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Abstract

This report presents findings from a performance evaluation of the United States Agency for
International Development’s (USAID) Integrated Health Program (IHP) in the Democratic Republic of
Congo. The evaluation, conducted by Data for Impact, assessed the program's effectiveness in achieving
its objectives: strengthening health system governance, increasing access to integrated health services,
and promoting healthy behaviors. The evaluation focused on four research questions: Did the expected
changes in outcomes and impacts occur? To what extent were changes in healthy behaviors attributable
to USAID IHP? Did the project contribute to gender equity in health services? What factors enabled or
limited the program's success?

Using both quantitative and qualitative methods—including surveys, interviews, and focus groups—the
evaluation found that USAID IHP made progress in governance and service delivery, especially in
maternal health, tuberculosis, and malaria. However, such challenges as high staff turnover, political
instability, and limited government ownership hindered sustainability. USAID IHP contributed to gender
equity by increasing women'’s leadership in health committees. The report highlights the need for
continued focus on health worker training, integrated service delivery, and system-wide improvements
in referral systems and financing models to ensure long-term success.
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Executive Summary

This report presents the findings of a performance evaluation of the United States Agency for International
Development’s (USAID) Integrated Health Program (IHP) in the Democratic Republic of the Congo (DRC)
conducted by Data for Impact (D4l). The USAID IHP was launched in July 2018 and implemented over seven
years across nine provinces in the DRC, with the aim of improving health systems and increasing access to
health services. The evaluation assessed the program’s effectiveness in achieving its objectives, strengthenin
governance, and enhancing health outcomes.

Purpose and Background

g

The performance evaluation was conducted to assess USAID IHP’s progress in strengthening the DRC’s health
system governance, improving access to quality health services, and promoting healthy behaviors. The report

focuses on the program’s three objectives:
1. Strengthen health systems governance and leadership at provincial and facility levels.
2. Increase access to quality integrated health services in targeted health zones (HZs).
3. Promote the adoption of healthy behaviors, including increased use of health services.

The program’s interventions focused on key health areas: family planning (FP), immunization, malaria,
maternal and child health (MCH), nutrition, tuberculosis (TB), and water, sanitation, and hygiene (WASH).

Evaluation Questions

The evaluation addressed four questions:
1. Did the expected changes in outcomes and impacts occur?

a. Strengthen health systems, governance, and leadership at provincial, health zone (HZ), and
facility levels in target HZs.

b. Increase access to quality, integrated health services in target HZs.
c. Increase adoption of healthy behaviors, including health service use, in target HZs.

2. Ifthere were changes in healthy behaviors over the course of the study period, to what extent were
they attributable to USAID IHP?

3. Didthe project contribute to gender equity in health services and in the health system?
4. What factors enabled or limited the success of USAID IHP?
Methods

The evaluation used both quantitative and qualitative methods, including:

e Surveys of health workers, HZs, facilities, and community health workers (CHWs) conducted in three
waves (baseline, midline, and endline) across the program’s nine target provinces.

e Keyinformant interviews with USAID IHP personnel, government officials, and health workers.

e Focus group discussions (FGDs) with community members, especially mothers and guardians of
children under five.
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Key Findings

Research Question 1: Did the expected changes in outcomes and impacts occur?

The performance evaluation revealed that USAID IHP made significant strides in strengthening health systems
governance, improving access to health services, and enhancing the adoption of healthy behaviors. The
program’s use of tools, like the Participatory Institutional Capacity Assessment and Learning Index (PICAL),
led to measurable improvements in governance and leadership at the provincial and HZ levels. From 2019 to
2024, the use of PICAL assessments at HZ offices showed improvements, with participation increasing by 20
percentage points across the nine provinces. This enhancement was largely attributed to the introduction of
better strategic planning processes, improved communication, and targeted leadership training. However,
persistent challenges, such as high staff turnover and political instability, especially in provinces like
Tanganyika, undermined the continuity of leadership and hindered the full potential of these improvements.

