality Assurance and was used to help national ministry
road map of effective advocate with the Ministry of trained national trainers, and Management Directorate by the staff, governorate-level leadership,
approaches to accelerate Health and Sports to establish revised a management toolkit. MOH with the mandate to lead and community health worker

reductions in mostality,

a national framework and
guidelines for ANC in Burma.

The MOH is now mobilizing
resources for additional plan
roli-out,

implementation of national quality
policy,

supervisors to prioritize tasks and
target poputations.
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LEARNING: GENERATING EVIDENCE FOR IMPROVED
RMNCH

TESTING INNOVATIVE APPROACHES TO HUMAN CAPACITY DEVELOPMENT

In Nigerla, MCSP conducted a study to compare effectiveness and cost of a facility-
based, onsite, low-dose high frequency {LDHF) and mobile mentoring tralning
approach against the currently widely used offsite group-based training approach,
to improve knowledge and skills of maternal and newborn care providers. The
NIGERIA LDHF/m-mentoring approach was found to be effective and cost effective, and will
continue with partner support beyond MCSP to inform future approaches to

capacity buiiding.

In Ghana, as part of comprehensive support toimprove pre-service education in
nursing and midwifery training colleges, MCSP equipped skills labs with medical
equipment and anatomical models, trained tutors on management of skills labs with
afocus on use of models and effective teaching methods, and integrated the use of
skills labs into course syllabl and student practical sessions. Results showed
dramatic improvements in student competencies, as well as 3 35 percentage point
Increase in the Nursing and Midwifery Council’s licensure exam pass rate. With
stakehoiders, MCSP identified remaining barriers to maximizing the potential gains
from skills 1abs (.. high student to tutor ratics, accessibility for students, and
proper care of anatomical models) to inform MOH program planning.

GHANA

ENGAGING WITH PRIVATE SECTOR TO IMPROVE QUALITY OF CARE

In Nepal, serious infection is a leading cause of death for newborns. In collaboration
with partners, MCSP conducted a survey to assess quality and appropriateness of

private sector care for newborns and young infants, and used findings to design a

pliot to improve quality of care for possible serious bacterial infection (PSBI)
management. The approach included training and equipping private providers, and
strengthening links to practicing physicians for mobile consultations. The pilot
Identified promising learnings on how to better motivate, train, and support private
providers to manage PSBI per the national protocol Results are under discussion
with national stakeholders to inform future programs.

NEPAL

In Nigerla, Private sector Proprietary Medicine Vendor (PPMV) outlets are 3
significant source of treatment for childhood iliness. To address concerns about sub-
optimal quality of care, MCSP designed an approach with government and private
sector stakeholders aimed at sustainably supporting PPMVs to provide quality

ICCM services with public sector oversight. Results showed dramatic and sustained

increases in the availability of relevant medicines and commeodities, and in the

proportion of sick children that PPMVs appropriately assessed, treated. and
counseled or referred for higher-level care. The Federal MOH has now accepted
trained PPMVs as community resource persons and incorporated them into the
national integrated community case management guidelines.

NIGERIA

STRENGTHENING REFERRAL AND INTEGRATION OF SERVICES FOR IMPROVED CARE

In Liberia, building on gains from a 2012 pitot, MCSP supported the MOH to scale up
integrated family planning and immunization services to additional counties, after
adjustments to strengthen and monitor immenization services. Clients and providers
expressed the that the integrated services improved efficiency of services, and trends
indicated slight increases in family planning uptake in intervention facilities, with no negative
Impact on immunization services, The MOH included the approach in its Family Planning
Costed Implementation Plan for 2018-2022.

4

LIBERIA

In Nampula province in Mozambique, MCSP supported the MOH to establish and manage
integrated care, referral, and counter-referral networks through training providers on
reporting tools, improved communication through mobile technology, provider mentoring,
and community health committee mapping of emergency transport options. Community
health committees also developed community banks to cover emergency transport costs. The

MOZAMB'QUE MOH committed to continue this promising approach, which saw an over three-fold increase
in number of referred patients, nearly a third of referrals appropriately completed, and an
almost three fold increase In the proportion of clients arriving to referral facilities from
satellite facifities in under two hours.

In Tanzanla, MCSP conducted a study to understand and test new approaches at facility and
community levels for improving maternal, infant, and young child nutrition (MIYCN) and
postpartum family planning (PPFP) practices. Trends revealed increases in the total number
of family planning users {with a higher proportion using lactational amenorrhea method) and
exclusive breastfeeding. Qualitative results demonstrate the feasibility of a mulkti-channel
integrated approach to improve MIYCN and PPFP cutcomes, and point to areas where
adjustments could further strengthen outcomes, including remaining gaps around perceived
risk of pregnancy and timeliness of postpartum contraceptive uptake after childbirth, MCSP
disseminated results with national and regional working groups and met with bilateral
peojects to carry these learnings forward.

ACCOUNTABILITY AND DATA FOR ACTION

MCSP conducted an analysis of RMNCH data elements available in national health management information
systems (HMISs) in 24 USAID priority countries, revealing significant gaps. Findings informed revisions to
globally recommended metrics in fora inchuding the Every Newborn Action Plan/Ending Preventable
Maternal Mortality core metrics group, the WHO Quality, Equity and Dignity Network, the Postpartum
Family Planning Community of Practice, and the 2017 Africa Regional Workshop on Improving Routine Data
for Child Health in National Health Information Systems. At country level, findings were usad to advocate for
Inclusion of critical indicators in registers. MCSP also tested new RMNCH indicators to inform revisions to
national HMISs in Madagascar, Rwanda, Nigeria, and Tanzania to improve data use for decision-making and
drive accountability.

TANZANIA

MCSP conducted an assessment of barriers and facilitators to subnational maternal and perinatal death
surveillance and response (MPDSR) implementation in Nigerla, Rwanda, Tanzanla, and Zimbabwe. The
assessment identified gaps including incorrect assignment of causes of death, and incomplete or inadequate
formulation and follow up of action plans. To address these, MCSP collaborated with the World Health
Organization and giobal MPDSR Technical Working Group to develop an MDSR capacity-building module,
and UNICEF adapted this into a PDSR module. At country level, MCSP worked with local stakeholders to
strengthen MPDSR implementation in nine countries. Rwanda and Tanzania MOHs, for example, updated
their respective national guidelines to incorporate recommendations from the assessment.
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Strategic Objective 3: Foster effective policy, program learning, and
accountability for improved RMNCAH outcomes across the continuum
of care.

Using Measurement and Data for Action and Accountability

Progress in RMNCAH outcomes cannot be achieved without robust measurement, improved data collection,
visualization, and timely use of information. Guided by the seven strategic actions outlined in the 2015 The Roadmap for
Health Measurement and Accountability, MCSP provided global leadership and country support to advance the
measurement and collection of robust RMNCAH data that can be used to improve health outcomes. With

52 programs in 32 countries, MCSP helped to bridge country to global metrics efforts, grounding global discussions in
country needs and translating global evidence and resources for efficient uptake at country level.

At the global level, MCSP contributed to improved tracking of service quality and health outcomes through
collaborations with WHO and other international bodies and with M&E WGs, including the ENAP/EPMM Mettrics
WG, the Community M&E WG of the Health Data Collaborative, the Roll Back Malaria (RBM) M&E Reference
Group, the Child Health Task Force M&E subgroup, and the WHO/UNICEF WG on immunization data quality
and use. MCSP leveraged its engagement with these WGs to contribute to the development of improved RMNCAH
metrics. For example, MCSP collaborated with the ENAP/EPMM core metrics group to help design a multicountry
study of new routine MNH indicators for national HMISs and develop a core set of maternal health (MH) indicators
for global tracking (see the papers on phase 1 and phase 2 of this work for additional details).

MCSP worked with countries to strengthen their HISs and to promote analysis, visualization, and use of routine data
by districts, health facilities, and communities. MCSP collaborated with Tanzania’s and Namibia’s Ministries of
Health to increase the interoperability of their national HISs through improved data exchange and development of a
Master Facility List, respectively. To build national and subnational capacity for data visualization and use, MCSP
developed routine RMNCAH data visualization and use resource materials for health facility providers and district-
level supervisors. Components of this resource package were adapted and used in Rwanda, Nigeria, Liberia, India,
Guatemala, Barbados, Guyana, and St. Lucia.

Collaborating with MOH partners, MCSP strengthened the content and functioning of national HMISs in DRC,
Egypt, Namibia, Rwanda, Nigeria, Madagascar, and Uganda, and community HMISs in DRC, Egypt
Namibia, and Uganda. MCSP promoted the use of meaningful measures of RMNCAH services through the
validation and assessment of several new indicators. This included testing the feasibility, acceptability, and usefulness
of new indicators on the content of care in Madagascar and Nigeria. MCSP also advanced learning on the effective
use of process indicators within RI systems by exploring health facilities” and district statfs’ understanding and
utilization of a set of process indicators to identify mechanisms that enable the use of such indicators for
decision-making in Malawi, Nigeria, and Uganda. The results informed revisions to the Reaching Every District
(RED) guide and will inform global guidance developed by the WHO Strategic Advisory Group of Experts on
Immunization. To improve data quality and use at the community level, MCSP supported countries to strengthen
community HISs and documented country experiences in planning, implementing, strengthening, and
institutionalizing community HISs into the broader health system.

MCSP contributed to broader efforts to hold governments accountable for implementing cost-effective, lifesaving
RMNCAH interventions and to engage civil society in social audit activities. For example, MCSP developed and
applied subnational and national RMNCAH scorecards in Tanzania, Nigeria, and Ghana to benchmark progress,
track performance, and serve as advocacy tools. In Malawi and Nigeria, MCSP supported community-led
monitoring of child immunization coverage rates through introduction of the My Village My Home tool. As a result,
communities used the tool to review the data and to identify and reach defaulters with immunization services. In
Tanzania and Mozambique, MCSP supported implementation of the Community Score Card approach, a
participatory process for planning, monitoring, and evaluating services at facility and community levels. As a result,
facility staff, community members, and local leaders collaboratively identified priority areas for QI and developed
action plans to address gaps.
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Contributing to Global and National RMNCAH Policies and Programming

To help countries realize their maternal and child survival goals, MCSP contributed to the development,
dissemination, and update of critical global health guidance in priority RMNCAH areas. MCSP represented USAID’s
strategic interests and helped set the global MNCH agenda in collaboration with WHO and other UN agencies.
Uniquely positioned with both a seat at the global table and a presence in 32 countries, MCSP informed global
discussions of best practices with evidence from its country programs and helped countries to adopt global guidance.
For example:

® MCSP worked with WHO to revise and publish the second addition of Managing Complication in Pregnancy and
Childbirth and widely disseminated a joint WHO/MCSP summary brief on it in four languages. In Nigeria, Haiti,
Rwanda, Mozambique, and Madagascar, MCSP supported governments and country stakeholders to begin to
update national policy, PSE, training, and maternal and newborn program materials based on revised guidance in
the second edition.

® To help move the global child health agenda forward, MCSP supported the development and launch of WHO’s
Standards for Inproving Quality of Care for Children and Y oung Adolescents in Health Facilities and Inproving the Quality of
Paediatric Care: An Operational Guide for Facility-Based Audit and Review of Paediatric Mortality. In April 2018, MCSP
helped 12 country delegations formulate plans to incorporate the newly launched child health quality standards
into their existing programs.

® With Africa Bureau funding, MCSP conducted a four-country assessment of facility-level maternal and perinatal
death surveillance and response (MPDSR) systems that informed national MPDSR policy and guideline
development or updates in Nigeria, Rwanda, Tanzania, and Zimbabwe. The assessment also led MCSP to
collaborate with WHO and the global MPDSR TWG to develop a package of capacity-building materials to
address identified gaps identified, which was field tested by the Ministry of Health, Community Development,
Gender, Elderly, and Children and MCSP in the Mara and Kagera regions of Tanzania. In addition, MCSP
worked with WHO and WHO’s Regional Office for Africa (AFRO) to develop a conceptual framework that will
be made available to inform QI and MPDSR work in WHO MNCH Quality of Care Network countries.

® MCSP conducted a systematic review that identified barriers to exclusive breastfeeding (EBF) and discussed
program implications for strengthening breastfeeding counseling and support in 25 low- and middle-income
countries (LMICs), which informed the development and uptake of practical guidance and counseling aids to
address problems and challenges experienced by women in the first 6 months in Haiti, Kenya, and
Mozambique.

® MCSP supported the revision of WHO AFRO’s RED strategy for vaccination to include a greater focus on
equity, integration, and community engagement. MCSP tools developed in Uganda, Malawi, and Nigeria were
included in the revised guide. Before revisions to the guide were finalized, MCSP helped to pilot the revised guide
and adapt it to country contexts in Kenya and Malawi, informing final revisions to the guide. MCSP helped
WHO AFRO to roll out the guide by facilitating 13 East and Southern Africa countries (Botswana, Eritrea,
Ethiopia, Kenya, Lesotho, Malawi, Mozambique, Namibia, Nigeria, Seychelles, South Sudan, South
Africa, and eSwatini) to adapt the guide to their own national contexts, providing more intensive follow-up
support to Mozambique, Tanzania, and Zambia through MCSP’s country programs.

At the national level, MCSP supported the development or revision and implementation of over 120 national health
policies in 17 countries on topics including governance and planning, quality of care, human resources, essential drugs,
financing, HISs, community and civil society, and gender. MCSP made meaningful contributions not only to policy
implementation in countries but also to policy evaluation, agenda setting, formulation, and adoption. As a participant
in global WGs and CoPs, MCSP was informed of new developments with policy implications and was well placed in
countries to assist governments to effectively and efficiently operationalize and iteratively refine their polices,
considering results from initial policy implementation. MCSP’s contributions to both global and country-level policy
development span the full continuum of RMNCAH services (Figure 9).
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Figure 9. National policies developed or revised with MCSP assistance by specific technical area*

MCSP Policies by Technical Area

Immunization

Maternal health Newborn Family planning
health and
reproductive
health
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*This figure represents a subset of the over 120 national policies developed or revised with MCSP assistance which fall into common technical areas.

MCSP also undertook a policy analysis across 27 USAID priority countries to describe the larger RMNCAH policy
environment and examine how MCSP’s work addressed policy gaps. The results of this policy analysis are fully
captured in an interactive policy dashboard and a summary brief. Please refer to Annex 2 for a full list of policy
changes contributed to by MCSP.

Bringing Together Stakeholders Around Common Priority Themes

To share lessons learned and draw attention to the impact of USAID’s investment in the health of women and their
families, MCSP executed a strategic documentation and dissemination strategy throughout the 5-year project. During
the last 2 years of the project, MCSP convened the global health community during a series of dissemination events,
each highlighting one of MCSP’s cross-cutting priority areas, such as HSS, quality, scale, innovations, measurement
and data use, community, equity, and gender. The series of events critically engaged thought leaders on MCSP’s
learning in an effort to move global discourse forward.

Opver the course of the project, MCSP utilized conferences and other events as opportunities to advance global
discussions based on gaps in RMNCAH policies, programming, and dialog. The project leveraged these events as
opportunities to share learning from its programs and inform action plans to move technical agendas forward at the
country level. While a full list of global conferences and events is provided in Annex 7A and 7B, some highlights
include:

® October 2015, Global Maternal Newborn Health Conference, Mexico City, Mexico: As a convening
partner for the first Global Maternal Newborn Health Conference, MCSP helped shape the focus of the
conference on three themes that are critical to MCSP’s work: integration, quality, and equity. MCSP’s attendance
included representatives from 13 countries and resulted in a roadmap for MNH in the post-2015 era that
comprised of 10 critical actions. To maintain momentum from the Global Maternal Newborn Health Conference
and build up to the 2016 Women Deliver Conference, MCSP hosted a follow-up event in Washington DC in
April 2016, emphasizing the importance of looking at data within context, moving beyond mortality to
morbidities and development, and bringing together multi-sector stakeholders.

® March 2017, ICHC, Johannesburg, South Africa: MCSP played a central leadership role in the coordination,
planning, and execution of ICHC in collaboration with USAID, UNICEF, WHO, and the Bill & Melinda Gates
Foundation. The global gathering of health leaders from 44 countries advanced community health as a critical
element of primary health care that should be integrated into national and local health policies and systems.
Outcomes of the conference included development of the 10 critical principles for institutionalizing community
health to advance understanding of the opportunities and challenges for institutionalizing viable and resilient
platforms for community health investments. Countries developed action plans with activities that ranged from
developing policies around community health to looking at longer-term financing options. Following the
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conference, MCSP provided technical support to develop global guidance on data use at the community level,
supported DRC to develop a national community health strategy and Egypt to apply the CHW Coverage and
Capacity Tool, and facilitated cross-country learning and sharing through a series of webinars addressing
challenges to institutionalizing community health.

® September 2017, Africa Regional Workshop on Improving Routine Data for Child Health in National
HISs, Johannesburg, South Africa: Building on momentum from ICHC to advance community health data
systems, MCSP convened a 3-day workshop with 90 participants from 15 countries to address gaps in routine
national HISs to ensure that child health and nutrition data are available, accessible, of high quality, and used for
real-time program management. During the workshop, six country delegations developed action plans to address
gaps in their HIS, and after the workshop, MCSP continued to work with representatives from Mozambique,
DRC, and Nigeria to implement activities outlined in their action plans.

® QOctober 2018, Improving Nutrition Services in the Care of the Ill and Vulnerable Newborn and Child,
Accra, Ghana: MCSP collaborated with USAID, UNICEF, and WHO to convene nutrition, child health, and
newborn stakeholders from multiple countries to discuss barriers and opportunities for strengthening nutrition
services during the routine management of childhood illness at household, community, and primary facility levels.
The workshop was attended by 115 participants from 12 countries, including seven country delegations that
developed country action plans to strengthen nutrition services overall; nutrition care for sick newborns, infants,
and children; and nutrition counseling to their caregivers. MCSP worked closely with the seven country
delegations to develop their action plans and transitioned follow-up support to USAID’s Advancing Nutrition
project as MCSP country activities closed out.

® November 2018, International Conference on Family Planning (ICFP), Kigali, Rwanda: MCSP has been a
significant player in the ICFP conference series starting in 2016. In 2018, MCSP leveraged this global opportunity
to disseminate program learning on FP and PPFP through nearly 40 presentations. In addition, MCSP co-
convened the Accelerating Access to PPFP workshop with Family Planning 2020 (FP2020) to highlight how
Rwanda scaled up PPFP and to share successful advocacy techniques. Over 120 donor representatives, MOH
members, and PPFP advocates attended the event from 18 countries that prioritized PPFP in their FP2020
commitments. As a result, delegations developed country action plans that can be used going forward by FP2020
to track advancements in national PPFP commitments and policies through their in-country focal points and
regional workshops.

Learning for Action

MCSP designed a project-wide learning agenda to help countries determine how best to achieve their national health
goals related to coverage, scale, quality, and equity of high-impact interventions. The project’s learning agenda
produced actionable, context-specific, or generalizable information to drive better practices by addressing system
bottlenecks and to accelerate progress toward reducing maternal, neonatal, and child mortality. The action-oriented
learning agenda concentrated on seven themes closely related to its system-oriented implementation approaches and
goals: scale-up, QI, equity, HSS, community action for health, innovations, and measurement and data use. MCSP
collaborated with global and local stakeholders to create technical and country-specific learning agendas to produce
actionable information and expand the evidence base for specific approaches. The learning agenda included

35 multicountry studies of global significance (e.g., study of MPDSR implementation), 15 studies in single countries of
global significance (e.g., testing the facility-perinatal mortality indicator), and 13 country studies primarily of local
significance. MCSP also conducted formative and baseline studies to inform program design. Lessons and
recommendations that emerged from MCSP’s global learning efforts have been taken up at the global and country
levels to scale up or improve programming, and are highlichted throughout this report and in Annex 5.

MCSP’s landscape analysis of RMNCAH data elements available in national HMISs in 24 USAID priority countries
was particularly noteworthy. The review revealed significant gaps in the availability of data elements for high-impact

RMNCAH interventions and MNCH outcomes. For example, only 67% and 25% of the 24 countries track cause of
maternal death and cause of newborn death, respectively, in their facility registers. Findings from this analysis were
used to inform revisions to globally recommended metrics through MCSP’s participation in global for a, including the
ENAP/EPMM core metrics group; the WHO Quality, Equity, and Dignity Network; the PPFP CoP; and the 2017
Africa Regional Workshop on Improving Routine Data for Child Health in National HISs (September 2017 in
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Johannesburg, South Africa). At the country level, findings were used to advocate for inclusion of critical indicators in
registers and reporting forms. MCSP also tested new RMNCAH indicators to inform revisions to national HMISs in
Madagascar, Mozambique, Rwanda, Nigeria, and Tanzania. All this work helped improve the use of data for
decision-making and drive accountability in more self-reliant systems.

To address falling immunization coverage rates in Malawi, MCSP studied the effect on coverage and timeliness of
infant vaccinations of involving village leaders in newborn tracking and monitoring of the vaccination status using the
My Village My Home tool. The approach empowered village heads to monitor the immunization status of individual
children in their communities, resulting in improved immunization coverage in addition to increasing the use of
community-based FP services and rates of EBF. Findings from the study informed updates to Malawi’s national RED
guide and MCSP’s support to the implementation of similar strategies in Nigeria and Tanzania. The findings were
also shared with 17 countries in the Eastern and Southern Africa subregion and included in the adapted regional RED

guide.

MCSP carried out a study on community-based delivery of IPTp in three high malaria transmission districts in
Burkina Faso, targeting women in rural areas who had trouble reaching ANC and receiving IPTp. Results showed
that CHWs were able to increase coverage of the third and fourth doses of IPTp and ANC attendance, dispelling
assumptions that the approach would reduce ANC attendance. Burkina Faso intends to expand the approach to fully
cover the three high-transmission districts. This single-country study generated globally significant evidence on
increasing IPTp coverage rates through community-based distribution, providing novel data to inform updates to
regional policy recommendations.

Further information about MCSP’s learning activities and their impact can be found throughout this report and in
Annex 5.
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Strategic Communications

MCSP continued to build on efforts to execute a robust communications plan

and a strategic, multipronged, project-wide dissemination strategy that MCSP ha's emP|°)’§d many
leveraged existing platforms within the global health community to communications dissemination
communicate the work of MCSP, highlight its impact, disseminate resources, PEIERS (2 sh?re Its werke
collaborate with like-minded organizations, and share knowledge and lessons E-com'munlcatlons

learned. The ultimate goals were to promote USAID’s flagship MCSP V\(e'bSIte :

investments and strategically interact with key audiences. MCSP’s dissemination D'g'ti‘ll' A .
strategy celebrated key “moments in time” in which we shared learning iehizerel mews meele
(informal/formal) from the project around emerging themes within the global S anc'l conferc.ences :
health community, including HSS, scale-up, quality, innovation, data for Re/t=chuicallandiinfenination
decision-making, community, and equity, including gender. Thematic collaceral

“moments” were celebrated via an integrated communications campaign to

include:

® A dissemination event and additional external-facing media activities and opportunities to brief offices of US
Members of Congress

® A themed digital and social media push to build momentum and raise awareness
® A curated monthly newsletter on the various themes featuring publications, blogs, videos, and expert interviews

® A legacy webpage dedicated to key publications, event summaries, success stories, and expert interviews

MCSP has leveraged multiple high-level international conferences, workshops, and events to disseminate program
work across its technical and cross-cutting areas. Over the life of project, MCSP has hosted or co-hosted over 160
external facing communications events, meetings, conferences and workshops and staff made over 300 presentations
at international conferences and events (see Annexes 7A and 7B for details). Global conferences were crucial
opportunities to promote MCSP, present on work, distribute high-priority technical and advocacy resources, and
facilitate media engagement relating to MCSP’s legacy. These global conferences included the Global Maternal and
Newborn Health Conference, ICHC, the Global Symposium on Health Systems Research, the World Congress of
Gynecology and Obstetrics, ICFP and Women Deliver. Other strategic events included a 3-part event seties in
partnership with Woodrow Wilson Center on the topics of HSS, scale, and quality; jointly hosting an event with
USAID’s flagship Health Finance and Governance Project to showcase the power of collaboration and partnership;
and celebrating the launch of an MCSP journal supplement on nutrition-health integration, which secks to have a
global impact on nutrition programming and provide high visibility for the broader work done by MCSP. MCSP also
partnered with Christian Connections in Health to host a pre-conference workshop at the 2019 African Christian
Health Associations Platform Biennial Meeting to educate and reflect on how continued engagement of faith-based
organizations can contribute to improved MNH outcomes along the continuum of care.

MCSP maintained a dynamic website, which will continue to serve as a knowledge sharing hub for the project. Since
its launch in December 2014, the site has been viewed more than 640,000 times by users in neatly all countries, and
grown to include 294 total pieces of collateral (105 blogs, 126 success stories, and 63 events announcements—see
Annex 6 for details). The site also features “legacy” pages on the themes of HSS, scale-up, innovations, quality, data
for decision-making, community, equity, and gender which feature related resources, photo essays, success stories,
social media toolkits, event recordings, and MCSP expert videos. Since launching its monthly e-news in September
2016, MCSP increased its subscriber list by 86% to 10,964 recipients. MCSP produced over 450 core-funded and over
470 field-funded technical products (case studies, toolkits, manuals, briefs, etc.) and published 135 articles in peer-
reviewed journals. MCSP disseminated these products digitally via email, the MCSP website, and on social media, and
at virtual and in-person meetings, events, and conferences held globally, regionally, and in-country.

MCSP employed several means via online engagement to increase visibility, including social media, online digital

campaigns, external placements, and electronic communications to the external mailing list. MCSP’s work also
garnered external attention at the local and global levels. By developing and maintaining strategic relationships with
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external news outlets, partner blogs/outlets, and international media organizations, MCSP’s work was shared and
picked up widely more than 480 times. Outlets included Hea/th Affairs, STAT News, New Security Beat,
AllAfrica.com, Voice of America, The Guardian, Global Moms Challenge, Gates Optimist blog, US State Department
website, Gitls” Globe, Global Health NOW, Maternal Health Task Force, UN Foundation, Devex, Kaiser
Foundation, The Huffington Post, CNBC, and more. As USAID’s flagship project, MCSP’s work was highlighted in
more than 20 USAID e-blasts (going out to a listserv of 135,000-plus subscribers), including e-blasts from the Global
Health Bureau, Water Currents, Global Health Science and Practice, and MCH Matters. Types of content promoted
include World Pneumonia/Prematurity/Malaria days, US Fathet’s Day, International Day of the Midwife, World
Breastfeeding Week, International Day to End Obstetric Fistula, Global Handwashing Day, 16 Days of Activism
Against Gender-Based Violence, International Women’s Day, and Saving Lives at Birth DevelopmentXChange recap.

MCSP also facilitated photo and success story capture trips and built a photo library on flickr.com with over 10,000
photos, including albums featuring country work in DRC, Ethiopia, Ghana, Guatemala, India, Madagascar,
Mozambique, Nigeria, and Zambia country programs. Collectively these have been viewed over 3 million times. Many
of these photos have been regularly used by USAID for agency e-blasts and communications, including the annual
Acting on the Call report. Additionally, MCSP has produced and posted nearly 200 videos to its YouTube channel
with over 96,000 views from over 30 counttries.

MCSP social media sites increased in influence over the life of project. On Facebook, MCSP grew to have over 12,800
fans and over 18,000 followers on Twitter. This means that MCSP has a total online reach of nearly 42,000 people (to
include e-communications subscribers), which is substantial for a USAID global health project. 45 countries have
represented our audience on Facebook and Twitter with our 18.1 million impressions. MCSP regularly participated in
partner and donor campaigns for such key advocacy days such as World Health Workers Week, World Immunization
Week, World Malaria Day, World Polio Day, World Population Day, etc. MCSP has hosted or cohosted Twitter chats
for HSS, scale, innovations, quality, and more; partnered with Global Moms Challenge and UN Foundation for live
Facebook chats; and led digital campaigns on CHWs, engaging men in FP, combating Zika, highlighting results from
USAID’s Acting on the Call reports and the significant USAID Transforms initiative.
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Technical and Cross-Cutting
Achievements under MCSP
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‘ Maternal Health

g

Highlights of MCSP’s Legacy

Areas of Focus - Maternal
Health

Strengthening coverage and quality
of respectful, high-impact care
across the antenatal, intrapartum,
and PNC continuum in
MCSP-supported countries

e Advancing global technical
leadership for strategic MH
priorities, including dissemination
and uptake of evidence-based MH
guidance, refinement and
dissemination of MH measures,
and promotion of RMC

MCSP worked with WHO and other
global stakeholders to update, distil,
and disseminate evidence-based MH
guidance, including publication of an
extensively updated second edition of
the WHO Managing Complications in
Pregnancy and Childbirth manual.

MCSP helped advance person-
centered RMC in multiple countries,
published operational guidance to
help country programs incorporate
RMC into comprehensive MNH
programs, and supported the first
stages of implementing this guidance
in Guatemala and Nigeria.

MCSP contributed to improved
coverage and quality of high-impact
MH services for routine and
complications care, as demonstrated
by many improvements in quality of
care measures, including a reduction in
the institutional maternal mortality
ratio (MMR), in project-supported
sites in Liberia, Mozambique, and

Madagascar (see Figure I.1).

Figure |.1. Reductions in institutional maternal mortality ratio in MCSP-supported sites in three

countries*®
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*In individual countries, the number of sites at a specific point in time varied during the period of MCSP support. For further detail, see country-specific

appendixes.
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Maternal Health
Introduction

Despite encouraging reductions in maternal mortality in the MDGs era, the rate of reduction remains too slow in
most LMICs to reach the SDGs 2030 targets for maternal mortality. Over the life of the project, MCSP worked
closely with government and other stakeholders in 20 countries to improve coverage and quality of high-impact MH
services for both routine and complications care. At the global level, MCSP brought technical expertise grounded in
country experience to inform and strengthen multiple global and regional MH technical guidelines, resources, and
initiatives in partnership with WHO, the United Nations Population Fund, and many other global stakeholders and
partners. At the country level, MCSP worked closely with MOHs and other counterparts to update national and
subnational policies, strategies, clinical guidelines, and training curricula, incorporating the latest global evidence and
guidance adapted to the local context. In 16 countries, the project worked closely with subnational managers
(regional/district) and frontline health workers to improve quality and coverage of MH care. Activities included
strengthening health worker clinical and QI skills via pre- and in-service human capacity development, supporting
improved organization of care, and implementing districtwide continuous QI, including regular monitoring of MH
indicators to guide local action (e.g., women’s experience of care, percentage of women receiving high-impact MH
interventions, incidence of complications, obstetric case fatality, and institutional maternal mortality). Over the life of
the project, approximately 1.3 million women gave birth in MCSP-supported sites.

Key Accomplishments and Results

Antenatal Care
Global

® Promotion of ANC best practices through development and dissemination of global recommendations
and other products to support improved ANC: MCSP developed multiple technical resources and tools to
support dissemination and uptake of global recommendations for quality ANC in USAID-assisted countries. The
project contributed to the development of the 2016 WHO Recommendations on ANC for a Positive Pregnancy Experience
and to the extensively updated second edition of the WHO Managing Complications in Pregnancy and Childbirth
manual. The project developed and disseminated a WHO/MCSP brief summarizing the WHO 2016 ANC
recommendations, including programmatic considerations for implementing these recommendations in
low-resource settings, along with a suite of MCSP ANC briefs on a range of topics, including promotion of
nutrition best practices, and prevention and management of malaria in pregnancy (MiP). The project developed
an ANC QI support tool outlining evidence-based, high-impact ANC interventions and quality of care measures
(e.g., input, process, and outcome) by phase of pregnancy to help policymakers, program managers, and health
workers update policy, design ANC programs, and improve and monitor quality of ANC. In collaboration with
PMI, MCSP developed the Toolkit to Improve Early and Sustained Uptake of Intermittent Treatment of MiP to
promote uptake of and adherence to the 2012 WHO IPTp using sulfadoxine-pyrimethamine (IPTp-SP)
recommendations. As noted above, MCSP supported governments in multiple countries (including Burma,
Madagascar, Mozambique, Nigeria, Rwanda, and Zambia) to incorporate new global ANC guidance and
materials into national policies, pre- and in-service training curricula, supervision, and QI processes and tools.

Country

® Coverage and quality of ANC: MCSP contributed to improved coverage and quality of ANC services
(e.g., systematic measurement of blood pressure) in over 15 countries, including Burma, DRC, Ethiopia,
Guatemala, Haiti, Kenya, Liberia, Madagascar, Mozambique, Nigeria, Rwanda, Tanzania, and Zambia.
MCSP provided a range of technical support to country counterparts, including updating of ANC guidelines and
training curricula to reflect WHO guidelines, building manager and provider ANC capacity (e.g., training,
supervision, and mentoring), and strengthening local health systems to address critical gaps (e.g., stock-out of
essential commodities). For example, in Mozambique, Nigeria, and Rwanda, MCSP contributed to significant
improvements in iron-folic acid (IFA) supplementation during ANC, increasing the percentage of women
receiving IFA during pregnancy. See Figure 1.2.

MCSP End-of-Project Report 33


https://www.mcsprogram.org/our-work/maternal-health/antenatal-care/
https://www.mcsprogram.org/resource/recommendations-antenatal-care-positive-pregnancy-experience-summary/
https://www.mcsprogram.org/our-work/maternal-health/antenatal-care/
https://www.mcsprogram.org/resource/support-tool-for-improving-quality-of-antenatal-care/
https://www.mcsprogram.org/resource/toolkit-to-improve-early-and-sustained-uptake-of-intermittent-treatment-of-malaria-in-pregnancy/

Figure 1.2. Improved quality and coverage of high-impact ANC interventions: increasing the
percentage of pregnant women who received at least 90+ iron-folic acid tablets in Mozambique,
Nigeria, and Rwanda*
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*In individual countries, the number of sites and women beneficiaries at a specific point in time varied during the period of MCSP support. For further
detail, see country-specific summaries.

Routine Intrapartum and Postnatal Maternal Health Care as Part of Integrated Maternal and Newborn
Health and Postpartum Family Planning Services
Country

® Quality of intrapartum and postnatal MH care: MCSP worked closely with counterparts in MCSP-supported
countries to improve the coverage and quality of routine, integrated intrapartum and postnatal maternal and
newborn care, the period of highest mortality for both mothers and newborns. MCSP-supported sites in
12 countries achieved or sustained 90% or more women receiving an immediate postpartum prophylactic
uterotonic for PPH prevention, the leading direct cause of maternal mortality and an essential element of routine
maternal care on the day of birth. See Figure 1.3. The project developed and supported the use in many countries
of an integrated PNC Pre-Discharge Poster and Checklist to help health care workers systematically assess for
danger signs and provide integrated, high-impact PNC for the mother-baby dyad, including linkages to
postdischarge PNC for women and newborns.

Figure 1.3. Percentage of women receiving a prophylactic uterotonic to prevent PPH, which
improved and remained consistently high in MCSP-supported sites in 12 countries®
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*In individual countries, the number of sites at a specific point in time varied during the period of MCSP support. For further detail, see country-specific
appendixes.
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Obstetric Complications
Global

Global initiatives and guidance to improve the detection and management of obstetric complications:
MCSP helped to advance many global guidelines and initiatives to improve eatly detection and management of
obstetric complications, including the WHO multicountry MNCH Quality of Care Network, the global MPDSR
TWG, the EPMM TWG, and the MCSP-led PPH Implementation CoP. MCSP collaborated closely with WHO
to extensively revise and produce the 2017 second edition WHO Managing Complications in Pregnancy and Childbirth
manual accompanied by technical orientation materials, including a summary brief and PowerPoint, for
country-level policymakers, program implementers, and health workers. The project also contributed to the
development and dissemination of multiple updated WHO clinical recommendations for management of
maternal complications, including use of IV tranexamic acid to treat PPH and prevention and treatment of
peripartum maternal infections (co-funded with Africa Burean. In process; will insert link when published). MCSP developed
and disseminated a suite of briefs summarizing global evidence for prevention and management of common
infections in pregnant and postpartum women, including sexually transmitted infections, obstetric infections (e.g.,
endometritis), and nonobstetric infections (e.g., pyelonephritis, pneumonia), that cause serious maternal morbidity
and mortality. (I process; will insert link when published.) MCSP regularly disseminated updated global guidance to
MOH counterparts in project-supported countries and other stakeholders, and promoted the adaptation and
incorporation of this guidance into updated national policies and country-specific supervision, mentoring, and
professional development materials and training curricula.

PPH Implementation CoP: In discussion with USAID, MCSP established the PPH Implementation CoP as a
forum for global and country stakeholders to disseminate updated PPH-related guidance and materials, and to
exchange ideas, information, and learning. Over the life of the project, CoP members received regular updates on
PPH research and global guidance, participated in moderated virtual discussions, and shared program learning and
research results during quarterly webinars and annual in-person meetings. MCSP’s leadership of the PPH
Implementation CoP created a common platform for regular shared learning and helped foster collaboration
among stakeholders with a range of expertise (e.g., commodities, clinical, metrics, health systems) essential for
reducing PPH morbidity and mortality. Multiple members of the PPH Implementation CoP contributed to the
PPH Implementation Framework, a high-level snapshot of essential factors to consider when designing and
implementing PPH programs in low-resource settings. This framework drew extensively on learning from MCSP
country programs and pressing areas of unmet PPH implementation needs. The framework has been used by
country stakeholders and partners supporting PPH programs and research, including by partners supporting PPH
implementation research in Malawi and Madagascar as part of the USAID Advancing PPH project.

Country

Country-level efforts to improve the detection and management of obstetric complications: MCSP’s
country-level programming contributed to reductions in institutional maternal mortality in Liberia, Madagascar,
and Mozambique (see Figure 1.4), and to improvements in the early detection and evidence-based management
of obstetric complications in multiple countries, including Ethiopia, Haiti, Kenya, Laos, Liberia,
Madagascar, Mozambique, Nigeria, Rwanda, Tanzania, and Zambia. For example, in Mozambique,
Rwanda, and Madagascar, human capacity development and QI efforts resulted in improved detection and
management of PPH and pre-eclampsia/eclampsia (PE/E.) Figure 1.4 demonstrates a reduction in institutional
maternal mortality in 86 facilities in Mozambique, associated with improvements in PE/E treatment with
magnesium sulfate (MgSO4), PPH prevention with a uterotonic, and the systematic use of the partograph for
labor management.
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Figure 1.4. Increased coverage of high-impact practices and associated reductions in maternal
mortality in 86 supported health facilities in Mozambique*
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*PY5 only reflects data from Nampula for October—December 2018.

World Health Organization Network for Improving Quality of Care for Maternal, Newborn, and Child
Health
Global

Global technical leadership in the WHO MNCH Quality of Care Network: MCSP made significant
contributions to the development of the WHO quality of care standards for improving maternal and newborn
care in facility-based childbirth and to the design, launch and subsequent leadership of the WHO MNCH Quality
of Care Network in ten first-phase countries. MCSP participated in the expert group convened by the WHO to
develop the maternal and newborn quality standards, quality statements, and measures for routine and complications
care, published as the WHO Standards for Inmproving Quality of Maternal and Newborn Care in Health Facilities. MCSP
worked closely with the WHO and a small number of experts to design and launch the network in 2017. As a
member of the network global secretariat and the implementation working group, and as co-chair of the monitoring
working group, MCSP continued to provide close support to network activities throughout the life of the program,
including the development of resources and the planning and execution of multi-country WHO MNCH Quality of
Care Network meetings in Malawi, Tanzania, and Ethiopia.

Countries

Implementation of WHO MNCH Quality of Care Network activities: In addition to intensive support of
the WHO MNCH Quality of Care Network global technical leadership, including the metrics components, MCSP
contributed to implementation of network activities at the country level, incorporating network strategies,
approaches, and materials to improve quality of MH care in MCSP country programs including in Madagascar,
Mozambique, Nigeria, and Rwanda. (See the country programs’ summaries for more information.)

Respectful Maternity Care
Global to Country

36

Global and country-level learning for high-quality RMC: MCSP supported improvements in RMC in
multiple countties, including Ethiopia, Guatemala, Mozambique, Nigeria, and Tanzania, and made lasting
contributions to global efforts to promote RMC and reduce mistreatment. At the global level, MCSP contributed
to global initiatives and WGs focused on strengthening RMC, including the Global RMC Advisory Council
convened by the White Ribbon Alliance and the WHO MNCH Quality of Care Network. As co-chair of the
multicountry WHO MNCH Quality of Care Network metrics WG and as a regular participant in Mother and
Newborn Information for Tracking Outcomes and Results meetings, MCSP advanced global efforts to strengthen
measurement and monitoring of women’s experience of care as part of comprehensive MNH programs. To
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address the absence of practical guidance for program implementers, MCSP developed process-oriented flexible
“operational guidance” to inform the design, implementation, and monitoring of efforts to strengthen RMC and
eliminate mistreatment as part of comprehensive MNH programs (a common barrier to institutional delivery and
a violation of women’s rights). The operational guidance, Moving RMC into Practice in Comprebensive MCSP Maternal
and Newborn Programs, was disseminated widely to RMC stakeholders and program implementers and is publicly
available for adaptation and use. The guidance was used in MCSP country programs (Guatemala, Nigeria) as
part of a multistep process of engaging local stakeholders to understand and address contextual manifestations
and contributors to mistreatment and person-centered care of women in childbirth. Formative assessments in
Nigeria and Guatemala that triangulated qualitative and quantitative data from multiple sources (women,
providers, community members, managers) revealed the mistreatment experienced by women giving birth in
facilities and by the health workers who work in these facilities. In Guatemala, a multistakeholder consultation
brought together community members, facility health workers, and regional managers to review findings from the
formative assessment, explore local drivers of mistreatment and person-centered care, and prioritize a set of local
interventions to reduce mistreatment of women and health workers, and improve respectful care for all women
giving birth in facilities.

Measurement and Metrics for Maternal Health

MCSP made substantial contributions to global and country-level MH measurement efforts, from achieving consensus
on priority MH indicators to advancing local measurement of coverage and quality of MH services as part of routine
HISs and population-based surveys.

Global

Measurement of cause of maternal death to inform local MH programming: MCSP’s HMIS review in

24 countries found that only 13 of 24 USAID priority countries (54%) were able to monitor aggregated causes of
maternal death in their routine HIS at subnational level. To address this gap, MCSP worked with EPMM and
MNCH Quality of Care Network leaders to include cause of maternal death as a priority EPMM phase [ indicator
and as one of 15 MNCH Quality of Care Network common measures (along with newborn cause of death). The
project addressed widespread gaps in accurate diagnosis and assignment of cause of maternal death by developing
a user-friendly International Classification of Diseases-Maternal Mortality job aid as part of a maternal death
surveillance and response (MDSR) capacity-building module introduced in several countries to strengthen district
and facility MDSR activities (see the Africa Bureau section for more details). MCSP applied the MDSR capacity-
building module to build the skills of district managers and health workers in over 10 countries to monitor local
trends in causes of maternal death (based on HMIS and MPDSR data) to strengthen design, implementation, and
monitoring of MH program activities.

Measurement of quality of maternal care and outcomes (health and experience of care): As co-chair of the
WHO MNCH Quality of Care Network metrics WG, MCSP co-led the development of the network monitoring
framework, which targets the measurement needs of distinct actors across health system levels (national,
subnational, service delivery) and includes four components: 1) a flexible menu (“catalog”) of QI measures for
use by frontline service delivery teams working to improve specific care processes; 2) district performance
measures for use by district managers (e.g., human resources, commodities); 3) 15 “common measures” for all
network stakeholders to promote shared learning within and across countries and focus measurement on
important MNH measures; and 4) network implementation milestones for use by country network focal points.
MCSP supported the introduction and use of the monitoring framework in phase I network countries and in
several MCSP country programs.

Population-level MH measurement in the Demographic and Health Survey (DHS): MCSP led a
multistakeholder expert technical consultation in collaboration with WHO to develop and submit evidence-based
recommendations for a revised set of maternal indicators and questions in version 8 of the DHS (DHS-8)
woman’s core module and optional maternal module. Recommendations emphasized the addition of newly
validated indicators of antenatal and postnatal content of care, women’s experience of care, and RMC.

MCSP End-of-Project Report 37


https://www.mcsprogram.org/wp-content/uploads/2018/05/MCSP_RMCOperationalGuidance_Draft.pdf
https://www.mcsprogram.org/wp-content/uploads/2018/05/MCSP_RMCOperationalGuidance_Draft.pdf
https://www.mcsprogram.org/resource/hmis-review/
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-016-1035-4
https://www.who.int/maternal_child_adolescent/topics/quality-of-care/quality-of-care-brief-m-e.pdf?ua=1

Country

® MH measurement for action in MCSP-supported countries: Weak HMIS and health worker capacity, and
poor quality of data impede local efforts to monitor and improve coverage and quality of maternal care and
outcomes in USAID-assisted countries. In multiple countries, MCSP supported revisions to the HMIS to capture
priority MH measures in facility registers, patient records, and district reports, and to strengthen health worker
capacity to document, calculate, monitor, and improve trends in antenatal, intrapartum, and postnatal services for
women and newborns (including in Ethiopia, Guatemala, Haiti, Indonesia, Kenya, Liberia, Madagascar,
Mozambique, Nigeria, Rwanda, Tanzania, and Zambia).

Recommendations for the Future

Important progress has been made in recent years to expand coverage and quality of MH services in low-resource
settings but many gaps persist. MCSP-supported countries demonstrated many important improvements in MH
outcomes and quality of care in project-supported areas. The project’s investment in local systems necessary for the
delivery of high-quality RMC (e.g., actionable information systems, skilled human resources) contributed to these
measured improvements. Continued investments by country governments and donors, however, are critical to
advance and sustain gains to eliminate preventable mortality and achieve high-quality, person-centered maternal care
for all women.

® Coordinate care across the system. Country-centered and -led efforts must promote evidence-based policy,
strengthen local health systems (e.g., availability of essential commodities), and deliver high-impact MH care
(including referrals and transport) for all women, including timely and definitive management of obstetric
complications.

® Respond to local needs and priorities. Information systems must be strengthened to regularly monitor local
causes of maternal mortality and morbidity, quality of maternal care (routine and complications care), and
women’s experience of care to inform the design and implementation of fit-for-purpose MH services and
program interventions that are responsive to local burden of disease and community priorities and needs.

® Focus on women’s experience of care. Experience of care is a key determinant of women’s use of health care
services, and respectful, compassionate care is a right of all women everywhere. Programs must prioritize
improvements to their experience of care as a central component of comprehensive MNH, tailored to the local
context and priorities. Local health systems must learn ways to regularly monitor women’s experience of care to

determine whether care is improving from the perspective of women. The RMC operational guidance developed
by MCSP can guide local efforts.

® Emphasize shared learning. All MH program efforts will benefit by emphasizing regular implementation
learning and linkages to shared learning platforms (within and across countries) to accelerate progtess for all
women.
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b Newborn Health

Areas of Focus - Newborn
Health

e Improving coverage, quality, and
use of high-impact newborn
health interventions in
28 countries to address the
leading causes of newborn death

o "’ e Supporting country, regional, and

E global stakeholders to integrate

J newborn health into broader
RMNCAH policies, programs,
and metrics

Highlights of MCSP’s Legacy

MCSP improved the coverage and MCSP advanced global and MCSP helped catalyze action on

quality of ENC, including newborn country-level action to improve improving the quality of care for small
resuscitation, in |8 countries PNC, including developing an and sick newborns through the Kangaroo
through the use of evidence- and innovative risk stratification Mother Care (KMC) Acceleration
competency-based materials and approach to identify high-risk Partnership, multicountry situation
approaches, such as Essential Care mothers and newborns for PNC in analyses of inpatient care, and by

for Every Baby, Helping Babies India and launching the Global contributing to the development of
Breathe (HBB), and the LDHF Health eLearning module on PNC. WHO standards of care and country
approach. case studies on nurturing care.

Figure 2.1. Results of MCSP’s newborn interventions*

Snapshot: MCSP Newborn Interventions

o of newborns not crying or breathing at birth were successfully
8 9 /o resuscitated in four MCSP-supported countries by the end of 2018.

of newborns were put to the breast within | hour of birth in seven

9 I % MCSP-supported countries by the end of 2018.

of babies received PNC within 2 days of childbirth in two MCSP-

8 3 % supported countries by the end of 2018.

babies were admitted to facility-based KMC at MCSP-

2 4 8 2 I supported facilities in five countries over the entire life of
’

project.

*All figures include achievements from the inception of MCSP activities in areas of the countries where the project supported interventions.
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Newborn Health

Introduction

While neonatal mortality has declined significantly since 1999, many countries continue to face high rates of largely
preventable newborn deaths. Globally, newborn deaths account for approximately 45% of under-5 mortality. To
address this burden, SDG 3 includes a target no higher than 12 neonatal deaths per 1,000 live births in every country
by 2030. Over the past 5 years, MCSP has supported 28 countries to progress toward these ambitious and important
targets by improving the coverage and quality of evidence-based, high-impact newborn health interventions. Taking
the implementation learning from these countries, MCSP provided technical leadership to advance global and regional
dialog and action on newborn health. At the country level, MCSP worked with MOHs, professional associations, and
other partners to introduce, expand, and strengthen newborn health services at facility and community levels, and to
ensure the inclusion of newborn health components within broader RMNCAH policies, strategies, clinical guidelines,
and tools. At regional and global levels, MCSP advanced critical dialog and action on newborn health, working closely
with USAID, UNICEF, WHO, Saving Newborn Lives (SNL), the ENAP Country Implementation Group, and other
newborn health stakeholders. The project shaped global initiatives by grounding them in country implementation
experiences and provided technical leadership to the development of newborn health guidelines, standards, and other
technical materials for broad dissemination globally. MCSP’s newborn health legacy includes contributions to country
success, incorporating evidence-based newborn health interventions and approaches into national RMNCAH and
ENAP policies and plans. These successes, as reported in MCSP’s Contribution to Critical Policies, are reflected in the
number of MCSP-supported countries that adopted evidence-based newborn health policies with the project’s
technical assistance (Figure 2.2, MCSP’s Contribution to Critical Policies can be found in Annex 2.)

Figure 2.2. Contributions to evidence-based newborn health policies

O Newborn health policy progress across countries supported by MCSP

Number of countries with a national policy/plan Number of countries with a policy related to
for chlorhexidine kangaroo mother care for low-birthweight newborns
ENo HYes
No Data
Pilot introduction and/or policy alignment phase Number of countries where midwives may
B Implementation or scale-up phase perform newborn resuscitation

perinatal death surveillance and response system
in place (including perinatal) No Data ENo HYes

4 | 13 Number of countries with a policy on home-
based postnatal care
. 2
No Data ®No © Partial BYes

No Data mNo HYes

Key Accomplishments and Results

Essential Newborn Care

ENC—which includes hygiene, thermal management, breastfeeding, and (if needed) resuscitation—mitigates
common threats to every newborn’s well-being after birth. Many national RMNCAH plans and budgets include ENC
as a critical element of care for every newborn, yet coverage and the quality of implementation remain unacceptably
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low. MCSP supported MOHs and partners to strengthen the implementation of ENC at scale in 13 countries (plus
three MCHIP AA countries) and the LAC region, and via technical leadership at the global level.

Global

Updates to global newborn health packages and resources: In 2017, MCSP led the development of an
eLearning course, Essential Steps for Improving Newborn Survival, on the Global Health eLearning Center
platform. The course provides learners with the latest evidence and best practices for newborn health,
development, and survival. As of June 2019, the course had been taken by over 2,300 people from 76 countties.
MCSP provided support to revise, adapt, and implement HBS in the LAC region. In addition, MCSP translated
Essential Care for Small Babies (ECSB) into French, supported the use of the translated materials in Haiti and
DRC, and disseminated the materials more broadly in the West Africa region through the Inter-Agency ENAP
Forum for Western and Central Africa regional workshop in 2016.

Country

Policy and program support for CHX scale-up: WHO recommends CHX application for all home births in
high neonatal mortality settings to reduce the incidence of umbilical cord stump infection and subsequent
neonatal sepsis. While institutional deliveries have increased in many countries, rates of home deliveries remain
high. MCSP supported the implementation of CHX in Liberia, Madagascar, Mozambique, and Nigeria, and
in Pakistan through the MCHIP AA. Furthermore, MCSP contributed to the development of national CHX
scale-up plans in Liberia and Nigeria. MCSP also successfully advocated for CHX to be included in Nigeria’s
revised HMIS, which helps to ensure that CHX is formally integrated as part of the national health system,
contributing to the sustainability of implementation and tracking of the intervention. The process of developing
the Liberia plan was informed by Nigeria’s experience of the same and included south-to-south learning between
the countries. In addition, MCSP shared learning from these countries with the global CHX TWG to inform and
strengthen the development of global CHX operational guidelines.

Increased health worker capacity for ENC: MCSP supported scale-up of ENC interventions and improved
the quality of newborn care by increasing health worker knowledge and skills. In Laos, MCSP supported
mentoring for MNH providers in 10 districts of Luang Prabang and Sayaboury provinces (out of a total 16
provinces in the country). A wide range of MNH providers were included in this effort, which introduced a
sustainable approach to building providers’ capacity that did not take them away from their day-to-day clinical
responsibilities. The initiative improved the quality of maternal and newborn care around the time of birth.
Notably, eatly initiation of breastfeeding (within 90 minutes) increased from 34% to 99%, and newborns placed
skin-to-skin immediately after birth for at least 90 minutes increased from 36% to 99%. Mentorship activities will
continue beyond the end of MCSP in December 2019 through MOH institutionalization and partner support in
Luang Prabang, and activities are additionally now focused on expanding mentorship to community-based MNH
service providers. In Rwanda, MCSP focused on improving the prevention and management of newborn
asphyxia through an LDHF training and mentorship model to build providers’ clinical skills and confidence,
particularly around ENC, newborn resuscitation, and facility QI efforts. MCSP partnered with the Rwanda
Paediatric Association to mentor district providers on neonatal and pediatric care; district-based mentors in turn
conducted monthly mentorship support to health center staff. Monitoring data reflected improvements in skills
retention and performance of newborn resuscitation. MCSP co-facilitated the MOH-led national scale-up
planning workshops and supported the development of a national plan for scale-up of HBB/ENC practice
improvement. MCSP’s impact modeling analysis revealed that Rwanda achieved a 0.6% annual newborn mortality
rate reduction before the start of MCSP, far from the 2.4% annual reduction it needed to meet national target
goals. Within 2 years of MCSP start-up, in 10 districts (out of 30 total in the country), the estimated reduction in
newborn mortality accelerated to 2.0% per year, very close to the target (Figure 2.3).
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Figure 2.3. Impact modeling: reduced national neonatal mortality in Rwanda
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® Integration of newborn health content within broader MNCH packages: MCSP contributed evidence for
how to incorporate and strengthen newborn health within integrated MCH training and implementation
approaches, and supported countries to strengthen this integration. In Ethiopia and Nepal, MCSP conducted a
mixed-methods study to assess integrated versus standalone MNH training and the effect of integration on the
quality of training, health worker knowledge, and skill gains. The study revealed gaps in both routine and
emergency obstetric and newborn care (EmONC) manuals that had been used to provide integrated MNH
training. Major gaps included nonalignment of messages and clinical information, inadequate content and time for
newborn health during theoretical and practical sessions, and differences in educational methodologies. In both
countries, MCSP shared findings and recommendations with MOHs, USAID, and other national stakeholders. In
Ethiopia, study findings were used to align the content of training materials where misalignment had been
identified; the Federal MOH also plans to use the study tools to conduct a similar assessment of training for other
technical areas. [Manuscript in progress] MCSP also assessed newborn health content in IMNCI and iCCM materials
in DRC, Ethiopia, Mozambique, Nepal, Nigeria, Rwanda, and Zambia. The assessment reviewed and
analyzed elements of predischarge care and referral care, focusing on ENC, PNC, PSBI management, and care for
low-birthweight (LBW) babies. MCSP found that IMNCI modules and iCCM materials in the seven countries are
largely aligned with the WHO /UNICEF guidance IMNCI 2014 and iCCM 2011), and that aspects of pre-referral
care and referral of sick young infants are the most extensively integrated. However, the lack of differentiation in
the provision of care by CHWs versus primary health care facilities may undermine the timeliness of care
provided in these cases. Findings from the assessment were shared through multiple global channels, including at
the 2018 Improving Nutrition Services workshop, and through a webinar targeting a diverse audience of partners,
including the ENAP Country Implementation Group [planned for December 2019]. Finally, in Burma, MCSP
supported the integration of Essential Care for Every Baby (ECEB), ECSB, and early ENC into the national
package for integrated management of childhood illness (IMCI). This resulted in a nationally endorsed package of
IMNCI modules with strengthened newborn health components.

Care of Small and Sick Newborns

About 80% of newborn deaths occur in LBW newborns, two-thirds of whom are preterm and one-third of whom are
small for gestational age (GA). These babies face greater risk of infections, feeding difficulties, and developmental
challenges. To prevent newborn deaths and reach ENAP and SDG targets, significant progress is needed to advance
care of small and sick newborns. The Every Newborn Global Milestones and Results Framework 2017-2018 served
as the roadmap of key activities for MCSP to support countries to accelerate progress in newborn health. Relevant
components of MCSP’s activities were reflected in the framework and tracked by the country implementation group.
One of the activities outlined in the results framework is the development of Standards of Care for Small and Sick
Newborns, which complements the standards for improving quality of maternal and newborn care in health facilities
and standards for improving quality of care for children and young adolescents in health facilities. In support of this
and in collaboration with WHO, USAID, UNICEF, SNL, and other partners at global and country levels, MCSP
supported efforts to assess and improve the quality of care of small and sick newborns.
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Global

Improved care for small and preterm babies: KMC is an evidence-based high-impact intervention that reduces
mortality and improves long-term physical and neurodevelopmental outcomes in small babies. However, lack of
awareness among providers, inadequate social and family support, and the financial burden on families from
longer facility stays are among the factors hindering the uptake and scale of this intervention. As co-lead of the
KMC Acceleration Partnership, MCSP collaborated with SNL to engage global and country stakeholders to
convene three regional CoP meetings (in Bangladesh and Rwanda in 2016, and Malawi in 2017). These workshops
included clinical and program experts and champions from the global community and 10 countries: Bangladesh,
Ethiopia, India, Malawi, Nigeria, and Rwanda, and including four observer countries: China, Kenya,
Uganda, and Burma. FEach of the KMC Acceleration Partnership CoP meetings provided opportunities to learn
about and share experiences in KMC and care of small and sick newborns more broadly. As part of the KMC
Acceleration Partnership initiative, MCSP contributed to a mapping of the status of KMC implementation in 22
countries and a series of country briefers on implementation challenges and lessons learned in the seven KMC
Acceleration Partnership focus countries. The materials were disseminated globally through MCSP channels, the
Healthy Newborn Network, and the Knowledge Gateway. At the close of MCSP, leadership of the KMC
Acceleration Partnership was transitioned fully to Save the Children; discussions are ongoing on the future of the
partnership and how to best to utilize this platform to advance discussions and action on care of small and sick
newborns.

Global resources on quality care for small and sick newborns: MCSP supported the development of global
guidance to improve quality of care of small and sick newborns, building on the WHO MNCH Quality of Care
Framework. This included four interlinked components: standards, quality statements, and measures (forthcoming in
2020); a roadmap for newborn nursing capacity (forthcoming in 2020); country case studies that were included in the
Every Preemie—SCALE evidence review on nurturing care; and a technical summary brief on implementation
considerations for promoting, protecting, and supporting breastfeeding in newborn care units in LMICs.
Together, these resources, along with learning generated from the country assessments of inpatient care for
newborns and young infants (see details below), informed the global dialog on strengthening nurturing care and
human resources for newborn nursing competencies of the global standards to advance quality of care of small
and sick newborns. In addition to MCSP’s technical leadership to advance global dialog on quality of care of small
and sick newborns, the project supported related learning and programmatic activities across its country portfolio.

Country

Accelerated action on KMC: Following the KMC Acceleration Partnership CoP meetings, MCSP supported the
development and finalization of national KMC operational guidelines in Nigeria to ensure that LBW babies
receive appropriate care at health facilities and are referred for higher-level care when required. These guidelines
have served as an instructional reference for initiation and strengthening of KMC services. The project reported
an increase in the number of babies admitted to KMC units at facilities in Kogi and Ebonyi, from approximately
200 in 2016 to 900 in 2018. Learning from the KMC Acceleration Partnership CoP global meeting was also
applied in Burma, where neonatologists and policymakers recognized KMC as a high-impact intervention, yet the
country had no documentation on the feasibility and acceptability of implementing KMC. MCSP conducted a
study on the feasibility and acceptability of KMC at the neonatal unit of Women and Children Hospital in
Taunggyi. The study found that KMC is highly acceptable to parents, and providers believe KMC is feasible and
effective to implement in their setting. MCSP not only supported improved care of small babies but also
eliminated the use of breast milk substitute for very LBW babies, promoting breast milk feeding. The government
is using the learning from MCSP’s study to draft a national standard operating procedure manual to guide scale-up
of KMC in other hospitals in the country. More information can be found in the Burma country summary.

Barriers to caring for LBW babies: In Ethiopia, while identification and provision of extra care to LBW babies
is part of the national CBNC training package, MCSP found that very few LBW babies were identified and cared
for at health centers. MCSP conducted a study to better understand barriers and facilitators to the identification
and care of LBW babies in Amhara and Oromia to inform future training and implementation efforts. The study
found that health extension workers have theoretical knowledge on how to identify an LBW/premature baby but
lack practical experience—more than half of the health extension workers interviewed had never identified an

MCSP End-of-Project Report 43


https://www.mcsprogram.org/resource/kangaroo-mother-care-briefs/
https://knowledge-gateway.org/kap
https://www.everypreemie.org/technical-materials/
https://www.mcsprogram.org/resource/comprehensive-breastfeeding-support-and-feeding-of-small-and-sick-newborns-in-low-and-middle-income-countries-programmatic-considerations/
https://www.mcsprogram.org/resource/communities-and-health-extension-workers-provide-care-for-low-birthweight-babies-in-amhara-and-oromia-regions/

44

LBW baby over the course of their career. Study findings were shared with in-country newborn and child health
partners as part of the broader dissemination of MCSP’s lessons learned and were incorporated into the country’s
newborn and child health visioning exercise (more detail provided below and in the Ethiopia country summary).
Together with operations research findings from other partners in Ethiopia, the MCSP LBW study findings will
inform the development of guidelines on the management of LBW/premature newborns in Ethiopia.

Quality of inpatient care for small and sick newborns: MCSP collaborated with USAID, Every Preemie—
SCALE, UNICEF, WHO, University Research Co./ASSIST, SNL, the London School of Hygiene and Tropical
Medicine, and the Global Health Supply Chain Program to assess the status of inpatient care of newborns and
young infants ages 0—59 days in several countries. The assessments aimed to help fill an evidence gap in
understanding the state of inpatient cate for the most vulnerable babies to inform the development of global and
country-level guidance and health system planning. MCSP conducted the assessment in Nepal and Rwanda, and
provided technical assistance to the assessment in Tanzania, which was led by USAID’s Boresha Afya bilateral
project. These assessments examined components of policy, implementation strategy, setvice readiness, systems
to support quality services and clinical practices, and experience of care to understand the strengths and
weaknesses of the health system and the quality of services being provided in the care of small and sick newborns.
In Rwanda, preliminary results of the assessment were disseminated during a workshop led by the MOH and
convened at the Rwandan Paediatric Association’s Annual Scientific Conference in September 2018, during which
participants generated recommendations and strategic actions in response. These recommendations and action
plans will inform operational and strategic planning by the MOH. In Nepal (report forthcoming), preliminary findings
note the efforts of the Government of Nepal to expand inpatient newborn and young infant care to peripheral
settings. However, KMC, which is considered a basic component of care for small babies, is not being practiced
due to lack of infrastructure and skilled health providers. In addition, while the government has endorsed a policy
for free newborn care, out-of-pocket expenditures continue to be a barrier for families with babies in district
special newborn care units, especially in cases where babies are hospitalized for prolonged periods.

Facilitators and barriers to bubble continuous positive airway pressure (bCPAP) implementation:
Recognizing that prematurity and acute respiratory infections are the leading causes of child mortality globally and
often lead to breathing difficulty in affected newborns, MCSP supported the introduction of bCPAP for
newborns with respiratory distress in Nigeria. There, MCSP encountered challenges with the adoption of
bCPAP and subsequently conducted a review to understand the facilitators and barriers to uptake. Findings were
shared with in-country stakeholders to inform future program and health service design. MCSP also implemented
solutions to overcome the most critical barriers, including conducting step-down trainings, leading supportive
supervision, and providing oxygen concentrators to facilities. At the request of USAID Center for Innovation and
Impact, MCSP also facilitated bCPAP market assessments in two countries (India and Bangladesh); these
assessments contributed to the design of a strategy to introduce and scale up bCPAP in public and private health
facilities in the two countries.

National and subnational MPDSR: To better understand the implementation status and the barriers and
enablers of implementation of MPDSR, MCSP conducted two studies in the African region: a multicountry
assessment in four countries (Rwanda, Zimbabwe, Tanzania, and Nigeria) and a landscaping assessment in
Nigeria. These learning activities enabled better understanding of the scope and functionality of perinatal death
reviews at the facility and subnational levels. The assessment in Nigeria was done in collaboration with SNL. It
examined past and current maternal and perinatal death audit processes, including their operational enhancers and
challenges, to serve as a baseline for monitoring the implementation of the new national MPDSR guidelines. The
assessment revealed that there was very little integration of stillbirths and neonatal deaths into data collection and
notification, and almost no review of the care received before these deaths. One facility key informant noted:
“You don’t regularly hear about stillbirths [during reviews]. They are considered not as grievous.” (More
information can be found in the Africa Bureau section.) MCSP also led the development of a policy brief
summarizing the WHO perinatal death audit guidelines, which was disseminated as part of the WHO launch of
the guidelines and related materials. Finally, measurement of intrapartum and neonatal death that occurs in the
facility setting provides information on improving quality of intrapartum care. In this vein, MCSP conducted a
study in Tanzania to validate the sensitivity and specificity of the facility perinatal mortality indicator for perinatal
outcomes compared to gold-standard audit in the study facilities. The indicator provided a new and important
measure for facilities to track potentially preventable perinatal deaths.
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® Improved care and feeding of small and sick newborns through Baby-Friendly Hospital Initiative
(BFHI) revitalization: In recognition of the persistent challenges in ensuring optimal feeding of small and sick
babies, MCSP conducted a bottleneck analysis in Malawi and adapted the ENAP bottleneck analysis tool to
focus on issues related to the care and feeding of small and sick newborns, specifically in the context of BFHI
strengthening efforts. The analysis found that the BFHI “Ten Steps” offer a platform through which many of the
major bottlenecks could be addressed, particulatly at the facility level, including ensuring the availability of trained
staff, up-to-date clinical protocols and job aids, and strengthening facility-to-community linkages for the
follow-up of small and sick newborns. Findings have been documented in a report and manuscript (forthonzing)
and were shared with national and global stakeholders to inform discussions around improving the feeding
practices of these vulnerable newborns.

® PSBI programming to strengthen systems for newborn health: In recognition of the potential for newborn
health programs to operationalize the 2015 WHO guidelines on PSBI and for leveraging existing PSBI platforms
to reinforce broader newborn health efforts, MCSP supported government and private-sector partners to
strengthen PSBI programming,

e Ethiopia: MCSP supported the Federal MOH in Ethiopia to scale up the CBNC package in four regions,
which included introducing management of PSBI for sick young infants at the community level. Project
results showed that health extension workers in Aebeles where MCSP’s demand creation strategy was
implemented were able to identify and treat more cases of PSBI compared with health extension workers in
kebeles without a demand creation strategy. Furthermore, through an impact modeling exercise using the Lives
Saved Tool, MCSP support of the CBNC package in Ethiopia was found to have made a significant
contribution to improving newborn mortality reduction in three of the four regions. The one exception was
Oromia, where civil unrest interrupted not only MCSP activities but also much of the government’s
programming through its public health system. One of the high-impact interventions that was both a major
focus of MCSP support and contributed to the reduction of newborn mortality in the model was case
management of PSBI. Figure 2.4 shows a 20-30% increase in case management of newborn sepsis and
pneumonia in three out of the four program regions from the baseline to the endline knowledge, practice, and
coverage household survey. Subsequently, MCSP supported the Federal MOH in the development of a long-
term national strategic vision for newborn and child health (fortheoming). The vision follows a life course
approach and takes into consideration key health systems issues and nonhealth determinants (including social,
demographic, environmental, and community) that contribute to the survival of newborns and children, and
to helping them attain their full potential. This strategic vision document reflects the many lessons learned
through the MCSP Ethiopia project. More information can be found in the Ethiopia country summary.

Figure 2.4. Pregnant women whose last baby was treated for serious illness at home by bringing
the health provider to the home or by taking advice of a health provider (baseline vs. endline, in
MCSP-supported regions)
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e Nepal: MCSP conducted a national survey and a pilot study focused on improving the quality of PSBI
management by private providers through coordination with national- and district-level health divisions
and health associations. The survey identified several key challenges with quality of care and found that
although a large proportion of private-sector providers are caring for young infants, many had not been
trained in the latest protocols, and appropriate referral and follow-up care were lacking. Building on the
survey findings, MCSP conducted a pilot study to test a training and onsite coaching program to
standardize the clinical practice of private-sector individual service providers in Kavre District. Over the
course of the pilot (June 2018—February 2019), 222 sick young infants were reported by 30 private
providers; of these, 43% were identified with PSBI. The study yielded important learnings about how to
better motivate, train, and support these private providers to manage PSBI according to the national
protocol to help ensure quality and continuity of care for sick young infants. Notably, although none of
the medicine shops or clinics included in the pilot adhered to the complete protocol for treating PSBI,
100% of the participating private-sector outlets reported that they were committed to continuing in the
PSBI management improvement initiative after the end of the pilot. The study highlighted that while it is
commonly thought that private providers were motivated by monetary profit, the providers included in
this study were motivated by their ability to provide lifesaving care to newborns and by strengthening
their own professional linkages to pediatricians and the referral hospital. The findings from the
MCSP-supported survey and pilot will help the Government of Nepal and other global partners develop
strategies for improving the management of sick young infants in the private sector. Finally, MCSP also
coordinated country-to-country learning of PSBI experience with teams from Nepal and Nigeria to allow
countries to share experiences, which would serve to further strengthen private-sector engagement. More
information can be found in the Nepal country summary.

Expansion of and Improvements to Postnatal Care

Despite improvements in maternal and newborn care globally, PNC lags behind. Most mothers and infants die in the
first six weeks after birth. It is a period of high risk, but also of opportunities to influence longer-term outcomes for
both mothers and infants. MCSP strengthened PNC for mothers and newborns through the development of technical
resources and by investing in country-level implementation and learning to improve coverage and quality of PNC.

Global

® Resources to improve knowledge and action on PNC: MCSP collaborated with K4Health to launch the
Global Health eLearning Center platform’s PNC el.earning module in February 2019. Based on the original 2006
Global Health eLearning Center platform course on postpartum care, the update incorporated the latest evidence
and recommendations on PNC for mothers and newborns. The course also featutes case studies from MCSP
country programs to provide learners with a more comprehensive understanding of implementation and policy
considerations. As of June 2019, less than 4 months after being published, the PNC course had been completed
by over 200 people from 36 countries. In 2017, MCSP launched PNC, with a Focus on Home 1Visitation, a guide that
was developed by MCSP and SNL in collaboration with USAID, WHO, and UNICEF. The guide reviews
evidence from published literature and lessons drawn from program experience, focusing particulatly on home
visitation strategies.

Country

® A risk-based approach for PNC: In India, MCSP built on the Odisha State government’s innovative approach
of identifying high-risk mothers during the antenatal period and extended the approach to the postnatal period to
identify high-risk mothers and newborns. The risk stratification approach and accompanying mHealth application
developed through the study contributed to measurable improvements in the coverage and quality of PNC for the
most vulnerable mothers and newborns. Through the HSS and continuum of care approach implemented by
MCSP, improvements were seen in several key indicators (Figure 2.5). More information can be found in the Asia
Bureau section.
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Figure 2.5. India postnatal care study: changes in PNC examination, predischarge counseling, and
knowledge of danger signs
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*An exam for a mother was counted as including essential components when it included four or more of the following essential components: inquiry about
excessive bleeding, pads, and abdominal pain, and examination for blood pressure, pulse, and temperature.

**An exam for a newborn was counted as including essential components when it included four or more of the following essential components:
examination of skin, cord, weight, temperature, breathing, and counseling that included information on breastfeeding, warmth, and danger signs.

Care seeking and service provision for mothers and newborns: In Ethiopia, MCSP supported the scale-up
of the CBNC package, which included promotion of PNC for mother and baby, and efforts to improve
recognition of and care seeking for newborn danger signs. The endline survey demonstrated that the proportion
of women and newborns who benefited from a first (3 days) and second (7—14 days) PNC home visit increased
significantly over the course of the program. The largest improvements were for the percentage of mothers
reporting a second PNC home visit for themselves (52% to 84%) and a second PNC home visit for their
newborns (51% to 93%).

Predischarge care for mothers and newborns: In Nyaguru District, Rwanda, MCSP strengthened
predischarge PNC through MCSP-developed job aids and strengthened follow-up home-based PNC for mothers
and newborns through the innovative community action cycle approach. This effort helped improve the
utilization of PNC services by mothers and their newborns in the community action cycle implementation district
as compared to the nine MCSP-supported districts where the approach was not implemented.

Newborn Health Metrics and Measurement
Global

Review of MNH content in country HMISs: In 2018, MCSP published its review of MNH content in national
HMISs in 24 countries. The review examined MNH-related data elements in registers. It found that immediate
breastfeeding was included in more than half of the countries” HMISs, but other important newborn health
indicators were less common, including immediate skin-to-skin contact (five out of 24 countries), diagnosis of
birth asphyxia, and newborn resuscitation (six of 24). Findings were used to inform the development and revision
of national MNH HMIS systems. More information can be found in the Measurement, Monitoring, Evaluation,
and Learning (MMEL) section. MCSP also conducted a review to understand the degree to which country HMIS
newborn health indicators in 24 USAID priority countries aligned with indicators recommended by ENAP.
Findings from this exercise were shared with global partners, including the ENAP metrics group, thereby
contributing to discussions about identifying and institutionalizing newborn health indicators for national HMISs.

Contributions to improving DHS newborn health indicators: MCSP collaborated with USAID and SNL to
provide technical leadership on the development of recommendations on newborn health indicators for the
DHS-8. MCSP hosted a consultative workshop in January 2019 to convene experts from the newborn health and
measurement fields, present and discuss findings from a review of the existing indicators and evidence around
measurement in newborn health, develop recommendations on improved newborn health indicators, and
subsequently submit them to the DHS Program. The recommendations reflected current evidence on the validity
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of newborn care indicators to more accurately capture PNC coverage for newborns, and to improve the
harmonization across the Multiple Indicator Cluster Survey and DHS and between the MNH sections of the
questionnaire. If the recommendations are accepted, it will improve the quality and validity of newborn health
coverage data, and the ability to compare data across the Multiple Indicator Cluster Survey/DHS.

Partnerships with Professional Associations and the Private Sector

MCSP built strong relationships with professional associations and the private sector, most notably through its engagement
with the Survive & Thrive Global Development Alliance (GDA) and its support to the LAC Neonatal Alliance.

Global

® Global partnerships to support sustainable advancements in newborn health: In addition to administering
USAID funding to three central Survive & Thrive GDA partners (American Academy of Pediatrics, American
College of Nurse-Midwives, and American College of Obstetricians and Gynecologists), MCSP contributed to the
development and application of the HBS training materials. This suite of materials has been implemented across
several MCSP and MCHIP AA country programs, contributing to improved capacity of providers at different
levels of the health system. The GDA’s partnerships between professional associations in the US and MCSP-
supported countries also facilitated peer-to-peer learning between practicing clinicians, allowing for the transfer of
skills and best practices. The final GDA report, Guiding the Way Forward, includes eight country case studies that
highlight how MCSP and MCHIP leveraged GDA investments, partnership, and learning resource packages
(LRPs) to advance MNH in Bangladesh, Burma, DRC, Mozambique, Nigeria, Pakistan, Rwanda, and
Zimbabwe. More information can be found in the GDA section.

Regional

® Support to advance newborn health commitments and action in LAC: As a member of the LAC Neonatal
Alliance executive committee, MCSP provided leadership and coordination support for countries to form new
national newborn alliances (Guatemala) and strengthen those already in existence (Paraguay, Peru, El
Salvador, the Dominican Republic, and Haiti). MCSP’s support helped to strengthen the LAC Neonatal
Alliance as a platform through which members learn about emerging global priorities and evidence-based
practices in newborn health, and receive support to adopt new approaches and adapt policies. The alliance
supports the development and strengthening of national neonatal alliances, in partnership with country
governments, giving them a sustainable voice at the national level. Through its work with pediatric associations in
the LAC region, MCSP also influenced the regional agenda through efforts to promote ECEB and ECSB to be
adopted and adapted by MOHs. More information can be found in the LAC Bureau section.

Recommendations for the Future

MCSP made substantial progress in advancing the global newborn health agenda, contributing to reductions in
newborn morbidity and mortality, and supporting sustainable, country-led platforms for newborn health. The
project’s strong partnerships—with the ENAP community at the global level, and with national and subnational
governments and partners at country level—will help sustain MCSP’s newborn health legacy over time. However,
significant work remains to ensure that all newborns survive and thrive, including an increased focus on holistic
programming across the health, nutrition, and ECD sectors.

® Support nurturing care across all levels of the health system. Inpatient care of small and sick newborns,
including “nurturing care” and optimizing breast milk feeding, is an area receiving increased emphasis and
attention. Interventions designed to enhance nurturing inpatient care will require further investment at the global,
regional, and country levels.

® Continue to strengthen and improve quality of care for newborns and their mothers. This should be done
across the continuum of care, with particular focus on the subnational implementation of these interventions.

® Support improvements to perinatal death surveillance and response (PDSR). As countries move forward to
address improved quality of care, MPDSR should be considered an integral component of the quality of care
Framework. However, this will require careful support, especially the “P” component of MPDSR, as well as
stillbirths, which have often lagged.
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® Strengthen PNC and follow-up of mothers and newborns across the continuum, from facility to
community to home. Additional innovative approaches will be needed to ensure that small and sick newborns
receive the specialized PNC required to enhance their health and development.

® Increase investment and attention to community mobilization, community capacity strengthening, civil
society engagement, and efforts to enable social accountability for newborn health outcomes. These
strategies can help contribute to stronger, higher-quality health services for newborns.

