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Executive
Summary

Maternal mortality reduction is a major unfinished agenda in
global health. More than 250,000 women die every year during
pregnancy, childbirth and the postpartum period. Saving
Mothers, Giving Life (SMGL) is a $200 million, five-year initia-
tive of the United States Government (USG), the Government
of Norway, Merck for Mothers, Every Mother Counts, and
the American College of Obstetricians and Gynecologists, in
collaboration with the Governments of Uganda and Zambia
which seeks to dramatically reduce maternal and newborn
mortality by simultaneously addressing health system and
community-level constraints to survival.

SMGL focuses on improving women'’s access to high
quality obstetric care during the highest risk period: the 24
hours around delivery. In its first year, the initiative aims to
reduce maternal mortality by 50% in eight rural pilot districts
in Zambia and Uganda. SMGL activities focus on increasing
demand for care (e.g. through community mobilization and
birth planning), access to care (e.g. transport, expanding
obstetric services), quality of care (e.g. hiring, training health
workers, ensuring drug supply), and general health system
strengthening (e.g. improving health records and maternal
death audits). To support this ambitious program, the US
government provided substantial funding. The approximately
$31.5 million USD budgeted for SMGL implementation
translates to $7.4 and $20.8 per person in the Ugandan and
Zambian SMGL districts, which represent substantial propor-
tions of existing health budgets in the two countries.

The external evaluation of SMGL was commissioned by
the SMGL Global Secretariat and is led by a team of health
system researchers from Columbia University. The evalua-
tion is a strategic implementation evaluation that aims to:

1) Measure the extent and fidelity of implementation of SMGL
interventions; 2) Assess functioning of the partnership and
engagement of stakeholders; and 3) Identify lessons learned
to inform the scale-up of SMGL to other districts and coun-
tries. This report summarizes progress in implementation
and lessons learned from the first six months of the initiative.

Planning for SMGL implementation in Zambia and Uganda
began in June 2011, spearheaded by the US Department of
State, the US Agency for International Development (USAID),
and the US Centers for Disease Control and Prevention
(CDC). Working on an accelerated timeline, implementation
of activities began in eight districts in Zambia and Uganda in
early 2012. Such rapid implementation was made possible by
the existence of a robust platform for health system support

established for the President’s Emergency Plan for AIDS Relief
(PEPFAR). This platform included a range of non-governmental
organizations with expertise in service delivery and community
mobilization and existing contractual relationships with USG
agencies; strong relationships with Ministry of Health plan-
ners; and a bevy of tried and tested approaches for improving
training, supply chain, and other health system inputs.

Data for this report were collected between October
2012 and January 2013. We used a mixed methods approach:
we conducted 143 interviews with US Government, Ministry
of Health, implementing partners, and district health officials
and collected quantitative data regarding program startup and
information on 202 indicators to measure the “dose” of the
intervention that had been delivered to SMGL districts as of
December 1, 2012. The evaluation team visited 50 sites, trav-
eling to all eight districts in the two countries, and reviewed
over 500 documents collected in country. Preliminary findings
were shared with in-country partners for review and correc-
tions. This report will be followed by a second wave of data
collection that will focus on the response of communities and
health providers to SMGL. These data will be presented in a
final report in fall of 2013.

Mid-point implementation results
Both countries made important progress on implementing
core SMGL activities, with a slower start for procurement
of transport vehicles and infrastructure improvements.
Both Uganda and Zambia trained large numbers of commu-
nity mobilizers (Village Health Teams in Uganda and Safe
Motherhood Action Groups in Zambia) to promote facility deliv-
eries and birth planning. These activities were supplemented
with media campaigns and in Zambia through advocacy of
community “Change Champions.” Both countries extensively
distributed “mama kits:” packages of basic newborn supplies,
such as soap and blankets, to encourage facility deliveries.
Activities to increase access focused on improving transpor-
tation and upgrading health facilities to handle emergencies.
Both countries purchased ambulances—motorized vehicles
as well as bicycle ambulances—although procurement of
ambulances and utility vehicles was delayed in Zambia. The
innovative use of vouchers for transport and private delivery
care in Uganda, which involved collaboration with private
health providers and motorcycle drivers’ associations, was
well-received by communities and providers with demand
outstripping supply of available vouchers.
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EXECUTIVE SUMMARY

Considerable efforts were made to improve quality in
obstetric care in both countries. Notably, SMGL imple-
menters in Uganda hired over 130 new health workers to
ease the human resource shortages in districts. In the two
countries, over 400 health workers were trained in clinical
skills, particularly emergency obstetric and neonatal care
(EmONC). Supervision and mentoring on the wards by senior
clinicians was introduced to sustain high quality of care
and staff morale.

Some SMGL activities were intended to strengthen
the health system and assist in coordination of this “big
push” initiative. Dedicated SMGL coordinators were hired
in districts to assist District Medical Officers in managing
logistics and daily operations. Personnel were also trained in
supply chain management, health worker supervision, and
management of health information systems to promote more
accurate and timely information feedback to facilities on
health indicators and outcomes.

Successes and challenges

Although the health impact of SMGL is not yet known, there
was a unanimous perception among the over 150 respondents
interviewed that SMGL has already succeeded on multiple
fronts. Specifically, respondents perceived an increase in facil-
ity deliveries, increased demand for obstetric services, and
an improvement in the quality of services at health facilities.
Community engagement, health worker trainings, improved
availability of transport, improved data management, provi-
sion of equipment and supplies and facility refurbishment
were also considered the major early successes.

Two key success factors cited by Zambian and Ugandan
stakeholders were the strong alignment between SMGL
and national health policies and well-functioning national
partnerships—between Ministry of Health, US Government,
and a range of implementing partner organizations—that
formed to implement SMGL. Early support from the Ministry
of Health was essential in selecting districts and motivating
district health staff to take on SMGL. Although SMGL funds
were “off-budget” (not channeled through national govern-
ments), SMGL worked largely through the existing health
system, rather than pursuing stand-alone solutions. While
it was noted that some district health and medical officers
were overwhelmed with the speed and intensity of SMGL
implementation, all agreed that the buy-in, commitment
and dedication of district officers was crucial to successful
launch of the initiative.

Several SMGL activities emerged as particularly innova-
tive. In Uganda, the involvement of the private sector allowed
for rapid expansion of transport and obstetric services for
pregnant women. The high level of community participation
and the connection between community groups and the
health system were credited with building demand and
supporting many expectant mothers in reaching health care.

Finally, innovative technologies were deployed to support
quality care and link women to the health system, including,
for example, obstetric “tackle boxes” to ensure availability
of supplies by every delivery bed and mobile phones to
promote communication between community health work-
ers, transport providers, and women.

SMGL also encountered some major challenges, several
related to the short time frame for the first phase. Launching
so many activities in a short time required a huge organi-
zational effort and participation of many partners—driving
up transaction costs and making coordination difficult. As a
result there was duplication of some activities, and delays
in funding and logistics that prevented timely delivery of
some inputs. The pressure to deliver results in 12 months
prevented implementers from tackling deep and urgent
health system constraints, such as human resource short-
ages and poor transport, beyond implementing quick fixes.
Respondents recognized that while the “sprint” nature of
the first phase of SMGL generated excitement, this level of
energy cannot be maintained over the long run and cannot
be sustained by USG and its implementing partners alone.

Crucially, the rapid pace hindered meaningful involvement
of the Ministries of Health and their few senior reproduc-
tive health staff. Respondents from both USG agencies and
Ministries of Health emphasized that government support of
the program was not the same as government ownership:
in both countries, governments were strongly supportive
of SMGL but were not in the driver’s seat. Many agreed that
ownership would have been greater had national govern-
ments made an explicit commitment to SMGL at the outset, for
example, tackling issues such as roads, human resources, and
infrastructure that cannot be adequately addressed by donors.

Positive and negative synergies
The introduction of complex new programs is often accom-
panied by a host of secondary effects—positive and negative.
SMGL clearly energized national efforts in maternal and
newborn health, nationally and at district levels. Somewhat
more unexpectedly, it also spurred important actions to
strengthen health systems. A prominent example is the
government decision to double the salaries for physicians
working in health centers in Uganda, for which a key cham-
pion was a parliamentarian from an SMGL district who cited
the dearth of qualified health workers and the success SMGL
had in recruiting doctors by paying higher salaries.

At the district level, “positive spillover” was noted in the
diffusion of improved clinical skills, record-keeping and
data management from SMGL to non-SMGL staff. Increased
demand for facility services led to reported greater uptake
of HIV and syphilis testing.

Several negative unintended consequences were noted,
such as the “crowding out” of other health priorities, namely
family planning and postnatal care on national agendas,
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the redirection of USG resources to the focus districts, and
the diversion of district health team time from non-SMGL
activities. Over time, these diversions may have serious
implications for other national health priorities.

The short timeframe also contributed to difficulties in
sequencing activities; for example, demand creation inter-
ventions began to generate new patients before facilities
were expanded and new health workers hired. As a result,
health workers reported report being overloaded with
patients, and complained of water and electricity shortages,
and stock-outs of medications. The many off-site trainings
took health workers away from facilities, exacerbating
persistent health worker shortages. Finally, some community
leaders began imposing fines on women who delivered at
home. Such unsanctioned actions are likely to affect the
most vulnerable women—the poor and women living farthest
from facilities—disproportionately.

Assessment and recommendations

Overall, our interim evaluation found a tremendous amount
of enthusiasm for SMGL in both countries. In both Uganda
and Zambia, the support for continuing and expanding SMGL
was strong across the board and largely undiminished by the
assortment of challenges encountered in the start-up phase.
The major challenges for SMGL as it scales up are how

to sustain the early implementation wins, how to address
endemic health system weaknesses, and how to plan for a
transition to national ownership. Our primary recommenda-
tions address the content and implementation of SMGL.

We recommend that SMGL stay the course on
the following core interventions:

1. Engage communities as change agents: Working

with community-level groups to address birth planning
and encourage facility deliveries and timely referrals has
been a game-changer in both countries. To make this
sustainable, community workers should be compensated
or supported in finding income generating activities.

2. Invest in the health system triad: Training staff,
equipping and improving facilities. This combination is
highly synergistic in promoting quality care and staff
retention. These activities represent core health system
strengthening that will require a greater contribution
from national governments.

We recommend the following modifications
to the SMGL package:

3. Expand the focus beyond 24 hours: SMGL is missing
a crucial opportunity to save lives by failing to include
family planning, postnatal care, and HIV health services.

These activities not only make good health sense, they

are also efficient to deliver using the same health system
platform, e.g. facilities, staff, and health records, as delivery
services. In particular, there is a large unmet need in both
countries for family planning, which reduces women'’s risk
of maternal death.

4. Develop and test solutions to address the bottlenecks

of human resource shortages and transport: Health worker
shortages and poor geographic access to facilities are
structural constraints for improving maternal and newborn
survival. These will require innovative solutions: ideas such
as rural incentives, task shifting, telemedicine, and maternity
waiting homes should be tested in Phase 2.

Finally, we suggest several ways to improve
the implementation of SMGL going forward:

5. Coordinate around a single plan: For Phase 2, SMGL
should strive for greater harmonization of program activ-
ities in each country. One useful model is the “Three Ones
approach used in HIV:" one action framework, one coordinat-
ing authority and one monitoring and evaluation system.

6. Commit to five years—with a clear transition plan:
Future SMGL commitments should be for three to five years
to permit more coherent and efficient implementation and
better integration with the health system. Future commit-
ments should include a clear plan to transition responsibility
for implementation to countries, clearly spelling out the
continuing role of external funders.

7. Collect (a few) standard measures to optimize
implementation: Reliable and timely data is essential to
manage the program and make adjustments. A few “tracer”
indicators, collected as part of countries’ health informa-
tion systems, can be augmented by special studies into
mission-critical issues such as care quality and the function-
ing of the rest of the health system.

8. Harness the private sector: Reducing maternal death
requires an “all hands on deck” approach. The private sector
can contribute expertise in management, marketing, logistics
and procurement, and human resource management as

well as raise funds for and awareness of the maternal and
child death.

Next steps

In the next stage of the external evaluation we will work
with research partners in Uganda and Zambia to explore:

1) response of the community and providers to SMGL 2) extent
of implementation at endline and 3) functioning of the SGML
partnership. We will produce a final report in fall of 2013.
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Introduction

1.1 SMGL background

Saving Mothers, Giving Life (SMGL) is a $200 million, five-year initiative of the
United States Government (USG), in collaboration with the Governments of
Uganda, Zambia, and Norway, Merck for Mothers, Every Mother Counts, and the
American College of Obstetricians and Gynecologists. The first phase—the proof
of concept—aims to reduce maternal mortality by 50% within one year in eight
focus districts in Uganda and Zambia. In its second phase, the program will
expand to up to 10 additional countries with high maternal mortality." SMGL's
focus is on reducing maternal and newborn deaths in the 24 hours around
delivery by simultaneously increasing community demand for obstetric care
and improving the availability and quality of health services. As a public-private
partnership, SMGL engages governments, non-governmental groups, and private
sector organizations.’

1.2 Aims of the external evaluation and content of this report
The external evaluation is a strategic implementation evaluation, commissioned
by the SMGL Global Secretariat to enable course corrections in Phase 1 and to
inform design of Phase 2. The specific aims of the external evaluation are to: 1)
Assess the extent and fidelity of implementation of SMGL interventions; 2) Assess
functioning of the partnership and engagement of stakeholders; and 3) Identify
best practices and barriers to success in order to improve effectiveness in Phase
2. The external evaluation complements the internal evaluation led by CDC and
USAID, which will measure program outcomes, particularly changes in maternal
deaths and program costs.

The external evaluation consists of two stages and will result in two reports.
This report summarizes our findings from the first stage in which we: 1)
Assessed the planning and first six months of SMGL implementation in Zambia
and Uganda; and 2) Identified early lessons learned in order to provide feedback
to stakeholders in country and at the global level. It largely reflects the voices
and experiences of SMGL implementers in Uganda and Zambia. Specifically, we
discuss program context, program theory, the implementation process to date,
mid-point results, emerging lessons, and assessment and recommendations for
Phase 2 of SMGL.

The second stage of the external evaluation will focus on the response of the
community and health providers to SMGL. We will further assess implementation
at endline in country and explore the functioning of the global and national part-
nerships. In the second stage of our work, we will collaborate with local research
partners in Uganda and Zambia. This will culminate in a final report in fall of 2013.

Family and motorcycle driver in
Nyimba District, Zambia
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1 INTRODUCTION

1.3 Methods

The external evaluation team is led by Dr. Margaret E. Kruk from the Department
of Health Policy and Management and Dr. Sandro Galea of the Department of
Epidemiology at Columbia University’s Mailman School of Public Health. They
work closely with faculty co-investigators, Dr. Miriam Rabkin (Medicine and
Epidemiology) and Dr. Karen Grépin (New York University, Health Economics),
and a dedicated team of five researchers with expertise in public health, health
systems, anthropology, and quantitative and qualitative methods.

Data for this report were collected over a total of 134 person-days in country
between October 2012 and January 2013. The majority of the time was spent in
the eight SMGL districts. Our team conducted 143 interviews with 152 individu-
als, including 89 in-depth interviews focused on “lessons learned.” Respondents
included all United States Government (USG) SMGL leaders and key Ministry of
Health focal points, and a wide range of implementing partners. We interviewed
all eight SMGL district medical officers, all district SMGL coordinators and a
number of clinical staff involved in SMGL service delivery. We visited over 50
sites—including district health offices, implementing partner program offices,
US Embassies and USG offices, statistical offices, public and private hospitals
and clinics, and mothers’ shelters—and reviewed over 500 documents collected
in country. The data collected for the interim report were exempted from
human subjects review by Columbia University as they concerned program
implementation activities.

Qualitative data were entered, cleaned, and analyzed using the NVivo Software
Package (Version 10). Transcripts of all interviews and notes were independently
coded by two analysts using pre-existing codes and a process of constant
comparison as described by Glaser.? Discrepancies were reconciled through
a practice of consensus building between the two coders. A second level of
open, iterative coding was then conducted, creating new codes around major
themes, which were then reviewed by multiple team members to synthesize
and summarize. These summaries were the basis of the emerging lessons and
recommendations in this report. The summaries also provided data for several
graphics in this report, including the logic model, partner network, and imple-
mentation calendar.

For our quantitative analysis, we assessed the “dose delivered” of SMGL activi-
ties at the mid-point of Phase 1. Dose delivered refers to the activities and inputs
actually implemented in the districts, as reported by the district medical officers
and implementing partners in the districts. Using the logic model we created
with SMGL partner input in country (see Exhibit 5 on page 24), we collected over
200 data elements on the extent of implementation of 28 SMGL activities by
December 1, 2012, the SMGL program mid-point. We identified a subset of tracer
indicators that reflect performance of core SMGL activities for presentation in
the report. The data were cross-checked against program documents provided to
the evaluation team by the Ministries of Health and implementing partners and
shared with in-country partners at district level for their review and additional
input. Detailed methods used for this evaluation are outlined in Appendix B.

Dose delivered data collection tool

Interview at Ntara HC IV,
Kamwenge District, Uganda
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Context

2.1 Global context

High rates of maternal mortality remain a major challenge in global health.
More than 250,000 women die every year during pregnancy, childbirth, and the
postpartum period,** with the vast majority occurring in low-resource settings
in sub-Saharan Africa and South Asia. Many more women experience ill-health
and disability after delivery, ranging from postpartum depression to obstetric
fistula. In addition, approximately 3 million infants die within the first 28 days
of life each year,*’ representing approximately 40% of deaths of children under
the age of five.’ Most of these newborn deaths occur during the early neonatal
period (0 to 6 days).?

The primary causes of maternal deaths are postpartum hemorrhage
(i.e. excessive bleeding during delivery and the immediate postpartum period)
and hypertensive disorders of pregnancy.® These conditions are treatable with
medical interventions, such as the use of uterotonic drugs, magnesium sulfate,
blood transfusions and Caesarean section. Unfortunately, many women in need
never receive the appropriate medical services, barred by lack of information
and social status, difficulties reaching health facilities due to poor roads and
inadequate transport, and the shortage of quality emergency obstetric services.
Delays in deciding to seek medical care, in accessing health facilities, and in
receiving the appropriate care and treatment once at a health facility are the
three delays that drive high rates of maternal and newborn mortality in low-
and middle-income countries.

In order to avert maternal deaths, all pregnant women must have available and
affordable emergency obstetric care since up to 15% of deliveries are expected
to have some complication and most cannot be predicted during antenatal care
screening.” Quality obstetric care and newborn interventions provided after deliv-
ery can also save many newborn lives. SMGL tackles the 24-hour period around
delivery—the riskiest period for mother and baby.’