USAID IHP’s efforts to increase access to quality health services also demonstrated positive outcomes. The
program invested in infrastructure, medical supplies, and extensive training of health workers, especially in
such areas as maternal health, child health, TB, and malaria. For example, emergency obstetric care improved
significantly through the introduction of clinical mentoring sites, where health workers received hands-on
training in life-saving delivery practices. In addition, the program's malaria and TB interventions led to better
diagnostic capabilities, with increased detection rates and high recovery rates, including more than 80
percent for multi-drug-resistant TB cases.

Community-based care sites were established to provide basic health services in remote areas, focusing on
treating common childhood illnesses. Although these sites expanded healthcare access, especially for
vulnerable populations, concerns about the quality of care persisted in areas where infrastructure and
security issues remained significant barriers to effective service delivery.

Research Question 2: To what extent were changes in health behaviors attributable to
USAID IHP?

The impact evaluation of USAID IHP—the results of which are presented in a separate report!—showed small
but mostly positive changes in Routine Health Information System (RHIS) indicators, with 11 of 13 indicators
moving in the desired direction (Data for Impact, 2024). Five of these indicators demonstrated significant
differences between intervention and comparison facilities, especially in the uptake of modern contraception,
which saw the greatest impact. Smaller improvements were seen in the provision of insecticide treated nets at
antenatal care (ANC) visits, treatment of diarrhea, and measles vaccinations. However, indicators for
complicated malaria treatment and malnutrition prevention showed negative trends, warranting further
investigation to understand whether the results reflected treatment effectiveness or gaps in care.

Research Question 3: Did USAID IHP contribute to gender equity in health services?
USAID IHP made notable contributions to promoting gender equity in the DRC’s health system. One of the key
successes was the increased participation of women in leadership roles in health committees and CHW
networks. More than 40 percent of cellules d’action communautaires (CACs, Community Action Committees)
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that were revitalized by USAID IHP were led by women by the end of the program, marking a significant step
toward gender parity in local health governance. The program also promoted gender-sensitive recruitment
and training of health workers, which led to more female CHWs being involved in service delivery.

To further integrate gender equity in health services, USAID IHP established gender units in all provincial
health offices and several HZs. These units were tasked with addressing gender disparities in healthcare
access and decision making. The program also encouraged the promotion of female health workers and the
integration of gender considerations in health policy.

Research Question 4: What factors enabled or limited the success of USAID IHP?

Several factors contributed to the success of USAID IHP. The program’s focus on providing technical
assistance and training to health workers and government officials at various levels played a critical role in
improving health system governance and service delivery. Tools like the PICAL and InfoMED systems (a
comprehensive logistics management information system for commodity management that captures patient
data and triangulates them with data on drug availability) enabled more effective management of resources
and data, contributing to better decision making at health facilities. Moreover, community engagement
through Comité de Développement de l’'Aire de Santé (CODESA; community health committee) and the use of
relais communautaires (RECOs, i.e., CHWs) helped build trust in the health system and fostered a sense of local
ownership of health services.

However, the program faced several limitations that impeded its full success. Political instability and high staff
turnover in the program, especially at senior levels, disrupted the continuity of leadership and undermined
long-term improvements in governance. In provinces such as Tanganyika and Sud Kivu, ongoing conflict and
insecurity made it difficult to retain trained health workers and maintain consistent service delivery.
Furthermore, limited government ownership of health interventions, coupled with underfunding, weakened
the sustainability of the program’s achievements. Despite efforts to improve government involvement, key
informants noted that the engagement was low and the government’s financial contributions to health
services remained insufficient.

The motivation of health workers was another significant limiting factor. Low salaries and inadequate
compensation, especially in remote provinces, led to frequent staff turnover and reduced morale. This
problem was exacerbated by the nationwide nurses’ strike in 2021, which significantly disrupted health
services across five provinces and delayed progress in several program areas. In addition, logistical challenges
related to the delivery of essential drugs and medical supplies—especially in hard-to-reach areas—further
limited the program’s impact.

