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BRANCH Country Case Studies

1. Overview of Case Studies
1.1. Rationale

Conflict and disasters disproportionately affect children and women.(1-4) Best estimates
of maternal mortality in conflict settings are 1,000 per 100,000 live births compared to 690 per
100,000 live births in non-conflict settings in Sub-Saharan Africa.(5) Approximately 50% of
global maternal deaths occur in six countries that have suffered or are in the midst of an armed
conflict.(6) Maternal and under-5 mortality are notably higher in countries with an ongoing
conflict compared to their non-conflict counterparts.(5) Another study in 28 Sub-Saharan Africa
found that under-5 mortality increased by 1.3% during conflict.(7)

Conflict has both direct and indirect health effects on children.(8) (9) Injury and death
increase as a direct result of armed conflict.(10) The largest impact of conflict is not direct
injuries due to conflict but instead malnutrition, malaria and other childhood illnesses.(9)
Mortality rates among children under-5 are considerably higher in humanitarian crises due to the
synergy of many factors including violence, displacement, infectious disease, poverty and
malnutrition.(11) (12) As in stable settings, diarrhea, measles, malaria, pneumonia and acute
malnutrition cause the majority of child deaths in humanitarian crises, however, children face the
additional burden of psychological trauma as a consequence of their exposure to conflict.(12-14)

Sexual and reproductive health problems are leading causes of women’s ill health and
deaths worldwide. Vulnerability to these problems and the risk of mortality increase in crisis
situations, especially among pregnant and postpartum women.(11) Studies in post-emergency
and crisis settings show that pregnant women may have increased medical risks such as
gestational hypertension and anemia, along with adverse pregnancy outcomes including low
birth weight or preterm birth.(15) Humanitarian crisis further increase the risk of pregnancy-
related death due to pre-existing nutritional deficiencies, (15, 16) susceptibility to infectious
diseases,(2, 15, 16) lack of access to antenatal care,(15, 17-19) and the unavailability of assisted
deliveries and emergency obstetric care.(2, 16, 17, 19)

Several factors worsen the health outcomes of women and children in conflict settings.
Conflict disrupts access to preventative and curative health services. Conflict diverts government
spending from health services to weapons and munitions,(16, 20, 21) while aerial bombing and
ensuing fighting destroy health infrastructure and weaken the provision of preventive
services.(16, 20-22) Conflict drives up the cost of health care as a result of limited health
personnel and medical supplies.(18) Insecurity can also disrupt physical access to services, as
safety concerns prohibit travel. Increased economic pressure and poverty can also place women
and children in vulnerable situations as they are separated from male breadwinners who were
their primary source of income and must now find other sources of economic support.(1) Forced
displacement and financial constraints necessitate individuals seeking refuge in makeshift
shelters. Individuals are forced to live in inadequate conditions which expose them to accident,
disease, and injury.(1, 20) These shelters are overcrowded, with limited access to water, heating,
and sanitation facilities.(2, 16, 21-23) Disease transmission of HIV/AIDS, cholera, tuberculosis,
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and malaria increases in these inadequate living conditions.(16) Exposure to violence during the
conflict can have longstanding physical and mental trauma for both women and children.(13, 14)
Additionally, women may be particularly vulnerable to gender-based violence. Intimate partner
violence is the most common form of gender-based violence in conflict settings but women also
experience sexual violence in camp settings, or as systematic violence perpetrated by parties to
the conflict.(24)