2.2 Country setting

UGANDA

Uganda is a landlocked country in East Africa with a history of political strife
and continuing conflict in the northern region and along the Congolese border
(see Exhibit 1). It has maintained relative political stability since the election of
President Yoweri Museveni in 1986. With an economic growth rate of 6.7% per
annum, Uganda received approximately $1.7 billion in net official development
assistance in 2010.8 The country has a gross national income of $510 USD

per capita and the government spends $10 per person on health in current

US dollars, with 50% of total expenditure on health being paid out-of-pocket.”
0 External resources for health are equivalent to 26% of total expenditure on

Staff housing in Nyimba District, Zambia

PHOTO: DR. CHRISTOPHER NYAMBE SINYANGE,
NYIMBA DISTRICT DMO
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health.” The country has a crucial shortage of health workers with 1.4 doctors,
nurses, and midwives per 1,000 population in 2005, far below the international
recommendation of 2.5 per 1,000."%"

Recent estimates of the maternal mortality ratio” in Uganda range from
274 (Cl: 206.2-352.3 [IHME]) to 438 (368-507 [DHS]) deaths per 100,000 live
births.®*'2 The total fertility rate is 6.1."2 Fewer than 20% of Ugandan women
have more than a primary school education and the median age of women at
first marriage is 17.9 years."

Access to health facilities for obstetric care is limited by cost, transport, and
distance. According to the 2011 Uganda Demographic and Health Survey (DHS),
57% of deliveries were attended by a skilled birth attendant (doctor, nurse
or midwife) and only 5% of births were Caesarean sections (compared to the
expected rate of 10-15%)." In the same survey, 65% of respondents reported
difficulties accessing care when needed.”

Uganda faces other pressing health challenges. It has one of the highest
recorded malaria transmission rates in the world and 33% of children are nutri-
tionally stunted.” HIV continues to be a major challenge: the HIV prevalence
among adults 15 to 49 in Uganda is 7.2%, although this has declined substantially
since the peak of 15% in 1991.'%"* Additionally, Uganda has had outbreaks of viral
hemorrhagic fevers (Ebola and Marburg Fever) in the past three years, including
an Ebola outbreak in Kibaale in July 2012 and a Marburg outbreak in October
2012 in Kabarole, both SMGL districts.

In 2007, Uganda launched a Road Map for accelerating the reduction of mater-
nal and neonatal mortality, in order to meet the Millennium Development Goals
for health. The stated goals for 2007 to 2015 are:

To increase the availability, accessibility, and utilization of quality skilled
care during pregnancy, childbirth, and the postnatal period at all levels of
the health care delivery system;

To promote and support appropriate health-seeking behavior among
pregnant women, their families and the community; and

To strengthen family planning information and service provision for
women, men, and couples who want to space or limit their childbearing
thus preventing unwanted and/or untimely pregnancies that increase
the risk of maternal death."

The first two of these goals mirror the focus of SMGL, suggesting that the
initiative is consistent with national policy.

ZAMBIA

Zambia is a large, sparsely populated, landlocked country in Southern Africa
(see Exhibit 1). President Michael Sata assumed office after a peaceful transfer
of power in 2011. Copper, Zambia's major export, suffered a price decline in
the 1970s, which made Zambia more reliant on foreign aid. Since the 2000s,
Zambia's economy has stabilized and now enjoys a 6.5% economic growth

rate per year (2011). Zambia received $900 million in net official development
assistance in 2010.8

*  The maternal mortality ratio measures the deaths of women in pregnancy and up to 42 days
postpartum due to issues related to pregnancy per 100,000 live births. Given that most deaths occur
around delivery, it is primarily a measure of the safety of childbirth.

Cover of Uganda’s MNCH Road Map

Cover of Zambia’s MNCH Road Map
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EXHIBIT 1

SMGL focus countries

UGANDA
POPULATION (IN MILLIONS)®
TOTAL FERTILITY RATE'

GROSS NATIONAL INCOME
PER CAPITA (USD)?

TOTAL HEALTH EXPENDITURE
PER CAPITA (USD)’

HIV PREVALENCE RATE
AMONG ADULTS 15-49"

PERCENTAGE OF LIVE BIRTHS
IN HEALTH FACILITIES?

ZAMBIA
POPULATION (IN MILLIONS)!
TOTAL FERTILITY RATE!

GROSS NATIONAL INCOME
PER CAPITA (USD)?

TOTAL HEALTH EXPENDITURE
PER CAPITA (USD)'

HIV PREVALENCE RATE
AMONG ADULTS 15-49"

PERCENTAGE OF LIVE BIRTHS
IN HEALTH FACILITIES?

Sources

1  WHO, GLOBAL HEALTH OBSERVATORY DATA REPOSITORY, 2013
2 WORLD BANK DATA, 2011
3 DEMOGRAPHIC AND HEALTH SURVEY, UGANDA: 2011, ZAMBIA: 2007

33.4
6.1
$510

7.2

57%
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EXHIBIT 2

Map of health
facilities in SMGL
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2 CONTEXT

Zambia has a gross national income of $1,160 USD per capita and the govern-
ment spends $44 per person on health in current US dollars, with 27% of total
expenditure on health being paid out-of-pocket.”® External resources for health are
equivalent to almost 40% of total expenditure on health.’® Zambia faces a severe
health worker shortage with 0.8 doctors, nurses, and midwives per 1,000 in 2006,
far below the level of 2.5 required to provide near-universal delivery coverage to
meet the child and maternal health Millennium Development Goals."* ™

Zambia's maternal mortality ratio is variously estimated at 293 (223.7-386.7
[IHMEI])® and 440 (Cl:220-790 [UNFPA])* deaths per 100,000 live births. Despite
the wide range, these estimates are both lower than the 2007 Zambian DHS Flooded road in Kamwenge District, Uganda
estimate of 591 deaths per 100,000 live births. The total fertility rate is 6.3.%
According to the DHS, only 16% of Zambian women have more than a primary
school education and the median age at first marriage for women is 18.2 years."”

Many Zambian women have limited access to formal health care, especially in
rural areas where the population is sparser and transport is more difficult. The
2007 DHS reports that 47% of deliveries are attended by a skilled birth attendant
and only 3% of women receive Caesarean sections. Over 77% of DHS respondents
reported difficulties accessing care when needed.™

As in Uganda, Zambia faces many urgent health challenges. Approximately
45% of children are considered nutritionally stunted and 18% of children under
five years reported fever (suspected malaria) in the two weeks preceding the
survey.” HIV is a major health threat in Zambia, although HIV prevalence among Typical housing in Lundazi District, Zambia
adults has declined from 14% in 2007 to 12.5% in 2011."¢"8

Zambia has recently published its Maternal and Newborn Road Map. The
aim of the policy is to accelerate the reduction of maternal, newborn and child
mortality to enable attainment of the MDGs in Zambia. The specific objectives in
the Road Map are to: 1) Provide skilled attendance during pregnancy, childbirth,
and the postnatal period, at all levels of the health care delivery system; and —
2) Strengthen the capacity of individuals, families, and communities to improve
maternal, newborn and child health (MNCH)."” This strategy influenced the focus
and choice of interventions for SMGL in Zambia.

2.3 SMGL districts

The SMGL districts selected for the SMGL pilot phase in Uganda—Kibaale,
Kabarole, Kyenjojo and Kamwenge—are contiguous districts located in the
Western part of the country. Their combined population of 1,750,000 people is
roughly 6% of the national total.” The western region is rural and includes the
Rwenzori Mountains, Kibaale National Forest, and the Crater Lakes. The major
languages spoken in the region are Rutooro and Runyoro, although many resi-
dents also speak English and Kinyarwanda.

In contrast, the Zambian SMGL districts—Kalomo, Lundazi, Mansa and
Nyimba—were selected from different regions of the country.? While Nyanja
and Bemba are spoken throughout the country and English is the official language
of business, Zambia recognizes 73 languages. Residents of Mansa, in the north,
are largely B?mba-spe.akers. Kalomo resi‘dents,. in t.he South, are .mostly .Chitonga- — ZAMBIA DISTRICT LEVEL
speakers, while those in the Eastern Province districts of Lundazi and Nyimba MOH OFFICIAL
speak Chitumbuka, a language also spoken by their Malawian neighbors. Each
of these districts share borders with different countries.

Exhibit 2 is a map of the SMGL districts in Uganda and Zambia, indicating
health facilities capable of providing basic and emergency obstetric and neonatal
care. The map demonstrates the paucity of comprehensive obstetric care (i.e.
Caesarean section and blood transfusion) in SMGL districts. It also highlights the
logistical challenges in delivering SMGL interventions to remote areas in Zambia.
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2 CONTEXT

In both countries, the Ministries of Health selected the districts with input from
the United States Government (USG) development partners. Selection was based
on high levels of maternal mortality, low socio-economic status, the absence of
other large maternal health programs, and the presence of strong district lead-
ership and commitment (i.e. from local government and district health offices).

In Uganda, the Ministry of Health, US Government, and implementing partners
decided to work in contiguous districts to promote regional health system capac-
ity development and ease implementation. Existing US Government relationships
with two strong PEPFAR partners with experience in programming for complex
interventions (i.e. the Infectious Disease Institute [IDI] and Baylor College of
Medicine Children’s Foundation Uganda [Baylor]) in the western region also influ-
enced the selection of SMGL districts. In contrast, the Zambian Ministry of Health
focused on areas that were difficult to reach with routine programming and had
high unmet health needs, selecting districts that were geographically dispersed
throughout the country.

The SMGL districts in Uganda and Zambia are predominantly rural with poor
access to obstetric facilities. Long distances, dirt roads that become impassable
during the rainy season, limited transport options, and inconsistent or unreliable
communication, were cited as factors impeding access to delivery and newborn
care. More generally, the agrarian economies of the districts provide relatively
few income generating opportunities for communities. Poverty was frequently
cited in interviews as a determinant of the poor health of the population.

Exhibit 3 summarizes the socioeconomic and health context of the eight SMGL
districts using data from recent DHS surveys,t SMGL country operational plans,
and district health management information systems. In Uganda, between 72
and 89% of SMGL district residents are farmers. In Zambia, farmers comprise
between 14 and 56% of inhabitants. In Uganda SMGL districts, between 2 and
15% of residents have electricity. In Zambia, less than 4% of residents have elec-
tricity SMGL district, except for Mansa, where 26% of the people have access
to electricity.

The HIV prevalence in SMGL districts ranges from 8% to 15%. Health systems
suffer from workforce shortages and poor infrastructure. In Kibaale, the largest
of the SMGL districts (population 646,500), there are 5 medical officers, 32 clinical
officers, and 34 nurse/midwives. Kibaale reports a staff vacancy rate of over 50%.
Similarly, Lundazi, the largest Zambian SMGL district (population 314,300), has
5 medical officers and 12 clinical officers; however it has 119 nurse/midwives.

There are relatively few obstetric facilities in the SMGL districts. Within the
focus districts, Uganda has 17 facilities that are expected to provide compre-
hensive emergency obstetric and neonatal care* (CEmONC), however a baseline
survey found that only 5 of these facilities were able to provide CEmONC; Zambia
has only 4. Uganda's SMGL districts have 58 basic emergency obstetric and
neonatal care (BEmONC) facilities and those in Zambia have 91. Coverage of
facility deliveries is low in all districts. In the western region of Uganda, approx-
imately 56% of deliveries occur in facilities.?' In Zambia, coverage of facility
deliveries in SMGL districts ranges from 20% in Nyimba to 46% in Lundazi.”

1t NB: DHS surveys are not sampled to be representative at the district level. DHS data should
thus be interpreted as illustrative.

1 Basic emergency obstetric care is comprised of: administration of antibiotics, oxytocics, and
anticonvulsants, manual removal of the placenta, removal of retained products following miscarriage.
or abortion, assisted vaginal delivery, preferably with vacuum extractor, and newborn care.
Comprehensive emergency obstetric and neonatal care also includes Caesarean section, blood
transfusion, and care for sick and low-birth weight newborns.

SMGL billboard in Kamwenge District, Uganda.

“Infrastructure
is too much of

a barrier in our
country. This
ranges from the
road the mother
has to travel, to

the waiting rooms,

the buildings etc.
Deliveries are

even happening in

clinics which are
not equipped.”

— UGANDA DISTRICT LEVEL
MOH OFFICIAL
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DEMOGRAPHIC

Population

Literacy rate (%)

Secondary education or higher (%)
Farmers (%)

Own a telephone (landline) (%)
Have electricity (%)

Improved water supply (%)

GEOGRAPHIC
Annual rainfall, 1983-2012 (mm)

HEALTH

HIV prevalence (%) *
Maternal deaths, annual™*
Newborn deaths, annual*™*

Deliveries, annual

HEALTH SYSTEM

Medical officers

Clinical officers
Anaesthetic officers
Nurse/midwives

Staff vacancy rate (%)
Provincial/regional/referral hospitals
District hospitals

Health centers

Health posts

Total CEmONC facilities ****
Total BEmONC facilities

UTILIZATION

Women who completed at least
4 ANC visits during pregnancy (%)

Women who gave birth
by caesarean section (%)

Households with bednets (%)

Women who received a vitamin A
dose within 2 months of delivery (%)

Women who use a modern
contraception method (%)

Health facility delivery
coverage (%) *****

EXHIBIT 3

District-level
demographic
and health
indicators

UGANDA ZAMBIA

Kabarole Kamwenge Kibaale Kyenjojo Year § Kalomo Lundazi Mansa Nyimba Year %
409,400 324,400 646,500 369,700 2011 |1 254,211 314,281 217,603 101,616 2010 |1
69.2 471 61.2 55.2 2011 |2 62.8 41.5 62.5 31.0 2007 |2
24.0 5.8 32.9 14.9 2011 |2 29.5 15.5 44.2 0.0 2007 |2
71.9 86.6 78.3 88.5 2011 |2 56.4 385 14.5 37.9 2007 |2
0.0 2.3 1.5 35 2011 |2 0.0 0.0 1.9 6.9 2007 |2
12.0 2.3 15.3 3.7 2011 |2 1.4 3.6 25.9 0.0 2007 |2
57.3 51.7 83.1 27.6 2011 |2 38.6 20.2 60.5 10.3 2007 |2
942 1069 1072 1033 AVG (3 710 830 919 818 | AVG 3
8.2 2011 |4 15.2 15.0 10.0 7.7 2010 |6

80 63 126 72 2010 |1 58 72 50 23 2010 |5
550 436 869 497 2010 |5 1,136 1,460 973 472 2010 |5
18,341 14,533 28,963 16,563 2011 |1 13,219 16,343 11,315 5,280 2010 |1
21 0 5 3 2011 |1 N/A 5 1 3 2011 |7
51 17 32 22 2011 |1 N/A 12 7 9 2011 |7
3 0 1 1 2011 |1 N/A 1 0 0 2011 |7
168 37 34 37 2011 |1 N/A 119 98 50 2011 |7
37.0 22.0 >50.0 32.0 2011 |1 N/A 17.5 61.0 n/a 2011 |7
4 0 1 0 2011 |1 0 0 1 0 2011 |1
2 4 5 2 2011 |1 1 1 0 1 2011 |1
17 9 17 15 2011 |1 29 23 27 12 2011 |1
24 14 20 15 2011 |1 4 19 1 5 2011 |1
6 4 5 2 2011 |1 1 1 1 1 2011 |1
17 9 17 15 2011 |1 29 23 27 12 2011 |1
51.7 43.6 40.0 333 2011 | 2 72.4 61.9 66.0 72.7 2007 |2
6.9 3.6 6.3 1.8 2011 |2 3.5 2.2 1.4 0.0 2007 |2
82.7 75.9 771 88.5 2011 |2 79.5 73.7 89.1 79.3 2007 |2
48.3 21.8 20.8 26.3 2011 |2 44.8 55.6 60.7 36.4 2007 |2
37.9 291 29.2 22.8 2011 |2 29.5 39.2 17.0 44.8 2007 |2
55.9 2011 | 2 27.0 46.0 42.0 20.0 2011 |1

Sources * HIV Prevalence for Uganda reported for Note: Data from the

N o g R W N

SMGL COUNTRY OPERATIONAL PLANS
DEMOGRAPHIC AND HEALTH SURVEYS
TAMSAT RESEARCH GROUP

UGANDA AIDS INDICATOR SURVEY
WHO GLOBAL HEALTH OBSERVATORY
ZAMBIA NATIONAL AIDS COUNCIL

DOSE DELIVERED INTERVIEWS WITH
DISTRICT STAFF

the Western Region as a whole

** Maternal deaths in Zambia calculated based on the
WHO 2010 Global Health Observatory point estimate of
440 maternal deaths per 100,000 births

*** Newborn deaths calculated based on the WHO 2010
Global Health Observatory point estimate of 30 newborn
deaths per 1,000 births in Uganda, and 86 newborn
deaths per 1,000 births in Zambia

**** While there are a total of 17 health facilities in the

Ugandan SMGL districts that are designated as ‘CEmONC,

the baseline SMGL survey found that only five of these
were actually capable of providing CEmONC services.

***** Facility delivery rates for Uganda reported for the
Western Region as a whole

Demographic and
Health Surveys are
not representative
at the district level,
and are limited by
small sample sizes.
Total sample size
for Uganda across
all four SMGL
districts is 418.
Total sample size
for Zambian SMGL
districts is 566.




2 CONTEXT

The cultural context also influences care seeking for maternal and newborn
health and, in turn, the success of initiatives such as SMGL. Several cultural
norms, common in both countries, were cited as barriers to reducing maternal
and newborn mortality. Early marriage puts young women at risk as maternal
deaths are more common among adolescents. In Zambia a district health official
noted that it is not uncommon to “see girls getting married at 13 or 14.” District
managers and health workers noted that many women have a strong allegiance
to traditional birth attendants (TBAs) who conduct deliveries in the home. The
choice of home delivery was in some cases reinforced by poor health worker
attitudes in health facilities that women encountered in antenatal care and
other visits. Interview participants in both countries noted that men rarely take
an active role in maternal health, especially with regard to birth planning. This
leaves many pregnant women without financial or logistical support when emer-
gencies arise.

Some respondents in Zambia reported a local belief that disclosing a preg-
nancy early on will result in a miscarriage, which prevents them from obtaining
early antenatal care. Finally, participants in both countries mentioned that
cultural and church groups sometimes speak out against family planning and
in some cases against other modern maternal health care, including facility
delivery. The existence of cultural traditions that conflict with efforts to promote
maternal and newborn survival point to the importance of involving communities
in SMGL, and the need for explicit communication and advocacy strategies.