® Ensure that validated, appropriate newborn health indicators are added to national HMISs. This will
allow MOHs and other stakeholders to effectively track country progress in achieving newborn health goals.
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@ Child Health

Areas of Focus - Child
Health

e Preventing deaths of children

under 5 in 14 countries
\ e Providing global leadership in

expanding child health
programming so that children can
survive, thrive, and transform

e Supporting national governments
in developing and implementing
comprehensive, evidence-based
child health plans

e Bringing interventions and
treatments to the places with high
rates of under-5 mortality and
where children need it most

Highlights of MCSP’s Legacy

With USAID, MCSP helped develop
and launch WHO'’s Standards for

The MCSP-commissioned study
Mapping Global Leadership in Child

MCSP brought attention to child
health metrics and measurement

Improving the Quality of Care for
Children and Young Adolescents in
Health Facilities and Improving the
Quality of Paediatric Care: An
Operational Guide for Facility-Based
Audit and Review of Paediatric
Mortality, which have brought a
focus to quality of care for children.

Health informed the WHO-led review
of IMCI and the expansion of the iCCM
Task Force’s mandate, subgroups,
donors, and membership to create the
Child Health Task Force in order to
reduce fragmentation, address the
needs of the whole child, and promote
the “survive, thrive, transform” agenda.

through the Review of Child Health and
Nutrition Indicators in National HMISs
across 24 Countries and the 2017 Africa
Regional Child Health Data Workshop
that informed global data collection
platforms and improvements to
multiple countries’ HMISs.

Figure 3.1. Cases of child diarrhea and pneumonia treated across four countries
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— Cases of child diarrhea treated with oral rehydration solution and zinc supplements
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— Cases of child pneumonia treated with antibiotics
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Child Health

More than half of early childhood deaths are preventable with cost-effective and simple interventions.? Globally,
significant progress has been made in reducing mortality in children under 5 years of age. The number of child deaths
has declined, from 12.7 million in 1990 to 5.9 million in 2015, but not all countries were able to achieve the MDG of a
two-thirds reduction in the 1990 under-5 mortality rate. To reach the even more ambitious SDGs and bring under-5
mortality to 20 or fewer deaths per 1,000 live births by 2035, countries will not only have to achieve more equitable
coverage with high-impact child health interventions but also make sustainable improvements in the quality of care
provided at all levels of the health system. MCSP contributed to ongoing global discussions and worked directly with
national governments and partners to develop and implement comprehensive, evidence-based child health policies
and programs. To end preventable and treatable child deaths, MCSP worked at global and country levels to promote a
holistic approach to child health by making high-impact strategies, such as iCCM, IMCI, and emergency triage,
assessment, and treatment, equitably available from the household to the hospital level; integrating sick-child
management with preventive and promotive health services; improving leadership, coordination, policy, and advocacy
to advance child health; improving the quality and increasing the coverage of evidence-based child health services;
improving child health measurement and data use; and promoting a robust learning agenda.

Key Accomplishments and Results

Leadership, Coordination, Policy, and Advocacy to Advance Child Health
Global

MCSP played a key role in shaping the global dialog around child health, highlighting the issues of fragmentation,
poor quality of care, commodity insecurity, and measurement challenges, and bringing renewed attention to the
holistic needs of the child.

® Mapping Global Leadership in Child Health study: Commissioned by MCSP in 2016 at USAID’s request,
the Mapping Global Leadership in Child Health study led to a better, more holistic understanding of the
evolution of child health as a global health issue and its current network of stakeholders and leaders. The study’s
recommendations focused on how leadership might be strengthened and child health repositioned by the global
community to achieve better outcomes. It informed the WHO-led strategic global review of IMCI taking place at
the same time and led to the creation of the global Child Health Task Force described below.

® Harmonization and amplification of the efforts of global and country stakeholders in global iCCM and
Child Health Task Forces: MCSP (and MCHIP before it) served as the secretariat for the global iCCM Task
Force from its creation in 2010 until it was restructured and rebranded in fall 2017 as the Child Health Task
Force. This change in name and mandate were in response to the findings of the MCSP Mapping Global
Leadership in Child Health study, the WHO-led Towards a Grand Convergence for Child Survival and Health: A Strategic
Review of Options for the Future Building on L essons Learnt from IMNCI, and the Child Health Moment of Reflection
meeting (Florence, Italy, January 2017). The desire was to move beyond community-based care for sick children
to a more holistic approach to child health programming. In the secretariat role for both groups, MCSP
contributed to global discussions and helped shape the work of task force subgroups.

e iCCM Task Force: MCSP hosted the steering committee, coordinated the activities of seven subgroups,?
managed a dedicated website and electronic resource center, and registered over 300 task force members.
Taking advantage of the Global Fund’s New Funding Model, the task force worked with the UNICEF-led
iCCM financing task team to advocate for the integration of malaria, diarrhea, and pneumonia case
management to maximize the impact of malaria programs and reduce the overuse of antimalarial drugs.
Thereafter, the iCCM Task Force members and their organizations worked with countries to develop concept
notes for the Global Fund’s New Funding Model’s 2014-2017 funding cycle. Of the 28 countries that
requested the Global Fund’s support for iCCM, there were 12 successful submissions that leveraged over $80
million in new financing for iCCM. The iCCM M&E subgroup completed the revision of the Iudicator Guide:

2WHO. 2018. Children: reducing mortality. WHO website. https://www.who.int/news-room/fact-sheets/detail/children-reducing-
mortality.

3 Costing and Financing, Demand Generation and Social Mobilization, Monitoring and Evaluation, Nutrition, Operations Research, Supply
Chain Management, and Workforce Issues
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Monitoring and Evaluating iCCM (developed under MCHIP) to provide a short list of indicators for routine
monitoring of iCCM. The University of Oslo used this updated list of indicators to create a DHIS2
community case management module that is now available to all countries that use the electronic DHIS2
platform.

Child Health Task Force: Officially constituted in fall 2017, the Child Health Task Force aims to reduce
fragmentation in child health programming and go beyond child survival, to the more ambitious “survive,
thrive, and transform” agenda of the SDGs. With over 500 registered members, the task force serves as a
CoP (the first of its kind) for child health and brings together international donors, governments,
implementing partners, and individual technical experts. The goal of the task force is to strengthen equitable
and comprehensive child health programs—focused on children aged 0 to 19 in line with Global Strategy for
Women’s, Children’s, and Adolescents’ Health (2016-2030)—through primary health care, inclusive of
community health systems. Members collaborate through10 subgroups* and have access, along with the
public, to a resource library of tools, guidelines, lessons learned, and best practices for child health
programming on the Child Health Task Force website, which was developed by MCSP and launched in
October 2018. Task force subgroups are building on and expanding work started by the iCCM Task Force.
For example, the M&E subgroup, in coordination with WHO’s Child Health Accountability Tracking
Technical Advisory Group, developed a robust set of recommendations to the DHS Program for
consideration when updating the DHS-8 child health questionnaires and indicators. Over the next several
years, the expectation is that these revisions will improve the monitoring of evidence-based child health
interventions and care-seeking patterns in countries that implement the DHS. MCSP also secured co-funding
for the Child Health Task Force from the Bill & Melinda Gates Foundation to develop a new model for
country-driven technical assistance using a human-centered design approach. This effort was ongoing in
Nigeria and DRC at the close of MCSP.

® Meetings to bring together global, regional, and country stakeholders to address priority child health
programming topics:

Africa Regional Workshop on Improving Routine Data for Child Health in National HISs
conference: Hosted by USAID and MCSP in Johannesburg, South Africa, on September 19-22, 2017, the
invitation-only Africa Regional Workshop on Improving Routine Data for Child Health in National HISs
conference focused on ensuring that child health and nutrition data from national HISs are available,
accessible, of high quality, and used by managers at all levels for decision-making. Over

90 participants from 15 countries attended, including a unique group of child health, HISs/HMISs, digital
health, and program experts and stakeholders to reflect on the current state of routine child health and
nutrition data systems, share lessons learned, and identify recommendations to scale up successful models and
approaches. Six country delegations developed action plans to address gaps in their HISs during the
workshop. After the workshop, MCSP continued to work with teams in Mozambique, DRC, and Nigeria,
specifically, to implement activities outlined in their action plans. MCSP supported the Mozambique MOH to
introduce child health indicators, registers, and reporting forms; worked with the DRC Ministry of Public
Health to develop a Web-based dashboard for child health indicators; and contributed to the development of
the community HMIS in Nigeria. The Child Health Metrics and Health Information Systems section below
provides more details.

Improving Nutrition Services in the Care of the Ill and Vulnerable Newborn and Child workshop:
The importance of nutrition throughout the life course of a child, from infancy through eatly childhood and
adolescence, is gaining more attention globally and in countries. In this context, there is significant concern
related to the integration of interventions focusing on nutrition and the management of childhood illness. To
help chart a way forward, USAID, in collaboration with UNICEF, WHO, and MCSP, convened the
Improving Nutrition Services in the Care of the Ill and Vulnerable Newborn and Child workshop in Accra,
Ghana, on October 30-November 2, 2018, bringing together nutrition, child health, and newborn
stakeholders from multiple countries to discuss key barriers and opportunities for strengthening nutrition
services during the routine management of childhood illness at household, community, and primary facility
levels. The workshop was attended by 115 participants from 12 countries, including seven country delegations

4 Digital Health and Innovation, Commodities and Supply Chain Management, Emergencies and Humanitarian Settings, Expansion of the
Child Health Package, Financing and Resource Planning, Institutionalizing iCCM, Implementation Science, Monitoring and Evaluation,
Nutrition, and Private-Sector Engagement
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that developed country action plans to strengthen nutrition services overall; nutrition care to sick newborns,
infants, and children; and nutrition counseling to their caregivers. MCSP worked closely with the seven
country delegations to develop their action plans and transitioned their follow-up support to USAID’s
Advancing Nutrition project as MCSP country activities closed out.

Additional MCSP contributions to global child health technical leadership: MCSP, working in conjunction
with USAID, developed two eLearning courses on Pneumonia (launched April 2017) and Case Management of
Childhood Illness (launched January 2018) to bring attention to child health and enhance the knowledge and skills
of program managers. To date, 3,357 individuals from 95 countries have completed the courses, which equip
public health program managers and professional staff who do not have a medical background with a basic
understanding of pneumonia-specific case management and case management of childhood illnesses in general
along the continuum of care. MCSP also completed a Review of Newborn Health Content of IMINCI and iCCM Training
Materials and Job Aids in Seven MCSP Countries, including the ECEB and PSBI interventions (described in detail in
the Newborn Health section of this report). The review findings will contribute to global and national-level
discussions and revisions to newborn content in standard guidelines for primary health service delivery.

Country

Child health policies in MCSP-assisted countries: MCSP supported countries to adapt global evidence and
child health policy recommendations, develop plans for the coordinated rollout of new and revised policies and
strategies, and monitor and institutionalize gains in quality and utilization of child health services. Over the life of
MCSP, more than 30 child health policies were developed or revised across eight countries.’ In Liberia, MCSP
worked with the MOH to draft a national strategy for institutionalizing IMNCI by delegating critical IMNCI tasks
to different areas of the health facility, providing the individuals working in these areas with necessary job aids
and training resources while reducing reliance on frequent and costly large-scale IMNCI training activities. This
strategy is now incorporated into Liberia’s national IMNCI training package. In Mozambique, MCSP worked
with the MOH and other health partners during annual forecasting and procurement exercises to get amoxicillin
dispersible tablets (the first line antibiotic for pneumonia in children) into the essential medicines kits for health
facilities and for Mozambique’s government-supported CHWs. Mozambique’s national clinical guidelines for care
of the sick and well child and its new neonatal care guidelines were also updated with support from MCSP. In
Nigeria, MCSP successfully advocated with other partners for policy changes that included the deregulation of
amoxicillin dispersible tablets, which are now available over the counter and included on the PPMV Essential
Medicines List. MCSP also supported Nigeria’s Federal MOH to update the National Child Health Policy, finalize
a new National Child Health Advocacy and Strategic Plan, and revise the national iCCM guidelines and training
materials to reflect the role of PPMVs as community resource persons (Nigeria’s cadre of CHWs).

Child health TWGs: In DRC, MCSP assisted the Ministry of Public Health and its partners to scale up and
improve the effectiveness of the national iCCM program through the national Child Health TWG. Revitalized
with MCSP's support, the TWG developed the National Strategic Plan for IMNCI, a broad plan that provides for
a continuum of quality care from household to hospital level. As an extension of the national TWG, MCSP
revitalized provincial child health TWGs in Tshopo and Bas-U¢lé provinces, and facilitated iCCM scale-up. In
Guinea, MCSP leveraged the existing National Steering Committee on IMNCI to lead the rebuilding of child
health services after the Ebola epidemic. With the support of the steering committee, MCSP led a review of
current iICCM programs and determined that support was needed at health posts where the majority of sick
children were being seen but health providers had not been trained in IMNCI. MCSP supported the development
of a child health training program to meet this need. In Rwanda, MCSP supported the national Child Health
TWG, which provided expertise and guidance to all actors operating in the country, reviewed the status of child
health indicators every quarter, and supported health districts to improve their performance. MCSP was
successful in strengthening IMCI in Rwanda largely because of the regular meetings of the strong national Child
Health TWG led by the government, where lessons learned from the field were shared, discussions were held, and
informed decisions were made to further the work of IMCI in Rwanda.

5 MCSP policy review—refer to Annex 2.
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Quality and Coverage of Child Health Services

While the coverage of child health interventions increased and child mortality declined in most countries, the quality
of catre provided to sick children remains a critical obstacle to further reducing child deaths, especially in hard-to-reach
areas or within vulnerable populations. The private health sector in most countries is also significant and could help
achieve global targets in reaching more children with quality services. MCSP played an instrumental role at the global
level and across multiple countries in advancing the quality and coverage of health care provided to young children.

Global

WHO pediatric quality of care standards and guidelines: In close coordination with USAID, MCSP played a
critical role in the development and launch of the Standards for Improving
the Quality of Care for Children and Young Adolescents in Health Facilities and
Improving The Quality of Paediatric Care: An Operational Guide for Facility-
Based Audit and Review of Paediatric Mortality. These new WHO

Figure 3.2 Clinic and
community site achievements

Over the last 5 years, in clinics and

documents set the quality standards for recommended, evidence-based community sites receiving USAID’s
care at health facilities for the most common acute and chronic support through MCSP:

conditions affecting children and adolescents. Going beyond infectious

health conditions, the Standards for Inproving the Quality of Care for Children 2 million cases of

and Young Adolescents in Health Facilities draws attention to children’s i malaria confirmed
overall well-being and secks to improve children’s and their families’ \\ through rapid diagnostic
experience of care by demanding that they be respected, protected, tests were treated
supported emotionally, and actively involved in the care they receive.

Building on the momentum of the WHO Standards for Inproving Quality 47 440,000 cases of

of Maternal and Newborn Care in Health Facilities and the Quality, Equity, |/r,:{\j pneumonia were
Dignity network of countries, the child health standards were officially treated

launched in Entebbe, Uganda, April 23-25, 2018. USAID, through

MCSP, served as a major sponsor of the launch, which was attended by § (=2 58 5,000 cases of
health experts from 12 countries, including the 10 countries in the L T heawereltreaced

WHO MNCH Quality of Care Network and two additional MCSP- ('~
nominated countries (Mozambique and Rwanda). During the launch,
country delegations shared their efforts to improve quality of care for children and young adolescents, and
discussed how to weave the new standards into their existing programs.

Country

Improvements to child health service in multiple countries with MCSP support: MCSP worked with
Uganda’s MOH to adapt and integrate the new global pediatric quality of care standards into a national Maternal
and Newborn Standards Assessment Tool that will be used to assess and launch MNCH QI initiatives in Uganda.
Starting in 16 learning districts with support from the World Bank’s Global Financing Facility, these initiatives are
part of Uganda’s larger Global Financing Facility-funded RMNCAH program. Also in Uganda, MCSP revitalized
the implementation of IMNCI strategy and, in collaboration with the WHO country office and the MOH, field-
tested and evaluated two alternative training models for IMNCI to roll out the essential child health care package,
taking into consideration feasibility and acceptability of the models in Uganda and cost-effectiveness. This pilot
helped prioritize interventions to address child mortality. In Burma, six new objective structured clinical
examination tools were developed and used to assess the ability of doctors and nurses to correctly manage cases
of anemia, jaundice, convulsions, diarrhea, newborn complications, and difficult breathing. These knowledge
assessments of clinical staff informed further scale-up of facility based-IMNCI® in Burma and confirmed that
township-level hospital staff need enhanced skills and confidence to appropriately manage serious childhood
illnesses. To rebuild demand for child health services post-Ebola in Liberia, MCSP supported three counties to
provide integrated RMNCAH services from the primary health care to hospital level. This included conducting
large-scale IMNCI training for health care providers with frequent supportive supervision and mentoring that
strengthened preventive and promotive aspects of the IMNCI package (see Figure 3.3).

6 Facility-based IMNCI is comparable to emergency triage, assessment, and treatment in other countries.
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Figure 3.3. Quality of IMNCI care in Liberia before and after introduction of MCSP-supported

approaches
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MCSP also improved the quality of case management for sick children seen at health facilities in Rwanda (Figure
3.4). Routine data showed that the percentage of sick children treated according to the national IMCI protocol in
the 10 MCSP-supported districts increased by 32% between January 2016 and June 2018, compared to an average
increase of 17% nationally during the same period. MCSP first established a network of 56 district trainers and
mentors, and then enrolled 933 care providers in a combination of LDHF and on-the-job training approaches to
optimize IMCI care in health facilities (see MCSP case study here).

Figure 3.4. Trends in percentage of children treated according to the IMCI protocol
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Finally, MCSP improved the quality of care for women and children in Zambia by establishing 28
multidisciplinary mentorship teams in four provinces. MCSP trained district staff in IMCI and QI approaches to
identify gaps in the quality of their services. Staff implemented QI projects based on the findings of their service
assessment. For example, they may have learned that they did not follow the IMCI algorithm when assessing sick
children, affecting their ability to make a disease classification and provide correct treatment. This learning
process led to improved clinical skills and accuracy in diagnosing and treating children. Staff also requested more
IMCI chart booklets and wall charts from the district mentors. These materials were included for purchase in the
2019 planning and budgeting cycle using the continuum of care grants provided by USAID.
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Integrated services for sick children at facilities and in communities: MCSP worked with Tshopo and Bas-
Uélé provincial health authorities in DRC to expand integrated services for sick children at facilities and in
communities where CHWSs had been providing only malaria detection and case management. In late 2016 to eatly
2017, the provincial health authorities and MCSP introduced a complete package of iCCM in communities and
reinforced IMNCI at health centers through training, supervision, and providing child health commodities at all
levels. At the community level, the number of cases of childhood diarrhea and pneumonia treated increased over
eightfold after the introduction of iCCM, and malaria cases treated doubled (see Figure 3.5). At health centers,
there was a fourfold increase in cases of diarrhea and pneumonia, and a significant increase in the cases of
childhood malaria treated (data not shown).

Figure 3.5. Children under 5 treated for malaria, pneumonia, and diarrhea in Bas-Uélé and
Tshopo provinces, DRC, before and after introducing iCCM at MCSP-supported community sites
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* Data analyzed and shown only for 54 community sites that had minimal threshold of complete data for malaria reporting in 2016—2018 out of 119.
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Private-sector Enhancing Quality iCCM through PPMVs and Partnerships (EQuiPP) pilot in Nigeria:
Private-sector PPMV outlets are a significant source of treatment for childhood illness in Nigeria. However, the
Federal MOH and others have raised concerns about the suboptimal quality of care provided by PPMVs. MCSP,
together with the government and private-sector stakeholders, designed the EQuiPP approach as a potentially
sustainable way of supporting PPMVs to provide quality iCCM services with public-sector oversight. The model
built on existing public and private systems to ensure that joint planning, supervision, and monitoring of PPMVs
would continue after MCSP. Midline and endline audits of PPMV outlets showed dramatic and sustained
increases in the availability of iCCM drugs and commodities, and in the percentage of sick children that PPMVs
appropriately assessed, treated, and counseled or referred for higher-level care (see Figure 3.6). Based on
EQuiPP’s demonstration that PPMVs can provide quality services for children, the Federal MOH has accepted
trained PPMVs as community resource persons and incorporated them into the national iCCM guidelines.
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Figure 3.6. QI during EQuiPP implementation in assessment, treatment, and counseling for sick
children under 5 years of age
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® MCSP support to the systematic scale-up of high-impact interventions in three countries:

e DRC: Findings highlighted a strong consensus of the relevance of iCCM in DRC, a consistent commitment by

all actors, and Ministry of Public Health leadership as key factors enabling iCCM scale-up. On the other hand,
the study showed that differing donor priorities and the complexity of the intervention itself made iCCM
difficult to scale up in a sustainable way across a large and diverse country like DRC. Uncertainties linked to
political factors, insecurity, weak capacity at the provincial and health zone levels, supply chain, and difficult
access to iCCM sites for supervision were all identified as significant barriers to scale-up. The findings of the
scale-up study showed increased and improved Ministry of Public Health coordination with partners and an
emerging culture of data use. They also highlighted the need to find sustainable solutions to ensure that
affordable (and preferably free) drugs and commodities are always available at health facilities and community
care sites.

Kenya: In Kenya, where volunteer CHWs must refer suspected pneumonia cases in children to the nearest
health facility for confirmation and treatment, MCSP supported the expansion of community-based malaria
case management in Migori County to include care for diarrhea, sick newborns, and malnourished children,
and the referral of suspected cases of pneumonia to nearby health facilities. After the expansion, 15% more
children received treatment for diarrhea with zinc and oral rehydration solution in their communities, and
more children were referred for other conditions, as compared to the previous year before iCCM was
introduced. Early in the program, MCSP completed the Feasibility Study of the Implementation of iCCM in
Bondo: Leveraging Fxisting Systems. This 18-month study informed iCCM implementation in other counties
throughout the country and fueled advocacy for community case management of suspected pneumonia by
showing that referral does not necessarily lead to timely and effective case management.

Namibia: MCSP worked to strengthen the CHW platform in Namibia beyond its focus on HIV testing and
counseling through activities such as the promotion of eatly care seeking and recognition of danger signs
through home visits and group education, and advocacy for the inclusion of iCCM into the CHW platform. In
addition, MCSP and UNICEF jointly supported the Ministry of Health and Social Services to conduct an
external evaluation of the CHW Program (formerly known as the Health Extension Program). The ministry is
using the evaluation’s results to improve the quality and coverage of community-based primary health care
through the CHWs.

® (Care-seeking behaviors and the role of gender in household decision-making in Nigeria: Care-secking for
sick children is suboptimal in Nigeria, and the private sector is a major source of care in some states. MCSP
conducted a household survey and qualitative study to better understand care-secking practices, gender norms,
and household dynamics to inform child health programming and messaging. The quantitative and qualitative
findings indicate that female caregivers are the most likely family members to recognize that a child is sick and to
initiate discussions with the child’s father on the need to seek care. While cultural norms dictate that female
caregivers are responsible for the physical well-being of a sick child, fathers are financially responsible for health
care costs and ultimately decide whether a child receives treatment outside the home. Care for sick children is
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influenced by the severity of illness and often follows attempts to treat at home through herbal remedies or
leftover drugs, then drug shops, and lastly, resorting to health centers or hospitals for unresolved or severe illness.
The studies’ insights on care-seeking patterns informed the strategy and messages used in Ebonyi and Kogi states
to generate increased demand for sick-child care. The methods and findings from these studies in Nigeria have
been published, adding to the limited global evidence base on how gender norms and household dynamics affect
catre secking for sick children.

Child Health Metrics and HISs

Countries have extensive experience collecting routine data for child health, but there is limited global guidance for
standard indicator definitions or methods to monitor child health services. Country systems vary greatly in how they
define and collect data for these services, especially at the community level. MCSP played a strategic role in the global
dialog and advocacy to improve metrics for child health, especially for routine service delivery.

Global

Global dialog for improved child health metrics: As part of its work on the iCCM and Child Health Task
Force, MCSP led revisions to recommendations for routine iCCM indicators that formulated a global DHIS2
community module and submitted recommendations to improve child health indicators in the next version of the
DHS. The Africa Regional Workshop on Improving Routine Data for Child Health in National HISs conference
facilitated the exchange of best practices among experts in child health programming, HIS strengthening, digital
health, and M&E from country, regional, and global levels to strengthen measurement of routine child health data
(see more information above).

Review of child health and nutrition data elements in 24 countries’ HMISs: MCSP’s review of 24 countries’
HMISs examined the data elements at community and facility levels that are related to the prevention and
management of childhood illness and malnutrition, primarily in USAID MCH priority countries. The review
found that the treatment of childhood illnesses (including pneumonia, diarrhea, and malaria) is infrequently
summarized at the facility level and inconsistently reported through national HMISs. The review has been
influential at the global level. The Every Breath Counts Metrics WG, including UNICEF, WHO, and other
stakeholders, used this review to make informed recommendations for routine pneumonia indicators. MCSP also
used findings from individual countries and groups of countries to advocate for more appropriate child health
indicators and data points in registers and reports that feed into the DHIS2.

Country

Countries improved routinely collected child health data and data use in different ways with MCSP support.
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DRC: In DRC, MCSP assisted national-, provincial-, and local-level program and data managers to strengthen the
functionality and use of the national HMIS. In Tshopo and Bas-Uélé, MCSP developed the capacity of providers
and managers to improve the quality and timeliness of their reporting through the DHIS2. MCSP also worked
with the national Child Health TWG to develop the prototype for a dedicated database and Web portal to
monitor the implementation of the National IMNCI Strategic Plan and the scale-up of iCCM services. The
platform will make real-time data accessible on the locations of health clinics and community care sites,
commodity availability, utilization of child health services, and other variables. Linked to the national DHIS2
system, this platform will allow the government and partners to monitor and adjust implementation. While
developing this database and Web portal, MCSP also built the capacity of Ministry of Public Health staff to
continuously update, maintain, and use them.

Mozambique: The development and nationwide rollout of new child health indicators, registers, and reporting
forms is a key MCSP legacy in Mozambique. Child health registers function as data collection tools and job aids,
guiding health workers at the point of care. The reporting forms and systems are making routine child health data
available to managers for program planning, monitoring, and evaluation of program efforts. The Mozambique
MOH is committed to sustaining the high level of provider performance and improvements in the quality of care
(see Figure 3.7) achieved with MCSP’s support.
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Figure 3.7. Improvements in adherence to child health standards in Mozambique*
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*Nampula’s client satisfaction scores dropped when health facilities discontinued use of client comment boxes that fell apart because of poor structural
integrity with no immediate replacement options. Health worker safety scores remained low in Nampula because of ongoing infection prevention and
control commodity shortages.

Nigeria: The Federal MOH in Nigeria is developing a national community HMIS to reduce fragmentation of
community data. MCSP worked with the Federal MOH to pilot its community HMIS tools and proposed
systems, as well as newly developed logistics management information system tools for the community level,
within the EQuiPP approach that supported PPMVs to provide iCCM services. Program partners, including
MCSP and state government agencies, trained and supported PPMVs to use these new tools, tracked their service
data, and used these data with stakeholders to solve problems and improve services. Stakeholders in the states
agreed upon reporting roles and responsibilities, data flow, and timelines for community HMIS. The pilot
demonstrated for the first time that it is possible to capture iCCM data from the private sector, with the potential
for private-sector data to be incorporated into the public-sector national HMIS data flows in the future. Based on
these results, the Federal MOH integrated modules on community HMIS and logistics management information
system into the national iCCM training curriculum.

Recommendations for the Future

Opver the past 5 years, MCSP highlighted the unfinished agenda in child health and contributed to its advancement
through improved leadership, coordination, policy changes, and advocacy. The project contributed to defining and
setting standards for quality of care, increased the coverage of evidence-based child health services, promoted a
holistic approach to child health, improved child health measurement and data use, and facilitated country-to-country
exchanges and engagement between countries and global decision-makers to further the child health agenda.

Integrate services for children. To reach to goal of reducing child mortality to 20 deaths per 1,000 live births or
below by 2035, child health programs need to integrate technical areas (e.g., maternal, newborn, nutrition,
immunization, and child health) and cross-cutting areas (e.g., equity, quality), and collaborate with other sectors
(e.g., education, security”) as suggested in USAID’s new five-year Children in Adversity strategy to holistically
address children’s health. RMNCAH plus nutrition programs should reduce silos and encourage an integrated
health systems approach.

Assess and adapt to demographic and epidemiologic contexts as well as social and environmental
determinants of health. Countries with high mortality from infectious diseases (e.g., malaria, pneumonia, and
diarrhea) should focus on strengthening health systems and improving the quality of services. As infections claim

7 See also USAID’s five-year Children in Adversity strategy which signals a strong commitment to providing the integrated assistance

required to ensure that children not only survive, but thrive.
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a smaller proportion of morbidity and mortality, countries should prepate programs to tackle other significant
causes of child deaths, such as injuries, traffic accidents, and noncommunicable diseases. As more and more
children survive past their fifth birthday, health programs will need to ensure that children also thrive into
adulthood, incorporating programmatic aspects of ECD.

Strengthen child health metrics for program management and investment decisions. High-quality data,
including measurement of coverage and quality, are needed to better target investments and interventions in child
health and for program management. Develop and validate standard routine child health indicators and guidance
on definitions, tools, and systems to collect and use these indicators. Coordinate these efforts with the recently
formed Child Health Accountability Tracking Technical Advisory Group, and draw from the expertise within the
Child Health Task Force’s M&E subgroup.

Push for stronger global leadership in child health. The Child Health Task Force contributed to reduced
fragmentation in child health, addressed the health needs of the whole child, and highlighted the “survive, thrive,
and transform” agenda. This task force is an important mechanism for convening, coordinating, and harmonizing
global and country-level child health partners. USAID’s support for the task force is critical in raising the profile
of child health, directing attention to the needs of the “whole” child, and creating a platform for stakeholders to
share knowledge, develop innovative solutions, and develop new tools that country partners can use to translate
evidence into stronger child health programs, enabling children to survive and thrive.
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Immunization

Areas of Focus -
Immunization

e Influencing the global immunization
direction; making policies, strategies,
guidelines, and plans reflect country
realities; and ensuring they are better
tailored for use in countries

e Supporting 9 MCSP countries to
increase coverage and equity of RI
services by adapting tools and
tailoring approaches to plan, manage,
and monitor performance at all levels

e Moving toward a polio-free world
with technical support for high-
quality outbreak risk assessments and
promotion of real-time data
generated through polio activities to
strengthen Rl and other health
interventions

Highlights of MCSP’s Legacy

MCSP’s findings on facilitators and barriers MCSP’s iterative learning on MCSP, in coordination with key

to urban immunization in Kenya and Nigeria, | generation, quality, and use of Rl partners, including WHO, UNICEF, and
and participation in the UNICEF/Gavi-led data is helping to shape Gavi, provided in-depth technical
Global Urban Immunization WG led to new | decision-making and improved the assistance to introduce 23 new vaccines
urban-specific global, regional, and national strength of Rl systems in MCSP in 9 Gavi-eligible countries and to scale
strategies. 9 countries. uptake at the subnational levels.

Figure 4.1. MCSP, in coordination with key partners, including WHO, UNICEF, and Gavi,
provided in-depth technical assistance to introduce 23 new vaccines in 9 Gavi-eligible countries
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MCSP, in partnership with the MOHs, supported new vaccine introduction by providing technical input into Gavi applications, updating comprehensive
multiyear plans, developing introduction strategies, monitoring the process, and conducting post-introduction evaluations.

tOPV: trivalent oral polio vaccine, bOPV: bivalent oral polio vaccine

PCV: Countries decide, based on their local evidence and resources, which of the PCV vaccines to introduce and use. Countries may change this based on
their local epidemiology and prevalent pneumococcal strains. In Mozambique, MCSP supported the switch from the PCV 10 vaccine to PCV 13 vaccine. In
Nigeria, MCSP supported the phased rollout of PCVI0.
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Immunization

Between 1990 and 2018, global vaccination coverage rates increased from 75% to 86%, with approximately

116.3 million infants immunized with the third dose of the diphtheria-tetanus-pertussis vaccine (DTP3) in 20188
Despite this impressive performance, after increasing for more than two decades, RI coverage rates began to stagnate
again around 2010, and in some of the world’s largest countries, immunization programs have not been able to keep
up with population growth. In addition, huge inequities still exist between and within countries, and immunization
programs have become increasingly complex, with one in five children still not vaccinated.

In an effort to reach the Global Vaccine Action Plan target of 90% or more DTP3 vaccination coverage at the
national level and 80% or more in all districts in all countries, MCSP supported national immunization programs to
increase coverage rates, close equity gaps, bolster RI systems to absorb new and underutilized vaccines, strengthen
immunization systems, and ensure managers have the capacity to manage their increasingly complex immunization
programs. Focusing on sustaining high, timely, and equitable immunization coverage, MCSP worked at the global and
country levels to:

® Influence and shape global and regional strategies, guidelines, plans, and tools that are country-centric, practical,
and results-oriented, with the aim to improve national immunization systems’ ability to reach every child with
immunization services.

® Build the capacity of health personnel at all levels to manage and deliver high-quality immunization services in an
increasingly complex immunization program.

® Reach underserved and vulnerable populations with immunization services more equitably while building stronger
immunization systems that deliver and sustain quality services.

These principles guided MCSP’s work at the global level and in 9 countries to improve leadership, coordination, and
policy to advance immunization; improve quality and coverage of Rl services; and enhance country engagement at
regional and global levels to influence policies, strategies, guidelines, and plans.

Key Accomplishments and Results

Leadership and Coordination to Shape Strategies, Guidelines, and Tools That Improve National
Immunization Systems’ Ability to Reach Every Child with Immunization Services

With increasingly complex immunization programs, new technology
to improve service delivery, and new evidence, MCSP played a
pivotal role in the creation of guidance, strategies, and tools,
working closely with WHO, UNICEF, the US Centers for Disease ® Immunization in Practice: A Practical Guide for
Control and Prevention (CDC), and other partners to develop these w :
global approaches. The project helped shaped the global agenda by Planning @’de to Red(.Jce Mlssed
providing grounded firsthand country realities through consultation, Opportunities fo.r Yacdnation .
involvement of country Expanded Programme on Immunization ¢ USAID_ elearning course, Immunization
(EPI) managers, and documentation of best practices. MCSP %En deame Strateoy 2019-2023"
contributed particularly in the areas of cold chain equipment, Eradication Iriegration C::ti fication an d.
implementation of immunization programs, maximization of Containme;1t :
opportunities for vaccination at every contact with the infant, and VYUY et ; :

. . . . . e WHO modules on vaccine and cold chain
updatm.g strategies for dlstrlct managers to reac.h every chlld. Thls management, including: How to Use Passive
new guidance is reshaping approaches to reaching every child with

. . . ) . Containers and Coolant-Packs for Vaccine
immunization services and putting new tools in the hands of R

Table 4.1. Global and regional
guidance, strategies, and tools

national immunization program managers to strengthen their Calculate Vaccine Volumes and Cold Chain
programs and handle emerging issues. Capacity Requirements, and How to Develop

& WHO Global and regional immunization profile
® WHO Immunization coverage fact sheet
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https://apps.who.int/iris/bitstream/handle/10665/255751/WHO-IVB-17.05-eng.pdf?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/255751/WHO-IVB-17.05-eng.pdf?sequence=1

Global

Redefinition of regional policies and strategies to support more equitable and sustainable national
immunization programs: In collaboration with WHO and partners, MCSP supported the development of an
Addis Declaration on Immunization roadmap to increase political, financial, and technical investments in country
immunization programs. As a result, several countries have dedicated funding for immunization services,
including in Uganda, Nigeria, and Kenya. MCSP also supported the development of a revised RED strategy for
vaccination in the African region. The strategy now includes a greater focus on equity, integration, and
community engagement, and has been adapted and rolled out in 13 Eastern and Southern Africa countries. (See
Africa Bureau for additional details.)

Gavi Joint Appraisal and portfolio planning processes: The Gavi Joint Appraisal and portfolio planning
processes are annual, in-country, multistakeholder reviews of Gavi-supported assistance. To improve these
processes, MCSP surveyed staff in MCSP countries about their experiences in 2016, 2017, and 2018, and shared
this information with USAID and Gavi. This feedback contributed to better planning, transparency, and increased
partnership engagement each subsequent year, enriching the review processes and outcomes.

Advocacy for a greater focus on strengthening RI during measles supplemental immunization activities:
Through participation in the Gavi Measles Rubella TWG, MCSP contributed actively to the development of a
guidance document to assist countries in developing applications for Gavi Measles Rubella funding that work
toward improving routine first and second doses of measles-containing vaccine by strengthening the RI system.
MCSP provided technical assistance, participated in the multi-agency visits to Zambia and Lesotho to pilot this
new guidance, and supported the countries to develop applications for Gavi Measles Rubella funding that
reoriented measles control efforts to more effectively strengthen RI and away from having a strong reliance on
campaigns. The visits focused on reviewing and interpreting national and subnational data to understand measles
rubella vaccination coverage, as well as challenges and strengths of the RI system; identifying best strategies and
activities to respond to coverage gaps and system obstacles; and drafting their applications, considering the
country context and existing investments in national EPI programs and ongoing Gavi HSS support. These visits
and the application processes will serve as a model for subsequent applications for Gavi Measles Rubella funding
from other countries seeking support. Furthermore, lessons learned from the Zambia and Lesotho experience will
inform the rollout of the new process to other countries. Finalization of the application is ongoing, with
expectations for submission to Gavi in September 2019.

Country

Country-level immunization policies, strategies, and guides: Ten countries with MCSP immunization
support updated their comprehensive, multiyear plans to chart the path forward for immunization. MCSP also
worked with countries on another 16 immunization policies and strategies, including the National Immunization
Policy in Malawi, the Vaccine Management Information System Web-based data management tool in Tanzania,
and the Nigeria Strategy for Immunization and Primary Health Care System Strengthening.

Quality and Equity of Immunization Services for Underserved and Vulnerable Populations

MCSP strengthened the management and quality of immunization services and promoted their utilization, tailoring
immunization-strengthening approaches to each country’s context to close gaps in equity.

Global and Country

Missed opportunities for vaccination: Reducing missed opportunities for vaccination is a strategy to increase

immunization coverage, improve delivery, and promote synergy between programs. Working closely with WHO
and partners, MCSP provided support at the global level for the development of practical country-level guidance
to identify and develop actionable solutions to reduce missed opportunities for vaccination:

e MCSP contributed to resource guides, including the Planning Guide to Reduce Missed Opportunities for U accination,
the Methodology for the Assessment of Missed Opportunities for 1 accination, and the Intervention Guidebook for
Lmplementing and Monitoring Activities to Reduce Missed Opportunities for 1 accination. MCSP supported missed
opportunities for vaccination assessments in Kenya, Uganda, Zimbabwe, Malawi, and Nigeria, which
identified common problems, ranked them by priority, and shaped action planning to address the findings.
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MCSP conducted implementation research on strategies to increase opportunities for FP and immunization
uptake in Tanzania, Liberia, and Malawi. Integration of FP and immunization services did not negatively
affect immunization outcomes and in some cases increased use of FP methods. The learning highlighted the
importance of grounding design of integrated interventions in formative research, with a focus on the
experiences of providers, clients, and their influencers, and was shared in the MCSP co-hosted FP-
Immunization Integration WG on reducing missed opportunities for comprehensive care in December 2017.
The WG advanced the global conversation around service integration, provided evidence on integrated
programming, and resulted in the development of the FP and Immunization Integration Toolkit. (See the
Family Planning section for more details.)

New vaccine introduction: Alongside other partners, MCSP supported the introduction and uptake of 23 new
vaccines in 9 Gavi-eligible countries, including the historic global switch from trivalent oral polio vaccine to
bivalent oral polio vaccine (see figure 4.1). For all new vaccine introductions, MCSP participated in planning and

drafting training, monitoring, and other tools; training government staff to use the tools; and providing support
for the transition to the new vaccines at the national level. At the subnational level, MCSP assisted with launches,
monitored the introduction process, and participated in post-introduction evaluations. Vaccines introduced
included inactivated polio vaccine, pneumococcal conjugate vaccine, combination measles and rubella vaccines,
and measles second dose vaccine during the second year of life. See program brief, Experiences in New 1 accine
Introduction, for more details.

RED/Reaching Every Child (REC) with immunization services:!" The RED/REC approach is a
management approach with five interrelated components aimed at improving immunization services, maximizing
the use of available resources, and guaranteeing sustainable and equitable immunization coverage for every eligible
person. All 11 MCSP-supported countries provided technical support to subnational immunization partners to
implement this approach. Key examples include:

Uganda: MCSP provided technical assistance to 11 districts to implement REC with additional QI tools to
improve districts’ capacity to manage and coordinate the immunization program, ensuring equity, addressing
persistent challenges, and sharing learning for sustainability and scale-up. The introduction of REC-QI
practices built health worker capacity in over 400 health facilities in mapping and planning RI services,
strengthened program management and community follow-up of children, facilitated local resource
mobilization, increased ownership and prioritization of immunization by civil authorities and local leaders,
and contributed to equity by extending services to an additional 644 villages. In the process, MCSP and the
Uganda National Expanded Program on Immunization improved immunization data and their use for action
by strengthening data collection, recording, and reporting at health facility and district levels (Figure 4.3). To
learn more about REC-QYI, please see the Uganda country summary along with the following documentation:

REC-QI How-to-Guide, REC-QI Mapping brief, and the REC-QI Learning brief.

Figure 4.3. Improvement in MCSP-supported REC-QI strategies and outputs in four districts!' of
Uganda (Mbarara, Bushenyi, Pallisa, Mayuge)
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10 While WHO AFRO identifies this approach as RED, the choice of whether to call it RED or REC is left to the countries to decide.
Some countries have renamed it the REC approach to reflect country contexts where immunization services reach every district but may
not be reaching every child.

I Figure 4.3 represents data from the four districts where REC-QI was introduced in program year 3 using a modified version and
incorporated learning from the other seven districts where REC-QI was introduced initially during program year | and 2.
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e Nigeria: To address the lack of knowledge and awareness around the importance of RI for newborns and
children, service delivery challenges, and distrust in a weak health system, MCSP supported a new approach
to community engagement—a key component of the RED/REC approach—and engaged traditional barbers
to identify and refer newborns for RI in Bauchi and Sokoto states. By country closeout, MCSP trained
2,858 traditional barbers in Bauchi (2,058) and Sokoto (800), who then tracked and referred 43,380 newborns;
of these, 39,416 (91%) were reported to have received vaccination in both states. The approach and some
tools are now being used by other partners (e.g., CDC) and have been included in the national community
engagement framework and the overarching community engagement strategies in Bauchi and Sokoto. See the
Nigeria country summary for additional details.

e Malawi: To address immunization coverage decline in Dowa and Ntchisi districts, MCSP provided technical
support to the districts and engaged 1,800 village heads to register all infants in their communities using the
My Village My Home tool, a chart used to list infants in a village and monitor their vaccination status.
Assessment of this community engagement intervention showed that over 90% of the village heads tracked
the infants for about 1 year; 77% of infants received immunization on time, 21% received immunization but
after the recommended period, and only 2% did not commence vaccination. This approach empowered
village heads to monitor the immunization status of individual children in their communities and has been
incorporated into the national immunization guidelines. See the Malawi country summary, documentation
specific to REC in Malawi, and cross-country community monitoring documentation for additional details.

e Application of the RED/REC approach to other RMNCAH technical areas in Haiti, Kenya,
Mozambique, and Uganda: MCSP promoted the use of RED tools and processes, such as microplanning
and mapping, to support the adaptation and integration of the RED/REC approach beyond immunization,
including child health, MH, community health, FP, and nutrition. MCSP documented program experiences
using the RED/REC approach to improve the delivery of other health interventions at country level, noting
that adaptation of the approach to nutrition in Mozambique and Uganda resulted in increased vitamin A
coverage, for example. See the technical brief, Exploring the Adaptation of the RED /REC Approach to Other
RMNCH Apreas in Haiti, Kenya, and Uganda, for more details.

Comprehensive Council Health Plan in Tanzania: MCSP supported the Ministry of Health, Community
Development, Gender, Elderly, and Children to strengthen the Comprehensive Council Health Plan process of
planning and ownership of plans by incorporating stakeholders’ inputs, improving the link between health facility
plans and the Comprehensive Council Health Plan, and ensuring budgeting of sufficient levels of operational
funding for immunization into the plan. Use of the adapted microplanning tool at 42 Muleba health facilities
resulted in improved budgeting for immunization for the 2016/2017 financial year at the council level, where all
budget requirements were comprehensively covered (Figure 4.4). Meanwhile, in the control site (Ngara),
allocations fell significantly short of requirements for almost all program components (Figure 4.4). Since the pilot
in Muleba, an additional five district councils (Ngara, Bukoba, Karagwe, Kyerwa, and Missenyi) adopted the
microplanning tool in planning the Comprehensive Council Health Plan, additional regions scaled the use of the
tool, and 19 councils in four regions were using the microplanning tool in 2017/2018 planning of the
Comprehensive Council Health Plan with MCSP supportt. See the report, Strengthening Comprebensive Council Health
Planning to Increase Immunization Coverage, and the Tanzania country summary for additional details.

Figure 4.4. Percentage of required budget allocated for immunization services in control sites and
Muleba Council, Tanzania, 2016/2017
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Use of innovative geographic information system (GIS) tools to address immunization challenges in
Nigeria: MCSP worked with the State Primary Health Care Development Agency in Bauchi and Sokoto states to
use GIS tools to more efficiently and accurately capture population numbers, establish processes and tools for
using GIS to improve microplanning, and produce maps for 272 health facilities. The experience from these two
states is contributing to new ways of accurately defining health catchment areas for better planning of
immunization programs. The two states have now scaled up the use of GIS to all of the 43 local government
areas. See the journal article, From Paper Maps to Digital Maps: Enbancing Routine Immunisation Microplanning in
Northern Nigeria, as well as the Nigeria country summary for additional details.

Equity gaps and new evidence around RI among urban poor in Kenya and Nigeria: MCSP conducted an
assessment in Kisumu County, Kenya, to understand the RI situation in poor areas of the city, challenges faced by
health facilities providing services in slums, and barriers faced by the urban poor when accessing services. The
tindings are invaluable for achieving equitable coverage among different populations in Kisumu City and other
Kenyan cities. MCSP adapted this methodology in Nigeria and conducted an urban immunization assessment in
the Bauchi metropolitan area. The State Primary Health Care Development Agency now implements daily
vaccination services and additional integrated outreach in response to MCSP’s findings. Expetiences in both
countries contributed to the development of urban-specific strategies with global, regional, and national
policymakers through the UNICEF/Gavi-led Global Urban Immunization WG. Given the need to close all
equity gaps, the learning and cross-fertilization on tools and methods between Gavi and USAID efforts have
helped to better shape urban immunization in several additional countries. See the assessment report and blog for
additional details.

Revisions in pre-service immunization education to improve the capacity of frontline workers: As a
follow-on to the support MCHIP provided for the development of an immunization prototype curriculum aimed
at improving the teaching of immunization in health training institutions in the African region, MCSP supported
the uptake of pre-service immunization education in Kenya, Liberia, Malawi, and Tanzania. These countries
faced major challenges, including inadequately trained pre-service teachers for EPI, lack of updated EPI reference
materials, lack of detailed lesson plans, lack of supervision of students at the clinical placement sites, and failure to
update the pre-service training curricula with changes to the EP1.12 MCSP conducted an evaluation of the
immunization pre-service uptake in Kenya and found that nursing graduates using the updated EPI prototype
curriculum finished pre-service training with all requisite knowledge, skills, and attitudes to successfully vaccinate
children. The study also identified factors critical for improving EPI pre-service training, which will be useful for
other countries looking to strengthen EPI pre-service training using the updated curriculum. A report, Evaluation
of the Initiative to Strengthen Nurses’ Expanded Programme on Immunization Pre-Service Training in Kenya, with additional
details is available, as well as a journal article, Outcomes of the Expanded Programme on Inmunization Pre-Service Training

Initiatives in Kenya: A Mixed Methods Study.

Quality and Use of Immunization Data to Strengthen the Routine Immunization System in All MCSP-
Supported Countries

In every MCSP country with immunization programming, MCSP works to increase the generation, quality, and use of
immunization data to strengthen the RI system. MCSP carried out two iterative studies to better understand this work
in-country and to gather key lessons learned to support other countries as they approach similar challenges. For
additional information across the nine countries with immunization programs plus Pakistan and Zimbabwe, see the
tull report Generation, Quality and Use of Routine Immunization Process Indicators in Strengthening Lmmunization Systems.

Country

Improved generation, quality, and use of RI data: MCSP conducted key informant interviews with MCSP
staff in 11 countries and government counterparts in Madagascar, Mozambique, Nigeria, Tanzania, and
Uganda. Countries reported similar data challenges, including unreliable denominators, frequent stock-outs of
data collection tools, lack of training or motivation of staff, and staff shortages. MCSP addressed these problems
in a number of innovative ways. In Bauchi State (Nigeria), MCSP established data management teams, intensified
mentoring and supportive supervision, implemented data quality spot- and cross-checks, and piloted the use of

12 Juma M et al. 2015. Technical Competencies of Nurse Lecturers on the Expanded Programme on Immunization in Kenya Medical
Training College.
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GIS tools to improve catchment area mapping and targeting. Between October 2017 and August 2018, these
activities resulted in greatly improved data quality (Figure 4.5.a). Furthermore, in four districts in Uganda, MCSP
supported training on data reporting, regular data review meetings, and data quality self-assessments to improve
consistency across the tally sheets and child registers used to record DTP3 vaccinations. At baseline, the
discrepancy between these two forms was high (38%). With technical support from MCSP, data inconsistency
reduced significantly, to 8%, by the end of 2018 (Figure 4.5.b).

Figure 4.5.a. Trends in reported number of Figure 4.5.b. Data quality self-assessment:
children immunized with specific antigens and reduced discrepancies across data sources and
data quality accuracy ratio, Bauchi State improved recording in child registers in four
districts in Uganda
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® Process indicators to support decision-making: While immunization coverage rates are important for
assessing levels of population protection from vaccine-preventable diseases, coverage indicators are often
inaccurate and of poor quality. In addition, coverage indicators are not suitable for assessing the health of the
immunization system, and indicators are needed to identify specific challenges and immediate corrective actions
that can be taken to improve the system. The WHO AFRO RED Guide proposes several input, process, and
output indicators for immunization that could address this need. MCSP collected two rounds of data on process
indicators in Malawi, Nigeria, and Uganda, observing trends over time in each country’s routine monitoring
data and interviewing health workers on relevance, usefulness, feasibility, acceptability, reliability, and accuracy of
the indicators. Results show improvement across most indicators, and health workers largely reported finding the
process indicators easy to use and useful for understanding the Rl system.

Progress Toward a Polio-Free World with Technical Support for High-Quality Outbreak Response and
Promotion of Key Lessons Learned from 30 Years of Polio Eradication

MCSP played a pivotal role in strengthening polio programing in the remaining polio endemic countries and countries
experiencing vaccine-derived polio outbreaks over the life of the project. A full summary of MCSP’s polio

communication program can be found on the project’s website.

Global

® Emerging challenges in polio communication: MCSP championed greater representation in peer-reviewed
literature from seldom-heard perspectives of those working directly in the field through 13 published papers (see
this paper on polio vaccine refusals in Karachi [Pakistan]). It completed original research projects

on understanding attitudes to polio vaccination and immunization in northern Nigeria and analyzing

conversations on polio, vaccine, and RI on social media in the Ukraine. MCSP shared views and opinions on

emerging polio communication issues through editorials by more than 40 leaders in the field (see the Hopes and

Fears series).
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Collaboration and sharing of polio communication lessons learned: MCSP increased collaboration and
sharing of lessons between agencies working on communication for polio and immunization through workshops
on research methodology and approaches to using social media. It facilitated meetings to identify lessons from
polio from USAID-funded projects for dissemination to others working in health communication and high-level
roundtable discussions focused on outbreak response in Ukraine. MCSP ensured polio communication had a
significant platform at the Social and Behavior Change Communication Summit in 2018.

Development of a database to collate polio communication information: MCSP created a publicly accessible
knowledge database on polio communication on an easy-to-navigate polio website that received an average of
164 pages views from 68 users per day, for a total of 284,049 page views by March 31, 2019, linked to and further
disseminated through two newsletters with large subscriber bases of 11,000 and 47,000.

Polio communication learning at global fora: MCSP documented these lessons in the report Word of Mouth:
Learning from Polio Communication and Community Engagement Initiatives and shared it in many global fora, including the
Planning for a Post-Polio World forum (May 2017), International Social and Behavior Change Communication
Summit in Indonesia (April 2018), the Global Immunization Meeting in Rwanda (June 2018), the MCSP-hosted
webinar “The Polio Journey: 30 Years of Experience” (July 2018), and side events during the Partnership for
MNCH Partners’ Forum in New Delhi, India (December 2018), and the Women Deliver 2019 Global Conference
in Vancouver, Canada (June 2019).

Country

Stronger polio communication programming in endemic and outbreak countries: MCSP provided expert
technical advice to 11 technical advisory group meetings (Pakistan and Afghanistan), five communication
reviews (Pakistan and Afghanistan), and six outbreak response teams (Madagascar, Laos, and the Horn of
Africa). MCSP has led on the communication elements of these technical groups, and recommendations have
been incorporated into national polio action plans and used to guide annual polio communication planning, and
as indicators of country progress on outbreaks for global and regional oversight bodies. See, for example,

this technical advisory group report from June 2018, this Afghanistan communication review report from
October 2013, and this report from the February 2016 outbreak response team in February 2016.

Improved quality of polio campaigns in DRC: In DRC, MCSP supported the vaccine-derived polio outbreak
response in DRC, providing seven technical experts who worked closely with the Ministry of Public Health and
partners in 16 health zones to plan, coordinate, and improve the quality of polio campaigns between April 2018
and February 2019. MCSP’s consultants, Ministry of Public Health officials, and other partners trained national
and provincial supervisors, supervised vaccinators and local supervisors, supported stock management, enhanced
communication with local authorities and community members, and contributed to the M&E that accompanied
each campaign. As a result, DRC’s polio response successfully reduced the numbers of unimmunized, missed
children and helped to build community trust. MCSP also helped to institutionalize the new sutveillance
guidelines in both public and private health facilities (forthcoming).

Eradication of polio in Madagascar: Between 2014 and 2015, Madagascar had 11 confirmed cases of
vaccine-derived poliovirus,'? signifying challenges with the RI system that urgently needed attention. MCSP
supported the polio outbreak response in Madagascar by analyzing polio campaign and routine oral polio vaccine
data, and conducting direct training and supervision to strengthen community-based polio surveillance.
Madagascar made steady progress and received its polio eradication certification from the Regional Certification
Commission, a major milestone for the country and region in June 2018.

Recommendations for the Future

While global and country immunization programs have made important gains in recent decades, and several countries
have better capacity to manage immunization programs, more support is needed to ensure that RI systems are capable
of providing timely, safe, and effective vaccination to all children, particularly the unreached. As countries advance on
their journey to self-reliance, some are initiating new financing approaches and innovative partnerships to increase

13 WHO. 2015. Statement on the Seventh IHR Emergency Committee meeting regarding the international spread of poliovirus. WHO
website. http://www.who.int/mediacentre/news/statements/201 5/ihr-ec-poliovirus/en/. Accessed August 27, 2018.
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domestic resources for cost of vaccines and service delivery. In some instances, the progtress has been slow and
plagued by underlying weak health systems, conflict, and poor capacity; these challenges will require greater support
and innovative approaches to move these countries forward. Building on immunization system strengthening
approaches, MH, child health, and nutrition program managers and service providers will need to be able to adapt;
provide quality, client-oriented services; and adroitly integrate these services to increase coverage. As the landscape
changes and immunization programs become more complex, there is a need now, more than ever, to sustain the gains
made by USAID in immunization and achieve the goal of preventing maternal and child deaths through strong,
resilient RI systems that protect against preventable diseases.

Adapt RED and integrate the immunization platform for other health areas. In the next decade, adapting
RED for other health areas and using immunization platforms to increase their uptake will be an important area
of focus. MCSP’s experience applying the RED approach beyond immunization in Haiti, Mozambique, Kenya,
and Uganda provides key lessons learned and promising practices that will guide scale-up of the adaptation of the
approach in new settings and to new areas.

Develop new partnerships, tools, and approaches to reach older vaccination clients. The recent shift to life
course vaccination requires using contacts in older age groups—such as in the second year of life, adolescents,
and pregnant women—to provide vaccinations. This will require new and broader health partnerships, and new
tools and ways of working that are yet to be fully defined.

Create new approaches to close equity gaps, particularly in urban, conflict-affected, and hard-to-reach
areas. While efforts to close equity gaps are ramping up, they are still not keeping pace with underserved
populations in rapidly growing urban areas or conflict-affected and hard-to-reach areas. The global immunization
community is set to ensure a country-centered focus. Context-specific, differentiated, and innovative approaches
are at the forefront of the new global strategy and essential to overcoming emerging and long-standing challenges.

Develop new strategies for domestic resource mobilization and financing models. Though countries are
moving forward on their journey to self-reliance and have been able to introduce several new lifesaving vaccines,
domestic resource mobilization and new financing models will be critical to ensure that adequate resources are in
place to continue to improve immunization outcomes and access to new vaccines.

Support country uptake of emerging policies and guidelines: In the future, technical assistance should
continue to be provided for country uptake of the new Gavi guidelines to increase measles coverage and
strengthen the RI system. Learning from this experience should be systematically documented and shared to
increase the evidence for this new approach.
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&3 Family Planning

Areas of Focus - Family
Planning

e Expanding PPFP services through
partnerships with governments to
introduce, improve, or scale up
services; dissemination of
programmatic learning; and global
technical leadership and advocacy

e Increasing the range of
contraceptive method options
available to women and couples

e Advancing proven approaches
and innovating to improve access
to and quality of services,
including for men and first-time
young parents (FTYPs)

Highlights of MCSP’s Legacy

Over its life-of-project, MCSP’s support | MCSP supported 12 countries to MCSP facilitated holistic service
helped bring PPFP to scale in several expand contraceptive method provision across the RMNCAH
countries, with services offered in choice for a wide range of options, continuum for FTYPs in Madagascar,
hundreds of facilities. Still lots of including short-acting, long-acting, Mozambique, and Nigeria.

progress to be made! and permanent methods.

Figure 5.1. Large increases in predischarge PPFP uptake in MCSP-supported facilities*
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*PPFP data collection usually started well after services initiated, so preintervention baselines are not available.
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Family Planning
Introduction

In 2012, the global community came together at the London Summit on FP to galvanize new commitments and
resources for voluntary FP and to set ambitious goals for addressing unmet need in the world’s LMICs. USAID and
its partners were key influencers in setting this global agenda. As a global USAID flagship project, MCSP’s strategic
approach to P accelerates achievements toward reducing maternal and child mortality by preventing unintended
pregnancies, with a focus on those linked with poorer MNCH outcomes. To achieve this goal, MCSP’s FP work
centered on increasing access to PPFP, expanding contraceptive options, advancing proven approaches to improving
FP care and outcomes, and innovating new strategies to improve access to and quality of services. Through its
collaboration with other global stakeholders, such as FP2020, leadership of WGs and CoPs, program learning, and
expertise in service implementation and scale-up, MCSP helped MOHs around the world to revitalize their voluntary
FP programs and increase method uptake at critical points along the reproductive continuum of care. Additionally,
MCSP’s ability to bring lessons from the subnational levels of countries’ health care systems to the global
conversation helped to ensure that new FP initiatives, guidelines, and programs are rooted in the on-the-ground reality
of FP service provision.

USAID Missions have taken full advantage of the ability to integrate FP with MNCH and nutrition activities. As a
result, 17 countries provided FP field support, and both Ebola-funded country programs Liberia and Guinea)
included integrated FP programming. Several additional countries addressed FP services indirectly, such as Egypt,
which strengthened the CHW platform that promotes FP as part of their job description, and Namibia, which
supported a local NGO to provide holistic services to adolescents, including FP. Lastly, MCSP invested in an
Ouagadougou Partnership country, Togo, to increase learning around male engagement. In total, MCSP implemented
FP activities in 21 countries.

Key Accomplishments and Results
Access to Postpartum Family Planning

MCSP capitalized on the integrated nature of the project to prioritize attention to postpartum women’s unmet need
for FP at global and country levels.

Global

® Advocacy to mainstream PPFP within the global community: Leveraging Bill & Melinda Gates Foundation
funding to Jhpiego, MCSP advocated for greater prioritization of PPFP as a new strategy to accelerate progress
toward FP2020 goals, given higher unmet need among this population of women. In 2015, the project
co-convened a high-level meeting in Chiang Mai with FP2020’s sectetariat, USAID, and the Bill & Melinda Gates
Foundation and established their coordination role going forward. MCSP supported global efforts in PPFP, with
an active role in advocacy through support to FP2020-led webinats and a joint MCSP/FP2020 side event at the
2018 ICFP that capitalized on Rwanda’s commitment and achievements to spur additional efforts from countries
that have chosen to include PPFP in their country action plans or commitments. MCSP also encouraged
voluntary PPFP in Francophone West Africa, including the development of a scale-up strategy in Togo and
guidance provided to the implementation and dissemination of a landscape assessment in all nine countries of the
Ouagadougou Partnership.

® Indicator testing and consensus building around predischarge PPFP indicators: Several MCSP country
programs tested approaches to routinely collect predischarge PPFP data along with two formal indicator testing
studies. A measurement learning brief captured countries’ experiences and informed three consultations of a
subcommittee to develop recommendations for indicators to recommend for national HMISs. The committee
included representatives from USAID, WHO, UNICEF, FP2020, AvenirHealth/Track20, Advance Family
Planning, MEASURE Evaluation, and other organizations, whose contributions were augmented by respondents
to an online survey representing 11 countries. A final version of the recommendations included three indicator
recommendations and definitions. MCSP worked with the FP2020 secretariat, the Advance Family Planning
project, to disseminate these recommendations through a number of channels, including a webinar on April 3,
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2019. At the December 2018 meeting, WHO announced that it will include the PPFP Measurement Committee
recommendations in indicators listed in its new HMIS guidance and test them further in 2019.

MIYCN-FP and FP-Immunization Integration WGs: MCSP co-led the MIYCN-FP Integration and FP-
Immunization Integration WGs. Each group met approximately twice per year—including two joint WG
meetings—to share country experiences, advance subcommittee action plans, and discuss relevant themes,
including HSS, M&E, operationalization of service integration, and reduction of missed opportunities for care.
Accomplishments under both groups include the development and update of the FP-immunization integration
and the MIYCN-FP integration toolkits hosted on K4Health. The groups also advanced the global conversation
around setvice integration and provided the impetus and/or evidence base for other projects and organizations to
incorporate it into their own programming. For example, results from MCSP’s integration learning activities in
Ethiopia and Tanzania, which aligned with the groups’ evidence generation agendas, were presented at WG
meetings and incorporated into the toolkits. Over the past few years, MCSP has steered the separate but related
MIYCN-FP and FP-Immunization WG agendas toward one that is more holistic to reduce missed opportunities
for MIYCN, voluntary FP, and immunization service provision from a client-centered perspective. In January
2019, stakeholders from both groups convened to chart a path forward and recommended merging into one joint
CoP that will apply a life cycle approach to integration of services. Through these WGs, MCSP has been an
influencer in the larger community of implementing partners, advocating for using and generating new evidence
and program learning in priority areas.

Country

Scale-up for predischarge PPFP in multiple countries: As a result of MCSP’s activities, providers in 630
facilities in 16 regions of Madagascar, 637 public and private facilities in two states of Nigeria, and 86 facilities
of two provinces in Mozambique strengthened their PPFP counseling and clinical skills. Starting from low initial
levels, voluntary uptake of predischarge PPFP rose in all countries to peaks between 20% and 40% of women
who deliver in a facility, even during gradual scale-up. A subset of 91 facilities in Nigeria benefited from QI
support, which resulted in an even higher percentage of women counseled during facility births and higher
uptake: 74% on average. In Rwanda, the program’s high level of commitment to scaling up PPEFP resulted in full
coverage of facilities in 10 districts, with overall predischarge uptake of 59% in the final quarter. Additional
targeted support was given to other districts to replicate the MCSP training and mentorship model. This
systematic approach to scale-up paid off: In 2018, Rwanda secured direct funding and Bill & Melinda Gates
Foundation and United Nations Population Fund funding to replicate MCSP’s work in all remaining districts.
Furthermore, MCSP also introduced PPFP within support to overall FP in 24 health zones of DRC with no
donor-supported FP, showing that an integrated approach to strengthening PPFP within a broader FP mandate
can work. MCSP’s legacy demonstrates that women will adopt PPFP eatly in the postpartum period when they
are appropriately counseled and services are integrated. Establishing the expectation that all women should be
counseled during their stay in maternities is feasible at scale, with appropriate policy and health system support.

Figure 5.2. Trends in predischarge PPFP uptake in Rwanda by method'4
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14 Method mix of voluntary predischarge PPFP varies across MCSP programs that collected method-disaggregated data. This example is
from Rwanda and is striking in the popularity of implants.
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® Adaptation of PPFP training approaches to meet country needs and move learning on site: In Guinea,
MCSP’s Restoration of Health Services (RHS) project tested innovations to improve the efficient use of training
resources by breaking up the traditional PPFP LRP into on-the-job modules, and oriented 28 trainers to support
providers and facilities to complete the training in short segments over 1-3 months. This innovation carried over
into the new bilateral and has become a norm in Guinea. MCSP has responded to Ministry of Health and Public
Hygiene limits on offsite training in Madagascar by adapting their FP training approach to allow for onsite
training, building up pools of regional and district trainers to take on these challenges. Finally, Rwanda
supplemented traditional training with a clinical mentorship approach that capitalized on high-performing PPFP
providers to take on this additional role. All these country innovations also informed efforts under core funds to
develop more flexible LARC learning matetials.

® Evidence advanced of what works to integrate PPFP at multiple health system contacts: MCSP supported
a robust learning agenda to deepen the evidence on strategies to increase opportunities for PPFP uptake in the
immediate and extended postpartum period.

e Ethiopia: MCSP’s quasiexperimental implementation research study in Ethiopia looked at the effect of
utilizing all contacts along the reproductive continuum from pregnancy to 12 months postpartum. The
project supported all health centers in the study area to systematically offer PPFP through training, supportive
supervision, and use of data dashboards. In addition, the study oriented health extension workers in 10 &ebeles
to the needs of postpartum women, modified an integrated MCH card, and encouraged health extension
workers to mobilize women’s development army volunteers to identify and refer pregnant and postpartum
women to setrvices, including PPFP. The study showed a dose response relationship in that, for each ANC,
delivery, PNC, and child immunization contact where FP is discussed, there was an 8% higher chance a
woman adopted PPFP, demonstrating the value of integrating P at all contacts from pregnancy through the
extended postpartum period, with the added benefit of using longitudinal tracking tools to ask pregnant and
postpartum women about PPFP use at each contact. This study also demonstrated the value of community-
based PPFP, with health extension workers providing counseling and services at health posts and during
home visits, and women development army members promoting birth spacing and PPFP. This community-
based component contributed 44% greater adoption of PPFP among women who delivered at home in
intervention areas versus comparison areas. These results help fill an evidence gap noted in 2017 during the
carly development of the immediate PPFP high-impact brief, when evidence on community-based PPFP was
scarce. This study indicates that countries with a high proportion of home births could benefit from
investment in community-based PPFP strategies.

e Tanzania: MCSP conducted a study in Mara and Kagera regions to understand and test new approaches for
improving MIYCN and PPFP practices. The study included a formative phase, whose results were published
in Maternal and Child Nutrition, and a second mixed-methods implementation research phase with a package of
interventions at facility and community levels. The intervention package included LAM tracking tools for
clients and CHWs, a job aid on LAM and EBF, onsite training, supportive supervision, community
engagement, and a LAM song aired on local radio. Study results comparing the intervention period to the
same period of the previous year revealed increases of 123% and 101% in PPFP use within 6 weeks
postpartum and 25% and 64% in EBF by 6 weeks postpartum in intervention sites in Kagera and Mara,
respectively. Among these PPFP users, the contribution of LAM to the method mix increased 49 percentage
points in Kagera and 21 in Mara. Among mothers using the LAM self-tracking tool, 58.3% transitioned to
another modern method by 6 months postpartum. The absolute numbers of LARC and permanent method
users did not change substantially, however with the increase in LAM use, LARC and permanent method use
decreased as a percentage of the method mix. Qualitative results demonstrate the feasibility of a multichannel,
integrated approach to improve MIYCN and FP outcomes in Tanzania and point to areas where adjustments
could further strengthen outcomes, including remaining gaps around perceived risk of pregnancy and
timeliness of postpartum contraceptive uptake after childbirth. The study team disseminated results with
national and regional WGs, and met with bilateral projects that can incorporate MCSP’s learning.

e Liberia: MCSP and the Liberia MOH scaled up integrated FP and immunization services by building upon a
2012 MCHIP and MOH pilot that contributed to substantial increases in contraceptive uptake. Under MCSP,
the MOH endorsed expansion of the MCHIP approach to additional counties, pending adjustments to the
approach to strengthen and monitor immunization. MCSP conducted a mixed-methods process evaluation of
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the modified service integration approach in 22 health facilities in Grand Bassa and Lofa counties. Trends
indicated slight but not statistically significant increases in voluntary FP uptake in intervention over
nonintervention facilities. Pentavalent vaccine dropout rates did not change in intervention compared to
nonintervention sites, indicating no negative impact on immunization services. Clients and providers
expressed that the integrated services improved efficiency of services in terms of the time and costs involved
to provide/receive setvices in a single visit rather than through separate visits. MCSP shared these results
with stakeholders in Liberia, and FP-immunization integration was incorporated into the Liberia Family
Planning Costed Implementation Plan: 2018-2022.

® Malawi: MCSP supported the Government of Malawi to systematically integrate FP and immunization
services in all health facilities and associated community-based outreach sites in Ntchisi and Dowa districts
over a 15-month period. MCSP conducted a mixed-methods process evaluation that examined factors
affecting service provision, use, and experiences of care. The findings indicated that integration of FP and
immunization services did not negatively affect immunization outcomes. Results suggested many women
switched from health facility-based to community-based setvices because the latter were more accessible. The
intervention appears to have facilitated continued increases in total FP use, accessibility of services, and
perceptions regarding quality of care. This legacy, along with the Liberia results, contributes to global learning
around integration models and factors that facilitate success of service integration across contexts.

MCSP continued MCHIP’s legacy of generating new evidence on integrated and community-based interventions. The
project learned that it is critical to ground the design of these interventions in formative research with stakeholders,
including providers, clients, and their influencers. Interventions in Ethiopia showed declines in the proportion of
women who wait for menses to return before voluntarily adopting PPEFP, but this issue remains a concern, whether in
Ethiopia, Tanzania, or elsewhere, that requires further attention and examination. Changing provider behaviors to
systematically integrate services requires attention to details on the positioning of supplies and tools, privacy and
confidentiality, and follow-up and supervision. It has also been shown that facilities with complicated referral
pathways between units are more likely to lose clients. Research studies can establish supplemental systems to track
intrafacility referrals for integrated services or track women’s use of a set of services over time, though MCSP is not
ready to recommend such tracking to routine HISs. The Malawi and Liberia P and immunization integration study
results have been shared with the MIYCN-FP-immunization CoP. We anticipate that this new evidence will inform
future updates to the FP-immunization integration High Impact Practices for FP brief when it is next reviewed.

Expansion of Contraceptive Method Choice

Providing women and couples with access to a wide range of methods is critical for increasing uptake, reducing unmet
need, and improving birth spacing to decrease maternal and infant mortality rates. MCSP worked with multiple
partners to increase method choice and access to newer reversible methods (hormonal intrauterine devices [IUDs]
and the progestin contraceptive vaginal ring) and permanent methods (tubal ligations and vasectomies).

Global

® ILeadership of the Long-Acting and Permanent Methods CoP: In program year 4 (PY4), MCSP assumed the
role of chair for the Long-Acting and Permanent Methods CoP, which currently has 470 members from
47 countries. The CoP convened two technical consultations to provide updates on global contraceptive service
delivery for implants and hormonal IUDs, review the evidence, and explore approaches to expand services and
increase method mix. These technical consultations served as a forum for global stakeholders to discuss research
and implementation practices, and identify gaps that need addressing to advance high-quality FP programming in
the context of informed choice and voluntarism. In eatly PY5, based on results of a member survey and
discussions with opinion leaders and group members, the CoP decided to transition to a Method Choice CoP
starting mid-2019.

® Preparation of the global community for new self-care contraceptives: MCSP and the Population Council
developed global training materials for the progestin contraceptive vaginal ring, which were approved by WHO
and USAID, and incorporated into the Training Resource Package for FP. Registration of the product for use by
breastfeeding women up to 1 year postpartum is imminent in Nigeria, where these materials have already been
used to orient trainers and will be used to train facility providers. Registration is also forthcoming in Kenya and
Senegal. With the US Food and Drug Administration having approved a new 1-year vaginal ring, the materials
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will eventually need to be adapted because, ideally, women who use and appreciate the progestin contraceptive
vaginal ring during their first year postpartum will be able to transition to the 1-year ring to space or limit future
pregnancies.

Global and Country

® Introduction of hormonal IUDs: USAID, other donors, MCSP, and partners developed a global learning
agenda (published in Global Health Science and Practice in December 2018) to increase access to hormonal IUDs in
FP2020 focus countries. MCSP supported introduction of hormonal IUDs in 42 public facilities in Kenya and 40
in Zambia using commodities donated by the International Contraceptive Access Foundation. Despite extended
nursing strikes and the close of the MCSP country program, uptake was high in Kenya where LARCs are already
popular, with over 1,500 insertions over a 2-year period. Uptake was much lower in Zambia, where IUDs are
generally less popular: Approximately 300 insertions were reported over 2 years, though there may have been
underreporting. MCSP supported studies in both countries to establish the profile of women adopting the
method, their experiences using it, and providers’ perspectives on factors for successtul introduction. Study
results and lessons learned from implementation will be useful to establish a market for this method in LMICs
and inform best practices for phased scale-up. MCSP, in collaboration with the MOH and other implementing
partners, supported country-level planning and engagement for a collaborative total market approach to
transitioning the hormonal IUD to country ownership and taking it to scale. MCSP facilitated in-country
discussions among partners in Kenya and Zambia to address these issues, which includes conversations with
MOHs and partners to transfer commodity management from partners to MOH for continuity and sustainability.

Country

® Expansion of permanent method services to more couples: Although use of permanent methods is
sometimes constrained by high service costs, lack of trained health workers, and low demand, MCSP used
innovative approaches to expand access to permanent methods in several countries, as detailed in MCSP’s
permanent methods brief (forthcoming). In Rwanda, MCSP advocated for inclusion of permanent methods
under the national insurance scheme and used a WhatsApp group to facilitate communication among hospitals,
health facilities, CHWs, and the MCSP team; schedule procedures; and coordinate outreach teams. Through its
two programs in India, MCSP engaged with men to increase demand for voluntary male sterilization and
improve availability of voluntary female sterilization through fixed day static services in Madhya Pradesh, Odisha,
and Uttar Pradesh. MCSP in Nigeria expanded and supported training of health workers on minilaparotomy
under local anesthesia. CHWs in Haiti conducted FP awareness campaigns to increase awareness and demand for
services provided through mobile units that offered LARCs and permanent methods.

® Introduction of IUDs and injectable contraceptives in India’s urban primary health centers: Through
support to India’s The Challenge Initiative for Healthy Cities project, MCSP advocated with city and state
governments to expand FP options by adding the provision of IUDs and injectable contraceptives to the pills and
condoms that were already available at most urban primary health centers. As a result, by March 2019, 95% of

these centers were providing either injectables or IUDs, an increase from 67 urban primary health centers in
March 2018 to 459 a year later.

® Support to FP training in Pakistan: MCSP expanded access to LARCs in Pakistan through support to a
country-owned and -managed training system that established FP training units utilized by the Population Welfare
Departments (for FP) and the Health Departments (for PPFP integrated with MNCH). Twenty-two of these
units are now functional across Sindh and Punjab, with more under development by the government in
Balochistan. Through this system, provincial master trainers support district-level trainers, who roll out training to
providers, with a focus on LARCs. MCSP also engaged with policymakers on incorporating voluntary PPFP in
costed implementation plans and other strategies, and supported the governments of Sindh and Punjab to
conduct research and roll out subcutaneous injectables throughout their provinces.

MCSP influenced expansion of method choice within national policies and guidance in 12 countries: DRC (LARCs);
Guatemala, Haiti, and Nigeria (tubal ligation); India (progestin-only-pills, centchroman, postpartum tubal ligation,
and shifting to fixed day static services); Kenya and Zambia (hormonal IUDs); Togo and Rwanda (no-scalpel
vasectomy); Malawi (LAM and other PPFP methods in immunization outreach); Pakistan (implants and
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subcutaneous depot medroxyprogesterone acetate); and Tanzania (LAM, emergency contraceptive pills, and
postpartum LARCs). Introducing new contraceptive methods or revitalizing underutilized methods works best when
partners coordinate and support a country’s health system managers and providers through the change management
process. Myriad details require attention and careful consideration while planning the scope of introduction so that it
maximizes learning for eventual scale-up: selection of service delivery points or channels to offer the method,
concerns about future supplies and their costs, use of parallel documentation system until the HMIS and/or logistics
management information system can be updated, potential client demand and the profile of early adopters, and
providers’ willingness to learn new counseling skills and incorporate the new method into their practice. MCSP shared
tools and lessons between countries and with other partners and donors in the global FP community, striving to
provide national decision-makers with the best evidence and information to support policymaking.

Contributions to the Evidence Base for Reaching First-Time Young Parents

Globally, FTYPs ages 15-24 and their children often experience a disproportionate share of adverse health outcomes,
in part due to lower use of essential health services. MCSP offered a unique lens and broad platforms to address
FTYPs’ health needs across the reproductive life course, including ANC, facility delivery, PPFP, and PNC. To inform
interventions tested in three distinct contexts, MCSP further leveraged its global footprint by adapting promising
FTYP tools and approaches across countries and leveraging other innovations.

Global

® Adaptation of Our First Baby by partners: Prior to implementing the approach in Nigeria and
Mozambique, MCSP adapted Save the Children’s “My First Baby” approach to be more inclusive of fathers and
renamed it “Our First Baby”. MCSP also developed a suite of program tools and knowledge products to widely
share findings and lessons from implementation of Our First Baby in Mozambique and Nigeria through
conferences and other presentations to facilitate uptake of approaches and lessons by other partners. Notably,
CARE and the United Nations Population Fund adapted Our First Baby to an integrated GBV and sexual and
reproductive health project with young mothers’ groups in northern Syria.