Recommendations

Improving USAID IHP’s Approach

In the case that USAID wishes to build on the design of USAID IHP in future investments, the following
recommendations are offered.

1. Emphasize using PICAL results to guide management changes in HZs.

2. Increase the frequency and consistency of supervision visits at the operational level, ensuring the
necessary resources for routine supervision.

3. Continue supporting managerial and technical meetings, such as comité de gestion (COGE,
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10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

management committee) for information sharing and collaboration.

Further integrate the community scorecard approach in routine management decisions at health
facilities.

Improve the selection process for training participants and evaluate the effectiveness of the cascade
training approach to enhance knowledge transfer.

Develop mechanisms to provide health workers in remote areas with regular access to updated health
information, including the creation of an online platform.

Publicize accountability mechanisms more widely and ensure follow-up action on credible reports of
corruption or malpractice.

Target efforts to improve the availability of low-prevalence services, such as TB treatment and
comprehensive sexual and gender-based violence (SGBV) services.

Provide continued support for training health workers to properly use more sophisticated equipment.

Investigate the drug value chain to address irregular and delayed drug deliveries and adjust drug
delivery approaches based on contextual factors.

Analyze the vaccine supply chain for each vaccine type to ensure continuous availability, especially
for the Bacillus Calmette-Guérin (BCG) vaccine for TB.

Address underlying factors impacting health worker job satisfaction, especially remuneration,
working conditions, and professional development opportunities.

Revitalize community scorecard training and provide consistent support for CODESA members to
ensure sustained engagement.

Continue focusing on improving maternal and neonatal health technical skills, especially in
diagnosing preeclampsia and managing labor.

Increase behavior change communication to address misconceptions about contraceptive use and
target male partners in interventions.

Further emphasize service integration, including through integrated care protocols and supportive
supervision.

Provide additional training and support to retain volunteer health workers and improve community
health system functionality.

Institutionalize funding for CACs and CODESAs to ensure their sustainability.

Increase government buy-in for VIVA interventions (an innovative social and behavior change
campaign) to enhance their impact.

Improve preparation and organization for mini-campaigns to ensure medication and commodity
availability.

Increase monitoring and oversight of contracted local nongovernmental organizations (NGOs) to
improve performance.
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Suggested Future Directions

The following are suggestions for future directions for USAID support, beyond what was covered under the
USAID IHP approach.

1. Improving connectivity at health facilities could enhance reporting, remote supervision, access to
information, and online banking.

2. USAID could develop a resourced process for regular maintenance and repair of health facilities with
the Ministry of Health (MOH) to improve facility conditions.

3. Future programs might explore health financing models to promote protection from catastrophic
health expenditures for households and reduce stress on health facilities.

4. Research on barriers to referral acceptance could help improve referral systems, and mapping referral
facilities could enhance understanding of service availability and distances.

5. Pre-service training could be strengthened to produce highly skilled health workers before they are
deployed, and online continuing education could be explored.

6. Integrated supportive supervision and clinical mentoring could ensure that health workers maintain
high service quality.

7. Atailored strategy to improve leadership and governance and service delivery at hospitals might be
considered in future programs to address their unique needs and challenges.

8. An assessment of gender equity among health workers could help identify areas for improvement,
such as pay, labor division, and professional opportunities.

9. Future investments in nutrition and WASH could be prioritized to address issues of acute malnutrition
and severe diarrhea, especially considering the potential impacts of climate change.

Conclusion

The USAID IHP made substantial progress in improving health outcomes and strengthening health systems in
the DRC. However, persistent challenges, such as political instability, inadequate government ownership, and
health worker turnover, limited the program’s overall impact. Continued efforts to build local capacity,
enhance health worker motivation, and address socio-cultural barriers to healthcare access are critical for

sustaining these improvements in the long term.
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Evaluation Purpose and Questions

Evaluation Purpose

Data for Impact (D4l) carried out a performance evaluation and an impact evaluation of the United States
Agency for International Development’s (USAID) Integrated Health Program (IHP) in the Democratic Republic
of the Congo (DRC). The results of the performance evaluation are presented in this report. Results of the
impact evaluation are presented in a separate report, and are integrated in the discussion and
recommendations sections presented later in this report. Performance evaluations incorporate before and
after comparisons, but generally lack a rigorously defined counterfactual to control for factors other than the
project or intervention that might account for the observed change. Impact evaluations assess the extent to
which changes in health outcomes or service use over time are attributable to an intervention.