"Early marriage
is not addressed

and is a key factor
which contributes

to high risk
pregnhancies.”

— UGANDA DISTRICT LEVEL
IMPLEMENTING PARTNER

Family traveling by canoe to Luembe
Clinic, which is not accessible by road,
Nyimba District, Zambia

PHOTO: DR. CHRISTOPHER NYAMBE SINYANGE,
NYIMBA DISTRICT DMO
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SMGL program theory

3.1 SMGL in the maternal and newborn care continuum
Maternal and neonatal survival is achieved through a chain of individual and
household actions and health service interventions that begin before pregnancy
and end one month post-delivery. SMGL interventions tackle the highest risk period:
the 24 hours around delivery when 60% of maternal deaths and 50% of newborn
deaths occur.*¢2"22 Exhibit 4 situates SMGL activities within the larger continuum
of maternal and newborn care.

As Exhibit 4 shows, improving chances of maternal and newborn survival
begins before pregnancy. Avoiding unwanted pregnancies reduces the number
of maternal deaths. A recent study estimated that providing contraception for all
women who want it but lack access would reduce maternal deaths globally by
104,000, or 29% of the current total.”® Once women are pregnant, antenatal care
focused on high-impact services can improve newborn birth weight and provide
other essential protective functions, such as tetanus prophylaxis and prevention
of HIV infection.®

While most deliveries are a normal life event, delivery and the postpartum
period remains a high-risk period for mother and baby as complications can arise
suddenly and kill quickly. The majority of these can be treated with basic and
comprehensive emergency obstetric and neonatal care—a package of services
long known and implemented in developed and many middle-income countries.
Provision of emergency obstetric and neonatal care in the 24-hour period around
birth is the focus of SMGL.

SMGL's concentration on the peripartum period is both a strength and a weak-
ness. It focuses scarce resources on the most critical period for maternal and
newborn mortality and seeks to strengthen a key weakness in many low-income
country health systems: poor quality of obstetric care. However, maternal complica-
tions and many neonatal infections also occur after the first 24 hours. Additionally,
the reduction of HIV-related maternal deaths—an important cause of maternal
mortality in both countries—requires high quality antenatal care. The omission of
family planning is also a missed opportunity to avert maternal deaths of women
who did not want to be pregnant. The latter point in particular was echoed through-
out interviews with SMGL leads, implementing partners, health system managers,
and facility-level providers, most notably in Uganda.

3.2 SMGL logic model

SMGL simultaneously tackles both supply-side (health system) and demand-side
(community and user) barriers to the provision of effective obstetric and neonatal
care, in what can be characterized as a whole-of-health systems approach. SMGL
activities explicitly address all three of the delays that contribute to maternal
mortality: delay in seeking care (through community activation and birth planning),
delay in reaching care (through transport, more obstetric facilities closer to

“...without linked
programs, this
cannot [continue
to] work. It is too
narrow a point

of view. Are we
giving the message:
‘it's ok to just
come for delivery’
by focusing on

24 hours?”

— USG UGANDA OFFICIAL
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EXHIBIT 4

Evidence-based clinical interventions to avert maternal
and neonatal deaths along a continuum of care

PRE-PREGNANCY

Folic acid/iron and vitamin
supplementation

Screening and treatment for
HIV and sexually transmitted
infections (STls)

Screening and treatment for
HIV and sexually transmitted
infections (STls)

Intermittent preventive
treatment (IPT) for malaria

Treatment of asymptomatic
bacteriuria

Antiretroviral therapy for
HIV-infected, eligible women

Emergency care
(ectopic pregnancy, post-
abortion care)

Folic acid/iron and vitamin
supplementation

Prevention of mother-to-child
HIV transmission (PMTCT)

l
BIRTH

Prevention of mother-to-child
HIV transmission (PMTCT)

Corticosteroids for
preterm labor

Labor surveillance to detect
complications (partograph)

Identification of breech,
transverse lie, or multiple
gestation pregnancy

Basic emergency
obstetric care:

Parenteral antibiotics
for infection/premature
rupture of membranes
(PROM)

Parenteral anticonvulsants
for pre-eclampsia/
eclampsia

Uterotonic drugs for
treatment of hemorrhage

Active management of
labor and clean delivery

Assisted vaginal delivery
(vacuum extraction)

Manual removal of the
placenta

Manual removal of
retained products

Comprehensive emergency
obstetric care:

Caesarean section for
obstructed labor, etc.

Blood transfusion for
severe hemorrhage

SMGL FOCUS

MATERNAL

Antiretroviral therapy for
HIV-infected, eligible women

Infection prevention at
surgical sites (Caesarean
incision, episiotomy)

Identification and treatment
of sepsis

NEONATAL

Basic neonatal resuscitation
(bag and mask)

Promotion of exclusive
breastfeeding

Detection/treatment of
pneumonia/sepsis

Antiretroviral therapy for
HIV-exposed infants

Extra care for low birth
weight and preterm infants

Early detection and referral
of complications

1
LATE POSTPARTUM / LATE NEONATAL

MATERNAL

Postpartum family planning

Screening for postpartum
depression

General nutritional
counseling

Antiretroviral therapy for
HIV-infected, eligible women

NEONATAL

Case management for
pneumonia and tuberculosis

Treatment for malaria,
use of bednets

Testing and treatment for
pediatric HIV

Basic childhood
immunizations

Treatment for diarrhea (oral
rehydration therapy/zinc)

Growth monitoring
and micronutrient
supplementation

Integrated management of
childhood illness (IMCI)




EXHIBIT 5

SMGL logic model

INPUTS = ACTIVITIES = OUTPUTS = OUTCOMES
SMGL program plan Demand Utilization Reduction in
. . . . maternal mortality
Funding Train and supervise community groups to promote INCREASE IN:
. ; ) ; Reduction i
USG, MoH, and facility delivery and birth preparedness (Village facility deliveries eduction in

implementing partners
Health workers

Trainers and training
curricula

Equipment (e.g. laboratory,
vehicles, scales, delivery
equipment, etc.)

Supplies (e.g. essential
medicines, blood supply)

Basic infrastructure (e.g.
water, electricity)

Guidelines (clinical, data,
supply chain)

Information and
communication technology

24

Health Teams [VHTs],
)

Provide basic newborn/birth supplies to incentivize
facility delivery (Mama Kits, )

Run mass media campaigns on safe motherhood,
engage community drama groups

Access
Build new operating theatres with CEmONC capacity
Expand/refurbish maternity wards, labs, pharmacies

Renovate mothers’ shelters near hospitals for
high risk women

m Provide service delivery vouchers and vouchers for
transport to facilities and referral to higher-level
private facilities

Buy emergency obstetric and newborn care
(BEmONC) equipment

Buy ambulances, motorcycles, motorbikes,
and communication equipment for transportation
and referrals

m Form district-level transport committees to
improve referral

m Contract with private providers for EmONC

Quality

m Hire new doctors, nurses, and midwives in
collaboration with the Ministry of Health

Train health workers in EmONC

Train health workers in newborn resuscitation
(“Helping Babies Breathe”)

m Train doctors in surgical obstetric care and
anesthetic officers in anesthesia

Provide regular supportive supervision to frontline
health workers to maintain and improve skills in
obstetrics, newborn care and anesthesia

Provide training and oversight for maternal
death reviews

Provide essential medicines to health facilities

System strengthening

Build provincial and district health team
capacity with SMGL staff

Strengthen supply chains through training on
procurement and stock management

Strengthen pharmacy, lab, and blood supply

Support roll-out of electronic district health
information system

Train health workers in data collection and
health information systems

BOTH COUNTRIES m UGANDA ZAMBIA

four antenatal care visits

postnatal care visits

referrals for complications

EmONC

neonatal resuscitation

Quality
REDUCTION IN:

maternal facility case
fatality rate

perinatal mortality in
facilities

System strengthening

Stronger supply
chains and health
information systems

New operating theaters
More mothers’ shelters

Improved transport and
communication

newborn mortality



3 SMGL PROGRAM THEORY

population), and delay in receiving appropriate care (through training, mentoring, —
equipment, drugs, referral).?
To create the SMGL logic model, we have categorized the interventions into
Demand, Access, Quality, and Health Systems Strengthening (DAQS) activities. The ”Th e M | n lstr-y Of
logic model (Exhibit 5) is based on our review of ongoing and planned activities in

each country. The logic model summarizes SMGL efforts to increase awareness of H ea I.th sees S M G L

tI.1e need for c.a.re, fac!lltate transporta.tlon to reach care, provide equipment, medi- as a lea rnin g

cines, and training to improve the quality of care, and ensure that the health system .

develops and sustains approaches to maintain accessible high quality services. 0] p pO rtu n |ty fO r th e
While the DAQS domains, the programmatic approach, and the majority of inter- rest Of the SySte m—

ventions are consistent across the two countries, several specific activities and

means of implementation differ. One major difference between the two countries is pe r'fO rmance-

the role of the private sector. Uganda has involved physician and nurse professional based fl nan Ci n g
associations in training and mentorship and has contracted with private transport !
and health care providers. In Zambia, there is little involvement of the private sector, am b u lan ce

reflecting the minor role that private providers play in the overall health system. man ag eme nt an d
While the logic model describes SMGL activities, we sought to understand which ! "

activities were most visible at the district level. To this end, we measured how bette r h ea lth d ata.

frequently activities from the logic model were mentioned in all of our district-

level interviews. Exhibit 6 below summarizes this graphically. The word size gives — UGANDA MOH OFFICIAL

an indication of the salience of these activities to implementers in the district.
In Uganda, vouchers were most frequently mentioned by interview participants.
Trainings were emphasized in both countries, although more commonly noted
in Zambia. The prominence of trainings is likely a function of the frequency and
intensity of trainings as well as the logistic complexity in implementing them.
Finally, community outreach efforts—Volunteer Health Teams (in Uganda) and
Safe Motherhood Action Groups (in Zambia)—were also highlighted.

3.3 SMGL theory of change

The theory of change underlying SMGL holds that it is the combination of increased
information and transport at the community level coupled with availability of better
services at health facilities that will dramatically expand health system utilization
and maternal and newborn survival. Central to this thesis is that neither demand
nor supply is sufficient to transform the possibility of survival—hence the whole-
of-health systems approach. This is an innovative approach in the field of maternal
and newborn health where many global initiatives tackle either demand-side?2 or
supply-side?” % interventions. SMGL's approach is supported by the experiences of
countries that accomplished large reductions in maternal deaths historically—from
Sri Lanka to Egypt to China.’"* The whole-of-health systems approach also echoes
and in key ways seeks to replicate the successful experience of PEPFAR programs,
which simultaneously worked at the community level to overcome stigma around
HIV and built up the health system to provide high quality clinical interventions.

A secondary feature of SMGL is its role as a catalyst for health system strength-
ening. There are two mechanisms by which SMGL can strengthen health systems.
First, in both countries SMGL provides concrete support for core health system
functions: e.g. improving management skills, health information functions, phar-
macy and other supply chains, and blood banks. These activities can benefit not
only mothers and newborns, but other users as well. Second, by rapidly improving
the quality of services and with it, the number of facility deliveries, resuscitations
for asphyxiated newborns, and averted deaths, the initiative demonstrates what is
possible to achieve in the existing health system, raising the enthusiasm of provid-
ers and managers and the confidence of women and communities. Ideally, these
efforts can infuse other health services.
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EXHIBIT 6

Frequency of SMGL activities
mentioned at the district level

UGANDA

ZAMBIA
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Implementation partners and process

4.1 Partners

The implementation of SMGL is a collaborative effort led by USAID, CDC, and

the Ministries of Health in Uganda and Zambia. The newly formed Ministry of
Community Development, Mother and Child Health (MCDMCH) in Zambia is
another key SMGL stakeholder. As described below, CDC and USAID worked

with reproductive and child health leaders at the Ministries of Health to design
SMGL at the country level and select intervention districts. Ministry of Health
officials were invited to coordinate SMGL planning and implementation meetings,
although the frequency of the meetings and numerous competing priorities
limited senior officials’ ability to participate.

In both Uganda and Zambia, CDC and USAID played a central role in contracting
implementing partners for SMGL activities, coordinating the work of the partners, Ambulance in Kamwenge District, Uganda
and hosting frequent partner meetings to share progress. CDC, together with the
countries’ statistical offices and in-country research institutions, is also charged
with leading the monitoring and evaluation activities including baseline facility
surveys and maternal mortality surveillance. In the first year, other global SMGL
partners were in the planning and early implementation stages of their activities.

Following the PEPFAR model, the majority of SMGL funding—which came from
the US Government—was awarded to non-governmental organizations who
had existing relationships with USG agencies and most of whom were already
working in the eight SMGL districts. These “implementing partners”? were largely
responsible for day-to-day program activities in Phase 1, including: 1) Designing
interventions, recruitment, training, supervision, and mentoring of health workers
and community advocacy groups; 2) Outreach, advocacy, and communications;

3) Procuring medicines, equipment, and supplies; 4) Refurbishing and renovating
health facilities; and 5) Collecting data. As additional global partners joined the
initiative, new implementing partners have been added. For example, in Uganda,
Merck for Mothers began work with local NGOs to engage private sector partners,
and Every Mother Counts supported transportation vouchers.

In Uganda, a single organization—Baylor-Uganda—is the lead implementing
partner in three of the four SMGL districts where they are responsible for the
majority of program activities, while IDI is the main implementing partner in the
fourth district. Some organizations work across multiple districts. For example,
Marie Stopes Uganda manages distribution of Healthy Baby vouchers, the Health
Care Improvement Project (URC) supports quality improvement activities, and
SURE provides technical oversight and training for supply chain management.

In Zambia, CIDRZ is the lead implementing partner in two of the four SMGL
districts, while ZCAHRD and MCHIP are lead partners in the remaining two

§ NB In this report we use the term “implementing partners” to refer to non-governmental
implementers. Ministry of Health implementers will be separately identified.
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MINISTRY OF HEALTH
Kabarole District Health Office

MAIN IMPLEMENTING PARTNER
Baylor-Uganda

OTHER IMPLEMENTING PARTNERS
STRIDES and SURE (Management
Sciences for Health) (MSH)

Association of Obstetricians and
Gynaecologists of Uganda (AOGU)

Uganda Pediatric Association
(UPA)

Uganda Society of Anaesthesia
(USoA)

Marie Stopes Uganda (MSU)
Peace Corps

Uganda Health Marketing
Group (UHMG)

Health Care Improvement
Project (HCI) (University
Research Co., LLC)

KABAROLE

MINISTRY OF HEALTH
Kamwenge District Health Office

MAIN IMPLEMENTING PARTNER
Baylor-Uganda

OTHER IMPLEMENTING PARTNERS
STRIDES and SURE (Management
Sciences for Health) (MSH)

Association of Obstetricians and
Gynaecologists of Uganda (AOGU)

Uganda Pediatric Association
(UPA)

Uganda Society of Anaesthesia
(USoA)

Marie Stopes Uganda (MSU)
Peace Corps

Uganda Health Marketing
Group (UHMG)

Health Care Improvement
Project (HCI) (University
Research Co., LLC)

MINISTRY OF HEALTH
Kalomo District Health Office
MAIN IMPLEMENTING PARTNER
Zambia Center for Applied Health

Research and Development
(ZCAHRD) (Boston University)

OTHER IMPLEMENTING PARTNERS
Zambia Integrated Systems
Strengthening Program (ZISSP)
(Abt Associates)

John Snow, Inc. (JSI)

Elizabeth Glaser Pediatric AIDS
Foundation (EGPAF)

Communications Support for
Health (CSH) (Chemonics)

Maternal and Child Health
Integrated Program (MCHIP)
(Jhpiego)

Society for Family Health
(SFH) (Population Services
International)

MINISTRY OF HEALTH
Kibaale District Health Office
MAIN IMPLEMENTING PARTNER
Infectious Disease Institute (IDI)
OTHER IMPLEMENTING PARTNERS
Association of Obstetricians and
Gynaecologists of Uganda (AOGU)

Uganda Pediatric Association
(UPA)

Uganda Society of Anaesthesia
(USoA)

Marie Stopes Uganda (MSU)
Peace Corps

Uganda Health Marketing
Group (UHMG)

Health Care Improvement
Project (HCI) (University
Research Co., LLC)

L 41:7.V.Y8

KYENJOJO

MINISTRY OF HEALTH
Kyenjojo District Health Office

MAIN IMPLEMENTING PARTNER
Baylor-Uganda

OTHER IMPLEMENTING PARTNERS
STRIDES and SURE (Management
Sciences for Health) (MSH)

Association of Obstetricians and
Gynaecologists of Uganda (AOGU)

Uganda Pediatric Association
(UPA)

Uganda Society of Anaesthesia
(USoA)

Marie Stopes Uganda (MSU)
Peace Corps

Uganda Health Marketing
Group (UHMG)

Health Care Improvement
Project (HCI) (University
Research Co., LLC)

MINISTRY OF HEALTH
Lundazi District Health Office
MAIN IMPLEMENTING PARTNER

Centre for Infectious Disease
Research in Zambia (CIDRZ)

OTHER IMPLEMENTING PARTNERS

Zambia Integrated Systems
Strengthening Program (ZISSP)
(Abt Associates)

John Snow, Inc. (JSI)

Elizabeth Glaser Pediatric AIDS
Foundation (EGPAF)

Communications Support for
Health (CSH) (Chemonics)

Maternal and Child Health
Integrated Program (MCHIP)
(Jhpiego)
Society for Family Health
(SFH) (Population Services
International)

SUPPORTING ORGANIZATION
Thandizani

MINISTRY OF HEALTH
Mansa District Health Office
MAIN IMPLEMENTING PARTNER

Maternal and Child Health
Integrated Program (MCHIP)
(Jhpiego)

OTHER IMPLEMENTING PARTNERS

Zambia Integrated Systems
Strengthening Program (ZISSP)
(Abt Associates)

John Snow, Inc. (JSI)

Elizabeth Glaser Pediatric AIDS
Foundation (EGPAF)
Communications Support for
Health (CSH) (Chemonics)

Society for Family Health
(SFH) (Population Services
International)

Zambia Prevention, Care & Treat-

ment Program (ZPCT 11) (FHI360)
SUPPORTING ORGANIZATION

Groups Focused Consultants

MINISTRY OF HEALTH
Nyimba District Health Office

MAIN IMPLEMENTING PARTNER
Centre for Infectious Disease
Research in Zambia (CIDRZ)

OTHER IMPLEMENTING PARTNERS
Zambia Integrated Systems
Strengthening Program (ZISSP)
(Abt Associates)

John Snow, Inc. (JSI)

Elizabeth Glaser Pediatric
AIDS Foundation (EGPAF)

Communications Support for
Health (CSH) (Chemonics)

Maternal and Child Health
Integrated Program (MCHIP)
(Jhpiego)

Society for Family Health
(SFH) (Population Services
International)

Ugandan Ministry of Health (MoH)
National Medical Stores (NMS)
National Blood Bank

Uganda Pediatric Association
(UPA)

Uganda Society of Anaesthesia
(USoA)

Zambian Ministry of Health (MoH)

Zambian National Blood
Transfusion Services (ZNBTS)

Central Statistics Office (CS0)
Zambian Defence Force (zZDF)
University of Zambia (UNZA)

NYIMBA

Ministry of Community
Uganda Bureau of Statistics Development, Mother and Child
(UBOS) Health (MCDMCH)

Association of Obstetricians and
Gynaecologists of Uganda (AOGU)

UGANDA

EXHIBIT 7

SMGL
Partner
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OGAC (OFFICE OF THE GLOBAL AIDS COORDINATOR)
NATIONAL INSTITUTES OF HEALTH (NIH)

Government of Norway
Merck for Mothers
Every Mother Counts

American College of Obstetricians
and Gynecologists (ACOG)
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4 IMPLEMENTATION PARTNERS AND PROCESS

districts. In addition to the lead implementing partners, the following partners
provide SMGL services in all four districts: ZISSP (SMGL coordinators, EmONC
and SMAG trainings), MCHIP (Helping Babies Breathe trainings), EGPAF (comput-
ers, supporting solar panels, SmartCare and rapid syphilis test trainings), CSH
(birth plans and other community outreach materials), and JSI (essential medi-
cines and logistics improvement trainings).