Crucial interventions including contraceptive provision,(25) antenatal care,(16, 25)
skilled birth attendance,(25) clean delivery kits,(25) promotion of immediate and exclusive
breast-feeding,(25) nutrition education and support,(26) and the provision of soap and avoiding
contamination of water,(27) can have a major impact on morbidity and mortality in conflict
settings. Providing these interventions to conflict-affected populations presents difficulties,
particularly in insecure areas. Instability and fear of violence can also limit a family’s ability to
travel to receive health services. With a multitude of global actors working in the humanitarian
space attempting to overcome the obstacles presented by conflict, it is important to consolidate
this expertise. It is essential to understand sexual, reproductive, maternal, newborn, child, and
adolescent health and nutrition (SRMNCAH & N) intervention delivery in conflict settings. In
particular, it is important to understand the numerous factors and considerations that are
underlying the decisions to use these delivery methods. Our project aims to explore the provision
of SRMNCAH & N interventions in conflict settings and describe the factors that influence the
implementation of SRMNCAH & N in these settings. We will conduct case studies in ten
countries that have experienced conflict. We have chosen a range of different countries in order
to capture multiple experiences of conflict and add depth to our analysis. Through understanding
how those practicing in the field are overcoming obstacles delivering health interventions in
conflict, this study can inform best practices describing how to deliver health services.
Ultimately, the results from this study aim to improve care and outcomes.

2. Study Context: Case study countries

Ten countries will inform the case studies. Our country selection was influenced by the
feasibility of conducting research within that context. Feasibility was characterized by security,
access, data availability, and interested local research and implementing partners. The selected
countries were identified to reflect a mix of geographical representation, phase of conflict,
displacement scenarios, income level, and level of documentation. The case study countries
include:

Afghanistan
Colombia
DRC

Mali
Nigeria
Pakistan
Somalia
South Sudan
Syria
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The period of investigation will differ for each country, and is informed by peaks of battle-
related deaths. Battle-related deaths are being used as a marker of conflict intensity under the
assumption that the period with the highest number of deaths would align with when funding and
NGO activities in the country were also the highest. (see Table 1).

Yemen

Afghanistan 2015 2013

Pakistan 2010 2006 2014 2013

Syria 2013 2011

Yemen 2015 2013

Somalia 1992 1990 2012 2011

South Sudan 2014 2012

Mali 2013 2011

Nigeria 2014 2009

DRC 2013 2011

Colombia 2002 2000

Table 1: Trends for Battle Related Deaths (BRD)

3. Research Plan

Component Geography of Interventions Period of Countries Categories of Data
Focus Interest Data Analysis

Component 1:  All conflict- SRMNCAH &  2000-2017 Ongoing Quantitative  Quantitative

SRMNCAH affected N conflict and data and Analysis (as

& N coverage populations and transitioning  document feasible due
geographies of conflict review to data
interest countries availability)

Component 2:  All conflict- SRMNCAH &  Country Ongoing Document Latent

Overview of affected N specific time  conflict and review and content

Operations populations and period (see transitioning  primary Analysis
geographies of Table 1) conflict qualitative
interest countries data

s SRMNCAH & N key interventions of interest are defined in Appendix 2
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Component 1: SRMNCAH & N coverage

Geography of focus: All conflict-affected populations and geographies of interest
Interventions: SRMNCAH & N

Period of interest: 2000-2017° (as available)

Countries: Ongoing conflict and transitioning conflict countries

Categories of Data: Secondary data: quantitative data and document review

Component 1: Research Questions

The country case study team will focus on using existing data to determine what interventions
across the continuum of care were delivered, at what scale, and the impact of interventions on
morbidity or mortality in the case study country. Several questions will guide their investigation:

1. What health domains® (including the interventions) across the continuum of SRMNCAH & N
care were addressed by
1.1. Geography (i.e. describe patterns of distribution throughout the country)
1.2. Time (i.e. describe if and how attention to different health domains changed over time)
1.3. Organization (i.e. how different organizations addressed various health domains)
1.4. Interrelationship of geography, time, and organization (i.e. describe the relationship
between geography, time and organization including patterns and trends )

2. How interventions in health domains across the SRMNCAH & N continuum of care were
delivered (e.g. packaged interventions, healthcare workers, types of health facilities etc.) by
2.1. Geography (i.e. describe how service delivery differed by geographic areas)

2.2. Time (i.e. describe how types of service delivery have changed over time)

2.3. Organization (i.e. describe the range of service delivery modalities and how it differs
among organizations)

2.4. Interrelationship of geography, time, and organization (i.e. describe the relationship
between geography, time, and organization including trends )

3. At what scale were specific interventions within each domain across the continuum of care
delivered by
3.1. Geography (i.e. describe how the scale of each intervention differed by geographic area)
3.2. Time (i.e. describe how different interventions have been scaled up or down over time)

2000-2017 was chosen because it is extended enough time period within which to document
trends in coverage.

