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IMPROVING THE DESIGN OF A MATERNAL AND CHILD HEALTH  
PROGRAM IN WEST AFRICA 

 

SITUATION  

For over ten years, a charitable foundation had been operating a maternal and child program in 

a large West African country covering approximately 200,000 women and children. In that 

period, the program has delivered substantial improvements in morbidity and mortality in a 

highly difficult and resource-constrained environment. 

 

Since its inception, the program had been wholly funded through individual donations to the 

foundation. However, the foundation was keen to further expand its program while also 

developing newer, institutional sources of funding – including with the host country’s own 

government. HealthBridge was asked to conduct an evaluation to validate the outcomes 

achieved by the program and identify opportunities for improvement that could be implemented 

while approaching additional donors. 

 

ANALYTIC APPROACH 

HealthBridge took an outcomes oriented approach by first evaluating the services being 

provided. Starting with the foundation’s goal of improving material and child mortality, 

HealthBridge first identified the leading causes of maternal, infant and child mortality in the 

country. Next, we identified, via extensive literature review and consultations with field experts, 

a list of best practice interventions that addressed each cause of morbidity and mortality. We 

reviewed the program’s interventions against the known best practices in maternal and child 

health to ensure that every major intervention had been planned for. 

 

The HealthBridge team then traveled to Nigeria to conduct site visits and meet with key 

members of the Foundation and observe its functioning and operations. At each site, the team 

conducted an extensive walk-through of the clinic and surrounding communities, interviewed 

staff and patients and analyzed archived data.  

 

FINDINGS 

Our assessment showed that the Foundation was doing several things right. It had identified 

and was delivering the right set of interventions against its goals; it had also developed a well-

structured pyramid system to deliver services. At the lowest tier, community health workers at 

village health posts provided basic ante and post-natal services and conducted normal 

deliveries. Primary health clinics at the second tier delivered essential primary health services, 

HIV counseling and treated more complicated cases. At the top tier, a primary health center 

provided more comprehensive obstetric and emergency care.  
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The Foundation had also set up a robust three month training program for community health 

workers. The primary care director had developed a comprehensive training manual as well as 

extensive documentation materials for the health workers. The program was also well designed 

and for the most part, delivered the full set of best practice interventions to address maternal 

and infant mortality. 

Along the course of our work, however, the HealthBridge team identified issues that raised 

concerns about the validity of the program’s outcomes. First, the fertility rate and reported births 

at each site were significantly lower than expected, especially since family planning 

interventions were not a program priority. Second, community health workers did not know how 

many village and outreach visits to conduct. Third, the program did not know which interventions 

were the most effective and why. We traced these issues to the following gaps in the program’s 

monitoring and evaluation system (Table 1): 

Table 1: Gaps in the monitoring and evaluation system  

Gap Impact 

 

Substantial migration had occurred but the 

enumerated population had not been updated since 

the program began                

 

The program was not accurately identifying  

the target number of pregnant women and 

children at each site 

 

 

Activity-level targets and benchmarks for 

interventions were not set (e.g., target visits/ health 

worker /day) 

 

 

Staff were unaware of what they needed to 

achieve and why. Review sessions 

incorporated a “more is better” approach 

 

 

Activities were not linked to intermediate and final 

outcomes (e.g. impact of antenatal  services on 

health outcomes) 

 

 

The Foundation had limited insight into the 

effectiveness of interventions and which ones 

to prioritize 

 

Targets were not cascaded through organization 

(e.g., Program manager accountable for ANC 

coverage, but health worker accountable for actual 

registration) 

 

Little accountability could be assigned for  

activities that had a significant impact on 

program outcomes  

 

 

We concluded that while the program successfully reduced morbidity and mortality among those 

enrolled, a significant proportion of women and children in the catchment areas were not 

covered. Correcting the coverage denominator, however, mitigated the outcomes achieved by 

the program. 
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The absence of accurate coverage denominators had also hampered outreach efforts. Although 

community health workers were fairly diligent in conducting outreach visits, they did so without 

any targets. How many women in the target age group resided in their villages? How many 

visits would it take to cover this population? This information gap lessened the intensity of 

outreach efforts and limited the ability of the Foundation to hold health workers and program 

managers accountable for these activities. 

Finally, the Foundation had not systematically identified which interventions were the most 

effective by linking activities to intermediate and final health outcomes. From a resource 

planning perspective, the HealthBridge team considered this information to be crucial especially 

since the Foundation sought to expand their program through government partnerships and 

other external sources of funding.  

 

RECOMMENDATIONS 

Overall, the program improved the lives of women and children in the areas that it served. 

However, gaps in the monitoring and evaluation system had led to an overestimation of program 

outcomes and limited accountability from program staff.  

 

Our first recommendation was to set an accurate coverage denominator at each site. When the 

program was initially developed, robust local and state-level surveys were unavailable, and the 

Foundation had to rely heavily on its own resources to enumerate the population. Although the 

effort could be intensive, we urged the Foundation to identify an accurate source of population 

data either from local governments or other organizations operating in the catchment areas. If 

necessary, the Foundation would again have to use its own resources to determine an accurate 

population headcount. 

Second, we recommended establishing a tight monitoring and evaluation cycle that would 

enable the Foundation to continuously improve the services it delivered and identify the most 

effective interventions (See Exhibit 1). In addition, this would help the leadership to efficiently 

allocate their resources and determine the financial support required to expand services. 

We also recommended that the Primary Care Director set minimum activity levels and targets 

for each front line person against the program’s priorities. Review sessions at program sites had 

typically adopted a “more is better” approach. But was 15 visits conducted by Health worker A 

really better than 10 visits conducted by Health worker B? We urged the Director and program 

managers to set accurate targets for their staff and use them to intensify activities and hold staff 

accountable for performance. 
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Exhibit 1: Develop a monitoring and evaluation cycle to improve interventions and track 

their impact on health outcomes 

 

 

Finally, we recommended that the program recruit an experienced Director of Monitoring and 

Evaluation to implement and support this system at all sites. We developed a detail job 

description and candidate profile for the position and worked with the Foundation and a 

recruitment agency to source suitable candidates. 

Overall, our recommendations helped strengthen and further tighten what was already a well 

run program - this would help the Foundation to scale up the program and seek funding from 

external donors. 

Determine Top Causes of Mortality

Malaria Vaccine 

preventable

9%

Diarrhoea

17%

Pneumonia

20%

24%

Assess current interventions -Do 
they address drivers of mortality?

Improve existing interventions and/ 
or add new interventions

Track U5MR deaths – ABC state

�Malaria – Current interventions only 

focus on early recognition and treatment
?  Pneumonia – Families may not 

recognize sign and symptoms of ARI
?  Diarrhoea – Education on environmental 

hygiene not effective; treatment with 
SSS successful

� Vaccine preventable – Immunizations  

• Malaria – Provision of bed nets to 
mothers and children

• Pneumonia – Health education to 
parents on signs and symptoms of 

ARIs

• Diarrhoea – Provision of hygiene 
education during each village and 
home visit

18 DEATHS (FY 08-09)

• Collect numbers and causes of deaths 
by health posts each month

• Conduct checks to determine under-
reporting

• Identify trends across health clinics and 
posts, and monitor progress over time

ILLUSTRATIVE 