Since SMGL activities are focused at the district level, district medical or
health officers and their teams, who oversee all district health activities, are the
pillars of SMGL program implementation. The eight district health and district
medical officers (DHOs/DMOs) oversee and approve implementation activities.
To assist them in coordinating such a complex program, USG agencies assigned
an SMGL coordinator funded by the initiative, to manage the day-to-day imple-
mentation of activities as well as to provide a link between DHOs/DMOs and
implementing partners.

At the facility level, SMGL services are primarily provided by public sector health
workers. In Uganda, nearly 200 additional health workers and health system
managers were hired to augment the workforce. In addition to the public sector
workforce, private service providers in Uganda have been contracted to address
transport and delivery care. In contrast, the private health sector has not played a
role in Zambia, where private providers have a smaller presence in rural areas.

4.2 Planning and implementation

SMGL was conceptualized during a visit to Zambia by former Secretary of

State, Hillary Rodham Clinton, in June 2011. Initial planning began at the US
Department of State, in partnership with USAID and CDC. Planning in Zambia
began shortly thereafter with the creation of an SMGL technical task force and
steering committee. Frequent meetings between CDC, USAID, and the MoH
shaped the Zambian vision for SMGL, drawing from Zambia’'s National Maternal
and Child Health Road Map, as well as the Zambian adaptation of the Campaign to
Accelerate the Reduction of Maternal Mortality in Africa (CARMMA). During these
initial planning meetings, the details of the SMGL logic model were expanded and
neonatal health was included as a program focus. By October of 2011, US imple-
menting partners had been identified and contracts were awarded. Implementing
partners conducted planning activities and facility assessments for the remain-
der of 2011; implementation of SMGL activities began in January 2012.

In Uganda, planning began in October 2011 as CDC, USAID, and the Ugandan
MoH met to shape the program. Uganda’s national Road Map provided a key start-
ing point; SMGL was envisioned as the operationalization of the main components
of the strategy. In December 2011, SMGL leadership convened a large meeting of
national and district MoH officials and implementing partners, including private
and faith-based facility managers, in the regional capital of Fort Portal.

Contracts and initial work plans for SMGL Uganda were finalized in December
2011. Preparatory work began in January 2012, including staff recruitment and
the development of baseline assessment tools. Baseline facility assessments
and the training of existing staff were completed by February 2012. In April 2012,
SMGL Uganda implementation began in earnest with new staff reporting for duty,
ambulances being deployed to the districts, and facility renovations underway.

Exhibit 9 is a planning and implementation calendar, noting SMGL meetings
and delegation visits in both countries. This calendar highlights the great inten-
sity of the initiative for funders and implementers, who are simultaneously
managing their regular portfolio of activities.

For district health teams, SMGL was added to numerous existing health
programs in the districts, managed by a variety of local and global, public and

A typical mothers’ shelter in
Mansa District, Zambia

A renovated mothers’ shelter in
Mansa District, Zambia

PHOTOS: ZPCT Il
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4 IMPLEMENTATION PARTNERS AND PROCESS

private actors. To illustrate this point, Exhibit 8 shows the crowded health partner
landscape that SMGL joined in each district. The Exhibit shows the organizations
engaged in health activities in the SMGL districts, in addition to core Ministry of
Health programs. As of December 2012, each of the eight SMGL districts had
between 13 and 28 organizations.

4.3 Use of PEPFAR platform
The intensity displayed in the implementation calendar (Exhibit 9) alludes to
the highly competent teams involved in the planning and implementation of the
program. Another facilitator of SMGL's quick launch was the ability to leverage
PEPFAR partnerships. As PEPFAR focus countries, Uganda and Zambia have
longstanding and substantially funded programs supporting HIV prevention, care,
and treatment. In order to expedite program start-up, the USG largely built on
existing partnerships, grants, and contracts rather than initiating new funding
mechanisms or competitive bidding for SMGL activities.

CDC, for example, added supplemental funding to existing cooperative agree-
ments, expanding the remit of selected PEPFAR implementing partners to include
SMGL activities. USAID, in contrast, shifted funding and adjusted scopes of work

[ |
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4 IMPLEMENTATION PARTNERS AND PROCESS

to permit current implementing partners to focus on SMGL activities and districts.
This approach, described by one USG officer as “bureaucratically nimble,” enabled
very rapid start-up of program activities by implementing partners, most of whom
were already at work in the focus districts. In this way, SMGL leveraged the lessons,
resources, partners, and programs developed by PEPFAR.

4.4 Funding

Although a costing analysis of SMGL is outside the purview of this evaluation

(a separate costing study is being conducted by USAID), we will present an estimate
of the funds expended thus far on SMGL to highlight the magnitude of health system
investments and, in turn, the scope and ambition of the initiative.

The funding for Phase 1 of SMGL came almost exclusively from the US
Government. As of December 2012, the USG had allocated approximately $37 million
USD—%31.5 million for implementation and an additional $5.5 million for monitoring
and evaluation activities. USAID attributed $6 million in Uganda and $12 million in
Zambia. These were not new funds; rather they were monies that had been budgeted
for activities related to PEPFAR, family planning, maternal and child health, nutrition,
and malaria that were now concentrated on SMGL districts.
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4 IMPLEMENTATION PARTNERS AND PROCESS

CDC contributed approximately $9.5 million USD in new money to each country:
$6.5 to 7 million for implementation activities and $2.5 to 3 million for monitoring
and evaluation. The US Department of Defense committed a smaller amount for
facility renovations in Zambia and the Peace Corps contributed the services of
Peace Corps Response Volunteers in all four focus districts in Zambia and two
districts in Uganda.

In terms of other SMGL global partners, Merck for Mothers is in the early stages
of funding activities in Zambia and Uganda. In Zambia, Merck for Mothers has
issued a request for proposals for two to three grants of $200,000 to $250,000
each for planning projects to determine the feasibility and design of a maternity
waiting home model that can ensure high quality services in a financially self-sus-
taining manner. Merck for Mothers plans to award an additional $3 million for one
to two projects in Phase 2 to conduct implementation research and test the model.

In Uganda, Merck for Mothers has commited $9 million in the initial four SMGL
districts and several other districts in year 1 and approximately 30 districts over

the three-year course of the project to strengthen the private health sector. Merck

for Mothers is working with a consortium led by PACE, a local NGO, to address

several aspects of the Demand-Access-Quality-System Strengthening framework:

bolster the private provider network (e.g. providing training and business loans to
private clinics), improve women'’s access to supplies and information (e.g. work

with drug shops, Mama Ambassadors, and care providers to market and distribute

Mama Kits), make care more affordable (e.g. community based health insurance

and savings schemes), and improve emergency transport (e.g. training taxi drivers

EXHIBIT 9

Implementation calendar
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EXHIBIT 10

SMGL budget
in the context of

$10 .
national health
50 , expenditures
Uganda Zambia
who transport women in labor). Recruitment of private clinics into the private —

franchise network, and clinical training activities, began in early 2013.

Every Mother Counts provided $41,000 USD to support transportation vouchers
in Uganda. The Government of Norway will provide funding in Phase 2, as origi-
nally planned, and the American Congress of Obstetricians and Gynecologists is
in the process of finalizing its support for activities in the two countries.

Both the Government of Uganda and the Government of Zambia made addi-
tional investments that directly or indirectly support the goals of SMGL. For
example, the Government of Uganda plans to increase physician salaries and the
Government of Zambia hired more than 2,000 new health workers nationwide in
2012, of which 75% were nurses.

The US Government funding for SMGL translates into an approximate
investment of $7.4 per person in the Ugandan focus districts and $20.8 per
person in the Zambian focus districts." To put these figures into context, the
total health spending in Uganda is $46.7 per person, of which $10.0 comes
from the Ugandan government. In Zambia, the total per capita health spending
is $72.9, of which $43.9 is government-funded.’® As Exhibit 10 shows, SMGL
funding represents 16% and 29% of all health spending—and 74% and 47% of
government spending—in Uganda and Zambia, respectively. This is a substantial
investment in maternal and newborn survival compared to countries’ current
resource envelopes.

9 Figures obtained by dividing funds for implementation (approximately $13 million in Uganda and
$18.5 million in Zambia) by the combined population of the four SMGL districts per country. Population
figures were taken from the SMGL operational plans.

“Quite a lot of
investment has
gone into the
focus districts

in terms of extra
dollars reaching
the ground... and
the partners who
are implementing
the program have
received extra
funds to increase
their capacity.”

— ZAMBIA MOH OFFICIAL
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Mid-point results

5.1 Methods

Our analysis of the “dose delivered” assessed the extent to which SMGL activities
had been implemented in the intervention districts as of December 1, 2012—the
mid-point of Phase 1 of the program. The data in Exhibit 11 thus provide a district-
level perspective on the extent of implementation of SMGL at six months. Our
analysis excludes any planned or future activities. In interpreting the figures,

it is important to note that some activities were sequenced for later implemen-
tation, and that in some cases, the lack of activities may reflect lower need for
those inputs in a particular district rather than slow implementation. An additional
caveat is that there may be some peripheral or pilot activities that were not
included, as we sought to assess only the major activities reflected in the country
SMGL operational plans.

Our dose delivered instrument consisted of 202 indicator variables representing
the 28 core SMGL activities from the logic model. To ensure that we captured
all relevant activities, we reviewed the SMGL operational plans for each country,
and data from interviews with USG, MoH, and implementing partners in Zambia
and Uganda.

Once all data were collected and vetted with in-country partners, we then
selected 33 (Uganda) and 32 (Zambia) tracer indicators that captured implemen-
tation of the core SMGL activities. Tracer indicators provide a useful summary of
overall SMGL implementation from the district perspective. These indicators were
selected based on three criteria: 1) The extent to which the indicator variable was
representative of the larger activity it was nested under; 2) The availability of data
for the indicator across all SMGL districts; and 3) The reliability of the available
data for the indicator. Specific details on the methods for collecting, vetting, and
analyzing the dose delivered data can be found in Appendix B.

5.2 Results

UGANDA

There was little variability in the extent to which activities had been implemented
across districts in Uganda in the first six months of the program. Some variation
in activities implemented was noted in Kibaale, which has a different implement-
ing partner (IDI) than the other three districts (Baylor-Uganda).

Upwards of 600 Village Health Team (VHT) members were trained in each
district, with Kibaale, the most densely populated district, training over 1,900.
This was the major demand-building activity in the four Uganda districts and
it was widely reported to have facilitated community-level data collection and
demand generation for maternal health services.

Activities to increase access to maternal and newborn care included facility
upgrades to CEmONC capacity in each district (11 facilities), with all but Kibaale

“Kit boxes” for obstetric emergencies in

Kalomo District, Zambia

PHOTO: DR. DAVIDSON HAMER, ZCAHRD
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5 MID-POINT RESULTS

receiving facility upgrades to BEmONC capacity (11 facilities). The four districts
had a total of 17 refurbished maternity wards (with refurbishments defined as
any upgrades that fell short of the construction of a new building). Kibaale was
the only district that reported completed renovations of mothers’ shelters (4).
All three of the Baylor districts implemented a voucher system and private
provider contracts for EmMONC services. Additionally, Marie Stopes Uganda
distributed transport and delivery vouchers in all four districts. Transport was
another major activity aimed at increasing access. A total of 30 vehicles were
distributed across the four districts with each district receiving at least one

vehicle ambulance and at least two motorcycle ambulances. Furthermore, each Operating theatre before renovation,

district established a transport committee responsible for coordinating vehicle Kyenjojo District, Uganda
use and maintenance.

Many activities aimed at increasing the quality of maternal and newborn health
care were implemented, including the hiring and training of health providers.

A total of 20 additional doctors were hired across SMGL districts, while 20 addi-
tional nurses were hired in Kyenjojo. The largest stimulus to human resources,
however, was the addition of 94 midwives across the four districts. One of the
most intensive activities was the training of health workers in EmONC and
newborn resuscitation. Doctors and nurses also received trainings in surgical
obstetric care and anesthesia, respectively, and substantial numbers of frontline
health workers in all districts received regular supportive supervision. A total of
250 health workers received SMGL-sponsored clinical trainings. Maternal and
perinatal death review (MPDR) trainings were also conducted in all four districts.

Several SMGL activities were aimed at strengthening health systems within the
focus districts. Health workers were trained in data collection and health infor-
mation systems. Kibaale had the highest number of health workers trained in
supply chain strengthening (30). Baylor and IDI each hired an SMGL coordinator
to manage project logistics in the districts. Operating theatre after renovation,

Kyenjojo District, Uganda
ZAMBIA
In Zambia, there was considerable variation in implementation status between
different activities. Demand creation activities, especially Safe Motherhood Action
Group (SMAG) trainings and birth plan dissemination, were implemented in all
four districts. Lundazi, the district with the largest population, trained six SMAGs
(120 individuals), whereas Nyimba, with approximately one-third the population,
trained twelve (210 individuals). Exhibit 12 is a video clip showing a training of
a SMAG in Zambia. District-level respondents reported that neither the planned
documentary about safe motherhood nor a mass media campaign had been
completed, although a radio campaign was noted to be in production. All districts
engaged community influencers as “Change Champions” for safe motherhood,
but only Lundazi and Kalomo reported the use of Mama Packs (i.e. gift packages
containing a combination of a traditional fabric, diapers, and soap) to create
demand. Several of these activities, such as SMAGs and Mama Packs, predate
SMGL and were mostly scaled-up and intensified under SMGL.

Activities to improve access to maternal and newborn health services included
facility upgrades to BEmONC capacity in all districts but Mansa. It is possible
that most facilities in Mansa, a provincial capital, already had sufficient BEmONC
capacity. No facilities were upgraded to CEmONC capacity in any of the districts.
Mansa and Kalomo were the only districts to see maternity wards refurbished,
while Nyimba was the only district to report a refurbished pharmacy. Renovations
were in progress for five mothers’ shelters in Kalomo and twelve in Mansa.
Districts reported substantial hurdles in procuring emergency and utility vehi-
cles. Nyimba still had no SMGL vehicle as of December 1, 2012, while Lundazi
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Uganda

ACTIVITY

TRACER INDICATORS FOR ACTIVITY

Train community groups to promote delivery/birth preparedness (VHTs/SMAGs)

Individuals trained as VHT members

Provide basic newborn/birth supplies to pregnant women (Mama Kits)

Mama Kits distributed to pregnant women

f————— DISTRICTS —— ]
POPULATION
KABAROLE KAMWENGE  KIBAALE  KYENJOJO
409,400 324,400 646,500 369,700

Run mass media campaigns on radio, engage community drama groups

Radio spots broadcast

Drama skits conducted

Increase facility EmONC capacity

Health facilities upgraded to BEmONC capacity

Health facilities upgraded to CEmONC capacity

Expand/refurbish maternity wards, labs, pharmacies

Maternity wards with infrastructure improvements

Expanded/refurbished pharmacies

Renovate mothers’ shelters near hospitals for high risk women

Renovated mothers' shelters

Buy ambulances, motorcycles, and motorbikes for transportation
and referrals

Vehicle ambulances provided to district

Motorcycle ambulances provided to district

Provide vouchers for delivery, EmONC, transport, postnatal care
in private facilities

Vouchers distributed by Baylor to women

Private facilities enrolled in voucher program

Form district-level transport committees to improve referral

Transport committees established in district

Buy emergency obstetric and newborn care (EmONC) equipment

EmONC equipment procured

Contract with private providers for EmONC

Private providers contracted to provide EmONC

Hire new doctors, nurses, and midwives in collaboration with the
Ministry of Health

New doctors hired in district

New midwives hired in district

Train health workers in EmONC

Health workers trained in EmONC

Train health workers in newborn resuscitation

Health workers trained in newborn resuscitation

Supervision of frontline workers to improve obstetrics and newborn care skills

Health workers who received supportive supervision

Provide training and oversight for maternal death reviews

Health workers trained in maternal death reviews

Provide essential medicines

Provide essential medicines to health facilities

‘,,

Train doctors in surgical obstetric care and nurses in anesthesia

Doctors trained in surgical obstetric care

Nurses trained in anesthesia

Strengthen supply chains through training on procurement and stock mgmt

Workers trained in procurement and stock mgmt

Build provincial and district health team capacity with SMGL staff

SMGL coordinators in district*

Strengthen pharmacy, lab, and blood supply

Blood banks

Equipment provided to strengthen blood supply

Train health workers in data collection and health information systems (HIS)

Workers trained in data collection and HIS

EXHIBIT 11

"Dose delivered:” SMGL activities

implemented in districts as of December 1, 2012

* A single SMGL coordinator oversees the Kabarole, Kamwenge, and Kyenjojo districts