Research Questions
The specific research questions addressed in the evaluation were the following:

1. Did the expected changes in outcomes and impacts occur?

a. Strengthen health systems, governance, and leadership at provincial, health zone (HZ), and
facility levelsin target HZs.

b. Increase access to quality, integrated health services in target HZs.
¢. Increase adoption of healthy behaviors, including health service use, in target HZs.

2. If there were changes in healthy behaviors over the course of the study period, to what extent were
these attributable to USAID IHP?

3. Did the project contribute to gender equity in health services and in the health system?
4. What factors enabled or limited the success of USAID IHP?

The impact evaluation addressed Research Question 2. This report presents the findings from the
performance evaluation. The performance evaluation aspect of the study addressed:
® Research Question 1, which investigated changes over time in USAID IHP areas.
e Research Question 3, which examined the extent to which the project addressed issues of gender
equity.
e Research Question 4, which investigated the factors that enabled or limited the success of the project.
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Background

As part of its strategy to improve health outcomes in the DRC, USAID funded the USAID IHP in 2018. The
program began operationsin July 2018 and is being implemented over a seven-year period. USAID IHP works
across nine provinces clustered in three regions in the country’s southeast: Eastern Congo; Kasai; and
Katanga. Abt Associates leads the project, with the International Rescue Committee and Pathfinder
International serving as core partners. Seven niche partners with expertise in health programming, designing
innovative approaches, and research in fragile states—including in the DRC—are also part of the project’s
consortium, including [+Solutions, Matchboxology, BlueSquare, Mobile Accord/Geopoll, Training Resources
Group, and Viamo.

The purpose of USAID IHP is to strengthen the capacity of Congolese institutions and communities to deliver
high-quality, integrated health services to sustainably improve the health status of the country’s population.
The specific health, population, and nutrition areas of focus for the project are maternal health; neonatal,
infant, and child health; tuberculosis (TB); malaria; child nutrition; water, sanitation, and hygiene (WASH), and
family planning (FP). USAID IHP works in nine contextually diverse provinces in the regions of Eastern Congo,
Katanga, and Kasai, and implements a wide array of interventions, as described later in this section.

Given the breadth and depth of the planned interventions, the USAID Mission in the DRC requested D4l to
conduct an independent, third-party evaluation of the performance and impact of USAID IHP on key health
systems-related outcomes, including the uptake of FP and health services; health systems functioning (i.e.,
improved disease surveillance, the availability of essential commodities, and health worker motivation); and
the practice of key healthy behaviors.

In the remainder of this section, we describe the country and health systems context for the evaluation and

the objectives and programmatic approaches planned at the project's beginning. It should be noted that, in
the results section, we include a description of how the project evolved over the seven-year implementation
period based on a review of the projects’ annual reports and on key informant interviews.

Country and Health Systems Context

Geographic, Economic, and Political Context

The DRC is the largest country in sub-Saharan Africa, rich in natural resources, such as minerals, forests, and
arable land. Despite this, the vast majority of the population continues to live in poverty. The DRC had a gross
national income per capita that was still one of the lowest globally, and about 74.6 percent of its population
lived on less than 2.15 US dollars (USD) per day in 2023, reflecting the deep-rooted economic challenges
(World Bank, 2024).

The long-delayed 2018 general elections were marked by controversy and allegations of fraud, highlighting
the ongoing fragility of the country's electoral process. By 2024, President Tshisekedi had secured a second
term, but forming a governing majority remains a challenge and insecurity worsens in North Kivu and Ituri.
Despite strong gross domestic product growth of 7.8 percent in 2023, driven by the mining sector, agriculture
lags and inflation and exchange rate depreciation strain the economy (World Bank, 2024).