Country

® Madagascar: MCSP conducted formative research exploring factors at the individual, couple, household,
community, and health system levels that shape use and nonuse of FP by FTYPs. Findings informed the Tanora
Mitsinjo Tanaraka (young people looking after their legacy) approach, which engaged FTYPs through houschold
visits led by CHWs and supported facility-based health providers to offer welcoming services. Documentation
found that the focus on the reproductive life course strategically built on FTYPs’ concerns about family health
and fostered connections to the health system early in pregnancy. FTYPs appreciated the warm welcome they
received at health facilities, an important motivator to return, and invitation cards helped to communicate that
FTYPs are expected and welcome to use health services. Accompaniment by CHWSs was a powerful motivator for
service use for some FIYPs. Tanora Mitsinjo Tanaraka achieved an 86% increase in FTYPs” ANC use in the 11
supported health facilities (monthly visits increased from 415 to 772). Further, monthly community-based
distribution of short-acting methods per CHW more than doubled, from 35 to 76 clients. MCSP also supported
the development of Madagascar’s ASRH National Strategic Plan, which emphasizes age- and life stage-tailored
approaches as an effective programming strategy for meeting the needs of diverse adolescents and youth.

® Mozambique: In collaboration with the Nampula and Sofala health directorates, MCSP adapted Save the
Children’s My First Baby facilitator guide, flip chart, and brochure to the Mozambican context expanding the
approach to engage male partners. The expanded Our First Baby approach includes content on fertility, care for
self in pregnancy, birth planning newborn care and breastfeeding, and voluntary FP. MCSP implemented the
package in six districts in Nampula and eight districts in Sofala with 410 FTYPs (271 females and 139 males)
through a series of nine health activist-led education and support group sessions. The Our First Baby experience
and the participation of many male partners indicated that when given the opportunity to participate in
constructive dialog with their partner, young men are often willing and eager to play an active role in decision-
making around fertility choices, pregnancy, and childcare, going beyond the traditional male role of providing
financially for the family. MCSP also found that obtaining support from local leaders was critical to influencing
the community members and parents. Additionally, a qualitative program review (brief forthcoming) revealed that
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Our First Baby training and implementation extended beyond participants to community health cadres, health
facility staff, and district health officials through building their capacity to address the unique needs of FTYPs.

Nigeria: MCSP adapted the formative research tools and approach from Madagascar and used the findings to
adapt the Our First Baby approach to the Nigerian context, with an added mothers’ savings and loan component
adapted from another MCSP innovation in Nigeria. In Kogi and Ebonyi, MCSP piloted group sessions facilitated
by trained mentors to engage FTYPs and their male partners. Documentation has shown that Our First Baby
facilitated information sharing, reflections about gender norms, and the development of young mothers’ skills to
catre for themselves and their families. This pilot also provided insights into considerations for engagement of
male partners, as their participation was variable and limited by logistical constraints related to young men’s
employment and social norms around activities perceived as women’s domain. Findings will be used to inform
future FTYP efforts in Nigeria and globally. Partners, such as the Clinton Health Access Initiative and the
Palladium Integrated Health Program, contacted MCSP for information about this work and hopefully will build
on and replicate these efforts.

Cross-country learning includes the importance of fostering connections to the health system eatly in pregnancy and
ensuring that all interactions are positive to ensure that FTYPs continue to access delivery, postnatal, and voluntary
PPEP services. Other key lessons include deepening insights into effective strategies for engaging male partners,
particularly in framing content to speak to men’s aspirations to be good fathers and to assuage men’s concerns about
being considered effeminate for participating in what is considered to be a woman’s activity. Community outreach to
engage FTYPs must be balanced with HSS efforts. Most notably, services must be welcoming and responsive to the
needs of FTYPs, which will require deeper attention to provider behavior change efforts.

Proven Approaches to Strengthen Family Planning Services
Global

Human capacity development to improve FP outcomes: To transform traditional training approaches with
limited ability to improve and maintain provider performance, MCSP applied evidence-based learning and
performance principles to develop a modular, facility-based approach to LARC training, adapting materials from
the FP Training Resource Package and other resources. The LARC IL.RP provides a comprehensive resource for
high-quality service training, with an implementation guide and 10 modules that cover counseling, client
assessment, infection prevention and control, monitoring, IUDs (hormonal and copper), and contraceptive
implants (single and two-rod) in the interval, postabortion, and postpartum periods. Each module combines all of
the learning materials required by the facilitator and are available in English, French, and Spanish.

MCSP used the LARC LRP to introduce hormonal IUD across 82 facilities in Kenya and Zambia (and
additional in PSI-supported sites in Zambia). Kenya formally adopted the hormonal IUD module into its
National FP Training Package in 2018, and Zambia is in discussion to do the same. MCSP also incorporated the
French and Spanish translations of the LRP into QI initiatives in the Eastern and Southern Caribbean in
response to the Zika epidemic (see the Zika summary for more information). The LARC LRP materials were
additionally used by partners to strengthen voluntary FP services in Togo and Haiti, and by the Pan American
Health Organization (PAHO) for trainings in seven LAC countries. In addition, the LARC LRP was adapted for
use in humanitarian settings by CARE and is being field-tested in DRC, Egypt, and Nepal. Reflections on the
experience in Kenya and Zambia highlighted that while providers and participants greatly appreciated the onsite,
hands-on, interactive learning approach, there is a need to establish clear country-level criteria to transition from
one-time learning activities to ongoing opportunities to teach, develop skills, and provide support. The use of
these materials and reflections with country colleagues also informed the development of MCSP’s mentorship
guidance and Jhpiego’s instructional design templates for effective, modularized, onsite learning.

Country

Expansion of access to FP through community-based services: MCSP’s approach included improving access
to and use of FP for women living in hard-to-reach locations through strengthening and use of community-based

programs and platforms in 12 countries: DRC, Egypt, Ethiopia, Guinea, Haiti, India, Kenya, Malawi, Mali,

Mozambique, Rwanda, and Tanzania. MCSP revised national guidelines to advocate for a greater role for
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community workers in FP counseling and/or provision in DRC and Egypt, and systematically strengthened
referral systems across the continuum of care and levels of the health system in DRC, Ethiopia, India, Malawi,
Mozambique, and Tanzania. MCSP also strengthened community provider skills through capacity development,
monitoring, and supportive supervision to improve counseling and service provision at the household level in
DRC, Guinea, Haiti, Mali, Rwanda, and Tanzania. MCSP created and applied job aids and resources targeted
specifically to community-based providers in five countries: new curricula for CHWs in Egypt, new tools that
reflect the updated medical eligibility criteria for CHWs in Haiti, job aids for health surveillance assistants to use
in outreach in Malawi, mentoring tools for CHWs in Rwanda, and new CHW materials in Tanzania.

Promotion of male engagement in FP in Togo: In 2016, MCSP coordinated with the MOH and partners to
conduct a rapid formative assessment that explored motivators and barriers for both men and women to access
and use FP services. As a result of this assessment, MCSP supported the MOH to develop a social and behavior
change strategy in 2017 and to implement a strategy for the promotion of male engagement in FP and expansion
of voluntary no-scalpel vasectomy services in three cantons in the Kloto health district of Togo. As a part of this
strategy, MCPS promoted couples’ joint discussion and use of FP, men’s voluntary uptake of no-scalpel
vasectomy, and men accompanying their partners to RMNCAH services. To do this, MCSP implemented and
assessed the acceptability and feasibility of three male engagement approaches: engagement of CHWs to conduct
home visits and counsel couples on FP, CHW-facilitated video group discussions with men and women, and
engagement of husbands’ school members to mentor other men and promote positive masculinity in their
communities. All approaches engaged local health facility workers and CHWSs to promote informed choice and
discussion around various FP methods, gender equity, and other topics. Additionally, MCSP trained four staff
from the local district hospital to provide no-scalpel vasectomy with cauterization services, expanding available
vasectomy services in Togo by 33%. The Breakthrough Research project carried out a qualitative case study
evaluation of MCSP’s work in Togo which found improvements in couples’ communication, knowledge around
FP and reproductive health matters, joint decision making for FP and reproductive health, male awareness of
gender equity and household task-sharing. For more information, see MCSP’s brief Promotion de Lengagement des
hommes dans la santé de leurs familles Amélioration de la commmunication an sein du couple et du counseling des couples.

Recommendations for the Future

MCSP generated several recommendations for MOHs and future FP and ASRH programs from its extensive
experience increasing access to PPFP, expanding the contraceptive method mix, deepening the evidence base for
programs targeting FTYPs, and reinventing proven approaches to strengthen FP services across 21 countries.
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Promote interorganizational collaboration and integration across the continuum of care for PPFP
scale-up. At the end of MCHIP, India was the only country to achieve any scale for integrating PPFP within
maternity care at the time of birth. Today, the picture is very different, partially due to MCSP’s contributions to
making PPFP a global priority through collaboration with global actors and donors, and its operationalization of
PPEP over large geographic areas in the field. Over the past 5 years, MCSP also helped to clarify that PPFP is not
just postpartum IUDs or a single intervention within maternity wards but is achieved through integration at
multiple health contacts and service delivery points, from ANC counseling, to immediately following birth and
every additional MCH contact through the extended postpartum period. The project’s collaborations with
FHI360, PSI, Marie Stopes International, Pathfinder, and John Snow Inc. (SPRING and then Advancing
Nutrition) as co-chairs and steering committee members of various WGs enabled richer learning on method
choice, integration of voluntary FP across the continuum of care, and service delivery channels.

Innovate and generate new evidence to inform PPFP scale-up. MCSP innovated and used its broad platform
to generate evidence of what works to, for example, reach FTYPs, integrate FP with other health services, or to
introduce new contraceptives, such as hormonal IUDs. However, the work is not done. More countries—
particularly the 39 that identified PPFP as a priority in their FP2020 country action plans—need to take services
to scale. MCSP’s learning activities continue to point to additional areas ripe for innovation: improving social and
behavior change communication around the tendency to delay PPFP until menses return and thus risk unintended
pregnancy, developing new technological solutions to longitudinal tracking of postpartum women from decision-
making through to voluntary adoption and continuation of PPFP, finding effective ways to nudge providers to
systematically integrate FP within other services, or better engaging men in the entire MNCH continuum of care-
—including the PPFP decision-making process—without impinging on women’s autonomy and agency.
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Systematically scale up PPFP with a lens toward HSS, measurement, equity, and sustainability. MCSP
worked to strengthen country health systems while applying tools, such as the scale-up management toolkit and
indicator testing methodologies, to improve implementation and results. Synergistically, the FP work was integral
to achieving MCSP’s global Strategic Objective 1 of sustained and equitable coverage, and contributing lessons
for scale-up of integrated services. In the future, additional support for scale-up should continue to apply a
provider behavior change lens to systematically incorporate new practices into client care processes.

Improve availability and quality of FP data in national HMISs. As part of the health systems agenda and
scale-up effort, MCSP advanced the measurement agenda through its endeavor to understand how FP data are
captured in HMISs across 22 countries. The project also brought together colleagues and partners to achieve
consensus on recommendations for PPFP indicators within HMISs so that country decision-makers can access
metrics of program performance, lessening dependence on intermittent population-based surveys. However, the
path to adopting or refining the usefulness and usability of HMIS data is not straight or easy. Countries will
continue to need partner engagement to increase the value and use of their health system-generated FP data at the
facility, district, and national levels to drive progress toward national and global goals. As noted above, it is also
critical to innovate around better longitudinal use of data at the point of care to support client-centered care.

Provide opportunities for information sharing, particularly between countries where expansion of FP
and ASRH service provision may experience similar barriers. MCSP’s I'P and ASRH efforts generated a
wealth of new evidence grounded in implementation science. The project continues to disseminate the learning
and evidence through a range of channels in hopes of informing future programs in LMICs. MCSP believes that
seeing is believing and used opportunities, such as the ICFP, to afford stakeholders (advocates, donors, and
policymakers) an opportunity to not just learn about MCSP’s work but see it in action during site visits organized
with the Rwanda MOH to facilities where voluntary PPFP was institutionalized into the health system.
Opportunities to build a movement around PPFP and collaborative learning are the motor that will continue to
drive progress. Moving forward, the learning from MCSP’s work with FTYPs is also ripe for such collaborative
learning, as countries often face similar social norms that impede FTYPs from using services, and there is an
urgent need to ensure that all health services are welcoming and responsive to the needs of adolescents and youth.
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Areas of Focus - Malaria

e Linking country experiences with
international expertise through the RBM MiP
WG and the iCCM/Child Health Task Force

o Demonstrating the importance and feasibility
of improving and measuring malaria service
delivery quality of care

e Providing initial evidence on implementation
of community IPTp under current WHO
IPTp recommendations

e  Translating global guidance on ANC
guidelines and other technical
recommendations into practical
implementation resources

e Supporting national malaria efforts through
direct assistance to National Malaria Control
Programs (NMCPs) and targeted research
activities to inform national-level policies and

practices
Highlights of MCSP’s Legacy
MCSP led global policy updates on malaria | MCSP improved access to and MCSP improved access to and uptake
and provided global leadership as co-chair | uptake of three or more doses of | of quality malaria service delivery, with
and secretariat of the RBM MiP WG and IPTp (IPTp3+) in seven malaria- a focus on pregnant women and
secretariat of the iCCM Task Force/Child endemic countries (Burkina Faso, | children under 5 in Burma, DRC,
Health Task Force, which convenes and Kenya, Liberia, Madagascar, Kenya, Liberia, Madagascar,
coordinates stakeholders integrating Mozambique Nigeria, and Mozambique, Nigeria, and Rwanda.
malaria and child health programming. Tanzania).

Figure 6.1. Malaria treatment cascade across seven MCSP-supported countries* among children
aged 0-59 months in malaria-endemic areas**
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*Over 2.6 million children received artemisinin-based combination therapies (ACTs) to treat malaria.

**Sum of DRC, Kenya, Liberia, Mozambique, Nigeria, Uganda, and Rwanda data. In PY5, only DRC, Mozambique and Liberia projects were active and
continued to report malaria data.
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Malaria

Introduction

Malaria remains a significant cause of morbidity and mortality globally, with MiP responsible for 20% of stillbirths and
11% of newborn deaths in sub-Saharan Africa. While access to service delivery has improved significantly, there are
still coverage gaps and challenges in ensuring services are delivered with quality. According to WHO’s Global Malaria
Programme, among eligible pregnant women, 54% received IPTp1, 42% received IPTp2, and 22% received IPTp3 in
2017.15

Through partnerships at global and country levels, MCSP advanced evidence-based policies and successful approaches
for achieving malaria prevention and treatment goals, with the aim of improving universal coverage and, eventually,
elimination of the disease. Over the life of the project, MCSP demonstrably improved effective coverage and quality
of malaria services and elimination approaches in its supported countries. Under MCSP, malaria control activities
focused on the delivery of high-impact interventions targeted at pregnant women and children under 5; control of
MiP, including improving coverage and reach of IPTp; and facility- and community-based case management, such as
implementation of iCCM for children under 5. MCSP provided an ideal platform for MiP programming given the
confluence of malaria and MH in the provision of IPTp as part of a comprehensive ANC package. The integrated
structure drew expertise from malaria, MH, and other technical teams, such as nutrition, and facilitated collaboration
on the production of resources for countries. This coordination was particularly advantageous in providing technical
guidance to countries during the rollout of the 2016 WHO ANC recommendations and in the development of several
MCSP ANC resources. MCSP’s leadership of the iCCM Task Force focused on advocating for resources and
demonstrating how to leverage human and financial resources for malaria programming to design, implement, and
monitor child health programs that addressed comorbidities (i.e., malaria, diarrhea, and pneumonia) as leading causes
of under-5 mortality. MCSP advanced harmonization of indicators for routine monitoring of iCCM and disseminated
best practices on institutionalization of iCCM in national health systems.

To contribute to the PMI goal of reducing malaria mortality by one-third and morbidity by 40% from 2015, MCSP:

® Facilitated a global exchange through the RBM MiP WG and the iCCM/Child Health Task Force between
national experience and global expertise.

® Promoted and fostered a favorable policy environment to ensure national documents aligned with global-level
recommendations, including global and national-level advocacy.

® Developed and disseminated tools and approaches that improve the quality of malaria service delivery at facility
and community levels.

Key Accomplishments and Results

Malaria in Pregnancy
Global

® Global leadership and advocacy for MiP: As co-chair and secretariat of the RBM MiP WG, MCSP was a
technical leader and advocate for MiP at the global level. This leadership resulted in increased global and country
awareness of the need for action to improve control of MiP in malaria-endemic countries. MCSP’s support in
collaboration with key stakeholders took many forms, including writing the 2015 Global Call to Action: Maximize the
Public Health Impact of IPTp in Sub-Sabaran Africa to raise awareness on IPTp with an accompanying infographic to
advocate for prioritization of investment in MiP.

® Inclusion of MiP in 2016 WHO ANC recommendations: MCSP advocated for the inclusion of MiP
components during the development of the 2016 WHO ANC recommendations. In collaboration with the RBM
MiP WG and WHO, MCSP led the global engagement, drafting a brief, Inplementing MiP Programs in the Context of
WHO Recommendations on ANC for a Positive Pregnancy Experience, providing guidance to countries on the adaptation
of the recommendations in the context of MiP programming.

I5 Roll Back Malaria — Malaria in Pregnancy Working Group 20th Annual Meeting, Maputo, Mozambique, February 12—-14, 2019.
https://endmalaria.org/sites/default/files/MiPYWG%?20annual %20meeting%20agenda.pdf.
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Global MiP M&E guidance: Through the RBM MiP WG and in coordination with the RBM M&E Reference
Group, MCSP developed a new summary of global MiP M&E guidance for malaria-endemic countries, providing
an update to WHO’s 2007 M&E guidance for MiP following the changes to WHO recommendations for IPTp in
2012 and ANC in 2016. The new MiP M&E guidance will help malaria program managers and other stakeholders
better understand and monitor MiP programs in the context of changes in policy recommendations and other
technical updates since 2007.

MiP country profiles: In close collaboration with PMI and the Global Fund, MCSP developed MiP country
profiles for 12 selected PMI countries (Angola, Benin, Burkina Faso, DRC Ghana, Kenya, Liberia,
Madagascar, Malawi, Nigeria, Senegal, and Zimbabwe). The profiles explore progtress toward attaining targets,
provide updates of country IPTp guidelines, and document country efforts to implement and monitor policy
changes and intervention coverage. The profiles highlight best practices across the region that may inform policy and
practice in other countries, with the aim of advancing MiP programming, specifically around IPTp. The country
profiles, completed in September 2018, serve as a reference for program managers and policymakers on
recommendations for improving MiP intervention coverage, identifying and overcoming key challenges, and
recognizing best practices. A summary of the profiles provides an accessible resource for those interested in trends
across the 12 countries.

Database of MCSP MiP resources: To promote continued use of MCSP-funded MiP resources, MCSP created
a website to house technical and programmatic resources and guidance for MiP programming and service
delivery. This also serves as a library for countries seeking information on how to prioritize MiP within
comprehensive ANC and strengthen MiP programming overall.

Country

MCSP contributed to MiP learning in Rwanda and Burkina Faso, as well as improved access to MiP and increased
uptake of optimal IPTp3+ in eight malaria-endemic countries (Burma, Kenya, Liberia, Madagascar,
Mozambique, Nigeria, and Tanzania) through the following activities:

CHW distribution of IPTp in Burkina Faso: MCSP tested the feasibility of community delivery of IPTp in
three high-malaria-transmission districts of Burkina Faso (Batié, P6, and Ouargaye). The study concluded with
positive results indicating CHWs were able to increase IPTp3 and IPTp4 coverage without negatively affecting
ANC coverage (see Figure 6.2). Significant differences were seen at endline, with stronger coverage gains in the
intervention group, particularly for IPTp4, which more than doubled between baseline and endline. For IPTp4,
the coverage rate increased by 25 percentage points for the intervention area between the baseline and endline
surveys, with only a 4 percentage-point increase in the control group. Initial dissemination of study results led to
the Burkina Faso MOH’s commitment to continue community delivery activities in study areas and a pending
expansion to full coverage of the three study districts.

Figure 6.2. IPTp3 and IPTp4 at baseline and endline in Burkina Faso
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Learning around malaria interventions in Rwanda: MCSP contributed significantly to a greater understanding
of several standard malaria interventions through a series of studies conducted in Rwanda. Notably, the study on
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Effectiveness of Intermittent Screening and Treatment of MiP on Maternal and Birth outcomes demonstrated
that intermittent screening and treatment of MiP is not a suitable alternative to routine ANC in highly endemic
districts in Rwanda.

Harmonization of national IPTp policies with global guidance in five countries: MCSP worked with
country-level TWGs in Kenya, Madagascar, Mozambique, Nigeria, and Tanzania to harmonize national
policies for provision of IPTp with RBM and WHO guidelines.

ANC assessment in Burma: MCSP completed an assessment of ANC including MiP in Burma, which led to
the first national guidelines on ANC, including a section on prevention and case management of MiP, which were
launched in 2018. For more information, see the Burma country summary.

Development and testing of tools to improve MiP services: Leveraging investments from multiple technical
teams, MCSP developed and field-tested the Toolkit to Improve Early and Sustained IPTp Uptake in
Madagascar and Mozambique to support estimation of GA for provision of IPTp as eatly as possible in the
second trimester. MCSP also developed a job aid for the Treatment of Uncomplicated Malaria among Women of
Reproductive Age to facilitate correct and consistent case management of malaria in pregnant women. Hard and
soft copies of these tools were disseminated to malaria control departments in PMI-supported countries as part of
a comprehensive package of MCSP MiP resources. Laminated job aids were delivered to MCSP-supported health
facilities, where they serve as a quick reference guide for providers, lending to a “no missed opportunities”
approach for targeting pregnant women through the correct determination of eligibility for IPTp and appropriate
treatment of MiP.

Utilization of community health volunteers to promote MiP services: MCSP trained community health
volunteers in Kenya to encourage pregnant women to seek ANC and begin IPTp eatly in the second trimester.
This intervention contributed to a 50% increase (24—36%) in the percentage of pregnant women starting ANC
attendance by 20 weeks of pregnancy between October 2014—March 2016. This community-based approach was
replicated by MCSP in three additional counties at the request of PMI.

IPTp trainings in Madagascar: The project implemented a new LDHF training approach combined with
routine supportive supervision to increase the number of providers offering services according to the 2012 WHO
recommendations for IPTp in Madagascar. Facility readiness to provide malaria services to pregnant women
increased from 50% to 80% in primary care facilities and from 23% to 50% in hospitals. Presence of trained staff
increased from 22% to 87% in primary care facilities, availability of sulfadoxine-pyrimethamine (SP) increased
from 27% to 68% of facilities, and uptake of IPTp3 improved from 14% to 28%.

Improved MiP service quality and commodity security in Tanzania: MCSP improved the capacity of health
care workers in providing quality MiP services and advocated to key stakeholders at the council, regional, zonal,
and national levels to develop action plans for SP and rapid diagnostic test commodity security in Tanzania.
MCSP identified 48 sentinel sites in Mara and Kagera where the project worked with regional health management
teams to conduct quartetly site visits and assess MiP interventions, including the status of MiP commodities. This
resulted in an increased uptake of IPTp4 in Mara and Kagera, from 0% at baseline in February 2015 to 20% and
29%, respectively, in September 2016.

Malaria Case Management
Global

Advocacy for the institutionalization of iCCM, including malaria case management: MCSP provided
technical leadership and advocacy for iCCM and child health at the global level as the secretariat of the
iCCM/Child Health Task Force secretariat, which advocates for institutionalizing iCCM.

e Benefits of Integrating Malaria Case Management and iCCM: The global brief on Benefits of Integrating
Malaria Case Management and iCCM was used to strengthen concept notes for the Global Fund New Funding
Model that integrated diarrhea and pneumonia case management, which raised $80 million in integrated
financing for iCCM in 12 countries through the 2014-2017 funding cycle. MCSP and the iCCM Financing
Task Team led the effort to advocate for the integration of malaria, diarrhea, and pneumonia case
management to maximize the impact of malaria programs and reduce overuse of antimalarial drugs (see Child
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Health section for more information). This global brief was developed in coordination with the Global
Financing Task Team and contributed to successful partnership advocacy for iCCM at country level.

e Indicators for the iCCM/Child Health Task Force: The M&E subgroup of the iCCM/Child Health Task
Force produced a set of indicators that was used by the DHIS2 Academy/University of Oslo to develop its
community module for routine monitoring of case management. To inform these indicator recommendations
for the University of Oslo, the iCCM/Child Health Task Force published, Monitoring iCCM: a feasibility
study of the indicator guide for monitoring and evaluating iCCM in Health Policy and Planning in January 2016,
which urged country M&E advisors to measure a smaller set of high-value indicators that are easy to
implement, reliable to interpret, and useful for both global stakeholders and frontline health workers involved
in malaria programs.

Country

MCSP improved access to and uptake of high-quality case management of malaria, with a focus on pregnant women
and children under 5 in Burma, DRC, Kenya, Liberia, Madagascar, Mozambique, Nigeria, and Rwanda.

QI for malaria services for children under 5 in Mozambique: MCSP implemented a QI approach in
Mozambique to assess six areas of performance: pharmacy, management of human resources and commodities,
laboratory, malaria case management, IPTp, and community malaria case management. Eighty-seven percent of
participating facilities improved their performance on malaria standards, and 57% improved their performance
against the standards by at least 50% compared to baseline. By the end of the program, almost 100% of children
under 5 with fever had received a diagnostic test in MCSP-supported areas. Results indicate that 98% of children
under 5 with a positive malaria diagnosis had received artemisinin-based combination therapy, as compared to
91% in the first quarter; 95% of pregnant women testing positive for malaria received treatment, as compared to
72% in the first quarter of implementation; and 45 of 58 health facilities continued to conduct performance
measurements even after project support ended.

Supportive supervision and mentorship in Liberia: MCSP increased supervision and performance standard
scores in Liberia through supportive supervision and mentorship. Supportive supervision scores in April 2018
showed 85% of health facilities scoring 50% or less. By December 2018, all facilities scored at least 80%. MCSP
strengthened supportive supervision and workplace, individual, and team-based mentoring by building the
capacity of county health team staff to conduct quality supervision visits following the close of the program.
During the transition period, county health team staff took the lead on these visits to ensure sustainability.

iCCM and malaria services in Rwanda: MCSP conducted an evaluation of the iCCM strategy implemented by
MCSP in seven districts of Rwanda, which revealed that 70% of children treated by CHWs for all iCCM
pathologies were treated correctly according to the national protocols using retrospective file verification. Malaria
was found to be the most correctly treated by CHWs, at 90%. MCSP also conducted malaria diagnostic refresher
training in Rwanda to strengthen quality microscopy. Training improved the performance of lab technicians in
species detection from 54% to 82% and parasite density from 42% to 83.5%. Nine months after training,

P. falciparum and P. ovale were correctly detected by 97% and 80% of lab technicians, respectively.

Updates to country-level IMCI/IMNCI and iCCM guidelines and policies: MCSP updated case
management guidelines and protocols for facility-based IMCI and iCCM. This was done through country TWGs
to strengthen service provision in Burma, DRC, Guinea, Haiti, Liberia, Mozambique, Namibia, Nigeria,
and Rwanda.

Ministry of Health National Malaria Control Programs and Elimination Efforts

Country

84

Long-term technical advisors in Chad and Nepal: MCSP supported NMCPs in Chad and Nepal, placing

long-term technical advisors to strengthen the NMCP’s Global Fund grant performance.

e Chad: The long-term technical advisor in Chad supported the creation of management structures and
processes to better oversee malaria control efforts. The advisor was also integrally involved in supporting data
collection, validation, and analysis to better calibrate malaria control activities. Since the advisor began
providing support to the NMCP in Chad, the country’s Global Fund rating improved from B2 to A2.
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e Nepal: MCSP supported the Nepalese government with two long-term technical advisors—one malaria
expert and one supply chain expert. The malaria advisor helped produce a malaria elimination addendum to
Nepal’s National Malaria Strategic Plan and supported leadership capacity at multiple levels to reach Nepal’s
malaria elimination goals. As part of malaria elimination efforts, MCSP-supported active case detection teams
diagnosed and treated 60 malaria positive patients out of 4,417 febrile people tested across four districts in an
effort to stop malaria transmission. The advisor also trained laboratory technicians on malaria microscopy in
the private sector, where many Nepalis seek care. The supply chain advisor assisted the government in
procuring bed nets on its own for the first time, at a record low price. Since the arrival of the long-term
technical advisors, the Global Fund grant rating improved from B2, to the highest rating, A1l.

® Elimination readiness report in Madagascar: MCSP conducted Madagascar’s first malaria elimination
readiness assessment, indexing facilities’ readiness using a series of factors relating to service delivery standards
and preparedness to respond to malaria outbreaks. Notably, only 47% of facility-level providers conducted a rapid
diagnostic test in febrile patients. Of the five confirmed malaria cases, 80% received an artemisinin-based
combination therapy and one received SP. A malaria rapid diagnostic test was available in 77% of facilities, and a
functional thermometer was available in 89% of facilities. At least 80% of facilities had at least one formulation
(age/weight of patient) of an artemisinin-based combination therapy on the day of the survey, but stock-out rates
of other malaria commodities were high. Only 46% of community health volunteers reported giving artemisinin-
based combination therapies in cases of positive malaria tests. While theoretical epidemic response plans exist,
many of the plans have never been enacted. Composite indicators for elimination readiness provided scores for
each district across several domains, including resource availability; case management; data management and use;
and training, supervision, and technical assistance. The five districts scored between 49% and 58% on malaria
elimination readiness, illustrating a need for continued support to enable an environment for quality of care. This
assessment will inform the development of a national malaria elimination strategy. Several dissemination meetings
have taken place with stakeholders, with meetings to develop a malaria elimination strategy planned.

Recommendations for the Future

® Disseminate and use tools developed under the RBM MiP WG. MCSP’s support for the RBM MiP WG was
successfully transitioned to the PMI-supported Impact Malaria project, which has already begun to liaise with
global and national-level actors to continue the legacy that MCSP established. This platform is critical in
facilitating exchange between country-level implementers and global-level stakeholders around MiP. Under the
auspices of the RBM MiP WG, MCSP’s final malaria product was a technical update to M&E guidance for MiP,
in collaboration with PMI, WHO, the Global Fund, and the Impact Malaria project. Dissemination of this
guidance should take place under Impact Malaria and the RBM MiP WG. Use of the guidance document has the
potential to have a significant positive impact on the malaria community’s ability to monitor progress and make
evidence-based decisions on supporting MiP programs through standardizing MiP indicators and the way they are
collected and calculated. This is particularly true for data on MiP case management.

® Continue to innovate for improved IPTp service delivery and coordination. Innovations to improve the
uptake of IPTp are critical in ensuring outcome improvements. New interventions, such as community
distribution of IPTp, have potential to improve intervention coverage, as do traditional approaches, such as
ensuring a reliable supply of SP and other MiP commodities and QI at service delivery points. The MiP country
profiles highlight the success stories of several countries, which are likely applicable to those still struggling.
Countries need strong health systems and good coordination to ensure successful MiP programs.

® Integrate case management for malaria and other common childhood illnesses. Integrating the treatment
of the most common childhood illnesses with malaria community case management can make malaria programs
more efficient and effective, and increase uptake of services. Malaria programs should continue to ensure
integration with other services. Additionally, continued dissemination of the recently developed guidance for
institutionalizing iCCM can guide countries to better operationalize and institutionalize iCCM programs.

® Improve malaria services through data-focused supervision and standards-based quality assurance. The
implementation of data-focused supervision and standards-based quality assurance approaches can improve the
quality of MiP and case management service delivery in a meaningful and sustainable manner.
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Areas of Focus - Nutrition

e Providing global technical leadership for
MIYCN through sharing country experience
and evidence on ways to practically
strengthen integration of nutrition in the
RMNCAH platform

e Translating global and country learning into
practical programmatic guidance to address
barriers to maternal nutrition, EBF, and
complementary feeding

e  Using evidence for action to design and roll
out integrated nutrition-health approaches
that are multidimensional and responsive to
country needs

Highlights of MCSP’s Legacy

Published a first-ever journal
supplement compendium on
programmatic evidence and
experience on how to
strengthen nutrition within the
RMNCH platform, featuring five
MCSP countries and program
implications.

MCSP reached 5.2 million
children under age 5 with
nutrition interventions and |.|
million children under age 2
across five countries.

Initiation of breastfeeding (within
| hour) showed improvements
or sustained high levels in seven
countries, in part due to MCSP’s
programmatic efforts (Figure
7.2).

Formation and leadership in TWGs

Country guidelines, policies, and
strategies influenced

Peer-reviewed articles*

Social and behavior change materials

Technical briefers

Global nutrition guidance materials

* Two additional articles currently under review/in preparation

Figure 7.1. Number of children under 5 reached by nutrition interventions through MCSP over
the life of project, 2014-2019*

All countries, 2014-2019 /‘ 5,185,936
Mozambique, 2017-2018

3,325,937

896,341

Haiti, 2015-2017

31267+

44,637
DRC, 2018

606,347

*Data represents unique children reached through MCSP
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Nutrition

Introduction

Every country in the world faces multiple burdens of malnutrition, with at least one in three people globally
expetiencing malnutrition in some form (i.e., stunting, overweight, and/or anemia). The SDGs and Wotld Health
Assembly targets for nutrition for 2025 provide an impetus and recognition to accelerate global action to address the
pervasiveness of malnutrition.!¢ Yet countries are off course for all targets, with limited progress in EBF. While health
systems play an important role in the promotion and rollout of critical nutrition interventions, service delivery at the
health facility and community levels are often not at the quality, intensity, and/or coverage desired to achieve country
and global targets. While the two Lancet nutrition series provided the evidence of high-priority, scalable nutrition
interventions, alongside the recognition that interventions should reach those who need them most, the process of
how this can be feasibly achieved is often not shared, discussed, or documented.

MCSP’s primary goal was to demonstrably strengthen integration of nutrition within RMNCAH programming to
improve nutrition practices through global leadership, working with governments to strengthen service delivery of
nutrition interventions, and contribute to the global knowledge and evidence base through documentation. MCSP
provided a unique opportunity to strengthen nutrition within the health system, with collaborative efforts across
teams and countries on the project, including newborn health, child health, FP, and immunization. MCSP’s global
leadership in breastfeeding, anemia, and maternal nutrition is showcased in the development of policies and guidelines
in collaboration with MOHs, and in improved and integrated service delivery at the country level, including context-
driven health promotion, counseling, and mentoring and coaching of facility and community providers. MCSP’s
support for country-level implementation of baby-friendly initiatives (the Baby Friendly Community Initiative [BECI]
and the BFHI) in Kenya and Malawi has been notable for strengthening breastfeeding promotion, support, and
practices. MCSP developed and documented implementation evidence and program experience to inform on country-
level integration of nutrition into the RMNCAH platform and across health areas, including child health, FP, and
immunization in DRC, Kenya, Malawi, Mozambique, and Tanzania. MCSP used global evidence and policy reviews to
inform on rollout of evidence-based, high-impact nutrition interventions and practices, including addressing barriers
to optimal infant and young child feeding (IYCF) and maternal nutrition, and supporting the integrated package for
maternal anemia (including IFA supplementation) in country programming.

Figure 7.2. Percentage of infants put to the breast within | hour of birth in seven MCSP countries
100%
80% _
60%
40%
20%

0%

PY2 PY3 PY4 PYS5
Program year

Percentage of infants

Kenya Rwanda Guatemala Malawi Mozambique Nigeria Madagascar

16 The World Health Assembly’s six global nutrition targets for 2025 and nutrition were embedded into the second SDG (to end
malnutrition in all forms) and other nutrition-related targets.
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Key Accomplishments and Results

Maternal, Infant, and Young Child Nutrition
Global

Global leadership in MIYCN: MCSP’s nutrition expettise, evidence, and vast experience were showcased
across various technical meetings and fora, including the global Micronutrient Forum, International Congress of
Nutrition (which included 11 global and country nutrition presentations), second World Breastfeeding
Conference, the Global Maternal Newborn Health Conference, USAID World Breastfeeding Week Symposium,
WHO/UNICEF International BFHI Congtess, Academy of Breastfeeding Medicine, International Society for
Research in Human Milk and Lactation, and UNICEF maternal nutrition consultations in Senegal and Nepal.
MCSP has provided technical expertise to the UNICEF- and WHO-led Global Breastfeeding Collective: a
partnership of over 20 organizations that aims to increase country-level investments in breastfeeding. MCSP co-
chaired the collective’s advocacy tools WG, spearheaded the development of three advocacy briefs, and
contributed to the K4Health Breastfeeding Advocacy Toolkit. MCSP also participated in the Child Health Task
Force nutrition subgroup, and shaped and informed strategies for integration through the MIYCN-FP WG. In
addition, MCSP influenced the global agenda on maternal nutrition and highlighted the importance of addressing
nutrition during pregnancy and lactation in the first 1,000 days (see Table 7.1).

Anemia and Maternal Nutrition in the Global and Country Agendas
Global

Provision of long-standing technical leadership on anemia: MCSP provided technical leadership on the
USAID Anemia Task Force (with SPRING project through September 2018) to deliberate on global and
country-level approaches to address the multisectoral nature of anemia with multidisciplinary experts from the
fields of malaria; MH; water, sanitation, and hygiene (WASH); and child health at USAID headquarters and
Missions. In addition, MCSP’s K4Health Integrated Anemia Prevention and Control Toolkit remains the key
go-to anemia resource for program implementers and policymakers. Since January 1, 2016, the toolkit has had
129,940 sessions, with 90% of sessions as new visits, and has been accessed by up to 16 countries. The top

10 countries using the toolkit are India, Kenya, the US, Nigeria, Ghana, Indonesia, Tanzania, the UK,
Ethiopia, and Pakistan.

Country

88

Evidence-based maternal nutrition programming: MCSP used evidence to shape programming in maternal
nutrition in six countries: DRC, Egypt, Mozambique, Tanzania, Guatemala, and Zambia.

e DRC: MCSP revised national IYCF counseling cards in DRC in collaboration with the Ministry of Public
Health based on study findings, which included key messages on maternal nutrition. Health providers were
trained on counseling mothers using these counseling cards during community visits and at health facilities.

e Egypt: In Egypt, a counseling guide was developed for health providers, which provided guidance on healthy
eating during pregnancy and lactation, including IFA supplements and reasons for taking them

e Mozambique: A counseling guide was developed for health providers in Mozambique to address maternal
nutrition, maternal anemia—IFA (Figure 7.3), deworming, and antimalarials—and perceptions of insufficient
breast milk. National anemia prevention and treatment materials were developed alongside the MOH, which
were pre-tested across the country.

e Tanzania: In Tanzania, MCSP developed a job aid to counsel women on EBF and LAM, the LAM song,
and key counseling messages on improving maternal nutrition during breastfeeding and addressing
insufficient breast milk, which were rolled out in MCSP areas with the Ministry of Health, Community
Development, Gender, Elderly, and Children.

e  Guatemala: MCSP supported the Guatemala Ministry of Public Health to conduct trainings for auxiliary
nurses in the Western Highlands region through the Diplomado eLearning program to build their capacity in
MIYCN knowledge and competencies in counseling. The messages for health providers in the Diplomado
around maternal nutrition included promoting the consumption of a variety of natural foods that are not
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https://www.who.int/nutrition/topics/global-breastfeeding-collective/en/
https://www.k4health.org/toolkits/breastfeeding-advocacy-toolkit
https://www.k4health.org/toolkits/anemia-prevention

processed, and explaining how and why it is important to reduce maternal consumption of processed foods,
such as fried foods with high amounts of saturated fats—including fries and tacos—and candy, sweets, and
canned foods, which contain excessive amount of sodium, fat, or sugar.

e Ghana and Zambia: MCSP worked closely with the MOHs in Ghana and Zambia to develop eLearning
courses for improving nutrition knowledge and services. In Zambia, this course included topics on maternal
nutrition, including attending ANC as soon as women know they are pregnant, eating a variety of foods
(vegetables, fruits, meats, milk, and milk products) and an extra meal every day when pregnant, taking IFA
supplements to prevent anemia, using fortified foods (such as iodized salt) in one’s diet, and lightly exercising
while pregnant.

Figure 7.3. Percentage of pregnant women who received 90+ iron-folic acid tablets in three MCSP
countries

Percentage of
pregnant women

100% —
80%
60%
40%
20%
0%

PY2 PY3 PY4 PY5
= Nigeria Rwanda Mozambique Program year

Infant and Young Child Feeding
Global

Strengthening counseling on breastfeeding challenges and addressing junk food consumption in
children under 2: Based on the findings from the systematic review at the global level, MCSP developed and
rolled out practical, simple guidance/counseling aids in Haiti, Kenya, and Mozambique on how to identify
and address breastfeeding difficulties, which have been incorporated in country-level counseling materials with
uptake by MOHs. To further strengthen counseling barriers to EBF, MCSP conducted an implementation
science study which explored how provider job aids can practically address challenges with EBF that mothers
experienced in rural and semi-urban areas of Nampula, Mozambique. The use of job aids strengthened facility
and community providers’ skills in identifying and addressing common breastfeeding challenges, which are
summarized in a technical report, brief, and webinar.

Country

National BFCI implementation in Kenya: MCSP, in collaboration with the MOH and UNICETF, led the
development of the first-ever national-level BECI Implementation Guidelines, BECI M&E tools, and the IYCF
counseling package, which guide rollout in Kenya. MCSP also rolled out complementary feeding recipe books.
Through this work, 685 community leaders were otiented on BFCI, 475 health providers were trained, 249
support groups were established, and 3,065 children 0—12 months of age were reached. Improvements in EBF
and consumption of iron-rich complementary foods, and a decline in prelacteal feeding were observed following
program rollout. Improvements in IYCF practices were observed from routine health data following
implementation, with dramatic declines in prelacteal feeding of 19% to 11% in Kisumu County and 37.6% to
5.1% in Migori County from 2016 to 2017. Improvements in initiation and EBF in Migori were also noted—from
85.9% to 89.3% and 75.2% to 92.3%, respectively. Large gains in consumption of iron-rich complementary foods
were also seen (69.6% to 90% in Migori, 78% to 90.9% in Kisumu), as well as introduction of complementary
foods (42% to 83.3% in Migori). BECI is a promising platform to integrate into other sectors, such as ECD,
agriculture, and WASH. MCSP also addressed barriers to IFA supplementation use in Kenya, which strengthened
counseling to address temporary side effects of IFA experienced during pregnancy (e.g., nausea, constipation).

Nationwide scale-up of BFHI in Malawi: MCSP supported the Malawi MOH, in partnership with WHO and
UNICELF, in the nationwide scale-up of BIFHI to 54 hospitals, which led to over 80,000 women counseled on
EBF. MCSP aided the MOH to update the national BFHI training package and behavior change communication
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https://www.mcsprogram.org/resource/addressing-barriers-exclusive-breast-feeding-low-middle-income-countries-systematic-review-programmatic-implications/
https://www.mcsprogram.org/wp-content/uploads/2018/04/MCSP-Haiti-EBF-FGD-Report.pdf
https://www.mcsprogram.org/resource/baby%E2%80%90friendly-community-initiative-from-national-guidelines-to-implementation/
https://www.mcsprogram.org/resource/addressing-barriers-to-exclusive-breastfeeding-in-nampula-mozambique-opportunities-to-strengthen-counseling-and-use-of-job-aids/
https://www.mcsprogram.org/resource/nutrition-brief-addressing-barriers-to-exclusive-breastfeeding-in-nampula-mozambique-opportunities-to-strengthen-counseling-and-use-of-job-aids/
https://jhpiego.zoom.us/recording/play/X80_VPIvwOIIL8gpDjz0PJGmcnjrRhRRtxqgPHtsbO_srHEo4z-H0XWzC58USbYG?startTime=1565096586000
https://www.mcsprogram.org/wp-content/uploads/2018/04/BFCI-Implementation-Guidelines.pdf
https://www.mcsprogram.org/wp-content/uploads/2018/04/BFCI-External-Assessment-Protocols.pdf
https://www.mcsprogram.org/wp-content/uploads/dlm_uploads/2019/02/MCSP-Kenya-Complementary-Feeding-Recipe-Booklet.pdf
https://www.mcsprogram.org/wp-content/uploads/2018/04/Kenya-FGD-IFAS.pdf
https://www.mcsprogram.org/resource/the-revitalization-and-scale%E2%80%90up-of-the-baby%E2%80%90friendly-hospital-initiative-in-malawi/

materials. A report was developed (and manuscript underway) that identified bottlenecks in the provision of care
and feeding of small and sick newborns, and proposed solutions to improve care, which were shared in-country.

® Strategies to address barrier to EBF: MCSP used evidence-based and culturally relevant counseling strategies,
techniques, and/or capacity-building methodologies to equip providers with skills to address barriers to EBF in
Guatemala (eLearning), Haiti, Kenya, and Mozambique.

Translation and Integration of Evidence and Learning to Inform Country Implementation

A unique aspect of MCSP’s nutrition programming was to demonstrate how barriers to MIYCN could be practically
addressed by operationalizing the WHO ANC guidance and during routine contacts (ANC, childbirth, PNC) for
optimization of breastfeeding counseling and support at community and facility levels. The experience, evidence,
strategies, and tools that were rolled out for use during country-level implementation are summarized in Table 7.1.

Global

® Demonstration of innovative behavior change through the development, rollout, and use of culturally
relevant social and behavior change materials for MIYCN in 10 countries with MOHs: MCSP spearheaded
the development of materials that were responsive to country needs and rooted in local evidence (see Table 7.1),
including complementary feeding recipes (Kenya and Mozambique), national maternal anemia materials
(Mozambique), MIYCN learning content/e-courses (Guatemala, Zambia, and Ghana), and nutrition
counseling materials (DRC, Egypt, Haiti, Kenya, Malawi, Mozambique, and Tanzania), that include content
on MIYCN, including addressing “junk” food consumption among children under 2.

Country

® Integration of nutrition into other health areas, including child health, immunization, and FP, within the
RMNCAH platform:
[ ]

90

DRC: MCSP fostered and strengthened linkages between iCCM services and integration efforts in DRC to
prevent and treat malnutrition through routine health services. The findings were used to inform a nutrition-
iCCM approach that included revisions of IYCF counseling materials, building of provider capacity in
nutrition, formation of 25 support groups, and reaching neatly 45,000 children under 5. For more
information, see the study report (Strengthening Nutrition in the iCCM of Childhood 1ilness in DRC) and paper
(Strengthening Nutrition Services within iCCM of Childhood inesses in DRC: Evidence to Guide Implementation).

Mozambique: Through MCSP’s support to the Mozambique MOH in improving quality of nutrition
services at facility and community levels, 3,325,937 children received nutrition interventions, including IYCF
counseling; growth monitoring and promotion; screening, referral, and treatment of acute malnutrition;
vitamin A supplementation; home fortification with micronutrient powders; and social and behavior change
communication activities, including national anemia materials (flip chart, job aid, flow chart), radio messages,
and cooking demonstrations/complementary feeding recipes for caregivers.

Tanzania: MCSP worked to strengthen nutrition and FP integration in Tanzania’s Mara and Kagera regions,
as shown in this report and article. The study involved in-depth interviews with mothers of infants under

1 year, grandmothers, health providers, and traditional birth attendants, as well as 14 focus group discussions
with CHWs, fathers, and community leaders. Findings revealed that breastfeeding initiation was often
delayed, and prelacteal feeding was common. Respondents linked insufficient breast milk to inadequate
maternal nutrition, in terms of the quality of the diet and small quantities of food consumed by mothers.
Breast milk insufficiency was addressed through early introduction of foods and liquids. Mothers believed
that breastfeeding prevents pregnancy, regardless of the frequency or duration of breastfeeding, yet were
generally not aware of the LAM for FP. Joint decision-making on FP was viewed as important, and women
often discussed it with their partner. Future programming should address misconceptions about return to
fecundity, knowledge gaps, and concerns about FP methods, including LAM, as well as perceptions regarding
insufficient breast milk and early introduction of foods, which are impediments to optimal MIYCN and FP
practices. Results informed the program design of an integrated nutrition and FP implementation approach,
which included a LAM song, LAM self-tracking tool, and job aids for health providers.
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https://www.mcsprogram.org/wp-content/uploads/2018/04/MCSP-Haiti-EBF-FGD-Report.pdf
https://www.mcsprogram.org/wp-content/uploads/2018/04/MCSP-Haiti-EBF-FGD-Report.pdf
https://www.mcsprogram.org/resource/baby%E2%80%90friendly-community-initiative-from-national-guidelines-to-implementation/
https://www.mcsprogram.org/resource/strengthening-nutrition-in-the-integrated-community-case-management-of-childhood-illness-in-democratic-republic-of-congo/
https://www.mcsprogram.org/resource/strengthening-nutrition-services-within-integrated-community-case-management-of-childhood-illnesses-in-the-democratic-republic-of-congo/
https://www.mcsprogram.org/resource/rethinking-integrated-nutrition%E2%80%90health-strategies-to-address-micronutrient-deficiencies-in-children-under-five-in-mozambique/
https://www.mcsprogram.org/wp-content/uploads/dlm_uploads/2019/02/Mozambique-Flip-Chart-Anemia-2.pdf
https://www.mcsprogram.org/wp-content/uploads/dlm_uploads/2019/02/Mozambique-Job-aid-Anemia-Women-and-adolescents.pdf
https://www.mcsprogram.org/wp-content/uploads/dlm_uploads/2019/02/Mozambique-Anemia-flow-chart-on-side-effects-for-IFA.pdf
https://www.mcsprogram.org/wp-content/uploads/2019/04/Mozambique-Comp-Feeding-recipes-Setembro-2018.pdf
https://www.mcsprogram.org/resource/family-planning-maternal-infant-young-child-nutrition-formative-study/?_sfm_resource_topic=reproductive-health&_sfm_resource_country=tanzania

Learning from MCSP

Table 7.1. MCSP’s nutrition learning at the country level

Evidence/program guidance generated and impact
at country level

MCSP’s progress in
strengthening nutrition-health
integration across various
technical areas (nutrition-FP,
nutrition-child health-
immunization, nutrition-other
sectors) and five countries was
published.

Seven MCSP articles (open access) from five countries published in a free
journal supplement in Maternal & Child Nutrition; also features an additional
seven articles on other global and country experiences

Examine barriers to maternal
nutrition and program
implications in 24 USAID
priority countries via literature
review of barriers to maternal
nutrition, collated country
experiences, and
operationalized WHO ANC
guidance.

Article (open access): Addressing barriers to maternal nutrition in low- and
middle-income countries: a review of the evidence and programme
implications

Three technical briefs on maternal nutrition: evidence and program
considerations, key country experiences, and programming considerations in
the context of the 2016 WHO ANC Guidelines

Country impact: Evidence shaped programming in maternal nutrition in six
countries (DRC, Egypt, Mozambique, Tanzania, Guatemala, and Zambia).

Examine barriers to EBF
across MCSP countries to
accelerate EBF improvement:
Conducted systematic review
in 24 USAID priority
countries.

Article (open access): Addressing barriers to EBF in low- and middle-income
countries: a systematic review and programmatic implications

Technical brief: Addressing Barriers to EBF: Evidence and Program
Considerations for Low- and Middle-Income Countries

Health provider job aid implementation science study (report and manuscript
in preparation)

Country impact: Evidence shaped country strategies and counseling to
address barriers to EBF in Haiti, Kenya, and Mozambique.

Strengthen evidence base on
junk food consumption within
infant programming: Examined
factors related to consumption
of junk food by children under
2 years in 24 USAID MCSP
priority countries.

Brief: Key Country Experiences in Addressing Junk Food Consumption in
Maternal, Infant, and Young Child Nutrition Programming

Brief: Junk Food Consumption Is a Nutrition Problem among Infants and
Young Children: Evidence and Program Considerations for Low- and Middle-
Income Countries

Country impact: Reducing or eliminating junk food consumption was
incorporated into infant and young child feeding materials/courses in DRC,
Egypt, Guatemala, Kenya, and Mozambique.

Examine barriers to
implementation of community-
based distribution of iron-folic
acid supplements in 24 USAID
MCSP priority countries:
Conducted literature review.

Brief: Community-Based Distribution of Iron-Folic Acid Supplementation:
Evidence and Program Implications

Article (open access): Community-based distribution of iron—folic acid
supplementation in low- and middle-income countries: a review of evidence
and programme implications

Brief: Controlling maternal anemia and malaria: ensuring pregnant women
receive effective interventions to prevent malaria and anemia: what program
managers and policymakers should know

Country impact: Influenced approaches to increase access and coverage of
iron-folic acid at the community level through dissemination to countries at
regional maternal nutrition consultations with UNICEF.

Ascertain bottlenecks in
providing adequate care and
feeding of small and sick
newborns in Malawi.

Report and manuscript identifying bottlenecks in the provision of care and
feeding of small and sick newborns in Malawi, and proposed solutions to
improve care (in development)

Country impact: Results will be shared with the Malawi MOH.
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https://www.mcsprogram.org/resource/how-to-strengthen-nutrition-into-the-health-platform/
https://www.mcsprogram.org/resource/addressing-barriers-maternal-nutrition-low%e2%80%90-middle-income-countries-review-evidence-programme-implications/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/addressing-barriers-maternal-nutrition-low%e2%80%90-middle-income-countries-review-evidence-programme-implications/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/addressing-barriers-maternal-nutrition-low%e2%80%90-middle-income-countries-review-evidence-programme-implications/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/addressing-barriers-maternal-nutrition-evidence-program-considerations/
https://www.mcsprogram.org/resource/addressing-barriers-maternal-nutrition-evidence-program-considerations/
https://www.mcsprogram.org/resource/nutrition-brief-key-country-experiences-in-addressing-maternal-nutrition-through-nutrition-health-integrated-programming/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/maternal-nutrition-programming-in-the-context-of-the-2016-who-antenatal-care-guidelines/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/maternal-nutrition-programming-in-the-context-of-the-2016-who-antenatal-care-guidelines/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/addressing-barriers-exclusive-breast-feeding-low-middle-income-countries-systematic-review-programmatic-implications/
https://www.mcsprogram.org/resource/addressing-barriers-exclusive-breast-feeding-low-middle-income-countries-systematic-review-programmatic-implications/
https://www.mcsprogram.org/resource/addressing-barriers-exclusive-breastfeeding-evidence-program-considerations-low-middle-income-countries/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/addressing-barriers-exclusive-breastfeeding-evidence-program-considerations-low-middle-income-countries/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/wp-content/uploads/2018/04/MCSP-Haiti-EBF-FGD-Report.pdf
https://www.mcsprogram.org/wp-content/uploads/2018/04/MCSP-Haiti-EBF-FGD-Report.pdf
https://www.mcsprogram.org/resource/baby%E2%80%90friendly-community-initiative-from-national-guidelines-to-implementation/
https://www.mcsprogram.org/resource/nutrition-brief-key-country-experiences-in-addressing-junk-food-consumption-in-maternal-infant-and-young-child-nutrition-programming/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/nutrition-brief-key-country-experiences-in-addressing-junk-food-consumption-in-maternal-infant-and-young-child-nutrition-programming/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/mcsp-nutrition-brief/
https://www.mcsprogram.org/resource/mcsp-nutrition-brief/
https://www.mcsprogram.org/resource/mcsp-nutrition-brief/
https://www.mcsprogram.org/resource/community-based-distribution-iron-folic-acid-supplementation-evidence-program-implications/
https://www.mcsprogram.org/resource/community-based-distribution-iron-folic-acid-supplementation-evidence-program-implications/
https://www.mcsprogram.org/resource/community-based-distribution-iron-folic-acid-supplementation-low-middle-income-countries-review-evidence-programme-implications/
https://www.mcsprogram.org/resource/community-based-distribution-iron-folic-acid-supplementation-low-middle-income-countries-review-evidence-programme-implications/
https://www.mcsprogram.org/resource/community-based-distribution-iron-folic-acid-supplementation-low-middle-income-countries-review-evidence-programme-implications/
https://www.mcsprogram.org/resource/controlling-maternal-anemia-and-malaria-ensuring-pregnant-women-receive-effective-interventions-to-prevent-malaria-and-anemia-what-program-managers-and-policymakers-should-know/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/controlling-maternal-anemia-and-malaria-ensuring-pregnant-women-receive-effective-interventions-to-prevent-malaria-and-anemia-what-program-managers-and-policymakers-should-know/?_sfm_resource_topic=nutrition
https://www.mcsprogram.org/resource/controlling-maternal-anemia-and-malaria-ensuring-pregnant-women-receive-effective-interventions-to-prevent-malaria-and-anemia-what-program-managers-and-policymakers-should-know/?_sfm_resource_topic=nutrition

Recommendations for the Future

MCSP built baby-friendly platforms in three countries, strengthened provider capacity in nutrition, and strengthened
integration across health areas for quality nutrition-health services. MCSP provided analyses and reflection of where,
why, and how implementation occurs in the journal supplement and in the compendium of work on strengthening
nutrition within health services, noting there are several opportunities for action to highlight:

® Strengthen the quality of routine data and support health providers to interpret and use data for
decision-making. This can improve care for women and children, and allow for midcourse corrections to
programming and development of targeted approaches (at health facility or subnational levels), which would
strengthen measurement and data use, especially around maternal nutrition and breastfeeding (eatly initiation,
counseling, and EBF practices), as well as complementary feeding.

® Document the process of implementation, successes and challenges, and benchmarks of progress
during rollout of multiple interventions. It is critical to monitor multiple interventions (e.g., micronutrient
supplementation, fortification, and dietary diversification efforts) or multiple efforts around infant and young
child nutrition, which should include sharing of data and lessons learned among implementing partners. This
should be in tandem with the government and across implementing partners.

® Collect data on the burden of, type, and severity of malnutrition/micronutrient deficiencies and
coverage of key interventions. This will allow programs and health systems to better understand the reach of
projects, such as baby-friendly initiatives, EBF, and dietary diversity promotion, and to assess progress and
accountability.

® Provide comprehensive breastfeeding counseling and support at community and facility levels
(i.e., BFHI/BEFCI). This should include strengthening provider capacity to identify and resolve breastfeeding
problems, and strengthening the quality of counseling for maternal nutrition and maternal anemia, which should
be an integral part of universal health care, including workplace support and maternity protections.
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‘ Water, Sanitation, and Hygiene

Areas of Focus - WASH

e Institutionalizing WASH in health
care facilities
e  Advancing behavior-centered
programming to reduce
& ' puerperal and neonatal sepsis
' e Integrating nutrition-sensitive

WASH activities into health
extension programs

g
Highlights of MCSP’s Legacy
MCSP designed and implemented the | MCSP advanced global learning on MCSP demonstrated global leadership

innovative Clean Clinic Approach in innovative multimodal behavior change | in WASH for MNCH by testing draft
Haiti, DRC, and Guatemala, resulting | strategies to improve WASH behaviors | global indicators on WASH and

in sustained incremental WASH through evidence-based research infection prevention for labor and
improvements for improved high- informing implementation across delivery, and by developing indicators
quality care. programs in Nigeria and Guatemala. for PNC and sick newborn wards.

Figure 8.1. Improvements in key WASH service access among MCSP-supported health care
facilities in DRC, Guatemala, and Nigeria (source: Clean Clinic Assessments)

Water Access: Health facilities that meet Hand Hygiene: Functional hand hygiene
basic service level of accessible water source facilities available that meet a basic service
level at points of care and are within 5 m of
1% .
DRC (N=35 . toilets o
(N=3%) DRC (N=35) ma ey
- 36% .
Guatemalz =11 T, Guatemala (N=11) gt e

o 77% %

Nigeria (N=30) 679 Nigeria (N=30)

0%  20% 40% 60% 80% 100% 0% 20% 40% 60% 80% 100%

Environmental Cleaning: Facilities that meet a
basic service level of protocols for cleaning
available and staff with cleaning
responsibilities who have received training

Woaste Management Services: Facilities that
meet a basic service level of accessible waste
management services

DRC (N=35) DRC (N=35)
Guatemala (N=11) W__ﬂ Guatemala (N=11)
Nigeria (N=30) _IO% 40% Nigeria (N=30)
0% 20% 40% 60% 80% 100% 0% 20% 40% 60% 80% 100%
® Baseline ® Endline

MCSP End-of-Project Report 93



Woater, Sanitation, and Hygiene

Introduction

The SDGs had recently been launched at the outset of MCSP, mandating universal access to WASH to improve
human health and enhance the quality of health care services. Despite these goals, no global standards for WASH in
health care facilities existed, little data were available, and no evidence-based strategies to improve WASH conditions
and practices had been identified. Previous WASH in health care facility initiatives largely failed to institutionalize and
sustain WASH improvements, likely because they were implemented through WASH systems and by WASH
stakeholders instead of through health systems and by health stakeholders.

MCSP strove to make WASH a normative part of MNCH programming to prevent maternal and child deaths by
supporting country programs to increase coverage and utilization of evidence-based, high-quality RMNCAH
interventions. MCSP leveraged WASH investments to increase access to and use of WASH services at household,
community, and health care facility levels using low-cost interventions. MCSP’s top priotities/strategies were

1) increasing health care facility WASH conditions and practices to contribute to quality of care improvements and
reductions in puerperal and newborn infections through MCSP’s innovative CCA, and 2) reducing childhood enteric
illnesses and contributing to stunting reductions by integrating USAID’s Essential WASH Actions for Nutrition into
MCSP community nutrition activities. As a global integrated health project and a member of the Global WASH in
Health Care Facilities WG, MCSP brought valuable insight and experience to conversations on WASH in health care
facilities’ policy, strategy, standards, indicators, and implementation approaches globally.

Key Accomplishments and Results

Design and Implementation of the Clean Clinic Approach

MCSP made advancements in global WASH in health care facilities strategies through the design, implementation, and
refinement of MCSP’s innovative CCA in three countries. Findings and lessons learned were shared through technical
assistance visits to Malawi and Uganda and dissemination of implementation tools and products.

Global

® Sharing of lessons learned from MCSP’s experience: MCSP shared research findings and implementation
experiences with the USAID Missions, national government representatives, and other implementing partners in
Malawi and Uganda. As a member of the global WASH in Health Care Facilities WG, MCSP contributed
implementation and research lessons that informed the 2019 WHO resolution on WASH in Health Care Facilities
and the WASH in Health Care Facilities: Practical Steps to Achieve Universal Access to Quality Care. MCSP also presented
at five conferences/global meetings and during four webinars to audiences comprising global WASH in health
care facilities implementing partners and donors to inform design improvements and future research priorities.

® Dissemination of implementation tools, research, and lessons learned to guide future WASH in health
care facilities efforts: MCSP launched a microsite on WASH in health care facilities to showcase various
research, tools, and resources used to guide innovative WASH in health care facilities programming. The site
describes MCSP’s unique experience implementing WASH activities as part of a global integrated health project
and provides guidance on how to approach designing and implementing WASH activities within health systems.
Since its launch, the site has had over 4,537 views from 2,478 individual users in 113 countries. Numerous
microsite users reached out to MCSP for guidance on implementing comprehensive, low-cost activities. MCSP
provided guidance on establishing accountability systems, garnering critical ingredients for designing and
implementing WASH in health care facility programs, and prioritizing learning questions.

Country

® (lean Clinic Approach: MCSP designed and implemented the innovative CCA in four countries, which
supported health care facilities to make low-cost, incremental WASH and IPC improvements. Unlike previous
approaches, the CCA recognizes that some of the most common and impactful improvements are behavioral,
managerial, and/or motivational, and thus can be implemented in short order with little external investment.
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Through the approach’s 10-step process, MCSP helped MOHs establish CCA programs and monitoring
frameworks, and then assisted health care facilities to develop action plans to meet those criteria. The CCA was
implemented in 145 health care facilities across DRC (35), Guatemala (11), Haiti (69), and Nigeria (30) as
directed by USAID Missions. Results show significant improvements in WASH and infection prevention
readiness across countries and can be accessed through the highlighted country program briefs. Each country
program informed refinements and improvements in the next country program. As country programs progressed,
MCSP began focusing more intentionally within individual wards, where patients are most at risk of infection. As
a result, MCSP was able to support health care facility staff to improve monitoring systems and address WASH
service shortfalls in their respective wards.

® Institutional practical and comprehensive WASH and IPC data monitoring, evaluation, and learning
systems: Many countries have WASH and IPC standards that are impractical references for health care facility
staff due to length and format. Additionally, WASH data collection systems are largely nonexistent, so little data
are available to inform interventions. MCSP worked with MOHs in Haiti, DRC, Nigeria, and Guatemala to
develop indicators and scorecards that are aligned with international standards. Example scorecards are available
for the general facility, labor and delivery, PNC, and sick newborn wards. These scorecards were a central part of
the CCA and resulted in substantial WASH servicer improvements in MCSP-partner facilities, as depicted in
Figure 8.2. The scorecards are being used to inform official national standards in DRC and state standards in
Nigeria. The vice minister of health for hospitals in Guatemala recently announced that the CCA standards and
accompanying scorecards will be used throughout all public hospitals in Guatemala (45 facilities).

Figure 8.2. Changes in the proportion of MCSP-supported health care facilities in Guatemala with
access to basic WASH services from baseline to endline (n = | | health care facilities)
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® Strategic integration of WASH and infection prevention activities into broader quality of care and health
systems efforts: At the outset of MCSP, the global WASH and health sectors compartmentalized WASH in
health care facilities interventions to narrowly focus on infrastructure improvements (WASH) or on limited IPC
training and supply improvements (health). MCSP recognized the need to approach WASH and IPC collectively
as cornerstones to the provision of quality health care services. Through the country CCA programs, MCSP
demonstrated WASH’s contributions to improving quality of care, which are highlighted in an MCSP report.
Contributions included increasing community engagement to demand and support cleaner facilities, strengthening
monitoring and accountability systems, and increasing access to basic WASH services. Additionally, through
national and global advocacy efforts, MCSP lobbied for MOHs to take ownership of WASH as a quality of care
issue and worked with governments to cascade this principle throughout national health systems (see advocacy
brief). These efforts contributed to the CCA results and improved the quality of care provided to patients, as
described in MCSP’s DRC program WASH yvideo.
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Water, Sanitation, and Hygiene in Health Care Facilities Tool, Standards, and Indicators
Global

Global draft indicators on WASH and infection prevention for labor and delivery ward: In October 2017,
WHO and USAID shared draft global WASH indicators for use in the delivery room. MCSP tested the indicators
as part of its CCA program monitoring activities in Guatemala and Nigeria, and provided suggested revisions
based on implementation experiences. WHO plans to publish the final set of indicators in 2020.

Country

Evidence base for WASH and quality of care on the day of birth and beyond: MCSP and the London
School of Hygiene and Tropical Medicine conducted a study in Nigeria to provide new insights into caregiver
and visitor hygiene behaviors before, during, and after birth, and continuing into a newborn’s transition to their
home environment. Handwashing was identified as a key barrier to hygiene and IPC, even when water and soap
were conveniently available in the delivery room. Only 2% of invasive procedures were performed with health
care workers” hands in a state of optimal hand hygiene, while 82% of invasive procedures were performed with
health care workers” hands in a state of probable contamination. Mothers and their newborns were visited on
average seven times during the stay in the postnatal ward, yet only one visitor was observed washing hands before
direct contact with the newborn (out of 69 direct contact observations), highlighting the lack of consideration
previously paid to visitors and the infection risk they pose to newborns. The results from the study in Nigeria
showed that handwashing behaviors among health care workers are driven first by self-preservation and second
by well-being of mother and child. These findings informed the design of CCA activities in Nigeria and
Guatemala, which aimed to reduce access and motivational barriers to practicing optimal hygiene behaviors in
the fight against newborn and puerperal sepsis. Figure 8.3 highlights the pilot intervention’s effects on key WASH
services at critical points of care in Nigeria.

Figure 8.3. Improvements in the number of health care facilities with access to basic hygiene
services at critical points of care in Ebonyi and Kogi states, Nigeria from baseline to endline
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The standards, tools, and resources from these country programs were ultimately adopted by the national Ministry
of Public Health in Guatemala and the state MOHs in Nigeria (Kogi and Ebonyi). Complete findings and results
from the Nigeria research can be found in three peer-reviewed articles, the first of which is published here. A
peet-reviewed implementation case study on the Guatemala program is forthcoming.

Comprehensive WASH and IPC monitoring and supervision tools for PNC and sick newborn wards:
While global WASH in health care facilities standards were published in 2017, the standards and accompanying
indicators only applied to outpatient wards and general health care facility infrastructure. Although many WASH
and infection prevention standards exist for PNC and sick newborn care, MCSP was unable to identify global or
national monitoring and implementation tools that incorporated all of the basic WASH and IPC standards needed
to reduce the risk of neonatal infections. In an effort to address this gap, MCSP consolidated a set of WASH and
IPC standards for use in PNC and sick newborn wards, and incorporated them within CCA scorecards and
certification systems in Nigeria and Guatemala. Many organizations and USAID partners have asked for these
tools as references/guides for limiting neonatal infections, including USAID’s Organized Network of Setvices for
Everyone’s Health Activity in Malawi; USAID’s Medicines, Technologies, and Pharmaceutical Services global
program; and USAID’s Sanitation for Health Activity in Uganda.
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Retroactive costing analysis of the CCA in Guatemala: Over the life of MCSP, the global WASH and health
sectors realized that little evidence exists related to the cost (and cost-effectiveness) of WASH in health care
facilities interventions. To inform future funding and implementation opportunities, MCSP conducted a
retroactive operational cost analysis of the CCA in Guatemala. Results can be used to estimate implementation
costs per facility. Detailed information on the findings and recommendations are forthcoming,.

Technical assistance and shared lessons learned from MCSP’s global experience: MCSP conducted a
technical assistance visit to Malawi to share research findings and collective implementation experiences with the
USAID Mission, national government representatives, and other implementing partners. MCSP also presented at
five conferences/global meetings and gave four webinar presentations to an audience comprising global WASH
in health care facilities implementing partners and various donors to inform design improvements and research
priorities for future WASH in health care facilities activities.

Infection Prevention and Control Response Systems following the Ebola Outbreak

MCSP provided supportt to the Ebola virus disease (EVD) prevention, response, and recovery in Guinea, Liberia, and
Ghana. (Even though Ghana did not have any active cases of EVD, it was still classified as a high-risk country due to
its geographical proximity to the affected countries.)

Country

Training for health care workers on IPC practices and restoration of health services in Guinea: In
response to the EVD epidemic, MCSP set improved provider knowledge and performance of IPC measures by
training providers in 55 facilities in Conakry and three rural prefectures on IPC. To restore and improve health
services in areas stricken by the EVD epidemic, the project supported all health facilities in the 20 prefectures
most affected to meet the minimum IPC standards through coaching and periodic evaluations, competency-based
training and orientation of new staff, and rehabilitation of water and waste management systems.

IPC practices and promotion of standards in Liberia: MCSP improved practices in facilities by introducing
and promoting MOH IPC standards and providing whole-site, competency-based trainings on IPC in 77 health
facilities in Liberia. In response to the EVD crisis, MCSP completed infrastructure upgrades, such as installation
of triages, incinerators, and hand-dug wells, in 48 facilities. Furthermore, MCSP worked with facility staff to build
their capacity, conducted a leadership and management development program to support the staff in those roles,
and improved the policy environment to strengthen PSE by supporting efforts that included updates to the
National Human Resources for Health Policy.

National IPC policy and training materials in Ghana: MCSP supported the Ghana Health Services
development of a national IPC policy and guidelines. Based on these IPC guidelines, MCSP conducted whole-site
IPC training in all regional hospitals and 77% of the district hospitals across five MCSP-supported regions.
Additionally, the project supported these regions to conduct follow-up supportive supervision visits to facilities.
In total, MCSP improved the IPC knowledge and skills of more than 10,000 frontline clinical staff and neatly
4,000 frontline nonclinical staff, reaching 99% of all staff at targeted hospitals.

Water, Sanitation, and Hygiene in Households and Communities
Country

Household sanitation and hygiene in Mozambique: In Mozambique, MCSP implemented a Clean Household
Approach, which supports household cleanliness improvements through community construction demonstrations
and leveraging community health systems to promote USAID’s Essential WASH Actions for Nutrition. These
actions are aimed at reducing child gastrointestinal illnesses that are associated with undernutrition. They include
handwashing, latrine use by all household members, proper infant feces disposal, creation of clean play spaces for
children away from soil and animal feces, and disinfection of drinking water. Through these low-cost
interventions, MCSP demonstrated increases in household sanitation and hygiene access in Nampula Province,
Mozambique, as shown in Figure 8.4. To sustain these improvements, the government should continue leveraging
local WASH-related entrepreneurs to support household construction and use of convenient, affordable, and
durable WASH products.
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Figure 8.4 Improvements in household sanitation and hygiene access in Nampula, Mozambique

Indicator Baseline Endline

(n=720) (n=420)
Improved sanitation facilities (not shared) 1% 21% A 22%
Dedicated handwashing station within household 16% 23% A 5%
Clean household environment* 70% 74% > N/A

* Defined here as a household without animal faeces visibly present in the home and courtyard, including the kitchen, living area, and sleeping area.

Community-Led Total Sanitation approach in Kenya: MCSP used the Community-Led Total Sanitation
approach to achieve and sustain “open defecation free” status in the two counties, Kisumu and Migori. This
entailed the facilitation of a community’s analysis of their sanitation situation, their defecation practices, and their
consequences, leading to collective action to become open defecation free. Community-Led Total Sanitation can
also stimulate broader household and community WASH improvements. MCSP trained 1,213 community health
volunteers in Migori County and 60 volunteers in Kisumu on this approach to implement improved sanitation.
Trained volunteers successfully generated collective action among partner communities, resulting in 414
communities nationally certified “open defecation free” (301 in Migori, 113 in Kisumu).

Recommendations for the Future

MCSP was implemented during a period of global awakening to the problems affecting WASH in health care facilities
and its impact on meeting SDGs 3 (universal quality health care) and 6 (universal access to WASH). In 2019, the
72nd World Health Assembly adopted a resolution on WASH in health care facilities, which urges member states to
establish a roadmap to improve WASH in health care facilities by creating/strengthening national standards, setting
targets, collecting actionable data, addressing WASH service inequalities, and integrating WASH into broader quality
of care initiatives. MCSP’s implementation and research activities contributed to the formation of the resolution. The
project’s WASH legacy includes insights and recommendations that can inform the design and implementation of
country roadmaps that will result in self-reliant national health systems that provide high-quality services.

98

Ensure interventions are behavior change-centered. Past interventions have focused primarily on training
and equipping clinicians to improve IPC. Yet even where access to WASH services is improving, stakeholders
(staff, patients, caregivers) do not consistently use them. MCSP’s implementation experiences highlight the need
for future initiatives to design evidence-based, multimodal, behavior-centered interventions to improve and
sustain the habits/routines required to maintain WASH standards in facilities. These interventions should
incorporate training, education, and infrastructure improvements, as well as motivation-related interventions, such
as persuasion, accountability, modeling, and incentives. Stakeholders are encouraged to design programs that
incorporate WASH and IPC from a systems perspective, recognizing that behaviors are everlasting concerns in
health care and require comprehensive interventions to sustain compliance and ensure institutionalization.

Measure progress against both output and outcome indicators. Individual health care facilities are unable to
make informed decisions on funding and resource allocation because little data exist on the availability, quality,
and use of WASH services. Any future data collected should be immediately shared with health care facility
management and staff to inform immediate action. The WASH in health care facilities subsector is currently
limited to primarily reporting on output and proxy indicators. While these indicators are necessary for routine
monitoring and decision making, stakeholders should also invest in measuring related outcomes (e.g., reducing
contamination, reducing infections, improving quality of care, savings in time, resources, antibiotic-use) to show
impact and support advocacy for increased investments in WASH in health care facilities.

Advocate for infection prevention and control. Access to antibiotics has created a global clinical culture
focused on infection treatment, not prevention. This is reflected within supply chain systems that prioritize
essential medicines over preventive supplies. With the persistence of health care-associated infections and the
emergence of antimicrobial resistance, national health systems must allocate sufficient budget and resources to
IPC, requiring greater advocacy for the prioritization of these supplies and materials within supply chain systems.

Focus on monitoring systems. Most countries lack systems for monitoring health office performance in WASH
supply chain and maintenance support. In our experience, health care facilities’ improvements will plateau quickly
unless monitoring and accountability systems are applied to district and provincial health offices and facilities.
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Areas of Focus - Zika

Providing global leadership for ZIKV
outbreak emergency response
Disseminating guidance, provider tools,
and job aids related to ZIKV prevention
and care, and support for ZIKV-affected
children and their families

Improving RMNCAH service delivery
relevant to the outbreak response with
MOHs, including preventing ZIKV-
affected pregnancies, and improving QI
and mentorship competencies in the
context of PNC and support for ZIKV-
affected newborns and families
Increasing coverage and quality of ECD
services for children ages 0-3 years,
including those impacted by congenital
Zika syndrome

Building provider capacity to care for
small and preterm babies, including those
affected by congenital Zika syndrome
Collaborating with community
organizations and MOHs to improve
local leadership for service delivery

Highlights of MCSP’s Legacy

Identified gaps in ultrasound service
delivery and strongest sites for
identification of possible congenital
Zika syndrome in five USAID priority,
Z|KV-affected countries in Central
America and the Caribbean.

Supported Zika response across the
LAC region, training nearly 650
health providers in ZIKV prevention,
PNC, ECSB, and ECD.

Described impact of in utero ZIKV
exposure on neurocognitive
development of children ages

0-2 years via collaboration with the
Windward Islands Research and
Education Foundation in Grenada.

Figure 9.1. Percentage of postpartum women adopting a FP method in Barbados, Guyana, and St.

Lucia
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Zika
Introduction

In February 2016, WHO advised that the recent cluster of microcephaly cases and other neurological disorders
reported in Brazil constituted a Public Health Emergency of International Concern. MCSP responded to the growing
epidemic in June 2016 with an initial focus on LAC and later the Eastern and Southern Caribbean (ESC) region
(Figure 9.2). Since the start of the response, MCSP focused on developing strategies to increase the capacity of health
systems and providers caring for women of reproductive age, pregnant women, newborns, and families at risk of and
affected by ZIKV infection. Given widespread challenges in laboratory capacity throughout the region and frequent
inability to know which people have been exposed to the complications of ZIKV infection due to common
asymptomatic infection, late-appeating complications in infants, and subtle manifestations of in utero ZIKV infection,
MCSP strategies necessarily addressed improving RMNCAH service delivery to a broad set of pregnant and
postpartum women, infants, and families who were or may have been at risk during the outbreak. MCSP’s ZIKV
response activities drew on partnerships with local organizations and country governments, and on MCSP’s extensive
expertise in MNH, FP, ECD, service delivery strengthening, and capacity-building for facility-based QI competencies.
Through its programming, MCSP facilitated the following activities:

® Implemented capacity-building activities through subawards distributed to local organizations, national and
regional professional associations, and a subnational MOH authority (North Central Regional Health Authority,
Trinidad and Tobago).