** Activity under way, district-level data not available

[ ] Data not available

*** This figure only refers to the record clerks and assistants trained in data collection—

it does not include the number of nurses and midwives trained in data collection



Zambia

ACTIVITY

TRACER INDICATORS FOR ACTIVITY

Train community groups to promote facility delivery and birth
preparedness (VHTs/SMAGs)

Safe Motherhood Action Groups trained

Individuals trained as SMAG members

Improve birth preparedness at home through VHTs/SMAGs

Birth plans distributed

Produce documentary about safe motherhood using traditional leaders

Documentary airings

Run mass media campaigns on radio, engage community drama groups

Campaigns conducted

Identify and engage community influencers in safe motherhood

Change Champions trained

Provide basic newborn/birth supplies to pregnant women (Mama Packs)

Mama Packs distributed to pregnant women

f————— DISTRICTS —— ]
POPULATION
KALOMO LUNDAZI MANSA NYIMBA
254,211 314,281 217,603 101,616
0 0 0 0
0 0 0 0
0 0

Increase facility EmONC capacity

Health facilities upgraded to BEmONC capacity

Health facilities upgraded to CEmONC capacity

Expand/refurbish maternity wards, labs, pharmacies

Expanded/refurbished maternity wards

Expanded/reburbished pharmacies

Renovate mothers’ shelters near hospitals for high risk women

Mothers' shelters under renovation

Buy emergency obstetric and newborn care (EmONC) equipment

EmONC equipment procured

Buy ambulances, motorcycles, and motorbikes for
transportation and referrals

Vehicle ambulances provided to district

Motorcycle ambulances provided to district

Hire new doctors, nurses, and midwives in collaboration with the
Ministry of Health

New doctors hired

New midwives hired

Train health workers in EmONC

Health workers trained in EmMONC

Train health workers in newborn resuscitation

Health workers trained in newborn resuscitation

Train health workers in rapid syphilis testing

Health workers trained in rapid syphilis testing

Supervision provided to maintain/improve skills in obstetrics/newborn care

Health workers who received supportive supervision

Provide essential medicines

Provide essential medicines to health facilities

Provide training and oversight for maternal death reviews

Health workers trained in maternal death reviews

Strengthen supply chains through training on procurement and stock mgmt

Workers trained in procurement and stock mgmt

Build provincial and district health team capacity with SMGL staff

SMGL coordinators in district

Build capacity of facility staff to supervise community health workers

Facility staff trained in supervising health workers

Provide computer-based medical records (SmartCare)

Computers provided to health facilities

Staff trained in computer literacy and SmartCare

Strengthen pharmacy, lab, and blood supply

Blood banks

Equipment provided to strengthen blood supply

Train health workers in data collection and health information systems (HIS)

Workers trained in data collection and HIS

** Activity under way, district-level data not available

[ ] Data not available




5 MID-POINT RESULTS

had one vehicle ambulance of the three they were expecting. Kalomo received one
vehicle ambulance and Mansa received three in addition to twelve motorcycle ambu-
lances. The slow pace of vehicle procurement was a major source of frustration
among district health officials and implementing partners in all districts.

In contrast to facility refurbishment and transport, implementing partners in
Zambia made rapid and substantial progress on activities related to quality improve-
ment. A total of 179 health workers in the four districts were trained in EmONC and
newborn resuscitation (“Helping Babies Breathe”), with the goal to have at least one
newly trained skilled provider per facility. Following the trainings, implementing
partners provided onsite supportive supervision. With the exception of Lundazi,
all districts reported trainings in maternal death reviews (MDRs). Compared to
Uganda, few facility-level providers were hired by SMGL partners, an issue that
was mentioned frequently by district respondents. Kalomo, however, received
12 retired midwives who were affectionately referred to as “the twelve disciples”
in the district. Lundazi was the only other district to report additional human
resources through SMGL, consisting of two doctors and seven nurses.

Implementing partners carried out a number of health systems strengthening
activities in the four districts. Each district has a dedicated SMGL district coordinator
to oversee activity coordination. Between 25 and 56 health workers in each district
attended an extensive five-day training on logistics and supply chain management
through the Essential Medicines and Logistics Improvement Program (EMLIP)
provided by John Snow, Inc. (JSI). Providers in each district were also trained in
computer literacy, SmartCare, and rapid syphilis testing by the Elizabeth Glaser
Pediatric AIDS Foundation (EGPAF), which also provided computers and supporting
solar panels to every SMGL facility. Additionally, some providers received trainings
in health worker supervision and health information systems.

SYNTHESIS

Trainings and mentorship were the two most strongly implemented activities across
the eight SMGL districts. VHT and SMAG trainings, EmMONC and newborn resusci-
tation trainings, and onsite mentoring were also implemented extensively in both
countries. This was likely due to the ability of implementing partners to rapidly
recruit qualified trainers and mentors and may have been facilitated by partners’
existing relationships with district health teams. Although it is not reflected in the
table due to a lack of specific data, Uganda, like Zambia, provided facility delivery
incentives—Mama Kits containing some basic newborn supplies (e.g. a baby blan-
ket)—in some districts.

Some mothers’ shelters were in the process of being upgraded in both countries.
Although shelters and housing for health workers topped the wish lists of many of
the district medical officers interviewed, new construction is not permitted under
USG foreign assistance regulations. Upgrades to pharmacies and laboratories were
also lacking in the first six months of the project.

Notable differences between activities implemented in Uganda and Zambia were
the lack of CEmONC upgrades, additional health care workers, and emergency
transport vehicles in Zambia. Some of these activities may be pursued in the second
half of Phase 1. The substantial increase in human resources in Uganda helped to
allay the absenteeism experienced during off-site trainings, a common complaint in
Zambia, which is discussed in Section 6.4 of this report. Another point of difference
was that only Uganda used a voucher system and only Zambia reported the use of
community influencers as Change Champions. While both countries provided train-
ings on supply chain management and logistics, this was implemented with more
intensity in Zambia, perhaps because it was streamlined across the four districts
by JSI, one of Zambia’s main procurers of medical supplies.

SMGL health worker training,
Nyimba District, Zambia

EXHIBIT 12

Video of SMAG

training in

Nyimba District,

Zambia
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Successes, challenges, lessons learned

6.1 Successes

Perhaps the most notable findings of this evaluation is that although the effect of
the SMGL on maternal mortality is not yet known there was a unanimous percep-
tion among the over 150 respondents we interviewed that SMGL was already a
success on many fronts. While we heard a range of thoughtful criticisms of the
program and many ideas for improvement, no interviewees considered SMGL

a failure. The respondents interviewed for this interim report were policymak-
ers, funders, and implementers involved in SMGL in Zambia and Uganda. The
perspectives of communities and health providers will be captured in the next
wave of our data collection and included in the final report.

In listing key SMGL achievements, participants noted that early data from
routine health information systems showed increases in institutional deliveries in
intervention districts. They also reported improved awareness of and demand for
maternity services from women in communities, and the perception that the level
and quality of obstetric and newborn services at facilities had improved markedly
since the start of the program. This perspective was shared by interviewees at
central and district levels in both countries and by respondents with different
roles in SMGL from policy to clinical care.

The activities deemed most successful spanned the full range of the Demand-
Access-Quality-System Strengthening framework. These included Village Health
Teams and Safe Motherhood Action Groups in Uganda and Zambia, respectively,
and Mama Kits/Packs in both countries (Demand); transportation vouchers and
hiring of new health workers in Uganda and building new maternity wards and
operating theaters (Access); new equipment, emergency obstetric and newborn
resuscitation training and mentoring (Quality); and community data collection
and improvement in health information systems (System Strengthening). In short,
those interviewed agreed that in the first six months of operations SMGL had
achieved notable successes in both the community and the health system.

Respondents were also asked to comment on the drivers of SMGL's success
to date. One of the most frequently cited success factors in both Zambia and
Uganda was the strong national partnerships—between Ministry of Health, US
Government, and a range of implementing partner organizations—that formed
around SMGL in each country. Respondents pointed to the support for the initiative
from the Ministry of Health, particularly at the outset in selecting interventions
and SMGL districts. They also noted that despite SMGL funds being “off-budget”
(i.e. not channeled through national governments) SMGL worked largely through
the existing health system, rather than pursuing stand-alone solutions.

Many participants noted that although there were points of tension, the
“unusually collegial” relationship between CDC and USAID in both countries was
an essential ingredient to the early success of such a large program. An imple-
menting partner respondent in Lusaka commented on the “fabulous interagency

"SMGL did not
create parallel
structures like
other projects

in the past

have: SMGL was
designed to work
within the existing
[health system]
structure and
communities.”

— UGANDA DISTRICT LEVEL
IMPLEMENTING PARTNER
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collaboration” on SMGL as a key driver of success. This sentiment was echoed by
a senior Ministry of Health official in Uganda, who observed that the collaboration
among USG agencies in SMGL was “the best I've ever seen” of any US-funded

health program. USG respondents in country also pointed to the important role of
CDC and USAID headquarters—and “USG big-wigs”"—in supporting programming.

Respondents agreed that implementation within two months of the original
SMGL plan would have been impossible without the presence in both countries
of organizations with existing relationships and, crucially, contractual arrange-
ments with USG agencies. Most of these relationships were originally developed
for PEPFAR programs. These implementing partners’ experience delivering
complex HIV and other programs at district level and their strong relationships
with Ministry of Health counterparts at central and district levels greatly facili-
tated their ability to deliver interventions quickly. In this way the large PEPFAR
programs in the two countries served as a launching pad for SMGL. Frequent
meetings among partners, weekly at the outset, enabled input and participation
and promoted a sense of common purpose.

While some noted that district medical officers were sometimes overwhelmed
with the speed and intensity of SMGL implementation amidst other health prior-
ities, all agreed that the buy-in, commitment, and in many cases the personal
commitment of district medical officers in intervention districts were essential
preconditions for success.

Respondents noted that the large financial commitment by the US Government
in SMGL captured stakeholders’ attention and elevated maternal health efforts—
at least temporarily—on the agendas of policymakers and implementers. While
many pointed to the tremendous challenges presented by the compressed time-
line, US government respondents in particular noted that the “sprint” nature of
Phase 1 of SMGL generated excitement among national actors and their develop-

ment partners that one rarely sees in maternal health or health system initiatives.

At the same time, respondents pointed out that this level of energy cannot be
maintained over the long run and that the program must adapt to permit integra-
tion into the health system. Interviewees from the USG and Ministries of Health
acknowledged, however, that the need to produce results within 12 months
hindered country ownership. This is discussed in more detail below.

Finally, the emphasis on community involvement from the outset of SMGL was
cited as a critical driver of the early success of SMGL. Safe Motherhood Action
Groups (Zambia) and Volunteer Health Teams (Uganda) were credited not only
with promoting facility births but also with changing community views about the
inevitability of maternal deaths.

Exhibit 13 below summarizes the SMGL program activities that were the
most frequently cited successes by showing the proportion of interviewees who
mentioned each item in response to a question on key successes in the two coun-
tries. Below we briefly discuss these.

COMMUNITY ENGAGEMENT THROUGH VHTS AND SMAGS
While Safe Motherhood Action Groups (SMAGs) and Volunteer Health Teams
(VHTSs) existed in Zambia and Uganda before SMGL their role was greatly
intensified for SMGL. This was done through both additional recruitment and
training of existing participants. Both groups were also charged with new tasks,
notably community-level data collection on pregnancies and maternal and
newborn deaths.

In Uganda, respondents reported that VHTs helped engender “community
commitment” and “increased confidence in providers.” SMGL “brought hope to a
lot of people in the community” who were said to have received the project it with

— USG ZAMBIA OFFICIAL

"[Before SMGL]
there were many
mothers dying

in silence. At
least now when
mothers die,
people notice and
they try to learn
from it. It's a big
issue. Now when
a mother dies
we know before
lunch.”

— UGANDA DISTRICT LEVEL
IMPLEMENTING PARTNER
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“open arms.” Community dialogue meetings facilitated by VHTs were mentioned —

as a particularly powerful means to mobilize community members.

In Zambia, SMAGs and community leaders were credited with improving the
communities’ acceptance of SMGL and building trust in the health system. Chiefs
and other community leaders participated in brainstorming sessions for SMGL,
for example, identifying poor provider attitudes as a key barrier to women deliv-
ering in facilities. SMAG members were praised as the true demand creators,
with a number of respondents reporting facility deliveries were higher at facili-
ties with trained SMAGs.

HEALTH PROVIDER TRAINING AND MENTORING

IN OBSTETRIC AND NEWBORN CARE

The extensive trainings in emergency obstetric care, neonatal resuscitation
(“Helping Babies Breathe”), and specialized training in obstetric surgery in
Uganda were highly praised in both countries. District medical officers and
providers said that the trainings improved skills and the confidence and morale
of doctors, nurses, midwives, and clinical officers. In health systems where
providers are frequently overworked and do not have the skills or tools to do
their job, we heard that SMGL trainings and mentoring made providers feel
“invested in instead of policed.” In Zambia, district respondents noted that staff
could now manage abortion complications, postpartum hemorrhage, and sutur-
ing on the ward rather than in the operating theater. Participants also noted the
high levels of enthusiasm among clinical staff for the initiative.

IMPROVED AVAILABILITY OF TRANSPORT
The success of transport investments was mixed, with a much more positive
assessment in Uganda than Zambia. The investment in transport was seen as

"Health workers
have been
empowered [by
the trainings]

and have risen to
the occasion in

a way that they
haven't with many
projects.”

— USG ZAMBIA OFFICIAL
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a key contribution of SMGL in Uganda. Specifically, respondents in Uganda felt
that the provision of emergency vehicles and motorcycles (boda bodas) was
one of the most important successes of SMGL. A district MoH respondent noted
that, “boda bodas for mothers is a huge success because it integrates services
and norms that already exist in our community to encourage maternal health.
Vehicle ambulances are also a hugely important success and have increased our
capacity.” An implementing partner in the district observed, “Transport was a big
problem solved and the mothers have been enjoying coming to the health units
much more than before.”

In Zambia district health officials expressed frustration that few ambulances Boda boda in Kyenjojo District, Uganda
had been delivered six months into the program.

IMPROVED DATA MANAGEMENT

In both countries MoH respondents and implementing partners cited improve-
ments in health information systems that resulted in better and more timely
data on mothers and newborns. This was particularly the case in Zambia where
there was a substantial investment in electronic health cards that linked with
facility patient databases. Also in Zambia, community key informants trained

by the Central Statistics Office to conduct verbal autopsies were cited as key to
improved understanding of deaths in the community.

In Uganda, an implementing partner commented that as a result of SMGL
efforts data utilization in SMGL districts was higher than he had witnessed in
other districts. Another benefit observed in Uganda was that data from private
sector facilities is now better integrated into district information systems.

PROVISION OF EQUIPMENT AND SUPPLIES
AND FACILITY REFURBISHMENT
Facility improvements were another important SMGL success. In Uganda,
respondents enthusiastically reported that refurbished operating theaters were
functional for the “first time in years.” The expansion of maternity wards was
another important success given that lack of privacy was a frequently mentioned
barrier to women wanting to deliver in a facility.

Although facility improvements in Zambia were at an earlier stage than
in Uganda, respondents noted that new supplies (e.g. delivery kits, IV tubing,
mattresses, and blankets), medicines, and equipment (e.g. manual vacuum aspi-
rators, ultrasound machines) helped to improve provider morale, the quality of
obstetric care, and encouraged women to use facilities.

Newly refurbished Maternity Ward,
Kamwenge District, Uganda

6.2 Innovations
Reducing maternal mortality has proved exceedingly difficult for low- and
middle-income countries around the globe. Most regions, with the exception of
East and Central Asia, will not meet Millennium Development Goal 5—reduction
of the maternal mortality ratio by 75% between 1990 and 2015.%* It is clear
therefore that business as usual will not be sufficient to bring about meaningful
improvements in maternal survival and that there is a need for new ideas on how
to implement what we know works. In our implementation evaluation of SMGL
we were particularly interested in identifying interventions, service delivery
approaches, and organizational strategies that provided new approaches for
tackling maternal and newborn mortality. To this end, we asked SMGL stakehold-
ers in country what they felt were the most innovative aspects of SMGL.

We identified three themes on innovation: new technologies, improved ways
of working, and new ideas for community mobilization. It was notable that the
innovations mentioned were not related to provision of clinical services per se.
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Instead, respondents spoke about new ways to link women to services, change
community perceptions, and organize health services. The results are summa-
rized in Exhibit 14.

Respondents in both countries described the intense interagency collabora-
tion between CDC and USAID as a new way of working on a shared agenda for
US agencies in global health. The use of SMGL coordinators in the districts to
support district Ministry of Health structures and maintain communication was
also cited, as was the use of VHTs and SMAGs to collect community-level data.
Engaging non-standard actors in the fight for maternal survival was another
innovation. This included collaboration with private facilities in Uganda to expand
safe delivery options for women. Churches in Zambia were encouraged to deliver
safe motherhood messages to congregants on Sundays. Traditional community
leaders were engaged as Change Champions in several Zambian districts, acting
to motivate women to use services and to communicate barriers to access to
medical staff.

Another new way of working was the explicit effort to deliver services to
women who could not get to the health system. In Kibaale, mobile clinics
attended to pregnant women living in remote areas who may otherwise have no
access to services. Finally, mentorship by experienced clinicians onsite was cited
as an extremely effective innovation that permitted nurses to stay in their facili-
ties and hone their skills in “real-world” settings.

“[The husband]

has the bicycle or
the money. Bring
men on board from
the onset—this is
critical—or you do
all this [awareness
raising] and he will
say ‘stay, don't go.’”

— ZAMBIA DISTRICT LEVEL
IMPLEMENTING PARTNER
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Prominent community mobilization innovations were Mama Kits and Mama
Packs in Uganda and Zambia, respectively, to create demand for facility deliv-
eries. Districts also held a Safe Motherhood Day in Uganda and were planning
a Safe Motherhood Week in Zambia, to galvanize women to come for services
and increase community awareness. In Uganda, one district organized soccer
matches using the half time break to encourage men to become informed about
and involved in their partners’ pregnancies. One district in Zambia spoke about
traditional drumming and drama groups that used performances to inform
community members about maternal and newborn health.

Solar lighting installed in facilities was an innovative technology used in Uganda
and Zambia. Providers were relieved that they no longer had to deliver babies at
night by the light of their mobile phones. In Zambia, one implementing partner
created “kit boxes” from fishing tackle boxes after they observed that providers
frequently left a woman’s bedside during an obstetric emergency to obtain
supplies. Kit boxes for postpartum hemorrhage, eclampsia, and other obstetric
emergencies are stocked with the necessary supplies on maternity wards in
this district. In Uganda, mobile phones were provided to VHTs to improve their
communication with implementing partners, pregnant women, and drivers.