Health System Context

The DRC’s health system is structured across three levels: central, provincial, and peripheral (health zones
[HZs]). Despite this organization, the health system faced severe underfunding, with government health
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spending remaining low at around 4 percent of the national budget. This underinvestment meant that health
services were largely sustained through out-of-pocket payments and development assistance for health.
However, development assistance for health was heavily directed toward vertical disease-specific programs
(such as malaria, HIV/AIDS, and immunization), often at the expense of comprehensive primary health services
(World Bank, 2020).

Socially, the DRC faces severe challenges, with high child stunting rates, poor education quality, and gender
inequality. Women are underrepresented in education and vulnerable to violence. The health system,
weakened by conflict and the 2019 coronavirus disease (COVID-19) pandemic, struggles with outbreaks and
vaccine hesitancy (World Bank, 2024).

Project Objectives

USAID IHP was tasked with working closely with government health officials at central, provincial, zonal, and
health facility levels to build government capacity and leadership, and to increase the sustainability and local
ownership of interventions. USAID IHP was designed to address three program objectives, as follows:

e Objective 1: Strengthen Health Systems, Governance, and Leadership at Provincial, Health Zone, and
Facility Levels in Target Health Zones

e Obijective 2: Increase Access to Quality, Integrated Health Services in Target Health Zones

e Objective 3: Increase the Adoption of Healthy Behaviors, including the Use of Health Services in Target
Health Zones

Programmatic Approaches

Objective 1: Strengthen Health Systems, Governance, and Leadership at Provincial,
Health Zone, and Facility Levels in Target Health Zones

The planned programmatic approaches related to Objective 1 were aimed to support provinces, HZs, and
communities to become empowered stewards and effective managers of health system functions, via tailored
needs-based interventions, guided by the results of Participatory Institutional Capacity Assessment and
Learning Index (PICAL) evaluations and human-centered design (HCD) techniques.

Use of the PICAL tool at provincial and HZ levels aimed to foster a culture of self-assessment, enhance
institutional capacity building, and guide the development and implementation of performance improvement
action plans to support improved governance, leadership, and accountability. The capacity-building needs
identified during PICAL assessments were intended to facilitate targeted technical assistance, coaching, and
leadership training in (1) public financial management; (2) analysis and use of data for improved disease
surveillance and facility-level data reporting; (3) management of human resources for health, taking gender
into consideration in the recruitment and deployment of staff; and (4) use of a performance dashboard tool to
equip provincial and HZ managers with real-time, data-driven, decision-making capabilities. Moreover, USAID
IHP planned to optimize the use of existing methods, such as results-based financing; employing mobile
phone-based surveillance technologies; and strengthening supply chain activities to support quantification,
forecasting, and timely inventory replenishment.

At the community level, USAID IHP planned to use the Ministry of Health’s (MOH) community dynamics

strategy to improve coordination and oversight functions. By facilitating collaboration among provincial, HZ,
and community entities, this strategy aimed to strengthen the capacity of Comité de Développement de ’Aire
de Santé (CODESA,; health area development committee), civil society organizations (CSOs), and community-
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based organizations to be true partners in addressing social and behavior change (SBC), and mobilizing the
demand for and uptake of improved health services. Activities to support community-level monitoring of
health system performance were to include streamlining community scorecard approaches; launching a toll-
free fraud and complaints hotline (number for reporting corruption, abuse, or similar allegations; and
providing rights-based education to communities. Capacity building of CODESAs, select CSOs, or community-
based organizations were also planned through a Grant under Contract program. Together, these approaches
were aimed to enhance coordination capacity and multi-level collaboration to support more effective
community stewardship of the health system, while demanding accountability of both local and provincial
authorities.