® Provided short-term technical assistance and remote support to inform the development and improvement of
clinical and nonclinical services for women, infants, and families impacted by the ZIKV outbreak.

® Initiated strong partnerships with governments, public health authorities, and public and private facilities.

® Produced and disseminated tools and resources to support service delivery during outbreak response.

Highlights from MCSP’s response to the Zika epidemic are below. For more details, please consult the separate
MCSP Zika Response End of Project Report.

Flgure 9.2. Scope of MCSP’s Zika activities throughout the LAC and ESC regions
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Key Accomplishments and Results
Resources and Technical Capacity to Inform Outbreak Response Priorities
Global/ Regional

® Landscape analysis: MCSP conducted a rapid landscape analysis to describe the scope of existing ZIKV tools
and materials. The landscape analysis sought to collect training resources and job aids that address prevention of
ZIKV infection and management of complications, identify gaps in messaging or target populations within
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collected tools, and support identification of highest-priority tools for development and adaptation. In
collaboration with ASSIST and K4Health, MCSP documented existing materials for providers, facility managers,
and health authorities, including job aids, client resources, training materials, and other resources across the
continuum of care. MCSP collected 131 ZIKV-related provider materials from 39 different countries. Most
materials were available in English, Spanish, or Portuguese; published by governments and regional normative
agencies; and targeted to health providers. Gaps were identified around tools to support counseling, particularly
related to the role of FP in prevention of Zika-affected pregnancies, the sexual transmission of ZIKV infection,
and tools in Haitian Creole. Based on results, MCSP adapted and developed high-priority materials, integrating
ZIKV prevention and management content into RMNCAH-related job aids and other resources, and generating
training packages on therapeutic eatly stimulation and psychosocial support for ZIKV-affected infants and
families. These adapted tools were used to standardize regional technical materials with ZIKV content and
increase capacity of 650 health care providers and caregivers across the LAC region, including public- and private-
sector doctors, nurses, ECD specialists, disabilities specialists, teachers, and parents.

Country

Ultrasound capacity assessment: The utility of global recommendations for antenatal ultrasonography for
evaluation of fetal abnormalities consistent with congenital Zika syndrome may be limited by the quality of
ultrasound examination, which is known to be highly dependent on both the skills of the ultrasound provider and
the technical capacity of their equipment. Gaps in obstetric ultrasound capacity, including in identification of
features consistent with suspected congenital Zika syndrome before delivery, may contribute to inefficient and
ineffective ultrasound referral patterns following suspected ZIKV infection in pregnancy. Such gaps also impede
health providers’ ability to provide comprehensive counseling to pregnant women and families on prognosis for
infants and family preparations for a ZIKV-affected newborn. MCSP collaborated with ASSIST, the American
Institute of Ultrasound in Medicine, and the Society for Maternal-Fetal Medicine to design and conduct a rapid
obstetric ultrasound capacity assessment in five USAID priority countries in the LAC region: the Dominican
Republic, El Salvador, Guatemala, Honduras, and Haiti. The objectives of the assessment included assessing
technical capacity of obstetric ultrasound providers to detect features of congenital Zika syndrome, assessing
capacity of ultrasound equipment used by providers observed in the assessment, and collecting key data to inform
referral pathways for pregnant women with suspected or confirmed ZIKV infection. Across five countries, the
team assessed the functionality of 97 ultrasound machines, completed 76 service delivery observations, conducted
65 provider interviews, and carried out 49 ultrasound practice interviews. After analyzing data from these surveys,
MCSP, ASSIST, the American Institute of Ultrasound in Medicine, and the Society for Maternal-Fetal Medicine
developed priority recommendations for country governments. Recommended actions included building capacity
of providers to conduct all standard elements of routine obstetric ultrasound (including GA assessment and
anatomic survey) and survey all potential findings known to be associated with congenital Zika syndrome. MCSP
recommended the development of onsite, evidence-based standards for clinical management of cases of
suspected ZIKV infection in pregnancy, collaboration with professional ultrasound societies, endorsement of a
basic standard of obstetric ultrasound services (including IPC), and dissemination of guidelines within pre- and
in-service education. Findings from the assessment were shared via five country-specific reports with USAID
headquarters, USAID Missions, and MOHs. An additional five-country summary report was developed for
USAID headquarters to summarize findings across all five countries.

Development, Adaptation, and Dissemination of Tools and Resources
Global/ Regional

Resource development: MCSP developed and disseminated technical briefers, job aids, and training packages in
Spanish, English, French, Portuguese, and Haitian Creole to aid in Zika response activities. The MCSP Zika
Pregnancy Wheel, which was co-endorsed by PAHO and the Infectious Diseases Society for Obstetrics and
Gynecology, includes Zika prevention and management messages, and was translated into five languages, with
over 25,000 copies disseminated to 18 countries. The MCSP PNC poster and checklist were adapted to include
ZIKV-related clinical guidance. Materials targeted policymakers, frontline providers of MNH and ECD service
delivery, endline beneficiaries, MOHs, USAID, and other implementing partners, and disseminated through
short-term technical assistance visits, regional conferences, listservs, and the ORB online platform. To increase
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the capacity of health systems and providers caring for women of reproductive age in Haiti and across the LAC
region, MCSP translated and introduced the LARC LRP in French and Spanish. This LRP provides a
comprehensive resource for high-quality service training, with an implementation guide and 10 modules that
cover IUDs (hormonal and copper) and contraceptive implants (single and two-rod) in the interval, postabortion,
and postpartum periods. PAHO currently uses the LARC LRP in ongoing activities in Guyana and other
countries in the ESC and LAC region. The Zika ORB domain was promoted to 400-plus frontline health workers
through workshops, short-term technical assistance visits, and several regional workshops.

Service Delivery Strengthening in the Eastern and Southern Caribbean Region
Country

Country programming for ECD: MCSP strengthened national and subnational programming for ECD across
six countries in the LAC region (Barbados, El Salvador, Grenada, Guyana, St. Lucia, and Trinidad and
Tobago) by developing an innovative set of materials on therapeutic eatly stimulation for children ages 0-3 years
old. With this package, MCSP trained 298 health care and special education teachers. To address the needs of the
whole family, MCSP developed the psychosocial support package for caregivers. One hundred thirty-seven health
providers received training on creation and facilitation of support groups for families of children with delays and
disabilities, including congenital Zika syndrome, to teach strategies for stress management and development of
support networks. Furthermore, all countries led step-down trainings through subawatrdees and/or MOHs to
further institutionalize higher standards for ECD clinical practice. MCSP also supported institutionalization of
ECD through development of model child development guidelines and integrating ECD into three University of
Guyana courses to make the subject a permanent part of Guyanese nursing curricula.

Figure 9.3. Quarterly total of early childhood development training participants in therapeutic
early stimulation by party responsible for implementation*
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Figure 9.4. Number of referrals of suspected Zika-affected children (ages 0-3) to care and support
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PNC and QI competencies: MCSP provided technical updates to staff from 36 service delivery sites across
three ESC countries (Barbados, Guyana, and St. Lucia) on ZIKV infection prevention and management, PNC,
and PPFP, and on introductory QI tools and processes using the MCSP Data Use Package. After each 3-day
workshop, MCSP supported staff to develop facility QI plans to monitor ZIKV-related indicators and set goals
for improvement in quality of PNC relevant to the ZIKV response. Common indicators chosen by facilities
included PPFP counseling and adoption (relevant to prevention of ZIKV-affected pregnancies), EBF (relevant to
health of all babies, and critical to counteract any nonevidence-based concerns about risk of ZIKV transmission),
and PNC visits within 2 weeks of birth (important for routine care, as well as identification and appropriate
referral of babies with suspected complications due to ZIKV infection in utero). An MCSP subawardee, the
Caribbean Regional Midwives Association, provided local technical assistance via clinical mentors embedded in
participating facilities, who conducted monthly mentorship visits and coached staff on data collection and
analysis, using the data dashboards to visualize and identify ways to improve services. By the close of MCSP
activities, approximately 92% of MCSP-supported facilities had designed and implemented their QI plans.

Essential Care for Small Babies: Recognizing the need to improve care for small and premature babies,
particularly infants with congenital Zika syndrome, MCSP conducted ECSB trainings for 216 health providers
across eight countries in the LAC region, as well as a subregional training of trainers for 28 health providers
across nine countries. In all countries, knowledge post-test showed improvement, and all participants passed the
examination required for certification. The curriculum used objective structured clinical examinations following
hands-on learning with MamaBreast and PreemieNatalie models to teach skills in temperature maintenance,
appropriate feeding, infection prevention, and management of complications for small and preterm babies, as well
as additional content on management of congenital ZIKV infection. Two hundred forty-four trained providers
are now anchored within national health systems and are using new knowledge and skills in clinical management.
In Trinidad and Tobago, the MOH funded additional step-down trainings for an additional 41 providers. The
MOHs in Barbados, Grenada, Guyana, and St. Lucia all plan to conduct additional ECSB trainings of trainers
to increase coverage of these interventions across the ESC region.

Figure 9.5. Percentage of health providers passing pre- and post-tests in MCSP ECSB trainings
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Neuropsychological impact of in utero ZIKV exposure: In Grenada, MCSP partnered with the Windward
Islands Research and Education Foundation at St. George’s University to describe nature of the impact of in
utero ZIKV exposure on neurocognitive development. The primary objective was to ensure children with in
utero ZIKV exposure reach their full developmental potential at 1 and 2 years of age by identifying and
addressing developmental challenges as early as possible. The foundation measured multiple neurodevelopmental
outcomes in a well-characterized cohort of ZIKV-exposed children in Grenada using sensitive measures of
cognition, language, fine and gross motor skills, behavior, attention, and social-emotional reactivity. Preliminary
results are the ESC region’s first to describe the neuropsychological impact of in utero ZIKV exposure in infants
in their first 2 years of life. Among 2-year-olds (nine nonexposed and 47 Zika-exposed children), six fell below the
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25th percentile using international normative standards.!”!8 All six children were in the Zika-exposed group and
were referred for early intervention with the Grenada Citizen Advice and Small Business Agency’s Roving
Caregivers Programme, an MCSP subawardee that provides home-based services to vulnerable populations across
Grenada. Roving caregivers were trained in MCSP’s therapeutic early stimulation package and Conscious
Discipline, a neurodevelopmentally focused method that emphasizes safety, attachment, and

self-regulation.!?

Recommendations for the Future

The

2015 ZIKV outbreak in the LAC region revealed many gaps in the RMNCAH continuum of care, as well as

significant health system weaknesses related to infectious disease diagnosis and surveillance. Through close
partnerships with country governments and other local stakeholders, MCSP had the opportunity to assist several
countries on their path to self-reliance and identified several key recommendations for future programs

Institutionalize ZIKV prevention and vector control messages across a range of settings. The tools and
resources developed by MCSP to share evidence-based guidance on prevention and management of ZIKV-
affected pregnancies will be available in the event of future ZIKV outbreaks in the same or different regions.

Increase the capacity of local facilities and laboratories for higher-throughput disease reporting, testing,
results communication, and analysis of reportable disease data, including for ZIKV infection.

Invest in communication and accountability mechanisms that build trust between communities and
country governments, maintaining mechanisms for multisectoral communication and collaboration.
Collaboration with other USAID implementing partners, professional associations, and community-based
organizations strengthened the depth and breadth of MCSP’s response within the region impacted by the
outbreak.

Identify all appropriate providers of ECSB, PNC, therapeutic early stimulation, and psychosocial
support, and clarify training cascades within those cadres before future trainings.

Integrate therapeutic early stimulation and psychosocial support curricula into providers’ pre-service
training, and reinforce in-service learning on these areas through the establishment of coaching and
mentoring. The integration of therapeutic eatly stimulation and psychosocial support competencies into existing
health systems will help to ensure sustainability and local ownership that extends beyond infants with congenital
Zika syndrome to children with a range of disabilities.

Update policies and systems to ensure an enabling environment for FP counseling, informed FP choice,
and services for families and children impacted by congenital Zika syndrome and other disabilities, and
clarify the benefits of healthy timing and spacing of pregnancy (for mothers, infants, and families) in
areas negatively impacted by shrinking birth rates.

Invest deeply in partnerships with MOHs, local clinical specialists, and professional associations to
ensure acceptability and sustainability of changes to service delivery, particularly in short-term response
activities. MOHs and other stakeholders are well positioned to continue service delivery strengthening to prepate
for potential future epidemic response.

Continue to develop champions to provide coaching and technical assistance in QI competencies.

17 Fernandes M, Stein A, Newton CR, et al. 2014. The INTERGROWTH-21st Project Neurodevelopment Package: a novel method for
the multi-dimensional assessment of neurodevelopment in pre-school age children. PLoS One. 9(11): el 13360. doi:
10.1371/journal.pone.01 13360.

18 Villar J, Fernandes M, Purwar M, et al. 2019. Neurodevelopmental milestones and associated behaviours are similar among healthy

child

ren across diverse geographical locations. Nat Commun. 10(1): 51 1. doi: 10.1038/s41467-018-07983-4.

19 Bailey BA. 2015. Conscious Discipline. Oviedo, Florida: Loving Guidance Inc.
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. Health Systems Strengthening & Equity

Areas of Focus - HSS and

Equity

e  Advancing integration of HSS and
RMNCAH programming for
improved outcomes through global
technical leadership

e Supporting country programs to
strengthen subnational management,
human capacity development
approaches, and financing for
sustained improvements to
RMNCAH

e Generating actionable evidence on
financing requirements to inform
RMNCAH planning

e Providing analytical support to
country programs to inform equity
and gender sensitivity of RMNCAH
programming

Highlights of MCSP’s Legacy

Institutionalized improved health Strengthened pre-service, alternate Improved financial planning and

sector management approaches to models for in-service, and generated evidence for domestic

strengthen subnational management mentorship approaches to support resource mobilization to sustain

for RMNCAH in seven countries. improved RMNCAH in more than RMNCAH plus nutrition services in
20 countries. more than six countries.

Figure 10.1. Breakdown of HSS interventions implemented through country programs in 2017/18
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Note: This graph summarizes the HSS strategies and categories included in USAID Acting on the Call 2017 report and the interventions
denoted with an asterisk (e.g. policy development) represent additional HSS strategies that were added by MCSP to the analysis, to
better capture the breadth of HSS interventions and strategies implemented by the project’s country programs. For each systems
category (e.g., workforce or service delivery), the strategies are ordered in descending order of frequency across country programs
which were active in PY4.
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Health Systems Strengthening and Equity
Introduction

Sustained improvement of RMNCAH outcomes requires delivery of a set of proven high-impact interventions at all
levels of the health system, strong information systems to measure progress and inform decisions, effective leadership
and governance, and adequate domestic financing, particularly as donor support transitions. Health gains can only be
sustained through integration within strong underlying health system structures and processes. MCSP’s approach to
HSS focused on addressing barriers that directly affect service delivery, in particular, strengthened leadership and
management, cost analyses to inform resource allocation, and workforce capacity development. Beyond weak health
systems, many countries face significant inequities in RMNCAH outcomes and access to care along lines of patient
socioeconomic status and other demographic factors. The global community recognizes that reaching the most
underserved populations is critical to achieving RMNCAH, broader SDG, and universal health coverage goals.
Accordingly, MCSP designed and implemented high-impact pro-equity interventions, and supported their scale-up to
underserved populations. MCSP also used equity-related data to assess the reach of these programmatic approaches.

Key Accomplishments and Results

From the community to the national level, MCSP fostered improvements in human resources, planning, leadership
and management, information systems, and financing to address barriers to effective service delivery. MCSP built the
capacity of local actors at national, subnational, and facility levels to be the drivers of system strengthening, including
introducing approaches for financial analysis and integrated district management. A systematic mapping of MCSP’s
HSS work across 32 country programs showed that MCSP strengthened health systems through all of its country
programs. Half of all activities within country work plans included HSS-focused strategies identified in USAID’s
Acting on the Call 2017 report. As seen in Figure 10.1, of MCSP’s HSS activities, half fell under workforce, one-quarter
under service delivery, and approximately one-fifth under information systems. Financing, governance, and medical
products functions comprised a relatively smaller portion of MCSP’s HSS activities. HSS activities were further
disaggregated by activities that provide direct inputs to system functions and activities that undertake comprehensive
strengthening of performance drivers (i.c., activities that fundamentally change how the system operates). One-third
of MCSP’s country-level activities strengthened health system performance drivers.

Strengthened Subnational Health System Management for Improved RMNCAH

Subnational health managers are responsible for planning, managing, monitoring, and supervising health activities in
facilities, engaging community members, and tackling the issues that prevent people from accessing health care.
Despite the importance of these core competencies, many subnational health managers—though clinically trained—
do not have management training. MCSP developed holistic strategies to increase broader management capacity.

Country

® Rapid Health Systems Assessment tool: MCSP developed the Rapid Health Svstems Assessment tool to:
1) quickly diagnose challenges at the subnational level that may affect RMNCAH setvices; 2) prioritize key areas
for strengthening; and 3) identify opportunities in the health system. MCSP conducted the assessment in Guinea,
Mozambique, Nigeria, and Rwanda. In addition, the Rapid Health Systems Assessments found broader health
system challenges and opportunities at the peripheral levels of the health systems across the four countries. These
trends indicated a need for subnational managers—including those responsible for the delivery of care—to have
strong general management abilities, authority to make decisions proactively, and strategic coordination skills to
achieve results. The analyses informed the creation of tailored local project activities and subnational decision-
making in all four countries. For example, MOH officials in Guinea cited the assessment in determining support
needs at the regional and district levels. In Rwanda, the Rapid Health Systems Assessment findings demonstrated
the importance of understanding how to scale up successful interventions, which led to MCSP support for
costing the scale-up of successful interventions.

® Comprehensive Approach to Health Systems Management: MCSP supported district health managers to

improve planning and use of resources; prioritize system bottlenecks that constrain high-quality services, develop
local solutions, and identify local resources to alleviate those bottlenecks; and support improved performance and
quality at service delivery sites in Guinea and Tanzania. In Tanzania, participants found that the Comprehensive
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https://www.r4d.org/wp-content/uploads/MTUMA-Brief.pdf

Approach strengthened local accountability and motivated individual performance for planning and management.
In Guinea, the government institutionalized key aspects of the Comprehensive Approach for national scale-up
into annual planning tools to allow managers across Guinea to identify root causes of weak health systems and
take corrective actions.

Institutionalization of a management course in Guatemala: In Guatemala, MCSP implemented a course with
84 subnational health managers across 30 project-supported municipalities in the Western Highlands to identify
and analyze health system challenges that prevented progress on RMNCAH outcomes. Participants developed
action plans with corrective activities to leverage local resources and solve the health problems they

identified. Furthermore, with improved skills in stakeholder coordination and resource mobilization, participants
submitted 39 funding requests to stakeholders, including local NGOs, implementing partners, and municipal
governments, to carry out improvement activities; 97% (38) of the requests were financed. At the end of the
course, the MOH gave official work and education credits to 75 successful course participants, which proved to
be a helpful design feature of this work, as it incentivized participants to remain engaged throughout the

course. MCSP handed over a complete course implementation guide to the MOH, who intends to scale up the
course to other municipalities.

Improved data use for management in Haiti: MCSP’s Services de Santé de Qualité pour Haiti (Quality Health
Services for Haiti) project worked in close collaboration with the MOH to provide technical support to all 10 of
the country’s health departments. MCSP collaborated with the health departments to conduct coaching visits to
provide ongoing mentorship and strengthen management best practices, including using analyses from
information systems for decision-making and adequate resource allocation. By the end of the project, the health
departments’ capacity to plan and evaluate data to inform resource decisions had improved, as attested by the
greater number of monthly supportive supervision visits conducted by the MOH, higher data accuracy, and
improved service indicators through regular statistical monitoring and reporting.

Innovative Human Capacity Development Approaches

MCSP contributed to learning and produced recommendations for evidence-based approaches for strengthening human
capacity development to achieve sustained quality and coverage of high-impact RMNCAH interventions.

Global

Program learning and resources for strengthening mentorship approaches: MCSP documented program
learning and key principles for mentoring approaches based on experiences from 23 country programs across

19 countries and a literature review, leading to the creation of implementation principles for mentoring programs
and documenting lessons from Rwanda and Liberia. These principles informed MCSP programs and were
globally disseminated via the Fifth Global Symposium on Health Systems Research in 2018. MCSP learned that
mentoring approaches often include aspects of data use for decision-making and link to formal in-service training
and QI approaches. The principles recommend that mentoring programs should identify and build upon existing
national structures and processes whenever possible to improve institutionalization, and that careful thought on
mentor training, preparation, and sustainable incentives is important to program design.

Global knowledge sharing on human capacity development approaches: MCSP disseminated programmatic
lessons around its human capacity development approaches (see Figure 10.2), including the completion of a
synthesis brief. The brief synthesized key lessons from country case studies and identified key recommendations
to institutionalize and scale up pre-service education, in-service training, mentorship, and supportive supervision.
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Figure 10.2: Human capacity development interventions and number of health workers,
volunteers, and other facility staff reached, by country*

Competency
Development

Total health
workers trained

HURMA, L ] L L ] 2315
DRC L] L ] L ) Z.081
EGYPT L] ] - 97,833
ETHIORIA, [ ] L ] L ] 23535
GHAMA, L ] L ] L ] L ] 16667
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GUATEMALA L ] [ ] [ ] . 5322
GUANEA L ] . ] ™ 3095
GLFFARA L ] 2
HAITI L ] L] [ ] 4,314
IHDUA [ ] [ ] [ 35954
HENTA L L] L ] L 36 448
Ly L] L » 195
LIBERIA L L ] L ] [ ] 31583
MADMGASCAR - L] L] L] BE52
MALKM L] L ] » L 3501
MALI L L] . L ] 1432
MOZAMBIQUE ] » L ] L ) 121,693
MAMIELY L ] L ] L ] [ ] 2087
NIGERIA, L L ] L ] [ ] 54,391
PAKISTAN L] L] ] 1&01
FAARIA, - - - 36,416
SAINT LUCIA [ ] M
SOUTH AFRICA . . [ ] 136
TANZAMLA L] L] L] [ ] 3444
TRNIDAD & TOBAGO ™ 140
LIGANDA L ] L] i 17551
ZAMBLA ] ] ™ 552

*Cadres include clinical health care workers (doctors, nurses, and midwives), community health workers, community health volunteers, and non-health
personnel.

Country

® Strengthened PSE: MCSP’s PSE programs applied a systems-strengthening approach to ensure competence
upon graduation in 12 countries. MCSP used a rapid needs assessment tool to identify gaps within the PSE
system and prioritize activities in a comprehensive manner. In Tanzania, to ensure sustainability of
MCSP-supported PSE systems strengthening, MCSP worked closely with the zonal health resource centers to
build their capacity. An end-of-project evaluation showed that MCSP-supported graduating students had
significantly higher levels of skills competence than those from nonsupported schools. In Liberia, MCSP
supported intensive efforts to reestablish and strengthen midwifery and lab technician PSE systems, including at
some midwifery programs managed by faith-based institutions. Midwifery graduation pass rates increased from 81
to 97% within 1 year. In Ghana, integrating eLearning into teaching resulted in building national and institutional
digital literacy and use of technology in 31 nursing and midwifery schools. In addition, fixed amount awards built
local capacity and increased self-reliance while achieving measurable results.

® Alternative approaches to in-service training and supportive supervision: Twenty countries implemented
alternative and evidence-based approaches to in-service training and supportive supervision, often integrated with
mentorship. In Madagascar, the approach to human capacity-building included provision of LDHF training in
facilities, combined with an enhanced approach to supportive supervision. Clinical outcomes improved, with the
proportion of women screened for pre-eclampsia in ANC rising from 41 to 92% from 2015 to 2017 and the
maternal mortality ratio decreasing from 242 to 20 deaths per 100,000 live births from 2015 to 2018. Madagascar
also evaluated its enhanced approach to supportive supervision after training and found providers and supervisors
considered it acceptable and effective.
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Improvements to Financial Analysis and Planning for Sustaining RMNCAH Interventions

Adequate domestic financing to minimize financial burden on populations for RMNCAH is a critical component of a

country’s journey to self-reliance. Accordingly, MCSP generated country-specific evidence and planning tools to

improve domestic resource mobilization efforts and the efficient use of financing for RMNCAH services.

Country

® Evidence to inform resource allocation and influence advocacy for greater domestic RMNCAH
financing: To generate evidence on the financial costs of transitioning MCSP programming to partner
governments, MCSP conducted multiple analyses that estimated the costs of scaling and sustaining interventions
in PPFP and ENC in Rwanda, and an essential child health package in Uganda. The outputs of these analysis
have been used in dialogs with both country governments on how to sustain these interventions through
domestic resources or other programmatic support. MCSP also supported the institutionalization of the
community-based health planning and services (CHPS) tool for the Ghana Health Service by disseminating the
tool and training users at national and regional levels. Now officially endorsed by the Ghana Health Service, the
MCSP-developed tool has helped regional- and district-level health planners to estimate investment and annual
operating costs for community-based primary health care services.

® Local resource mobilization for resolving health system bottlenecks: Through MCSP’s work to strengthen
subnational managers’ capacities, MCSP incorporated training curricula on local resource mobilization. As patt of
the Comprehensive Approach in Guinea, district health teams created 84 resource requests with 52% receiving
funding by the end of the program. In Guatemala, district managers in the Western Highlands submitted
39 requests, of which 97% were funded (see Figure 10.3). These funds were aligned with the system constraints
identified by participants as part of the management courses discussed earlier. Other programs, such as the
Liberia PSE support, also worked to mobilize domestic and partner sources to sustain MCSP investments.

Figure 10.3. Funded resource requests for local health systems strengthening in Guinea and
Guatemala

Guatemala
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® Assessment of financial bottlenecks for RMNCAH in Uganda: In tandem with its work on child health
costing in Uganda, MCSP undertook an analysis of challenges in funding RMNCAH and primary health care
services from national level to facility level. The assessment showed that facility-level funding was often
insufficient to provide comprehensive RMNCAH services, and that additional domestic resource mobilization
coupled with improvements in public financial management practices and efficiency was one avenue to resolve
these challenges. The MOH planned to use the findings to help inform their broader health financing reform
discussions and their scale-up of RMNCAH-focused performance-based financing,

® Improvement of sustainable financing for essential primary care and RMNCAH drugs in Nigeria: In
Ebonyi State, Nigeria, MCSP worked with the State MOH and State Primary Care Health Care Development
Agency to develop and disseminate a strategy and planning tools to improve financing for essential primary care
and RMNCAH drugs through a revolving drug fund pilot. In addition to obtaining the State MOH’s endorsement
of the strategy, MCSP also led the institutionalization of financial, logistics management, and M&E tools with the
State MOH as it began implementation of the strategy.

® Sensitization of municipal leaders of nutrition financing in Guatemala: To promote increased financial
investment in health and nutrition from municipalities in Guatemala, MCSP and the Financial Technical
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Assistance to Municipalities Directorate implemented a virtual course, “Municipal Investment in Health and
Nutrition,” which was targeted to staff in 30 MCSP-supported areas. Implemented with the Ministry of Finance,
the course sensitized municipal leaders on chronic malnutrition and how local budget investment in key nutrition
and food interventions can help to address chronic malnutrition rates.

Implementation of Pro-Equity Approaches and Strengthened Equity Measurement

MCSP also promoted equitable access to quality health care services for women, newborns, and children, and has
used data to adapt programmatic approaches to address and learn from persistent equity challenges. MCSP designed
and implemented high-impact pro-equity interventions, and supported scale-up of those interventions to reach
underserved populations.

Global

® Global equity dashboards: MCSP constructed equity dashboards and cross-country comparisons for
MCSP-supported countries that analyze disparities in coverage by wealth, education, and urban/rural residence
for selected high-impact interventions across MCSP technical areas to inform country-level discussions for
equity-focused programming (Figure 10.4).

Figure 10.4 MCSP equity analysis dashboard (partial illustrative example from Uganda)
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® Implementation of pro-equity approaches: MCSP identified and implemented promising pro-equity
interventions, which were likely to reach the underserved by shifting services to the community level and/or
relying on delivery by workers with less formal training. Further information can be found in the equity brief.

e  MCSP supported Uganda, Kenya, Malawi, Nigeria, Tanzania, Madagascar, Liberia, India, Pakistan,
and Haiti to adopt RED/REC to achieve high levels of immunization coverage across all population groups.

e In DRC and Nigeria, MCSP supported implementation of the iCCM approach to child health.
¢ In Mozambique and Haiti, MCSP supported the scale-up of ADMSA to prevent PPH during home birth.
e In Ethiopia, Mozambique, and Liberia, MCSP supported community use of CHX.

® Creation of equity measurement tools and methodologies: In Burma, MCSP assisted the government to
construct an asset index tool based on census data from more than 10 million households that can be used to

inform targeting of a variety of social programs. The tool was used by a social franchise network to validate the
socioeconomic profile of its beneficiary in a study of out-of-pocket payments. In Nigeria, MCSP conducted an
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exploratory geospatial analysis using geospatial modeled surfaces on proxies of socioeconomic status and
geocoded service availability data to identify potential areas where programming could better address underserved
populations to identify areas.

Identification of barriers to RMC: MCSP examined bartiers to institutional delivery for underserved
populations that are not defined only by wealth but other characteristics, such as ethnicity, religion, and age, in
Nigeria and Guatemala to tailor RMC approaches to better reach these populations. MCSP analyzed the
relationship between RMC indicators and socio-demographic characteristics of women and girls surveyed after
giving birth in facilities in Guatemala (N=140) and in Nigeria (N=428). This analysis did not demonstrate any
statistical difference between examined indicators (including report of verbal abuse and of receiving respectful
care) across women’s ages, marital statuses, educational statuses, parities or primary languages spoken at home.
One third of Guatemalan women interviewed in the community cited belonging to an indigenous group as a
reason for mistreatment in childbirth (34.2%) and some women interviewed and participating in community focus
groups mentioned that Ladina (non-indigenous) women are treated better in childbirth and that poor women are
more likely to be mistreated. In Nigeria, some women participating in community focus groups noted that certain
groups of women are more likely to be mistreated in childbirth in facilities including poor women, women
belonging to a certain religion, and women who speak certain languages (ethnicity; specific results varied between
Kogi and Ebonyi States). More detailed quantitative and qualitative results are included in the forthcoming
manuscripts, including implications for future RMC programming in the study settings.

Recommendations for the Future

Strengthening health system functions is the backbone of creating a sustainable system that can deliver a basic package
of RMNCAH and primary care services. As countries make progress on their journeys to self-reliance, they will need
to consider the financial resources needed to improve service capacity and coverage while reducing undue financial
burden of the population to meet broader universal health coverage goals. Accordingly, programs have additional
opportunities to incorporate HSS activities to increase coverage and quality of RMNCAH services:

Mainstream financing approaches that provide costing data on scale-up and financial bottlenecks. MCSP
has provided critical information on the costs of maintaining high-impact interventions in select countries;
mainstreaming these approaches in all country engagements is critical to support nationwide scale-up of
approaches and maintenance of these approaches after projects have ended. This work could be combined with
larger system-level analytics to understand financial bottlenecks of RMNCAH services with the goal of improving
domestic resource mobilization to create more self-reliant health systems capable of delivering high-impact
RMNCAH interventions.

Improve human resource motivation, retention, and accountability. Though MCSP has developed the
capacity of health workers to provide high-impact RMNCAH services in more than 32 countries, additional
activities could focus on supporting long-term health worker motivation and retention. This could include
examining workplace conditions that undermine quality services and demotivate staff, developing performance-
based incentives, engaging district managers to clarify authority structures that allow staff to address problems,
and engaging with facility managers and community structures to strengthen accountability mechanisms.

Measure equity. MCSP has developed strategies and methodologies to better measure and use data on
dimensions of equity; however, more could be done to mainstream these approaches into program monitoring to
better assess the equity impacts of identified interventions. Strategies to achieve this include: incorporating pro-
equity targeting during program design; identifying equity gaps by socioeconomic status, geographic location,
membership in religious or ethnic minorities, gender, age, or other characteristics; incorporating equity measures
into a broader measurement strategy, including baseline and endline equity measurement to assess program
contributions to narrowing coverage inequities; capturing data on the economic status of program beneficiaries
even where equity is not one of the program goals; and supporting managers to use disaggregated routine data to
identify underserved geographical areas and develop strategies for reaching those populations.
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Areas of Focus - Community
Health

e Supporting national partners to increase
coverage of high-impact RMNCAH
interventions at the household and community
level and integrate community health and civil
society engagement as important components
of their health strategies

e Engaging communities and civil society as
essential partners in achieving health for all

e Stimulating global dialog on the importance
of community health in preventing child and
maternal deaths

Highlights of MCSP’s Legacy
MCSP contributed to global thought MCSP supported government CHW MCSP contributed to

leadership and advocacy to advance programs in 14 countries and built institutionalization of community
community health and civil society capacity for community engagement health in national policies and
engagement in RMNCAH, as approaches in eight countries. strategies in 10 countries.

demonstrated by the ICHC.

Figure | 1.1: Community health interventions in Rwanda, Egypt, Ethiopia, DRC, and Nigeria

MCSP Community Health Highlights

MCSP working in community health and civil society engagement in |8 countries, as
illustrated by these selected highlights

| Community prevention and management of PPH

MCSP built the capacity of the community health program in Rwanda
to reduce maternal deaths in the community by improving prevention
and management of PPH among women delivering at home. This was
done by equipping 4,144 CHWs with the skills to provide

National CHW strategy and implementation

In Egypt, MCSP worked closely with the
Ministry of Health and Population to
develop a national CHW strategy for its
14,000 CHWs. The new strategy

community-based services such as provision of promotes CHWSs as key actors in
misoprostol. As a result, the proportion of home Egypt’s journey to self-reliance through the increased
deliveries receiving misoprostol increased from 14% reach of community-based service delivery for all
in PY2 to 52% in PY3. Egyptians, including the most vulnerable.

Community organizing and capacity-

building
In Ethiopia, MCSP supported communities and
health care providers to engage in ongoing
dialogue, planning, collective action, and
monitoring of outcomes. MCSP noted an increase
in the proportion of pregnant women attending
at least four ANC visits (54.5% before and 64.7%
after) and who received a home visit by health
workers within two days of birth (48.5% before In Nigeria, MCSP developed and integrated the community HMIS and
and 59.4% after). Community self-efficacy, logistics management information system addenda into the integrated
community case management curriculum, allowing the
capture of private sector data for the first time, with the
potential for future incorporation of public sector data in
the national DHIS 2 database.

Community health management information system

MCSP supported DRC to improve the HMIS and
community health HIS in Tshopo and Bas-Uélé Provinces
from early 2017 to early 2019. This included technical and
financial support to strengthen community HIS reporting,
provision of data collection registers and forms, and training for CHWs
and their supervisors in 119 communities.

collective action, effective
leadership and participation, also
improved significantly from
baseline to endline.
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Community Health
Introduction

Attainment of global health goals, including health-related targets of the SDGs and aims to achieve primary health
care for all, is highly dependent on development of equitable and resilient systems to address community health. Over
the life of the project, MCSP worked at the global level and in 18 countries to advance community health and civil
society engagement for the prevention of child and maternal deaths. The pressing need to strengthen and integrate
community health platforms into national systems guided MCSP’s community health strategy at each level. Globally,
MCSP advocated with policymakers and donors regarding the importance of both community health and civil society
engagement and contributed to learning on effective and sustainable practices. At the national level, MCSP worked to
institutionalize community health and civil society engagement as part of national health systems, policies, and
programs, and build capacity for their implementation. At the subnational and community levels, MCSP increased
community participation and ownership in decision-making, resource mobilization and allocation, promotive and
preventive health, service demand and utilization, monitoring, and accountability.

Key Accomplishments and Results

Institutionalization of Community Health

As a global project, MCSP contributed to global technical leadership, advocacy, and learning on community health
and civil society engagement, often in collaboration with other global partners.

Global

® ICHC and 10 critical principles: MCSP played a central strategic leadership role in the coordination, planning,
and execution of this Johannesburg, South Africa, gathering in March 2017, working with conference cohosts
USAID and UNICEF, in collaboration with WHO and the Bill & Melinda Gates Foundation. The conference
advanced thinking on community health as part of the national health system and went beyond CHW programs
to highlight communities as active participants in their health. Participants included 22 official country delegations
and others from MOHs, academia, international NGOs, and local CSOs, in addition to the organizing
institutions. The 10 critical principles for institutionalizing community health (short and long versions) were a
product of the conference. MCSP convened the event, “Harnessing the Power of Communities to Advance
Equity and Primary Health Care for All” (May 6, 2019 in Bethesda, Maryland and online) to revive attention to
the principles and focus attention on the way forward. health, and disseminate the principles, in Bethesda,
Maryland, and online. The principles also were disseminated at a WHO technical consultation on
institutionalizing iCCM (July 2019). Country action plans, including areas where needs for additional information
were identified, informed the themes of webinars hosted by MCSP post-ICHC to promote continued learning
exchange on topics pertinent to ICHC country priorities including community HISs, digital tools for community
health, CHW resources including the new WHO guideline, social accountability, and community-level data use.
The momentum generated at ICHC 2017 has carried forward into ongoing collaborative efforts (without MCSP
input) to develop community health roadmaps at country level to guide the scale-up of primary health care and

plans for a subsequent conference in Africa.

® Publications to advance community health: MCSP’s manuscript “Hubris, humility and humanity: expanding
evidence approaches for improving and sustaining community health programmes” makes an important case in

the peer-reviewed literature for expanding acceptable types of evidence pertinent to community health, beyond
randomized controlled trials. “Bevond the building blocks: integrating community roles into health systems
frameworks” helps health decision-makers better see, plan for, and resource community health as part of national
health systems. MCSP also identified implementation principles published in Annex 6 of the WHO evidence map

of social, behavioral, and community engagement interventions for RMNCH.

Country

® National policies and strategies: MCSP supported development of national strategies and policies on
community health workforce programs and community mobilization in 10 countries (DRC, Egypt, Ethiopia,
Haiti, Ghana, Guinea, Mozambique, Namibia, Rwanda, and Tanzania). For example, in DRC, MCSP
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supported development of the country’s national community health strategy, which positions the community as a
leading partner, actor, and beneficiary of all health interventions and services. In Egypt, MCSP worked closely
with the Ministry of Health and Population to develop a strategy for its 14,000 CHWs. In support of this new
strategy, MCSP facilitated a workshop for two governorates in which MCSP’s CHW Coverage and Capacity tool
was used to help national ministry staff, governorate-level leadership, and CHW supervisors to prioritize CHW
tasks and target populations. In Guinea and Haiti, MCSP supported the drafting of the community engagement
sections of the national health policy and community health strategy, respectively. In Rwanda, MCSP supported
development of the national community mobilization framework and training materials. In one MCSP target
district, 332 villages developed their own community action plans to address key health priorities, such as low
enrollment in health insurance, lack of hygiene and toilets, low uptake of ANC and PNC visits, low FP
prevalence, etc. From January 2017 to March 2018, the number of women accessing PNC at the community level
nearly doubled.

® Community-based health planning and setvices scale-up in Ghana: MCSP supported the institutionalization
of the CHPS costing tool for the Ghana Health Services by disseminating the tool and training users at the
national and regional levels. The tool helps regional- and district-level health planners to estimate annual
investment and operating costs required to establish, maintain, and operate CHPS zones by costing plans,
comparing costed plans against the CHPS national implementation guidelines, identifying funding gaps, and
mobilizing resources for community-based primary health care services.

Scale Up of Community-Level Technical Interventions

MCSP supported implementation and scale-up of community-level interventions across technical areas. For
interventions specific to individual technical areas, please refer to the corresponding report sections for newborn
health, child health, immunization, FP, malaria, nutrition, and WASH.

Global

® Expansion and analysis of data from the Community Health Systems Catalog: MCSP shaped data
collected by Advancing Partners and Communities for the 2017 update of its online Community Health Systems
Catalog. The catalog includes data on interventions implemented by community providers in 25 countries. Of
these, MCSP analyzed data from the 22 USAID priority countries for MCH. Results and recommendations
identify areas to improve national policies and strategies related to national CHW programs and community
engagement. The CHW landscape analysis was disseminated in the CHW-themed webinar hosted in conjunction
with WHO, in which the new WHO CHW guideline was presented and discussed. The intention is for
stakeholders to use these resources when planning and developing where and how progress can be made in
countries in this area using actual data.

Country

® Adaptation of the RED/REC approach: MCSP country teams (Haiti, Kenya, Malawi, Mozambique, and
Uganda) adapted and applied RED/REC tools and strategies to technical areas beyond immunization. The use
of the RED/REC tools and microplanning approach improved targeting of beneficiaries and tracking of clients
for multiple health interventions, and enhanced community engagement, contributing to bottom-up, uset-
centered planning for service delivery. Figure 11.2 shows increases in RED/REC practices from Uganda.
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Figure 11.2. Implementation of adapted RED/REC practices in 137 facilities in MCSP
demonstration districts in Uganda (Luuka, Kaliro, Ntungamo, and Sheema), Jul 2017-Sep 2018
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Community Health Workforce Planning and Capacity-Building

MCSP developed tools and worked with its partners to build capacity of CHWs and community groups, combining
technical skills with organization, management, communication, and accountability skills.

Global

Development of the CHW Coverage and Capacity tool to support CHW workforce planning: MCSP
developed an Excel-based tool to help CHW program planners address CHW design and workload questions
such as the number of CHWs required to carry out a specific scope of work, or conversely, what scope of work is
feasible for a set number of CHWSs serving a predetermined population. MCSP applied the tool at subnational
level in Egypt and Rwanda and enabled D-Tree to use it in Zanzibar to support government design of a new
cadre of community health volunteer. The tool will also be shared with 10 country delegations via a presentation
at the WHO Global Malaria Program’s technical consultation on institutionalizing iICCM in July 2019 for them to
consider using in their own contexts. Many factors shape CHW program design and implementation; MCSP has
found that the CHW Coverage and Capacity tool is best used in conjunction with in-country champions to
facilitate information gathering and consensus building on assumptions to be used, and to feed recommendations
into decision-making processes.

Country

Community health workers: MCSP’s work with CHWs spanned technical areas and touched most MCSP
country programs including those in Burma, DRC, Egypt, Ethiopia, Ghana, Guinea, Haiti, Kenya, Malawi,
Mozambique, Namibia, Nigeria, Rwanda, and Tanzania.

e LDHEF training of CHWs in Egypt: MCSP strengthened skills and knowledge of more than 10,000 CHWs
in 23 of Egypt’s 27 governorates using hands-on learning followed by continuous practice with feedback and
mentorship. Pre- and post-test training scores across all skills assessed increased an average of 15%, with
greatest improvement in problem-solving and persuasion (23% and 19%, respectively); final scores ranged
from 83% to 94%.

e HIV testing by CHWs in Namibia: MCSP supported Namibia’s Ministry of Health and Social Services to
strengthen CHW program performance and management, and to introduce and scale up community-based
HIV testing and counseling in five northern districts with high HIV prevalence. The program grew to a
nationwide platform of 1,688 CHWs reaching nearly 3,000 hard-to-reach communities in all 14 regions, and
contributing to reductions in maternal, neonatal, and child morbidity and mortality. Between July 2016 and
June 2018, 138 CHWs provided HIV tests to 18,259 people at the community level, and linked the 366 newly
identified HIV positive clients to care, treatment, and support. This demonstrated that the program platform
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could successfully deliver integrated primary health care, HIV, and social services to vulnerable, hard-to-reach
populations. Additional information can be found in Namibia’s country summary.

e CHWs deliver RMNCAH services in Rwanda: Between September 2016 and August 2017, MCSP
supported training, equipment, and supervision for two cadres of CHWs (4,780 animatrices de santé maternelle
[community MH workers] and 9,560 binomes) in all villages of the 10 targeted districts. These CHWs reached
516,090 people through home visits, community dialog, and community radio.

e RMNCAH service delivery through CHWSs in Haiti: In Haiti, 1,480 MCSP-supported polyvalent CHWs
conducted 255,439 home visits for RMNCAH services. Additionally, CHWs contributed to the active
monitoring and maintenance of 12,027 clients living with HIV on antiretroviral therapy (ART) during a 2-year
period, through a community-based team approach that included peer educators, mobile technology, and
social and behavior change communication messages.

Community Engagement, Demand Generation, and Social Accountability
Global

Social accountability tools, resources, and technical assistance: MCSP developed and disseminated the Soca/
Accountability Resources and Tools guide and co-sponsored a consultation on M&E for social accountability in
conjunction with the CORE Group community-centered HSS WG (November 2018). A draft document on
M&E for social accountability interventions was presented at the Partnership for MNCH Partners’ Forum in
India in December 2018, with the final product disseminated in 2019. In Malawi, MCSP completed a literature
review of global and national documents on social accountability and documented two case studies in conjunction
with UNICEF Malawi and the National Social Accountability Task Force. The case studies fed into the Malawi
Community Health Strategy launched in 2017 and a roundtable meeting in Lilongwe on September 6, 2018, that
MCSP facilitated on behalf of USAID and UNICEF Malawi. The roundtable brought together 52 representatives
from the Government of Malawi, international and national NGOs, donors, and partners to share learning,
discuss and refine corresponding roles, and generate recommendations for a common agenda to sustain and scale
up social accountability approaches in Malawi. Roundtable reports and recommendations were shared with a
newly formed social accountability knowledge-exchange network in Malawi, where efforts to institutionalize
coordination mechanisms continues.

Country

116

Community organizing and engagement: MCSP supported country-level implementation of community
engagement approaches for improved access and quality of RMNCAH services in eight key countries: Ethiopia,
Guinea, Haiti, Malawi, Mozambique, Rwanda, Tanzania, and Zambia. The project promoted participation
and empowerment of community members and frontline workers in decision-making, service delivery, and
monitoring quality services using approaches that included Partnership Defined Quality, Community Score Card,
and the Community Action Cycle. MCSP helped to integrate community participation into national-level
community health strategies and district work plans and budgets, to improve community capacity strengthening,
community ownership, linkages to communities, and social accountability.

e Ethiopia: MCSP enhanced community capacity to coordinate, monitor, and evaluate CBNC interventions.
The team measured changes in community capacity, including significant improvements in the domains of
self-efficacy (4 point improvement), collective action (6 point improvement), effective leadership (2 point
improvement), collective efficacy (3 point improvement), and participation (2 point improvement) among
nearly 2,000 community members interviewed (Figure 11.3). Additionally, MCSP encouraged and supported
communities and health care providers to actively engage together in ongoing dialog, planning, collective
action, and monitoring of outcomes. MCSP noted changes in service use and community capacity measures
associated with the project’s intervention. These included percentage increases in a) pregnant women
identified (from 70.9% to 82.1%); b) pregnant women attending at least four ANC visits (from 54.5% to
64.7%); and c) mothers who received a home visit by health workers within 2 days of their baby’s birth (from
48.5% to 59.4%).
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Figure 11.3. Respondents’ perception of community capacity measures organized under six
capacity domains
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e Malawi: In two focus districts, MCSP used the My Village My Home interactive tool to engage communities
and empower village leaders to track newborns’ immunization status in their communities. The percentage of
fully immunized children increased within 2 years from 75% to 88% in Ntchisi District and from 68% to 91%
in Dowa District.

e Mozambique: Fifty-nine co-management and humanization committees, comprised of community and
health facility representatives, implemented the Community Score Card approach in conjunction with
Partnership Defined Quality to increase citizen participation in QI of health services. Measured
improvements included greater attendance of male partners at ANC consultations, from 64.8% in 2016 to
77.5% in 2018 in Nampula province, and from 27.4% in 2016 to 44.3% in 2018 in Sofala province. In
addition, as Figure 11.4 shows, the percentage of pregnant women who attended four or more ANC visits at
a project-supported facility increased from 39% at baseline to 56% in June 2018, in conjunction with CHW
activities to promote MNH via home visits and community outreach and education sessions.

Figure | 1.4. Percentage of pregnant women who attend four or more ANC visits at
MCSP-supported facilities
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e Zambia: MCSP facilitated the formation, revitalization, and strengthening of provincial, district, and
community engagement structures to improve RMNCAH services and accountability. Health care workers at
the district (404) and facility (558) levels were trained to apply sound community engagement approaches in
all 43 districts in four target provinces. This improved the capacity of facilities to plan, execute, and monitor
community engagement and social and behavior change communication activities as observed by
improvements in MOH and RMNCAH continuum of care plans from 2018 to 2019. The project also found
greater stakeholder involvement in community health in the 23 districts where MCSP facilitated the formation
of district health promotion teams.
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Community Health Information

Global

® Supporting Communities to Use Data—a resource package: In collaboration with the Health Data
Collaborative’s Community Data subgroup, MCSP developed a resource package focused on supporting
communities to use data. The Supporting Communities to Use Data resource package partially addresses a need
identified by ICHC country delegations for comprehensive resources, tools, and guidelines for national
governments to develop policies in community-level RMNCAH data use and for frontline health workers to
generate and use high-quality data.

Country

°

Community-level data use: MCSP strengthened community HISs at the local level, including system
strengthening, data reporting completeness, quality, and use, and advocated for their integration into national
HMISs and HISs in DRC, Egypt, Haiti, Mozambique, Namibia, Nigeria, Rwanda, Tanzania, and
Uganda. The strengthening and integration of community data into national systems improves decision-making
by CHW supervisors, program managers, and health system planners, improves client services, and encourages
greater advocacy for investment in health services. In Egypt, senior officials used CHW data to highlight their
household coverage and demonstrated how results can be leveraged for program advocacy. In addition, MCSP
used participatory approaches and tools to embed mechanisms at the community level in Ethiopia, Haiti,
Mozambique, Rwanda, and Tanzania through which community members and subnational officials came
together routinely to reflect on existing processes and results to inform future action and planning. This approach
has supported a culture of collective learning and adaptation based on the learning by doing and learning by
experience models. For additional information on MCSP’s work related to HISs, please see the MMEL summary
in this report.

Recommendations for the Future

The

Astana Declaration revives attention and commitment to primary health care, and yet 40 years post-Alma Ata,

community health platforms are still not fully integrated into the formal health system and are not consistently
ptioritized for investment as part of national health strategies. Going forward:

118

Invest in community health systems. Countries and donors need to prioritize funding that is in keeping with
community health’s impressive return on investment and its outsized potential contribution to prevent mortality.

Go beyond traditional health systems building blocks. Conceptually, policymakers and financiers need to
think in terms of systems for health that go beyond the traditional health system building blocks, to address the
multiple systems and sectors that affect the health of populations and communities.

Integrate community and civil society engagement in national health systems. Community health and civil
society engagement need to be more fully integrated into national health systems, with particular attention to
reaching vulnerable populations. That includes the community health workforce, strategies that support
community participation and empowerment, formal mechanisms for partnership with civil society, and
incorporation of community data and use within national HMISs.

Increase national-level coordination. Coordination and support are needed at the national level to continue to
develop and support community health roadmaps, harmonize partner approaches, and support implementation
down to the “last mile” where vulnerable women, children, and families live.
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Areas of Focus - Digital
Health

o Developing frameworks and
disseminating best practices for
digital health design and
implementation

e Strengthening the in-country
enabling environment for effective
and sustainable uses of digital
health

e Scaling national-level digital health
interventions

Highlights of MCSP’s Legacy

MCSP introduced the Digital Health MCSP developed the Health MCSP launched the HelloMama

Investment Review Tool, a global Information Mediator in Tanzania, an program in Nigeria, providing age- and

good to improve resource decisions | interoperability solution to enable stage-based messaging to pregnant

in digital health. data exchange for all systems in the women, which has been taken up by
country. the government of Cross River State.

Figure 12.1. Digital health interventions implemented under MCSP by type
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Digital Health

Introduction

There has been a tremendous increase in the availability of mobile phones and interest in the use of digital health
approaches over MCSP’s lifetime. In addition, the World Health Assembly passed a Resolution on Digital Health in
2018, and WHO expects to launch its Digital Health Strategy in 2019. MCSP has contributed to better RMNCAH
health care practices and outcomes through effective and efficient uses of digital technology at global and country
levels. This was achieved using a three-pronged approach:

® Support the development of global goods and dissemination of best practices
® Develop and scale innovative digital solutions across the spectrum of digital health interventions

® Strengthen the enabling environment within the countries where MCSP worked

The goals of the project were to:

® Jdentify opportunities to leverage digital health to help MCSP interventions to improve health outcomes in MCSP
country programs, and promote scale-up of existing proven digital health interventions in those countries

® Provide technical assistance to field programs that have included digital health activities in their work plan, and
identify opportunities to integrate digital health in new field programs

® Support the implementation of quality standards for digital health activities, including promoting the Principles
for Digital Development, related to MCSP technical areas.

Key Accomplishments and Results

Dissemination of Learning and Collaborating with Other Digital Health Stakeholders
Global

® Leadership in communities of practice: MCSP supported knowledge sharing and dissemination of
information, best practices, and resources through active contributions to the Global Digital Health Network, a
network of more than 3,500 members across 100+ countries. MCSP’s digital health lead was nominated by the
network’s advisory board to serve as co-chair in April 2018 and has since led monthly webinars and meetings on
topics of interest and maintained an active mailing list and web presence. Additionally, the co-chair led the
development, fundraising, and production of the 2018 Global Digital Health Forum, resulting in over
$75,000 raised to support travel scholarships and conference costs.

® Introduction of and support to global goods: MCSP provided ongoing feedback to the design of the WHO
Digital Health Atlas and served as a champion for its use through country visits and international conferences.
The atlas serves as a tool to address fragmentation by making landscape analyses of digital health interventions
available by country and functional area. MCSP demonstrated the utility of the atlas by ensuring that its digital
health activities are listed in the Digital Health Atlas. To improve the decision-making around investing in digital
health, MCSP also led the development of the Digital Health Investment Review Tool, a global good that
supports adherence to the Principles for Digital Development and aims to increase donor and country capacity
for selection and oversight of digital health investments. The tool was presented for feedback at numerous
conferences, including the Global Digital Health Forum 2017, DHIS2 Symposium, ICT4D 2019, USAID
Mini-University 2018, and the CORE Group 2019 conference. The Digital Health Investment Review Tool is
being used as the model for the USAID Digital Investment Tool and the Digital Impact Alliance’s Digital
Principles Maturity matrix. Through its support to mPowering, MCSP also launched and maintained the ORB
platform—an global web-based library of training resources for frontline health workers on Zika, FP, ANC, etc.,
spanning more than 50 languages (see the forthcoming report on mPowering’s achievements).

® Global learning with the MAMA program: MCSP completed and disseminated the MAMA [ essons I earned
report, which cataloged 14 lessons across the global program’s implementations in Bangladesh, India, South
Africa, and Nigeria. The report details key lessons learned using the mHealth Assessment and Planning for
Scale toolkit as a framework for assessing each country program. Following the publication of the executive
summary and report, webinars were held in September and November 2018, with dissemination through the
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Global Digital Health Network, which included representation from country, funder, and global levels, as well as
updates on the current and future plans of these programs.

Creation of an Enabling Environment for Digital Solutions
Country

National implementation of interoperable HISs in Tanzania: MCSP in Tanzania implemented and
supported the health-e-link health information mediator in Tanzania, which serves as a crucial interoperability
layer in the national health information architecture. The mediator currently connects 13 systems between five
national and specialized hospitals and legacy systems (with four more expected), facilitates approximately

2.2 million data transactions per month, and delivers more than 500 files monthly. MCSP has handed over
operation of the Health Information Mediator to the Tanzania Ministry of Health, Community Development,
Gender, Elderly, and Children, as a strategy to increase the prospects for sustainability of this landmark
interoperable system.

National eLearning initiatives in Ghana: MCSP supported the formation of the eLearning secretatiat at the
MOH in Ghana to sustain eLearning, building capacity of subject matter experts and tutors to design and develop
eLearning content. This served as the foundation for building 11 eLearning modules and hosting several existing
trainings through the MOH in partnership with Moodle. These courses are now available to more than

35,000 Ghanaian nurses at the click of a button.

Support for Health Workers
Country

Improved health worker knowledge through eLearning. In Zambia, MCSP developed four eLearning
courses covering ANC; consolidated HIV; maternal, adolescent, infant, and young child nutrition; and integrated
management of acute malnutrition—outpatient therapeutic program services. The courses are now available on
the MOH eLearning portal: www.learnehealthzambia.org. They allow nurses to earn continuing professional
development points, which are recognized by the General Nursing Council and Health Professions Council of
Zambia. In Ghana, MCSP also supported development of the HelloNurse interactive story learning app with the
MOH. It contains malaria and HIV modules and is integrated into the resources available to students alongside
the eLearning modules. HelloNurse is available on the MOH eLearning site and the Google Play store and has
been installed more than 8,000 times.

Digitalization of the community HMIS: In Egypt, MCSP developed the digital HMIS, which is the electronic
system supporting the local community health worker cadre known as Raedat Refiat (RR). This system supports
all components of the RRs’ work, including household registration, home visits, reporting, and work planning.
The system also serves as a central registration database for the locations, training status, and demographic
information of RRs, so will aid the Ministry of Health and Population in making decisions on resource allocation
and planning for deployment of new RRs as the current workforce reaches retirement age. MCSP also developed
12 counseling videos, which are included in the application, to support RRs in delivering information about
healthy behaviors. The system includes an application for RR supervisors at the facility, district, and governorate
levels. The application puts aggregate data on RR performance and work plans at supervisors’ fingertips, while
also providing supervisory checklists to use during their visits. The system has been introduced in five
governorates of Egypt, covering more than 1,200 RRs and will be handed over to the Ministry of Health and
Population with installation in their server room.

Improvements to quality of care on the job through decision support: In Tanzania, MCSP introduced
mobile decision support tools for facility- and community-based health workers in Mara and Kagera regions,
covering 28 health facilities and more than 200 CHWs. These applications guided health workers step-by-step
through the Ministry of Health, Community Development, Gender, Elderly and Children guidelines for antenatal,
postnatal, and newborn health and provided services to more than 6,700 pregnant women and their infants. In
Haiti, MCSP supported the rollout of the mSante system to 266 peer educators, who used this mobile tool to
provide community-based ART services through household visits.
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Strategies to connect health workers for better client care: MCSP has used WhatsApp, a free and widely used
text, voice, and video messaging tool, to improve communications between health workers. In Rwanda, Kenya
and Uganda, WhatsApp was used to connect mentors and mentees to improve knowledge between visits and
consult on difficult cases. In Mozambique, health workers established referral networks to share information on
the management of complications, stabilization of clients for referrals, and preparedness of the referral hospital to
receive referred clients.

Support for Care Seekers
Country

Mobile technology for effective client engagement: MCSP implemented phone, text, and integrated voice
response reminders in multiple country contexts to reach clients outside the health facilities. The WeMUNIZE
program in Nigeria implemented short message service text and voice call (recorded by community leaders)
reminders for mothers to take their children for RI appointments, and signed up 4,000 subscribers. In Western
Kenya, MCSP helped health facilities to use phone calls to track and communicate with immunization defaulters.
MCSP also worked in India to help develop an integrated voice response system for FP providing three functions
to clients: FP method choice (providing information on methods available and the considerations for each), client
feedback on services provided, and appointment scheduling for next FP wvisit.

Scale-up of client tools to the state level: MCSP supported multiple country programs in creating digital tools
for mothers seeking care. In Nigeria, MCSP was the lead coordinator for the pilot of the HelloMama messaging
platform in two states (Cross River and Ebonyi). This activity provided age- and stage-based behavior change
messages to its subsctibers, including more than 60,000 pregnant women and 26,000 spouses or family members.
More information can be found in the GDA and Nigeria HelloMama summaries in this report.

Support for Health Systems Managers
Country

Adaptation and reuse in existing systems: In Malawi, MCSP completed the addition of RI commodity
tracking information to the cStock system in two districts, leveraging prior investments made in this national
system that was tracking child health commodities at the village clinic level. Before this system was implemented,
stock-out rates were as high as 64% for key immunization commodities; they now range between 0 and 8%. The
system has expanded to two additional districts outside of MCSP with Save the Children leveraging Pfizer
funding, thereby improving access to these critical commodities by a larger population.

Development of a foundational pillar of Namibia’s Health Information Architecture: MCSP developed
Namibia’s Master Facility List, which will serve as the central reference point for health facility information by all
other systems used in Namibia, eliminating redundant lists and facilitating data exchange across systems. This
website covers more than 580 public and private sector facilities and provides information on the location,
staffing, and services available at each. The system was transitioned to be hosted at the Office of the Prime
Minister, and 10 staff within the Ministry of Health and Social Services Health Information and Research
Department were trained on its installation and maintenance. In addition, multiple partners were trained on data
exchange with the site.

Data Services
Country

122

Encouragement of data use through dashboards: In Madagascar, MCSP scaled up the use of facility
dashboards, where MNH data is reported via short message service, aggregated, and analyzed in 820 hospitals and
primary health facilities. The dashboards use four service quality indicators and four outcome indicators, which
are color-coded red, yellow, and green depending on the degree to which the standard is met. Results are
displayed publicly at the facility level and used in monthly QI meetings. Use of these dashboards, coupled with
mobile mentoring and other programmatic interventions, helped to drive key indicators such as the percentage of
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women screened for pre-eclampsia, women who received a uterotonic, and successfully resuscitated infants from
85%, 71%, and 41% at baseline to over 90% at the end of 3 years (98%, 96%, and 91%, respectively).

® Use of geospatial data to better serve the population: In Nigeria, MCSP supported the Bauchi and Sokoto
State Primary Care Development Agencies in the development of GIS maps to better define catchment ateas for
the RI program. Neatly 300 maps were developed to update under-1 population estimates, identify missing
settlements, and more accurately measure distances to the health facilities.

Recommendations for the Future

® Ensure that digital health innovations address the architecture and enabling environment of HISs as a
whole. Digital health programs do not perform in a vacuum; they can be strengthened or hindered by the
technology and the policy environment in which they exist. In addition to improving disease- or program-specific
HISs, digital health innovations should also focus on strengthening the national HIS, including developing
strategies, architecture, and governance. These more overarching investments support the sustainability of
individual systems and programs and recognize that digital health and HIS underpin all programs that support
health improvements. This approach is in line with the principles of donor alignment for digital health to
prioritize national plans and invest in national strategies, maturity continuum assessments, and country
capacity-building.

® Continue to support the human element as innovations and digital health tools are introduced. As
advances in technology continue to disrupt the health sector, programs should ensure that management and the
people who are charged with using these tools are supported. Investments in change management should be
made alongside program introduction so that the potential of these new approaches can be fully harnessed and
allow for the organizational changes that may be required to adapt to these new ways of doing business.
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Measurement, Monitoring, Evaluation,

and Learning

Areas of Focus - MMEL

e Improving RMNCAH metrics and
data collection tools at global,
national, and subnational levels

e Strengthening the functioning of
national HISs, leveraging digital
solutions

e Increasing the capacity of MOH
partners in routine RMNCAH data
synthesis, visualization, and use for
improved decision-making

e Answering priority implementation
research questions to drive
improved RMNCAH programming

e  Studying systematic support for
scale-up of high-impact RMNCAH
interventions

e Supporting measurement in all

MCSP country programs
Highlights of MCSP’s Legacy
MCSP strengthened managers’, MCSP assessed MNCH data elements in MCSP tested new RMNCAH
health care workers’, and national HMISs in 24 of 25 USAID MCH indicators, gathering evidence on
community volunteers’ capacity to | priority countries, and FP data elements in | their validity, feasibility, and/or
visualize and use data to improve a subset of these. This contributed to usefulness; the collected data
service quality and care seeking revisions in globally recommended metrics | informed revisions to national HMISs
behaviors at the district, facility, and in the content of national HMISs in key | in Madagascar, Rwanda, Nigeria, and
and community levels. countries. See map above for countries. Tanzania.

Figure 13.1. Twenty countries using data dashboards to support decision-making with MCSP
support (by technical area and health system level)
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Measurement, Monitoring, Evaluation, and Learning

Introduction

The Roadmap for Health Measurement and Acconntability, which marked the beginning of the SDG era, outlined the need
for renewed commitments from countries, partners, and donors to improve metrics, strengthen routine HISs, and
foster data-driven decision-making. In keeping with this agenda, MCSP aimed to help ensure that:

® Health care workers, managers, and policymakers have and use the right information, at the right time, to make
evidence-based decisions on the delivery of RMNCAH health services within their country

® RMNCAH stakeholders at the global level are better able to track progress across countries toward the goals,
objectives, and targets of global initiatives

MCSP supported countries to advance the seven strategic actions outlined in The Roadmap for Health Measurement and
Accountability. Creating a culture of data use and continuous learning and improvement was at the heart of MCSP’s
approach. Operationalizing data use for action and accountability is a cyclical process, as depicted in USAID
MEASURE Evaluation project’s evidence-based decision-making process. MCSP moved beyond measurement of
health processes, including quality of care, to document improved accountability, equity, and health outcomes. Each
component in the decision-making process was considered in the development of all MCSP data use activities and
short-cycle learning questions to generate actionable information that MCSP and partners used to improve program
implementation. MCSP supported capacity-building, coordination, and collaboration to strengthen demand for and
the collection, availability, and use of data for action, primarily targeting the district, health facility, and community
levels.

Key Accomplishments and Results

Improved Metrics, Data Collection Tools, and Methodologies
Global

® Engagement with global M&E groups: MCSP worked with global groups to develop improved RMNCAH
indicators, better data collection tools, and practical M&E guidelines that contributed to improved measurement
of intervention quality and health outcomes both globally and nationally. These global groups included, among
others: ENAP; EPMM; Health Data Collaborative facility and community routine data, interoperability, and
digital subgroups; RBM M&E reference group; Child Health Task Force M&E subgroup; WHO /UNICEF WG
on immunization data quality and use; and a PPFP M&E sub-WG. Examples of products developed with these
groups include Analysis and Use of Health Facility Data: Guidance for Programme Managers, Count Every Newborn: A
Measurement Inmprovement Roadmap for Coverage Data, and RED: A Guide to Increasing Coverage and Equity in Al
Communities in the African Region.

e Engagement with these groups also provided valuable opportunities to disseminate and use MCSP’s learning
to strengthen global metrics work. For example, MCSP collaborated with members of the ENAP/EPMM
core metrics group to design a multicountry study of new MNH indicators for a national HMIS and develop
a core set of MH indicators for global tracking. In addition, MCSP’s participation in the Global Immunization
Data Quality and Use WG with WHO and UNICEF resulted in identification of tools and adoption of
processes by the countries that improve immunization data quality.

e  MCSP supported the Africa Regional Workshop on Improving Routine Data for Child Health in National
HISs, where more than 90 participants from 15 countries from MOHs, NGOs, WHO, and UNICEF
discussed emerging best practices, gaps, and challenges, and developed country action plans to address them.

e MCSP convened a measurement committee of 16 organizations/programs under the PPFP CoP to reach
consensus on routine PPFP indicators. MCSP is collaborating with FP2020 and Advance Family Planning to
advocate for recommended indicators at the country level, and WHO will include recommendations in its
new HMIS guidance materials. Engagement with these groups also provided valuable opportunities to
disseminate and use MCSP’s learning to strengthen global metrics work.

® Knowledge, practices, and coverage household survey tool: MCSP updated the knowledge, practices, and
coverage (KPC) household survey tool and made it available online as a global resource that will continue to be

MCSP End-of-Project Report 125


http://www.searo.who.int/entity/health_situation_trends/the-roadmap-for-health-measurement-and-accountability.pdf?ua=1
http://www.searo.who.int/entity/health_situation_trends/the-roadmap-for-health-measurement-and-accountability.pdf?ua=1
http://www.searo.who.int/entity/health_situation_trends/the-roadmap-for-health-measurement-and-accountability.pdf?ua=1
http://www.childhealthtaskforce.org/
https://www.who.int/healthinfo/FacilityAnalysisGuidance_RMNCAH.pdf?ua=1
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-15-S2-S8
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-15-S2-S8
https://www.afro.who.int/publications/reaching-every-district-red-guide-increasing-coverage-and-equity-all-communities
https://www.afro.who.int/publications/reaching-every-district-red-guide-increasing-coverage-and-equity-all-communities
https://www.who.int/maternal_child_adolescent/newborns/every-newborn/en/
https://www.mhtf.org/projects/ending-preventable-maternal-mortality/
https://www.mcsprogram.org/resource/africa-regional-workshop-on-improving-routine-data-for-child-health-in-national-health-information-systems/
https://www.mcsprogram.org/resource/africa-regional-workshop-on-improving-routine-data-for-child-health-in-national-health-information-systems/
https://www.mcsprogram.org/resource/knowledge-practice-coverage-tool/

available on the MCSP legacy website after the program closes. MSCP revised the following survey modules: sick
child, MiP, birth spacing, nutrition, WASH, MNCH, and immunization. In addition, MCSP created a new gender
module with questions that can be integrated into other KPC survey modules, including information about
women’s and men’s roles in household activities, household decision-making, women’s and children’s health care
decision-making, and attitudes around gender norms. Questions aim to provide program implementers with a
better understanding of how gender-based attitudes, norms, roles, and behaviors may affect health-seeking
behaviors and health outcomes, including RMNCAH. Understanding this context is crucial for integrating gender
into program design and better enabling families and communities to practice healthy behaviors and to seek and
access health services. This module differs from other KPC modules in that it includes a questionnaire for both
women and men. MCSP also developed mobile versions of the KPC household survey modules using an open-
source mobile softwate application, CommCare, building on work conducted by MCSP in Tanzania.

Routine RMINCAH indicators in national HMISs: MCSP produced evidence on the availability and feasibility
of collecting routine RMNCAH indicators in national HMISs. MCSP conducted a comprehensive assessment of
key MNCH data elements available in 24 of 25 USAID priority countries and of FP data elements in a subset of
these countries. MCSP also documented the extent to which the introduction and use of new country-level
RMNCAH indicators could help address gaps in the availability of data that could be used to improve coverage
and quality of RMNCAH interventions and were acceptable and feasible to collect (see country-level
achievements). Reports on the findings and a searchable dashboard will continue to be available on the MCSP
website.

Country
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Use of the revised KPC survey package: Several MCSP-supported countries have applied the revised KPC
survey package, including incorporation of wealth indexes to be able to measure equity in coverage (Nigeria child
health KPC and Mozambique KPC). In Tanzania, data from the KPC’s new gender module was used to
facilitate dialog between women and men on how to improve gender equity in the household and community.
Additionally, MCSP explored associations between male engagement during ANC and delivery at a health facility
in an article published in Pl 0§ ONE. The USAID-funded MNH bilateral program in Tanzania is using the
findings to inform program activities and M&E plans. In Mozambique, MCSP used results of the KPC survey
with the gender module to conduct a more rigorous evaluation of the effectiveness of male engagement
interventions that encourage couples’ communication to increase ANC attendance, joint birth preparedness and
complication readiness plans, institutional birth, and use of modern FP; determine the feasibility and acceptability
of male engagement interventions on RMNCAH services for clients and providers; and explore how decisions
between couples are made and what may influence their decisions about seeking RMNCAH services.

New HMIS indicators and registers in MCSP-supported countries: After the assessment of the
introduction, use, and feasibility of new RMNCAH indicators that could be used to improve coverage and quality
of RMNCAH interventions in Nigeria and Madagascar, MCSP successfully advocated for the inclusion of the
new and tested MNH/FP and child health indicators in the national HMISs in both countries. In Mozambique,
MCSP assisted the MOH to develop and roll out new child health registers that integrate routine child health and
nutrition indicators into the national HMIS, thus making child health data available to managers for program
planning, monitoring, and evaluation of their efforts.

Validation of a facility-based indicator on perinatal mortality in Tanzania: MCSP conducted a study in
Tanzania that tested the validity of a new facility-based indicator on perinatal mortality. The study yielded
compelling results, documenting a high level of sensitivity and specificity between information on newborn
outcomes recorded in the health facility maternity register and the gold-standard perinatal death audit for the
outcomes of fresh stillbirth, macerated stillbirth, and newborn deaths. These results are notable as this indicator
allows for measurement of potentially preventable perinatal mortality using HMIS data and could serve as a
sentinel measure of the quality of intrapartum care at health facilities. A manuscript summarizing the indicator
validation findings was published in PLoS ONE, and an implementation research brief is available on MCSP’s
website. MCSP conducted a dissemination and planning workshop in the Lake Region to disseminate the results
and the indicator is now being used in areas supported by the USAID bilateral project.

Contribution analysis in Burma, India, and Rwanda: MCSP used contribution analysis, a relatively new
alternative approach to capturing impact that has been applied in other sectors, to help describe our program
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implementation approach and impact on improving health systems in Burma, India, and Rwanda. In India, the
analysis showed that MCSP contributed to expanding the basket of FP methods in 52 project-supported public
sector facilities in seven districts of five states. In Burma, MCSP found that its policy development, advocacy, and
planning efforts with the Ministry of Health and Sports set the stage for the development of an improved training
system. In Rwanda, the contribution analysis exercise showed that the LDHF and mentorship approach
contributed to the maintenance of competencies of health workers in MNH, FP, and child health. Linking back to
well-articulated theories of change and using quantitative and qualitative data, these analyses provide insights into
both why changes happened and the level of change.

Data Collection, Visualization, and Use and Health Information System Functionality in MCSP Countries

Country

HIS strengthening: MCSP contributed to better RMNCAH health care practices and outcomes in the countries
supported in part by strengthening HIS functioning. In DRC, Egypt, Namibia, and Uganda, MCSP worked
with MOHs to strengthen their community programming, including community HISs. MCSP’s efforts included
strengthening the overall systems to ensure data reporting completeness, quality, and use at the country level.
Countries, in turn, were able to use information generated at local levels to solve system bottlenecks to help reach
high coverage, quality, and equity for high-impact RMNCAH interventions supported by MCSP and the global
community. MCSP also collaborated with Tanzania’s MOH to design and deploy an interoperability layer (health
information mediator) to improve data exchange across 13 different systems including hospitals, health facility
registry, logistics management, financial transactions, vaccine information, and DHIS2 (see the Digital Health
summary). In addition to the modifications and installation of the system, MCSP worked closely with the MOH
to host the system in-country and to build the capacity of the ministry information, communication, and
technology personnel to maintain, modify, and support the health information mediator.

Data visualization and use: MCSP strengthened MOH capacities for visualization and use of routine
RMNCAH data in supported countries. Based on its experience with multiple country programs, MCSP

developed the Visualizing and Using Routine Reproductive, Maternal, Neonatal, and Child Health Data at Health
Facilities: A Resource Package for Health Providers and District Managers, which includes routine RMNCAH

data visualization and use materials, including a laminated wall chart template and a supportive supervision
module. WHO included a link to this MCSP resource package in its new toolkit for analysis and use of health
facility data. Components of this resource package were adapted and used in Rwanda, Nigeria, Liberia, India,
Ethiopia, Guatemala, and the English-speaking Caribbean countries of Barbados, Guyana, and St. Lucia,
where MCSP supported Zika-related work, including health worker training on improving the quality of PNC and
FP services. In the Mara and Kagera regions of Tanzania, training improved the data management and use skills
of 90% of health care providers—734 total—working in MCSP-supported facilities. In Guatemala, local health
authorities have been trained in data visualization and use for local planning; and web-based indicator dashboards
are being finalized for local planning as well as continuous QI. In Liberia, 92% of 77 MCSP-supported facilities
assessed at endline reported using HMIS data to review performance with a district or county supervisor during
recent supervision visits, compared to 61% at baseline, and 78% of facilities reported deciding along with the
supervisor based on the RMNCAH data at endline, compared to only 53% at baseline.

Use of data for decision-making through application of data dashboards: In 20 countries MCSP supported
the development and rollout of data dashboards at the community, facility, and/or district levels, including
laminated poster data dashboards and electronic dashboards across multiple areas of RMNCAH (see Figure 13.1
and MCSP’s brief on Fostering Use of Routine RMNCH Data at the Point of Care) to improve the use of data
for decision-making by health workers and volunteers. For example, in Nigeria, health workers at 80% of the
321 MCSP-supported facilities in Kogi and Ebonyi states are now using these dashboards to track service delivery
trends and inform program management decisions, including stock management. Village heads and volunteers in
Malawi tracked infants and mobilized families for immunization using the My Village My Home community-level
poster data dashboard; an endline assessment noted improved immunization coverage and reduced dropout rates.
Rwanda’s MOH used data dashboards for scaling up predischarge PPFP and ENC/newborn resuscitation across
10 districts. To improve and maintain quality while expanding PPFP services, health care providers at facility and
district levels in Rwanda have used dashboards to visualize and track data on key indicators, including the number
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of providers trained on PPFP, stock-outs of FP commodities, counseling outcomes (client accepts a method,
plans to initiate a method later, or refuses FP), and progress on the facility PPFP action plan (Figure 13.2).

Figure 13.2. Sample hospital data dashboard tracking PPFP fromm Rwanda
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® Use of geospatial techniques to improve RMINCAH: As part of the project’s efforts to improve data
visualization and use at county level, MCSP also supported countries to apply geospatial techniques to
RMNCAH. In Rwanda, MCSP supported capacity-building for GIS use, training MOH staff in QGIS (an open-
source application) and supporting them to produce maps. In Nigeria, MCSP applied GIS technology to create
digital primary health center catchment area maps and generated population estimates for RI microplanning. The
activity demonstrated the potential of using GIS to create more accurate catchment area listings and identified
challenges with the GIS-generated population estimates. GIS is now being used to improve immunization
coverage.

Action-Oriented Learning to Inform Policy, Program Design, and Adaptive Management
Global

® Dissemination of findings of learning activities in key global fora for improved RMNCAH: MCSP tracked
progress of learning activities (Figure 13.3.) using an interactive dashboard and leveraged opportunities to share
findings with local, national, and global decision-maker fora. Learning activity findings were packaged and
disseminated broadly to reach target audiences in user-friendly formats through blogs, photo essays, webinars,
conference presentations, briefs, case studies, study reports, manuscripts, and journal supplements. MCSP also
synthesized the broader implications of findings from program implementation and learning activities in a seties
of high-profile thematic legacy moments with participation from frontline technical experts from the field, global
thought leaders, NGOs, donors, and implementing partners. MCSP’s learning resulted in substantial additions to
the RMNCAH evidence base for high-impact interventions and promising innovations in LMIC contexts, with
more than 100 peer-reviewed journal manuscripts (and counting) published during the life of the program. For
additional information, please see Annex 8 for the list of peer-reviewed manuscripts published under MCSP, and
view the interactive dashboard of MCSP publications here.
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Figure 13.3. MCSP learning dashboard showing number of learning questions by technical area*
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Country

® Additions to the evidence base for high-impact RMNCAH interventions and promising innovations in
specific country contexts: In collaboration with local and global stakeholders, MCSP developed its action-
oriented learning agenda by setting out a comprehensive strategy and parameters to align learning with the
implementation agenda and the seven priority global learning themes: scale-up, QI, equity, HSS, community
action for health, innovations, and measurement and data use. MCSP’s support for both implementation and
learning were designed to help countries address system bottlenecks and prevent child and maternal deaths.
Emerging qualitative and quantitative information were reviewed and fed back into programming to encourage
timely uptake of lessons learned, inform improvements to implementation support, and influence policy. MCSP’s
learning agenda included both human subjects research studies and other learning activities embedded in program
implementation, the results of which are highlighted throughout this report. For detailed information on the
content, findings, and use of results for MCSP’s learning activities, please refer to the Strategic Objective 3 section
in the overview of this report, and to Annex 5, which summarizes MCSP’s action-oriented learning agenda.