An implementing partner in Zambia is conducting a pilot using mobile health
technology to send text messages between facilities and community volunteers
to assist in tracking pregnant women within their zones and promote ANC atten-
dance and facility delivery.

6.3 Challenges

Although the overall perception of SMGL was positive, respondents were frank

in noting a number of challenges and weaknesses in program design and imple-

mentation. In analyzing the interviews we repeatedly found that some successes

were also mentioned as challenges—sometimes by the same respondent. This is —

unsurprising given that large, complex programs, however helpful, create heavy
burdens on policymakers and implementers, creating new problems and exacer-
bating existing bottlenecks.

Respondents listed a number of challenges that they felt impeded SMGL imple-
mentation and its potential for achieving and sustaining reductions in deaths
of women and newborns. These ranged from organizational issues related to
SMGL itself to deep-rooted problems endemic to development efforts. They are
discussed below.

SHORT TIMEFRAME

While in many ways a motivator, the one-year timeframe of Phase 1 was a major
challenge for implementation and an even larger one for sustainability. The pres-
sure to deliver was tremendous, making it difficult to meaningfully involve the
Ministry of Health in implementation. As one respondent noted, “The short time-
frame ... incentivizes ‘short cuts’ and approaches that do not promote capacity
building or sustainability. For example, it is very tempting to just hire short-term
staff to go to the districts and do things directly, instead of doing the right thing
and working through the MoH.”

SMGL's rapid start-up required nimble use of existing USG funding and — ZAMBIA IMPLEMENTING
procurement mechanisms. New funds were made available to CDC-funded imple- PARTNER
menting partners within a very short time and existing funds were leveraged
to support USAID-funded implementing partners, enabling the swift launch of
SMGL in both Zambia and Uganda. However, many of the awards were limited to
one year. Multiple implementing partners concurred that “running a long term
program on a short term budget” posed important implementation problems,
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most notably when it came to hiring staff and sequencing interventions: “We
were trying to cobble things together on the fly, sometimes not as efficiently as
you would want things to be.”

Some activities were explicitly modified due to concerns that funding may not
be there after the end of Phase 1. For example, recently in Uganda voucher distri-
bution was limited to women in their third trimester of pregnancy to ensure that
funds would be available when women actually deliver.

The rapid pace and short timeframe of the SMGL program also occasioned
frustration among USG agency staff, who were attempting to accelerate tradition-
ally slow processes such as procurement and approval of no-cost extensions in
Atlanta and Washington.

WEAKNESSES IN COORDINATION AND

DUPLICATION OF ACTIVITIES

Despite the predominantly positive view of the SMGL partnership, respondents
in both countries pointed out that coordinating the large portfolio of partners and
interventions presented major challenges. Respondents were concerned about
a lack of clarity about the roles of CDC and USAID in the leadership of the SMGL
program. The involvement of both US agencies and their respective grantees
(i.e. implementing partners) created a large group of stakeholders, each with
their respective agendas and programmatic approaches. For example, many
implementing organizations already had maternal care interventions “on the
shelf” and were understandably reluctant to change these, particularly for a
one-year program—despite acknowledging the value of a coherent intervention
package across districts for implementation and assessment of effects.

Although respondents agreed that frequent partners’ meetings were helpful
for sharing action plans, many wished for more explicit guidance from the US
government leads and/or the Ministry of Health on the content of SMGL activi-
ties—an arbiter of the SMGL approach. Respondents noted that only a mandate
“from above” would convince implementing partners to change their existing
approaches to activities like training, mentorship, supervision and support for
procurement and infrastructure.

Respondents also spoke about the lack of clear roles for different implement-
ing partners. Implementing organizations and district MoH leaders in Uganda
pointed to duplication and competition among partners, most notably with the
voucher program in which several partners offered different versions of vouch-
ers at different prices in SMGL districts. Private health providers involved in
Uganda mentioned incurring higher operational costs due to a lack of harmoni-
zation and coordination, again in the voucher system. Zambian respondents also
noted the duplication of some activities, such as training for Safe Motherhood
Action Groups, which was done by several groups, and complained about confu-
sion about who is doing what.

Communication between capital and district was also not optimal. District offi-
cials in Zambia reported that partners did not always inform the district health
office about SMGL activities they were conducting in the communities, and that
decisions were sometimes made with the MoH centrally, without discussion with
the implementing districts.

FUNDING AND LOGISTIC GAPS

While the use of existing contractual mechanisms between USAID and CDC and
their respective implementing partners enabled rapid provision of start-up
funds and swift initiation of SMGL services, the one-year funding stream created
difficulties for several implementing partners, whose grants ended at the end of

“It was surprising
to be so
uncoordinated
even though we
were all working
on the same
thing in the same
district.”

— UGANDA DISTRICT LEVEL
IMPLEMENTING PARTNER

SAVING MOTHERS, GIVING LIFE EXTERNAL EVALUATION / INTERIM REPORT
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September 2012. The slow pace of acquiring no-cost extensions meant that at —
least one Zambian partner had to suspend activities and pull staff out of the field
for several months. USG respondents in Zambia mentioned that budgetary issues
led to a scaling back of their initial transportation and refurbishment goals.

USG procurement regulations also markedly limited the speed with which
partners could purchase vehicles for use as ambulances; this took more than a
year in some cases. As of December 1, 2012 some districts were still waiting for
renovated mother’s shelters, additional facility-level midwives, updated radio
systems, and essential medical equipment. District-level MoH respondents in
Uganda noted that inadequate blood supply was a remaining barrier to safe
motherhood that had yet to be addressed by SMGL.

Finally, respondents cited ambiguity around roles and responsibilities for
equipment training, delivery, and maintenance, which contributed to underutiliza-
tion of equipment that was available.

DIFFICULTIES WITH TRANSPORT

The same difficult geography and weak transport infrastructure that contributed — ZAMBIA DISTRICT LEVEL
to the low rates of facility delivery in SMGL districts proved formidable barriers MOH OFFICIAL
to SMGL implementation. The most common issue noted by district-level respon-

dents in both countries was the ongoing transportation barriers for both SMGL

implementers and women seeking care, due to rough terrain, distance, and inac-

cessibility of health facilities during the rainy season. Although the issues had

been anticipated, and SMGL included interventions designed to address them—

in particular different types of vehicles—they continued to undermine successful

implementation and facility delivery rates. Indeed, SMGL transport interventions

were sometimes not suited to the terrain. For example E-rangers (three-wheeled

motorcycle ambulances) were not able to traverse waterlogged dirt roads. In

Zambia, frustration with transport was high due to procurement delays for badly

needed ambulances and motorbikes.

HUMAN RESOURCES

Staffing shortages were overwhelmingly cited as a persistent challenge in
SMGL implementation at all levels in both countries. The baseline health work-
force levels were very low—even compared to other countries in Africa—with an
estimated 0.48 skilled health workers (e.g. doctors, nurses, midwives, clinical
officers) per 1,000 population in Zambian SMGL districts. There were 0.25 health
workers per 1,000 in Uganda’'s SMGL districts although these figures do not
include all private sector providers. These numbers are one-fifth and one-tenth
of the recommended minimum health worker numbers to provide essential
maternal and child health services, respectively.®

Respondents in Uganda noted that the 134 additional doctors, nurses, and
midwives hired by SMGL implementing partners—representing a 25% increase
in overall health workforce—were essential to scaling up obstetric services.
However, they noted that even this number was quickly proving insufficient as
more and more women came to health clinics for antenatal care and delivery.
Because the new staff were offered higher salaries to boost recruiting, Ministry
of Health respondents at central and district levels were concerned that they
would be unable to retain the staff once the project was over.

Zambia reportedly received 21 providers across two districts—far lower than
was initially planned—and concerns over insufficient health workforce were
voiced in all interviews in the districts. As one district-level informant noted,
the scarcity of human resources “will undermine everything we do if it is not
addressed in some way.”
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Finally, as described in greater length in the following section (6.4), several
respondents in Zambia in particular felt that the proliferation of off-site training
in Zambia had exacerbated facility-level staffing shortages by taking workers
away from their clinics.

6.4 Synergies and unintended consequences

Because health systems are complex adaptive systems, the introduction of

new programs is often accompanied by a host of secondary effects—including
synergies and unintended consequences. In some cases, these may be a surprise
to program implementers, while in others, they are predictable enough to antici-
pate and plan around. In both Uganda and Zambia, the launch of SMGL activities

resulted in outcomes that were not primary program objectives. These “secondary”

effects—both positive and negative—are discussed below.

POSITIVE SYNERGIES AND POSITIVE

UNINTENDED CONSEQUENCES

At the national level, respondents in both countries described a range of positive
changes due to SMGL. SMGL clearly increased the enthusiasm for action on
maternal and newborn health among national policymakers and their devel-
opment partners. However, in Uganda, the program also sparked action to
strengthen the health system more generally. The high level of parliamentary
interest in SMGL, most notably in Uganda, was cited as a key factor for prompting
lawmakers to conduct a review of the national health budget and increase salaries
for physicians nationwide.

At the district level, Ministry of Health respondents in Zambia observed a
“spill over” of skills and knowledge from SMGL to non-SMGL staff. There were
positive effects on staff morale, as health care workers saw and appreciated the
improvement in the quality of care provided to patients. Some respondents felt
that the increased attention to record-keeping and data management would also
be likely to spill over to non-SMGL programs, to beneficial effect. There were also
synergies with HIV and syphilis programs. Increased demand for facility-based
delivery led to reports of increased uptake of HIV testing, PMTCT services, and
testing for syphilis and other sexually transmitted infections.

At the community level, the inclusion of traditional birth attendants (TBAs) in
SMAGs and VHTs was described as an important and positive secondary effect of
SMGL in both Zambia and Uganda, shifting their role from an impediment to safe
motherhood to an ally in promoting facility deliveries.

NEGATIVE SYNERGIES AND NEGATIVE

UNINTENDED CONSEQUENCES

Concerns were expressed about maternal health overwhelming other health
sector priorities. One implementing partner characterized this risk by observing
that “HIV has become stale. This [SMGL] seemed tangible and new.” Similarly,
dozens of respondents expressed concern that the exclusion of family plan-
ning from SMGL had not only created a missed opportunity to reduce maternal
mortality, but had de-emphasized the importance of family planning as a health
strategy in the country more broadly.

Respondents also noted that the SMGL districts had, to some extent, benefited
at the expense of other districts, with implementing partners in both countries
noting that some activities and programs were redirected from non-SMGL to
SMGL districts. Similarly district level MoH officials noted the diversion of time
and district-level staff away from non-SMGL activities: one District Medical
Officer noted that 60% of his time was spent managing SMGL, which necessitated

“SMGL has helped

with our ability to
gather local data,
which has helped

us with planning in
other areas of our

health system.”

— UGANDA IMPLEMENTING
PARTNER
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EXHIBIT 15

A "year in the life’
of a typical SMGL
health worker
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delegating other health concerns to subordinates.

Although the SMGL logic model addresses the full range of Demand, Access,
Quality and Systems strengthening interventions, the sequencing of activities
was not optimal and created unintended negative effects. For example, trainings
of health workers and community groups (SMAGs and VHTs) were launched
months and in some cases more than a year before improvements in infrastruc-
ture, supply chains, and transportation.

The community level activities generated demand for services before the
expansion and improvement of supply. This led to surging numbers of pregnant
women coming to facilities before facilities were expanded, upgraded, or staffed
with new workers. Respondents were concerned that poor experiences in the
facility would lead to disappointed mothers and communities and a decline in
trust in the health system. There were also complaints of burnout and overload
for “overwhelmed” staff at some SMGL facilities as well as stock outs of medi-
cines and supplies, power shortages, and water shortages that were attributed
to the marked increase in demand for services.

SMGL provided extensive training to facility-level clinicians. Because the bulk
of this training was provided off-site and not at the health facility, the training
removed health workers from clinics and thus itself reduced availability of
services. Off-site training exacerbated health worker shortages particularly in
Zambia where only a handful of new health workers were hired for SMGL. Exhibit
15 illustrates a “year in the life” of a typical SMGL health worker. Using a base
of 250 work days, we estimated how many days per year a typical midwife at a
health center spent in SMGL-related trainings (off-site) and mentoring (on-site),
based on actual trainings delivered in the district. In Nyimba, a midwife could be
expected to spend 39 work days at off-site trainings.

District officials in Uganda observed that the higher salaries of workers hired
as part of SMGL created resentment among “non-SMGL staff caring for other
patients.” A few respondents were also concerned about the “poaching” of staff
from other health programs.

Two potential unintended consequences were noted at the community level.

In Uganda, we repeatedly heard concerns that efforts to improve access to and
quality of facility-based deliveries were actually incentivizing women to have
more babies, although no concrete data were provided to support this assertion.
In Zambia, district health officials and implementing partners reported that some
village leaders had begun imposing penalties (e.g. a fine of a chicken or a goat)
on the husbands of women who decided to deliver at home instead of a health
facility. These efforts, which were not sanctioned by SMGL and maybe perceived
as coercive, are concerning as they may create a punitive instead of a supportive
environment for women and are likely to affect the most vulnerable women —the
poor and women living farthest from facilities—disproportionately. Their effects
on women and communities should be carefully studied as SMGL goes forward.

Exhibit 16 synthesizes the primary and secondary effects—both positive and
negative—that were most apparent to SMGL stakeholders by the six-month mark
and that we discussed above.

6.5 Country ownership and sustainability

Respondents in both countries reported that SMGL was highly congruent with
national maternal health strategies both in terms of policy focus and specific
activities, with the notable exception of family planning. All agreed that this
congruence was a key prerequisite for country ownership. From the outset,
USG leads engaged their Ministry of Health counterparts in planning for SMGL
implementation and made a concerted effort to include them in implementation

“I think that we
must ensure that
our communities
should own their
health. No one
should feel that
their healthis in
the hands of the
US government.”

— UGANDA DISTRICT LEVEL
MOH OFFICIAL



EXHIBIT 16
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meetings and decisions. In both countries, the ultimate selection of districts

was a Ministry of Health decision. The Ministries’ visible role during the planning
process, including in the development of district work plans, in turn generated
support for the program among district health officials and community lead-
ers. Respondents in both countries also pointed to the support of First Ladies,
high-ranking MoH staff, and parliamentarians as examples of high-level buy-in.

Informants highlighted the key distinction between government ownership versus
government support of the program. The fact that SMGL was almost entirely donor-
funded and followed an externally-set timeline raised questions about the extent of
true government ownership at the national level as well as the sustainability of the
initiative. Many respondents pointed out that for true ownership national govern-
ments should have made a financial commitment supporting the aims of SMGL at
the outset, particularly in areas such as poor roads, human resource shortages, and
crumbling infrastructure, that cannot be addressed by donors.

Hands-on engagement with the program was felt to be highest at the district
level. Respondents in both countries highlighted the important role that local politi-
cians and traditional leaders had played in generating district- and community-level
support and facility-based deliveries. “Ownership is at the district level because
this is where implementation occurs,” said one informant. Below, we report some
specific findings for each country.

UGANDA

Although the majority of respondents at both district and central levels rated —
MoH ownership of the SMG program relatively high, with most giving it an average
rating of 7 out of 10 on a scale where 10 was excellent, respondents were quick

to point out that this only referred to the MoH’s “enthusiasm” for the program " [A m ate rn al
rather than a guiding role in implementation. Some noted that the program was . . .
initially viewed as “made in the USA” and that “you don’t see the Ministry involved d eath] IS a b|g b|g

in planning meetings, at the Kampala and district level” to the extent they should be d eal even th e D H 0
involved. A general sentiment voiced by central and district level partners was that !

government ownership was lower than it could have been due to the short timeline an d Oth er local

for the project: “The MoH...are willing to participate [but] one year is too short. It's po l|t|C|a ns are

not how government works.” . .
However, respondents noted despite their limited role in design and oversight of tal.k n g d bO Ut |t

SMGL, the MoH demonstrated its commitment to the goals of SMGL in numerous an d th ey are now
ways, including supporting construction and refurbishment projects, and, above all, .. "

investing in health workers: “No one knew that government could be pushed as far Vi g | la nt.

as they were on human resources. And now the government is trying to sustain the

program.” Respondents pointed to the doubling of doctors’ salaries at the Health — UGANDA DISTRICT LEVEL
Center IV level (health facilities with inpatient care) that was approved by Uganda's IMPLEMENTING PARTNER

parliament in fall of 2012. The Honorary Victoria Rusoke, Member of Parliament in
the SMGL district, Kabarole, was mentioned numerous times for her skill in advo-
cating for the salary increase as a means to bring health workers to SMGL and other
rural districts. Her role as a champion for women'’s health tremendously energized
SMGL district implementers.

Most respondents agreed that, “at the districts, country ownership has been high.
Honestly, they are doing everything they should do and it is working.” District health
officials were especially commended for being aware of all the SMGL partners and
activities taking place in their districts, being responsive to the needs of SMGL part-
ners, and for making time to attend and coordinate meetings among the different
stakeholders in their districts.
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A number of respondents highlighted the role that the Director General of the
MoH had played in chairing SMGL meetings in the districts and explained that this
showed that the program was important to the government. An implementing
partner had this to say about district ownership: “| would say whenever we have
needed the district to do something for us they have done their best to get it done.
The political will is there and the technical people have gone out of their way
to make sure services flow seamlessly.” District health officials, in turn, stated
that their interests had been adequately taken into account. One district health
official had this to say: “We are really involved in these activities, they have taken
us into account as they have planned, designed, and implemented”. A commonly
expressed sentiment across all respondents was that the level of district
ownership was being greatly hampered by the fact that they have not committed
funding: “The districts can't be 10 out of 10 because they do not have financial
resources. The next phase should be the government commitment.”

ZAMBIA

Many respondents commended the MoH for being committed to reducing mater-
nal mortality prior to SMGL, citing as an example that the President’'s wife was

a physician who promoted facility deliveries during public appearances. The
general view among respondents in Zambia was that ownership of SMGL at MoH
level was “good,” but that actual participation in planning and implementation
lagged the expressed interest. Multiple respondents attributed this largely to the
fact that the MoH was “stretched thin,” both financially and in terms of human
resources, and was thus not always able to participate in the many meetings
and planning activities required to launch SMGL. Some respondents noted that
although the MoH had been actively involved in the planning phase, including the
selection of SMGL districts, the organization of various trainings, and visits to the
districts, this level of involvement had waned during actual implementation.