Objective 2: Increase Access to Quality, Integrated Health Services

The programmatic approaches related to Objective 2 were to focus on increasing health service demand,
access, and quality in the program’s regions. A primary component was to entail scaling up health facilities
that can provide essential, integrated, and high-quality health services. Facility-based activities were to
include renovating health infrastructures; equipping health facilities with drugs and medical supplies; and
building knowledge and capacity among health workers so that health personnel can provide a package of
integrated services for maternal, neonatal, and child health (MNCH); nutrition; FP and reproductive health;
WASH; malaria; and TB.

The planned interventions were also to be focused on improving health worker attitudes and interpersonal
communications. As part of this approach, the project planned to implement a fraud and complaints hotline
and reporting system to enhance health worker accountability. Using a cluster model strategy, the project
planned to first prioritize building capacity at a high-performing facility in a HZ, and once strengthened, use
that health structure to provide support and outreach to facilities in the same HZ. The project aimed to
strengthen other facilities located in more remote locations over the course of the project.

Community-based health activities were considered critical to increasing the use of facility services and
improving the provision of essential health services, especially in remote locations. Interventions designed to
strengthen community-based health services included recruitment of new community health workers (CHWs),
especially women; training CHWs on health promotion (with a focus on WASH) and integrated community
case management (iCCM); and training facility-based health workers on community outreach and the
provision of health services at the community level. Interventions to strengthen referrals from community
platforms and health centers (HCs) to referral hospitals were also planned. Building collaboration with
government health structures, the United States Government, and other donors by supporting and actively
participating in central-level meetings during which learning experiences, needs, and priorities were jointly
identified and discussed, and policy influenced were also viewed as important.

Objective 3: Increase the Adoption of Healthy Behaviors, including the Use of Health
Services in Target Health Zones

The planned interventions related to Objective 3 were meant to increase the adoption of healthy behaviors
and the use of health services in targeted provinces. The strategy aimed to raise community awareness and
knowledge of health services and address barriers to optimal health-seeking, and to strengthen community
engagement and social support to enable healthy behaviors. Specific interventions were to include a “healthy
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family” campaign composed of a multipronged educational program involving a family drama series focusing
on common health problems and issues related to accessing facility and community-based health services,
the care received, and satisfaction derived. Storylines disseminated through radio and text messaging were to
highlight sociocultural barriers that inhibit access to services and the practice of healthy behaviors, and ways
that these barriers can be overcome. Radio listening sessions organized to facilitate community discussions
and reactions to scenarios presented during the drama series were planned at the local level. The messages
conveyed through the drama series were to be complemented by interpersonal communication carried out by
CHWs and CODESAs, and supported by women’s organizations and other community-based groups through
mobilization events. Open houses were to be held to highlight improvements in health facilities and
encourage use.

The Champion Community model was planned to prioritize health areas (HAs) and target audiences, and to
develop workplans and monitor activities in the targeted areas. Mini-campaigns were to focus on addressing
health problems according to specific and immediate needs. Efforts to share lessons learned, harmonize
strategies, and improve approaches by collaborating and coordinating with other groups involved in SBC were
to include the following: key government institutions working on communications; government officials,
implementing agencies, and others participating in coordination meetings (clusters, Médecin Chef de Zone [HZ
head physician], head nurse) at the central, provincial, and zonal levels; and USAID staff and partners.

The project aimed to share SBC activity results with international audiences during academic conferences and
through peer-reviewed, scientific manuscripts. At the local level, coordination of SBC approaches was planned
with HZ offices, CODESAs, and cellules d’action communautaires (CACs; Community Action Committees, which
are community-level organizations that engage in health communication), with assistance to HZs during the
development of their operational action plans to ensure the overall goal of scalability of sound and effective
messaging and activities that align with and contribute to the achievement of agreed on health goals.
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Methods

Quantitative Component

Survey Design

The provincial health office survey and the HZ office survey were identical instruments that contained
questions on basic information, staffing, infrastructure, sources and uses of funding, community funding
initiatives, support from USAID IHP, management and supervision, coordination and collaboration, capacity
strengthening, and the health management information system.