Recommendations for the Future

® Continue to improve development and adoption of routine RMINCAH metrics.

e Promote greater collaboration among global actors around RMNCAH metrics development. Multiple
WHO WGs are addressing RMNCAH metrics and data collection tools but do not always communicate
adequately with each other and sometimes do not fully understand implementation challenges at the country
level. Mother and Newborn Information for Tracking Outcomes and Results, Child Health Accountability
and Tracking, and the Health Development Collaborative WGs have helped to promote cross-WG
communication and harmonization of efforts, but their mandates are short term. It remains critical for
partners such as MCSP to collaborate with these WGs to support improved communication, advocate for
country perspectives, share data from experience implementing on the ground in multiple countries, and
ensure recommended metrics are shared with country stakeholders at all levels.

e Facilitate country adoption of globally recommended RMNCAH measures. There is a need to bring
together many projects or partners that support improvements in routine HISs with respect to RMNCAH.
Currently, mandates for USAID-funded programs to help lead revisions to the content of national HMIS are
mostly funded through the President’s Emergency Plan for AIDS Relief (PEPFAR) and PMI, which focus on
HIV and malaria measures, respectively.

e Strengthen measurement and metrics for quality of care. Continuous measurement of quality indicators
(input, processes, and outputs/outcome measures) is a core principle of all improvement work. However,
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there is much work to be done to strengthen metrics for improving quality of care in low-resource settings,

especially:

e Prioritize quality of care measures needed by specific actors in country health systems (e.g., national
MOH, district managers, and facility teams).

e Strengthen HISs to be able to capture essential quality data elements for clinical case management and
QL

e Build capabilities of actors in documentation, data extraction, calculation, visualization, interpretation,
and action based on prioritized quality of care indicators.

e Measures of possible system barriers to scale-up of equitable and high-quality interventions would also
provide useful complementary information.

e Increase linkages between national HMIS offices and RMNCAH divisions. Limited communication
and coordination occur between national HMIS offices and RMNCAH divisions at the MOHs in most
countries, so HMISs are either not responsive to program needs or are overloaded with too many indicators.
RMNCAH projects need to make long-term investments in establishing relationships with HMIS
divisions/HMIS strengthening projects to understand data needs, build HMIS capacity, and work to
strengthen these linkages.

Continue to improve timeliness and availability of national HMIS data.

e Ensure the right data are available at the right level of the health system. It is important to identify and
understand which routine service data are needed by which stakeholders at which level of the health system,
from the community to the national level. Not all data need to be reported to the district level and entered
into DHIS2. Data need to be actionable at the different levels, and this is linked to the need for more
competency and skills development around data visualization and use.

e Maximize the use of digital solutions. There is a need to better harness the data revolution as HISs can
continue to benefit from integration of new and better use of existing digital tools. This can help health
workers improve analysis, feedback, and visualizations, as well as help MOHs and partners design more
interoperable health systems.

e Integrate private sector health service delivery data into the HMIS. Given that the private sector is an
important source of care in many countries, this activity should be pursued as appropriate and feasible.

Continue to improve use of RMINCAH data at multiple levels of the health system by building capacity
in data visualization and use. Donors invest in building data use skills across all levels of the system. Skills need
to be strengthened among facility and CHWSs and supervisors in data aggregation, visualization, gap analysis, and
data use for decision-making on a routine basis.

Ensure large global RMNCAH programs use a range of methods to measure outcomes and impact:
across countries: Routine quantitative performance indicators are useful for understanding program progress but
need to be complemented by other approaches to tell a more comprehensive story of program results and impact.
In many cases, household surveys may not be feasible or appropriate if country buy-ins are shorter than three
years in duration. Following MCSP’s midterm evaluation and the recommendations to conduct additional
syntheses of the program’s policy work and impact, the program undertook a series of policy case studies and
developed a policy dashboard. In addition, MCSP applied the complexity-aware learning approach of
“Contribution Analysis” in three countries to document program contributions tied to detailed theories of
change. LiST analyses were also conducted in selected MCSP countries to model maternal, newborn, and child
lives saved and percent mortality reduction rates. Future programs should continue to apply qualitative and
complexity aware approaches to complement routine performance monitoring data to document the
achievements of USAID investments.
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Highlights of MCSP’s Legacy

Areas of Focus - Gender

e Improving quality of care for
RMNCAH by ensuring
respectful, gender-sensitive
service delivery across the
continuum of care

e Engaging men in RMNCAH
preventive and care services at
both the facility and community
levels

e Mitigating RMNCAH risks posed
by GBV

e  Empowering female health
workers

In Ghana, Guinea, Haiti,
Madagascar, and Rwanda, MCSP
developed and updated training
materials and QI tools for GBV that
MOHs adopted in order to
continually improve the availability
and quality of GBV services in these
countries.

MCSP developed women’s and men’s
gender modules for the KPC household
survey, the first to include questions
about who decides to use RMNCAH
services, and measures of gender norms
related to RMNCAH. This module will
allow for multicountry analysis of how
gender influences RMNCAH.

MCSP linked RMC to the gender
equality agenda by publishing a review
in BMC Reproductive Health entitled,
“Expanding the Agenda for
Addressing Mistreatment in Maternity
Care: A Mapping Review and Gender
Analysis.”

Figure 14.1: Percentage of women receiving ANC whose male partner participated in at least one
visit at 86 project-supported health facilities in Mozambique
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Gender
Introduction

SDG5 on gender equality has among its targets: “5.1 End all forms of discrimination against all women and girls
everywhere; 5.2 Eliminate all forms of violence against all women and girls in the public and private spheres, including
trafficking and sexual and other types of exploitation; 5.6 Ensure universal access to sexual and reproductive health
and reproductive rights....” Over the past 5 years, MCSP has developed tools and strategies to address gender-based
constraints and opportunities related to RMNCAH outcomes and integrated these into national strategies, training
packages, and QI tools. MOHs in Ghana, Nigeria, Mozambique, and Tanzania have institutionalized and scaled up
these strategies, training packages, and tools through national programs so that partners and local governments can
scale up and sustain gender-sensitive health services. Through the identification and analysis of gender issues
pertaining to RMNCAH in select settings, MCSP has drawn new insights on the impact of addressing gender norms,
roles, and relations as it relates to RMNCAH care seeking, service use, and other health outcomes. MCSP contributed
to these goals in the following ways:

® Improving RMNCAH quality of care by ensuring respectful, gender-sensitive service delivery. MCSP
worked with health providers, facilities, and policymakers through QI processes and capacity-building and
mentorship of providers to ensure that women and men have equal access to high-quality care. Key aspects of
respectful, gender-sensitive services include accessibility of services; patient-centered care that respects women’s
dignity, autonomy, and agency; respectful, confidential provider-client interactions; and gender-responsive and
equitable health policies, all of which meet the needs of women and, as appropriate, their partners. In the five
countries in which we worked, as well as in the global discourse, this helped unpack and operationalize gender-
sensitive care.

® Mitigating RMINCAH risks posed by GBV. MCSP worked to prevent and respond to GBV and link survivors
to high-quality care through community engagement, provider skills building, monitoring and improving the
quality of GBV services, and incorporating appropriate GBV screening into health services.

® Engaging men in RMNCAH preventive and care services at both the facility and community levels.
MCSP worked to engage men in RMNCAH care secking and service delivery by building health worker capacity
to proactively and appropriately engage men in RMNCAH services, and by supporting CHWs and peer educators
to hold dialogs with couples to promote gender-equitable decision-making on and men’s support of RMNCAH.

Key Accomplishments and Results

Quality of Care for RMNCAH Through Respectful, Gender-Sensitive Service Delivery Across the
Continuum of Care in Four Countries
Global

® Expanding the Agenda for Addressing Mistreatment in Maternity Care: A Mapping Review and Gender
Analysis: MCSP conducted a review to examine how gender inequalities contribute to mistreatment during
childbirth. The review is described in the article, “Expanding the Agenda for Addressing Mistreatment in
Maternity Care: A Mapping Review and Gender Analysis,” which was published in BMC Reproductive Health in
August 2018. Although many RMC advocates have recognized mistreatment during childbirth as a gender issue,
this was the first peer-reviewed research paper to do so.

Country

® Service delivery QI: From 2016 to 2018, MCSP improved the quality of service delivery in health facilities in
Nigeria, Tanzania, and Mozambique using Jhpiego’s standards for gender-sensitive service delivery, a
supervision tool that allows facilities to assess themselves through a participatory process with providers and
incentivizes them to improve based on a scoring system. Hundreds of providers have been trained to implement
the tool, and scores have increased in the areas of respectful communication and care, privacy and confidentiality,
and male engagement. The tool was subsequently integrated into existing national QI initiatives in Mozambique
and Tanzania to position it for scale-up across the country.
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Gender and RMC in Nigeria: From 2017 to 2018, MCSP facilitated participatory workshops in Nigeria on
gender and RMC with the aim of reducing gender-based discrimination leading to mistreatment of health workers
and clients. MCSP trained 30 core facilitators and 1,000 health providers on the Health Workers for Change
curriculum, which uses a participatory approach to help providers address gender inequities, attitudes, and barriers
to delivering high-quality care. As a result of participant-created action plans to address gaps and challenges,
interpersonal communication and empathy with clients improved, emergency maternity care hours were
expanded, infrastructure improvements were made, and privacy during medical exams and labor improved. (For
more information, see MCSP’s technical brief.)

Gender-sensitive FP in India: From January 2017 through September 2018, MCSP partnered with the Indian
organization Centre for Catalyzing Change to train 21,943 CHWs, nurses, and community health committee
members; 2,501 facility-level providers; and 546 district- and state-level officials on gender-sensitive FP services
that respect women’s autonomy, dignity, and privacy.

Men’s Engagement in RMNCAH Preventive and Care Services at Facility and Community Levels in Four
Countries
Global

Male Engagement Task Force: MCSP co-chaired the USAID Male Engagement Task Force of the Interagency
Gender WG, which was re-launched in 2017. The task force grew from being inactive in 2016 to having

177 members in 2017. In its role as co-chair, MCSP led, along with co-chairs at the Institute for Reproductive
Health at Georgetown University and the Population Council, the development of guidance for engaging men as
clients, partners, and agents of change for RMNCAH.

Country

Male engagement in RMNCAH: In Mozambique, Nigeria, Rwanda, and Tanzania, MCSP found that
facility-based providers and CHWs, respectively, can substantially increase male participation in RMNCAH
through education and encouragement around male involvement in RMNCAH.

e Tanzania: More than 10,000 community members in Tanzania, including more than 4,000 men, participated
in community-gender dialog sessions led by CHWs from 2014 to 2017. In Mara, 91% of men who
participated indicated that they are willing to educate others at community and church meetings about the
role of men in RMNCAH. Ongoing dialog with the community is continuing through USAID’s Boresha Afya
project.

e Nigeria: MCSP developed posters, a pamphlet, and a job aid to raise awareness and to help providers
counsel clients on how men can contribute to their family’s health. MCSP also built the capacity of
101 pre-and in-service providers as training facilitators on male engagement in March 2018 and provided
privacy screens to 10 facilities. As a result of these interventions, male participation in FP, ANC, and labor
and delivery increased by nearly four times in one year, from 1,483 men accompanying their female partners
to FP, ANC, and labor and delivery in June 2017 to 5,487 in June 2018.

® Mozambique: From October 2016 to June 2018, MCSP trained providers in 86 health facilities to offer
high-quality couples counseling that supported male involvement in birth preparedness and
complication-readiness planning in Mozambique. During this time period, MCSP also built the capacity of
10,597 CHWs in 29 districts to integrate gender and male engagement approaches into health promotion
activities. These efforts resulted in 30,982 couples developing joint birth plans, including choosing a health
facility at which to deliver, saving money and arranging transport, and selecting a supportive birth companion.
See full endline qualitative report here.

e Rwanda: MCSP reached 9,727 couples and young people in six districts of Rwanda with a local adaptation of
the Bandebereho MenCare+ curriculum. Group sessions led by peer champions engaged expectant fathers
and their partners to promote men’s involvement in MNCH, FP, caregiving, and preventing domestic
violence.
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Mitigation of RMNCAH Risks Posed by Gender-based Violence
Country

GBYV health service quality assurance: MCSP piloted a quality assurance tool for GBV health services that was
developed with support from CDC, PEPFAR, and WHO in Haiti and Rwanda to provide critical feedback on
the relevance and applicability of the tool in a lower-resource GBV setting (Haiti) versus a higher-resource GBV
setting (Rwanda). The tool was rolled out across 12 MCSP-supported facilities that provide GBV services in both
countries. Improvements included increased identification of GBV sutvivors, empathetic counseling, special care
for child and adolescent survivors, and increased privacy for clients.

Training tools for GBV: In Ghana, Guinea, Haiti, Madagascar, and Rwanda, MCSP developed and updated
training materials for GBV that MOHs adopted for ongoing use.

e eLearning module: In Ghana and Madagascar, MCSP developed a 1.5-hout eLearning module on the
first-line response for GBV, which reflects WHO recommendations. These have been integrated into
pre-service curricula for community nurses and midwives in Ghana and into in-service curricula for ANC
providers in Madagascar.

e In-service training curricula: In Guinea, MCSP facilitated the development of national in-service training
curricula for health workers on responding to GBV, which reflects global guidance and best practices on the
same.

GBYV training and services: In Guinea, Nigeria, and Rwanda, MCSP trained health providers on the

appropriate provision of GBV services and reached thousands of GBV survivors.

®  Guinea: In Conakry, MCSP worked with the MOH to establish a network of seven health facilities
comprising 42 health care providers with 125 community educators, 10 paralegals, and school/university
committees to support GBV survivors. MCSP conducted 180 educational sessions on GBV reaching
13,000 people, including security forces and local government officials.

e Rwanda: MCSP reached more than 14,938 GBV sutvivors in Rwanda with health services and built the
capacity of 173 trainers and 1,500 health providers to offer post-GBV care between October 2016 and March
2018.

e Nigeria: MCSP built the capacity of 101 Nigerian health care providers from March to June 2018 to offer
GBYV first-line support and basic clinical care, and produced referral directories for Kogi and Ebonyi states.

Empowered Female Health Workers
Global

134

Gender discrimination and other barriers during PSE and in the health workforce: Women make up

70% of the global paid health workforce, yet they face discrimination in terms of compensation and workforce
advancement compared to their male counterparts. Challenges include gender discrimination resulting in unequal
pay, violence and sexual harassment, restricted mobility outside the home, and the burden of balancing pregnancy
and family care with their job. MCSP addressed these batriers by sensitizing midwives and midwifery students on
gender and building skills on addressing gender issues during health services, facilitating FP education and
services to students, fostering supportive working and learning environments for women, and working with
schools to create sexual harassment and pregnancy policies. Findings and lessons from MCSP’s gender
assessment in the health workforce in Liberia informed MCSP’s inputs into a global report by the WHO Global
Health Workforce Network’s Gender Equity Hub, (co-chaired by WHO and Women in Global Health), Delpered
by Women, Led by Men: A Gender and Equity Analysis of the Global Health and Social Workforce. The report looks for the
first time at issues of leadership, decent work free from all forms of discrimination and harassment (including
sexual harassment), gender pay gap, and occupational segregation—across the entire workforce.
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Country

Gender-responsive PSE: In Liberia, MCSP trained clinical mentors on gender-responsive teaching methods to
improve the gender sensitivity of teaching practices. In addition to providing gender-responsive cutricula, the
project integrated learning objectives on gender sensitivity, gender as a determinant of health, GBV, and female
genital mutilation into pre-setvice training for health providers and built provider skills in these areas. From
March 2018, MCSP trained and supported peer FP providers to provide FP counseling and modern contraceptive
methods to 219 students. MCSP also trained 10 students from the Tubman National Institute of Medical Arts as
gender ambassadors, who in turn educated 150 students and staff about FP methods, sexual harassment
prevention, and available school support for pregnant students.

Recommendations for the Future

The agenda for addressing gender inequities that undermine RMNCAH is still in the eatly stages. Although promoting
women’s access to health information and services is a critical first step to women’s broader equality and
empowerment, there is still much work to do to better define and measure the impacts of the gender interventions
described here to determine which are high impact. Greater investments are needed for dedicated gender-responsive
and transformative interventions to have meaningful scope and scale and to evaluate impact. Specifically, future
initiatives, whether from global, bilateral, or private funding mechanisms, should do the following:

Further evaluate interventions to measure the impact of GBV screening, counseling, and referrals on
uptake of ANC and FP services, as well as mitigation of ongoing GBV. This evaluation will be critical in the
move toward self-reliance of countries in order to prioritize the most impactful interventions.

Evaluate approaches to promoting respectful care. This can include standards-based QI and social behavior
change participatory workshops, such as Health Workers for Change, which are essential to understanding how
these interventions can help prevent child and maternal deaths.

Invest in implementation science methods to answer how engaging men in RMNCAH leads to
improved uptake of such services as facility-based births and MNCH outcomes. We also need to better
understand how to appropriately engage men; particularly to avoid the potential of limiting women’s agency and
choice.

Use capacity-building and learning for adaptive management in further rolling out the interventions
described in this summary with local government leadership.
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Areas of Focus - Africa
Bureau

Promoting high-impact interventions
to strengthen ANC services in the
Africa region, including improved care
for MiP

Strengthening MPDSR systems
Strengthening care of small and sick
newborns

Increasing access to and use of Rl
systems

Strengthening leadership in child
health in Africa

Promoting integrated programming to
increase efficiency in service delivery

Highlights of MCSP’s Legacy

With WHO and UNICEF, MCSP
designed and co-facilitated the
Intercountry Capacity-Building
Workshop on the revised RED Guide
with |3 African country delegations,
enabling them to adapt and roll out
the updated guidance.

MCSP enhanced understanding of
MPDSR gaps in Africa, contributed to
global MPDSR products, and
strengthened implementation of
MPDSR in several countries.

MCSP used its findings from a study in
Rwanda to facilitate a participatory
process to develop national-level
recommendations and action plans to
improve the quality of care for small
and sick newborns.

Figure 15.1. Global, regional, and technical support provided through MCSP to reach every
district with high-quality immunization services
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Implementation
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(13 countries)
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Africa Bureau
Introduction

The sub-Saharan African region carries the heaviest burden of maternal, newborn, and child mortality and morbidity,
and significant effort is required to address critical gaps to achieve country and global MNCH targets in the SDG era.
Over the life of the project, MCSP leveraged Africa Bureau funds to support strategic regional MNCH policy,
program, and research priorities in the sub-Saharan Africa region focused on strengthening the coverage and quality
of high-impact MNCH services in the region.

Africa Bureau-supported MNH activities focused on improving the coverage and quality of ANC, strengthening
implementation of MPDSR, and improving care for sick and small newborns. MCSP worked with governments and
key MPDSR stakeholders to assess MPDSR implementation in four sub-Saharan African countries, leveraging
assessment findings to strengthen country-level implementation and develop global capacity-building materials that
will bear fruit well beyond the life of the project. In addition, MCSP supported WHO to develop guidance and a
policy brief on strengthening linkages between MPDSR and QI and collaborated with WHO AFRO to plan a series of
MPDSR and quality of care webinars for francophone countries. As part of a global effort to assess and improve
quality of care for small and sick newborns, MCSP conducted a situational analysis of inpatient care for newborns and
young infants in Rwanda, and developed key follow-up actions and recommendations in collaboration with the MOH
and other key stakeholders in the country.

Africa Bureau-supported child health activities assisted government-led TWGs to strengthen leadership for defining
priorities, designing programs, and fostering multistakeholder collaboration to mobilize resources and optimize
coordination in support of child health goals. Recognizing that long-lasting impact of child health and immunization
programs requires strong country leadership, MCSP worked closely with WHO AFRO, USAID, and other partners to
strengthen country leadership to address child health issues related to fragmented programming in African countries.
MCSP incorporated opinions from multiple African leaders in the Mapping Global 1 eadership in Child Health activity in
2016 and led the expansion of the iCCM Task Force to the Child Health Task Force. MCSP worked closely with the
iCCM Financing Task Team to provide assistance to 24 countries to develop more integrated and stronger concept
notes for the Global Fund new funding models. At the country level, MCSP supported HIS strengthening to capture
and use essential child health data to improve services. The project collaborated with WHO AFRO, CDC, the Bill &
Melinda Gates Foundation, and other pattners to revise and disseminate updated RED/REC guidelines and increase
focus on equity and integration, including stronger alignment between child health and immunization program
activities. MCSP, in close collaboration with the African Union, WHO AFRO, civil society, and other partners,
historically elevated the issues of immunization and domestic resources to the ministers of health and finance and the
heads of state. All 54 countries in Africa are signatories to the Addis Declaration on Immunization.

Key Achievements and Results
Maternal and Perinatal Death Surveillance and Response Systems

® Assessment of MPDSR implementation in four sub-Saharan African countries: MCSP conducted an
assessment of subnational MPDSR implementation in four sub-Saharan African countries (Nigeria, Rwanda,
Tanzania, and Zimbabwe), analyzing barriers and potential facilitators. As described in four individual country
reports and a synthesis report, the assessment identified multiple gaps in implementation of MPDSR processes at
the subnational level, including incorrect assignment of the causes of death and incomplete or inadequate
formulation and follow-up of action plans to address identified modifiable contributing factors. Illustrative
recommendations that emerged from the assessment include strengthening the capacity of subnational managers
and health care workers to implement high-quality MPDSR processes; ensuring widespread availability of
MPDSR guidelines and forms; adopting codes of conduct for committee meetings; promoting the use of
standardized systems to identify and classify cause of death; monitoring the follow-up of death review (audit)
recommendations (action plans); and monitoring and analyzing trends in death review findings to inform priority
actions for leading causes of maternal and neonatal mortality in the local context. Two manuscripts highlighting
key findings and recommendations were finalized and submitted for publication.
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® Strengthening of country-level MPDSR implementation: Applying learning from the multicountry MPDSR
assessment, which demonstrated important MPDSR capacity gaps among subnational managers and facility health
workers, MCSP worked with MOHs, professional associations, and other stakeholders to strengthen MPDSR
implementation in nine countries. In Rwanda and Tanzania, the MOH in each country updated its national
guidelines to incorporate recommendations from the MPDSR assessment in that country. In Tanzania, the
USAID Boresha Afya bilateral project benefited from MCSP technical support, the MCSP MPDSR assessment,
and the field testing of the MDSR capacity-building package to strengthen implementation of MPDSR in the
Mara and Kagera regions. The Ministry of Health and Child Care in Zimbabwe developed an RMNCAH and
nutrition QI package and strategic implementation plan, which included MPDSR as a key QI component,
leveraging findings from the MPDSR assessment. In Nigeria, MCSP worked with the State MOH in Kogi and
Ebonyi states and with representatives of professional associations and other stakeholders to strengthen linkages
between QI and MPDSR activities in each state.

® Development of an MDSR capacity-building module: MCSP collaborated with WHO and the global
MPDSR TWG to develop MDSR capacity-building materials to address gaps identified in the multicountry
MPDSR assessment described previously. The MDSR module aimed to build the skills of health care providers
and district managers to implement high-quality MPDSR processes, including correct assignment of deaths, the
formulation and monitoring of prioritized responses, and the monitoring and analysis of trends in causes of and
contributors to maternal deaths using routine HIS data and death review findings. MCSP strengthened in-country
capacity for robust MDSR implementation in Nigeria and Tanzania by building the capacity of local MDSR
experts, who served as facilitators during field testing of the MDSR module in each country. With project
technical support, the draft MDSR capacity-building materials were adapted by UNICEF to develop a PDSR
capacity-building module.

® MPDSR and QI linkage strengthening: Leveraging its close engagement in the global MPDSR TWG and the
multicountry WHO MNCH Quality of Care Network, the project collaborated with WHO colleagues in Geneva
and WHO AFRO to develop a draft QI and MPDSR conceptual framework. The project convened a side session
to orient and solicit feedback on the draft framework from country stakeholders at a WHO MNCH Quality of
Care Network meeting in Addis in 2019 and subsequently supported WHO to develop a policy brief outlining
opportunities to strengthen linkages between QI and MPDSR as part of global, regional, and country efforts.

Strengthened Antenatal Care Coverage and Quality in the Africa Region

® Promotion of improved coverage and quality of ANC: MCSP’s Africa Bureau programming on ANC
leveraged investments from MH, malaria, and other technical areas to contribute to the development of multiple
technical resources and tools to support dissemination and uptake of global ANC recommendations in the Africa
region, along with guidance on prevention and treatment of peripartum maternal infections (In process; will insert
link when published) . MCSP supported governments and other stakeholders in multiple countries to incorporate
updated global ANC guidance and materials into national policies and tools, pre- and in-service training curticula,
supervision, and QI processes. (See the MH and Malaria sections of this report for additional detail.) In
collaboration with PMI, MCSP developed the Toolkit to Improve Farly and Sustained Uptake of Intermittent
Treatment of MiP to promote uptake of and adherence to the 2012 WHO IPTp recommendations. The toolkit
was field-tested in Mozambique and Madagascar, where it was incorporated into government-led IPTp
activities.

Strengthened Care of Small and Sick Newborns

® Assessment of health system strengths, provision of quality care, experience of care, and gaps in the care
of small and sick newborns: MCSP collaborated with USAID, Every Preemie—Scaling, Catalyzing, Advocating,
Learning, and Evidence-Driven (SCALE), UNICEF, WHO, University Research Co., ASSIST, SNL, the London
School of Hygiene and Tropical Medicine, and the Global Health Supply Chain Program to conduct a series of
assessments of the status of inpatient care of newborns and young infants from 0 to 59 days. MCSP conducted this
assessment in Rwanda in PY4 to examine components of policy, implementation strategy, service readiness,
systems to support quality services and clinical practices, and experience of care, to understand the health system’s
strengths and weaknesses and the quality of services being provided in the care of small and sick newborns. Fifteen
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facilities were assessed for facility readiness and quality of care interventions. All facilities were found to routinely
monitor the quality of care indicators shown in Figure 15.2; however, less than half hold routine meetings to review
the findings.

Figure 15.2. Percentage of facilities monitoring quality of care indicators, by facility type
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Gaps were also noted in retaining an adequate number of skilled and motivated staff, preventive maintenance of
high-tech equipment, and involvement of families in the provision of respectful inpatient care for newborns and
young infants. Preliminary results of the assessment were disseminated during a workshop led by the MOH and
convened at the Rwandan Pediatrics Association’s Annual Scientific Conference in Kigali in September 2018. The
workshop was attended by the Directors General of hospitals, the Chief of Neonatal Services, representatives of
the MOH and Rwanda Biomedical Center, government and private sector pediatricians, and national and
international neonatology experts. The participants collectively generated recommendations and strategic actions
in response to the assessment results; the recommendations and action plans were vetted by the MOH, and the
final report was endorsed in late 2019. MCSP provided technical support to the USAID Boresha Afya project,
sharing the experiences and learning from Rwanda assessment to inform the same study in Tanzania.

Leadership in Child Health and Mobilization of Resources for More Comprehensive Child Health
Programming in Africa

Role of African leaders’ opinions in shaping the recommendations of MCSP’s global leadership
mapping in child health: The Mapping Global Leadership in Child Health study aimed to better understand the
evolution of child health as a global issue since the year 2000, as well as its network of stakeholders and leaders.
By exploring how leadership might be strengthened and child health repositioned, MCSP collected viewpoints
from regionally based entities that helped inform recommendations related to reframing child health,
reestablishing leadership, reversing fragmentation and coordinating effectively, reinforcing data and
accountability, and establishing country-level focus.

Expansion of the iCCM Task Force to the Child Health Task Force for a more comprehensive focus on
the life-course approach: This expansion occurred in fall 2017 under MCSP’s leadership as the secretariat. The
shift changed the focus of child health from disease- and intervention-specific approaches to addressing the child
more comprehensively, in line with the life-course approach. In Africa, this included advocating and successfully
incorporating pneumonia and diarrhea case management of children under age 5 in malaria concept notes for the
Global Fund.

Mobilization of more than USD 80 million for iCCM across 12 African countries: MCSP actively
participated in the work of a group of global partners called the iCCM Financing Task Team, created in 2014
following the Global Fund and UNICEF’s commitment to collaborating in the context of the new funding model
to maximize opportunities for synergies. The task team supported countries in sub-Saharan Africa to integrate
iCCM into Global Fund malaria and HSS concept notes. As a result, the Global Fund and its co-funders awarded
morte than USD 80 million to 12 countries (Burkina Faso, Burundi, Céte d’Ivoire, DRC, Ethiopia, Ghana,
Malawi, Mali, Niger, Nigeria, Uganda, and Zambia) in two years. In addition, the group’s overall objective

MCSP End-of-Project Report 139


https://www.mcsprogram.org/resource/mapping-global-leadership-child-health/

expanded to supporting the scale-up of a complete package of care for the febrile child at the community level as
well as working to influence the broader iCCM integration agenda in early grant recipient countries.

Coverage, Quality, and Equity of Routine Immunization in the African Region
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Addis Declaration on Immunization—Fulfilling a Promise to Ensure Immunization for All in Africa:
Although many international NGOs were invited to the Ministerial Conference on Immunization in Africa—led
by the African Union and WHO AFRO in February 2016—MCSP spearheaded the involvement of country
frontline civil society voices. In preparation for the event, MCSP and UNICEF co-led the development of the
ministerial brief on community involvement in achieving universal immunization coverage, highlighting the vital
roles CSOs play in achieving universal immunization. This increased focus on the participation of CSOs was
clearly reflected in the Addis Declaration on Immunization, a document endorsed by 53 African heads of state
promoting the position that everyone in Africa should receive the full benefits of immunization. To guide the
declaration’s implementation, MCSP and other partners developed the Addis Declaration on Immunization
roadmap—TIlaunched in June 2017—providing input on the three main strategies, directing partnerships to a more
inclusive approach, and using a pragmatic lens based on field realities to achieve the declaration’s objectives.
MCSP played a key role in elevating the participation of CSOs, which are now seen as partners in moving
commitments forward in the region. The roadmap serves as a guide to all 54 countries, partners, and stakeholders
to ensure universal coverage of immunization on the continent. For example, Uganda passed an immunization
law along with dedicated funding for its implementation. In Nigeria, basic health care funds have been signed
into law, dedicating funding to primary health care and immunization. Additionally, Kenya has established its
universal health coverage plan, incorporating immunization as a core element.

Adaption and roll out the revised RED Guide in thirteen African countries: After more than 10 years of
implementing the RED strategy to achieve the goal of 80% immunization coverage in all districts and 90%
nationally, countries revealed the need for revised guidelines that better reflect field realities. MCSP worked with
WHO AFRO, USAID, and partners to revise the RED approach to increase the focus on equity, integration, and
community engagement, as well as best practices and tools from MCSP immunization focal countries, such as
Uganda, Malawi, and Nigeria. Once a draft of the revised guide was available, MCSP provided technical support
to Kenya and Malawi to pilot the revised guide. The process, outcomes, and lessons learned from the country-
level adaptation in Malawi and Kenva highlight the importance of ensuring cross-sector participation, buy-in from
all immunization partners, engagement of community perspectives, and presence of a champion partner like
MCSP. Other key considerations for rollout include ensuring adequate time for preparation and planning as well
as technical and financial partner support at all levels. This document served as a practical guide for other
countries undergoing the adaptation process and was disseminated at the Intercountry Capacity-Building
Workshop on the revised RED Guide in Kenya in May 2018. Through this process, MCSP supported

13 countries to roll out the revised RED Guide in the East and Southern Africa subregions.

Roll out of the EPI/IMCI interactive training and resource tool developed by the WHO AFRO in
Rwanda and Zambia: MCSP child health and immunization teams joined efforts to support the rollout of the
EPI/IMCI eLearning tool in 10 districts in Rwanda to build the capacity of health center managers and district
supervisors to improve the quality of supervision and support provided at health facilities. Equipped with a better
understanding of the technical aspects of IMCI and EPI, the 169 trained managers improved the overall support
provided to staff members working in immunization and outpatient services, including targeted services for
children under age 5. MCSP also supported the otientation of 44 district-level mentors on the EPI/IMCI tool in
four target provinces in Zambia. MCSP built the capacity of these mentors to support EPI and IMCI activities.
With resources not available to train mentors on EPI or IMCI in the traditional setting, the electronic EPI/IMCI
training tool was helpful and appropriate for building capacity of mentors to help them mentor their facility-based
health care workers. MCSP’s efforts helped set new standards and demonstrated practical approaches for
integration of curative and preventive programs in the region.

Guidance for the new WHO six-dose tetanus and diphtheria containing vaccine schedule: MCSP worked
with the National EPI of Uganda to develop an implementation roadmap that reflects and addresses challenges
in introducing tetanus and diphtheria containing vaccine and the six-dose schedule. Based on the Uganda
experience, MCSP shared considerations for the introduction at the WHO AFRO regional meeting on maternal
and newborn tetanus elimination in Nairobi in 2018, and the Maternal and Neonatal Tetanus Elimination
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program review meeting and donor conference in late 2019. The new guidance requires further sharing with
countries and practical guidance on operational considerations; however, through regional EPI managers’
meetings, other countries are learning more about the challenges and recommendations related to this new
schedule—key learning that is useful when considering introducing the tetanus and diphtheria- containing vaccine
into their national vaccination schedules.

Improvements to Health Information Systems and Promotion of Integrated Programming to Maximize
Efficiency of Service Delivery

Action plans to strengthen routine child health and nutrition data: In collaboration with MCSP, USAID
hosted the Africa Regional Workshop on Improving Routine Data for Child Health in National HISs in
Johannesburg, South Africa (September 2017) to strengthen routine monitoring of child health and nutrition
services. Attended by over 90 participants from more than 15 countries, the workshop focused on indicators and
data elements, national and subnational HIS strengthening, community data, and digital solutions. Delegations
from the DRC, Ethiopia, Mozambique, Nigeria, Uganda, and Zimbabwe developed action plans to address
child health and nutrition data gaps in their current HIS and followed up on their plans to ensure that these data
are available through the national HISs, accessible, of high quality, and used for decision-making (see the Child
Health section for details).

Recommendations for the Future

Strengthen regional efforts to advance MPDSR and ANC implementation. Through collaboration with
WHO and regional and country stakeholders, MCSP made significant contributions to global and regional
understanding, resources, and implementation of MPDSR as well as to strengthening ANC policy and service
delivery quality in the Africa region. Future efforts should focus on improving the quality of MPDSR
implementation and ANC services using standardized indicators and promoting the integration of MPDSR into
broader QI efforts. WHO MNCH Quality of Care Network activities in multiple African countries offer one
promising platform to strengthen ANC services and linkages between MPDSR and broader QI initiatives.

Improve quality of inpatient care for small and sick newborns. The situation assessment of small and sick
newborns and young infants in Rwanda was part of a series of studies conducted by MCSP and other global
partners. The findings from Rwanda clearly identified the systems and quality of care gaps in care of small and
sick newborns, reinforcing assessment findings in other countries and the global imperative to improve the quality
of inpatient care of small and sick newborns with respect to both provision of and families’ experience of care.
Regional and country partners will need to be ready to work with national governments to adapt and implement
the forthcoming WHO standards for quality of care for small and sick newborns to improve cate for these most
vulnerable infants and achieve ENAP and SDG neonatal mortality reduction targets.

Strengthen child health investments. Investments in sub-Saharan African countries should continue to focus
on strengthening child health country leadership and promoting program integration to achieve MNCH goals.
The changing child health profile and landscape in Africa will require a greater focus on quality of child health
services, HSS, and intersectoral coordination in order to reach the ambitious SDG child health targets by 2030.
Despite important achievements, not all countries in sub-Saharan Africa achieved MDG 4 of reducing under-5
mortality by two-thirds between 1990 and 2015. Yet, every country is expected to achieve the SDG child health
targets to reduce newborn mortality to at least as low as 12 deaths per 1,000 live births and under-5 mortality to at
least as low as 25 deaths per 1,000 live births by 2030. These pressures, along with the expanded definition of a
child beyond age 5, will influence the evolution of priority child interventions in coming years and will require
increasingly resilient health systems, strong community and private sector engagement, and new multisectoral
collaboration to achieve child health targets in the sub-Saharan Africa region.

Address equity gaps. Although more children have been immunized, one in five still lack vaccination, and
vaccination programs have not kept up with the population growth in the region. As outlined in the revised RED
Guide, taking every opportunity to ensure that there are no missed opportunities for vaccinating every child needs
to be a priority. The equity gaps are still wide and need to be tackled with new tools and approaches. The Addis
Declaration on Immunization commitments need to be implemented, given that sustainable domestic funding for
immunization is critical if gains are to be maintained and coverage goals achieved.
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® Latin America & the Caribbean Bureau

,\ o

Areas of Focus - LAC Bureau

e Supporting regional stakeholders
(e.g., professional associations, task
forces, and regional alliances) to
improve coverage and quality of
maternal and newborn care in the LAC
region

e Leveraging regional platforms to
disseminate updated global MNH
guidelines, evidence, and tools to
stakeholders in the LAC region

e  Promoting availability of essential
reproductive health supplies in the
LAC region

Highlights of MCSP’s Legacy

MCSP supported the Caribbean
Regional Midwives Association to
become a regional leader in
midwifery, providing midwives with
opportunities to obtain needed
ongoing education.

MCSP built in-country capacity of
more than 300 providers across |6
countries in LAC on ECSB.

MCSP supported the Reproductive Health
Supplies Coalition LAC Forum (ForoLAC)
to become a thriving 600-member
reproductive health organization—the
largest in the LAC—to protect USAID’s
50+ year investment in sexual and
reproductive health in the region.

Figure 16.1. MCSP’s legacy in the LAC region
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Latin America and the Caribbean Bureau

Introduction

Although the LAC region has seen improvements in MINH health indicators in recent years—between 1990 and 2015,
the MMR declined from 135 per 100,000 live births to 67 per 100,000—these gains mask stark inequalities.?0 From
March 2014 to September 2019, the MCSP LAC Bureau strengthened regional and country-led efforts to improve
MNH outcomes and access to reproductive health supplies within the LAC region. Crucial to the success of these
MNH and reproductive health initiatives was MCSP’s interagency collaboration and active participation in regional
and country-led platforms. Assuming a leadership role in WGs and alliances such as the LAC Regional Task Force for
the Reduction of Maternal Mortality (Grupo de Trabajo Regional para la Reduccion de la Mortalidad Materna [GTR]) and the
LAC Neonatal Alliance, and supporting regional fora such as ForoLAC, MCSP played a strategic role in shaping the
regional MNH and contraceptive security agendas.

Key Accomplishments and Results
Best Practices to Achieve Respectful and Equitable Maternal and Newborn Health Care

® Support to regional and country efforts to improve

evidence-based quality respectful care: Responding to the Box 16.1. Priority actions for accelerating
regional priority of strengthening RMC and eliminating quality and RM.C (1l th‘? LAC Region
mistreatment and abuse, MCSP disseminated updated MNH e  Encourage high-level intersectoral advocacy

guidelines, best practices, and tools (including WHO to foster political and financial commitment

Recommendations on ANC for a Positive Pregnancy Experience, WHO —® Document and disseminate best.practices
Recommendations on Intrapartum Care for a Positive Childbirth * Incorporate key RMC elements into
Experience, and the second edition of the WHO Managing e ki) frameworks . .
Complications in Pregnancy and Childbirth manual) to stakeholders © EEEp sbElens) @i el G
in the LAC region through nine regional and global meetings courses L

and three webinars. During the 2018 International Federation o EmpeEr m|dW|.ves 'at il loves .

of Gynecology and Obstetrics Congress, MCSP collaborated ¢ :t:::f: sh?nncIT;Di:ItcEm(g: ?:ji:::ll::twn
with fellow GTR members to conduct a symposium, “RMCin =/ E;levelo behaviogr change and

the LAC region: How can we accelerate progress and measure commul:\ication strategige s to reach
changer?” and 'supported the GTR to act on symposium vulnerable groups

recommendations. MCSP alsg worked closely \ylth the GTRto | Improve health facility infrastructure
strengthen RMC and the quality of MNH care in LAC through

subregional meetings on RMC in Panama (in 2016) and in

Trinidad (in 2017), engaging 91 meeting participants from 18 LAC countries to identify the major challenges and
drivers of disrespect and abuse, identify priorities for accelerating action on RMC (see Box 16.1), and develop
country-specific RMC action plans. As a result, Haiti, with support from its government and the GTR,
conducted a country-wide RMC survey on disrespect and abuse, developed and implemented a RMC training
guide, and began incorporating RMC indicators in national, subnational, and local information systems. Uruguay
and Cuba also developed national RMC guidelines; Chile integrated RMC into the first level of care and now
includes RMC content in its midwifery education programs; and several countries, including Mexico, have
established committees to investigate obstetric violence claims.

® Technical guidance on MDSR: MCSP coordinated with PAHO and other stakeholders to foster alignment
across a seties of MDSR/MPDSR materials and resources, including the global MDSR capacity-building package,
the complementary global PDSR capacity-building package, MCSP’s MPDSR assessment tools, and WHO’s
MPDSR operational guidance. MCSP also supported the GTR to adapt WHO’s global MDSR recommendations
to regional needs in the Guidelines for MDSR: Region of the Americas. MCSP supported dissemination and monitored
use of the guidelines within the region through initial training of trainers workshops in Panama (2015) and in
Jamaica (2016). As a result, countries in LAC identify MDSR as a priority; in 2018, Bolivia held a national
meeting on MDSR with support from the GTR. In July 2019, MCSP provided technical support during the Pan

20 World Health Organization. 2015. Trends in maternal mortality: 1990 to 2015 estimates by WHO, UNICEF, UNFPA, World Bank
Group and the United Nations Population Division. Geneva: WHO.
https://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-20 | 5/en/
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American Health Organization-led meeting on Maternal Near Miss in Panama to discuss monitoring of
extremely severe maternal morbidity in LAC countries; share information about existing models used by LAC
countries with national monitoring systems; define a regional mechanism for monitoring extremely severe
maternal morbidity; and agree on next steps for the regional dissemination of the mechanism.

Sharing of lessons learned to inform evidence-based approaches: MCSP supported the GTR’s development
and launch of the Ouverview of the Situation of Maternal Morbidity and Mortality: 1. AC. Reflecting on progress,
challenges, and lessons learned on maternal mortality reduction from the past decade, the document serves as a
reference for regional stakeholders, including governments and policymakers, on the priotitization and adoption
of successful evidence-based MNH approaches and best practices.

Development of terms of reference to map MH initiatives: MCSP served as a key collaborator and
participant in adapting WHO’s Global Strategy for Women’s, Children’s, and Adolescents’ Health to the LAC
context, supporting the working group responsible for mapping the implementation of regional and national
initiatives and interventions related to social equity in MH and adolescent pregnancy. Results of this mapping will
inform decisions related to strengthening policies, strategies, and interventions on maternal and adolescent health
to more effectively implement WHO’s Global Strategy in local and national contexts.

Efforts to Improve Quality and Coverage of Newborn Care

144

Strengthening of regional and national neonatal alliances: MCSP supported the LAC Neonatal Alliance, a
regional interagency WG that advocates for the implementation of programs and regional policies to reduce
newborn morbidity and mortality. MCSP served as chair for 4 years, technical lead for the executive committee
for 5 years, and as a technical committee member to advance PDSR for 2 years. MCSP encouraged the alliance’s
sustainability and growth by moving the newborn health agenda to the national level and also provided technical
assistance to countries interested in developing national alliances (i.e., Guatemala) by providing step-by-step
guidance on how to form alliances and exchanging experiences with other already formed national alliances.
MCSP strengthened the national alliances in Peru, El Salvador, the Dominican Republic, Bolivia, Haiti, and
Paraguay by holding regular membership meetings to provide relevant updates in newborn health, share
experiences implementing different neonatal health interventions, and facilitate south-to-south learning to
overcome challenges. Additionally, MCSP collaborated with regional partners to coordinate approximately

10 webinars to update alliance participants (more than 100 participants per session from up to 15 LAC countries)
on newborn health topics, including management of Zika congenital syndrome in response to the epidemic that
affected newborns in the region, as an opportunity for capacity-building of health providers. MCSP ensured
continuous support for the LAC Neonatal Alliance through the development of a roadmap with guidelines for
countries that would like to form a national alliance, a transition plan for the alliance post-MCSP, and a strong
executive committee.

Technical expertise to update newborn health guidelines and strategies: Through participation in the
Policies, Strategies, and Interventions WG, and in coordination with regional partners, MCSP provided technical
inputs to regional guidelines and strategies including the Regional Strategy and Action Plan for Newborn Health
(2015); ENAP; the Global Strategy for Women’s, Children’s and Adolescents’ (2016-2030); and the Every
Woman Every Child LAC strategy. These documents provide guidance on evidence-based interventions and best
practices to incorporate into national newborn health plans in LAC. MCSP’s inputs helped to make these
documents relevant to the LAC regional context.

Expanded use of HBS resources: MCSP served as the main advisor for implementation of HBS in the region,
revising technical content and translations for the American Academy of Pediatrics and receiving recognition
from the Academy as a leading agent in the implementation and dissemination of HBS resources in LAC. MCSP
revised the Spanish and French translations of ECSB curriculum and trained approximately 300 health providers
from 16 countries in Latin America and the ESC to serve as national trainers to provide cascade trainings in their
individual countries. MCSP donated simulators and training materials (provider guides, flip charts, and action
plans) for ongoing trainings and to increase the likelihood that participants would continue to practice their new
skills in the workplace.

KMC scale-up in the Dominican Republic: Following the introduction of KMC in the Dominican Republic
under the USAID-funded Basic Support for Institutionalizing Child Survival project (with continued
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implementation under MCHIP), KMC programming continued to grow under MCSP. In PY5, MCSP conducted
a facility- and health system-level assessment to understand the status of KMC implementation in the country,
evaluate the quality of clinical cate at hospitals implementing KMC, assess strengths and opportunities, and
provide recommendations to the MOH to scale up and sustain KMC. Although the Dominican Republic has
made strides to address neonatal mortality through KMC, the assessment found that significant gaps remain,
including: lack of funding, guidelines, and policies for KMC; inadequate numbers of health providers trained in
KMC; and few breastfeeding promotion activities. MCSP recommended that the MOH and National Health
Service prioritize the integration of KMC into newborn health and nutrition programming and strategies moving
forward. Additional recommendations can be found in the KMC Assessment Report, which was disseminated to
the MOH and key stakeholders in June 2019.

Indicators to measure KMC coverage: MCSP was a visible technical leader for KMC for ENAP metrics. This
resulted in MCSP co-authoring the article “Consensus-based approach to develop a measurement framework and
identify a core set of indicators to track implementation and progress towards effective coverage of facility-based
KMC,” which was published by the Journal of Global Health in December 2017. MCSP’s experiences in measuring
KMC indicators in the Dominican Republic and Colombia, published in the article, helped to define indicators
for global use. MCSP also contributed technical input to the protocol of the Every Newborn — Birth Indicators
Research Tracking in Hospitals study (led by the London School of Hygiene & Tropical Medicine) to validate
KMC indicators. The study results will help to inform recommendations on a standardized KMC coverage
indicator for use in LAC countries’ HMISs.

Strengthened and Expanded Midwifery Education

Implementation of competency-based midwifery curriculum in Paraguay: MCSP strengthened midwifery
education programming in Paraguay, where it successfully supported a south-to-south learning exchange between
Peru and Paraguay and between Peru and Guatemala, facilitating learning and uptake of best practices between
the countries in order to create a competency-based midwifery curriculum in each country. These efforts, which
began under MCHIP, culminated in two schools executing the MCSP-developed curriculum in Paraguay, where
there were no standardized midwifery curricula and, prior to MCSP interventions, there were disparate
accreditation processes. Paraguay’s National Higher Education Evaluation and Accreditation Agency adopted
MCSP’s curriculum as the standard to evaluate and accredit all of its midwifery schools.

Support to launch new midwifery cadre in Guatemala: MCSP supported the launch of Guatemala’s first
midwifery education program, spearheading the development of a midwifery career path in conjunction with a
competency-based midwifery curriculum. These efforts marked an important step toward improving the quality
of and equitable access to MNH services, including RMC, given midwives’ focus on rural and indigenous
populations in Guatemala. With MCSP’s support under LAC Bureau, the Guatemalan MOH approved the Normzs
and Regulations to Implement the Technical University for Midwifery Career and pledged to fund the first cadre of
midwifery students in Huehuetenango. In PY3, these efforts transitioned to MCSP’s project in Guatemala.
Eighty-nine midwifery students, all funded by MOH scholarships, were enrolled in the Pan-American University
in Huehuetenango as of May 2019.

Regional capacity to provide ongoing continuing professional development for midwives: MCSP surveyed
the Caribbean Regional Midwives Association’s 13 member countries on their continuing professional
development requirements and willingness to accept a regional accrediting body. MCSP and the association
analyzed survey results from the 12 countries that responded, identifying regional priorities regarding continuing
professional development learning platforms, content, and learning type. In close collaboration with the
Caribbean Regional Midwives Association, MCSP developed two hour-long webinars: one on ANC and one on
clinical updates in PE/E and PPH, derived primarily from WHO’s second edition of Managing Complications in
Pregnancy and Childbirth. Ultimately, the association will be able to provide credit to midwives who take these
courses, strengthening its sustainability as a regional leader and initiating efforts to formalize a regional system for
granting continuing education credits. MCSP also anticipates that the Caribbean Regional Midwives Association
will have the opportunity to generate income from these webinars to ensure its sustainability.
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Improvements to Procurement Systems and Increased Costs Savings for Reproductive Health Supplies

Advancements in the last-mile delivery of reproductive health supplies: MCSP helped ForoLLAC to
strengthen regional health authorities’ capacity to identify inefficiencies affecting the provision of reproductive
health supplies in rural health facilities in five regions—two in Guatemala, two in Peru, and one in Bolivia—and
to bring these inefficiencies to the attention of decision-makers. Regional health authorities partnered with CSOs
to disseminate last-mile costing exercise findings to government officials and advocacy groups, using the evidence
generated to implement advocacy plans and gain support for the last-mile supply chain. In two of Peru’s regions,
Cajamarca and Ucayali, supply chain financing is now part of the development and political agenda. In
Guatemala, the exercise encouraged government officials to draft a national pharmaceutical policy, Guatemala’s
first such policy.

Increased price transparency of reproductive health commodities: From 2018 to 2019, ForoLLAC, with
support from MCSP and anonymous donor funding, convened procurement officers from 15 LAC countries to
share advances achieved in reproductive health commodity security. These discussions led to knowledge sharing
on price negotiations and new strategies and tools for securing better procurement terms, and spurred dialog
among national and international procurers. Ultimately, discussions led to the development of a new a digital
price platform to allow national procurement agencies across the region to see what neighboring countries are
paying for the same products.

Lower prices for contraceptives: Through MCSP’s support to ForoLAC, five national governments
(Argentina, Bolivia, El Salvador, Nicaragua, and Peru) secured better prices for contraceptive products
including one- and two-rod implants, copper IUDs, one- and three-month injectables, and male condoms. Price
reductions ranged from 7% for the monthly injectable to 84% for the two-rod implant. Overall, price reductions
generated approximately USD 15.3 million in annual cost savings across the five countries. Savings were largely
reinvested in greater procurement volumes, in turn meeting the reproductive health needs of more women.

Recommendations for the Future
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Continue GTR efforts to support the implementation of updated RMINCAH guidelines and
evidence-based practices to promote high-quality experience of care in the LAC region. Moving forward,
mechanisms must be put in place to monitor quality of care and RMC in order to improve the experience of care,
reduce mistreatment in labor and delivery, and strengthen MDSR. Further research is also needed to increase
knowledge about the conditions of inequity in LAC.

Continue to strengthen the LAC Neonatal Alliance. With MCSP’s guidance, the LAC Neonatal Alliance
platform became an operational and successful model of partnership with regional stakeholders to advocate for
interventions that reduce neonatal morbidity and mortality. By strengthening country alliances, MCSP has
fostered self-reliance in newborn health expertise in each of these countries. MCSP encourages further targeted
support to alliance member agencies to ensure that the alliance continues to serve as a technical advisory group; as
a resource for updated research, guidelines, and innovative newborn health technologies; and as a partner that
monitors and supports country alliances.

Prioritize strengthening of midwifery frameworks. MCSP and its regional and country partners have helped
to ensure sustainable improvements in midwifery frameworks in the LAC region. Stakeholders should continue to
prioritize competency-based education and strengthen midwifery frameworks to improve access to MNH care,
especially among the most rural populations that midwives often reach.

Support ForoLAC to improve access to reproductive health commodities. MCSP’s support to ForoLAC has
resulted in increased knowledge sharing and a renewed interest in supply chain costing. USAID’s continued
support to ForoLAC is essential to ensuring that the reproductive health agenda in the region continues to be
updated and efforts to create more transparent price platforms across LAC are carried forward in order to
increase access to affordable, quality reproductive health supplies.
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Highlights of MCSP’s Legacy

In Laos, MCSP used a mentorship
approach to build skills for MNH
practices on the day of birth to
improve outcomes in district facilities
and remote health centers, and saw
dramatic improvements in completion
of partographs, oxytocin use, early
breastfeeding, and skin-to-skin care.

The India Ministry of Health and
Family Welfare recognized PNC as
a priority area to focus on within its
national QI initiative. The MCSP
PNC study team will support the
ministry to draft national
operational guidelines for
strengthening PNC services.

Areas of Focus - Asia
Bureau

e Improving quality of MNCH
services in Laos

e Increasing coverage of high-
quality PNC services through
an HSS and continuum of care
approach in selected public
health sites in India

e Improving GA estimation,
documentation, and use for
clinical care of pregnant
women in large and small
public-sector facilities in
Cambodia and India

MCSP identified significant opportunities
to improve GA estimation and use of
ANC health information, noting that a
majority of observed intrapartum triage
encounters in India (68%) and Cambodia
(53%) did not include review of any
documentation from ANC.

Figure 17.1. Asia Gestational Age Estimation Study findings from intrapartum care observations
at the hospital and health center level
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In Cambodia and India, intrapartum care providers were more likely to collect new gestational age information during triage by asking about last menstrual
period or measuring fundal height, rather than reviewing previous documentation in ANC cards or ultrasound reports. Often, these reports were

unavailable.
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Introduction

MCSP supported improving the coverage and quality of high-impact interventions in Asia through focused
implementation research and analysis of facility- and home-based PNC in India, estimation of GA in India and
Cambodia, and introduction of an MNH midwifery mentorship program with the MOH in Laos. Results generated
through these investments contributed to the regional and global evidence base to strengthen the availability and
quality of lifesaving ANC, intrapartum care, PNC for mothers and babies, and improved care through mentorship.

Key Accomplishments and Results
Achievements in Laos

® Laos country program: The Laos country program had two strategic objectives throughout the life of the
project: 1) improve the quality of maternal and newborn care in Luang Prabang and Sayaboury provinces by
strengthening key skills for maternal and newborn care among MNH care providers, their educators, and their
supervisors, and 2) support process documentation of program learning to inform the MOH’s and other
stakeholders’ efforts to improve MNH care. Please refer to the Laos country summary for more detail.

Effective Coverage of Postnatal Care Services in India

Building on the multicountry review of PNC home visitation programs in the public sector (led by SNL with USAID,
MCSP, UNICEF, and WHO), MCSP conducted implementation research to develop a scalable model for effective
coverage of pre- and postdischarge PNC using a system strengthening and continuum of care approach in India.
Results from the formative review conducted in Karnataka, Uttarakhand, Odisha, informed the design and strategy
for the implementation research phase, which was conducted at nine facilities (four primary health centers, four
community health centers, and one district hospital) in three blocks in Nuapada District, Odisha.

® A new approach to identify and prioritize high-risk mothers and newborns: In light of the recognized
challenges in providing PNC, especially for the most at-risk mothers and newborns, a key intervention of the
PNC study was the development of a risk stratification approach. This approach helped to prioritize high-risk
mothers and newborns for home-based care and follow-up by accredited social health activists and auxiliary
nurse-midwives. It was developed in consultation with the state government of Odisha and Nuapada District, and
builds on an existing antenatal risk stratification approach that applies a series of steps for all mothers and
newborns:

® Predischarge screening to determine risk based on a set of simple symptomatic predetermined criteria
e Delivery of improved quality of predischarge care at the facility and predischarge counseling
e Establishment of a linkage between the facility and family/community using the mobile application

e Home-based care, including calls and text reminders to accredited social health activists, auxiliary nurse-
midwives, and families, for high-risk cases

® Referral back to the facility for cases where an accredited social health activist identifies a danger sign at a
home visit

The study’s overall HSS and continuum of care approach, including the risk stratification tool, was implemented
at all levels of care (primary health centers, community health centers, and district hospital) in three blocks
(Boden, Komna, and Khatiar) of Nuapada. The approach included improvements to the health facility
environment, strengthening skills of providers, and improved monitoring. Endline findings show that the
approach was successful in increasing the duration of predischarge stay for all mothers and newborns.

® Improved quality of pre- and postdischarge PNC: MCSP used a number of approaches to improve the
quality of predischarge care for mothers and newborns in the study area. Facility-specific QI plans were
developed, and champions were identified among staff leadership. In addition, a mentoring model was developed
to strengthen predischarge care by mentoring staff nurses in the district hospital and selected community health
centers. The mentoring aimed to build capacity and motivation of staff to improve the quality of care during
hospital stay and at the time of discharge. Finally, MCSP supported the establishment of model PNC wards in
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Tarbod and Khariar; these model wards included dedicated space for PNC as well as essential equipment and
supplies to ensure that staff were equipped to provide care for mothers and newborns before discharge. Quality
of care predischarge PNC at health facilities in Nuapada District improved for all mothers and newborns, with
increased attention on the importance of predischarge examination. This included a change from 44% at baseline
to 82% at endline of mothers receiving a first examination with four or more essential components and a change
from 67% at baseline to 83% at endline of newborns receiving a first examination with four or more out of seven
essential components (Figure 17.2). In addition, the percentage of mothers who received any predischarge
counseling increased from a baseline level of 69% to 80% at endline. Increased client satisfaction scores were also
noted from baseline to endline, and the increased duration of stay at primary health centers and community health
centers for vaginal deliveries (as compared to baseline) suggests that families perceived greater value in staying
longer at the health facility and were more willing to do so due to improved quality of care (Figure 17.3).

The average number of postnatal home visits for all mothers and newborns was four at baseline and increased to
five visits at endline for high-risk cases (it remained the same for non-high-risk cases). Maternal recall of danger
signs increased from baseline to endline, with an increase from 36% to 97% of mothers who were able to recall at
least four danger signs in a mother that require referral and an increase from 30% to 97% of mothers who were
able to recall at least four danger signs in a newborn that require referral.

Figure 17.2. Quality of first examination of mother and newborn, baseline versus endline
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First examination of mother includes essential components* First examination of newborn includes essential
components**
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*An exam for a mother was counted as including essential components when it included four or more of the following essential components: inquiry about
excessive bleeding, pads and abdominal pain, and examination for blood pressure, pulse, and temperature.

**An exam for a newborn was counted as including essential components when it included four or more of the following essential components:
examination of skin, cord, weight, temperature, and breathing, and counseling included information on breastfeeding, warmth, and danger signs.

Figure 17.3. Mean duration of stay for all mother-newborn pairs, by place of delivery, baseline
versus endline
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® Development of a mobile app to connect families and accredited social health activists: The formative
research revealed that the linkages between facility and community were nearly nonexistent in many places. In
response, MCSP developed and launched a mobile application, First42Days, to better connect facility staff,
families, and their designated CHWs. In addition to linking a family with their accredited social health
activist/auxiliary nurse-midwife, the app provides the accredited social health activist/auxiliary nurse-midwife
information about the medical status of the mother and newborn so that they can conduct timely, tailored PNC
visits. By incorporating voice messages along with text messages, the app reached users regardless of literacy level
ot type of mobile phone they used, thus increasing social accountability. The study found that 40% of families
called their accredited social health activist back to ask about the home visit in response to receiving the messages.
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Local ownership and investment for sustainability: The approaches developed through the MCSP-supported
pilot in Nuapada District contributed to improvements in the coverage and quality of PNC for the most
vulnerable mothers and newborns. Local and national stakeholders, including the Odisha state government and
the Ministry of Health and Family Welfare, have expressed an interest in scaling up the interventions; the risk
stratification approach was proposed for inclusion in the Odisha state budget for scale-up in all 15 priority
districts in the state. In late 2019, the Odisha state government committed to scaling the approach in four districts
(Bolangir, Kandhamal, Koraput, and Malkangiri) in the next fiscal year, with the remaining 11 districts planned for
following fiscal year. At the national level, the Ministry of Health and Family Welfare incorporated materials
developed by the MCSP-supported study into the governments national information, education, and
communication strategy for the Labour Room QI Initiative (LaQshya). A case study on the risk stratification
approach was selected for inclusion in the upcoming Government of India- and WHO-led Quality, Equity, and
Dignity Compendium, and a case study on the MCSP-supported PNC work was also included in the recent global
ENAP report. Lastly, MCSP provided technical suppott to the Government of India to develop national
operational guidance for improving PNC services.

Asia Gestational Age Estimation Study

The capacity to provide appropriate, time-sensitive interventions for improving maternal and newborn outcomes in
the context of ANC and intrapartum care depends upon the clinically appropriate use of accurate and precise GA
information. Correct calculation of the estimated date of delivery, which follows GA estimation, also facilitates
appropriate birth planning and complication readiness by the mother and family. Increased global attention to the
need for accurate GA estimation was triggered by results of the Antenatal Corticosteroid Ttrial, published in 2014,
which showed that despite the expected more frequent use of antenatal corticosteroids for mothers of LBW infants in
the intervention groups, neonatal mortality did not decrease in this group and, in fact, increased in the study
population overall. Study authors theorized that inaccurate GA assessment contributed to misclassification of
GA-based eligibility and the increase in neonatal mortality.
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Accurate GA estimation: The Asia Gestational age Estimation Study (AGES) aimed to understand the current
strategies and practices of GA estimation and documentation in two LMICs (India and Cambodia), with the
ultimate goal of contributing to safe and effective clinical practice in MNH. A critical premise for this research has
been that GA is most accurate and precise when documented early in pregnancy (first trimester when possible),
and that GA must be documented and reviewed throughout the continuum of care to best inform clinical
decision-making, especially with regard to time-sensitive interventions.

e Cambodia:

e Approximately 60% of patient study participants presenting for intrapartum care at the hospital level in
Cambodia did not bring an ANC record for review. This was true for around 28% of clients presenting
for intrapartum care at health centers.

e Among those women who brought ultrasound records with them, about 25% did not have those records
reviewed by a provider.
e For those with time-sensitive interventions (e.g., induction of labor), only 56% had ultrasound records
available.
¢ India:
e  Ultrasound was generally more available than in Cambodia, but ultrasound-based GA was available for

only 3% of ANC clients less than 14 wecks pregnant, indicating that the gold standard for precision in
GA estimation was exceedingly rare.

e Most providers (92%) asked clients about the date of their last menstrual period at their first ANC visit.

e Nearly half of clients did not receive an ANC card at the first ANC visit, and as a result, approximately
6% of clients had estimated date of delivery established and documented in the first trimester.

e Most intrapartum clients (59%) brought ANC cards to maternity services, but only about half of those
had providers who looked at their cards.

e Among women receiving time-sensitive intrapartum interventions at the health center level (n=50),
34% had no ANC record available for review.
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e  Qualitative research findings indicate that most ANC clients in rural Rajasthan understand time in
relation to harvests, the moon cycle, and festivals, rather than months and days. Analysis has also shown
that no consistent protocol for GA estimation or triangulation of inputs is used by providers. While
providers often expressed confidence in their GA estimation practices, this was not backed by
quantitative data.

e  Health providers communicated diverse explanations for value of GA estimation in ANC and
intrapartum care.

® Guidance generation: The findings of AGES informed the agenda, discussions, and decision-making at the
MCSP-convened Technical Consultation on Improving the Quality of GA Estimation on May 30, 2019, in
Washington, DC. Global stakeholders, including representatives from MCSP, USAID, WHO, UNICEF, PAHO,
and vatious academic institutions, considered the global normative guidance, implementation challenges, and
emerging evidence to develop updated guidance for the global community. The technical experts discussed
potential strategies for improving quality GA estimation and use in clinical decision-making, and opportunities to
increase access to rational ultrasound use, including country support requirements and priorities for HSS. The
suggested guidance will be shared with the global community and study countries via a final report and
dissemination events, with the ultimate goal of improving quality of care for pregnant women and infants.

Recommendations for the Future
Laos

Please refer to the Laos country program summary for a list of recommendations for the future.

Postnatal Care

In India, MCSP built on the Odisha State government’s innovative approach for antenatal risk stratification by
extending it to the postnatal period, and prioritized pre- and postdischarge care for those mothers and newborns who
were at risk of developing complications. The pilot in Nuapada demonstrated the potential for this approach to
strengthen the quality of care and improve outcomes for mothers and newborns; the next step will be to contextualize
and test the Nuapada PNC approach to other states, thereby improving PNC for mothers and newborns across India.

® Discuss risk stratification as a means to improve PNC for the most vulnerable mothers and newborns as
a strategy to improve postnatal outcomes. To do so, the strategy tested in Nuapada should be adapted and
tested in different geographical and health system conditions in other countries and results published to
contribute to the knowledge base. The global MNH community should review results of the risk stratification
approach in improving maternal and newborn outcomes, and consider updating the WHO guidelines, if the
results show promise. This would contribute to reducing morbidity and mortality among mothers and newborns,
particularly those at the greatest risk of postnatal complications.

® Expand and test the First 42 Days mobile app with new content. With the rapid growth of digital health
technology, it is recommended that the First 42 Days mobile app be expanded and tested for additional contents,
such as metrics, feedback from parents, and referrals and counterreferrals. This will contribute to the growing
knowledge base for mHealth interventions as important tools to enhance care, build accountability of health
systems, and strengthen linkages between facilities, communities, and families.

® Design and test a specialized PNC model for newborns discharged from inpatient care. This could
include specific instructions on timing and content of PNC for these highly vulnerable infants, including linking
with early intervention programs to support their neurodevelopment and physical health.

Gestational Age Estimation

® Continue to prioritize improved accuracy and precision of GA estimation as the global community
works toward improving the overall quality of MNH services. GA is critical to providing appropriate, time-
sensitive interventions for improving MNH outcomes in the context of ANC, intrapartum care, and PNC.

® Invest in improving the experience of ANC for women to facilitate earlier entry to care. This, in turn,
supports accuracy and precision in GA assessment.
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® Emphasize the importance of clinical documentation during capacity-building for ANC and
intrapartum care providers. This can help in communicating with other caregivers throughout the continuum
of care and with appropriate clinical decision-making.

® Precede rational introduction and use of obstetric ultrasound by broad consideration of overall health
system priorities and referral pathways, appropriate cadres, training needs, equipment maintenance
capacity, and safe environment of care for equipment and infection control.

® Disseminate the guidance generated from the Technical Consultation on Improving the Quality of GA
Estimation. The findings of AGES should also be included in the global MNH evidence base when developing
future guidelines on ANC and ultrasound use in pregnancy.
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‘ Global Development Alliances

Areas of Focus for Global
Development Alliances

e Mobile Alliance for Maternal Action:
harnessing mobile phones to provide
women and their families access to the
basic health information they need to
have a healthy pregnancy and babies.

e Survive and Thrive: Supporting,
sustaining, and strengthening
high-quality, facility-based interventions
and clinical competencies through
training, QI approaches, professional
associations, and the application of
effective technologies and innovations

e Saving Mothers, Giving Life (SMGL):
Reducing maternal mortality in
low-resource, high-burden sub-Saharan
African countries using a district HSS

approach
Highlights of MCSP’s Legacy
Through the MAMA program, MCSP contributed to the development Through SMGL, MCSP helped to
MCSP improved access to vital and dissemination of HBS and HBB increase M&E capacity in Uganda and
health information for over 86,000 | training modules, strengthening capacity Zambia, allowing for better tracking of
pregnant women, spouses, and and improving quality of care for key health indicators and maternal
family members in Nigeria. mothers and newborns in seven MCSP deaths.

and MCHIP-AA-supported countries.

Figure 18.1. Highlights from the Survive & Thrive and 100K Babies initiative in Nigeria

As a partner on the Survive & Thrive/ 00K Babies initiative in Nigeria, MCSP
contributed to strengthening the capacity of professional associations and frontline
health workers to deliver life-saving newborn care in Nigeria.

MCSP and other |00K Babies partners collaborated with the Pediatric Association of Nigeria
and Nigerian Society of Neonatal Medicine to support the Federal MOH in developing a
harmonized national Essential Newborn Care Course. The course brings together
adaptations of Helping Babies Survive and the WHO Early Essential Newborn Care modules.

Between 2015-2018, |00KB partners (including MCSP) trained:

@ 93 national-level master trainers on the harmonized ENCC curriculum

@ 2’472 frontline health workers in 8 states through cascade trainings
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Global Development Alliances
Introduction
Mobile Alliance for Maternal Action

Millions of pregnant women and their families have inadequate access to the basic health information they need to
have a healthy pregnancy and healthy babies. MAMA was designed to address this barrier by harnessing the growing
ubiquity of mobile phones. MAMA was a three year (2012-2015) public private partnership between USAID and
Johnson& Johnson—each providing a $5 million investment—that delivered vital age- and stage-based health
messages to new and expectant mothers in developing countries via their mobile phones. Through its global learning
program, it created tools and resources to strengthen new and existing mobile health programs for use by NGOs and
other organizations to provide trusted information to moms. MAMA developed free, adaptable messages informed by
experts in MNCH—including those at MCHIP and MCSP. The program also included the MAMA Global Secretariat,
which was established in 2012 as a result of the promising experiences from Bangladesh and South Africa. The
secretariat was supported by USAID, Johnson & Johnson, and BabyCenter, and was hosted by the mHealth
Alliance/United Nations Foundation with the following objectives: to galvanize the mHealth efforts in Bangladesh
and South Africa to expand similar programs for low-income pregnant women, new mothers, and their families to
other countries; to create high-quality age- and stage-based messages for these clients that could be adapted to meet
the needs of the local context; and to research and better understand the role that mHealth can play in behavior
change, leading to demonstrated

Survive and Thrive

Building upon the successes of the HBB GDA, the Survive and Thrive GDA launched in 2012 with the goal of
improving maternal and child survival and tackling the leading causes of newborn death beyond birth asphyxia. The
American Academy of Pediatrics served as the secretariat of the GDA, which was also supported by private sector
partners Johnson & Johnson and Laerdal. The GDA was founded on two key objectives: (i) support, sustain, and
strengthen high-quality, facility-based interventions and clinical competencies through training, QI approaches, and
the application of effective technologies and innovations; and (ii) mobilize and equip members of professional
associations to improve the quality of high-impact MNCH interventions in health facilities and to be MNCH
champions. Global maternal, newborn, and child mortality rates correlate with a lack of access to health services
provided by trained, skilled health care providers. To address this need, the GDA developed a series of tools and
resources, including the HBS and Helping Mothers Survive packages, and coordinated with MOHs through country-
led and country-owned initiatives to develop national MNH plans and provide training opportunities for health
professionals.

Saving Mothers, Giving Life

Preventing maternal and newborn deaths remains a global health imperative under the United Nation’s SDG targets
3.1 and 3.2. SMGL was designed in 2011 within the Global Health Initiative as a public-private partnership between
the US government, Merck for Mothers, Every Mother Counts, the American College of Obstetricians and
Gynecologists, the government of Norway, and Project Commission on Urgent Relief and Equipment. SMGL’s initial
aim was to dramatically reduce maternal mortality in low-resource, high-burden sub-Saharan African countries. It used
a district HSS approach, combining supply- and demand-side interventions to address the three key delays to
accessing effective maternity care in a timely manner: delays in 1) seeking, 2) reaching, and 3) receiving quality
obstetric services. MCSP supported SMGL and the MOH in Zambia to improve or scale-up high-impact
interventions, including EmONC, ENC, HBB, PPFP, and more in target districts. The project also increased M&E
capacity in Uganda and Zambia in order to improve tracking of SMGL indicators.

Key Accomplishments and Results
Mobile Alliance for Maternal Action

® MAMA implementation: Bangladesh, India, Nigeria, and South Africa started implementation of their
mHealth programs sequentially and are at varying stages of implementation and program scale-up. The country
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programs have achieved successes in reaching pregnant women, new mothers, and their families with vital
information about how to take better care of themselves and their children. The evidence-based, culturally
sensitive mobile messages have been downloaded and used by 161 organizations in 54 countries around the world
and are accompanied by guidelines on how to localize the messages for a specific country context. The country
programs have also developed public-private partnership networks, particularly engaging governments and mobile
network operators in supporting mHealth efforts. The full report and relevant resources are available on MCSP’s
website.

® HelloMama in Nigeria: MCSP supported the HelloMama program, which has been scaled up in Cross River
and Ebonyi states, reaching 97 health facilities and more than 60,000 subscribers. HelloMama is an age- and stage-
based messaging platform delivering behavior change messages to pregnant and postpartum women through
integrated voice response and text platforms. The project was implemented as a partnership with Pathfinder and
Prackelt. In baseline and the endline surveys conducted by Pathfinder on the behalf of the partnership, results
showed an increased percentage of women having at least four ANC visits (87% in the intervention group vs 82%
in the control group), breastfeeding their child exclusively for at least 6 months (69% intervention vs 62%
control); and applying CHX to the newborn’s stump (43% intervention vs 33% control). The State of Cross River
has agreed to take on the running costs for the program and has already included a budget allocation to continue
the program beyond the end of the MCSP transition.

® Support to the MAMA Global Secretariat closeout: Once its global goals were achieved, the MAMA Global
Secretariat was dissolved in December 2015. MCSP played a key role in this transition process, including
supporting the secretariat’s closeout activities and synthesizing lessons learned from the four countries, with the
aim of providing useful information to other stakeholders interested in implementing mHealth initiatives.

® MAMA lessons learned: In December 2016, MAMA hosted a “lessons learned” meeting with representatives
from the four country programs and partner organizations. Due to MCHIP’s role in implementing the program in
Bangladesh and supporting M&E in South Africa, as well as its own role introducing MAMA in Nigeria, MCSP
played a critical role in coordinating this meeting. The primary lessons identified in this meeting include using
local contextual factors such as literacy levels or phone usage patterns during initial mobile channel selection;
conducting formative research to guide programmatic design; and developing financing models with
consideration of the local context, goals, and cost drivers. It is also important to build partnership structures with
clearly articulated roles and contingency plans for unanticipated changes in leadership, strategy, and personnel;
localize content, timeslots, jingles, etc., with involvement from country stakeholders; and carefully align multiple
partners and strategies for customer enrollment. The systems need to be designed to be adaptable to evolving
program needs, which requires careful management and collaboration with external technology experts and
mobile network operators. Finally, reporting needs and privacy policies should be clarified before implementation
to avoid delays in harnessing data, with a careful balance struck between resources allocated for routine
monitoring and impact evaluation. Further information about this meeting can be found in the MAMA lessons
learned brief.

Survive and Thrive

® Mobilization of GDA partner resources: From 2012 to 2017, Survive and Thrive GDA harnessed the expertise
and innovation of partners, including USAID and its supporting projects, MCHIP, MCSP, and USAID ASSIST;
the American Academy of Pediatrics; Laerdal; Latter Day Saint Charities; Jhpiego; Save the Children; Johnson &
Johnson; Global Health Media; the American College of Nurse-Midwives; the Bill & Melinda Gates Foundation;
the American College of Obstetricians and Gynecologists; the American Heart Association; Sigma; Project
CURE; and the International Pediatric Association to ensure that mothers, newborns, and children across the
globe can survive and thrive to their full potential. The GDA mobilized USD 120 million in contributions from
all partners, 45% of which was cash, and contributed to country- and global-level advancements in training and
QI for MNH.

® HBS and Helping Mothers Survive training modules in national programs: Through the Survive & Thrive
GDA, MCSP supported the adaptation and integration of the HBS and Helping Mothers Survive training
modules into national programs in Bangladesh, Burma, Pakistan, the DRC, and Zimbabwe. In addition,
MCSP introduced and expanded the use of HBS modules in several other countries across the globe, extending
the reach of the GDA-supported materials far beyond the countries included in the GDA itself. For example,
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MCSP supported the introduction of ECSB in eight countries in the LAC region (see the LAC Bureau and Zika
sections for details).

Bangladesh: A multipartner effort in Bangladesh to adapt materials related to the care of newborns to the
country context resulted in the development of the Comprehensive Newborn Care Package, which has since
been implemented in public sector settings at multiple service delivery levels.

Burma: GDA partners in Burma engaged with in-country technical experts to adapt and incorporate existing
global and country manuals and guidelines, including HBB, ECEB, and ECSB, to strengthen existing national
newborn resuscitation and IMNCI training programs. The updated modules, reflecting relevant Burma
policies, guidelines, and protocols, were launched by the MOH for national scale-up in April 2017 and have
resulted in the creation of a national newborn resuscitation package. This has been an important step toward
institutionalizing competency-based, hands-on education methodology to improve newborn skills for health
care providers.

Professional associations strengthened as a pathway to sustainability: Together with other GDA partners,
MCSP mobilized national professional associations to lead and facilitate improvements in the delivery of
high-quality health services across the globe.