The rapid pace of SMGL did not fit well into existing Ministry decision-making
processes. One respondent noted that, “this is a fast moving freight train and it
was difficult for them to jump on board.” Several respondents pointed out that
the elections and subsequent creation of the Ministry of Community Development
Mother and Child Health further hindered effective engagement of national
officials: “Between December 2011 and December 2012 we had a great lack of
clarity as to which Ministry was going to be responsible for what. In December
2012 they finally laid out what each ministry would do.”

Positive examples of MoH support for maternal survival included introduction
of programs with direct entry into midwifery training, introduction of a quality
improvement curriculum for nursing schools, and the fact that many SMGL train-
ings had been initiated and organized at national level.

The majority of respondents in Zambia rated district ownership of SMGL very
highly and described the districts as being “in the driver’s seat.” Implementing
partners reported that district health officials were highly invested in the initia-
tive and regularly participated in SMGL activities taking place in their districts.
The District Medical Officer of Mansa even became a mentor in the SMGL mentor-
ship program, supporting nurses and midwives in providing quality obstetric care
in the clinics. An implementing partner noted: “I can just call the district office
and they will give me a vehicle, because they know what I'm doing is not for [this
implementing partner], but it is for Mansa District”. Respondents in Zambia noted
the involvement of key local leaders, such as the chiefs and district commission-
ers, as positive, and important, examples of SMGL ownership at district level.

— ZAMBIA DISTRICT LEVEL
IMPLEMENTING PARTNER
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SUSTAINABILITY

Two major opinions emerged among respondents in both countries regarding the
sustainability of SMGL moving forward. A large group of respondents expressed
concern that all the gains and progress made in addressing maternal mortality
in the districts would be threatened by the end SMGL funding without a clear
transition plan to the national government. These respondents cautioned that,

“if we don’t think about sustainability “we are just ‘fixing pipes’ but not seeing
where there are leaks.” The lack of a long-term plan for SMGL created “a wave of
uncertainty [for managers and health workers] because they have seen so many
programs come and go. It creates anxiety because they are worried the tap will
be turned off.”

There were clear tensions between the short period of time that partners had
to implement activities and planning for sustainability. One respondent noted “It
would take five years of sustained inputs for this program to be anywhere near
sustainable.”

In Uganda, Ministry of Health respondents worried about the country’s ability
to retain SMGL facility staff whose higher salaries would be difficult to “absorb by
a government with limited resources.” District health officials and district-level
implementing partners felt strongly that putting the community in the driver’s
seat was important for sustainability. For example, one partner noted that a year
into the project villages should start running the community dialogue meetings
themselves and contribute to them without continued support from implementing
partners. Another noted that the community should be empowered to look after
certain costs themselves, such as purchasing a community motorcycle to bring
women to facilities, to prevent the attitude of “letting others do things for them.”
There was recognition that this would require income-generating activities to
create capital in the community. Most implementing partners felt that volunteer
health team members should receive meaningful monthly stipends if they were
to continue their work into the future.

In Zambia, an implementing partner respondent in one district worried that
the level of help their organization was providing the DHO (e.g. bringing in equip-
ment, providing support by phone during obstetric emergencies) may be creating
a dependence that would prevent the district from running the program once
external funders withdraw from SMGL activities. Certain activities were consid-
ered more sustainable included maternal death reviews and trainings, which had
occurred to varying degrees before SMGL.

A smaller group of respondents in both countries was more positive about
SMGL sustainability moving forward. These respondents noted that the SMGL
program had made substantial investments in strengthening district health
systems and that these investments would ensure continuity of SMGL. These
included infrastructure investments such as operating theater renovations and
health information systems. They also pointed to the existing maternal health
expertise at the Ministry of Health and the involvement of key leaders and
stakeholders as an important investment that would ensure SMGL sustainability
moving forward.

6.6 Role of the private sector

Private sector involvement was substantially greater in Uganda than in Zambia,
reflecting the larger role of the private sector in health care delivery. The private
sector in Uganda was involved in transport and delivery care. Pregnant women
were given vouchers that could be redeemed for motorcycle and taxi transport to
facilities for delivery and antenatal care as well as for ambulance services from
lower- to higher-level facilities if an obstetric emergency arose. Further, SMGL

“The private
sector brings in
innovative ways
of dealing with
[equipment]

like ultrasound
machines, for
example. The
public sector

IS very poor in
maintenance and
the private sector
has the ability to
play an important
role.”

— UGANDA DISTRICT LEVEL
IMPLEMENTING PARTNER
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implementers contracted with private clinics and hospitals to provide antenatal —
and delivery care to quickly expand the range of facilities that women could
deliver in using delivery vouchers. One of the implementing partners in Uganda

alsg provided perf.ormance-.based contra(.:ts in which investm.ents were mad.e in ”VO uc h ers n eed
equipment and private providers were paid bonuses for meeting and exceeding
targets for four antenatal care visits and deliveries. Staff from private facilities tO be re Stru Ctu I’Ed
also provided mentorship and supportive supervision at lower level facilities. SO as n Ot to

The private sector was also involved in other components of SMGL in Uganda. .
Corporate contributions to SMGL were noted, including discounted phones and k | “. th e curre nt

airtime (from Warid and MTN), fuel (from Total Gas) and discounted radio airtime. SySte m Oth e rWise
° 1

Ugandan professional associations of obstetricians, pediatricians, and anesthe-

siologists were contracted to conduct training and mentoring of health staff to th ey Wi I.l h ave a

increase technical competence in life saving maternal, surgical, and newborn n eg ative | m pact on

resuscitation. . "
There was broad consensus among Ugandan implementing partners and th e pu b llC SectO rs.

district government officials that the public/private partnerships in the SMGL

focus districts enhanced service delivery and quality of care for women in the — UGANDA IMPLEMENTING

districts. However, some expressed concern that SMGL's encouragement of PARTNER

private facilities to expand their capacity might draw patients away from the
public system. Subsequently, direct support to the private sector should be
balanced with overall goals of strengthening the public health system—the main
means for sustaining SMGL services for the foreseeable future. One specific flaw
that some pointed to in the model was that private-sector vouchers were not
usable in public sector facilities, even in the case of a medical emergency.

Overall, private sector respondents reported a positive experience with the
SMGL program and noted several benefits to participation in the project—partic-
ularly the ability to upgrade their equipment and expand their client base. Private
facility managers suggested that standardizing vouchers would help reduce their
transaction costs and that the flat fee reimbursement method for Caesarean
sections needed to be adjusted for complicated cases. All respondents were
concerned about sustainability: the private sector worried that they would lose
patient volume if vouchers went away and public sector workers expressed fears
that their private colleagues would cease to collaborate in the SMGL program
once direct subsidies were reduced.

Zambian respondents noted that there had yet to be engagement either at the
corporate level or at the private provider level in Zambia, where there are few or
no private providers in the SMGL districts. Partners were enthusiastic about the
potential for private sector partners, identifying key gaps and challenges that
might be best met by the private sector, including the construction of mothers’
waiting shelters and purchase of vehicles—both activities that are challenging for
USG partners under their procurement regulations. Merck for Mothers has issued
a request for proposals to test maternity waiting shelter models.

Beyond gap-filling, respondents were eager for new thinking about how to
tackle maternal mortality that they felt private sector partners could bring to
the table. One suggestion was that Merck for Mothers, an SMGL lead partner
with extensive experience in corporate social responsibility, could help to enlist
the domestic private sector in taking a greater role in fundraising or promoting
visibility of maternal and newborn health: “We need help with the private sector.
We are public health people, so this isn't our expertise...[but] if the CEO of Merck
spoke to the CEO of Airtel, they could make some real progress.”
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Preliminary assessment and
recommendations for Phase 2

7.1 Assessment of SMGL's first six months

Our interim assessment found a tremendous amount of enthusiasm for SMGL

in both countries. It was striking to hear positive sentiments about SMGL from
respondents ranging from senior national government and USG officials in the
capitals to maternity ward nurses in the districts. The support for continuing and
expanding SMGL was strong and undiminished by the assortment of challenges
encountered in the start-up phase.

In synthesizing the lessons learned from the countries at mid-point of Phase 1,
we found that the “big push” model—high global visibility, large investment,
demand for rapid results—succeeded politically and operationally by raising the
stakes for national governments and US development partners in country.

SMGL catapulted maternal and newborn health to prominence on national
health agendas. It gave Ugandan and Zambian health ministries a way to oper-
ationalize national commitments to reducing maternal mortality by bringing
visible improvements in services for mothers and newborns in intervention
districts within a short time. This large investment, combined with Ministry of
Health involvement, motivated district health managers to tackle the challenge
of managing a large influx of activities. In sum, the magnitude of investments and
high-level attention to SMGL meant that failure was not an option—for USG or
national governments.

However, the imperative for rapid results combined with the nearly 100% US
government funding which—as per US law, was spent by US agencies working
with NGOs rather than through government budgets—diminished countries’
ability to own and direct the program. Ministry of Health respondents at central
and district levels pointed out the important distinction between support and
leadership: while they strongly back the goals of SMGL and, for the most part, the
means to achieve them, they do not feel to be in the driver’s seat. They want this
to change as SMGL moves into Phase 2. As one senior official put it, “We are very
grateful [for SMGL investments] but not to be figureheads.”

Another downside of the rapid nature of the initiative was the lack of a plan on
how to sustain gains made. When SMGL was launched, there was no clear plan
for how the training would be repeated for new entrants, how mentoring can
be continued, how equipment will be serviced, maintained, and replaced, how
community groups would be supported to continue their work beyond the end
of the funding commitment. Some of the challenges brought on by the abbre-
viated planning period and the short timeline included problems in sequencing
inputs and activities, a large training load for health workers, and budgetary and
procurement delays due to off-cycle budgeting—all of which frustrated imple-
menting partners and their district counterparts.

— USG ZAMBIA OFFICIAL
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7.2 Recommendations for Phase 2

As it expands to other districts and countries, SMGL will adapt to local needs,
goals, and capacities. However, useful lessons have emerged from our evaluation
of the experience of Uganda and Zambia that can inform program design and
implementation. One important lesson for Phase 2 is that successful imple-
mentation of SMGL requires a national commitment to maternal and newborn
survival at the highest level and a highly functional team of development part-
ners with a strong relationship with the Ministry of Health. Below we propose
several recommendations for the content of the intervention package and its
implementation in Phase 2.

CONTENT OF SMGL PACKAGE

1. Continue to engage communities as change agents
SMGL's work with communities to raise demand for maternal care was univer- —

sally viewed as a game-changer in the effort to save maternal and newborn
lives. Both community action models—the Volunteer Health Teams from Uganda
staffed by community health workers and the Safe Motherhood Action Groups in
Zambia, which include community members at large—were felt to be successful
in bridging the gap between women and the health system. We also heard early
indications—which we will confirm in our final evaluation—that the community
initiatives were playing an important role in reducing the inevitability of maternal
and newborn deaths in the community. A community action group model adapted
to community structures of the country should be part of the intervention pack-
age in Phase 2.

Community health activities require people’s time and are unlikely to be
sustained on a volunteer basis indefinitely. In Phase 2, implementers, including
the Ministry of Health, should consult communities on ways to compensate
groups for their efforts. Ideas range from modest payments from the health
system to providing seed funds and training for income-generating activities as
an incentive to stay involved in the effort. In Zambia, implementers mentioned
funding small mills for. grlndlng maize or providing bicycles for personal, as well — ZAMBIAN NURSE
as program, use to facilitate access to markets.

2. Invest in the health system triad: train staff, improve,

and equip facilities
The combination of trained, confident staff and functioning facilities with reliable
equipment is highly synergistic. While training on how to treat hemorrhage or to
resuscitate an unresponsive newborn is crucial, health workers cannot practice
these skills effectively without running water, lights, or steady supply of oxytocin
or IV tubing. In addition, research shows that lack of functional equipment is
a major disincentive for recent medical graduates to accepting rural postings
in Africa.®** The combined investment in human capacity and infrastructure
in the first phase of SMGL is an excellent model for future efforts. There is no
qguestion that external donors cannot do this alone. Facility upgrades—and criti-
cally—repair and maintenance of facilities need to be part of core health system
investments by national governments.

One caveat is timing. It is important to invest in improving quality at the outset,
before women begin arriving in large numbers. This sequencing will help to
ensure women and newborns receive appropriate care and do not leave the facil-
ity disappointed with the quality of care, affecting their future health choices and
potentially those of their peers.
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3. Expand the focus beyond 24 hours

While intrapartum and immediate postpartum care is an excellent starting point
for reducing maternal and newborn mortality, solitary focus on the 24 hours
around delivery in SMGL misses crucial opportunities to save lives and will

limit its overall effectiveness in the future. Family planning, newborn care, and
HIV services—in particular PMTCT— figured more prominently among national
maternal and reproductive health plans than they did within SMGL. These
services are also provided using shared platforms (e.g. maternity wards and
outpatient clinics) often by the same health workers. The focus on 24 hours intro-
duced unnecessary cleavages between this set of essential services.

Family planning, which reduces women'’s risk of maternal death, should be
strengthened as part of Phase 2. Three in ten women in Uganda and Zambia have
an unmet need for family planning, which results in unwanted or mistimed preg-
nancies and, in turn, maternal deaths.'>' Care of post-abortion complications,
already being implemented in some SMGL districts, is another important inter-
vention to reduce maternal deaths.

Other services that require greater focus in Phase 2 include prevention of
mother-to-child transmission of HIV; a necessity for decisive reductions in mater-
nal and newborn mortality in countries with high HIV prevalence. Finally, half of
newborn deaths occur after the first 24 hours of life—these infants require close
high quality health care after they leave the hospital with their mothers.?"?

4. Develop and test solutions for two bottlenecks: human resources
and distance to care

Although SMGL made investments in human resources (particularly in Uganda)

and transport to bring women to facilities, it has not produced effective or lasting

solutions for these key constraints to maternal survival. This is because the

size and distribution of the health workforce and extent of the road and health

infrastructure are issues that lie largely outside the scope of a globally led effort,

requiring national policies and investments.

It is unlikely that SMGL can sustainably provide high quality obstetric care
to all women in the district with the number of health workers currently on the
ground—not without staff burnout and attrition. Concerns about work overload
were already expressed six months into the program and will only grow with
the volume of facility deliveries. Phase 2 should expand on approaches already
attempted in Phase 1: contracting with private providers where they are available
and hiring recently retired nurses and midwives. Other potentially effective solu-
tions include rural incentives such as salary increases, more rural rotations for
senior medical students and residents, task shifting to non-physicians for obstet-
ric surgery, and remote clinical phone or radio support to frontline providers in
smaller clinics. Ministries of Health should spearhead these efforts.

Even with expanding health budgets, health systems in resource-constrained
countries will not be able to provide high-quality clinics close to all women,
particularly in large areas with low population densities. Indeed, it is not clear
that all women want to deliver at primary care clinics nearby, as studies show
substantial proportions favor hospitals.3 Bringing obstetric services to women
will thus require scaling up of transport options—ambulances, private taxis—but
also other innovative solutions, such as mothers’ shelters near hospitals. The
human resource and transport approaches need to be carefully tested in Phase
2 to ensure they meet the needs of women and contribute to maternal and
newborn survival.

“[Lack of] family
planning is a huge
barrier and makes
our job harder
when women

are coming in

for their eighth
child or they get
pregnant too soon
after another
pregnancy.”

— UGANDAN MIDWIFE
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IMPLEMENTATION

5. Coordinate around one plan

Initiatives to promote universal coverage with quality obstetric and newborn care
are growing; SMGL is one among many initiatives to focus on this issue in low-in-
come countries. This proliferation of good intentions is an exciting new stage in
the global fight for maternal survival but also presents a growing challenge for
coordination. Despite the presence of SMGL district coordinators, health system
managers have told us they struggle to stay abreast of activities of implementing
partners and manage their regular portfolios. Similarly, at the national level,
implementing partners were concerned about duplication of activities, which led
to inefficiencies and confusion among stakeholders in districts. Finally, the lack of
a single harmonized set of activities across districts was cited as a weakness in
the design of SMGL that hampered comparison of effectiveness and development
of an ultimate model for the country.

For Phase 2, SMGL should strive for greater coherence in program activities,
while allowing for some local adaptation. One useful precedent may be the
“Three Ones” effort, which sought to harmonize the multitude of AIDS activities
and in-country programs in the era of rapidly expanding antiretroviral treat-
ment.®’ The “Three Ones” are: one action framework, one coordinating authority,
and one monitoring and evaluation system. It would be ideal for global and
national SMGL partners to agree to a single set of interventions, with implemen-
tation clearly allocated in country to avoid duplication. The global partners should
then work to support key aspects of the action framework, whether through
funding, implementation, advocacy, or testing of innovations. To minimize the
burden of donor management for overstretched Ministry of Health senior staff,
USG agencies should continue to play a key liaison role with host governments.
Finally, a single standard approach to monitoring and evaluation will be critical to
tracking progress and making corrections.

6. Commit to five years—with a transition plan

One clear observation emerging from our evaluation of Phase 1 is that interven-
tions attempting to change health systems and the customs and behaviors of
populations cannot be done on a one-year timeline and budget. While there was
value to having a first year “big push” to raise attention to issue and build a cadre
of champions in country, SMGL should approach the next phase with a health
system legacy plan that clearly spells out how SMGL will leave health systems
better off for mothers, babies, and health workers.

In Phase 2, SMGL global partners should make minimum commitments
of three to five years to enable appropriate planning, engagement of local
ministries, sequencing of interventions, and crucially, permit the laying of the
groundwork for sustainability. Future SMGL countries should also start with a
three to five year plan to ensure lasting gains.

Going forward, the role of national governments and district authorities should
be clearly outlined in SMGL plans. From the outset this should include govern-
ment investments in core areas such as infrastructure and human resources.
Beyond this, there needs to be a transition plan that lays out how countries will
assume responsibility for the program beyond five years—perhaps linked to
greater direct budget support from donors. This approach leverages the lessons
of the PEPFAR model, which started out as emergency response managed by the
US and is now transitioning to being a source of funds for national governments
and their partners to use to sustain services.

"We can't solve
the country’s
problems in only
4 districts, but at
least we have a
model that works.
Let's use these
lessons. Let's
project how long it
will take and then
leave it totally to
local people.”