The health facility survey, which was administered to hospitals and HCs, was comprised of six modules:
management, services, finance, infrastructure, medications, and a medical record review.

At each surveyed health facility, a health worker module was administered. At hospitals, this survey was given
to a maximum of one physician, one nurse, and one midwife who were present on the day of the survey and
who were general practitioners who provided antenatal care (ANC), delivery care, postnatal care, or pediatric
services. They were selected randomly, with replacement, from the duty roster. At HCs, all physicians, nurses,
and midwives who were present on the day of the survey and who provided clinical services were invited to
participate. The health worker survey contained questions about basic information, training, management
and supervision, provider income, provider satisfaction, and provider motivation.

Health workers also responded to clinical vignettes. Each surveyed health worker was asked whether they
regularly provided child health services, FP services, and adult health services. They were then given the
corresponding vignette(s), which guided them through a hypothetical patient and collected data on how they
would approach the case at each stop of the visit. Table 1.1 shows the vignettes that were administered at
each round of data collection.

Table 1.1. Clinical vignettes by topic and survey round

2019 2021 2024
Child health Dysentery* Pneumonia Dysentery*
FP New user* New user* New user*
Adult health - COVID-19 -

*Indicates that the same vignette was used in multiple survey rounds.

The CODESA survey asked questions about the CODESA representative, CODESA composition and functioning,
compensation, perceptions of the health facility, support and coaching, motivation, and job satisfaction.

The relais communautaires (RECOs, i.e., CHWSs) survey asked about basic information, incentives and
compensation, RECO composition and functioning, training, coaching, motivation, and job satisfaction.

Data Collection

The analyses presented in this report used three waves of data collected from provincial health offices, HZ
offices, hospitals, and HCs. The baseline survey was conducted in six provinces (Sud Kivu, Tanganyika, Kasai
Oriental, Sankuru, Haut Katanga, and Lualaba), and the midline survey was conducted in these provinces and
the remaining three provinces (Kasai Central, Lomami, and Haut Lomami). For the midline and endline
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surveys, we added modules for CODESA (i.e., community health committee) members, and relais
communautaires (i.e., CHWSs).

In each selected province, data collectors attempted to survey all existing HZ offices. In each HZ, three
HCs/posts were randomly selected. Once the facilities were selected, data collectors called via phone or
visited the facility and spoke with the facility head. If the facility head agreed to participate, data collectors
conducted surveys with that facility and its associated health workers. If the facility did not agree to
participate, the next closest health facility in the HZ was invited to participate. If a health worker refused, they
were replaced if there was another eligible health worker present. In addition, at each HC, we attempted to
survey the highest-ranking CODESA member available (typically, the CODESA president or vice president), and
two randomly selected CHWs.

For the six provinces that were included in the baseline evaluation, we attempted to survey the same facilities
during all three waves of data collection. For the three additional provinces that were added as part of the
midline evaluation, we attempted to survey the same facilities in the endline evaluation. The Kinshasa School
of Public Health administered the surveys.

Analysis of Change Over Time in USAID IHP-Supported Areas

The analyses that showed change over time from baseline to endline are based on a restricted sample of
facilities that were surveyed in each of these waves, whereas the analyses that showed change over time from
midline to endline are based on a restricted sample of facilities that were surveyed in these waves. Because
some facilities surveyed at baseline could not be revisited at midline, the results presented in this report may
differ slightly from the results in the baseline report. This is also the case for the midline survey because some
facilities included in this wave could not be revisited at endline. The values for key indicators were tabulated
for each wave individually, and the absolute and percentage point changes between 2019 and 2024 were
calculated, and between 2019 and 2024 were calculated. Unadjusted tests of statistical significance (chi-
square tests and Fischer’s exact tests) were done. Results were stratified by province. For composite
indicators (e.g., offering the minimum package of preventive services), findings were also disaggregated by
the indicators comprising them (ANC, FP services, etc.) overall.