Nigeria: GDA partners in Nigeria, supported a memorandum of understanding between professional
associations and the Federal MOH to ensure the availability of trained and mentored health providers to
improve the quality of services. MCSP worked in collaboration with the Federal MOH, American Academy
of Pediatrics, and Pediatric Association of Nigeria/Nigerian Society of Neonatal Medicine to train

93 national-level master trainers on the new, harmonized ENC Course curriculum; cascade trainings were
subsequently rolled out and reached at least 2,472 frontline health workers in eight states of the country. The
GDA also worked with the Nigerian professional associations to adapt and integrate HBS training modules
into the national newborn program. (Figure 18.1)

DRC: MCSP supported the organizational and institutional capacity-building of the Congolese Association of
Pediatricians, through a subagreement with the Canadian University Services Overseas International, to build
upon the Pediatric Association’s potential regarding governance, administrative support, communication, and
advocacy. Separately, MCSP also collaborated with GDA partners (American Academy of Pediatrics,
American College of Nurse-Midwives, and American College of Obstetricians and Gynecologists) to support
four Congolese professional associations—the Congolese Association of Pediatricians, Congolese Association
of Obstetricians/Gynecologists, Congolese Association of Midwives, and the Congolese Order of Nurses—
to improve care for mothers and newborns by strengthening provider performance on low-cost, high-impact
interventions. Specifically, MCSP, along with the three GDA partners, harmonized, adapted, and adopted an
integrated maternal, newborn, and PPFP package for care on the day of birth and the immediate postpartum
period, for integration into pre-service and in-service training in-country. T'wenty-three professional
association members were trained on the integrated package in 2017, and subsequently cascaded the training
at their own health care institutions and elsewhere in the country, including at the MCSP-supported model
training center at Kintambo General Hospital. By September 2018, MCSP had trained 53 of Kintambo’s
health care providers on the integrated MNH and PPFP package at the model training center; trainees also
benefited from post-training follow-up and skill practice. Post-test evaluations showed impressive gains in
theoretical knowledge as well as clinical skills, with an average final evaluation score of 89.8%.

Implementation of focused QI measures: MCSP led QI initiatives in several countries, including Nigeria,
where quality control measures in relation to health care delivery and facility readiness did not previously exist.

Nigeria: MCSP established QI teams in 91 health facilities and developed M&E tools to contribute to the
adaptation of Nigeria’s national QI guidelines and tools and to incorporate the WHO quality of care
framework in Igabi. These tools were used by GDA partners Save the Children and Johnson & Johnson to
train staff on data management and using data for decision-making, as well as forming QI teams in 22 health
facilities to track QI indicators related to MNH outcomes, facility cleanliness, and provider skills. As a result,
the percentage of Johnson & Johnson-supported facilities reporting data to the state DHIS on time increased
from 60% to 90%.
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Saving Mothers, Giving Life

® Support for M&E in Uganda: MCSP supported the SMGL partnership on all aspects of M&E in Uganda. To
calculate maternal deaths in the community, data were triangulated across routine monitoring, verbal autopsy
review, and deaths identified by the pregnancy outcome monitoring system at facilities. There was a
44% reduction in both facility and districtwide MMR in Uganda. Facility deliveries increased by 47% (
from 46% to 67%) in Uganda, while cesarean delivery rates increased by 71% (from 5.3% to 9.0%). The changes
in stillbirth rates were significant (—13%) in Uganda. The average annual rate of reduction for maternal deaths in
SMGL-supported districts exceeded that found countrywide: 11.5% versus 3.5%.

® Support to scale-up of MNCH interventions in Zambia: MCSP assisted SMGL and the MOH in scaling up
evidence-based, high-impact MNCH interventions as the main clinical implementing partner for 87 target
facilities in Mansa, Chembe, Lunga, Kabwe and Samfya districts. MCSP was also designated as the HBB clinical
implementing partner for Chipata, Choma, Pemba, Zimba, Kalomo, Lundazi, and Nyimba districts, where the
project reached a total of 105 target facilities. In order to reduce maternal and neonatal mortality in SMLG target
districts, MCSP supported the MOH and other partners to expand and improve the quality of labor/delivery,
newborn, and postpartum health services (including PPFP in Mansa and Chembe). MCSP worked across the
national, district, and community levels to revise and standardize national training packages, implement activities
to improve the quality of clinical care, and generate demand for maternal health services. For instance, MCSP
trained 128 national trainers in ECEB, HBB and KMC to facilitate integration of these approaches into all
EmONC trainings in Zambia. The project also provided training and mentorship in EmONC/ENC to 43
healthcare providers and additional trainings and/or mentorship for over 400 providers.

® Development of M&E capacity in Zambia: MCSP supported the SMGL partnership to build M&E capacity
of the University of Zambia for routine indicator monitoring and reporting. Staff at the Central Statistical Office
were trained on SMGL indicators, data collection, and verbal autopsy for the endline districtwide summative
evaluation effort. These efforts found a 38% reduction in facility and a 41% decline in districtwide MMR in
Zambia. Facility deliveries increased by 44% (from 62% to 90%) while cesarean delivery rates increased by
79% (from 2.7% to 4.8%). The average annual rate of reduction for maternal deaths in SMGL-supported districts
exceeded that found countrywide: 10.5% versus 2.8%. The change in stillbirth rates was also significant (—36%).

Figure 18.2. Saving Mothers, Giving Life results in Uganda and Zambia
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Source: Saving Mothers, Giving Life. 2018. 5 Years, 3 Countries, | Mission. 2018 Final Report: Results of a Five-Year Partnership to Reduce Maternal and Newborn

Mortality. SMGL. http://www.savingmothersgivinglife.org/docs/smgl-final-report.pdf

Recommendations for the Future

Specific recommendations for the future from MAMA, Survive and Thrive, and SMGL can be found in each of the
GDAS’ final reports.
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Highlights of MCSP’s Legacy

Areas of Focus -
HIV/AIDS

e  Addressing country-specific
priorities related to HIV
prevention, treatment, care and
support, including service
delivery, policy development,
and capacity development

e Providing technical assistance to
achieve 95-95-95 targets

e Supporting service delivery
across the cascade of care,
including HIV testing services
(HTS), prevention of mother-
to-child transmission (PMTCT),
HIV care and treatment
including cervical cancer
screening, and adherence
support

Supported nearly 20,000 HIV-positive
women during pregnancy with ART for
PMTCT across Haiti, Mozambique, and
Zambia, and initiated more than

11,000 nonpregnant clients on ART in
Haiti and Namibia.

Contributed to providing HTS to more
than 400,000 clients, including the
most hard-to-reach populations
through support of MOHs and
empowerment of CHWs in Haiti,
Mozambique, Namibia, and Nigeria.

Contributed to strengthening health
systems performance drivers from
pre-service strengthening for HIV
services in Ghana and Tanzania to
enhancing the interoperability of
HMISs in Namibia and Tanzania.

Figure 19.1. Moving from systems strengthening to HIV service delivery in MCSP-supported

countries
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HIV/AIDS

Introduction

The HIV response is a remarkable achievement in the history of global health. PEPFAR has played a defining role in
supporting the Joint United Nations Programme on HIV/AIDS (UNAIDS) fast-track targets to end the HIV
pandemic by 2030. Several countries are on track to achieve epidemic control, and “undetectable = untransmittable”
holds the promise of sustained epidemic maintenance. However, in 2017, 1.8 million individuals globally acquired
HIV.2! Countries’ trajectories toward the 95-95-95 targets are not uniform. Although steady progress has been made
in addressing the HIV epidemic, young women and girls are still disproportionately affected in many countries where
MCSP works, especially in sub-Saharan Africa, where 56% of new HIV infections are among women. MCSP received
PEPFAR funds in a select number of countries to further advance PEPFAR priorities. MCSP increased access to
prevention, treatment, care, and support services in nine countries: eight across sub-Saharan Africa (Ghana, Kenya,
Mali, Mozambique, Namibia, Nigeria, Tanzania, and Zambia) and one in the Caribbean (Haiti). MCSP assisted
governments to ensure that HIV testing and treatment was afforded to the most at-risk, vulnerable populations.

Key Accomplishments and Results
HIV Prevention, Including HIV Testing Services
Country

® Strengthening of the continuum of care through Namibia’s national CHW program: From 2014 to 2018,
MCSP supported Namibia’s Ministry of Health and Social Services to strengthen the continuum of care from
households and communities to health facilities by institutionalizing the national Health Extension Program.
Leveraging the reach of CHWs through the national CHW program, MCSP provided catalytic technical support
to the Ministry of Health and Social Services to introduce and scale up community-based HTS in five northern
districts with high HIV prevalence. Between July 2016 and June 2018, 138 CHWs conducted 18,229 HIV tests; of
these, 67% were performed for first-time testers (see Figure 19.2). The standard operating procedures developed
by MCSP for community-based HTS in the CHW program will be used by the ministry to further scale up the
approach and accelerate Namibia’s progress toward reaching the UNAIDS 95-95-95 targets.?? Furthermore, to
accelerate HIV prevention, testing, and treatment among Namibian adolescents and youth aged 10—24 years old,
MCSP partnered with the Namibian Planned Parenthood Association to strengthen adolescent-friendly services,
provide 60,514 HIV tests, link 1,762 HIV-positive clients to ART, and initiate pre-exposure prophylaxis to 384
HIV-negative clients at risk of HIV. For more information, please see MCSP’s report on providing community-
based HTS in Namibia.

Figure 19.2. 138 CHWs in three districts conducted 18,229 HIV tests and identified 366 new
people living with HIV in Namibia
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Data source: MCSP Namibia program monitoring data (July 2016—June 2018).

2IUNAIDS Data 2018. http://www.unaids.org/sites/default/files/media_asset/unaids-data-2018_en.pdf
22The UNAIDS 95-95-95 targets are 95% of PLHIV have known HIV status, 95% of people diagnosed with HIV infection on ART, 95% on
PLHIV on ART with suppressed viral load.
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Increase in capacity for HIV testing in Nigeria: MCSP worked with the Nigerian Federal MOH from
October 2016 to January 2019 to increase capacity for HIV testing, including the development of the HTS
guidelines and national HTS scale-up plan, which were finalized in June 2017. These guidelines provide essential
updates on new HTS approaches, including partner notification services, as well as standards for providers to
ensure implementation of high-quality HTS. MCSP found an average decrease of USD 322 per newly identified
HIV-positive partner through implementation of the partner notification services program. HIV-positive index
clients who accepted and participated in partner notification services listed a total of 12,679 partners. Of all
HIV-positive partners identified, 75% were successfully linked to HIV care and treatment, including partners who
were newly diagnosed and previously diagnosed (presumed to have fallen out of care and treatment). MCSP also
worked with the Federal MOH to develop national guidelines for HIV self-testing; these were finalized in
November 2018 and provide implementation standards, including common distribution approaches, evaluation
standards for new self-testing kits, and M&ZE tools.

Advancement toward the UNAIDS 95-95-95 goals in Haiti: Principal strategies undertaken by the Services de
Santé de Qualité pour Haiti (Quality Health Services for Haiti) project to work toward the 95-95-95 UNAIDS
goals were targeted testing and the implementation of “test and start” in the PEPFAR-supported sites (46 of 164
health centers). These new approaches, supported by the MOH and rigorously introduced by the MCSP teams
through trainings and supervision visits, resulted in identifying a higher percentage of people living with HIV
(PLHIV) when conducting HIV testing and ensuring the majority of PLHIV started on treatment immediately
following a positive test result. By December 2017, all tested individuals received their results, 83% of those who
tested HIV-positive were enrolled on ART (see Figure 19.3), 63% were retained on treatment for at least 12
months, and 64% had undetectable viral loads. Over the course of the project, MCSP tested 717,010 individuals
and started 7,196 new patients on ART.

Figure 19.3. Number of people newly tested HIV-positive and those newly on ART in Haiti
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Note: Newly on treatment includes newly tested positive as well as known people living with HIV who had not yet initiated ART.

HIV Care and Treatment, Including Prevention of Mother-to-Child Transmission and Cervical Cancer
Prevention
Country

Scale-up of cervical cancer prevention (CECAP) services: Women living with HIV are five to nine times
more likely to develop cervical cancer than their HIV-negative peers. In Mozambique, MCSP supported the
government to scale up CECAP in 34 districts in Nampula and Sofala Provinces to improve access to screening
and treatment of precancerous cervical lesions for all women using visual inspection with acetic acid and
immediate cryotherapy. From October 2015 to September 2018, MCSP trained more than 500 health
professionals across all 11 provinces and more than 130,000 gitls and women were reached. MCSP provided
technical assistance to the Department of Non-Communicable Diseases to develop the Plan for Consolidation
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and Expansion of the National Program for Prevention and Control of Cervical and Breast Cancer, 2016-2021,
which established the framework for consolidating and expanding the national program. The plan promotes the
shift from opportunistic screening (waiting for women to come to the service to offer screening) to organized
screening (targeting all eligible women for screening at least once in a lifetime, if not at regular intervals). In 2017,
the MOH procured USD 417,000 worth of essential materials and equipment for CECAP, including

40 cryotherapy units for treating eligible lesions at public health facilities. The program expects that the MOH will
continue to take an increased lead in forecasting and procurement of CECAP materials and equipment. In
Tanzania, MCSP supported the government to reach more than 42,000 women with cervical cancer screening
services using visual inspection with acetic acid in Iringa and Njombe regions over the life of project, with more
than 97% of identified precancerous lesions treated on the same day. In Mali, MCSP provided technical support
to public and private services through cervical cancer screening during routine activities for 4,402 women in

252 community health centers and 92 private clinics, 66 of whom tested positive and were referred for treatment.

Improved systems for monitoring and serving ART clients in Haiti: MCSP’s SSQH project had a focus on
increasing efficiencies to better monitor adherence and retention of clients on ART. Gender-specific barriers to
uptake and adherence to treatment were addressed through ensuring culturally relevant peer education and
support. MCSP supported community-based services including community-based distribution of ART. By
December 2017, there were 12,027 patients on ART in the facilities supported by MCSP through PEPFAR
funding. Substantial efforts were made to bring clients lost to follow-up back into care, and to maintain newly
enrolled clients on lifelong ART. The challenges of returning clients to treatment were primarily linked to client
migration across borders and within country, and a lack of monitoring systems to trace client movement. MCSP
developed tracking tools to collect essential data via peer educators, trained and mobilized peer educators to trace
and relocate clients lost to follow-up, and supported peer educator distribution of ART. Dispensing of multiple
months of ART was also instituted across facilities. At the health facility level, MCSP introduced biometric
equipment linked to electronic medical records in 86% of supported sites to allow clients to be registered and
receive point-of-care services in multiple sites. In addition, MCSP installed viral load testing in all 42 sites and
developed a tool that allowed for better monitoring of viral suppression and improved clinical guidance. MCSP
introduced successful targeted testing strategies, which led to an increase in the proportion of those testing
HIV-positive from 1.4% in Q1 of PY3 steadily up to 1.7% in Q4 of PY3. This rate held at 1.7% through PY4 Q1.
MCSP also supported facilities to improve viral load. By the end of the project, all 42 of the HIV sites providing
treatment also provided viral load testing. As of December 2017, 7,886 PLHIV had a viral load result, 64% of
whom were virally suppressed.

Improvements in delivery of MINH care and integration with HIV services in Zambia: Under the SMGL
program in Zambia, MCSP was designated as the main clinical implementing partner for Mansa, Chembe, Lunga,
Kabwe, and Samfya districts, where MCSP worked to improve the delivery of high-impact MNH services in 87
target facilities. Using a mentorship approach, MCSP worked to integrate PMTCT and EmONC. MCSP worked
with ANC and labor/delivery providers to ensure that HIV testing at ANC visits and dry blood spot testing after
delivery were routinely and correctly performed, and that antiretrovirals were administered according to National
Option B+ guidelines. For more information, please refer to the SMGL final report.

Supporting Health Systems Performance Drivers
Country

Provision of eLearning in Ghanaian nurse and midwifery schools: In partnership with the Government of
Ghana, MCSP enabled access to eLearning in 31 nursing and midwifery training schools, improving health care
provider competency in provision of comprehensive HIV services. Through MCSP, 35,000 nursing and
midwifery students had access to HIV materials to better prepare them to serve Ghanaians. In addition, the Hello
Nurse application facilitated dissemination of the 95-95-95 strategy through case-based scenatios, interactive
clinical task presentation, and clinical decision-making support.

Improved capacity of Tanzanian pre-service institutions: In Tanzania, MCSP harmonized continuous QI,
accreditation, and registration processes among key governing bodies as a key PSE sustainability strategy. More
than 286,100 students have graduated from improved health training institutions that now have functioning
computer labs, skills labs, and libraries and meet all associated continuous QI standards. Overall QI scores
increased at supported institutions from 37% in 2015 to 81% in 2017. An endline assessment identified a
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significant improvement in competence demonstrated by graduating students from MSCP-supported schools, an
average of 80% compared to 68% from nonsupported MCSP schools. In Tanzania, HIV funding also contributed
to MCSP deploying the Health Information Mediator, a key component that enables data to flow between
multiple systems/organizations and improves data use for decision-making.

Improvements in data quality and accessibility in Namibia: MCSP supported the Namibian Ministry of
Health and Social Services’ Health Information and Research Directorate to strategically enhance and integrate
the country’s fragmented HIS, incorporating CHW program data into the DHIS2 platform, improving HIV data
quality, and promoting and teaching more effective and strategic use of data from the HIS for decision-making at
all levels.

Support for integrating reproductive health and HIV services in Kenya: MCSP supported the finalization of
guidelines on reproductive health and HIV service integration and taking them to the county level. MCSP trained
providers on packages of integrated preventive and curative health interventions that included focused ANC (with
MiP, maternal nutrition, FP, PMTCT, etc.), PNC (including breastfeeding, immunization, CHX cord care, and
PPFP), EmONC (including essential newborn care), Kenya Action Plan for Pneumonia and Diarrhea (integrates
immunization, child health, nutrition, and WASH to prevent and treat pneumonia and diarrhea), and IMCI
strategy.

Recommendations for the Future

162

Integrate HIV services within the primary health care platform. MCSP strengthened HIV services in nine
countries, in seven of them (Ghana, Haiti, Kenya, Mali, Namibia, Tanzania, and Zambia) through strengthening
primary health care platforms and provider competencies. MOHs and program should leverage key entry points
such as ANC, immunization, and HIV testing, to integrate RMNCAH and HIV services.

Governments should increase the visibility and scale up community-based HTS and ART services. The
success of such approaches was clearly demonstrated in Namibia and Haiti, respectively.
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Country Program
Achievements under MCSP
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Burkina Faso
Agenda

Global Health Security

Geographic Implementation Areas Population

Regions Country

3/13 (23%)—Centre, Centre-Est, and Est e 20.9 million

» Districts MCSP-supported areas

5/70 (7%)—Baskuy, Manni, Pouytenga, Sig-Noghin, o .29 million
and Zabré

Facilities

Technical Areas

85/2,287

Program Dates Strategic Objectives through the Life of Project

November 30, 2017—June 30, 2019

Total Funding through Life of ©
Project (GHSA)
$1,000,000 (Ebola funds—Pillar IV) e

Demographic and Health
Indicators

Scale up and strengthen case-based and community-based surveillance to
improve meningitis detection and confirmation.

Improve preparedness and response mechanisms for future meningitis
outbreaks.

Improve meningococcal group A, pneumococcal conjugate third dose, and
Penta3 immunization coverage by strengthening the overall RI system in low-
performing districts and maintaining high coverage in well-performing districts.
Improve surveillance, coordination, communication, and case management for
ongoing and future dengue fever outbreaks.

Highlights through the Life of Project
LGP e Updated the MOH’s RED/REC training materials and improved health worker

Children between

capacity to deliver immunization services in five districts.

12-23 months 81% e Supported MOH staff in implementation of immunization data quality and
completely ° accuracy self-assessments in five districts.
vaccinated e Trained 166 health staff in epidemiologic surveillance in five districts, resulting
IMR (per 1,000 live 66 in increased preparedness for detecting diseases and strategically responding to
births) outbreaks.
U5MR (per 1,000 e Supported an interministerial pilot of the event-based surveillance system using
live births) 102 the One Health approach in Pouytenga district.
MMR (per 100,000 e Supported MOH dengue, measles, and meningitis outbreak responses.
live births) 341 Figure |. Coverage of meningitis A vaccine increased in four of the five
Source: Burkina Faso DHS-MICS IV, MCSP-supported districts
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Burkina Faso—Global Health Security Agenda

Background

In Burkina Faso, under a 1-year activity funded by USAID through the Global Health Security Agenda (GHSA),
MCSP began providing technical and financial support to the MOH under the Preventing Epidemics through
Surveillance and Immunization program. The goal of this program was to support the Burkina Faso MOH to
strengthen its RI systems and disease surveillance, with a focus on meningitis and dengue prevention, preparedness
for potential outbreak, and outbreak response.

MCSP’s work plan was approved in May 2018, and in July 2018, MCSP received approval from the Burkina Faso
secretary general to support activities in three regions (Centre, Centre-Est, and Est) and five districts (Baskuy, Sig-
Noghin, Zabré, Pouytenga, and Manni?3). In August 2018, MCSP organized a rapid assessment, during which MCSP
established contacts with regional, district, and community authorities, service providers, and clients throughout its
intervention area. Assessment findings identified areas needing improvement, including organization of immunization
services, use of management and reporting tools, and quality of immunization and surveillance data. In response,
MCSP began working hand in hand with the MOH and other development partners on a variety of immunization,
surveillance, and disease outbreak response activities. KKey accomplishments resulting from MCSP support are
described below.

Key Accomplishments

Updated the Ministry of Health’s Reaching Every District/Reaching Every Child Training Materials and
Trained Health Workers in Five Districts

RED/REC is a global approach to strengthening national RI programs. The approach promotes preparation of
immunization microplans, use of information to track program implementation progress, interventions (including
supportive supervision of health workers) to improve the quality of immunization services, and linking of
communities to immunization services. In Burkina Faso, MCSP supported a baseline rapid assessment that revealed
RED/REC implementation was lacking in many districts/health facilities. For example:

® Some health facilities had not developed microplans.

® DPopulations that were at risk of not being vaccinated and/or hard-to-reach populations were not being identified
for vaccination.

® [mmunization program performance was not monitored regularly, and districts were not conducting supervision
visits to health facilities consistently.

® Program data were not being used consistently to guide decision-making.

With MCSP support, the EPI updated its RED/REC approach training materials based on WHO reference
documentation and used revised training tools to build capacity of three regional EPI focal points, 15 health district
team members, and 128 health facility managers in Centre, Centre-Est, and Est regions. The MOH, with MCSP
support, adapted a microplanning tool to aid participants in prepating and updating district/health facility catchment
area maps, identifying health centers and locations of priority communities, identifying client barriers to accessing and
using immunization setrvices, identifying solutions to challenges, and preparing work plans and plans for immunization
sessions. As of May 2019, 54% of health facilities had developed and shared microplans with their district
management teams, with the remaining health facilities expected to develop their microplans in the coming months.
In contrast, only 58% of all health facilities in the five districts had completed a microplan for all of 2018.

Trained Staff and Supported Implementation of Immunization Data Quality and Accuracy Self-
Assessments in Five Districts

The baseline assessment also identified significant EPI data quality issues in almost all health facilities assessed,
prompting MCSP support for training in and conducting detailed immunization data quality self-assessments in all 85

23 Though originally included as a sixth district, Pama was removed from the list of MCSP support due to security concerns.

MCSP End-of-Project Report 165



health facilities in the five districts. Assessment results revealed that data collection tools were consistently available to
health workers, but the quality of the EPI data was poor. For example, some health facilities had inconsistencies in
data among their various data reporting tools, such as data from tally sheets not conforming to summaries of the same
data included in monthly reports. Similar quality issues were observed in district monitoring, reporting, supervision,
and data management practices. The MOH, with MCSP support, led more effective supervision visits and mentored
facility staff in data quality and accuracy improvement activities. MCSP also built capacity of staff at all levels to use
data more consistently and regularly for better programmatic decision-making,.

Improved Meningitis A, PCV3, and Penta3 immunization coverage through strengthening overall RI
system in low-performing districts and maintaining high coverage in well-performing districts

Despite high national administrative coverage rates, the MOH EPI still faced gaps related to vaccine service delivery;
supportive supervision; data management and quality; and regional disparities in immunization coverage. To address
these, the MOH EPI with MCSP’s support, developed a strategy to build the skills of staff responsible for planning,
implementing, and monitoring the EPI in MCSP-supported regions, districts, and health facilities. The strategy
included: updating national RED/REC training materials; conducting updated RED/REC training for
regional/district-level trainers and cascading it to health workers; and providing technical and financial support for
supportive supervision. Skills-building focused on improving participants’ ability to: effectively organize and deliver RI
services in their catchment areas, optimize use of available EPI resources, and ensure equitable and sustainable
immunization access for target beneficiaries in all communities. Consequently, coverage of meningitis A vaccine
increased in four of the five MCSP districts. Although Baskuy achieved a 17% increase in coverage, it did not meet
the 80% target. One reason may be the lack of community-based health workers (agents de sante a base communantaire) to
provide complementary community mobilization on the immunization schedule and services (see Figure 1).

Built Capacity of Health Staff in Epidemiologic Surveillance in Five Districts

MCSP’s baseline assessment indicated the need for more surveillance training of epidemic-prone diseases for both
health staff and CHWSs. The MOH set capacity-building of personnel as a priority need, especially for compliance with
the country’s IDSR system. The MOH had revised IDSR guidelines in the recent past and had already conducted a
training of trainers (TOT) session using the revised guidelines but, due to insufficient resources, was unable to
proceed with planned cascade trainings in all districts. In response, MCSP supported the MOH in training 166 district
management team members and health facility officers (doctors, pharmacists, nurses, and midwives) from the five
MCSP-supported districts. Trainees strengthened their skills in detecting diseases under surveillance (meningitis,
dengue fever, yellow fever, measles, etc.), analyzing and interpreting data on disease conditions and priority events,
and responding strategically to outbreaks.

Implemented Event-Based Surveillance Using the One Health Approach in Pouytenga District

In July 2017, the MOH began piloting an event-based surveillance system in three districts (Houndé, Kongoussi, and
Boussé). In 2018, the MOH worked with the Ministry of Animal Resources, the Ministry of Environment, and
development partners to integrate a multisectoral One Health approach to disease control within the system. The
impetus for this interministerial One Health effort was the recognition that human, animal, and ecosystem health are
interconnected, and that multidisciplinary approaches to preventing, detecting, and responding to emerging/re-
emerging infectious disease threats are more effective than uncoordinated, standalone responses. In December 2018,
the three ministries, with support from the USAID-funded MEASURE Evaluation project, implemented event-based
surveillance One Health activities in Po health district, Centre-Sud Region. Three months later, in March 2019, the
three ministries, with MCSP support, extended the event-based surveillance One Health activities to Pouytenga health
district in Kouritenga Province, Centre-Est Region. The MOH, with support from MCSP, trained a group of
multisectoral stakeholders from Centre-Est Region (4), Pouytenga District (3), and Kouritenga Province (4), as well as
54 health, environmental, and veterinary technicians and 221 community workers in identification, early detection, and
notification of “unusual events” that may threaten human, animal, and/or environmental health. Participants received
job aids (e.g., awareness registry, notification forms, supervision matrix) to use post-training. MCSP subsequently
supported the ministries in conducting post-training follow-up and joint supervision visits throughout the district to
ensure that surveillance staff were able to implement the One Health approach event-based surveillance effectively in
the field.
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Signs that the surveillance system in Pouytenga improved include:

Intersectoral information sharing, coordination, and monitoring are now occurring. The heads of district health,
forestry, and veterinary departments recently met to share information on rabies and sanitary inspections, and
stakeholders from the three provincial departments planned a joint monitoring meeting for the second half of
2019.

Surveillance staff from all three ministries are now notified of unusual event reports. Once an event report is
confirmed, notification forms are sent within the appropriate ministerial reporting chain as well as to district
officers from the other ministries for multisectoral investigation.

There is greater community involvement in surveillance. Ministry staff are conducting communication, awareness-
raising, and sensitization activities and home visits. Community-initiated surveillance is taking place, whereas
surveillance was previously initiated mostly at the health facility level.

Supported the MOH’s National Dengue, Measles, and Meningitis Outbreak Responses

MCSP supported the MOH to respond to outbreaks of dengue, measles, and meningitis through the life of the project
in Burkina Faso.

Dengue outbreak: Burkina Faso had a dengue fever outbreak (grade 1 emergency) that began in September
2017. By the end of 2017, 15,074 suspected cases, 8,768 likely cases, and 36 deaths (case fatality rate of 0.2%) had
been reported nationally. In 2018, 4,385 suspected cases, 1,676 likely cases, and 25 deaths (case fatality rate of
0.6%) were reported nationally. In response to the epidemic, the MOH activated the National Epidemic
Management Committee and five dengue subcommittees, strengthened surveillance (daily notification in
Ouagadougou and weekly notification in all other regions), provided free medical care and treatment for all severe
cases, disseminated awareness messages through radio and television, and implemented vector control measures.
During this time, MCSP supported the MOH’s Division for the Protection of Population Health in its response
to the outbreak. MCSP’s participation in National Epidemic Management Committee meetings and the dengue
case management, communication, and epidemiological/sutveillance subcommittees helped ensure that the
country had a strong and coordinated response and that USAID was kept abreast of important developments.
MCSP also supported a household awareness campaign conducted by 2,500 CHWs and training on dengue case
management for 1,529 health care providers in seven regions, and provided financial and technical assistance for a
workshop to review data collection and reporting tools to improve the quality of dengue response monitoring
data.

Measles outbreak: Over the past 4 years, Burkina Faso has regularly experienced measles outbreaks despite good
administrative coverage achieved by RI. From week 1 (January 1-7) to week 23 (June 4-10) of 2018, the measles
surveillance system reported 3,741 suspected cases of measles with nine deaths (case fatality rate of 0.2%). To
respond to this outbreak, the National Epidemic Management Committee organized a vaccination response
campaign from July 27 to August 2, 2018. The campaign involved 26 health districts (including MCSP’s three
intervention districts, Sig-Noghin, Zabré, and Manni) in 12 health regions and targeted children ages 6 to 59
months old. An active member of the National Epidemic Management Committee, MCSP provided technical
support to the MOH in preparing, coordinating, and monitoring the measles response campaign.

Meningitis outbreak: Burkina Faso is the only country that lies entirely within the meningitis belt and is at
continued high risk of meningitis epidemics. In January 2019, Burkina Faso recorded a meningitis outbreak case
in Est Region (Diapaga District) and Sud-Ouest region (health districts of Gaoua and Dano). At epidemiological
week 10 (ending March 10, 2019), 818 suspected cases were reported nationwide with 49 deaths (case fatality rate
of 6%). In response, from February 8 to 13, 2019, MCSP helped organize suspected case and reactive case
vaccination campaigns in the Botou and Kantchari communes and health facility in Diapaga commune (Tapoa
Djerma) with the tetravalent meningococcal vaccine. With earmarked outbreak funds from USAID, MCSP also
provided technical support to the National Epidemic Management Committee.
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Recommendations for the Future

Working within a limited timeframe, MCSP helped the MOH strengthen RI skills of district management team
members, health facility staff, and CHWs (through support for the RED/REC approach and data quality self-
assessments) and epidemiological sutveillance (through IDSR, event-based sutveillance/One Health approach, and
dengue and meningitis surveillance training). To capitalize on this investment, MCSP recommends that the MOH,;
stakeholders within Baskuy, Sig-Noghin, Pouytenga, Zabré, and Manni districts; and development partners continue
efforts to:

I'As of May 2019, health facilities were still developing microplans with guidance from the districts.

168

Implement the RED/REC approach. This will help improve the organization of RI setvices, use of available
resources, and equitable and sustainable access to vaccination for children and pregnant women.

Provide supportive supervision to regional, district, and health facility staff to improve the quality and

consistent use of EPI data.

Provide supervision for IDSR and event-based surveillance implementation and expand the pilot of the
event-based surveillance/One Health approach. Doing so will help improve disease detection, surveillance,

and outbreak response throughout Burkina Faso.

Select Performance Indicators

Global or Country Performance Monitoring Plan Indicators

Number of CHWs trained on identifying meningitis as per protocol in
Pouytenga district (2019)

Number of health care workers trained on dengue case management in seven
districts (2018)

Number of health care workers trained in the five intervention districts (2018—
2019)

Percentage of health facilities with microplans developed/updated in the five
MCSP districts (as of May 2019)

Percentage of children under 12 months who received Penta3 in the five MCSP
districts (October—December 2018)

Percentage of children who received measles-containing-vaccine first-dose in
the five MCSP districts (October—December 2018)

Percentage of children who received meningococcal group A in the five MCSP
districts (October—December 2018)

Achievement (Target)
I75 (target: 129; target
exceeded)

1,529 (target not defined)
RED/REC: 146 (target not
defined)

DQSA: 18 (target: 10; target
exceeded)

IDSR: 166 (target: 170; 98%
achieved)

54% (target: 100%; 54%
achieved)'

113% (target: 80%,; target
exceeded)

107% (target: 80%,; target
exceeded)

99% (target: 80%; target
exceeded)
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Geographic Implementation Areas Population

Regions Country

o 7/17 (41%)—Ayeyarwaddy, Chin, Kayin, e 5].5 million
Magway, Rakhine, Shan (North), Shan (South),
Rangoon

MCSP-supported areas
e 28.0 million

e CYAEY
Technical Areas .

Program Dates
July 1, 2015-June 30, 2019

Total Funding through Life
of Project
$8,450,231

Demographic and Health
Indicators

Indicator # or %
MMR (per 100,000
live bitffhs)' 282
IMR (per 1,000 live 62
births)'
U5MR (per 1,000 79
live births)'

TFR (per woman)? 23

ANC 4+2 59%
SBA? 60%
DTP32 62%
Children with

symptoms of ARI 58%
treated at a facility’

ORT? 62%

Sources: [1] Burma Population and
Household Census, [2] Burma DHS
2015-2016.
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Strategic Objectives through the Life of Project

e Assist the Ministry of Health and Sports to strengthen:
*  The policy environment for QI and equitable access to MNCH
*  The health workforce to effectively deliver MNCH components of
the National Health Plan Essential Package of Health Services
*  Health service delivery in targeted technical and geographic areas

Highlights through the Life of Project

e Contributed to the development of 10 policies, strategies, and guidelines
to improve MNCH service quality, including the finalization, and
launched the first-ever national ANC guidelines.

e Established 10 Learning and Performance Improvement Centers,
contributing to quality improvements from 45% criteria met at baseline
to nearly 85% 15 months later and incorporation of the approach into
the first National Health Plan Annual Operational Plan for 2018.

e Trained 71 ethnic health organization providers as Ministry of Health
and Sports-certified basic emergency obstetric and newborn care
trainers—the first time that ethnic health organization trainers had been
certified by the ministry.

e Supported the revision of IMNCI guidelines and introduction of facility-
based IMNCI, enhancing providers’ ability to manage childhood illnesses.

Figure |. Establishment of Learning and Performance

Improvement Centers

MCSP established 10

Learning and people trained using
Performance @ I 83 6 Learning and Performance
@ @6 ’ Improvement Centers,
provement @ induding 71 ethnic health
Centers across 8 ®@ @ organization providers

states/regions of

Burma.They serve as ©

education centers for @ N‘Oi:cn:mmcd at Learning
> and Performance

SECHRES Yokt @6 844 Improvement Centers

of-the-art clinica using non-US government
skills training funds
resource and

assessments.
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Burma
Background

At the start of MCSP’s program in Burma, a strategic priority for the Ministry of Health and Sports was to
strengthen human resources for health by building the capacity of existing health workers to deliver lifesaving
MNCH interventions. Many health workers had not received technical updates in years, and most education
and training had been purely didactic instruction within a classroom and limited to theoretical learning,
Additionally, most health facilities did not deliver care according to evidence-based technical standards. The
overall goal of MCSP’s work in Burma was to respond to the Ministry of Health and Sports’ strategic
priorities for improving MNCH by demonstrating, documenting, and transitioning capacity to counterparts to
make sustainable improvements in the health system. The work that started in July 2015 was focused around
three intermediate results:

1. Policy environment strengthened for improving quality and equitable access to MNCH setvices

2. Health workforce strengthened to support effective delivery of MNCH components of the Essential
Package of Health Services

3. Quality health service delivery strengthened in targeted technical and geographical areas

Key Accomplishments

Supported the Ministry of Health and Sports to Develop Policies and Guidelines to Create a
Conducive and Evidence-Based Service Delivery Environment

The National Health Plan 2017-2021, which was officially launched on March 31, 2017, aims to strengthen
the country’s health system and pave the way toward universal health coverage. Its main goal is to extend
access to an HEssential Package of Health Services to the entire population while increasing financial
protection. MCSP provided technical support for all of the National Health Plan Implementation Monitoring
Unit’s activities, including costing of the Essential Package of Health Services, formulating the National
Health Plan’s first Annual Operational Plan and its monitoring and evaluation (M&E) framework, drafting
clear job descriptions for the different cadres involved in service delivery and developing a template for
township health planning. These products are being rolled out nationwide to guide the implementation of the
National Health Plan. Using these tools and guidelines, townships will be able to more effectively plan for
and manage the delivery of health services in line with the Essential Package of Health Services.

MCSP, in collaboration with the Ministry of Health and Sports” Maternal and Reproductive Health Division,
successfully finalized and launched the first-ever national ANC guidelines in 2018. These will guide the
structure and content of ANC as a platform to ensure timely and consistent services for pregnant women in
Burma. This national-level effort was initiated following a 2015 MCSP assessment in Burma to better
understand the state of ANC services related to the prevention and treatment of malatia in pregnancy (MiP).
Findings revealed inconsistencies in information gathering, clinical decision-making, and client counseling
during ANC that can lead to inadequate prevention, screening, diagnosis, and treatment of malaria and other
conditions in pregnancy. These findings, along with an eatlier review of MiP policies, guidelines, and training
materials, led to successful advocacy with the Ministry of Health and Sports to establish a national framework
for ANC in Burma.

Received Ministry of Health and Sports’ Endorsement of In-Service Capacity-Building Strategy
and Learning and Performance Improvement Center Approach

MCSP supported the Ministry of Health and Sports to conceptualize, co-design, and implement a
standardized approach to capacity-building for in-service and continuing professional development. The
approach includes establishing a learning hub at the state/regional level as a repository for capacity-building
materials and learning opportunities, and revitalizing state/regional health training teams so that they can
deliver competency-based in-service training to township training teams and ultimately to basic health staff
providers. Learning and Performance Improvement Centers were established in five states/regions across the
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country (Ayeyarwaddy, Magway, Rakhine, Shan North, and Shan South), and the state/regional health
training teams in each geographic area were trained as trainers in clinical skills standardization and effective
teaching skills. Each center has anatomic models for hands-on skills practice and a team of skills lab managers
trained in Learning and Performance Improvement Center management. This model represented the first
standardized, decentralized approach to competency-based human capacity development in Burma. The
consultative nature of this process resulted in the Ministry of Health and Sports including plans for expansion
of the Learning and Performance Improvement Center model in the National Health Plan Annual
Operational Plan. The ministry is also looking to expand the technical content of the centers beyond MNCH
to include soft skills, noncommunicable diseases, and other priority areas. According to MCSP’s external
evaluation, the training approach and the Learning and Performance Improvement Center sites had the
highest sustainability potential. Key informant interviews and focus groups noted that the standardized
training modules and participatory training approach increased trainees’ motivation and commitment to apply
and replicate knowledge.

Strengthened Capacity of the Myanmar Nurse and Midwife Association to Deliver Continuing
Professional Development

MCSP supported the standardization of clinical and training skills of the Myanmar Nurse and Midwife
Association training team and established a skills lab in the headquarters office in Rangoon with the same
hands-on practical models for skills practice as the Learning and Performance Improvement Centers. This
infrastructure will support structured, competency-based continuing professional development training and
practice for association members, facilitated by the association’s training team. MCSP, in collaboration with
40 Myanmar Nurse and Midwife Association master trainers, completed the multiplier training on better care
during the day of birth for a total of 17 association members. Moreover, MCSP continued to collaborate with
the American College of Nurse-Midwives in a mentorship exchange to provide targeted organizational
capacity-building in the areas of leadership, communications and advocacy, and technical skills-building
support to the Myanmar Nurse and Midwife Association. Furthermore, MCSP completed the Learning and
Performance Improvement Center sustainability plan, which includes activities for maintaining the centers’
functions, such as forming committees for training center maintenance, developing committee terms of
reference, conducting TOT for new team members, and securing additional funding. This will assist the
Myanmar Nurse and Midwife Association to estimate future costs to address gaps for the sustainability of the
centers. This will help to build capacity for planning how to best and most efficiently address these gaps and
include realistic activities in the operational plan.

Standardized Skills for Providers Working in More Vulnerable Remote Areas with Greater
Health Inequities and Indices

In collaboration with the Ministry of Health and Sports’ Maternal and Reproductive Health Division and the
Karen Department of Health and Welfare, MCSP trained 71 ethnic health organization providers as Ministry
of Health and Sports-certified basic emergency obstetric and newborn care (BEmONC) trainers in the
Burma-Thailand border state of Kayin. This was the first time that ethnic health organization trainers had
been certified by the Ministry of Health and Sports. Standardization of skills and certification of those
training ethnic health organization trainers will contribute to these health workers having skills that are similar
to those of their national counterparts. This will potentially make it easier for ethnic health organization
providers to be recognized within the Ministry of Health and Sports system in the future. MCSP also
established a Learning and Performance Improvement Center at Taw Nor Teaching Hospital so that ethnic
health organization providers can practice skills in the same way that health workers in MCSP’s five target
states/regions do. In addition, MCSP facilitated the development and dissemination of the sustainability plan
for the Learning and Performance Improvement Center at Taw Nor Teaching Hospital. Other partners, such
as UNICEF, are now looking to utilize MCSP’s model to support the expansion of Learning and
Performance Improvement Centers with ethnic health organizations in other states.
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Initiated Site Strengthening and Quality Improvement Activities

MCSP introduced a Ministry of Health and Sports-endorsed approach and standards for QI at five clinical
sites affiliated with the state/regional Learning and Performance Improvement Centers. The concepts of QI
were new to Burma, and this QI introduction and demonstration was one of the first in the country. The
approach includes forming facility QI teams, conducting QI assessments, implementing activities to address
identified gaps, and measuring progress against standards over time. This included the introduction of QI for
infection prevention and normal labor and delivery at all five clinical sites affiliated with state and regional
Learning and Performance Improvement Centers. MCSP also expanded QI implementation to include
emergency management of obstetric and newborn complications at Sittwe General Hospital in Rakhine State
and conducted five planned and six unannounced drills to exercise the providers’ skills.

At baseline, the five facilities met an average of F'g':"e 2: Qual.'ty !m.provemerjts agam?t ]
45% of the standards verification criteria. As of verification criteria in obstetric complications

May 2018, 15 months after the start of the at Sittwe General Hospital between July 2018

intervention, performance improved to an average and April 2019
of nearly 85%, increasing from 27% to nearly 80% of 100%

standards achieved in infection prevention and from ; 80%

62% to nearly 88% in normal labor and delivery 2 g

(Figure 3). Additional midline and endline 2L 60%

assessments conducted at Sittwe General Hospital z 2 40%

found that management of obstetric complications § % ’

improved by 33% between July 2018 and April 2019 WO 20%

(Figure 2). MCSP’s service delivery approaches :,C-; § 0%

demonstrated the feasibility of replicable s ° )
implementation of high-impact interventions for . July 2018 De;(e)rlnsber April 2019
policymakers and other decision-makers. Assessment

Figure 3. Quality improvements against verification criteria between February 2017 and
April 2019 in a) IPC and b) normal labor and delivery*
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* Assessments were conducted between Feb 2017-Jun 2018 in Taunggyi, Magway, Pathein, and Lashio. QI implementation
continued at Sittwe General Hospital during the addendum period through Apr 2019 (fourth and fifth assessments).

Introduced, Implemented, and Documented Kangaroo Mother Care

About 12.4% of babies in Burma are preterm (before 37 completed weeks of gestation); approximately
102,700 babies are born too eatly in the country every year.2* A strategic priority for the Ministry of Health
and Sports was to strengthen delivery of care according to evidence-based technical standards. MCSP
collaborated with the ministry to support the implementation of KMC as an evidence-based intervention for
the care of small babies. MCSP provided technical support to design standard operating procedures for

24 Blencowe H, Cousens S, Oestergaard MZ, et al. 2012. National, regional, and worldwide estimates of preterm birth rates in
the year 2010 with time trends since 1990 for selected countries: a systematic analysis and implications. Lancet.
379(9832):2162-72. doi: 10.1016/50140-6736(12)60820-4.
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implementation of KMC in Thanlyin Hospital, leveraging concurrent facility-based QI efforts initiated a
separate General Electric-funded project. MCSP provided support to establish the KMC unit in the hospital
and to implement, gather monitoring data, review data trends, and make programmatic improvements. An
average of 66% of babies with birthweights under 2,500 g were admitted to the KMC unit at Thanlyin
Hospital. One hundred and ninety-four small babies were discharged from the KMC unit; among these, 38
were preterm babies who received KMC as early as Day 0 and continued until Day 12 at the latest. The
average duration of stay at the KMC unit was 6.3 days. During their stay in the KMC unit, preterm babies
received an average of 7.9 hours of KMC per day. The average weight gain of small babies who received
KMC was 70.5 g during KMC admission. Almost 70% of the babies were discharged from the KMC unit
with a diagnosis of “improved and approved.” MCSP also collaborated with Taunggyi Women and Children’s
Hospital to assess the feasibility and acceptability of KMC. Findings show high feasibility and acceptability
(Figure 2). MCSP also organized a half-day national dissemination meeting to share the study results and
facilitate discussion on scale-up of KMC in Burma.

Figure 4. Perceptions of feasibility and acceptability of KMC among mothers and fathers

Very satisfied with baby's progress on KMC

Would recommend KMC to others

Indicator of
acceptability

Beliece KMC is beneficial for small babies

Believe community will be supportive of KMC

® Mothers (n=57) 0% 20% 40% 60% 80% 100%
Fathers (n=29) Percentage of respondents

Demonstrated an Effective Model for Scale-Up of Integrated Management of Newborn and
Childhood lliness Guidelines and Introduction of Related Facility-Based Services

MCSP provided technical support to the Child Health Development Division of the Ministry of Health and
Sports to update the IMNCI guidelines to aligh with the global IMNCI approach intended to give children
under 5 better quality of life by promoting both preventive and curative care. MCSP’s contribution to the
revision process helped to accelerate the scale-up of this approach in six selected townships in five
states/regions of Burma. MCSP coordinated with the State Health Department and township medical officers
to provide supportive supervision visits to the trained basic health staff. Onsite coaching was provided with
guidance on how to utilize the IMNCI tools, primarily the chart booklet. The Ministry of Health and Sports
will be utilizing these revised IMNCI training materials for nationwide scale-up over the next 1-2 years.
MCSP also developed training modules for continuing medical education for basic health staff on diarrhea
and pneumonia. Training materials and equipment/supplies used in training have been placed in all Learning
and Performance Improvement Centers in all five states/regions to allow basic health staff to refresh their
skills and to have access to reference materials.

The Ministry of Health and Sports endorsed the adapted facility-based IMNCI training materials and pilot of
this approach in southern Shan State. MCSP coordinated closely with the Child Health Development
Division and with the State Health Department in Taunggyi to set up the necessary infrastructure and provide
training. The training materials and tools were all housed in the Learning and Performance Improvement
Center and Taunggyi Women and Children’s Hospital to allow doctors, nurses, and future students to have
access to maintain and improve their skills for managing seriously ill children in the state. The experience in
southern Shan will inform further scale-up in other states and regions, where township-level hospital staff
need enhanced skills and confidence to appropriately manage serious childhood illnesses.
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Supported the Ministry of Health and Sports to Pilot-Test and Document the Implementation of
New Integrated Community Malaria Volunteer Guidelines

In spring 2017, the National Malaria Control Program (NMCP) and other departments in the Ministry of
Health and Sports, along with WHO and partners, developed a new strategy to expand the role of the existing
malaria volunteers to address five additional communicable diseases: tuberculosis, HIV, dengue hemorrhagic
fever, filariasis, and leprosy. Their name was changed to integrated community malaria volunteers to reflect
the increased scope of work, and a new guideline and training manual was prepared. The new integrated
community malaria volunteer guidelines were finalized by the Ministry of Health and Sports, with technical
support from WHO, in April 2017. The volunteers are intended to be able to identify the suspected patients
and conduct referrals to the nearest health centers and basic health staff for proper diagnosis and treatment.

MCSP, in collaboration with state and township health officials from Kayin and Chin states, supported the
first pilot training for 74 integrated community malaria volunteers in Myawaddy and Mindat?> townships, and
conducted supporttive follow-up supervision visits, reaching 86% of these trained volunteers, to provide on-
the-job guidance and support. MCSP also supported assessments of the intervention in both townships that
included qualitative and quantitative components: assessing the knowledge and performance of the integrated
community malaria volunteers, examining barriers to performing their activities, and exploring community
perceptions and acceptance of the volunteers. The findings and recommendations were shared with the
relevant national programs and stakeholders—including the President’s Malaria Initiative (PMI)/USAID,
WHO, UNICEF, and other nongovernmental organization (NGO) partners—in formal dissemination
meetings in Nay Pyi Taw and Rangoon in July 2018. A final comprehensive report was also published and
shared (MCSP 2018). MCSP’s support for the pilot and assessments informed the Ministry of Health and
Sports and partners about the barriers and challenges faced by the integrated community malaria volunteers
in carrying out these increased responsibilities and proposed practical solutions that could be implemented
during scale-up of this important community-level program. Lessons learned from MCSP’s support of this
activity will provide strategic guidance to the national programs in disease control and surveillance as they
pose to scale up the integrated community malaria volunteer program nationwide.

Recommendations for the Future

MCSP successfully demonstrated a process for developing national-level policy and guidelines, the
implementation of a competency-based in-service training approach at different phases and levels of health
systems, and the introduction of facility-based QI activities. During the program, the following lessons
learned and best practices were noted that should continue to be built on by future programs and donors:

® Link policy to implementation. A large reason for the success of MCSP’s working in Burma was that
the program ensured a smooth continuum between policy and implementation. Often, it was findings
from implementation that identified the need for updated or new policy, while in other cases, it was the
policy that was further piloted, operationalized, rolled out, and monitored.

® Involve national bodies and professional associations. Any national-level support activities related to
policies and guidelines require the relevant key stakeholders’ buy-in and need to be in line with these
stakeholders’ priorities to initiate and sustain support. Establishing and maintaining strong coordination
and collaboration with the local professional societies and academic institutions are crucial to ensuring
policies, guidelines, and strategies are in line with the local context.

® Strengthen competency-based in-service training. MCSP’s experiences showed that the sustainability
of the Learning and Performance Improvement Centers will depend on the key stakeholders’
involvement through all stages, from design to implementation. There was high-level commitment to
MCSP methods and MCSP-supported policies, guidelines, and standard operating procedures Integration
of MCSP models into National Health Plan operation plans, such as cascade training models, QI, and
post-training follow-ups, and the Ministry of Health and Sports’ interest in expanding Learning and
Performance Improvement Center sites in other states/regions suggested how MCSP influenced in-

25 These are two very different settings ethnically and geographically, and were chosen specifically for testing.
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service capacity-building at the system level. Furthermore, the timing is right and conducive for
continuing learning and practice improvement in the country.

® Sustain and scale up QI systems thinking. The sustainability of QI implementation at facilities largely
depends on the ownership and commitment of hospital leadership, institutionalization, integration of QI
into the hospital management system—such as inclusion of QI in new staff briefing packages, inclusion
of QI discussions in any hospital management meetings, flexibility of budget for supplies and equipment,
technical updates for staff, and infrastructure improvement—and, most importantly, motivating staff to
see QI as a part of their day-to-day practice. To take these approaches to scale, MCSP recommends that
broader discussions be held between Ministry of Health and Sports and all relevant stakeholders on
different QI approaches, with the aim of developing a standardized national QI strategy and approach so
that all in-country QI implementation is standatrdized.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)

Number of ethnic health organization providers certified by the Ministry of

71 (target 72; 99% achieved
Health and Sports (targe achieved)

Percentage of Learning and Performance Improvement Center clinical sites 100%
(=]
achieving at least 60% of QI verification criteria

Percentage of preterm or low-birthweight newborns initiated on KMC 66% (target: 60%; target exceeded)

Number of trainings planned with MCSP support but implemented with |7 (target: 8; target exceeded)
non-MCSP resources
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Democratic Republic of the Congo

Technical Areas 0 T

Program Dates

Geographic Implementation Areas

Provinces

Health zones

Population

Country
2/26 (8%)—Tshopo and Bas-Uélé e 83.3 million

MCSP-supported areas
8/516 (1.5%)—Aketi, Basoko, Buta, Isangi, e |[.2] million
Yabaondo, Yahisuli, Yakusu, Yaleko

Facilities

119/7,144 (2%) community care sites
106/8,266 (1%) health centers

©

Strategic Objectives through the Life of Project
January I, 2015—June 30, 2019 o

Total Funding through

Life of Project
$18,326,485

Demographic and Health

Indicators
Indicator

Population < |5
years old

MMR (per 100,000
live births)

IMR (per 1,000
live births)

NMR (per 1,000
live births)

USMR (per 1,000
live births)

Children <12
months receiving
all three polio
vaccine doses

CPR (modern)
ANC 4+

Facility-based
deliveries

Stunting in
children < 5
(height for age)
Treatment of
diarrhea with ORS

#or %

52%

846 O

58

28 .

104 °

62.9%

Figure |I. New FP acceptors in
MCSP-supported areas

8%

48%

80%

43%

25.4%

Source: DRC DHS 2013/2014.

176

Strengthen the Ministry of Public Health’s capacity to strategically scale up
cost-effective, evidence-based RMNCAMH interventions.

Improve the capacity of Congolese health professional organizations to provide
quality in-service training and PSE on MNH and PPFP.

In underserved rural communities of Tshopo and Bas-Uélé provinces,
improve child survival by supporting IMNCI in health facilities and iCCM;
increase the uptake of FP methods through community- and facility-based
interventions; and improve the quality of care in health facilities through
WAGSH interventions.

Highlights through the Life of Project

Contributed to development of national strategies, guidelines, and tools,
such as the ENAP, National IMNCI Strategic Plan, National Community
Health Plan, and National WASH Standards.

Launched the Kintambo General Hospital Model Training Center for
integrated newborn, maternal, and PPFP care, training, and mentoring.
From January 2017 to March 2019, treated over 350,000 cases of
childhood diarrhea, malaria, or pneumonia, and increased FP and PPFP
uptake, with almost 18,000 new FP users initiating services (Figure | and 2).
Piloted approaches to strengthening nutrition services in iCCM in 25 sites and
established 25 IYCF support groups.

Strengthened data quality and use through DHIS2 trainings in two provinces.
Scaled up the Clean Clinic Approach and improved WASH in 35 facilities.
Helped coordinate the national response to the vaccine-derived polio
outbreak and assisted with its implementation in six provinces.

Figure 2. Cases of childhood
illness treated in supported areas

86,997

269,506

Community care site

Community care site

= Health center or hospital ® Health center or hospital
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Democratic Republic of the Congo

Background

From October 2015 to March 2019, MCSP partnered closely with the Democratic Republic of the Congo
(DRC) Ministry of Public Health, USAID, and other stakeholders to improve planning, coordination,
monitoring, evaluation, documentation, and scale-up of RMNCAH interventions at the national level and in
the two provinces of Tshopo and Bas-Uélé.

Key Accomplishments
Developed National RMNCAH Policy, Strategies, and Tools

In its role as secretariat for the revitalized National RMNCAH Task Force and as technical advisor to the
Ministry of Public Health’s Division for Family Heath and Special Groups, MCSP supported the
development of new national health policies, strategies, and guidelines. Over the life of the program, this
included:

® DRC’s ENAP: Building on the momentum from the Every Newborn Action Forum in Dakar in 2017,
in 2018/2019, MCSP supported the Ministry of Public Health to draft and finalize DRC’s ENAP and
develop a consolidated set of tools for community newborn care. Developed with the WHO, UNICEF,
and others, the ENAP tools were subsequently rolled out for use at provincial level by MCSP.

® JMNCI and iCCM plans, policies, and tools: With MCSP support, in 2016 and 2017, the Ministry of
Public Health updated and approved the National IMNCI Strategic Plan 2018—2022, which included
both clinical IMNCI and iCCM components and set ambitious newborn and child health targets.
Additionally, in September 2016, MCSP worked with UNICEF and WHO through the Child Health
Technical Working Group (TWG) to update DRC’s iCCM policy documents and tools. Updated
materials incorporated emerging evidence and added visuals to facilitate use by low-literacy CHWs.
Others (e.g., Prosani Plus, Save the Children, SANRU-Global Fund) also adopted the revised tools for
use in their programs. MCSP also helped develop a new iCCM/IMNCI data dashboard and website to
improve monitoring of iICCM scale-up nationally. These tools enable the Ministry of Public Health to
track progress in individual community care sites and review human resources and training data across
partners and geographies for the first time.

® National Multisectoral FP Strategic Plan, 2017-2020: MCSP supported the National Reproductive
Health Program to draft the National Multisectoral FP Strategic Plan, 2017-2020, which includes a
national FP communications plan and tools to facilitate demand generation.

® 2019-2022 National Community Health Strategic Plan: In 2018/2019, MCSP played a major role in
development of DRC’s 2019-2022 National Community Health Strategic Plan, which aims to reinforce
community oversight and participation in health. To operationalize the plan, MCSP revised CHW health
promotion tools, trained national trainers, and revised a management toolkit; the Ministry of Public
Health is now mobilizing resources for additional rollout.

® Development of annual operational plans: MCSP supported the Division for Family Heath and
Special Groups, the national Acute Respiratory Infection Control Program, and the Cholera and Other
Diarrheal Diseases Control Program to develop annual operational plans. The Division for Family Heath
and Special Groups costed, for the first time, annual operational plans aligned with the National Health
Development Plan in 2017 and 2018, which were used to advocate for resources from partners.

® Finalization of national WASH standards: The Ministry of Public Health finalized its national WASH
standards in 2018, with support from UNICEF, WHO, and MCSP. Before this, MCSP worked with the
Ministry of Public Health to design an assessment tool for monitoring WASH standards in health care
facilities and a process referred to as the CCA. Positive results of MCSP’s CCA pilot in Tshopo and Bas-
Uélé prompted the Ministry of Public Health to adopt the same standards for WASH in health facilities.

MCSP supported rollout of many of these policies and of an earlier set of RMNCAH policies and standard

operating procedures that were never fully disseminated. MCSP printed these earlier policies and standard
operating procedures and, in June 2017, worked with the Division for Family Heath and Special Groups and
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a group of national-level facilitators to train provincial trainers. MCSP partnered with the Tshopo and Bas-
Uélé provincial health divisions on a pragmatic training approach for lower levels of the health system that
incorporated joint supervision visits and 2 days of regular monitoring and validation meetings, during which
provincial trainers introduced the full set of policies and standard operating procedures. MCSP’s positive
experience with this modified approach was shared with the Ministry of Public Health and partners, many of
whom adopted the same strategy with additional provincial health divisions.

Strengthened Congolese Health Professional Associations

In March 2016, the Ministry of Public Health, USAID, and MCSP initiated efforts to strengthen the capacity
of three Congolese professional associations that, together, represent the majority of MNH care providers in
DRC: the Congolese Association of Pediatricians, the Society of Congolese Midwives, and the Society of
Congolese Obstetricians and Gynecologists. Based on results of organizational capacity assessments
conducted in 2016, the Congolese Association of Pediatricians was selected to partner with Cuso
International under a technical contract with MCSP. Together, the three organizations developed a 5-year
(2018-2022) operational plan aimed at strengthening the association’s governance, resource mobilization,
administration, communication, and advocacy activities. MCSP also supported the Society of Congolese
Midwives and the Society of Congolese Obstetricians and Gynecologists for organizational development
trainings, technical trainings of trainers, capacity-building in clinical mentorship, and participation in cross-
country learning opportunities.

Established a Model Training Center for Integrated Maternal, Newborn, and Postpartum Family
Planning Care

In DRC, high newborn, infant, and maternal mortality rates coincide with relatively high reported facility-
based delivery rates—approximately 80%, according to the 20132014 Demographic and Health Survey
(DHS)—indicating a need for improved quality and coverage of care at birth. To improve the quality of
integrated MNH/PPFP pre-setrvice and in-service training, in 2017, the Ministry of Public Health and MCSP
started work to establish a model training center at Kintambo General Hospital in Kinshasa. Based on an in-
depth needs assessment, MCSP, the Ministry of Public Health, and the Kintambo General Hospital’s
management team jointly developed plans for a state-of-the-art center for pre-service, in-service, and
continuing education using the hospital’s existing infrastructure.

In April 2019, the Ministry of Public Health formally launched the Kintambo Model Training Center, which
now includes a KMC unit, a simulation lab, an FP counseling room, and a training room. MCSP provided
materials and equipment for the model training center and completed minor improvements to increase
patient privacy and improve the site’s organization of setvices. Using an integrated MNH/PPFP training
package, MCSP supported training of a cadre of professional association trainers (23 in total), national
Ministry of Public Health trainers, and providers at the model training center using competency-based
approaches and peer-to-peer mentoring. Throughout 2018, this cadre cascaded trainings within their
institutions and elsewhere in the country, including at the model training center. By September 2018, MCSP
had trained 53 of Kintambo’s health care providers on the integrated MNH and PPFP package at the model
training center. Additionally, the model training center received 150 medical students from the Reverend Kim
University who are doing rotations with the maternity department.

A model training center management committee (comprising hospital management and statf) convenes
regularly to monitor quality assurance activities and organize pre-service and internship training opportunities
with educational institutions. MCSP worked with this committee to develop a sustainability plan and
financing policy, and to strengthen quality standards and clinical mentorship systems. Going forward, the
model training center will continue to operate under the management committee, guided by the sustainability
plan and management tools. Identifying sponsors to fund ongoing activities and facilitate the model training
center becoming a national MNH/FP center of excellence is a future priority for the management committee.
(For more information, please see the brief and video of the Kintambo Model Training Center.)
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Improved Access to and Quality of Child Health Services in Tshopo and Bas-Uele Provinces
An estimated one out of 10 child deaths in Africa occurs in DRC, with 304,000 deaths in children under 5
reported in 2016.2° The leading causes of childhood deaths in DRC are neonatal complications, diarrhea,
pneumonia, and malaria. Getting high-quality health services closer to remote communities through
community-based approaches is a key component of the national strategy to decrease child mortality and

morbidity. Introduced in DRC in 2005, the iCCM approach intends
to bring lifesaving treatment of childhood illnesses closer to children
by training and supporting volunteer CHWs to manage malaria,
diarrhea, pneumonia, and malnutrition at community care sites.

In late 2016, MCSP began supporting implementation of the full
package of IMNCI and iCCM services in 106 health centers and 119
community care sites in Tshopo and Bas-Uélé provinces that had
previously received support for malaria services only. MCSP
procured oral rehydration salts (ORS), zinc, and dispersible
amoxicillin tablets to be provided free of charge at the iICCM sites.
MCSP also trained health care providers and CHWs in IMNCI and
iCCM, integrated QI approaches, provided essential supplies and
commodities, and supported health worker supervision. Over the
life of the program, health centers and community care sites with
MCSP support treated over 350,000 cases of childhood malaria,
pneumonia, and diarrhea (see Figure 3).

Figure 3. MCSP’s impact on
child health in DRC
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Based on analysis of health centers and community sites with a minimal threshold of complete reporting into
the DHIS2 from 2016-2018, the number of cases of childhood diarrhea and pneumonia treated increased
more than four times between 2016 and 2018 at the facility level and eightfold at the community level (Figure
4). This demonstrates that introduction of an integrated package and provision of free drugs can substantially
increase the number of cases of child illnesses treated at all levels, including in underserved communities. (For

additional information, please see the infographic.)

Figure 4. Trends in treatment of child illness in the community and health centers before
and after introduction of iCCM and IMNCI in Bas-Uélé and Tshopo (2016-20138)
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4b. Increases in treatment of child illness at health centers in Tshopo (n = 79) and Bas-Uélé (n = 27) provinces*
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Strengthened Nutrition Services for Women and Children

In DRC, 43% of children under 5 suffered from stunting, 8% were wasted, and 23% were underweight at the
time of the 2013/2014 Demographic and Health Survey. In response, the Ministry of Public Health, DRC’s
national nutrition program, and MCSP prioritized the strengthening of nutrition-related strategies within
iCCM and IMNCI. This was in recognition of the fact that the standard nutrition component of iCCM was
limited to identification and referral of children with severe acute malnutrition and did not include preventive

aspects of nutrition (e.g., improving IYCF practices around breastfeeding and complementary feeding, and
building CHW IYCF counseling skills).

With MCSP support, DRC’s national nutrition program undertook a formative study to guide integration of
nutrition within iCCM. The study’s findings informed the design and implementation of a pilot that involved
25 pairs of community care sites and health centers in three health zones in Tshopo Province. As part of the
pilot, MCSP supported strengthening of existing I'YCF-focused mothers’ support groups and the creation of
new groups in communities where they did not exist. Within these groups, caregivers were counseled to
improve care seeking for sick and/or malnourished children, exclusively breastfeed their infants, and adopt
healthy complementary feeding practices. By the end of 2018, 19 of 25 groups were fully active. Study
findings were also presented during the 2018 Accra Improving Nutrition Services in the Care of the 1/l and V ulnerable
Newborn and Child workshop, during which the country delegation prioritized gaps and developed a country
action plan to strengthen the capacity of CHW to strengthen nutrition aspects of the iCCM strategy.

Also based on the study’s findings, MCSP supported the review and adaptation of existing Ministry of Public
Health IYCF counseling cards and facilitated provincial and health zone teams to train facility-based
providers and CHWs. In the pilot areas, by the end of 2018, 2,455 sick children under 5 years old had been
screened in the community for malnutrition, and 795 pregnant women and 980 caretakers with children
under age 2 had received nutrition counseling. In the future implementation of this approach, it will be critical
to continue the strengthening of provider capacity to provide quality I[YCF counseling, coupled with
supportive supervision efforts. DRC’s national nutrition program has expressed interest in continuing these
efforts.

Improved Access to Family Planning Services at Community and Health Facility Levels

According to the 2013/14 Demogtaphic and Health Survey, DRC has the third highest fertility rate globally,
at 6.6 children per woman, a national MMR of 846 per 100,000 live births, and an adolescent birth rate of 138
live births per 1,000 adolescent women. FP can support reductions in maternal mortality by 30-40%, but in
2013, the contraceptive prevalence in the DRC was just 8%, and there was a high rate (28%) of unmet FP
need. This was attributed to poor integration of FP within the package of services offered at the health facility
level, stock-outs of contraceptive commodities or supplies needed for service delivery, limited availability of
health services that specifically target adolescents and young adults, and inadequate recruitment, deployment,
and geographic distribution of community-based distributors able to reach clients where they live.
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https://www.mcsprogram.org/resource/strengthening-nutrition-in-the-integrated-community-case-management-of-childhood-illness-in-democratic-republic-of-congo/?sf_action=get_data&sf_data=results&_sfm_resource_country=drc

MCSP partnered with the Ministry of Public Health’s provincial health divisions in Tshopo and Bas-Uélé to
improve access to FP/PPFP services and increase voluntary uptake in underserved, rural communities. In line

with the Ministry of Public Health’s National Reproductive Health Program, MCSP and the two provincial
health divisions worked to:

® Establish quality FP/PPFP services within existing health infrastructure by providing training,
supervision, and the distribution of equipment, commodities, and tools.

® Garner interest and demand at the community level through interpersonal communication and
promotional activities, such as radio broadcasts.

® Conduct three “Clinic Open Door” campaigns in 2018 to encourage women and community members to
visit facilities where FP education and other services were offered free of charge.

°

Develop a formal, national-level FP communication plan for replication at the health zone level that
integrated PPFP messaging into antenatal, delivery, postnatal, and extended postpartum care.

Over the life of the program, MCSP’s FP/PPFP activities in Tshopo and Bas-Uélé provinces reached eight
health zones, eight general hospitals, 40 health centers, 40 community care sites, and 85,000 women of
reproductive age. At community level, MCSP’s approach relied upon community-based distributors to
facilitate client access to FP information and services, improve awareness, generate demand, and provide
clients with short-term contraceptive methods. Throughout 2017-2018, the Ministry of Public Health and
MCSP supported provincial trainers to train 120 community-based distributors in the eight health zones. By
December 2018, each of the 40 community care sites had three distributors in place.

The addition of FP/PPFP setvices at health centers and general referral hospitals in Tshopo and Bas-Uélé
contributed to increased numbers of new FP acceptors between 2017 and 2018. At the community level,
community-based distributors and Clinic Open Door campaigns supported further increases in new acceptors

(Figure 5), indicating the effectiveness of community-based interventions in increasing voluntary FP uptake.
(Additional details can be found here.)

Figure 5. Number of new FP acceptors by implementation site
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Implemented the Clean Clinic Approach to Improve Water, Sanitation, and Hygiene

DRC’s 2014 Service Availability and Readiness Assessment showed that nationally, 63% and 59% of health
care facilities lacked an improved water source and improved sanitation facilities, respectively. At the start of
MCSP, only six of 15 (40%) of MCSP-assisted facilities in Bas-U¢lé and three of 20 (15%) of supported
facilities in Tshopo had access to water at least 5 days a week. With facilities unable to ensure provision of

safe, high-quality, and trustworthy services, MCSP implemented the CCA to help them meet national WASH
standards.
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MCSP piloted CCA in 10 facilities in Bas-Uélé and Tshopo in August 2016 and scaled it to 25 more facilities
in October 2017. CCA activities included assessing facilities; training providers, facility cleaners/hygienists,
and CHWSs; establishing hygiene committees at each facility and community feedback mechanisms;
integrating WASH into broader facility-based action plans; supporting quarterly visits to each facility by
district health inspectors; documenting results; and recognizing achievements. After a year, the 35 facilities
increased average CCA scores from 39% to 70% between their first and last assessments. Among four
technical areas, facilities scored highest in hygiene at final assessment but improved most substantially in
WASH management, with the average facility score increasing from 28% to 65% (Figure 06).

WASH improvements brought increased user confidence, especially among pregnant women who had been
afraid to deliver in unclean facilities that lacked water. There were also reported increases in attendance for
preventive and promotional care, including ANC and RI. At the Lilanda health facility in Tshopo, for
example, the number of facility births reportedly quadrupled over 5 months, with clients citing improved
WASH services as the motivation for delivering at the health center. In Tshopo, the five facilities reaching
Clean Clinic status saw their patient intake and the number of deliveries double from 166 to 333 patients and
from 12 to 26 deliveries, respectively. As a result, income to these facilities nearly tripled during this period,
from CDF 262,000 to 738,000, which facilities reinvested in health cate services. The Ministry of Public
Health has now adopted the CCA (integrating lessons from a separate UNICEF WASH activity into this
intervention) and is expanding implementation to other regions.

Figure 6. Average start and end CCA assessment scores (n = 35 facilities in Bas-Uélé and

Tshopo)
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Improved Data Quality and Use

MCSP supported DHIS2 software trainings for data managers and zonal medical officers from MCSP-
supported zones in Tshopo and Bas-Uélé provinces. The aim was to improve the quality, management,
analysis, and use of data collected by health facilities and CHWS, and uploaded to the DHIS2 platform.
MCSP ensured that data collection tools were available in the health zones, supported provincial data analysis
meetings, introduced standardized “dashboards” in health facilities and at community care sites, and
conducted joint data quality assessment visits with Provincial Health Division staff to health facilities. All of
these activities positively affected the availability and quality of service data. MCSP’s legacy is a strengthened
health information management system (HMIS) in program-supported health zones, facilities, and
communities.

Coordinated with Partners to Respond to Polio Outbreak

From January 2017 through March 2019, DRC had 45 confirmed cases of circulating poliovirus derived from
the type 2 vaccine strain in seven provinces. From June 2017 to October 2018, the Ministry of Public Health
Polio Emergency Operations Committee conducted 11 supplemental geographically focused immunization
campaigns as part of the outbreak response, with the support of partners including WHO, UNICEF, USAID,
the Bill & Melinda Gates Foundation, and the US Centers for Disease Control and Prevention (CDC).

MCSP provided technical assistance and helped coordinate the polio response at national level, and deployed
seven senior consultants to assist with implementation of the outbreak response and supplemental
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immunization activities in six provinces. These technical experts worked closely with the Ministry of Public
Health and other partners to coordinate and plan an effective response, train supervisors, support vaccine
stock management, enhance communication with local authorities and community members, and contribute
to M&E. Technical support provided by MCSP consultants, plus their continuous mentoring and supervision
of field staff, brought new levels of skills, competence, and innovation to engage and build trust among
communities and noncompliant households. MCSP consultants used the campaigns to reinforce the RI
system and use of real-time data, roll out the new surveillance guidelines, and address rumors related to polio
vaccine uptake, often by working with religious and community leaders. The circulating poliovirus derived
from the type 2 vaccine strain outbreaks appeared to be slowing in early 2019, when MCSP closed out. The
only way to prevent them in the future is to ensure that polio vaccination rates stay at 80% or higher in all
provinces, at all times.

Recommendations for the Future

Based on its experience at the national level and in Tshopo and Bas-Uélé provinces, MCSP has the following
recommendations for future donors and implementing partners in DRC.

® Continue and expand the integrated IMNCI/iCCM, FP/PPFP, nutrition, and WASH approach
that MCSP demonstrated in Tshopo and Bas-Uélé provinces. As of June 2019, MCSP had engaged
in discussions with UNICEF, Enabel, SANRU, Médecins Sans Frontieres, and the Ministry of Public

Health provincial health authorities to advocate for continued implementation of the full package of
IMNCI/iCCM, FP, WASH, and nutrition services in these two provinces.

® Ensure DRC’s policies and other national-level documents are up-to-date, evidence-based, and
effectively implemented. At the national level, continued investments are needed to support the
Ministry of Public Health’s RMNCAH policy agenda. Future donor support will help the ministry and its
partners to ensure that the country’s policies, strategies, and guidelines are evidence-based; that
implementation incorporates global best practices; and that needed resources are identified,
communicated, and mobilized.

® Continue to support the RMNCAH Platform and its working groups to inform national policies
and plans, including those related to the Global Financing Facility Investment Case. MCSP
helped strengthen the coordination and leadership capacity of the Ministry of Public Health Division for
Family Heath and Special Groups and revitalized the RMNCAH task force, which had not met for a
number of years before 2016. In June 2018, the honorable minister of health elevated the RMNCAH task
force, renaming it the RMNCAH Platform, developing new terms of reference, and putting it directly
under his own purview. Although this bodes well for the government’s future RMNCAH commitments,
MCSP’s work with the more agile TWGs and programs led to more than 50 national policy and strategy
changes.

® Support the Ministry of Public Health’s planned iCCM scale-up and advocate with other donors
and with the government itself to match needs with resources. USAID support for the full iCCM
package and approval for commodities procurement was vital to successful implementation. To bridge
the large gap between DRC’s evidence-based policies and plans and their implementation, resources must
be available to roll out new policies and strategies once developed. Donor investments and national
budget allocations should be better aligned so that both are consistent with national policies and plans.

® Continue supporting the model training center to ensure it becomes fully sustainable. The
Kintambo Model Training Center institutionalizes competency-based training and demonstrates a
promising approach for the future. The integrated MNH /PPFP training tools, which were developed and
approved by the Ministry of Public Health, are ready to be used in replicating this approach in other
provinces. The model training center’s governing mechanism and sustainability plan will also require
continued support.

® Follow the national iCCM and community health strategies. This should include procurement of
commodities and targeted advocacy to increase government purchase of these commodities. In Bas-Uélé
and Tshopo provinces, MCSP built its iCCM, nutrition and FP work on a platform of community care
sites that offered only malaria services. The geographic coverage of these sites was limited, and it was not
possible to increase their numbers with available resources. MCSP was only able to expand the iICCM
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package in existing sites to include pneumonia and diarrhea by making amoxicillin, ORS, and zinc
available. Donated nutrition and FP commodities made it possible to offer these services in a subset of
communities. Without greater geographic coverage and guaranteed access to commodities, the impact of
IMNCI/iCCM and other integrated service delivery strategies will continue to be limited.

® Advocate to other donors and the national government to continue growing FP/PPFP services
in Tshopo and Bas-Uélé, though they are no longer priority provinces for the Mission. FP was not
among MCSP’s original objectives, but in 2016, when USAID made a shipment of donated
contraceptives available to Tshopo and Bas-Uélé, MCSP saw an opportunity to add FP and PPFP
capacity-building to its support. The need was obvious—there were almost no FP services available in
the provinces, and provider and client uptake was steady over the life of the program.

® Provide necessary resources to operationalize the national HMIS and build on MCSP’s work to
ensure data quality and use will continue. MCSP strengthened infrastructure and systems and built
government capacity to operationalize the national HMIS and use routine data at the community, facility,
and health zone levels in the two provinces of Tshopo and Bas-Uélé. Continued support for the
infrastructure and systems—such as provision of paper forms, internet credit for data entry into DHIS2,
and technical and financial support for data review meetings, data quality audits, and improvement
plans—will be needed to ensure that gains are sustained and scaled up to all health zones in the two

provinces.

Select Performance Indicators for Life of Project

Global or Country Performance Monitoring Plan Indicators
Number of (national) policies drafted with USG (MCSP) support
Number of people trained through USG-supported programs

Number of children under age 5 with fever, diarrhea, and/or
fast/difficult breathing for whom advice or treatment was sought from a
facility or community case management-trained CHWs in MCSP-
supported areas

Number of cases of child diarrhea treated in USAID-assisted (MCSP)
programs

Number of cases of child pneumonia treated with antibiotics by trained
facility or CHWs in USG (MCSP)-supported programs

Percent of children ages 0—59 months in malaria-endemic areas
presenting with fever who were tested with rapid diagnostic test or
microscopy

Percent of confirmed malaria cases in children ages 0—59 months who
receive first-line antimalarial treatment

Number of women initiating FP services (new users) at facilities or
from trained CHWs in MCSP-supported areas

Percentage of target health facilities in MCSP-supported areas with
handwashing stations and appropriate handwashing supplies available
to the maternity and/or surgery wards or units (both if they exist)

Achievement (Target)
[ 7% (target: 9; target exceeded)
3,072 (target: 3,899; 79% achieved)

450,639 (target: 361,103; target
exceeded)

67,412 (target: 63,766; target
exceeded)
82,387 (target: 66,125; target

exceeded)

93% (target: 100%; 93% achieved)

93% (target: 100%; 93% achieved)

17,919 (target: 18,035; 99% achieved)

100% (target: 100%; target achieved)

27 Updated iCCM and IMNCI guidelines and tools (2); PPFP Package (1); Modules & technical briefs for Integrated packages for
care on the day of birth and the immediate postnatal period adopted, including HBB, day of birth, bleeding after birth, and PPFP

(7); 14 modules Primary Health Care management package (I); IMCl/child health strategic plan (1); FP communication modules

and guidance (I); CCA training modules (I) and M&E tools (I); promotion of key family practices modules (1); National

guidelines for WASH in health care facilities (1); National Community Health Strategy (1)
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Geographic Implementation Areas Population

Governorates Country

e 23/27 (85%)—9 in Upper Egypt (Aswan, Assiut, Beni | @  91.5 million
Suef, Faiyum, Giza, Luxor, Minya, Qena, Sohag); 9 in
Lower Egypt (Al Shargia, Beheira, Dakahlia, Il el
Damietta, Gharbia, Ismailia, Kafr el-Sheikh, Monufia, areas .
Qalyubia); 5 border governorates (Matruh, Port e I53imillion
Said, North Sinai, Red Sea, South Sinai)

Districts
o 216/308 (70%)

Facilities
e 4,839/5,098 (95%)

0Nz
Technical Areas -

Program Dates Strategic Objectives through the Life of Project

April 1,2015-August 15,2019 e  Provide technical assistance to the Ministry of Health and Population to
develop a national strategy for Egypt’'s CHWs, Raedat Refiats (RRs) that

Total Funding through Life reflec.ts the Family Health Package and will support the ministry to reach

of Project Sustainable Development Goal targets.