— USG UGANDA OFFICIAL
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7 PRELIMINARY ASSESSMENT AND RECOMMENDATIONS FOR PHASE 2

7. Collect (a few) standard measures to optimize implementation

SMGL is nothing less than an overhaul of maternal and newborn healthcare with —
consequences across the entire health system. Reliable data, collected and analyzed in

a timely fashion, will be essential to inform health system managers and other stake-

holders about progress and alert them to any negative consequences and interventions

going off track.

In Phase 2, a small set of standard tracer indicators could be collected quarterly from
facilities in SMGL districts to give a picture of utilization, mortality, referrals within the
system, as well as attrition or hiring of health workers, trainings, and overall facility
functioning. The indicators, some of which may already be routinely collected, will be
valuable for management of the health system overall and not just SMGL. These data
will only be useful to the extent they are accurate; enhancing quality of data collection
should thus remain a core SMGL activity. Ideally, Phase 2 should institute similar moni-
toring systems in non-SMGL districts to understand how SMGL affects care delivery
over and above the underlying secular trends affecting the entire health system.

These tracer indicators could be augmented with special studies, as required.
Examples of special studies include assessments of quality of care, provider motivation
and intent to leave, women'’s satisfaction, and causes of maternal and newborn deaths.
As noted above, SMGL partners should also commission implementation science experi-
ments on what interventions are most effective and feasible to add to the SMGL portfolio.

8. Harness the private sector

Although there were positive experiences in engaging the private sector in Uganda,

there was a feeling in both countries that private sector expertise and capacities were

underutilized. Respondents in ou.r evalua.tlon noted that they need.ed “all hands on — ZAMBIA IMPLEMENTING
deck” to reduce maternal mortality: public sector, private companies, and churches PARTNER

and faith based organizations. In particular, while the bulk of responsibility for health

care in both countries lies with the government—as it does in most industrialized

countries—there is a fundamental role for the private sector to play in supporting

maternal survival.

Three arenas for private sector action emerged from our study. First, as discussed
in Section 6.6, the global and national private sector can help in areas where USG and
other partners can offer limited assistance and do not have core expertise, in particular
in infrastructure, transport, and communications. Second, thriving domestic industries,
such as mining and tourism should be encouraged to get involved in maternal and
newborn survival, by raising money and conducting advertising campaigns, for exam-
ple. Large mobile phone companies could expand networks or donate airtime for health
workers and community volunteers. Private global SMGL partners could help make this
case most effectively.

Finally, the private sector has technical, managerial, and communications expertise
often lacking in the public sector—expertise that will be essential to sustain high quality
of care and community demand beyond the initial investment. From leadership training
for health sector managers to assisting with supply chain, logistics, and equipment
maintenance to helping community health volunteers launch small businesses, to
promoting a customer service mentality in clinics—these are just a few ideas we heard
about how private sector partners can strengthen the implementation of SMGL.

7.3 Next steps

In the next stage of the external evaluation we will focus on three areas: 1) Response
of the community and providers; 2) Extent of implementation at endline; and 3)
Assessment of the SGML partnership. This work will be conducted in collaboration with
local research partners in Uganda and Zambia and will take place between May and
July, 2013. We will produce a final report in fall of 2013.
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N at i O n al Uganda Year § Zambia Year §
POPULATION & ECONOMY
h e a lt h a n d Population 33,425,000 2010 |1 13,089,000 2010 |1
Number of women of 7298000 2010 2 2893000 2010 2
h l h reproductive age (15-49)
ealth system o [ || e s
. . Crude birth rate (births per 45.0 2010 |1 46.0 2010 |1
I n I C a O rs 1,000 people per year)
Percent of the population living
on less than $1.25 (PPP) a day 38.0 2009 |3 69.0 2006 |3
(at 2005 international prices)
Human development 0.45 2011 4| 043 2011 4
index (0-1)
Gross national income
per capita (PPP current $1,310 2011 |5 $1,490 2011 |5
international $)
Gross national income per
capita (current USD) $510 2011 s $1.160 2011 s
GDP growth (annual %) 6.7 2011 |5 6.5 2011 |5
Gender inequality 0.58 2011 4| 063 2011 4
index (0-1)
Transparency International
corruption perceptions 29.0 2012 | ¢ 37.0 2012 |6
index (0-100) ****
HEALTH
HIV prevalence rate o o
among adults 15-49 7.2% 2011 |1 12.5% 2011 |1
Malaria deaths (annual
number of reported 8,431 2010 |1 4,834 2010 |1
deaths due to malaria)
Incidence of tuberculosis
(estimated number of new
pulmonary, smear positive, and 193 2011 |1 444 2011 |1
extra-pulmonary tuberculosis
cases per 100,000 people)
Annual number of maternal
deaths (per 100,000 live births) 4,700 2010 17 2,600 2010 | 7
Maternal mortality ratio
(MMR) (maternal deaths 310 2010 |1 440 2010 |1
per 100,000 live births)
Annual number of
neonatal deaths (deaths 43,000 2011 |1 17,000 2011 |1
under 28 days of life)
Neonatal mortality rate
(deaths under 28 days of 28 2011 |1 27 2011 |1
life per 1,000 live births)
Infant mortality rate (deaths
of infants under 1 year old 58 2011 |1 53 2011 |1
per 1,000 live births)
Under five mortality
rate (USMR) (deaths of
children under 5 years old 90 20m 1 83 20m 1
per 1,000 live births)
Progress on MDG 4 - USMR Insufficient 2012 Insufficient 2012 |8
progress progress
Progress on MDG 5 — MMR Making | 541, | 4| Insufficient | 50, 1
progress progress
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HEALTH SYSTEM
Number of physicians
Number of nurses & midwives

Health workers per population
(density of midwives/
nurses/doctors per 1,000)

Hospital beds per
10,000 population

Health worker vacancy rate (%)

Per capita total expenditure
on health (USD)

Per capita total expenditure on
health (PPP international $)

Per capita government
expenditure on health (USD)

Per capita government
expenditure on health
(PPP international $)

General government
expenditure on health as % of
total expenditure on health

Out of pocket expenditure
as a % of total
expenditure on health

Private prepaid insurance
plans as a % of total
expenditure on health

External resources for
health as a % of total
expenditures for health

General government
expenditure on health as % of
total government expenditures

Total expenditure on
health as a % of GDP

HEALTH CARE UTILIZATION

Percentage of live births
in health facilities

Percentage of births attendant
by skilled birth attendant

Women receiving 4+
antenatal care visits

Percentage of deliveries
by Caesarean section

ART coverage among people
with advanced HIV infection

PMTCT coverage (maternal
ARV coverage)

Percentage of children
under 5 sleeping under
bednet previous night

DTP3 coverage

Contraceptive prevalence
rate (any method)

Contraceptive prevalence
rate (modern)

Uganda Year ;E Zambia Year §
3,361 2005 |1 649 2006 |1
37,625 2005 |1 8,369 2006 |1
1.4 2005 |1 0.8 2006 |1
5.0 2010 |1 20.0 2010 |1
48.0 2010 |9 61.0 2010 |9
$47 2010 |1 $73 2010 |1
$124 2010 |1 $90 2010 |1
$10 2010 |1 $44 2010 |1
$27 2010 |1 $54 2010 |1
22% 2010 |1 60% 2010 |1
50% 2010 |1 27% 2010 |1
<1% 2010 |1 1% 2010 |1
26% 2010 |1 39% 2010 |1
12% 2010 |1 16% 2010 |1
9% 2010 |1 6% 2011 |4
57% 2011 |n 48% 2007 |n
57% 2011 |n 47% 2007 |n
48% 2011 |n 60% 2007 |1
5% 2011 |1 3% 2007 |1
54% 2011 |1 82% 2011 |1
50% 2011 |1 86% 2011 |1
43% 2011 |n 33% 2007 |n
82% 2010 |1 81% 2010 |1
24% 2011 |n 30% 2007 |1
21% 2011 |n 25% 2007 |n

* The total fertility rate is the number of children
that would be born to a woman if she were to live to
the end of her reproductive life, and if she were to
experience the current age-specific fertility rates for
the duration of her life.

** The human development index (HDI) is a composite
of life expectancy, educational attainment, and income.
It ranges from a minimum of 0 (equal) to a maximum
of 1 (unequal).

*** The gender inequality index (GIl) combines
indicators for reproductive health, female
empowerment, and female labor force participation
into a single metric that ranges from a minimum of 0
to a maximum of 1.

***The corruption perceptions index scores countries
on a scale from 0 (highly corrupt) to 100 (very clean).

Sources
1 WHO GLOBAL HEALTH OBSERVATORY
DATA REPOSITORY

2 UNITED NATIONS, DEPARTMENT OF
ECONOMIC AND SOCIAL AFFAIRS - WORLD
POPULATION PROSPECTS, THE 2010 REVISION

3 WORLD BANK POVCALNET

4 UNDP INTERNATIONAL HUMAN DEVELOPMENT
INDICATORS

5 WORLD BANK DATABANK, 2011

6 TRANSPARENCY INTERNATIONAL
CORUPTION PERCEPTIONS INDEX 2012

7 TRENDS IN MATERNAL MORTALITY:
1990 TO 2010. UNFPA, WHO, UNICEF AND
WORLD BANK ESTIMATES

8 COUNTDOWN TO 2015
9 GLOBAL HEALTH WORKFORCE ALLIANCE, 2010
10 DHS
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Methods

This external evaluation is a strategic evaluation of
implementation of Phase 1 of the Saving Mothers, Giving
Life initiative in Uganda and Zambia.

Conceptual framework

We use a multi-disciplinary approach to evaluate the imple-
mentation of Saving Mothers, Giving Life. Our conceptual
framework combines elements from (a) the process eval-
uation framework of Linnan and Steckler and (b) complex
adaptive systems analysis.>* The key components assessed
in the evaluation are: context, program theory, implementa-
tion process, dose delivered, community response, fidelity,
and emergent properties. These are described below:

Context: baseline context and recent changes in social,
political, and economic environment that may influence
implementation of SMGL.

Program theory: the “active ingredients” of the program
and how these will deliver desired change.

Implementation process: actors involved in program
implementation; planning and implementation timelines;
funding; obstacles/facilitators of implementation.

Dose delivered: measure of intervention activities deliv-
ered to the field (e.g. supplies received, trainings given,
etc.) in a given timeframe (i.e. 6, 12 months).

Community response: perceptions of SMGL interventions
by women in the community (i.e. users and non-users of
the health system), community leaders, health workers;
women's satisfaction with SMGL-supported delivery care.

Fidelity: this aspect focuses on the quality and integrity
of the partnership model (extent of partner engagement;
participation of stakeholders, e.g. MoH, health workers,
and the private sector) and the content of the intervention
(e.g. is training leading to improved obstetric knowledge
and improved perceived quality by women?).

Emergent properties: dynamic evolution of the inter-
vention, real-life complications, and unexpected results:
unintended consequences (positive and negative); syner-
gies and extent of integration with local health systems;
innovations and mechanisms of action.

This interim report focuses on a subset of these constructs
indicated by the previous bullets in bold text: context,
program theory, implementation process, dose delivered, and
some emergent properties. The findings will inform recom-
mendations for Phase 2. The final report, to be completed in
fall of 2013, will address: 1) response of the community and
providers 2) extent of implementation at endline and 3) func-
tioning of the SGML partnership.

Setting

As the focus of the interim report was on country activities,
data collection occurred in Uganda and Zambia. Our teams
conducted data collection in Kampala and Lusaka, primar-
ily with officials from the CDC, USAID, Ministry of Health,
SMGL implementing partners and key stakeholders, such
as the WHO, Central Statistical Offices, and UNICEF, among
others. The teams also visited all eight SMGL districts:
Lundazi, Nyimba, Kalomo and Mansa in Zambia and Kibaale,
Kyenjonjo, Kamwenge and Kabarole in Uganda.

Instruments

We used a mixed methods design, which included both
qualitative and quantitative data. We conducted in-depth
interviews with key SMGL partners at central (i.e. CDC, USAID
and the Ministry of Health) and district levels (i.e. district
health teams, SMGL Coordinators and implementing part-
ners). The content of the interview guides is described below:

a. Descriptive interview guide: descriptive information
on the main roles of the different SMGL partners,
and the implementation process and timeline.
Interviews typically lasted 30 to 45 minutes.

b. Lessons learned interview guide: this examined the
successes, challenges, unintended consequences,
evolution and innovation of SMGL; emerging lessons
and recommendations for scaling up in Phase 2,
among other issues. Interviews lasted 45 to120
minutes.

We assessed the SMGL “dose delivered” by December 1,
2012 using a survey of 166 questions for Zambia and 178
questions for Uganda, enumerating all inputs and activities
falling under the 28 key SMGL activities of the logic model.
“Dose delivered” refers to the activities and inputs actually
implemented in the districts by the mid-point of the first year,
as reported by the district medical officers and implementing
partners in districts. Data was entered into Excel and verified
by in-country partners.
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Data collection

The majority of data collection occurred between October

1 and December 20, 2012. Data collection commenced with
a preliminary visit to Zambia and Uganda by the principal
investigators, Drs. Kruk and Galea, who met with key SMGL
partners and visited one SMGL district in each country.
The main goals of the preliminary visits were to gain famil-
iarity with the SMGL program in the two SMGL countries,
share the scope of work of the external evaluation and
obtain feedback on it.

Following the preliminary visits, three-person teams
comprising a faculty member and two dedicated research-
ers visited each country. Data collection in Zambia occurred
from November 5 to December 20 and in Uganda from
November 25 to December 15. Two faculty advisors, Dr.
Rabkin and Dr. Grépin, led data collection efforts in Zambia
and Uganda, respectively. Evaluation team members were:
Dana Greeson (MPH) and Daniel Vail (BA) in Zambia and
Emma Sacks (PhD candidate) and Katherine Austin-Evelyn
(MSc, MPH) in Uganda. The teams were assisted from New
York by Program Manager, Tsitsi Masvawure (DPhil).

Our team conducted a total of 143 interviews (67 Uganda,
76 Zambia) with 152 individuals. Of these, 89 were in-depth,
lessons-learned interviews (47 Uganda, 42 Zambia). These
are broken down as follows: 52 interviews conducted in
the districts (23 Uganda, 29 Zambia) and 37 interviews
conducted at central level (24 Uganda, 13 Zambia). We
interviewed all key US Government SMGL leads. We also
interviewed five senior Ministry of Health officials who were
centrally involved in SMGL in both countries (2 in Zambia,
3in Uganda). We interviewed representatives of 20 imple-
menting partner organizations (12 in Zambia, 8 in Uganda),
at capital and district level. We met with and interviewed
all eight SMGL district medical officers in the SMGL focus
districts. We also interviewed all seven SMGL coordinators
in both countries (2 in Uganda, 5 in Zambia, including the
provincial SMGL coordinator). Lastly, the team attended a
total of 6 SMGL partner meetings in both countries (5 in
Zambia, 1 in Uganda).

To obtain the quantitative dose delivered data, we inter-
viewed district health and district medical officers and
SMGL coordinators in each country and collected data on
a total of 202 indicators we developed for the 28 SMGL
activities contained in the logic model. Informants were
asked about inputs and activities already implemented as
of December 1, 2012, not those that were planned for future
implementation. We collected information on 166 SMGL
activity indicators in Zambia and on 178 activity indicators
in Uganda. The data for this came from two main sources:
key informant interviews with all SMGL district coordina-
tors in each country (4 in Zambia, 2 in Uganda) and other

key implementers in the districts, including district-level
members of the Ugandan and Zambian Ministries of Health
(specifically, district medical officers, chief medical officers
at the district hospitals, district planners, district infor-
mation officers, district human resource officers, district
equipment officers, and district nursing officers), and
district-level representatives from the SMGL implementing
partners. Multiple respondents were interviewed in each
district, and, wherever possible, interviewers confirmed
evidence of implementation firsthand.

After initial data collection was completed, the evaluation
team examined all documents collected from each country
to verify information contained in the dose delivered dataset.
A reliability score was given to each piece of data, depending
on the number of people who corroborated the information,
and if we were able to verify the information with docu-
mentation. All dose delivered data were then shared with
in-country partners at district level for their review and
correction in January, 2013. We received clarifications and
corrections from all eight SMGL districts and incorporated
all suggestions and edits. In addition to the dose delivered
data, we also obtained geocoded maps on all health facilities
in the eight SMGL districts and collected quantitative infor-
mation about the planning and implementation activities and
timeline from the descriptive interviews.

Our teams spent a total of 134 person-days in country
(86 in Zambia, 48 in Uganda), the majority of which was
time spent on the ground in the eight SMGL districts. The
teams visited a total of 50 sites in the districts (26 in Zambia,
24 in Uganda). Sites visited included district health offices,
provincial health offices, district hospitals, mothers’ shelters
and clinics.

We also collected 536 program, health system and
national strategy documents from USG and SMGL imple-
menting partners and the MoH at central and district levels.
Documents collected included policies, program plans, task
force meeting minutes and monthly updates on SMGL activ-
ities prepared by the SMGL coordinators in each district and
reports prepared by the various SMGL implementing part-
ners. District utilization and other health system statistics
were collected to inform the context section of the report.

Data collection in country was complemented by a review
of the current literature on maternal and newborn health in
Zambia and Uganda, and a review of the the Demographic
Health Surveys (DHS) data for each country.

The data collected for the interim report were exempted
from IRB by Columbia University as they concerned program
implementation activities.
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Data management and analysis

Qualitative data were entered, cleaned, and analyzed using
the NVivo Software Package (Version 10). Transcripts of

all interviews and notes were independently coded by two
analysts using pre-existing codes and a process of constant
comparison as described by Glaser.? Discrepancies were
reconciled through a practice of consensus-building between
the two coders. A second level of open, iterative coding was
then conducted, creating new codes around major themes,
which were then reviewed by multiple team members to
synthesize and summarize. These summaries were the
basis of the content in this report. The summaries also
provided data for the logic model, partner map, and imple-
mentation calendar.

Dose delivered quantitative data were entered and verified
against field notes and documents provided and assigned
a reliability score that indicated our level of confidence in
the results, with the most reliable being data corroborated
by two people (including one at the MoH) and backed up by
documentation. We sought additional input for indicators with
low reliability scores. A subset of indicators, “tracer indi-
cators,” were identified, which are presented in the report.
These tracer indicators reflect SMGL core activities across
the two countries. All dose delivered data were then shared
with in-country partners at district level for their review
and correction in January, 2013. All districts responded with
useful clarifications and corrections.

The descriptive interviews with lead USG and implement-
ing partners in each country were reviewed individually to
extract information about SMGL partners, and the timeline
and key activities in the implementation process. These were
shared with countries for their review ahead of publication.
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