It should be noted that questionnaires were divided into modules so that multiple data collectors could work
at the same facility in tandem. Each survey module was administered separately; therefore, in a very limited
number of cases, a facility may be missing an individual module. This means that the n values may differ
slightly throughout the analyses.

Cross-Sectional Analyses in USAID IHP-Supported Areas
As stated previously, in the midline and endline surveys, modules for CODESA members and CHWs were
added, and the survey area was expanded to include the three additional provinces (Kasai Central, Lomami,

and Haut Lomami) that were not surveyed at baseline. Select indicators related to USAID IHP’s community
approach are presented for 2021 only and are disaggregated by all nine provinces supported.

Qualitative Component

Instrument Design
The qualitative data collected examined the design and implementation of USAID IHP activities, changes
observed to date, and the impact of contextual factors on the program and the health system generally.
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Data Collection

A team of researchers collected qualitative data between March and August 2024 at the central level and in
two USAID IHP target provinces (Sud Kivu and Kasai Oriental) where the midline qualitative evaluation was
also conducted. The research team was comprised of an international qualitative researcher, two researchers
from the University of Kinshasa, and one local researcher and data collector based in each of the target
provinces. The team consisted of four women and three men. The team employed a mix of methods involving
key informant and in-depth interviews, focus group discussions (FGDs), and observations.

Researchers administered key informant interviews to a range of health professionals from the central to the
zonal levels in Sud Kivu and Kasai Oriental, with key informants typically interviewed on more than one
occasion. At the central level, key informants included USAID IHP personnel, USAID staff, and MOH officials.

In Sud Kivu, the team collected data in March and April 2024. Key informants included two USAID IHP
representatives, two staff in the Division Provinciale de Santé (DPS, Provincial Health District) office, a
provincial inspection office staff member, three staff members in the Miti Murhesa HZ, three staff members in
the Walungu HZ, and a representative of a collaborating nongovernmental organization (NGO) that was
overseeing implementation of the Ukraine Funds. All key informants interviewed were male.

In Sud Kivu, the evaluation was carried out in a higher performing and a lower performing HZ according to the
child health indicators, including HC attendance for major child illnesses and vaccination coverage. We
selected HZs where data from each of these indicators were clearly above or below the provincial averages. In
each HZ, we targeted a higher performing and lower performing HA using the same approach. We focused on
these two indicators, identifying HZs where each indicator results were clearly below or above the provincial
averages. In each HA, we conducted in-depth interviews with a head nurse (infirmiére titulaire or IT) and a
RECO, and in three of four of the HAs, we carried out in-depth interviews with senior CODESA members (Table
1.2). We also administered in-depth interviews in the reference hospitals with clinicians and hospital
administrators. Observations of four facility infrastructures, including the equipment and medications
available, were also conducted.

FGDs were held with 6-12 mothers and grandmothers of children under five years of age in each of the four
HAs (four HAs in total) included in the evaluation. Discussions mainly focused on child health services and care
seeking for sick children.

In Kasai Oriental, data collection occurred in April and May 2024. Key informants included five representatives
from USAID IHP, three representatives from the DPS, one representative from the provincial inspection office,
a staff member of an NGO collaborating with USAID IHP, and the chief medical officers of the two targeted
HZs. Three of the 12 key informants were women.

In Kasai Oriental, the evaluation was carried out in a higher performing and a lower performing HZ according
to child health indicators, including HC attendance for major child illnesses and immunization, and in each
HZ, we targeted a higher performing and lower performing HA. In each HA, in-depth interviews were
conducted with the head nurse, a CODESA member, and a RECO. Interviews were also administered with
RECOs in charge of iCCM posts. In addition, researchers conducted in-depth interviews at the Hépital Général
de Référence (HGR, General Reference Hospital) with a hospital administrator and clinician. Observations of
facility infrastructures, equipment, and medications constituted another component of the evaluation.

FGDs were held with 6-12 guardians of children under five years of age in each of the four HAs to assess
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perceptions and use of child health services.

Table 1.2. Number of interviews carried out by research method during the endline qualitat