$5.915,635 e Provide technical assistance to the Ministry of Health and Population to
develop a national training system for the RR program and implement it
at scale in 23 governorates.

Demographic and Health "4y 1iohes ehrough the Life of Project

Indlcatos o o Assisted Egypt’s Ministry of Health and Population to develop and validate
Indicator a national strategy for its approximately [4,000 RRs, promoting them as
TFR? 35 key actors in Egypt’s journey to self-reliance through the increased reach
of community-based services.
MMR 100,000
live birfs:sr)' 33 o Strengthened the skills and knowledge of more than 10,000 frontline RRs
in 23 governorates, who are now better equipped to provide Egyptian
NMR (per 2' ,000 14 households with timely and accurate health information.
live births) e launched a digital HMIS to enable more than 1,200 RRs in five pilot
USMR (per 1,000 governorates to capture and manage program data, eliminating
live births)? 27 cumbersome paper-based reporting and saving RRs time that they can use
TFR (births per 15 to provide services to families in their communities.
woman)? . Figure |. Across 23 governorates, a matched sample of average RR
skills test scores revealed the greatest growth in problem-solving
CPR (modern 54%  skills (N = 2,024)
methods) 5
Avera | )
ANC 4+2 82.8% )
SBA? 91.5% Registration
Postnatal care <48 | 4o/ 2 Teamwork
hours of birth? : = 60%
w  Problem Solving
. . ("] o
Stunting (height for 21% o N
age < 5)° ’ @ Persuasion Skills
ZZ;;;CB'_%] 2\3/10;,(1 Bank 2015, [2] Communication m72% d
Time Management —”% ‘
0% 20%  40%  60%  80%  100%
Pre-test W Post-test Average test score
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Egypt

Background

Egypt established the RR CHW cadre in 1994 to increase demand for FP services. From an initial 5,000
positions in 1994, the RR workforce has grown to 14,000+ RRs, tasked with promoting a range of health
services reflective of the national Family Health Package. In 2015, at the request of the Ministry of Health
and Population and with support from USAID, the Ministry of Health and Population and MCSP—Ied by a
team of international and local researchers, including experts in the Egyptian health system—assessed the RR
program and found that, although RRs are essential members of Egypt’s frontline health team and the
government has invested significant financial resources, the program as designed could not demonstrate
desired results or impact. MCSP, in collaboration with the Ministry of Health and Population, thus undertook
a two-pronged approach to strengthen the RR program: develop a new national strategy and an updated
training program targeting RR knowledge and skills development to better meet the health needs of women
of reproductive age in 23 of Egypt’s 27 governorates.

Key Accomplishments

Established Strategic Goals, Objectives, and Indicators for the National Raedat Refiat Program
The findings and recommendations of the Ministry of Health and Population and MCSP-led 2015 RR
program assessment directly informed the design of a new national strategy and the implementation phase of
MCSP’s program in Egypt. MCSP served as secretariat for a technical advisory group established by the
Minister of Health and Population for the development of the national strategy. In keeping with
recommendations 1 and 2 from the assessment, MCSP supported the Ministry of Health and Population to
establish explicit strategic goals, objectives, and performance management indicators for the RR program
within the context of the Ministry of Health and Population’s full Family Health Strategy, with its targets
linked to Egypt’s Sustainable

Development Goal for MCH. Box I. The 2015 RR assessment yielded | |
recommendations. (MCSP led or supported implementation
As Box 1 indicates, MCSP led or of those in bold.)

directly supported implementation of |

) Confirm or reverse the strategic direction of the RR
six of the 11 assessment

program toward a full family health strategy.

recomm;niatlon;. T}llroughout the 2. Establish explicit strategic goals, objectives, and
Sourie of the nationa stzategy performance management indicators.
cvelopment process an 3. Establish clear and recognized operational management and

dissemination at events in Cairo and

Assiut, MCSP also sought to catalyze

and mobilize the central-level Ministry 4.
of Health and Population, donors, and

control of the RR program through a management unit at
governorate level.

Provide practical and operational guidance to RRs at
governorate level to more strategically balance their

other resource Partners FO support the activities between home visits and community outreach,
new concepts, interventions, and and mobilization and support of community groups for
actions described in the five remaining health promotion and social change.

Fecpmmendations. Using the dataand 5, Establish, resource, and implement a state-of-the-art
insights garnered from the assessment training strategy adapted to the ambitions of the RR
and relevant experiences from other program.

countries’ CHW programs, MCSP . 6. Make use of mobile technology.

advg;ated fOF more than just additional g Improve the RR and community health promotion
traditional training to address RR information system.

program needs'. Rather, _M_CSP 8. Involve communities in setting and achieving health objectives
collaborated with the M1n1.stry of with the RR program through systematic engagement of local
Health and Population to inform leaders and organizations as partners.

design of a fit-for-purpose ngtlonal 9. Start planning for a future with RR career advancement
program that draws upon evidence, opportunities.

engages in long-term thinking, and 10. Improve the RR motivation and incentive system.

promotes sustainability. | I. Cost these recommendations and options to move the RR

program forward in the next 5 to 10 years.
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The success of the technical advisory group in part inspired the Ministry of Health and Population to expand
the committee’s scope to include M&E of the strategy’s implementation. Through this Ministry of Health and
Population-led “High Committee,” MCSP introduced a matrix for a unified RR evaluation process at the
governorate level, ultimately reaching multistakeholder consensus on indicators, milestones, and timelines
aligned with the four pillars of the RR strategy and Egypt’s MCH targets. MCSP’s support enabled the
Ministry of Health and Population to bring the right information to the right people at the right time,
facilitating sustained monitoring of strategy implementation. (For more information, see MCSP’s case study,

“Development of Egypt’s National Community Health Worker Strategy: Optimizing a Historical Program for
the Future”.)

Developed a National Raedat Refiat Curriculum to Provide Practical and Operational Guidance
As the technical advisory group was revising the RR strategy, MCSP facilitated the establishment of technical
committees and subgroups to lead the development of a new training system, including a modular approach
to technical content areas, revised operational guidelines, and a focus on skills acquisition, particularly in areas
deemed to be core RR competencies. The subgroups developed four training modules reflective of the
Ministry of Health and Population’s Family Health Package—newborn and child health, reproductive health,
communicable and noncommunicable diseases, and nutrition—incorporating social and behavior change
approaches within each. A fifth module, the operational guidelines, outlined RR qualifications, the reporting
structure, household registration, and a revised RR job description. In October 2017, MCSP received Ministry
of Health and Population approval for the revised training modules.

With the approved training modules as a guide, MCSP then built out a comprehensive training resource
package, including training manuals, visual aids, monitoring tools, and job aids corresponding to the four
technical content areas and revised operational guidelines. Each resource was developed and refined through
an iterative process with the Ministry of Health and Population and relevant stakeholders. The complete
training resource package is available on the Ministry’s national RR website for reference and continued use,
as well as on each RR tablet (see next section). For a durable, on-the-job reference, MCSP also provided RR
supervisors and RRs in 23 governorates with printed copies of training modules (for RR supervisors), training
manuals (for RRs), job aids, and the Ministry of Health and Population’s family demographic register and
daily home visit register.

Established and Implemented a Training Strategy Adapted to Raedat Refiat Program Ambitions
Beginning in mid-2017, MCSP introduced the training modules to 63 master trainers and 132 lead trainers.
These new trainer cadres cascaded the training to 1,280 RR supervisors, who in turn built the capacity of
10,183 RRs in 23 governorates using a hands-on and interactive LDHF approach. Rather than didactic
training in a classroom environment, the LDHF approach focuses on team- and workplace-based learning
and practice. The LDHF learning activities, spaced over the course of approximately 5 months, consisted of
one primary health care unit training day per week, followed by daily practical application during which RRs
conducted home visits with real-time coaching from an RR supervisor. At the end of each month, RR
supervisors met with their supervisees to share feedback on the RR’s performance and discuss challenges
faced in the course of the RR’s work.

Across the 23 governorates, RRs who participated in the LDHF sessions consistently demonstrated
improvements in thematic knowledge from pre-test to post-test and at 6 months post-training completion.
MCSP conducted a knowledge retention test with a matched sample of RRs in 15 governorates, as shown in
Figure 2. Although experience shows that a reduction in knowledge is to be expected, retention assessment
results demonstrated an average retention of 90% across thematic areas.
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Figure 2. At 6 months post-training, a matched sample of average RR knowledge retention
test scores remained nearly on par with their post-test scores (N = 1,633)

Average
Reproductive health
Nutrition

Newborn and child health

Training module

Communicable and noncommunicable disease
Operational guidance

0% 20% 40% 60% 80% 100%

) Average test scores
Pre-test Post-test W Retention

These demonstrated increases in RR knowledge of reproductive health, nutrition, newborn and child health,
and communicable and non-communicable diseases enable RRs to serve as key actors in Egypt’s efforts to
better meet the health needs of women of reproductive age and their families. As one RR reported, “[After
the training,| ladies were asking me in all topics, not only FP. While the ladies followed my advice, their lives
became better. For me, I became more precisely able to answer and keep trust with the women.”?8 (For more
information, see MCSP’s brief, “Building Community Health Worker Capacity in Egypt™.)

Designed and Launched a Model Health Management Information System for Raedat Refiats

In response to two recommendations from the RR program assessment—to make use of mobile technology
and improve the RR and community health promotion information system—MCSP collaborated with the
Ministry of Health and Population to design, launch, and refine a digital community HMIS to capture
program data from more than 1,200 RRs in five pilot governorates.?? In collaboration with the Ministry of
Health and Population, MCSP developed the system to reduce the time RRs spend on paper-based reporting
and free up more time for them to serve families in their communities, and to enable the ministry to manage
the RR program more effectively by capturing data, including workforce data, to guide trainings and service
planning and support.

MCSP distributed tablets and durable user manuals, and developed a cadre of 15 trainers and 29 facilitators
from Ministry of Health and Population information technology and technical staff in Luxor, Ismailia, Assiut,
Damietta, and Port Said governorates to lead the training of RR supervisors and RRs in these five
governorates. These master trainers cascaded the training to 1,128 total RRs, comprising 250 RRs in Luxor
governorate, 103 RRs in Ismailia governorate, 523 RRs in Assiut governorate,® 207 RRs in Damietta, and 45
RRs in Port Said governorate.

Meaningful engagement of Ministry of Health and Population staff early on and throughout the process
fostered ownership, increasing the likelihood of the system being sustained after MCSP ends. To this end,
MCSP purchased and installed a server at the Ministry of Health and Population to host the HMIS. The
server will securely store national RR program data, demonstrating the ministry’s commitment to moving
another step closer to a paperless HMIS. (For more information, see MCSP’s brief on National Community

Health Information Systems.)

28 Raedat Refiat focus group participant. Giza, Egypt. March 2019.

29 Luxor and Ismailia were initially envisaged as the two pilot governorates. In consultation with the Ministry of Health and
Population and USAID, MCSP later expanded the pilot to three additional governorates owing to changes in RR availability
during the Ministry of Health and Population’s national hepatitis C campaign.

30 MCSP collaborated with Save the Children’s sponsorship program to pilot the HMIS in Assiut governorate, where sponsorship
programming is active, using sponsorship funds.
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Recommendations for the Future

Building on successes and lessons learned over the last 4 years, MCSP offers the following recommendations
to the Ministry of Health and Population and its partners as it supports the government of Egypt writ large in
its journey to self-reliance:

® Review the national RR strategy for its applicability in the five border governorates, given their
distinctive epidemiological, geographic, and cultural profile. As needed, develop a differential
strategy, substrategy, and/or implementation plan aligned with the needs of these governorates.

® Review, validate, and cost the World Bank-developed national RR strategy implementation plan
to facilitate advocacy and fundraising.

® Continue to convene regular meetings of the High Committee. This will allow for sustained
monitoring of the strategy’s implementation, including use of the RR evaluation matrix.

e Replicate the application of the LDHF approach as an initial training for RRs across the
remaining governorates of Alexandria, New Valley, and Suez. The approach has demonstrated
effectiveness in improving RR knowledge and skills, and ranked highly in terms of satisfaction
among those RRs surveyed.

e Conduct interactive, hands-on refresher trainings at the primary health care unit for RRs as
outlined in the operational guidelines module. This should be done twice a year through a 1-day
session for each technical content area and should also incorporate continuous regular supportive
supervision and coaching visits to RR supervisors and RRs.

e Ensure the continued engagement of the Ministry of Health and Population’s technical and
information technology staff to promote sustainability of future iterations of the RR HMIS.
These stakeholders should be actively involved in the thoughtful redesign, resourcing, technical
support, and maintenance of the electronic information system.

e Plan for initial trainings in information technology skills and basic hardware use before
moving to more complex tasks and operations. This is crucial as Egypt continues to iterate and
scale digital health models, such as those currently being designed by USAID’s Strengthening Egypt’s
FP Program. The Ministry of Health and Population and its partners should also keep an eye to
systems interoperability, with the aim of more efficient and effective management and timely
decision-making for the national RR program.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
Number of trainers who completed TOTs 1,475 (target: 1,460; target exceeded)
Percentage of improvement in RR knowledge 47% (target: 25%; target exceeded)
Percentage of improvement in RR skills 22% (target: 25%; 88% achieved)

5 governorates: Luxor, Ismailia, Assiut,
Damietta, and Port Said
(target: 2 governorates [Luxor and
Ismailia]; target exceeded)

Number of governorates that piloted the electronic HMIS
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Ethiopia Basic Emergency Obstetric
and Newborn Care

Geographic Implementation Areas Population

Regions Country

e 5/1| (45%)—Amhara; Oromia; Tigray; Southern e |05 million
Nations, Nationalities, and Peoples’ Region; and
Addis Ababa Administration

Woredas
e 40/973 (4% of country total)

MCSP-supported areas
e 3.82 million

Facilities

e 235
ONZ
Technical Areas -
Program Dates Strategic Objectives through the Life of Project
Improve capacity of health facilities and skilled birth attendants (SBAs) to

§Tpt2eon|116)er |, 2014-December provide high-quality MNH services.

e Improve linkages between primary health care unit and community level
to increase MNH care-seeking practices.
Total Funding through Life Increase access to PPFP and strengthened service provision.
of Project e Enhance capacity to develop national operations research and program learning
$3,866,711 agenda for MNH, and design and conduct MCSP-specific operations research.

Highlights through the Life of Project

Demographic and Health e  Adapted and supported the Federal MOH to roll out an MNH QI tool.

Indicators e Increased access to quality and respectful services for 19,251 pregnant
women who received their four ANC visits, 22,892 mothers who
m delivered in the facility, 279 asphyxiated newborns who were successfully
resuscitated, and 20,048 mothers who received PNC in the facility in 44
NMR (lPer 1,000 29 supported health centers.
births) e Supported the Federal MOH’s plan to scale up PPFP counseling and
MMR (ZPe" 100,000 412 postpartum IUD services nationally.
b"“thls) e In 24 health facilities, enabled more than 14,000 pregnant women to be
TFR 4.6 counseled on PPFP and 1,197 women to be provided with voluntary
CPR (mo<|1ern 35% postpartum IUD insertion.
methods) . e Documented the feasibility of using blended learning for BEmONC,
Unmet FP need 22% effectiveness of the active audit-feedback intervention to increase MgSO4
ANC? 62% use for management of PE/E at the hospital level, and prevalence of
ANC4+ visits® 32% disrespect and abuse in public health facilities.

Deliveries by SBA? 28% . - , . -
PNC within 2 days? 17% Figure I: Highlights of MCSP’s BEmMONC program in Ethiopia

Facilities with fully Increased access to high-quality and respectful services for:
functioning 10%

EmONC services® 19,251 More than 14,000
Sources: [1] Ethiopia DHS 2016; pregnant women 22,892 pre antw::rmen
[2] Central Statistical Agency and who received fothers wha wgrl'; counseled
ICF 2016; [3] National EmONC their four delivered in a on postpartum
Assessment 2009 antenaul;:ir; facility family plantilg
179 20.048 1,197
asphyxiated mr:rther; who MmN Wi Choss
newborns who and were provided

received postnatal

cara In the facllit) with a pastpartum

trauterine device

were successfully
resuscitated
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Ethiopia—Basic Emergency Obstetric and Newborn Care

In 2011, despite significant progress in previous years, Ethiopia’s MMR was still 676 per 100,000 live births,
which was far from its Millennium Development Goal target of 218 by 2015. Delivery with an SBA was still
extremely low (15%31), and facilities with fully functioning EmONC services were only 10%.** Understanding
the Government of Ethiopia’s continuing interests and needs, USAID requested MCSP continue MNH
support after the closeout of the MCHIP in Ethiopia. USAID tasked MCSP with implementing the award
under two scopes of work: the Strengthening BEmONC project and the Community-Based Newborn Care
(CBNC) project. MCSP’s Strengthening BEmONC program in Ethiopia, which was implemented from
September 2014 to December 2016, aimed to increase the availability, utilization, and quality of MNH and
PPFP services in the USAID priority regions of Amhara; Oromia; Southern Nations, Nationalities, and
Peoples’ Region; and Tigray. MCSP worked in close collaboration with the Federal MOH and regional, zonal,
and woreda (district) health bureaus to provide BEmONC, QI, PPFP, and MNH-related research.

Key Accomplishments

Integrated Maternal and Newborn Health and Quality Improvement Efforts

With the aim of reducing maternal and newborn mortality, MCSP introduced and strengthened BEmONC
services by developing skill competencies through training and mentoring health care providers in 172
Integrated Family Health Program-supported and 44 MCSP-supported health centers. MCSP provided
comprehensive MNH support in 44 health centers to strengthen BEmONC services, improve referrals and
linkages, and institutionalize QI approaches. The 44 facilities were supported in two phases: 22 in the first
phase during PY1, and an additional 22 in PY2. All were high-caseload facilities selected by their respective
zonal offices to receive MCSP’s support in MNH.

MCSP conducted an initial baseline assessment in each facility, which showed that most of the health centers
were not fully implementing the BEmONC signal functions. An average of only three of the seven
BEmONC signal functions were routinely performed in all health centers, mainly due to gaps in skills and
available materials and supplies. MCSP therefore focused on closing the identified gaps by building the skills
of 47 health care providers through BEmONC trainings, followed by onsite post-training coaching using
anatomic models. Follow-up assessments were conducted in June 2016 and showed that, as a result of the
training, the number of facilities routinely providing the BEmONC signal functions increased compared to
the baseline. By the end of the program in Ethiopia, 13 (30%) of the supported health centers were able to
perform all seven BEmONC signal functions.

The establishment of BEmONC in 44 health facilities was reinforced by the introduction of a QI effort that
led to improvements in overall MINH services in these facilities. The comprehensive support provided by
MCSP coupled with the other facility-based and national initiatives enabled health centers to improve their
overall performance in MNH services. Consequently, the health facilities” HMIS data showed considerable
improvements in ANC, skilled birth services, and PNC in MCSP-supported facilities when compared with
the baseline and with the national average from the 2016 Demographic Health Survey in Ethiopia (see Figure
2 and 3).

l. Central Statistical Agency (CSA), Federal MOH, World Bank. 2014. Ethiopia Mini Demographic and Health Survey 2 | 4- Addis Ababa: CSA and Federal
MOH.

2. UNICEF. 2009. National Baseline Assessment for Emergency Obstetric and Newborn Care: Ethiopia, 2008. New York Cit)’: UNICEF.
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Figure 2. Change in performance of MNH services at MCSP sites, phase |
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Figure 3. Change in performance of MNH services at MCSP sites, phase Il
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Sources: Central Statistical Agency and ICF 2016; HMIS reports of health facility data

At the national level, to meet the national quality initiatives and activities, MCSP supported this effort by
seconding (temporatily transferring) a senior QI advisor to the Medical Services Ditrectorate/Federal MOH.
As a member of the national quality TWG, MCSP actively participated in the development and dissemination
of the Ethiopian National Health Care Quality Strategy: 2016-2020 and coordinated other quality initiatives
articulated in the quality strategy, including the incorporation of clinical governance and MNH standards into
the revised Ethigpian Hospital Reform Implementation Guidelines. At the national level, the development of a
standard MNH QI tool for primary health care units was identified as a critical need to ensure a uniform
approach in the provision of standardized MNH care. Again under the leadership of the Medical Services
Directorate, MCSP took the initiative with developing and field-testing the tool. The tool was successfully
piloted in 44 MCSP-supported health centers before being rolled out nationally. The QI tool is used for
internal/self-assessments by health center staff and during external quality assurance assessments to measure
attainment of performance standards. At the national level, MCSP also supported the Federal MOH to
institutionalize respectful maternity care by leading the development of training materials for the nationwide
scale-up of respectful maternity care.

MCSP implemented selected high-impact, evidence-based interventions and innovations focusing on
strengthening services and management, and building MNH capacity. MCSP formally evaluated several
interventions piloted under MCHIP, including the introduction of a blended learning approach for
BEmONC training and the use of active audit-feedback on the use of magnesium sulfate for the management
of severe PE/E. Another intervention, use of the Microlife blood pressure apparatus, was initiated and
introduced in Ethiopia by MCSP. While there were plans to introduce and study the implementation of the
uterine balloon tamponade for the management of PPH in Ethiopia, local ethical clearance did not permit the
study to go ahead. MCSP shared its implementation experiences, study findings, and recommendations with
the Federal MOH and stakeholders so that they can use these innovations to further reduce maternal and
newborn mortality.
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Strengthened Linkages between Primary Health Care Unit and Community Levels to Increase
Maternal and Newborn Health Care-Seeking Practices

As reported in 2014, a large majority of women (78%) who did not deliver in a health facility believed that it
was either not necessary or not customary to do so. Consequently, the Federal MOH developed a sound
strategy to:

® Strengthen referrals and linkages among health facilities.

® Improve health care-seeking behaviors of the community with extensive community-based demand
creation.

However, the full operationalization of the referral and linkage system is weak or suboptimal at facility level.
MCSP conducted a baseline assessment to determine the functionality of primary health care unit referral and
linkages in the 44 supported primary health care units and found that primary health care unit linkages were
not being fully implemented as outlined in the guidelines. For example, MCSP’s 2014 and 2016 baseline
assessments found that it was not standard practice in the health centers to:

Use national referral registry forms and the referral log sheet.
Identify a referral focal person within the primary health care unit.

Hold monthly primary health care unit meetings and pregnant mothers’ conferences.

Provide regular supportive supervision to health posts.

Following the baseline assessment, the project oriented 594 primary health care unit, woreda, and zonal health
office staff on national primary health care unit strategies and protocols, such as the referral guideline, the
primary health care unit linkage manual, pregnant women’s conference protocols, and maternity waiting
home service guidelines to standardize operationalization of these protocols in supported primary health care
units. Though health centers generally have a shared plan with their satellite health posts, MCSP, together
with woreda and zonal health offices, emphasized the need for primary health care units to adhere to the
national guidelines by having a strict schedule for monthly primary health care unit meetings, pregnant
women conferences, and supportive supervision visits to health posts. The orientation helped primary health
care unit staff to revitalize referral networks and linkages along the continuum of care in their catchment area.
Primary health care unit staff identified their gaps in referral and linkage, and developed action plans to
realign their referrals and linkages to meet the guidelines. As a result, more than 91% of health centers were
subsequently able to:

Use the national referral registry forms and a referral log sheet.
Regularly conduct monthly primary health care unit meetings using the guidelines.

Regulatly conduct supportive supervision to health posts using the standard supportive supervision tool.

Regularly conduct pregnant mothers’” meetings.

By the end of the project, 61% of supported health centers had referral focal people. The presence of a
proactive referral focal person will not only address issues, such as ensuring referral feedback, but will also
ultimately contribute to avoiding two of the “three delays” in birth: delay in transport to care and delay in
receiving timely, quality care. MCSP used the primary health care unit monthly meeting as an opportunity to
refresh the knowledge of primary health care unit staff by providing them with brief technical updates on
supervisory skills and MCHIP’s job aids on effective referrals. More importantly, as components of the draft
national MNH QI assessment tool, referral and linkages are and will continue to be regularly monitored by
the facilities in the ongoing QI activities.

Increased Access to Postpartum Family Planning and Strengthened Service Provision

Responding to the high unmet need for PPFP in Ethiopia, MCHIP initiated a PPFP program in 2012 and
introduced immediate postpartum IUD insertion services for the first time in Ethiopia. Building upon the
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foundations laid by MCHIP, MCSP continued to support the Federal MOH’s efforts to increase the
availability of long-acting FP methods and scale up PPFP at the national and facility levels. As part of the
national FP TWG, MCSP’s contribution at the national level was focused on the integration of PPFP in
national sexual and reproductive health policies, including the scale-up of PPFP nationally and the generation
of new evidence on PPFP in Ethiopia. During the revision of the national FP training package, MCSP led the
revision of the PPFP module according to WHO 2015 Medical Eligibility Criteria and Jhpiego FP resource
packages, ensuring inclusion of the latest PPFP and postpartum IUD knowledge and skills.

In response to the Federal MOH’s plan to roll out PPFP and postpartum IUD in 100 selected facilities in
Oromia; Ambhara; Tigray; and Southern Nations, Nationalities, and Peoples’ Region, MCSP accomplished the
following in collaboration with the Federal MOH.

® Integrated PPFP training modules into the Federal MOH’s national FP training package, which
incorporated the latest evidence from the 2015 WHO recommendations on FP methods for postpartum
women, and ensured that PPFP was sufficiently addressed in the national FP training package.

® Expanded the national pool of skilled PPFP and postpartum IUD trainers. MCSP conducted a teaching
skills course for 47 Federal MOH-selected trainers who were already proficient FP providers. These
trainers are now able to cascade and roll out planned PPFP and postpartum IUD training at the regional
level.

In 18 facilities, MCSP continued supporting PPFP and postpartum IUD services initiated by MCHIP. In
addition, the project introduced PPFP and postpartum 1UD services in six health centers with high caseloads
to further test scalability at health center level. These 24 facilities benefited from capacity-building for health
care providers through offsite training, onsite orientation, skill transfer visits, supportive supervision, and
phone follow-up. Facilities were also provided with the postpartum IUD insertion materials, registers, and job
aids required to provide the service. In the process, it was observed that PPEFP services were frequently
interrupted in many facilities due to perceived high workload, perhaps influenced by the absence and high
turnover of trained health care providers. To address this problem, MCSP designed and tested an onsite
training approach in three project-supported hospitals. In total, the project succeeded in training 170 health
care providers in 24 facilities in PPFP counseling and postpartum IUD insertion skills, in accordance with
USAID’s FP compliance regulations. Between October 2014 and July 2016, trained health care providers
counseled more than 14,000 pregnant women on the full mix of PPFP methods during ANC and the latent
phase of labor. Among those counseled, 1,197 mothers voluntarily chose to receive postpartum IUD
insertion services within the first 48 hours after delivery. One of the quality indicators of postpartum IUD
insertion is the occurrence of spontaneous expulsion and infection following insertion. In the 22 months of
implementation, only one expulsion and one infection were reported, which is considered low for postpartum
1UD (see Table 1).

Table I. PPFP counseling and postpartum IUD insertions, October 2014-July 2016

Mothers
returning for
first follow-up
Postpartum visit (6 weeks
IUD insertions | and 3 months

Facilities
implementing
PPFP PPFP clients Reported

Reported
spontaneous

infection

counseling counseled in
and ANC expulsion

after
postpartum
IUD insertion)

postpartum
IUD insertion

24 (15 hospitals
and nine health > 14,000 1,197 278 | (0.08) 1 (0.08)
centers)

Source: Health facilities’ PPFP and postpartum IUD registers
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Generated Evidence for Improved Policy and Programming

As part of the Federal MOH’s national MNH Research Advisory Council, MCSP participated in designing
the national-level priority research agenda to guide the Federal MOH on future RMNCAH policies and
research. MCSP also trained Federal MOH staff on developing a program learning agenda, and provided
financial and technical support to develop the national EmONC assessment. MCSP led cutting-edge research
on topics such as respectful maternity care, blended BEmONC learning methods, the continuum of care for
PPFP and follow-up, and the use of audit feedback tools for the management of PE/E.

Blended Basic Emergency Obstetric and Newborn Care Learning Methods

Substantial investments are being made by the Government of Ethiopia and partners on training SBAs to fill
the skills gaps around BEmONC. However, the conventional 3-week BEmONC training, for which health
care providers have to be away from their workplace for an extended period, compromises facilities” MNH
services and is also resource intensive. In response, MCHIP designed and tested a 2-week BEmONC training
using a blend of classroom training, clinical skills practice and attachment, and follow-up through short
message service (SMS) on mobile phones.?3 Based on MCHIP’s successful pilot, MCSP further evaluated
trainees’ knowledge and skills retention. A quasiexperimental study design of post-training comparison was
made on 153 health care providers trained by MCSP using the conventional and blended approaches. The
study found that the blended learning trainees” knowledge and skills retention was equivalent to those trained
with the conventional approach 3 months after training. Blended learning offers an alternative training
approach for in-service BEmONC training in Ethiopia—particularly for health care providers who are
working in areas with reliable network coverage—and, as shown, results in providers who retain knowledge
and skills despite the alternate training approach.

Management of Pre-eclampsia/ Eclampsia

Ethiopia is among the countries with high maternal mortality, and severe PE/E is one of the leading direct
causes. The majority of deaths related to PE/E could be avoided if women received effective care and
delivered according to evidence-based standards. MCSP conducted a study to determine if an active audit-
feedback intervention in public referral hospitals in Ethiopia improves the quality of care provided to women
who expetience either PE/E or a hypertensive crisis. The study revealed that, following the audit-feedback
intervention, significantly more women with severe PE/E or mild pre-eclampsia in labor received the correct
dose of magnesium sulfate compared with before the audit-feedback intervention. Similarly, compared with
before the audit-feedback intervention, more women with acute severe hypertension received the correct
dose of antihypertensive therapy. Women with PE/E who received the full correct course of magnesium
sulfate in the study hospitals increased from 64.6% at baseline to 92% after five 5 months of the audit-
feedback intervention (p<<0.001). If done properly and with full participation of health care providers, the
audit-feedback intervention can bring significant, positive change in quality of health care for women with
PE/E. The intervention will hopefully be scaled up to hospitals with similar settings to improve quality of
care for women with PE/E and hypertensive crises.

Respectful Maternity Care

As part of the national Health Sector Transformation Plan, the Federal MOH developed a national agenda
prioritizing the creation of a compassionate, respectful, and caring health workforce to improve the health
status of all citizens. MCSP supported the Federal MOH’s agenda by generating evidence on respectful
maternity care, one component of the broader compassionate, respectful, and caring agenda. Despite national
efforts to increase institutional delivery, the majority of women in Ethiopia still deliver at home.?* This, along

33 The training maintains the other standards set in the national BEmONC training manual, such as the use of the national
BEmONC training package, use of standardized BEmONC trainers with no more than |6 participants per course at a ratio of
four trainers to |6 participants, and use of a clinical setting for training.

34 CSA, Federal MOH, World Bank. 2014. Ethiopia Mini Demographic and Health Survey 2014. Addis Ababa: CSA and Federal
MOH.
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with other factors, is associated with unfriendly or disrespectful and abusive services in health facilities.?>
MCSP conducted a study on the prevalence of disrespectful and abusive care in selected Ethiopian health
facilities to enrich the existing body of literature and contribute to informed national policy and decision-
making. Twenty-seven percent of mothers reported at least one form of disrespect or abuse. The findings
also revealed that failure to meet professional standards of care was the most common type of disrespect and
abuse committed by facility staff.

Recommendations for the Future

MCSP’s most notable successes in the 2-year project period included increasing availability and utilization of
high-quality MNH and PPFP services; scaling up high-impact interventions; introducing cost- and time-
efficient alternatives to health care providers’ in-service training; building the government’s capacity to scale
up respectful maternity care, QI, PPFP; and postpartum IUDs nationally; and strengthening MNH research.

® Continue to integrate respectful maternity care in all reproductive and maternal health
interventions, and utilize national QI tools to assess the quality of MINH services in all health
centers. This should be done through government health offices and MNH partners using and
operationalizing the Federal MOH’s national MNH QI tool in all facilities. Hospitals and woredas should
also use this tool to assess their health centers’ standards every 3 to 6 months and note that a
comprehensive approach to facility support enhanced by a QI activity yields better MNH outcomes.

® [Ensure availability of essential parenteral drugs, equipment, and supplies at health centers to
enable implementation of all seven BEmONC signal functions. Improved forecasting needs to start
in health facilities to minimize supplies and commodities gaps.

® Implement blended training approaches to continue to improve maternal and reproductive
health care. The utilization of blended learning as a training approach followed by regular mentoring
offers an alternative to longer offsite training. For example, shifting PPFP and postpartum IUD training
from off site to on site and orienting all MNH providers on service delivery helped limit service
interruption caused by absences of staff during offsite training or turnover of limited trained staff.

® Strengthen referral systems and emphasize data quality and accurate reporting practices. The
assignment of a proactive referral focal person in health centers can significantly resolve challenges of
referral within the primary health care unit. Additionally, stakeholders should follow up on facility-level
data quality issues and improve accuracy of data recording and reporting practices in the HMIS.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
472 (285 BEmONC, 170 PPFP
Number of people trained with MCSP support postpartum IUD, |7 infection

prevention) (target: 541; 87% achieved)

Percentage (number) of project-supported facilities that provided 30% (13/44 facilities) (target: 90%, 40/44
all seven BEmONC signal functions in the last quarter health centers; 33% achieved)'

Percentage of births that received at least four ANC visits 42% (target: 45%; 93% achieved)

Number of facilities that implement the national MNH quality

. i 44 (target: 44; target achieved)
assessment intervention

Percentage of births attended by an SBA in MCSP-supported health

facility catchment areas 92.5% (target: 60%; target exceeded)

Percentage of mother-baby dyads who received PNC for both

mother and baby within 2 days of birth 44% (target: 60%; 73% achieved)

I Improvements were impeded by shortages of essential parenteral drugs, equipment, and supplies.

35 Bohren MA, Hunter EC, Munthe-Kaas HM, Souza JP, Vogel JP, Gulmezoglue AM. 2014. Facilitators and barriers to facility-
based delivery in low- and middle-income countries: a qualitative evidence synthesis. Reprod Health. 1 1(1):71. doi: 10.1186/1742-
4755-11-71.
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Ethiopia Community-Based

Newborn Care

Geographic Implementation Areas Population

Regions Country
e 4/11 (36%)—Amhara; Oromia; Southern Nations, [ ¢ 105 million
Nationalities, and Peoples; and Tigray

MCSP-supported areas
Woredas e 9.1 million
e [36/973 (14% of country total)

Facilities
e 730/3,000 health centers (24%)
e 3,605/7,000 health posts (52%

e CYAEY
Technical Areas -

Program Dates
October I, 2014—February 28,
2019

Total Funding through Life
of Project
$13,706,700

Demographic and Health
Indicators

Live births/year

(per 1,000) ' 3258
MMR (per 100,000 412
live births)?

NMR (per 1,000 29
live births)?

USMR (per 1,000 67
live births)?

TFR? 4.6
CPR (modern o
methods)? 35%
ANC 4+ 32%
SBA? 28%
Penta3? 53%
Stunting (height for o
age < 5)' 38%
ORT? 30 %
Acute respiratory 29.8%

iliness care seeking’
Sources: [1] UNICEF and WHO
count down to 2030, [2] Ethiopia
DHS 2016.

MCSP End-of-Project Report

Strategic Objectives through the Life of Project

e Improve community MNH practices and care-seeking behaviors.

o Increase provision of high-impact, quality newborn care services in the
community.

e Strengthen supportive systems for provision of newborn health care.

Highlights through the Life of Project

e Supported the Federal MOH to develop a national CBNC demand
creation strategy and implement it in 730 health centers and 3,605 health
posts to improve service use and build community capacity to solve
MNCH issues.

Trained 2,912 health workers and 6,768 health extension workers on

CBNC, enabling them to provide high-impact newborn health services for

over |.2 million beneficiaries (see Figure | below).

o Increased day-of-birth QI standards at |3 pilot health centers from 32% at
baseline to 92% at reassessment.

o Organized sustainability and handover workshops in 100% of project
woredas (districts) where participants committed to expansion of
successful MCSP CBNC approaches.

e Collaborated with the Federal MOH to initiate the development of the
long-term vision for a newborn and child health roadmap in Ethiopia.

Figure |. MCSP-supported CBNC and IMNCI training targets were

consistently met in the four MCSP-supported regions.

Health workers trained on CBNC (N=

2912/3467) a5

Health centers trained on integrated
management of newborn and childhood 100%
illness and CBNC (N= 730/730)

Indicator

After receiving trainings, health posts that

initiated CBNC (N= 6768/6446) s

Health extenion workers trained on

CBNC (N= 3605/3679) 105%

0% 20% 40% 60% 80% 100% 120%

Percent of life of project target achieved
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Ethiopia—Community-Based Newborn Care
Background

In March 2013, based on the lessons learned from the successful implementation of the Community-Based
Intervention for Newborns in Ethiopia research trial, the Federal MOH launched the national CBNC plan.
The plan was rolled out to be implemented through the country’s existing Health Extension Program.
Additionally, the Government of Ethiopia received support from USAID’s Integrated Family Health
Program to roll out iCCM in the target woredas.

Based on the lessons from implementation of iCCM, MCSP’s CBNC project was designed to strengthen the
linkage among health centers, health posts, and communities. The project aimed to reduce neonatal morbidity
and mortality in four regions of Ethiopia from 2014 to 2019. MCSP supported the Government of Ethiopia
with the introduction and scale-up of high-impact newborn health services at the community and primary
health cate unit levels across the Amhara; Oromia; Southern Nations, Nationalities, and Peoples; and Tigray
regions. The project implemented the CBNC package in 3,605 health posts and 730 health centers through
building the capacity of health workers, health extension workers, and managers to deliver the services at
community and facility levels.

Key Accomplishments
Rolled Out a Community-based Newborn Care Package

In close collaboration with and providing support to the regional, zonal, and woreda health bureaus, MCSP
rolled out elements of the CBNC package in 135 woredas across 12 zones located in Amhara; Oromia;
Southern Nations, Nationalities, and Regions; and Tigray regional states. Using the national CBNC training
materials, MCSP developed a health worker trainer pool at the zonal and woreda levels to support the training
of health workers and health extension workers in targeted health centers and health posts, respectively.
MCSP added a fifth day to the 4-day national CBNC training to integrate topics related to demand creation
and pharmaceutical supply management. MCSP’s Newborns in Ethiopia Gaining Attention project trained
2,912 health workers (84% of target) and 6,768 health extension workers (105% of target) on CBNC. In
collaboration with UNICEF and the Federal MOH, kits containing a 1-year stock of essential CBNC supplies
were given to each health post so services could be initiated as soon as the health workers and health
extension workers returned to their kebeles (neighborhoods).

Developed and Implemented a Demand Creation Strategy for Community-based Newborn Care

MCSP worked with Saving Newborn Lives (SNL) to support the Federal MOH to develop a national CBNC
demand creation strategy to address barriers to care seeking and improve newborn care practices at home. To
help realize this strategy, MCSP encouraged and supported engagement of communities and health care
providers through ongoing dialog, planning, collective action, and outcome monitoring. MCSP developed a
training module and systematically integrated the demand creation into the CBNC training for health workers
and health extension workers to build zonal, woreda, and primary health care unit capacity on MNCH-CBNC
demand creation. This included the rollout of the strategy to 3,441 target kebeles, with 370 of the selected
“learning kebeles” receiving support that was more intensive in order to serve as learning/model sites for other
kebeles in their woredas. MCSP provided initial trainings to all 370 of these &ebeles, and more than 70% reached
the stage where they were able to share positive experiences with other &ebeles. MCSP was able to achieve
these results despite the civil unrest and drought affecting the country. The project adjusted its plans and
supported community-to-community learning visits in 93 project woredas that were not affected by the
external factors. The majority of the woredas that participated in the learning visits integrated elements of the
demand creation strategy, such as engagement of the &ebele command posts (a multisectoral group from the
neighborhood within the communities) and faith-based leaders, in their annual work plan. MCSP, in
collaboration with the zonal and woreda health offices, organized zonal-level experience-sharing workshops for
faith-based leaders. Over 90% of the faith-based leaders trained by the project educated their respective
woredas and communities on positive MNCH behaviors and practices during faith gatherings and through
home visitation of followers, particularly pregnant women. (See the full report for additional details.)
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Provided Supportive Supervision and Mentorship

Following the CBNC trainings, pet the national protocol, MCSP and woreda and/ ot supervising health center
staff completed a joint post-training follow-up visit at each of the target health centers and health posts
within an average of 8 weeks after the training. Additionally, MCSP conducted two rounds of performance
review and clinical mentoring meetings for each project woreda at 6 to 8 months after the initial training and
again 6 months after the post-training follow-up visit. In addition to the classroom-based discussions, the first
performance review and clinical mentoring meeting provided health extension workers opportunities for
practical skills mentoring sessions through attachment to a nearby health center. The second performance
review and clinical mentoring meeting served as another tailored mentoring and refresher training
opportunity to address the major gaps identified from peer review of the health posts’ sick young infant
registration books. Findings from these assessments can be seen in Figure 2. By the end of the project, all
health centers and functional health posts in the project woredas initiated CBNC services, including
management of possible serious bacterial infection (PSBI) at the community level.

Figure 2. Skills improvement with diagnosis and management of sick young infants by
health extension workers and supervising health workers at the health post level (April
2015-June 2017)

Post-training follow-up
First performance review meeting

Second performance review meeting

Supportive supervision

Time of assessment

0% 20% 40% 60% 80% 100%
Percentage of providers

Correct treatment B Correct diagnosis

Supported Local Use of Data for Decision-Making

When the program began implementation in Ethiopia, the national HMIS did not include indicators to
measure coverage of services included in the CBNC package. As an active member of the national child
survival working group, MCSP, together with other partners implementing CBNC, successfully influenced the
inclusion and/or modification of newborn health indicators focused on PSBI, asphyxia, and small babies in
the national HMIS. Specifically, MCSP participated in relevant workshops organized by the Federal MOH to
confer and agree on the final set of indicators and advocated for prioritizing the integration of newborn
indicators in the HMIS. In addition, to demonstrate the benefits of using data generated at the local level for
program improvement, MCSP and SNL developed a CBNC monitoring chart with indicators for use at
health post and health center levels. Although initially designed for local program monitoring and decision-
making, the chart also helped with identifying challenges in data quality.

Piloted a Day-of-Birth Quality Improvement Intervention

MCSP adapted the draft national Maternal and Newborn Care QI and Assessment Tool for Health Centers to focus on
day-of-birth care for mother and baby. Jointly with the zonal health offices, the project enrolled 13 health
centers with high volume of deliveries for a QI activity. The primary purposes of the activity were to help
selected health centers become competent in the use of the assessment tool and improve service quality so
that they could serve as learning sites for others health centers in the woredas. MCSP revitalized and
strengthened the QI teams, and oriented them on the tools to carry forward the assessment that entailed
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direct observation, document reviews, and service provider interviews. The assessment tool was categorized
into seven areas, 28 standards, and 2006 verification criteria, each of which received a composite summary
scote based on the number of criteria met. The threshold for achieving the Federal MOH national quality
standard was 80% of the criteria met for each standard. The average percentage of standards achieved by the
facilities increased from 32% at baseline to 92% at endline. The 13 pilot learning facilities organized and
hosted QI visits for 593 health workers and staff from 174 health centers and two hospitals to share their
own lessons learned about improving the quality of newborn care services.

Ensured Sustainability through Handover and Dissemination

As part of its effort to ensure sustainability, MCSP organized and conducted handover workshops for 2,889
individuals from different zones, woredas, and primary health care units; best-performing health extension
workers; chairpersons from the strengthened &ebele command posts; and community members. In addition to
identifying promising practices for further strengthening and replication, the woreda handover workshops were
designed to identify unfinished activities. At the end of each workshop, the woreda health bureaus developed
action plans (with timeline and responsible person) based on the remaining lists of activities. MCSP
conducted supervision visits to each of the woredas 1 month following the handover workshop and learned
that many integrated activities from the action plans into their annual woreda plan.

MCSP also hosted the Federal MOH, regional health bureaus, the USAID Mission in Ethiopia, and other
implementing partners, including the USAID-funded Transform: Primary Health Care project, at national-
level experience-sharing visits at project sites in Southern Nations, Nationalities, and Peoples Region.
Furthermore, MCSP technical staff organized experience-sharing meetings with the USAID Transform:
Primary Health Care and Transform: Health in Developing Regions counterparts to share strategies,
experiences, lessons, and outstanding challenges that came out of MCSP. Lastly, MCSP initiated the process
that led to the development of the national QI and transition plan. The plan outlined criteria that stratified
the woredas into “poor,” “medium,” and “good” performance categories to help phase the handover process.
USAID expanded the reach of this plan to cover areas supported by other CBNC implementing partners,
which led to the stratification of all CBNC woredas. While MCSP supported the Federal MOH with
developing the transition plans for woreda classified as medium performing, support to the poor-performing
woredas was taken up by the Transform: Primary Health Care project.

Advocated for a Long-Term Vision for a Newborn and Child Health Roadmap

Following the phase-out of MCSP field activities and handover of implementation to the subnational
government, MCSP and SNL successfully advocated for the Federal MOH to lead the development of a
roadmap that outlines a long-term newborn health visioning document informed by the experiences and
lessons of implementing CBNC at scale. The visioning document was based on a critical review and synthesis
of lessons learned and framed around forward-looking, long-term aspirations to spur the development of
capable and integrated newborn and child health systems. Specifically, the findings from the research studies
conducted by MCSP on issues around care for low-birthweight babies and challenges with caretakers’ referral
compliance when identifying young infants with PSBI were an integral component in synthesizing the
background information for the visioning document. Despite some unexpected delays and hurdles, MCSP
provided support to the Federal MOH to develop a draft of the roadmap document. Upon closeout, MCSP
shared with the Federal MOH a list of recommended steps on finalization of the roadmap.

Recommendations for the Future

Based on its lessons learned, MCSP is hopeful that the following recommendations are taken by the MOH at
the national and subnational level and by implementing partners to sustain implementation of the MNCH
interventions via the existing CBNC package.

® Improve uptake of appropriate MNH-related household practices and norms, including timely
recognition of and care seeking for maternal and newborn danger signs. Future initiatives could
contribute significantly to the reduction of newborn mortality through community empowerment and
demand creation. The facilitative and interactive methods used in demand creation and community
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empowerment approaches through MCSP can help to identify deep-rooted challenges and develop
tailored strategies to address them. Ethiopia’s health workforce requires further capacity-building in these
approaches in order to scale them with quality, realize the potential of community empowerment, and
create demand to further reduce newborn mortality. The Federal MOH and MNH partners should focus
on demand creation/community empowerment approaches to improve care seeking and community
MNCH-CBNC literacy.

® Strengthen service provision and supportive systems, particularly at woreda and health care
levels, to ensure access to high-quality MINH care. A functional support system needs to have
adequately trained staff, an appropriate mix of human resources, an uninterrupted flow of essential
supplies, and a working referral system for pregnant women and newborns. Reinforcing health centers’
capacity through trainings and supportive supervision tailored around the various components of the
CBNC strategy, such as providing appropriate care for low-birthweight and preterm babies, early PNC
for mothers and babies, and comprehensive QI initiatives, is essential. Based on MCSP’s experiences,
specific recommendations entail:

e (Create a comprehensive QI initiative, as day-of-birth care requires improvement in various aspects of
health care provision, including provider motivation, overall cleanliness and hygiene, appropriate use
of space, leadership, etc.

e Engage managers at zonal and woreda level for support, oversight, and ultimate accountability.

e Build an HIS that is monitored regulatly in order to improve availability of accurate, high-quality data
and to provide appropriate training and follow-up to ensure data are used to support program
learning and make program adjustments when needed.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
Percentage of targeted health extension workers trained (and equipped) 105% (target: 100%; target
on CBNC package exceeded)

Percentage of mothers or babies who received early (within 48 hours)
postnatal home visits by health extension workers in MCSP-supported
areas

15.6% (target: 8%; target
exceeded)

Percentage of sick young infants classified as having PSBI who initiated

i o 91% (target: 90%; target
treatment at health posts and received complete 7-day antibiotic

treatment at health post exceeded)
Percentage of correctly classified sick newborns who are appropriately 93% (target: 80%; target
managed exceeded)
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Ghana Early Childhood Development

r Geographic Implementation Areas Population
Regions Country

e 3/10 (30%)—Central, Eastern, Upper West, o 28.2 million
Upper East

MCSP-supported areas
Districts e 9 million
o 21/254 (8%)

Community-Based Health Planning and Services zones
e 873/5,488 (16%)

Technical Areas ! ’!

Program Dates Strategic Objectives through the Life of Project
e Create and disseminate evidence-based early childhood development
October |, 2016-June 30,2019 (ECD) materials focused on early chiIdhoodystimuIation and refponsive
parenting for children under age 3.
Total Funding through Life ® Build capacity of Community-Based Health Planning and Services (CHPS)
of Project staff, community health volunteers, and social welfare officers to teach
$3.600,000 caregivers with young children about early stimulation and responsive
parenting in targeted districts.
e Assess the ability of CHPS staff, community health volunteers, and social
Demographic and Health welfare officers to integrate ECD activities into their routine services and
Indicators document changes in caregiver behaviors and child development.
o Create an enabling environment at the national and regional levels to
Live births/year' 776,532 I|;:Zg::::;en|1ri1§;|'tu'c|onaI|zat|on of ECD activities into partner and government
MMR (per 100,000 5 g Highlights through the Life of Project

live births)* e  Worked with the Ghana Health Service to develop a comprehensive toolkit
NMR (per 1,000 25 and elLearning modules to integrate early stimulation and responsive
live birth)? parenting into community health and nutrition services in response to the
USMR (per 1,000 global call for cross-sectoral collaboration on ECD.
X ) 3 52 . . . . _ . s .
live births) Built capacity of 2,268 national-, regional-, district-, and community-level
IMR 1.000 health staff to deliver parenting sessions on ECD with caregivers of children
. (.per 3 37 ages 0-3. Staff reached more than 5,715 caregivers with 5,006 children,
live births) . ; o . : - .

) R increasing positive caregiving behaviors that impact child development.
ANC 4+ 89% e Supported performance improvement among health staff via ongoing
ECD Index? 68% supervision and mentorship, documenting facilitation and use of the ECD
Social-emotional® 67% toolkit and message retention.
Li e Revitalized cross-sectoral working groups on ECD for children under age 3

tteracy- 3 44% with the Ghana Health Service, United Nations, and other partners.

numeracy

e Provided technical input to the national ECD standards, Newborn Health
Strategy, ECD call to action, and Nurturing Care Strategy.
e Contributed to evidence and learning on ECD for children under age 3

Sources: [1] UNICEF and WHO
2014; [2] Ghana Maternal Survey,
2017; [3] MICS, 2017; [4] World

Bank 2015 interventions, including improvement in positive caregiving practices.
Figure |. Changes in positive caregiving practices in two regions
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Ghana—Early Childhood Development

Background

The primary focus of MCSP’s ECD program in Ghana was to support the integration of ECD interventions
into existing health and nutrition activities. The program implemented activities through the CHPS platform,
building on MCSP’s existing activities focused on capacity-building of CHPS health workers for improved
health outcomes. MCSP’s ECD activities were based on implementing proven approaches of early
stimulation packages globally. The ECD activities focused on engaging parents and caregivers, encouraging
them to be responsive to their children’s emotional and physical needs from birth onward by responding to
their cues, playing, talking, singing, and exposing them to words and numbers while carrying out their daily
routines, even before they can verbally respond.

Key Accomplishments

Developed and Disseminated an Evidence-Based Early Childhood Development Toolkit

MCSP developed a toolkit on eatly childhood stimulation and responsive parenting, and collaborated with the
Ghana Health Service to integrate the package into community health and nutrition services. This
comprehensive package aligns with WHO’s Nurturing Care Framework and responds to the global call for
cross-sectoral collaboration on ECD to improve the quality of health services in the pivotal first 1,000 days of
life. The final package of materials includes a facilitator training manual, flip chart, parenting session manual,
brochure, and wall chart for health facilities, which were rolled out across participating CHPS zones, reaching
5,715 caregivers with 5,006 children. At the end of the project, MCSP digitized the package into a set of
eLearning modules to support institutionalization and sustainability. The eLearning course will be used in pre-
service training of supervisory staff and support scale-up of ECD activities to other regions.

Strengthened Community Health Workforce through Trainings at the National, Regional, and
District Levels

Using a cascade approach, MCSP, in collaboration with the Family Health Division of the Ghana Health
Service, completed a TOT with 115 frontline regional and district health administration staff from Eastern,
Upper West, Upper East, and Central regions on the ECD 0-3 package. The TOT provided participants with
the requisite knowledge and skills to conduct step-down trainings at the district level for effective integration
of eatly childhood stimulation and responsive parenting information with regular health and nutrition
activities. TOT participants went on to facilitate cascade trainings for CHPS staff and community health
volunteers, training 2,204 community health officers, community health volunteers, and social welfare officers
in 21 districts across all four regions. Trainees educated parents and other caregivers to engage in eatly
stimulation activities with their children at the CHPS compound and with their routine activities with the
mother-to-mother support groups at the community level. These trainings created a cadre of 2,268 ECD
champions who have the skills to conduct eatly stimulation activities that enable young children to reach their
full developmental potential.

Adapted Programming to Urban Settings

As an investment in adapting ECD to urban settings, MCSP also trained nurses from Princess Marie Louise
Children’s Hospital in Accra. Nurses trained went on to provide ECD sessions during outpatient and
inpatient malnutrition services provided on a daily/weekly basis at the hospital. The hospital has committed
staff time and resources to follow the training with internal step-down trainings to cover the full nursing staff.
MCSP supported adaptation of the training structure (into smaller, shorter sessions) as well as monitoring
tools to fit the hospital’s needs. This approach serves as a model for health care facilities throughout Ghana
and will help to institutionalize ECD programming and increase sustainability.

Improved Quality through Supportive Supervision and Mentorship

To support continual learning, reinforcement, and ultimately sustainability, MCSP, in collaboration with
regional and district trainers, conducted mentorship and supportive supervisory visits in 11 districts using a
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standardized observation checklist. MCSP staff, along with regional and district trainers, visited and observed
community health officer-led ECD sessions in 44 communities, providing feedback and identifying ways to
improve session delivery. The feedback provided during the mentorship and supportive supervisory visits
improved the quality of session delivery by community health officers and supported effective integration of
ECD messages in their ongoing health and nutrition activities (see Figure 2). Supervisory staff continue to use
observation checklists, which can be adapted as the program evolves to ensure quality delivery of ECD
sessions and proper integration with health topics.

Figure 2. Average observation checklist scores for community health officers delivering
parenting group sessions in Eastern and Upper West Regions (n=50)
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Assessed Caregiver Behavior and Child Development

In addition to assessing CHPS staff and community health volunteers’ knowledge, MCSP assessed caregiver
behavior and child development. The main objective of this study was to monitor changes in caregiver
behaviors and child development in the ECD program in Ghana. There were significant changes from
baseline to endline in the average number of caregiving practices, particularly in activities such as playing with
their children and drawing or writing with them. Children whose caregivers reported engaging in more
stimulation and care practices displayed stronger overall development than children of caregivers who
reported fewer positive caregiving practices (Figure 3). The study confirms the importance of integrated
programming for improved child development outcomes.

Figure 3. Relationship between child development and caregiving practices
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Institutionalized Early Childhood Development within National-Level Policy and Programming

MCSP played a central role in galvanizing interest in integrative ECD programming, participating in key
meetings with TWGs and relevant government institutions. MCSP presented on its activities and shared
lessons gleaned from implementation at the first National Maternal/Child Health and Nutrition Conference
and launch of the WHO Nurturing Care Framework in Ghana with UNICEF. Additionally, MCSP supported
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the finalization of the National Early Childhood Care and Development 0-3 Standards and Newborn Health
Strategy, integrating key evidence and technical information. Finally, one of MCSP’s significant
accomplishments includes coauthoring a call to action for ECD for children under age 3. The call to action
elaborates strategic actions that need to be prioritized for ECD for children under age 3 to be successfully
rolled out throughout Ghana. It has been endorsed by UNICEF, WHO, the United Nations Population
Fund, and other partners, cementing commitment to prioritize programming and funding for ECD.

Recommendations for the Future

Through its experience encouraging parents and caregivers to be responsive to their children’s emotional and
physical needs, strengthening the health workforce for ECD, and institutionalizing ECD within Ghana’s
national policies and programming, MCSP generated several recommendations for future programs:

® Prioritize cross-sectoral collaboration and commitment. ECD is cross-thematic in nature and
requires cross-sectoral collaboration and commitment to achieve optimal development in young children.
MCSP, in coordination with the Ghana Health Service, calls upon government agencies, donors,
nongovernmental actors, and the media to significantly increase actions, investments, and attention to
ECD in Ghana, especially for children under age 3.

® Work across multiple platforms and leverage existing contact points in health, nutrition,
education, and social protection to reach every pregnant woman and child. Although MCSP’s
initiative demonstrates that CHWs are well positioned to take on ECD information and activities,
integrating ECD messages across multiple platforms will be essential to account for regional, cultural, and
economic factors that impact caregiver availability to participate in ECD sessions. Future programming
should take these factors, as well as urbanization, into account to meet caregivers where they are.

® Provide regular reinforcement and supportive supervision to continue introducing ECD.
Supportive supervision was central to the success of implementation across all regions. Given that many
of the cadres trained under MCSP had never worked on ECD programming before, consistent
reinforcement and support from reliable colleagues were essential. To ensure continued adherence to the
ECD toolkit and overall quality, future programming should leverage MCSP’s cadre of ECD champions
(regional health supervisory staff) to support mentorship efforts.

® Collect, analyze, and use data on ECD programing and impact. Evidence and data are critical to
providing and targeting ECD interventions in a diverse country such as Ghana. It is vital that data on all
areas of development be collected, analyzed, disseminated, and used at various levels to address the needs
of children. Previous data collections largely focused on health and nutrition indicators. However,
stakeholders can employ various assessment opportunities, such as Demographic and Health Surveys and
regular Sustainable Development Goal monitoring, to collect data on eatly learning and ECD for children
under age 3, and, ultimately, bridge existing data gaps.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
Number of Ghana-specific ECD packages developed, field-tested, and finalized | (target: |; target achieved)
Number of people trained through US Government (USG)-supported 2,268 (target: 2,228; target
programs* exceeded)

Percentage of community health volunteers and community health officers 96% (target: 95%; target

who received at least two supervision visits during mother-to-mother
exceeded)

support groups/partner programs

Number of national-level ECD and child health materials for which MCSP

provided technical inputs 3 (target: 3; target achieved)

Number of national and regional meetings attended 10 (target: 6; target exceeded)'

I The team reached 167% of its target as staff attended |0 national/regional meetings and conferences.
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Ghana Infection Prevention
Control

Geographic Implementation Areas Population

Regions Country
e 5/10 (50%)—Ashanti, Brong Ahafo, Eastern, e 28.2 million

Upper East, and Upper West MCSP-supported areas

Districts e |3.8 million
e 70/254 (28% of country total)

Hospitals
e 59/71 (83% in MCSP-supported regions

O &
Technical Areas

Program Dates Strategic Objectives through the Life of Project

October |, 2016—February 28, e Improve technical competency and the ability of technical and

2018 administrative staff at targeted health facilities to routinely practice
strong |PC.

Total Funding through Life Highlights through the Life of Project

of Project e Improved IPC readiness in the five MCSP-supported regions through

$1,500,000 (Ebola funds—Pillar whole-site trainings of 1,987 clinical and administrative facility staff at

V) regional and district hospitals (102% of all targeted health facility staff).

o Raised supervisor awareness of the importance of monitoring infection
prevention and hygiene behaviors as part of regular onsite supervision
. and mentoring visits through inclusion of IPC in the national integrated
Demographic and Health . £ e < - 2
Indicators supportive supervision tool, developed by the Institutional Care
Division of the Ghana Health Service

m e Developed a training dashboard to help focus on areas where
participants need extra support (as indicated by post-test scores),

MMR (per 100,000 leading to improved provider-reported confidence and knowledge of

live births) 310 IPC activities within their facility. Improved IPC practices led to
NMR (per 1,000 improved access to quality services for the surrounding populations.
live births) 25 e  Built the capacity of regional health management teams to receive and
USMR (per 1,000 manage donor funds via a fixed-amount award mechanism that allowed
live births) ' 52 the subawardee to implement activities and achieve mutually agreed-
TER (birth upon milestones and deliverables as part of an approach to build self-
(births per 39 reliance and engage local partners in implementation.
woman) Figure |. Staff trained at the regional and district levels in five
CPR (modern 25% regions
methods)
20,000
ANC 4+ 89% -
9 15,000
SBA (percentage of o £
L 79% ©
live births) 5 10.000
Source: Ghana Maternal Survey b '
2017 Q
£ 5,000
E
Z
0
Staff trained in IPC (actual) Total number of staff in the 5
regions
mmmm Number trained e Staff trained (life of project target)

102% of all targeted clinical and administrative facility staff at regional and district level hospitals
in five MCSP-supported regions were trained in improved readiness for IPC.
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Ghana—Infection Prevention and Control

Background

The 2015 West Africa Ebola virus disease (EVD) outbreak highlighted the vulnerability of health systems in
West Africa with regard to IPC. Although Ghana did not have any active cases of EVD, it was classified as a
high-risk priority country due to its geographical proximity to countries involved in the outbreak. The
Government of Ghana thus established measures to prevent the spread of the disease. Within the scope of
Ghana’s Ebola preparedness work, the Ghana Health Service, through its Institutional Care Division,
launched initiatives to enhance and reinforce IPC practices throughout the country. These initiatives included
conducting whole-site IPC trainings at targeted regional and district health facilities in each region. At the
request of USAID Washington and the Mission, MCSP supported the Ghana Health Service to implement
these initiatives aimed at improving the technical competence and ability of health care workers in targeted
health facilities to routinely practice recommended, evidence-based IPC.

Key Accomplishments
Provided Whole-Site Training

MCSP completed whole-site competency-based training in IPC at five regional and 54 districts hospitals in
Ashanti, Brong Ahafo, Eastern, Upper East, and Upper West regions. As a result, 14,240 regional and district
hospital clinical and nonclinical health workers now have increased knowledge and skills in IPC. A case study
conducted under the project included an assessment of eight of the 59 supported facilities using WHO IPC
standards assessment, including in-depth interviews with some health care workers. The standards assessment
showed that post-training, many of the facilities were performing at standard in key areas, such as availability of
a water supply system, waste management system, and facility-level focal person for IPC and WASH activities.
While there is no baseline to compare the assessment, the interviews with health care workers showed that they
had noticed changes in readiness for IPC in their facilities after the MCSP-supported trainings. Respondents felt
that they were able to adhere to IPC and WASH standards after receiving the training, and said they continued
to practice to become proficient in their skills. The agency and confidence built during the trainings made
participants feel competent and motivated to keep using their new skills and advocate for the resources needed
to implement the practices. (For more information, please see the brief on MCSP’s IPC training approach.)

Supported Technical Updates to the National Infection Prevention and Control Policy and
Guidelines

Under the leadership of the Ghana Health Service, MCSP, in collaboration with USAID’s Systems for Health
Project, supported the technical update of the national IPC policy and guidelines, and the development of the
IPC facilitators’ manual, which now serves as the standard reference and training material for IPC activities at
all levels of care in Ghana’s health care system. MCSP ensured that the revised training materials incorporated
current international standards and enhanced information on Ebola prevention and control measures. In
addition, MCSP distributed 6,750 copies of IPC job aids to five regional hospitals and 54 district hospitals to
reinforce the competency of frontline health care providers. These standardized materials established a
common language, knowledge, and practice for the health workforce, and helped foster better
communication, improved patient care, and greater adherence to standards of practice in the targeted
facilities. During the case study assessment mentioned above, providers noted that the materials helped
facilities follow standardized practices, thus enabling an environment for quality health services and prioritize
limited resources for improvements.

Developed Dashboard Tool for Identifying Gaps in Infection Prevention and Control Knowledge

MCSP designed an innovative dashboard for use by training facilitators during whole-site trainings, which
served as a guide to pinpoint problematic areas in participant comprehension and skills. The dashboard was
generated using Excel and printed for facilitator review. This allowed the training facilitators to identify the
specific topics where clinical and administrative participants were scoring low so that additional time and
practice could be provided in these areas. This helped improve future participant post-test scores, as
facilitators were able to focus on specific modules that participants found difficult to understand. For
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example, in one regional hospital, average post-test scores with different groups of trainees increased by 12
percentage points after the introduction of the dashboard.

Knowledge that was consistently demonstrated by participants in the post-test included handwashing,
disinfectant use, and the concept that all blood, body fluids, and tissues are infectious. Specific areas where
providers scored consistently low but improved after the dashboards included use of personal protective
equipment and the processing of medical instruments and other medical devices. Future improvements in
these areas will play a significant role in preventing and decreasing infections in facilities, thus improving
health outcomes for clients.

Fostered Self-Reliance at the Regional Level

From the beginning of the project, MCSP built the capacity of regional health management teams to receive
and manage donor funds via a fixed-amount award mechanism. Award recipients, implementers, and
beneficiaries benefited from fixed-amount award-funded activities by strengthening regional financial
management systems and improving accountability through adherence to reporting, documentation, and
financial due diligence. Engagement with regional health management teams also allowed for geographically
responsive interventions based on local needs, which aligns with the government’s decentralization goals. The
award-funded activities yielded impressive gains in the capacity of health system participants.

Recommendations for the Future

® Prioritize building commitment from facility management teams and other stakeholders. MCSP
designed activities through a sustainability lens to ensure that they would continue after the project ends.
This included working closely with the Institutional Care Division and the Ghana Health Service regional
health management teams to lead the implementation of project activities. MCSP found that facilities are
more likely to make significant improvements in their IPC practices if there is strong management
support backed by vibrant and committed IPC focal people. This targeted approach aimed at senior staff
and other top management better enables programs to achieve their desired impact.

® Consider use of fixed-amount award mechanisms to implement activities while improving local
project management capacity. MCSP supported regions through a fixed-amount award mechanism
that simultaneously improved capacity and competency among Ghana Health Service leadership and
staff, which will ensure viability of program activities following conclusion of funding. Regional health
management teams should re-orient all stakeholders and key players in implementation to advocate for
use of the fixed-amount award approach and share lessons learned with other regional health
management teams. Future projects should consider a similar mechanism to support implementation and
to build the technical, financial, and management capacity of local organizations to ensure activities
respond directly to local needs and help countries progress on their journey to self-reliance.

® Provide consistent supportive supervision. Monitoring IPC is included in the integrated supportive
supervision tool developed by the Institutional Care Division of the Ghana Health Service. Although
most of the staff who participated in IPC training sessions were enthusiastic and eager to practice their
new skills, some were reluctant to change old behaviors. Ongoing supportive supervision, coupled with
adept negotiation skills, can support change among slow adopters. Future support needs to include
significant opportunities for supervisors to build their coaching skills and provide onsite support.

® Use a whole-site competency-based training approach similar to what MCSP introduced.
Stakeholders believe that this training approach is sustainable because the highly skilled cadre of
government trainers can continue training and monitoring, and because it costs less to continue the
approach in existing sites.

® Scale up IPC training at the lower cadres. Due to the availability of funding and its timeframe, MCSP
was unable to train and coach staff below the district hospital level; however, this only scratches the
surface of what is needed, as evidenced from field reports that indicate that basic issues related to routine
handwashing, environmental cleaning, and appropriate waste segregation are still pervasive and
contribute to increased morbidity and mortality.
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Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
Percentage of MCSP-supported facilities that received at least one 100% (target: 100%; target
supportive supervision visit achieved)

Percentage of facility-level staff trained in IPC who scored at least 85% on

78% (target: 90%; 87% achieved)
the post-test

Number of facility-level staff trained in IPC who scored at least 80% on 10,276 (target: 9,199; target
the post-test exceeded)

14,240 (target: 13,975; target

Number of facility-level staff trained in IPC
exceeded)
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Ghana Community-Based Health

Planning and Services

e CYAEY
Technical Areas -

Program Dates

October I, 2014—June 30,

2019

Total Funding through Life

of Project
$13,715,891

Demographic and Health

Indicators

[ inicator | o |

Live births/year'

MMR (per
100,000 live
births)?

NMR (per 1,000
live births)?
U5MR (per 1,000
live births)?

IMR (per 1,000
live births)?
CPR (modern
methods)?

ANC 4+2

TFR (births per
woman)?

SBA (%)*

776,532

310

25%
89%
39

80%

Sources: [1] UNICEF and WHO
2014, 2015, [2] Ghana Maternal

Survey 2017
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Geographic Implementation Areas

Regions

Districts

Population

Country
10/10 (100%) e 28.2 million

MCSP-supported areas
PSE: 62/254 (24%) e 28.2 million
CHPS: 107/254 (42%)

Sub-district sites

70 health training colleges (100%)

3,259/5,918 CHPS zones (55%

Strategic Objectives through the Life of Project

Better prepare the midwifery and nursing workforce so that it is equipped
with the knowledge and skills to effectively provide HIV, malaria, nutrition,
FP, and MNCH services.

Improve the national and regional capacity to implement a harmonized
CHPS model that provides high-quality HIV, malaria, FP, nutrition, and
MNCH services in five regions in Ghana.

Highlights through the Life of Project

Established comprehensive clinical skills labs and trainings for more than
45,000 students from the health training institutions to reinforce knowledge,
strengthen practical skills, and improve service delivery capacity.

Installed a learning management system and eLearning modules in 31 nursing
and midwifery training schools, which are often overcrowded.

Empowered 35,000 nursing and midwifery students to access the eLearning
modules and learning management system to strengthen and reinforce their
knowledge and better prepare them to serve the population.

Built the capacity of regional health management teams to design projects
addressing their community health priorities through a grant-funding
strategy, allowing sustainability beyond MCSP and improving self-reliance.
Supported the development/revision of nursing and midwifery curricula, the
Ghana Nursing and Midwifery Strategic Plan, preceptorship training
materials, CHPS implementation guidelines, community health officer
training materials, a CHPS costing and resource mobilization tool, and the
National Health Insurance Agency’s actuarial model for primary care.

Implemented a task analysis of in-service providers, an assessment of
student skills pre- and post-intervention, formative research on urban CHPS
implementation, and case studies to inform future midwifery skills building.

Figure |. Average skills assessment scores (n = 120)
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Ghana—Community-Based Health Planning and Services

Background

MCSP’s program in Ghana started in October 2014 and was a continuation of the MCHIP PSE work with
midwifery and nursing schools from 2010 to 2014. USAID’s Mission in Ghana asked MCSP to develop a 5-
year program to expand MCHIP’s PSE support to all midwifery, community health nursing, public health
nursing, general nursing, and medical assistant training schools across all 10 regions in Ghana. USAID further
requested that MCSP strengthen CHPS coordination at the national level and in five target regions. In the last
year of the program, MCSP also designed and implemented an actuarial model with the National Health
Insurance Agency to inform the composition and financial sustainability options for the primary health care
benefits package.

Key Accomplishments

Supported Government Adoption of Policy to Create an Enabling Environment

MCSP supported the MOH, Ghana Health Service, and local professional associations to adapt the
International Confederation of Midwives’ Midwifery Services Framework for Ghana. The framework is a
comprehensive review of midwifery services and identifies critical gaps in the current delivery of those
services. This framework, supported by MCSP, led to the development of the Nursing and Midwifery
Strategic Plan for Ghana, which will expand nursing and midwifery services for sexual and reproductive,
maternal, newborn, and adolescent health, and improve the quality of care at health facilities that serve more
than 15 million women and their families.

The Reference Manual for Preceptorship in Nursing and Midwifery Education and curriculum for teaching was
reviewed by MCSP and approved by the MOH. The ministry will use these documents for in-depth
preparation of preceptors to enable them to acquire the best skills for quality knowledge enhancement and
practical capacity-building for students and residents.

For the primary health care workforce, MCSP supported the Ghana Health Service to build the capacity of
national and regional health teams to implement a unified and sustainable CHPS model throughout the
country. Through the development of the national CHPS implementation guidelines, standardized
community health officer training materials, and a CHPS costing tool, regions have been empowered to plan
for and raise resources for quality CHPS implementation. Improving services at the CHPS level will increase
access to quality health care for women and their families in Ghana, especially in rural areas, which will
improve health outcomes for these populations.

Increased Self-Reliance and Sustainability through Domestic Resource Mobilization

MCSP further supported the Government of Ghana’s CHPS national scale-up by providing evidence on the
cost of scaling up CHPS and developing tools for mobilizing resources. Both national and regional Ghana
Health Service staff from all regions were trained on the tool’s use. MCSP also supported the Government of
Ghana in the development of an actuarial model for the National Health Insurance Scheme, enabling the
government to generate evidence for long-term sustainability of the scheme and funding options for essential
services, including malaria, MNCH, and FP. This evidence and these tools will enable informed decision-
making on how to implement impactful health programs and support a self-reliant health sector in Ghana.

Using and implementing fixed-amount awards, MCSP built the capacity of the regional health management
teams in Ghana to receive and manage donor funds. As a result, these teams worked to train CHPS health
workers to deliver high-quality health services and provide medical equipment for the provision of basic and
essential services to address the health needs of approximately 900,000 people. Additionally, these funds
fostered community ownership of health care for 11,800 CHPS zones by empowering more than 2,800
community health management committees through training and orientation to shape and seek high-quality
primary health care for every household in their community.
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Under the same grant mechanism, MCSP worked with nursing and midwifery schools to improve preceptors’
knowledge and skills and to equip practicum clinical sites. In support of the MOH, the nursing and midwifery
professional association reviewed and updated the preceptor manual to promote its use at all nurse training
institutions and provide a wider platform for building the capacity for future preceptors. (More information
on implementation of fixed amount awards in Ghana can be found here.)

Advocated for Expansion to Universal Health Coverage through Strategic Planning

MCSP worked with government partners, representatives of civil society, and the private sector to develop
and install an actuarial model for the National Health Insurance Scheme. The model accounts for costs and
revenues for the following service delivery scenarios: outreach, prevention, and promotion at the CHPS level;
primary health care-level services, such as MCH, screening, and FP; and secondary- and tertiary-level services
pet current policies. The model can accommodate changes in service/benefits packages and additional
revenue sources, and predict financing gaps for the packages, and will help determine the feasibility of
implementing these packages for the next 15 years. The results should inform the scheme’s long-term
sustainability to ensure access to and solvency of CHPS and to provide cost implications for donor
transitions, especially for FP, TB, HIV/AIDS, and malaria commodities.

Additionally, MCSP supported the government to develop a series of policy papers that examined the areas
that could be strengthened in Ghana’s current primary health care system and provided evidence-based
recommendations on how to address these weaknesses to build a stronger primary health care foundation for
universal health coverage in Ghana. The recommendations were integrated into the MOH’s Universal Health
Coverage Roadmap, a policy document that outlines the goals, strategies, and targets for achieving universal
health coverage by 2030. The recommendations for strengthening primary health care will contribute to
broader strategies for this endeavor.

Supported Health Training Institutions for Improved Learning and Skills

To improve service delivery capacity in Ghana, MCSP set up and equipped comprehensive skills labs for all
nursing and midwifery students in 70 schools across the country. The skills lab—the bridge between
classroom learning and real-world application—allows students to develop the independence and
responsibility they will need as patient care decision-makers and advocates. Students’ newly acquired skills will
empower the next generation of nurses and midwives to deliver quality health care to women and their
families in Ghana.

MCSP strengthened the clinical practices of more than 5,000 community health nursing students in 12
schools through well-equipped model CHPS compounds. These sites are used as practical training sites and
prepare nursing students for situations they will face when they join the nursing profession and serve more
than 2 million women and their families in target districts through the CHPS model. This placement will
enable the students to hone their preparation skills, communication, and bedside manner.

In partnership with the Government of Ghana, MCSP also enabled access to eLearning in 29 nursing and
midwifery training schools. A learning management system and elearning modules were installed in schools
across Ghana. These high-quality methods will give 35,000 nursing and midwifery students access to relevant
materials to strengthen and reinforce their knowledge to better prepare them to serve the 15 million women
living in Ghana. To date, the learning product Hello Nurse, which can be accessed on a computer or through
mobile technology, has been downloaded more than 8,000 times.

Recommendations for the Future

MCSP in Ghana actively worked with government partners and beyond to purposefully plan for sustainability
beyond the life of the program. Some of the overall lessons from this work relate to the need for systems
strengthening, coordination, and leadership, including at the national level for nursing and midwifery
education. There atre several national-level players whose work impacts nursing, but there is no coordinated
and unified approach or vision for nursing and midwifery in Ghana, which will be critical for the achievement
of universal health coverage. In-service experience, needs, forecasting, and practice are not fully informing
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what is being taught in the schools, nor impacting the number of nurses being produced. MCSP also found
that many investments in CHPS have led to a strengthened community approach but weak oversight from
the subdistrict and district levels, which have been less supported. Ensuring that investments support the
entire system will be critical moving forward. The following are some specific recommendations for future
donor-funded programs and counterpart organizations:

® Incorporate human-centered design and implementation into all future activities to encourage
beneficiary ownership and sustainability of project goals. This process includes stakeholder
participation in the design of programs and interventions, and can lead to improved investment in
beneficiary ideas, making implementation faster and more sustainable.

® Support the professional associations to institutionalize skills lab management committees in
health training colleges and train additional preceptors to help ensure that the skills labs are
available to students after normal school hours. The health training institutions and the professional
associations should include skills lab usage monitoring in their school monitoring visits to ensure
sustainability. Usage data are important for advocacy when working to secure additional funding to equip
schools without skills labs.

® Equip preceptors to assist students during clinical practice. Even though practical experience is
recognized as the most critical factor in producing skilled nurses and midwives, preceptorship remains
weak in Ghana. With the development of preceptor manuals, schools should train their preceptors to
better assist students during clinical practice to improve their quality care skills. Professional associations
should train preceptors through a continuous professional development program and award certificates
for improved motivation. The eLearning modules developed under MCSP can be used as part of the
continual professional development eLearning program, which is under development by the MOH.

® [Establish a structured mentorship and supportive supervision mechanism for regular preceptor
engagement and training between health training institutions and professional associations for
continued professional development. MCSP recommends building stronger connections between
teaching and practical sites to strengthen clinical practice and ensure that messaging, procedures, and
support are aligned across the health system.

® Generate funds at schools for eLearning secretariat visits to deploy and support eLearning. The
MOH eLearning secretariat and I'T tutors should support subject tutors to create and upload content on
the learning management system. The MOH eLearning secretariat should continue training subject
matter tutors and update IT tutors regulatly on how to use the system.

® Support the Ghana Health Service to incorporate the CHPS costing tool into its annual
operational planning and budgeting activities, and use national and regional trainers to
disseminate training and adoption of the tool at the district and subdistrict levels. The CHPS
costing tool should be used by stakeholders to assist in developing CHPS cost estimates and advocating
for financing for CHPS from their communities, district assemblies, partners, and other sources. To
support dissemination and adoption of the tool, the Ghana Health Service should post the costing tool
and training resources on the CHPS website.

® Continue to invest in the analytical capacities of the National Health Insurance Agency’s
actuarial team to maximize the use of the model and institutionalize the use of evidence in the
development of the primary care-focused universal health coverage package of services. The

actuarial model can be used to provide evidence to inform CHPS and primary health care expansion for
the UHC2030 agenda and the Ghana Beyond Aid agenda.

Selected Performance Indicators

Global or Country Performance Monitor Plan Indicators Achievement (Target)
Number of new health workers graduated from MCSP-supported schools 19,683 (target: 18,010; target
exceeded)
Number of eLearning modules, learning objects, or mobile platforms 9 (target: 18; 50% achieved)
developed
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Selected Performance Indicators

Global or Country Performance Monitor Plan Indicators Achievement (Target)
Number of schools with adequately equipped simulation labs 70 (target: 67; target exceeded)
Percentage of equipped schools having at least one tutor trained on use of 100% (target: 100%; target
novel anatomic models achieved)
Percentage of community health nurse schools offering clinical practice 100% (target: 91%; target
experiences in model CHPS compounds upgraded by MCSP exceeded)

Number of performance management systems developed and | (target: |; target achieved)

performance table templates published on DHIS2 dashboard by the Policy,
Planning, M&E Division of the Ghana Health Service with support from
MCSP

Number of regional 5-year CHPS implementation plans developed and 5 (target: 5; target achieved)
guided by costing tool that was developed with MCSP support

Number of technically up-to-date tools and job aids harmonized and 3 (target: 3; target achieved)
disseminated

Number of districts with improved annual CHPS performance in at least 23 (target: 23; target achieved)
one key service delivery area
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Guatemala

Technical Areas: -

Program Dates

October |, 2016—October
31,2019

Total Funding through
Life of Project

$10,814,419

Demographic and Health
Indicators

MMR (per
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births)'

NMR (per 1,000 18

live births)?
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1,000 live 39

births)>

CPR (modern)’

¢ National 60.6%

e In 30 34%
municipalities

SBA? 65.6%

Stunting [height 59.3%

for age (<5)]°
Sources: [1] Ministry of Public
Health and Social Assistance
Report 2015, whereas in
ENSMI 2014/15 the data are
140; [2] ENSMI 2014 [3]
2018 INCAP Annual Survey
representative of the 30 MCSP
municipalities
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Geographic Implementation Areas Population

Regions Country
e 5/22 (23%)—Huehuetenango, San Marcos, e 7.3 million

Quetzaltenango, Quiché, and Totonicapan MCSP-supported areas

Health areas o |.64 million
e 6/29 country total (21% of country total)

Municipalities
e 30/340 (9% of country total)

0 6

Strategic Objectives through the Life of Project

o Provide technical assistance to the Ministry of Public Health and Social
Assistance to improve the provision of RMNCAH and nutrition services within
the context of the primary health care model.

e Increase the visibility, collaboration, and multisectoral efforts to prevent
chronic malnutrition in the Western Highlands region of Guatemala.

Highlights through the Life of Project

Supported the Ministry of Public Health and Social Assistance to update and
disseminate the Health Management and Care Model for primary health care.
Worked with the Ministry of Public Health and Social Assistance, University
Da Vinci, and University of San Martin de Porres to implement Guatemala’s
first midwifery technical training program to improve women-centered care
that is responsive to indigenous peoples of the Western Highlands.

o Established a national health facility-based WASH strategy, based on MCSP’s
CCA, and piloted it in || health facilities.

e Designed and implemented an evidence-based Continuous Service Delivery
Improvement Model in |5 health facilities to systematically assess and
improve quality of care in six processes related to day of birth.

e Assisted eight municipal food security commissions to promote inclusion of

nutrition interventions in 2019 annual operations plans, resulting in inclusion

of nearly USD 650,000 for these activities.

Implemented the Partnership Defined Quality approach, which increased

teamwork among health services, community leaders, civil society, and

families in 17 pilot communities and 67 expansion communities.

Figure |. The approach to strengthen the Guatemalan health system
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Guatemala
Background

Following the end of its 36-year civil war and the signing of the 1996 peace accords, Guatemala made
important commitments to strengthen its public health system. With a robust national regulatory framework,
consolidated health-sector institutions, trained personnel, and centralized financial support for health-sector
services, Guatemala’s health system improved significantly in the decades following the war. However,
Guatemala’s public health sector is one of the lowest funded in Latin America, and challenges in
organizational efficiency, coordination, and continuity of leadership have left many of its institutions
incomplete and/or fragile.¢ To address these challenges, MCSP provided technical assistance to the Ministry
of Public Health and Social Assistance and the Secretariat of Food and Nutrition Security to improve the
coverage of quality health services. The project provided continuity to prior USAID-funded projects in
Guatemala (i.e., Nutri-Salud, PlanFam, FANTA III), working in all 30 of the USAID-prioritized
municipalities in Huehuetenango, San Marcos, Quetzaltenango, Totonicapan, and Quiché.

Key Accomplishments

Supported the Ministry of Public Health and Social Assistance to Develop a New Primary
Health Care Model

After changes in Ministry of Public Health and Social Assistance leadership, MCSP assisted the new vice
minister for primary health care and the Directorate for the Integrated Health Care System to develop and
disseminate its new Health Management and Care Model, centered on delivering comprehensive, integrated
health care through strengthened health networks. MCSP’s technical assistance included review of legal and
technical documents, facilitation of ongoing communication and coordination among key stakeholders, and
participation in working groups and workshops with the Strategic Planning Unit and the Directorate for the
Integrated Health Care System. In November 2018, with MCSP support, the office of the vice minister for
primary health care presented the final version of the Health Management and Care Model in a dissemination
workshop to more than 29 health area directors, financial-administrative managers, health service provision
managers, and regional personnel.

Strengthened Health Management Capacities in the Western Highlands

MCSP worked with the Ministry of Public Health and Social Assistance to co-design and implement a health
management course to build the skills of district and health area managers to identify challenges impeding
delivery of quality RMINCAH and nutrition services and their root causes, develop action plans, and seck
funding from local stakeholders to support implementation. The first cohort of 84 managers from 30
municipal health districts successfully completed the course, achieving competencies in problem
identification, information for decision-making, planning and mobilization of resources, intersectoral
coordination and collaboration, and supervision and motivation of personnel. Of the 75 plans produced by
trainees, 38 were implemented with funding from cooperating agencies, municipalities, and NGOs, and the
remaining 37 were financed by the Ministry of Public Health and Social Assistance. The course is fully
institutionalized within the ministry’s Training Department, which formally recognized the program and
created a system to grant those who complete the course professional accreditation, including education
credits for medical/ nursing school. (For more information, see MCSP’s brief on Strengthening Subnational

Health Systems Management for Improved RMNCH.)

Established a Clean Clinic Approach in | | Priority Health Care Facilities

MCSP assisted the Ministry of Public Health and Social Assistance to adapt MCSP’s CCA and pilot a WASH
program in 11 health facilities providing labor, delivery, and newborn services in four departments with high
rates of maternal and newborn mortality. To institutionalize the approach, MCSP assisted the ministry to
convene a national WASH commission with the Directorate for the Integrated Health Care System; the

36 Avila C, Bright R, Gutierrez J, et al. 2015. Guatemala Health System Assessment. Bethesda, Maryland: Health Finance &
Governance Project, Abt Associates Inc.
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Office of Regulation, Control, and Health Monitoring; the Health Promotion and Education Department;
Health Area Directorate supervisors; and hospital management. Based on an MCSP-supported baseline
assessment of the 11 facilities, MCSP assisted the national WASH commission to adapt the CCA to the
Guatemalan context, including defining how to measure eight WASH standards encompassing 79 quality
criteria. MCSP provided the facilities with basic cleaning supplies and personal protective equipment, and
trained and assisted clinical, administrative, maintenance, and janitorial staff to regularly assess their WASH
status and establish improvement targets to achieve locally defined “Clean Clinic” certification. Eight of the
clinics certified achieved the “gold” standard (score 81-90%) and three the “diamond” standard (91-100%).
The Ministry of Public Health and Social Assistance is committed to expanding the CCA to the national level
to involve other health facilities (hospitals, permanent care centers, and integrated maternal child care centers,
which provide delivery services), and to adapt the measurement tool to the type of service being assessed.
WASH improvements in the 11 facilities are expected to benefit approximately 10,611 births annually (36%
of total expected births in these municipalities) as a result of improved quality of care and reduced risk of
puerperal and neonatal sepsis infections.

Strengthened Health System Capacity to Continually Improve Quality of Services

MCSP worked with the Ministry of Public Health and Social Assistance to design a Continuous Service
Delivery Improvement Model (see Figure 2), which promotes a cyclical, ongoing, and inclusive process of
learning, analysis, and improvement, including onsite capacity-building; facilitated practice with peer practice
coordinators, mentorship, supervision, and technology use; and supported national and regional initiatives
with facility-based quality teams at the local level. The model was approved by the ministry and implemented
as a proof of concept in 15 sites with a focus on strengthening critical day-of-birth service competencies.
MCSP collaborated with district and facility officials to support formation of QI committees comprising
doctors, nurses, and administrative and operational staff, and to help them conduct situational analyses,
facilitate collective data analysis using the Collaborative Learning and Exchange of Experiences 37 tool, and
generate QI plans. By the end of the project, the 15 proof-of-concept QI committees were actively collecting
and reviewing data and using the Collaborative Learning and Exchange of Experiences tool’s quality of care
assessment methodology as part of regular QA processes. They had also achieved service QIs that included,
among other aspects, indicators related to day-of-birth practices and ambulatory care, such as WASH,
maternal and neonatal health, and nutrition.

Figure 2. MCSP’s Continuous Service Delivery Improvement Model in Guatemala
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Strengthened Family Planning Services

MCSP took an integrated approach to expand access to voluntary, high-quality FP services. At the national
level, MCSP supported the National Commission for Ensuring the Use of Contraceptives and led a TWG to
support and expand use of permanent methods and long-acting reversible contraceptives (LARCs). MCSP
and partners assisted the Government of Guatemala in updating FP guidelines, including the Compendium of
Legisiation for the Protection and Guarantee of Reproductive Health in Guatemala. At the facility level, MCSP
implemented compliance visits, gap assessments, and a clinical training package applied through MCSP’s

37 An MCSP-developed quality care assessment database known as ACIEX.

MCSP End-of-Project Report 217



mentorship approach. In total, MCSP conducted 129 compliance visits to 66 health services, interviewed 121
health care providers and 186 users in accordance with USG guidance and MCSP’s FP compliance plan, and
identified and addressed service gaps. Several government institutions have expressed interest in or have
adopted MCSP’s clinical package and mentorship approach, including the Ministry of Public Health and Social
Assistance through its National Reproductive Health Program and the Guatemala Social Security Institute,
with which MCSP developed a formal agreement to adopt the clinical package and initiate a mentorship
approach to improve FP service quality.

Implemented a Comprehensive Approach to Sexual and Reproductive Health for Adolescents in
Rural Guatemala

By age 19, more than 41% of girls in Guatemala have had a child or are pregnant with their first child, and
more than 20% of all maternal deaths occur among girls under age 19.3 Rates of pregnancy in minors ages 14
and under are high, at 197 pregnancies per 100,000 people.® Although the Government of Guatemala’s legal
framework does not prohibit health workers from providing education and promotion of contraceptive
methods to minors, findings from MCSP’s baseline studies at health facilities indicated that health workers
largely lacked understanding of this framework and did not offer contraceptive methods to adolescents ages
14 and under for fear of retribution.

To address these challenges, MCSP involved national-, municipal-, and local-level stakeholders, including
adolescents. At the central level, MCSP supported the Ministry of Public Health and Social Assistance to
revise its strategy for engaging adolescents at facilities. The resulting MCSP-adapted Friendly Services
Approach is based on WHO?’s five dimensions of youth-friendly services and is a two-pronged strategy to
increase access to and use of integrated sexual and reproductive services among adolescents. The approach
encourages adolescents to seck health services and prepares health workers to provide adolescents with
quality services once they do. MCSP also coordinated with USAID’s Health and Education Policy Plus
project to train health care personnel on adolescent health care processes, including the legal framework,
national protocols, and requirements. Using the Friendly Services Approach, MCSP certified 30 health
facilities, trained 457 health service providers on site, and delivered “differentiated care kits” to all facilities.
MCSP also trained and certified 22 facility-based mentors in its clinical package on differentiated care for
adolescents ages 14 and under who lead ongoing capacity-strengthening activities on site. At the community
level, MCSP facilitated a biministerial pilot Youth Champions initiative, led by the Ministry of Public Health
and Social Assistance and Guatemala’s Ministry of Education in Quiché. The two ministries trained 20
adolescent champions, who have since reached 400 additional youth and adolescents with information on
sexual and reproductive health and contraceptive methods. The Ministry of Public Health and Social
Assistance has endorsed the Friendly Services Approach and published its first guidelines for health providers
on contraceptive methods.

Supported Interventions to Prevent Maternal and Neonatal Deaths

MCSP strengthened three critical pathways developed under Nutri-Salud and Support for International FP
Organizations/PlanFam in Huehuetenango, Quiché, and Totonicapan, and helped to develop two additional
pathways in San Marcos to strengthen the emergency referral network and improve the management and
transfer of emergency obstetric cases between different levels of health care. The pathway consists of linking
families, community members, and service providers along an “emergency route” in response to
complications duting pregnancy or labor so that timely care can be provided to prevent maternal and neonatal
deaths. As a result of this intervention, the critical pathway of Pueblo Nuevo-Tajumulco-San Marcos
documented the successful referrals of 17 mothers with obstetric complications, and the critical pathway of
Pologua-Momostenango documented 39 referrals. In both pathways, no maternal or neonatal deaths
occurred after the start of the intervention.

38 Ministry of Public Health and Social Assistance (MSPAS), National Statistics Institute (INE), Secretariat of Planning and
Programming of the Presidency (Segeplan). 2017. Informe Final, ENSMI 2014-2015. Guatemala City: MSPAS, INE, and ICF
International.

39 Ruiz M. 2015. Situacion de embarazos en nifias menores de 14 afios, Semana epidemioldgica, Presented at: Semana epidemioldgica
No. 41, Guatemala, 2015; January | [-October 17.
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Assessed Respectful Care in Three District Hospitals of Quiché

The objective of this assessment was to understand the disrespect and abuse of women during facility-based
deliveries in three hospitals in Quiché and identify barriers to quality, equitable, respectful care, and potential
drivers of disrespectful treatment. MCSP completed the design, validation, and data collection for the
respectful care formative assessment, collecting quantitative and qualitative data from Nebaj, Santa Cruz, and
Uspantan hospitals to understand women’s experience during childbirth, including disrespect and abuse, in
facility-based births. In-depth interviews and focus group discussions were held with women of reproductive
age who gave birth in health facilities or at home; with maternity care providers and midwives; and with local
health officials, including hospital directors. Assessment results were disseminated to the three hospitals,
which then worked collaboratively to identify their community’s/facility’s vision for respectful care and the
top three findings from the assessment that their community/facility thinks are the most critical to address.
MCSP then convened key stakeholders from the community and Ministry of Public Health and Social
Assistance for a co-design workshop to establish a shared vision between the community and health workers
and develop action plans to improve respectful care.

Supported the Ministry of Public Health and Social Assistance to Develop Linkages between
Health Services and Communities to Create Demand for Quality Services

In Guatemala, communities have limited opportunity to contribute to the definition of quality health services.
Additional barriers also hinder interaction between communities and services (i.e., physical distances to
services, language barriers, inconvenient working hours of services, lack of respectful care by providers).

To improve linkages between health providers and communities, and create mechanisms for open
communication, MCSP adapted the Partnership Defined Quality methodology to the Guatemalan context.
This effort was geared toward promoting an increased dialog and partnership among health services and
community leaders, civil society, and families. The four phases of this methodology included: 1) promoting a
partnership to define health service quality; 2) identifying gaps; 3) planning interventions to bridge gaps; and
4) working together to implement plans and to monitor and evaluate implementation.

MCSP supported the implementation of the Partnership Defined Quality process in 17 pilot communities of
nine prioritized health districts and trained Ministry of Public Health and Social Assistance personnel, resulting
in the expansion to an additional 67 communities in Quiché, San Marcos, and Huehuetenango. Over the
course of the project, 17 action plans were implemented, identifying 69 gaps, 48 of which were closed and 21
of which are in process. These plans addressed improvements in health service infrastructure (particularly
bathroom water tanks and hygiene conditions) and in sharing information about available health services, as
well as other improvements. In collaboration with the ministry, an operational guide was developed and
endorsed for use in other health areas.

Developed Approaches to Prevent Chronic Malnutrition

MCSP supported two processes to improve municipal investment. The first was related to the provision of
technical assistance to eight municipal food security commissions to help them plan for and include nutrition-
specific and sensitive interventions in their 2019 annual operations plans, resulting in the inclusion of nearly
USD 650,000 for nutrition activities. Through the second process, MCSP collaborated with the Guatemalan
Ministry of Public Finance/Municipal Administrative Financial Assistance Office. MCSP developed and
implemented an online course, Municipal Investment in Health and Nutrition, to sensitize finance staff to the
prevalence of chronic malnutrition and build skills for integrating food security and nutrition interventions
into annual operations plans and budgets. The course was created on the Municipal Administrative Financial
Assistance Office’s existing virtual platform and mirrors training activities already catried out by the
department. The Municipal Administrative Financial Assistance Office enrolled its first cohort of 83
participants, of which 40 participants from 30 municipalities completed the course and obtained a diploma.
The municipal office expressed commitment to scale the course nationally on this platform.

With MCSP support, the Ministry of Public Health and Social Assistance convened a 2-day multisectoral
micronutrient technical consultation meeting with international experts (USAID, CDC, Harvest Plus,
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Institute of Nutrition of Central America and Panama) and national experts. Taking into consideration that
vitamin A deficiency in Guatemala is no longer a public health problem, the ministry modified its vitamin A
supplementation guidelines, which were included in the updated National Health Care Norms for first and
second level of attention. Specifically, vitamin A supplementation will be provided only to children ages 6 to
12 months and children with moderate or severe acute malnutrition.

MCSP worked with the Institute of Nutrition of Central America and Panama, the Directorate for the
Integrated Health Care System, and Guatemala’s Food Security and Nutrition Program to expand and update
the Maternal and Child Nutrition within the First 1,000 Days Program. The updated program emphasized
nutritional assessment and effective counseling to promote behavioral changes related to pregnant women’s
nutrition, breastfeeding, complementary feeding, and growth monitoring. The methodology trained
facilitators responsible for organizing “study circles” at the local level, meeting regularly in small groups with
auxiliary nurses to reinforce skills and share experiences and challenges. MCSP certified 36 Ministry of Public
Health and Social Assistance facilitators, who formed 37 community nutrition study circles with 458 auxiliary
nurses from the six health area directorates, facilitating the course’s successful completion.

Developed Digital Health Solutions to Guide Measurements and Improvements in the Enabling

Environment and Process for the Provision of Health Services

To strengthen facility capacity to use data to enable health service provision, MCSP developed a mobile
application to automate data collection and analysis of health facility readiness, including equipment,
infrastructure, service delivery, documentation, human resources, and technology. MCSP provided technical
assistance to monitor the use of the mobile application in 56 primary and secondary health facilities, and
assisted the teams with conducting a participatory analysis of initial gap assessment data and developing
intervention plans to address the identified gaps. The Ministry of Public Health and Social Assistance is

committed to using this application and expanding its use by adding a module on blood banks and human
milk banks.

In Guatemala, civil society plays a role in holding health services accountable for implementing health and
nutrition interventions during the 1,000-day window via social monitoring activities. However, civil society
organizations (CSOs) often lack the tools and technical capacities to do this effectively, and health facilities
mistrust the process. In partnership with GlaxoSmithKline and the USAID-funded Health and Education
Policy Plus project’s civil society networks, MCSP designed the 1,000 Days Window mobile application to
strengthen data collection, analysis, and dissemination of audit results. A dashboard was developed to
facilitate the presentation of consolidated results to local and national authorities. MCSP trained youth CSO
members on the mobile app and accompanied them during collaborative monitoring with health facilities. In
2018, CSOs completed 253 monitoring visits (195 primary and 58 secondary facilities) using the mobile app.

MCSP worked with the Secretatiat of Food and Nutrition Security to design a mobile application and
dashboard to facilitate data collection and analysis of interventions being implemented by the different
government actors (Ministry of Public Health and Social Assistance; Ministry of Agriculture, Livestock and
Food; Ministry of Education; and municipalities) on key food and nutrition security monitoring indicators.
Moving forward, the Secretariat of Food and Nutrition Security will scale the application for national
coverage and use by its regional and municipal delegates.

Recommendations for the Future

MCSP held closeout events in Huehuetenango, Quetzaltenango, and Quiché, and a national event in
Guatemala City to share results, lessons learned, and best practices regarding interventions carried out. MCSP
also organized in-depth handover meetings with the Ministry of Public Health and Social Assistance and the
Secretariat of Food and Nutrition Security to transfer methodologies, approaches, and materials so they can
be used and institutionalized by technical teams. MCSP has the following recommendations for future
RMNCAH project implementers:

® Work with the Ministry of Public Health and Social Assistance to mainstream person-centered
care. Only half of the interviewees who participated in MCSP’s respectful care assessment reported being
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willing to return to the hospital in the case of another pregnancy, citing having experienced personally or
hearing about mistreatment by health personnel. If hospitals are sincerely interested in increasing
institutional births and reducing maternal mortality, women must have positive experiences of care.
Although country stakeholders can use results from MCSP’s assessment on respectful care to address
local challenges, it is important to move beyond standalone interventions and to support the design,
implementation, and monitoring of large-scale efforts and integrated solutions to strengthen respectful
care across clinical areas and the health system.

® Use digital tools to empower frontline health actors to create accountability from the bottom up.
Government health workers and CSOs often rely on out-of-date data or time-consuming handwritten
documentation, compromising the quality and efficiency of their work and hindering their ability to effect
change in their environment. Incorporating the use of digital tools for frontline workers that support
their ability to make informed decisions and assert leadership can contribute to a culture of data use.

® Foster community leadership in health to improve the quality of health services. Creating space
for active dialog between communities and health facilities strengthens accountability structures and
supports the co-design and implementation of a mutually agreed-upon vision of quality of care. To
promote sustained improvements in the quality of health care, communities must be engaged as active
leaders in health solutions rather than as passive “beneficiaries” of health services.

® Engage youth outside of schools and health facilities. Embedding youth-responsive sexual and
reproductive health activities in schools and health facilities is an important step in addressing gaps in
access to high-quality services for youth and adolescents. However, as global evidence has shown, it is
essential to engage youth where they are—in community spaces and at home—and to engage them as
leaders in health education and promotion activities to increase reach and uptake of services.

® Plan for an inception phase to study existing strategies. RMNCAH and nutrition projects financed
by USAID and other development agencies have invested much time and resources into the design,
development, and validation of practical tools, guides, and educational materials to improve health
outcomes. Many of these are lost in the transition between development projects and due to interests in
pushing forward branded strategies. The first phase of MCSP rollout was dedicated to identifying
strategies and tools from other major RMNCAH and nutrition projects that showed the best evidence to
justify continued use, allowing for continuation of learning and best practices.

® Plan for political changes in a dynamic social climate. One of the most common and disruptive
challenges for development projects is leadership changes in governmental institutions. Frequent changes
at the Ministry of Public Health and Social Assistance have become the norm in Guatemala. In 2 years,
MCSP worked under two health ministers and two secretariats from the Secretariat of Food and
Nutrition Security. MCSP responded to these and several other changes by adjusting its strategies and
implementation plan. A change management strategy that is built into future projects from the start
would help to balance fidelity to core project principles and objectives with the flexibility to respond to
changes.

® Form strategic public-private partnerships. The private sector can play a critical role in boosting the
efforts of government and NGOs to tackle widespread and systemic health problems. MCSP garnered
valuable resources from GlaxoSmithKline to finance several project activities at a time when funds from
USAID were not readily available, including the development of a mobile application for CSO
monitoring of health services. Opportunities for private-sector support are available, and stakeholders in
health should act on them; however, partnerships should be pursued with thoughtful planning to ensure
inclusive involvement and leadership of community and government stakeholders.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
Percentage of active community groups in MCSP target districts implementing 100% (target: 100%; target
RMNCAH activities according to their QI plans achieved)

100% (target: 100%; target

Percentage of targeted communities with community action groups trained )
g § 4 group achieved)

MCSP End-of-Project Report 221



Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
Number of people trained in child health and nutrition through USG-supported
programs (health professionals, primary health care workers, CHWs, 5,354 (target: 3,850; target
volunteers, mothers/caregivers, policymakers, researchers, other nonhealth exceeded)
personnel)
Number of MCSP target districts that have a systematic approach for 24 (target: 24; target
continuous QI based on RMNCAH and nutrition indicators achieved)
Number of MCSP target municipal health district offices that use the dashboard 24 (target: 24; target
to generate reports or plans, or to address performance gaps achieved)

475 (target: 458; target

Number of personnel trained in maternal and child nutrition
exceeded)

|77 (target: 150; target

Number of municipal staff trained in investment in water and sanitation
exceeded)
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Guinea RMNCH and Gender-Based

Violence

. " [ 3 5
Technical Areas -

Program Dates

January |, 2015—-February 28,
2017

Total Funding through Life of °

Project
$1,500,000

Demographic and Health
Indicators

s

Live births/year' 447,000
MMR (per 100,000

live births)? >50
NMR (per 1,000 20
live births)?

SBA? 62.7%
CPR (modern and

traditional 8.7%
methods)?

Sources: [1] 2016, Countdown to

2030 country profile, GIN; [2] MICS
2016.
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Geographic Implementation Areas Population

Regions Country
o 4/8 (38%)—Kankan, Faranah, N’'zérékoré, and o 12.4 million

Conakry MCSP-supported areas

Prefectures o 4.6 million
o |4/38 (37% of country total)

Facilities

e |50/461 (32% of country total

Strategic Objectives through the Life of Project

e Improve and sustain the quality of RMNCAH services in supported health

care facilities within the project’s targeted area (January 2015 to March

2016).

Improve the quality of midwifery PSE at the National Public Health

School in Kindia and medical education at the School of Medicine in

Conakry (January 2015 to March 2016).

o Integrate activities and services for the prevention and management of
gender-based violence (GBV) within RMNCAH services at the facility and
community levels in Conakry (January 2015 to February 2017).

Highlights through the Life of Project

e Trained 41 providers (34 women) on integration of GBV prevention,
detection, and management into the daily activities and services of health
providers. Seven facilities managed and treated | 10 cases of GBV and
referred 65 of those cases to legal assistance.

e Conducted quarterly monitoring of FP service statistics, which showed
that availability and voluntary use of FP services remained steady even in
the face of the evolving EVD epidemic, including 7,808 adopters of long-
acting methods.

Figure |. Evolution of performance scores for three domains of

Standards-Based Management and Recognition among || health

facilities from baseline to May 2015

100% 93% 92% 100%
' 75% 5 75%
5 80% AA 79% /757
@ 59% ’
Y 60% 61%
5 62%
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£
o 20% 31% 20%
o

0% 14% 6%

Baseline May 2015 | Baseline May 2015 | Baseline May 2015

Family planning Basic emergency
obstetric and newborn

care

Infection prevention
and control

Domain
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Guinea—Reproductive, Maternal, Newborn and Child Health and
Gender-Based Violence

Background

The work requested under MCSP was designed to support the accomplishments of MCHIP in Guinea
(October 2010 to March 2014), which increased the capacity of health care workers in facilities and in the
community to offer quality FP and MNCH services. Also under MCHIP, in 2013, the USAID Mission in
Guinea successtully applied for incentive funding for a 3-year project to address GBV reduction. In
collaboration with the USAID-funded legal assistance partner, the American Bar Association, MCHIP
initiated the first year of activities during the final MCHIP project year to better understand the scope of the
problem and what resources exist to prepare for a comprehensive intervention that addresses the health,
social support, and legal aspects of victims of GBV, as well as communications to increase community
awareness and prevention efforts. MCSP’s work in Guinea was originally planned as a 1-year bridge to the
Mission’s preparations for a bilateral health project, with additional GBV funding added to extend this
component of the project.

As the EVD epidemic evolved and spread, MCSP adapted the timeline and activities to the situation at hand.
Access to Nzérékoré Region, the epicenter of the epidemic, varied over the life of the project, as the number
of cases was high at the beginning but well controlled by late 2015.

Key Accomplishments

Strengthened Quality Improvement Methodology to Achieve Improved RMNCAH Outcomes

MCSP reinforced the use of the SBM-R QI tool at 48 facilities that were using the methodology as of the end
of the MCHIP project. This included supportive supervision to follow up on SBM-R performance at 29
facilities (60%) that were accessible as the epidemic evolved, which allowed mentors to check on the
functioning of SBM-R teams and suggest ways to address gaps in performance. For a few facilities with more
dramatic drops in performance, particularly in Conakry, MCSP advised facility managers and staff to work on
improving gaps in performance or risk losing their recognition star. MCSP also supported the development
and initiation of a monitoring plan for the MOH’s implementation of SBM-R in an effort to support its
ownership of the system. The plan and corresponding budget were forwarded to the regional directors of
health by the National Directorate for Family Health and Nutrition for integration into the 2015-2017
regional and prefectural (district) health development plans.

An analysis of service delivery data for the 48 facilities using SBM-R for January—September 2015 (Q2-Q4 of
PY1) showed high levels of performance of lifesaving skills in RMNCAH:

98% of 263 recorded cases of pre-eclampsia/eclampsia were treated with magnesium sulfate.

95% of women received active management of the third stage of labor.

87% of newborns were put to the breast within the first hour after delivery.

In total, 2,997 cases of obstetric and newborn complications were treated.

Ongoing follow-up of many of these facilities using SBM-R to monitor performance continued under
MCSP’s Restoration of Health Services scope of work in Guinea.

Increased Family Planning Uptake and Continued Use

To sustain the quality of services and training of providers under MCHIP, MCSP clinical advisors worked
closely with national-, regional-, and district-level supervisors to identify facilities needing support and to
provide constructive feedback and support to improve performance during supervision visits. During the
visits, clinical advisors assessed provider performance and checked on the availability of critical supplies and
equipment needed to perform services. MCSP supported supervision visits to 191 facilities, reaching 572
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providers and 238 CHWs. The project was able to add supervision visits in Nzérékoré as the EVD epidemic
came under control there, thus exceeding the target of 150 facilities.

MCSP’s analysis of quarterly service delivery indicators at its supported facilities demonstrated the following
achievements:

® Active management of the third stage of labor using a uterotonic remained a routine practice for 90-96%
of all vaginal deliveries (n = 33,130).

® 9425 complications were managed among 26,033 deliveries assisted by an SBA.

®  Of 966 cases of pre-eclampsia/eclampsia, treatment with magnesium sulfate was provided 98-100% of
the time over the five quarters of the project.

® Breastfeeding was initiated within an hour of delivery 87% of the time.

Looking specifically at FP services, about oneOquarter of the 500 providers who were previously trained on
long-acting and postpartum methods were not present at the time of supervision visits due to transfers and
extended absences. Nevertheless, quarterly monitoring of FP service statistics (Table 1) showed that
availability and voluntary use of FP services remained fairly steady even in the face of the evolving EVD
epidemic, including 7,808 adopters of long-acting methods, with implants chosen approximately twice as
often as IUDs. The slight decline in community distribution of FP methods, such as the pill and condoms,
can be attributed to engagement of CHWs in Ebola outreach and detection activities, taking them away from
their usual activities.

Table 1. FP service delivery indicators by quarter, April 2015-March 2016

April-June July- October—

2015

January—-March
2016

September December
2015 2015

New FP users 32,692 30,714 36,385 40,450

Percentage of new users from
community distribution

Continuing FP users 28,270 27,620 30,133 32,548

Percentage of continuing users

30% 17% 16% 22%

o 35% 21% 20% 27%
from community distribution
LARC adopters 1,325 1,194 1,931 3,358
Couple years of protection 20,308 18,370 25,000 27,066

Improved the Quality of Pre-service Education at the National Public Health School in Kindia
and the Medical Education at the Faculty of Medicine in Conakry

MCSP followed up on MCHIP’s PSE interventions, which included support for the development of skills
labs as well as close collaboration with the National Public Health School in Kindia and the Ministry of
Professional Education and Technical Training to revise the midwifery training curriculum in accordance with
recommendations from the West African Health Organization and the International Confederation of
Midwives to ensure a competency-based approach to education.

MCSP conducted quarterly supportive supervision visits at the National Public Health School in Kindia.
These visits were an opportunity to monitor preceptors’ and students’ use of the skills labs, follow up on
implementation of improved reproductive health and teaching skills, and follow up on implementation of
SBM-R for PSE. During MCHIP, skills labs were set up to offer students hands-on experience using
anatomic models and simulators to develop clinical competencies. Faculty and preceptors received training on
effective teaching skills, assessing student performance, and clinical training and mentoring skills for MNH.
The hospitals and health centers that serve as internship sites were also visited to review their efforts to
support student learning. Among the SBM-R components for PSE, the school was doing better with
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theoretical and practical teaching, whereas equipment and infrastructure issues remained persistent challenges.
During each visit, MCSP staff reviewed observations and provided suggestions for key actions to address
persistent challenges and reinforce what was going well. The increased capacity to provide practical
experience to students through the skills labs and use of anatomic models became even more important
during the EVD epidemic as the MOH prohibited student trainees from going to health facilities for practical
sessions for a period during 2015.

MCSP conducted several visits to the Faculty of Medicine to review progress made on implementation of
SBM-R for PSE and to engage the dean and department heads in overseeing the action plans to improve
student learning. It was particularly challenging to engage with the faculty at this time, as many were pulled
into Ebola response activities. An assessment of SBM-R standards and comparison with results from 2011
found a general decline in quality from 55% to 32% across the five performance areas. MCSP helped to focus
attention on the quality of education by providing feedback on the performance evaluation and using that
teedback to develop action plans to address gaps in performance.

Increased Treatment of Gender-based Violence Cases or Referrals to Legal Aid

Under the project’s GBV component, MCSP worked closely with the Ministry of Social Affairs and the
Advancement of Women and Children to target communities in the five districts of Conakry, and partnered
with two national hospitals and five communal health centers to integrate screening and care for suspected
GBYV and promotion of related resources. MCSP worked with the American Bar Association’s Rule of Law
Initiative to support the legal and rights components of the project, training legal aids and community
liaisons, operating a legal assistance clinic, and supporting the development of communications materials to
increase awareness of both prevention and access to resources for survivors of violence.

MCSP disseminated the findings of the GBV assessment conducted under MCHIP in all five communes of
Conakry and one urban commune of Kankan. This assessment informed the development of a set of
curricular materials for training health care workers and community educators on detection, management, and
prevention of GBV, which began under MCHIP and was finalized and validated with MCSP’s support.

Forty-one providers (34 women) from seven facilities across Conakry completed the training workshop to
integrate GBV prevention, detection, and management initiatives into the daily activities and setrvices of
health providers. Due to the EVD epidemic, the training workshop could not be held until November 2015.
Following the training of selected providers, orientations were also provided to the broader facility staff to
increase awareness of the services/resources available and promote referral within the facility for suspected
GBYV cases. At the community level, MCSP trained 123 community and peer educators from the five
communes, several secondary and professional schools, and two universities. MCSP, in consultation with
local authorities and the Ministry of Social Affairs and the Advancement of Women and Children, set up
GBV committees in each of the five communes, and MCSP provided supportive supervision following
trainings. At the national level, MCSP worked with the Ministry of Social Affairs and the Advancement of
Women and Children to establish an interministerial steering committee to address GBV.

Community educators and paralegals held 707 information and awareness-building sessions, including a doot-
to-door campaign, to reach 30,787 people. MCSP engaged local stations and provided inputs to produce five
radio spots and one TV segment; 10 radio broadcasts and two television broadcasts were aired by the end of the
program. Journalists—many of whom had participated in the community orientations—produced 33 articles or
communications on GBV (22 on radio and 11 televised). MCSP also put in place a network of mobile phones
among community committees; the Office of the Protection of Gender, Children, and Minors; paralegals; and
health facilities to facilitate communication and referrals. This system tied into an existing network of phones
among health care providers and managers, and MCSP covered the cost of voice calls.

As a result of these community outreach activities, seven facilities managed and treated 110 cases of GBV. In
total, facilities referred 65 GBYV cases for legal assistance, and 54 cases, including all 27 cases of rape, were
pursued. The majority of domestic violence and family abandonment cases, on the other hand, were settled
through mediation. Forty-four percent of GBV cases were reported to and managed at the national hospital.
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Some of the communal health centers reported few to no cases (zero to four). The reasons for this are
unclear, although self-referral by the family to seek assistance outside of their own neighborhood might
partially explain this pattern.

At the end of the program, MCSP assessed stakeholder satisfaction with the program’s efforts to address
GBYV prevention and management. MCSP held 19 individual interviews and eight focus groups with those
involved in the project. Providers and health educators appreciated the training course and tools, particulatly
the flipbook. One provider commented, “Before, I really could not manage a case of GBV, and now I can,
and I know who I should call.” A common suggestion for further improving the available tools was to
develop videos on the subject in multiple languages.

Recommendations for the Future

Despite significant challenges due to the EVD epidemic, MCSP’s support enabled many facilities to maintain
the important gains in availability and quality of RMNCAH services that they had achieved under MCHIP.
USAID’s continued flexibility also allowed MCSP to implement planned activities when it was safe and
appropriate to do so given demands on MOH counterparts. Following MCSP’s RMNCAH and GBV work in
Guinea, MCSP continued to serve as a mechanism for multiple programs in support of the epidemic response
and post-epidemic recovery in Guinea. Recommendations for these programs included:

® Continue to support SBM-R efforts. The MOH and donors should continue to support efforts such as
SBM-R for QI and quality assurance. The investment during MCHIP and follow-up during MCSP
showed promising results in maintaining quality of services, even in the face of the EVD epidemic.
Where performance declined, particularly in areas most affected by Ebola, the SBM-R standards served
as the reference point to recall what providers and managers should expect of themselves in providing
care to the community.

® Strengthen PSE. USAID and other donors should continue to support efforts to strengthen PSE.
MCSP was able to follow up on some important gains of MCHIP in revising the midwifery curriculum
and reinforcing teaching and learning capacity, but more work remains to be done to reap the benefits of
the new skilled midwives who are ready to enter the workforce.

® Integrate GBV prevention and services. The Ministry of Social Affairs and the Advancement of
Women and Children and the MOH should continue to scale up the integration of GBV prevention and
services into health facilities and communities, with a focus on geographic areas with high rates of
interpersonal violence and GBV, as well as those with increased risk factors, such as internal migration
for employment (e.g., mining) and early marriage. Donor support for this will be needed.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)

Number of women receiving individual counseling sessions in immediate 33,271 (target: 29,053; target
postpartum or postabortion care for FP/reproductive health as a result of

USG assistance exceeded)

Number of new acceptors of modern contraceptive methods as a result 174,246 (target: 225,000; 77%

of USG assistance achieved)

Number of women delivering with assistance of an SBA 38,294 (target: 37,500; target
exceeded)

Number of women receiving active management of the third stage of

| 30,732 (31,250; 98% achieved)
labor

I One of the three regions, Conakry, saw a significant decline in overall health service use, including maternity care and FP
services, during the EVD epidemic. Kankan and Faranah in the northern part of the country were far less affected by the
epidemic.
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Guinea Ebola Response Phase |

s

Technical Areas: 0

Program Dates

November 17, 2014—August 16,
2015

Total Funding through Life
of Project

$3,482,000

Demographic and Health
Indicators

s

Live births (per

| 447,000
year)
MMR (per 100,000
live births)? 250
NMR (per 1,000 20
live births)?
USMR (per 1,000 88
live births)?
Births with SBA? 62.7%
CPR (modern and
traditional 8.7%

methods)?

Sources: [I] Countdown to 2030
country profile, 2016; [2] Multiple
Indicator Cluster Survey 2016
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Geographic Implementation Areas Population

Regions Country

4/8 (50%)—Conakry, Faranah, Kankan, Kindia, | e 2.4 million
N'zérékore MCSP-supported areas

Prefectures e 28I million

8/38 (21% of country total)—Beyla,
Forécariyah, Kissidougou, Kouroussa, and five
communes of Conakry

Facilities
55/461 (12% of country total

Strategic Objectives through the Life of Project

Support health care workers and facilities to continue to offer high-
quality health services in a safe environment by strengthening IPC
practices through training, supportive supervision, and complementary
M&E.

Support communities and their local leaders to combat disease
transmission through improved contact tracing, intensified social
mobilization, and improved technical assistance to district health teams.

Key Accomplishment Highlights through the Life of Project

Contributed to the creation of an IPC Technical Committee to oversee
facility-level interventions. MCSP’s IPC training curriculum was adopted
as the national standard for provider training.

Trained 2,985 providers from 55 facilities, including three national
hospitals, and oriented 447 auxiliary staff on IPC on site. Ninety-one
percent of trained health care providers and auxiliary staff at all targeted
facilities received supervisory support during the project period.
Observed steady improvement in the short project period through a
series of three IPC performance assessments. At 42 health centers
supported by the project, the median performance score rose from 19%
(baseline) to 42% (second evaluation) to 67% (third evaluation).
Reached 1,596 members of civil society associations, women’s groups,
and two police brigades with EVD sensitization. Trained 228 CHW:s to
carry out contact tracing, successfully following 92% of 3,195 contacts.

Figure |. Evolution of IPC performance scores in the seven
medical centers and three prefectural hospitals in Beyla,
Forécariah, and Kissidougou (December 2014-August 2015)
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Guinea—Ebola Response Phase |
Background

In response to the EVD epidemic in Guinea and the severe effects it had on the country’s health services,
including increased risk of EVD for health care providers, USAID Washington and the Mission requested
that MCSP develop a program to address IPC practices in facilities and commounities to prevent disease
transmission. The geographic areas of focus were determined in collaboration with the National Ebola
Response Coordinating Committee, CDC, Office of US Foreign Disaster Assistance, and other USG
implementing partners.

Key Accomplishments

Participated in the National Ebola Response Coordinating Committee

Throughout the project period, MCSP provided technical support to the National Ebola Response
Coordinating Committee, particularly in the effort to improve national protocols for EVD treatment centers,
manage community transit centers, and promote safe burial practices. MCSP also participated in the
development of a set of community-focused EVD prevention educational materials (health education
messages, posters, and visual aids) that the Ministry of Public Health validated; 500,000 copies were
distributed with support from donors.

MCSP led the advocacy for the creation of an IPC Technical Committee under the National Ebola Response
Coordinating Committee in collaboration with USAID, the Office of US Foreign Disaster Assistance's
Disaster Assistance Response Team, the CDC, and WHO. The technical committee, which became an
important source of technical support within the National Ebola Response Coordinating Committee,
comprised 15 national and international organizations, and led the standardization of IPC training documents
and establishment of triage units across the country. Jhpiego’s IPC training curriculum, with updates specific
to EVD done under MCSP, was adopted as the national standard. This demonstrated that MCSP’s work was
valued for its technical quality. The Ministry of Public Health wanted to use these materials to guide all
partner work in this area.

Trained/Updated Trainers

MCSP initiated the Ebola Response Project with an IPC update for 27 trainers who were previously trained
as trainers under MCHIP. In February 2015, five additional MCHIP-trained trainers joined 18 new candidate
trainers, who were selected from a group of providers who had completed the IPC training and demonstrated
initiative in improving IPC. This group was trained in clinical training skills, resulting in 50 qualified IPC
trainers to support the Ministry of Public Health and the National Ebola Response Coordinating
Committee’s IPC response to EVD.

Conducted Trainings and Provided Routine Quality Assurance Visits and Follow-Up Support

In collaboration with health facility administrators, MCSP trained 2,985 providers in 121 5-day training
sessions from December 2014 to March 2015—139% of the initial project target of 2,150. The training
sessions targeted all health care personnel working in 55 health facilities located in some of the areas hardest
hit by the EVD epidemic. MCSP also conducted 1-day IPC trainings for 447 support staff members (e.g.,
janitors and orderlies) at seven health facilities using materials developed by the Ministry of Public Health.
Using the local language to ensure comprehension, the trainers taught a broad range of fundamental IPC
skills, including preparation of chlorine solution and proper waste collection and disposal.

Within 1 month after the training, the trainers conducted follow-up visits to review implementation of IPC
practices and assist staff to address challenges. Coaching sessions were organized at least twice a month in
Conakry and once a month in prefectures (due to travel time required). As a result, 91% (3,132/3,441) of
trained health care providers and auxiliary staff at all 55 targeted facilities received supervisory support during
the project period.
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In December 2014, April 2015, and August 2015, MCSP conducted performance evaluations using the
Standards-Based Management and Recognition (SBM-R®) process to assess the implementation of IPC
performance standards at each of the 55 health facilities.** SBM-R is a QI methodology that uses checklists of
clearly defined clinical and organizational standards to assess performance, establish the level of functionality,
and guide corrections toward improved performance and quality. An analysis of performance scores at
baseline (December 2014), second (April 2015), and third evaluations (August 2015) revealed the following
progress:

® At the national hospitals of Donka, Ignace Deen, and Sino-Guinéen, 66 services were evaluated. The
median performance score rose from 24% (baseline) to 50% (second evaluation) to 68% (third
evaluation).

® At seven communal medical centers in Conakry and Beyla and at three prefectural hospitals in Beyla,
Forécariah, and Kissidougou, the median performance score rose from 20% (baseline) to 50% (second
evaluation) to 62% (third evaluation).

® At the remaining 42 health centers supported by the project, the median performance score rose from
19% (baseline) to 42% (second evaluation) to 67% (third evaluation).

Conducted Behavior Change Communication and Sensitization

MCSP carried out a variety of communication activities, including 249 group talks; orientation of members of
civil society, women’s groups, and police brigades; theatrical performances; and a soccer match, to share
information with community members on Ebola prevention and active surveillance. Social and behavior
change communication activities targeted the prefectures of Kouroussa, Beyla, and Kankan, and the
communes of Conakry. Radio broadcasts on local radio stations and in local languages were used as a way to
disseminate information and messages through pre-recorded messages, discussion roundtables, and call-in
shows. In-person communications are estimated to have reached 39,500 people and the radio broadcasts
another 53,000 community members.

Provided Contact Training and Surveillance

MCSP trained 228 CHW's to carry out contact tracing, successfully following 92% of 3,195 known contacts
through the full 21-day period. MCSP also organized orientations for 1,463 people who work as pharmacists,
private health care providers, and traditional healers. This approach was developed to address the challenge of
declining community confidence in public health facilities, with people seeking care from alternative sources.
This training helped to address myths about EVD and reinforce case detection, personal protection, and
timely referral.

Recommendations for the Future

The implementation activities of the MCSP Ebola Response Project helped save the lives of service
providers; strengthen IPC practices, standards, and protocols in health facilities; and provide a foundation for
the restoration of MNCH services post-Ebola. MCSP further implemented a second IPC-focused project and
two projects on post-Ebola recovery.

Crucial lessons for epidemic response and preparing health systems to be more resilient to such shocks
include:

e The Ministry of Public Health and partners should include a focus on IPC in routine health
services in the initial response to disease outbreaks and as a matter of quality of care more
broadly. Attention to IPC is an essential component of health systems strengthening (HSS) and the
initial response to an infectious disease outbreak. IPC in routine health services was not initially a high
priority in the epidemic response until the formation of the IPC Technical Committee.

40 Among the 55 health facilities included in the target for this project, three are national hospitals with many separate services
and units. During evaluations, smaller hospitals and health centers were assessed as a whole and received a single score (n =
52), but for the national hospitals, each service was assessed individually and results reported for each of 66 services or units of
those three hospitals.
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e The Ministry of Public Health and partners should emphasize that IPC is an issue not only for
epidemic response but also for routine quality of care. Training and skills development need to be
practical and set in a broader context of patient and provider safety and quality. The IPC committee
observed that in areas where short trainings were very focused on EVD, improved practices were not
maintained. Providers viewed these skills as specific to EVD, so if there were no longer cases in their
area, they were no longer considered necessary. In addition, post-training follow-up is an integral aspect
of ensuring continuing success in changing behaviors and improving IPC or any clinical domain.

e The Ministry of Public Health should maintain a census of health care facility staff. The ministry
did not have an accurate census of the number of staff working in health facilities, so when the project
began to provide training in some facilities, it was discovered that there were many more providers
working there than initially reported.

e JPC materials need to be considered in supply chain management. Lack of materials for IPC puts
providers and patients at risk when they are unable to put the existing guidelines into practice. Routine
availability of IPC supplies was poor before the onset of the epidemic, and the limited supplies and
donations that were coming in were prioritized for EVD treatment centers.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)
Number of staff in health facility who received IPC training 2,985 (target: 2,150; target exceeded)

2,582 providers received follow-up at
their work sites. 86% of those trained
(target: 2,150; target exceeded)

Number of trained staff who received post-training follow-up
supervision at 6 weeks and 3 months

Percentage of staff trained on IPC who achieved a score of 85% or
higher on knowledge tests during post-training follow-up supervision 91% (target: 100%; 91% achieved)
visits
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Guinea Ebola Response Phase |1

Geographic Implementation Areas Population

Regions Country

o 3/8 (50%)—Boké, Faranah, Kankan e 12.4 million
Prefectures MCSP-supported areas
e 5/38 (13% of country total)—Boke, Dabola, e 28I million

Dinguiraye, Faranah, and Mandiana

Facilities

e 59/461 hospitals and health centers (13% of
country total)

o 140 health posts and 50 private facilities

Technical Areas: 0

Program Dates Strategic Objectives through the Life of Project

June 2, 2015-May 31, 2016 e Support health care workers and facilities to continue to offer
high-quality health services in a safe environment by strengthening IPC
practices through training, supportive supervision, materials donation,

Total Funding through Life L
and monitoring.

of Project
$2,400,000 (OFDA funding) Accomplishment Highlights through the Life of Project

e Provided IPC training to 1,345 staff in 249 health facilities in target
. prefectures.
:?]Zri::tg(:’::hlc and Health e Donated IPC materials and consumables to the Ministry of Public Health
facilities to support correct and consistent practice of IPC skills. This
m includes 29 autoclaves and seven incinerators, which were purchased
and installed to support instrument processing and waste management.
447,000 o Ninety-four percent of health centers (51/54) improved IPC scores from

Live births/year' ) ) . . .
baseline to final assessment (improving by at least one quartile), and six

MMR (per 100,000 550 (1'1%) reached the 75% threshold of desired minimum performance.
live births)* Among five hospitals that were assessed by service area, 36/48 of
NMR (per 1,000 20 services improved IPC scores and | | (23%) reached or exceeded the
live births)? 75% threshold.
USMR (per 1,000 oo Figure |. Evolution of IPC performance at health centers from
live births)? baseline to final evaluation in Boké, Faranah, Dabola, Dinguiraye,
Births with SBA?  62.7%  2and Mandiana
CPR (modern and 100%
traditional 8.7% d
2 7}
methods) £ 0%
Sources: [1] Countdown to 2030 et
country profile, 2016; [2] Guinea <
MICS 2016 S 60%
2
Y
o
o 40%
o0
]
A4
c
O 20%
1 9
7}
o /
0%
Baseline Evaluation 2015 Final Evaluation 2016
e Minimum === Median Maximum
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Guinea—Ebola Response Phase II
Background

The goal of the MCSP Ebola Response Project Phase II in Guinea was to scale up efforts to prevent and
control the spread of the EVD and its effect on the quality of RMNCAH services. As requested by USAID
Washington and the Mission, this work built on MCSP’s previous Ebola Response Project Phase I, which
focused on supporting health care workers and facilities to continue to offer high-quality health services in a
safe environment by strengthening IPC practices through training, supportive supervision, and
complementary M&E. A similar series of activities as the first project was laid out for this US Office of
Foreign Disaster Assistance-funded project to increase knowledge and skills, improve service delivery
conditions for correct and consistent IPC, and provide coaching and monitoring to help sustain improved
practices. For more information on MCSP’s response to Ebola, please see the project’s brief.

Key Accomplishments

Provided Intensive Infection Prevention and Control Training

Before initiating IPC training in a prefecture, MCSP assessed IPC performance and the availability of key
materials for IPC in each of its public hospitals and health centers. The assessment tool for IPC was based on
a set of 32 performance standards that originate from the SBM-R methodology for QI. These same
petformance standards were used throughout the IPC training and for supportive supervision/coaching visits
following training.

The MCSP Ebola Response Project Phase II provided intensive IPC training to 1,345 health care providers
from 249 health care facilities across the five prefectures. Sixty-two providers also benefited from a 3-day
training specifically on setting up and managing triage of patients seeking care at health facilities in Boké.
Supervision and coaching visits to support continued IPC performance were conducted at all facilities and
reached 78% of trained providers. In addition, 67 statf who were posted to the focus facilities after the
training sessions received onsite orientations on IPC during supervision visits. MCSP also provided IPC
otientation and coaching in local languages for 271 support staff members.

Procured and Supplied Necessary Infection Prevention and Control and Sanitation/Waste
Management Equipment and Training

The availability and utilization of IPC inputs is one of the key pillars of an effective IPC program. As part of
the supportt to these prefectures, MCSP donated IPC materials and consumables to the Ministry of Public
Health facilities to support correct and consistent practice of the skills learned and reinforced during the IPC
training. The donations included IPC products, personal protective equipment, and consumables, such as
examination and sterile gloves, soap, masks, goggles, noncontact thermometers, and handwashing stations, as
well as waste management materials, such as buckets for separating waste and used instruments, sharps boxes,
trashcans and trash bags, mops, brooms, and chlorine powder. MCSP used these donations to advocate with
the Ministry of Public Health and partners to ensure availability of IPC materials through the Ministry of
Public Health supply chain so that providers would be able to continue good-quality IPC practice.

Based on the experience of the first phase of this project, waste management and sterilization of instruments
were identified as clear gaps in improving IPC in many of the hospitals and high-volume health centers.
Often, facilities have old autoclaves that no longer function or are too large for their electrical capacity. MCSP
intentionally purchased smaller-capacity autoclaves of 24 L and 39 L that could be operated in these facilities.
Nonelectric autoclaves that can be operated by heating them on a propane or compressed natural gas burner
were provided to facilities where consistent electrical power is not available. Twenty-nine autoclaves were
purchased and distributed to facilities supported by the first and second phases of this project. Nine of the
autoclaves were donated to facilities targeted in this project specifically, including all of the public regional or
prefectural hospitals.
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Organized Routine Quality Assurance Visits and Coaching

For each health district in the project area, six to eight quality assurance coaches were selected from district
management teams and health facilities based on their performance in IPC and their availability to monitor
the application of hygiene measures. The organization of the coaching activities was coordinated by IPC focal
points in larger facilities, department heads, health facility administrators, and members of the health and
safety committee of each facility, with monitoring of implementation ensured by the pool of Ministry of
Public Health trainers, MCSP staff, and local supervisors. Each facility received an average of two to three
supervision visits during the 9-month project period to follow up on coaching activities, provide an external
assessment of IPC performance, and give feedback on coaching and performance.

Conducted Infection Prevention and Control Performance Assessments

MCSP conducted baseline assessments in targeted health facilities using the Ministry of Public Health-
approved performance standards for IPC to identify the current level of IPC performance and identify gaps
to be addressed via training and onsite supportive supervision. The same performance standards were also
used during supervision and coaching visits, and for final assessment of all sites. For hospitals, each service
was assessed separately and a score generated per service, rather than for the facility as a whole.

Almost all health facilities (51/54, 94%) improved their IPC scores from baseline to final assessment
(improving by at least 25 points on a 100-point scale), and six (11%) reached the 75% threshold of desired
minimum performance. Among five hospitals that were assessed by setvice area, 36/48 of services improved
IPC scores, and 11 (23%) reached or exceeded the 75% threshold. Several factors likely contributed to the
variance in scores among different facilities and why some improved while others did not. The project was
implemented in a compressed period, which did not allow for more than two to three coaching visits per
facility, particularly in the four eastern prefectures. Training alone may not be sufficient to bring about the
behavior change required for correct and consistent IPC performance, given previously poor habits, without
additional onsite coaching to reinforce performance over time. Continual challenges with the availability of
basic IPC materials, such as gloves and bleach for cleaning surfaces and instruments, are another possible
contributing factor; facility managers did not necessarily have the habit or tools to assess IPC needs, and
stocks at regional depots were often inadequate for demand.

Table I. Summary of IPC scores by quartile for baseline and final assessments in health
centers and hospital services

_ Health Centers Hospital Services

Baseline IPC Final IPC Baseline IPC Final IPC
Assessment Assessment Assessment Assessment

N =54 % N % N =48 % N %
Score of 75% or higher 0 0% 6 1% I 2% I 23%
Score of 50-74% I 2% 28 52% 7 15% 13 27%
Score of 25-49% 13 24% 19 35% I 23% 17 35%
‘Scoreof 0-24% 39 72% ! 2% 28 58% 3 6%
Missing Data' I 2% 0 0% I 2% 4 8%

I Missing data due to inaccessibility of a health center because of impassable roads or no staff from a given service available
during the assessment team’s visit.

Recommendations for the Future

® The Ministry of Public Health and partners must recognize that training alone is not sufficient
and must be accompanied by the materials needed for service provision and onsite support for
putting new skills into practice. Training alone may not be sufficient to bring about the behavior
change required for correct and consistent IPC performance, given previously poor habits and continual
challenges with the availability of basic IPC materials, such as gloves and bleach for cleaning surfaces and
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instruments. While the project was able to reach many providers and facilities in a short period of time,
the behavior change for improved IPC appears to require ongoing coaching and supervision to bring
about consistent improvement.

® USAID should consider longer implementation timeframes, even in emergency response. The
project was unable to reach all trained providers with coaching visits due to the short implementation
period and resources relative to the number of prefectures covered. If a provider was not present at the
time of the visit, there may not have been another opportunity to follow up with him/her. (This project
was originally planned for 6 months, which was the timeline used for training and coaching activities. The
6-month extension was requested to complete the installation of incinerators.)

® The Ministry of Public Health should strengthen accountability at the health facility level. This
experience of working to strengthen IPC in health facilities highlights the need to identify measures to
hold health personnel and managers accountable for basic health service functioning, with IPC as one of
those basic elements. The project’s efforts to train prefectural and facility managers as IPC coaches and
feedback on results for managers are steps in this direction, but a formalized system of accountability is
recommended to systematize these roles and responsibilities, promote readiness to prevent and respond
to future epidemic diseases, and improve routine attention to quality of care in all health care facilities.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement

1,345 (100% of staff in 60 public

Number/percentage of staff in health facility who receive IPC training facilities, target: 100%; target achieved)
ilities, target: b; targ iev

Number of supportive supervision visits conducted on site 421 (target: 400; target exceeded)

95% in health centers, 76% in hospitals,
(target: 100%; 95% and 76% achieved,
respectively)

Number/percentage of health facilities that have access to disinfecting
agents (and sufficient quantity for at least | month)
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Guinea Health Systems Strengthening

Geographic Implementation Areas Population

Regions Country
e  4/8 regions total (50%)—Boké, Conakry, e 124 million
Kindia, and Nzérékoré

MCSP-supported areas
Districts e 7.65 million
e 20/38 total (53% of country total)

Technical Areas 0 -

Program Dates Strategic Objectives through the Life of Project

March I, 2016—June 30, 2018 e Increase coverage and use of high-impact RMNCAH interventions and
innovative new approaches.

e Strengthen MOH capacity to manage and scale up high-impact
RMNCAH interventions.

e Institutionalize and integrate IPC protocols into the routine RMNCAH

Total Funding through Life
of Project

$2,750,000 (Ebola funds—Pillar

Iy package.

Highlights through the Life of Project
Demographic and Health e Supported the MOH to complete a census of and improve the
Indicators functioning of incinerators. Fifty-one hospitals (81%) had a functioning

incinerator at the end of the project, compared to 49% at the time of
#or % the census.

e Trained district management teams on stakeholder engagement,
Live births/year' 447,000 communication, and resource mobilization, resulting in 104 funding
requests drafted, 84 submitted, and 43 funded across all districts.
MMR (per 100,000 550 e Supported 35 facilities using the QI methodology SBM-R, with eight

: . 2
live births) facilities qualifying for recognition. By the end of the project, 50% of
NMR (per 1,000 facilities were performing at the minimum desired level of 80% on
20 P g
live births)? EmONC, FP, and IPC standards.
SBA’ 62.7% Figure I. HMIS data accuracy scores by prefecture in Nzérékoré
100% %
CPR (modern and o 100%
o 2 8.7%
traditional) o)
_ 5 80%
Sources: [1] 2016, Countdown to o 75%
2030 country profile, GIN; [2] >
MICS 2016. g 60% .
5 >3% 50%
S 40% 4343//
7 ) 31%
= 20% 21%
I
10%
0% 0% 0%
Supervision | (Jul-Sep 2017) Supervision 2 (Jan-Mar 2018)
Assessment
e N'Zerekore Gueckedou Lola
Yomou Macenta e Beyla
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Guinea—Health Systems Strengthening

Key Accomplishments

The Ebola outbreak of 2014-2015 had a devastating effect on routine health services in Guinea, especially
those related to RMNCAH. Guinea’s already weak health system was at a near standstill due to a lack of
regular monitoring and supervision, a devastating loss of health workers, and fear by the community to seck
services in health facilities. Per the request of USAID Washington and the Mission in Guinea, MCSP’s HSS
program was the fourth and final Ebola-related project funded through the project and the second country
program to focus specifically on post-epidemic recovery and building resilience. The HSS program, which
started in March 2016 with Pillar IT Ebola Response and Recovery* funding, was designed to link the facility-
level achievements of the earlier Restoration of Health Services program with health systems-level efforts to
reinforce and sustain the management and coordination of improved RMNCAH services. These two
programs were planned and monitored in close coordination with USAID’s Global Health Ebola Team,
which was tasked with overseeing the implementation of the health components of the Ebola Response and
Recovery funding,.

Improved Infection Prevention and Control and Waste Management

To continue the momentum toward strengthening IPC that was created by the EVD epidemic and post-
epidemic recovery, MCSP supported printing costs and orientation sessions for the dissemination of IPC
policy documents, which included standards and procedures and a monitoring framework. The policy
documents were updated and validated under the Restoration of Health Services project and with funds from
the CDC, with this project completing the final step of dissemination. To assist health schools and the faculty
of medicine to integrate the new IPC policy, the project supported the development of the IPC curriculum
and detailed plans to integrate IPC into PSE for nurses, midwives, and doctors. The project also successfully
advocated for the integration of IPC specifications in the revised and validated reproductive health norms
and protocols in late 2016. Under the auspices of the MOH, MCSP’s HSS program in Guinea provided
technical support to the IPC cluster (WHO, MCSP, Expertise France, Catholic Relief Services, and others) to
reinvigorate its functioning for continued coordination of IPC and waste management inputs. As a result of
these policy- and coordination-level activities, MOH priorities are well articulated and can help to generate
financial and technical partner contributions. The IPC standards and procedures also serve to clarify
expectations of health care providers as a means to promote accountability for correct and consistent IPC.

Several months into the project, funds were added to focus on improving waste management in MOH
facilities. MCSP, in collaboration with IPC cluster partners and the MOH, mapped existing incinerators and
their current functioning across the country. Of 63 incinerators identified primarily at hospitals and a few
urban health centers, 31 (49%) were in good, working condition. This included seven that were donated and
installed by the Office of Foreign Disaster Assistance-funded MCSP IPC 2 project. Among incinerators not
functioning at the time of the assessment, some only had minor, repairable problems and/or lacked
maintenance. Twelve incinerators donated by another donor during the Ebola epidemic were found at
hospitals but had never been installed or put into service. Based on these findings, WHO led a program to
repair nonfunctional incinerators with partner support. With MCSP’s support, three incinerators that had
been donated but never installed were made functional at Mamou Regional Hospital, Labe Regional Hospital,
and the temporary annex to the Donka National Hospital at Camp Boiro in Conakry. By the end of the
project, 51 hospitals (81%) had functioning incinerators.

Further, MCSP revitalized 23 hygiene and safety committees in three regional hospitals, 14 prefectural
hospitals, and six communal medical centers. On average, the project oriented 20 members per health care
facility on their roles and responsibilities in overseeing IPC, and developed action plans to implement routine
monitoring and formulate corrective actions for performance gaps. By the end of the project, 65% of hygiene
and safety committees were meeting regularly to review IPC performance and implementation of their action

4! In response to the epidemic, USAID developed a four-pillar strategy to address EVD: Pillar | — Control the outbreak; Pillar Il
— Recover from second-order impacts of EVD; Pillar Il — Build coherent leadership and operations; and Pillar IV — Strengthen
global health security in sub-Saharan Africa.

MCSP End-of-Project Report 237



plans. This included reviewing budgets, establishing IPC focal points in each service, monitoring biomedical
waste collection and incineration, orienting trainees on IPC procedures, and preparing IPC procurement
requests for different departments within the facility. MCSP and other partners funded requests received
from the hygiene and safety committees, such as to clean out the septic tanks at four hospitals in Nzérékoré
so that toilet and wastewater management could be made functional again.

Implemented a Comprehensive Approach to Health Systems Management

A rapid situational analysis according to the six determinants of the health care system helped to identify
strengths and limitations to tailor capacity-building of health managers. This was followed by implementation
of the Comprehensive Approach to Health Systems Management for 20 district health teams to identify and
analyze challenges, their root causes, and local resources to leverage, and to integrate corrective actions into
district teams’ annual work plans. Building on the districts’ action plans, MCSP built the capacity of 22 district
health teams on stakeholder engagement, communication, and resource mobilization, resulting in 104 funding
requests drafted, 84 submitted, and 43 funded by a range of local resources and development partners across
all districts. Further, during the three quarterly visits that were made during the project, the teams noticed a
strong improvement in the implementation of planned activities to solve the priority problems. Overall, the
rate of achievement of activities and that of the resolution of priority problems increased from 36% at the
first visit to 76% at the third visit. Figure 2 shows the scores by region.

Figure 2. Evolution of the implementation rate of planned Comprehensive Approach to
Health Systems Management activities per region
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MCSP was able to institutionalize the Comprehensive Approach to Health Systems Management by
integrating the tools into the national guidance for annual planning at all levels of the health system (national,
regional, district, and facility). MCSP did this at the request of and in close collaboration with the MOH’s
Bureau of Strategy and Development. As a result of these efforts, prefecture health management teams are
now able to better analyze and prioritize local needs in their annual plans.

Provided Quality Assurance Using the Standards-Based Management and Recognition Approach

Since 2012, following a review of the QI processes in Guinea at the time, the MOH expressed its wish to
implement the SBM-R methodology nationally. At the end of MCHIP in 2014, 48 health care facilities were
using the SBM-R process. MCSP’s activities were designed to continue supporting 35 health facilities in the
project area (three of the four regions; SBM-R was not previously introduced in Boké) that had been using
the process and to reinforce its use in the post-Ebola service restoration period. Building on the Restoration
of Health Services work to reinvigorate this QI approach in facilities, MCSP worked at the national and
regional levels in Guinea to reinvigorate the external monitoring components of SBM-R. As a result of
monitoring the 35 SBM-R sites in the focus regions along with nine validation assessments, eight facilities
were successfully validated for recognition of good-quality performance, and three earned a second
recognition level developed by the project. The performance level for recognition is 80% across the three
core domains of EmONC, FP, and IPC. For the second recognition level, the global score must be above
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85%), including some additional service delivery indicators that were added to the performance standards.
Financial and technical support (including obtaining donations from partners and communities) for six
recognition ceremonies was provided. The recognition ceremonies are a valuable step to engage communities
and local government to acknowledge the work of health care providers and motivate providers to maintain
quality care. Overall, of the 30 facilities assessed at the end of the project, 50% were performing at the
minimum desired level according to the MOH (75-85% depending on domain).

Similar to facilities, whose performance declined during the EVD epidemic, the national SBM-R committee
was not functioning well by the end of the epidemic. MCSP advocated with the MOH to reinvigorate the
functioning of the national SBM-R committee and also engaged at the national level on the review and
prioritization of quality assurance methods and tools in use in Guinea. The issue of the national committee
was not entirely resolved by the end of the project, but was an ongoing point of discussion with all partners
engaged in QI/quality assurance. Similatly, to reinvigorate regional and prefectural supervisors’ use of SBM-
R, 21 supetvisors wete trained on coaching and monitoring using the approach. These trainers/supetvisors
later went on to support the extension of SBM-R to new facilities under the new bilateral USAID Health
Service Delivery project.

Provided Support to Strengthen the Health Information System

MCSP provided technical assistance to the Bureau of Strategy and Development in collaboration with
partners (i.e., MEASURE Evaluation and Catholic Relief Services) for configuration of the new DHIS2
platform, including a data validation manual. MCSP contributed a service delivery-level perspective to the
revision of data collection tools and the development of training modules for dissemination of new indicators
and tools. The project also supported the management and analysis of data through joint periodic supervision
visits by the district management teams and regional-level data reviews. As a result of these efforts, data
reporting rates were high for three of four quarters but were beginning to slip at the end of the project while
some new configuration was underway. Data accuracy assessments for the six prefectures of Nzérékoré saw
good improvements in accuracy among the health centers in five of the six prefectures (see Figure 1).

Recommendations for the Future

Despite the limited timeframe, MCSP was able to contribute to several national- and health manager-level
initiatives in support of post-Ebola recovery and to establishing a health system that is better prepared to
respond to shocks. MCSP’s recommendations to the MOH, USAID, and partners include:

® Continue to support the Comprehensive Approach to strengthen district health management.
Integration of the methodology and tools into the guidance for annual planning has set this up to
continue. Since the end of MCSP, the in-country staff who led this work have been asked on several
occasions to provide technical assistance to orient national managers on the tools and facilitate the
training in new regions. The MOH and partners should encourage the ongoing use of the improved
annual planning tools.

® Provide support for supply chain management and/or installation and maintenance. The
assessment of incinerators highlighted the ongoing development challenge of donating goods without
ensuring they are functional and can be maintained. MCSP worked with the MOH and IPC partners to
provide support for installation and repairs, and to develop technical resources for incinerator
maintenance. There is still a need to develop guidance on planning and budgeting for recurring costs of
waste management, as well as to advocate with national-level authorities to include these costs in national
budgeting and requests to donors.

® DPrioritize IPC for future projects with longer implementation times. The short project periods for
post-Ebola recovery were not always conducive to sustained change. Behavior change for improved IPC
practices remains challenging, as does enlisting managers and hygiene and safety committees to play a
role in monitoring IPC and holding staff accountable. MCSP tried to work at many different levels, from
policy to skills updates and coaching of providers and managers, to change this behavior, but the results
are still difficult to see in terms of sustained performance. The series of short MCSP projects addressing
Ebola response and post-Ebola recovery were not always able to link support for IPC performance to
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tackle the issues of ongoing monitoring and accountability. It was fortunate that MCSP was an active
award across both acute response and post-epidemic, and was able to call on the same group of technical
experts, but the short-term nature of epidemic response and recovery funding did not always prioritize
synergies from one project to the next. IPC should continue to be a priority for health development
assistance beyond immediate epidemic response and post-epidemic recovery, as it is a foundational
element of quality care and of health system functioning.

® Foster collaboration and opportunities to link USG-funded initiatives and projects. The
opportunity for MCSP to collaborate with MEASURE Evaluation on the DHIS2 rollout is an example of
an important link between two USG-funded initiatives. MEASURE’s mandate was largely at the national
level, and MCSP was able to facilitate the rollout to regions and districts. As a global award focused on
RMNCAH, and experienced with documentation and data use at the service delivery level, MCSP had
much to contribute to the discussions of indicators and challenges with data quality and reporting that
originated at the facility level.

Selected Performance Indicators

Global or Country Performance Monitoring Plan Indicators Achievement (Target)

Percentage of SBM-R facilities achieving the minimum standards of
50% (target: 60%; 83% achieved
performance as defined by the MOH (rarge achieved)

Number of health districts implementing the Comprehensive Approach 22 (target: 20; target exceeded)
to Health Systems Management

Percentage of health districts that have resolved at least 50% of problems
identified with the Comprehensive Approach to Health Systems 77% (target: 80%; 96% achieved)
Management

I L ) 84 (51 incinerators and 33 waste
Number of health facilities that have functioning incinerators or waste pit ,
pits; target: 55; target exceeded)
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Guinea Restoration of Health Services

Geographic Implementation Areas Population

Regions Country
o 4/8 (50% of country total)—Boké, Conakry, o 2.4 million
Kindia, Nzérékoré

MCSP-supported areas
Prefectures e 7.65 million
e 20/38 (53%)

Facilities
o 26/44 (59%) hospitals
e |95/404 (48%) health centers

Technical Areas: -

Program Dates Strategic Objectives through the Life of Project

July 1, 2015-December 31,2016 e Expand integrated and high-quality MNCH services to additional health
facilities and communities, building upon the platform of previous
USAID-supported work through MCSP and MCHIP, and responding to
the impact of the Ebola outbreak.

Strengthen service delivery for quality ENONC, FP, and IMNCI.

Create a favorable health care environment and demand in collaboration
with the Health Communication Capacity Collaborative.
Demographic and Health Facilitate community engagement in collaboration with the Health
Indicators Communication Capacity Collaborative.

m Highlights through the Life of Project
or 7
o Helped providers and managers to improve IPC in almost all facilities,

with 46% of health facilities/services meeting the desired minimum

Total Funding through Life of
Project

$4,000,000 (Ebola funds—Pillar 1)

. . |
Live births/year 447,000 performance of 75% of IPC standards, compared to only 5% at baseline.
MMR (per 100,000 e Contributed to improved treatment of severe pre-eclampsia and
live births)? 550 eclampsia with magnesium sulfate from 79% in the first quarter to 97% in
. he last quarter, and an increase in the monthly average of deliveries
NMR (per 1,000 | ¢ L y averag
births)(zper e 20 from 2,487 before the project to 6,242 in the last quarter of 2016.
e Reinforced of the management of childhood illness by providers and
US5MR (per 1,000 CHWs in three distri ibuti . : P .
live births)? 88 s in three districts, contributing to an increase in cases of pneumonia
) treated from an average of 328 per month to 2,052 per month.
SBA 62.7% e Reinvigorated community-based service delivery by training/refreshing
CPR (modern and 692 CHWs in collaboration with their supervisors, contributing 100,831
traditional 8.7% group educational sessions that reached 528,728 people.
methods)’ Figure |. IPC score distribution for health centers at baseline and
Source: [1] Countdown to 2030 final assessment by region
country profile, 2016; [2] Guinea
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Guinea—Restoration of Health Services

Background

MCSP was requested by USAID Washington and the Mission to develop and implement several projects to
reinforce IPC in health care facilities and to assist the MOH to restore confidence in and use of health
services as a means to contribute to the response to the EVD epidemic in Guinea and the severe effects on
health services, including increased risks for health cate providers. This report presents the Restoration of
Health Services project, which operated from July 2015 to December 2016 and was designed to address the
second-order impacts of the EVD epidemic in Guinea (Pillar 2), specifically the restoration of critical non-
Ebola health services. The project was funded with resources from the Ebola Response and Preparedness
Fund, and the support of the Global Health Ebola Team.

Interventions were concentrated in geographic areas most impacted by the EVD epidemic. These impacts
included high numbers of EVD cases and deaths; loss of health care workers to EVD, transfers, and
mobilization for the EVD response; and dramatic reductions in health service utilization for routine
preventive care and treatment, such as ANC and delivery for pregnant women, FP, and treatment of diarrheal
disease, malaria, and other communicable diseases. Community-based health information and services were
also impacted by the mobilization of CHWs to support EVD surveillance, contact tracing, and monitoring,
and community awareness building,.

Key Accomplishments

Supported Consistent and Correct Infection Prevention and Control Practices

MCSP provided institutional support for updating policies, delivering supportive supervision and coaching
for sustained performance of IPC, training health care providers on IPC, providing IPC materials and
supplies, rehabilitating facility infrastructure, building the capacity of health and safety committees, and
monitoring IPC performance on an ongoing basis. Key accomplishments include training 49 supervisors and
coaches on IPC, who, along with IPC trainers, carried out 519 facility visits for IPC coaching across the 221
facilities in the project zone. These visits allowed for 9,468 coaching contacts with health care workers and
1,366 contacts with support staff. Ninety-nine health care providers from 206 facilities received training on
IPC in Dubreka district, which was fortunate not to have experienced cases of EVD but also had not
received prior support to strengthen IPC.

MCSP worked with 143 health and safety committee members across 10 hospitals to reinforce their capacity
to monitor and manage IPC performance. The project also supported minor rehabilitation at three hospitals
in the project zone, based on findings from a baseline assessment of service functioning. Repairs focused on
access to and storage of water; repair of toilets; and backup solar electricity for labor and delivery rooms,
postpartum observation, and operating rooms, where maintaining IPC practices is essential for 24-hour
availability of lifesaving services. The three hospitals included the regional hospitals in Kindia and Boké and
the prefectural hospital in Dubreka.

Periodic assessments were conducted over the life of the project with feedback provided to staff. MCSP
observed a decrease in IPC performance at the end of 2015, when the end of the EVD epidemic was declared
in Guinea. Supervision and coaching visits helped address some of the fluctuation in performance levels, but
changing behavior in IPC practices remains a fundamental challenge for health systems due to the challenges
in changing behavior and ensuring consistent availability of IPC supplies, water, and power for instrument
sterilization and waste management. Performance rates improved in almost all health fac