¢ Domain refers to health area of investigation, i.e. sexual, reproductive health, maternal health etc. while
interventions refer to the specific health service as described in Appendix 2. A health domain may have multiple
interventions associated with it.
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3.3. Organization (i.e. describe the scale at which different kinds of organizations deliver
interventions)

3.4. Interrelationship of geography, time, and organization (i.e. describe the relationship
between geography, time and organization including trends in the scale of interventions)

4. What was the effect of the SRMNCAH & N interventions on morbidity and/or mortality?

Component 1: Potential Data Sources (see section 4.1 below for more detail on data types)

e National or sub-national population surveys

o
o
(0]

DHS

MICS

Other household surveys including information on health, living conditions and
access to services

e Government- sourced information

(0]

O O0O0OO00O0

Policy and strategy documents

Clinical protocols

Health information system reports

Aggregated hospital/health facility data

CHW records/community- based program data

Policy reports/documents

Expenditure information including national health accounts and health sector
budget reports

e UN and NGO- sourced information

o O

O 0000 O0o

Project proposals/reports/evaluations

Needs assessments

Programmatic data (including activity inputs, processes and outcomes tracked)
Health service statistics

Clinical protocols

Population surveys and health facility assessments

Expenditure information

Humanitarian Cluster and other health coordination meeting minutes

Component 2: Overview of Operations and Delivery

Geography of focus: All conflict-affected populations and geographies of interest
Interventions: RMNCAH & N

Period of interest: Country- specific time period (see Table 1)

Countries: Ongoing conflict and transitioning conflict countries

Categories of Data: Document review and primary qualitative data

Component 2: Research Questions
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The country case study team will focus on the operations of different kinds of organizations
during the period of interest. This includes decision making on resource allocation to different
health domains within RMNCAH & N, and coordination with different kinds/types of
organizations. Several questions will guide their investigations:

1.

3.

How was evidence used to inform the decision-making processes for prioritizing health
interventions for service delivery, specifically:

1.1. Local surveys, needs assessments, routine data sources etc.

1.2. Global evidence base on effectiveness of interventions

1.3. Global guidance (e.g. sphere, WHO, IASC, UNHCR, MISP etc.)

How are interventions being delivered?
2.1. What health worker are used to deliver interventions?
2.1.1. What qualifications do these health workers have? What additional training are
they given?
2.1.2. Why is this cadre of health workers used to deliver the interventions?
2.1.3. What were challenges faced in workforce availability and technical capacity and
how were these addressed?
2.2. Where does the conflict-affected population receive each intervention (e.g. local school,
home, health facility etc.)?
2.2.1. Why was this location chosen?
2.3. Were there special efforts to reach vulnerable populations®?
2.3.1. Does the delivery approach reach the most vulnerable populations? Why or why
not?
2.4. What innovative methods are being used to access conflict-affected populations?

What role did the availability of resources play in the decision to deliver interventions
including
3.1. Stockpiles of commodities
3.2. Funding limitations or restrictions, such as
3.2.1. Liquidation of funds (i.e. how quickly funds could be accessed by country team
and its role on the timing of service delivery)
3.2.2. Budget constraints
3.2.3. Availability of assessments of relative cost and the cost effectiveness of
interventions
3.2.4. Sources of funding (e.g. tied funding)
3.2.5. Fluctuations in funding
3.3. The types and numbers of local and international health workers (across different
geographies in the country)
3.3.1. What capacity-building strategies were possible? Which ones were not?

4 Vulnerable populations are defined as members of socially marginalized groups who are discriminated against on
the basis of their gender, class, caste, race, ethnicity, tribal affiliation, religious affiliation, geographic area of
residence, and other local factors
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4. How did country-specific contextual factors limit or facilitate which interventions were
delivered?
4.1. National laws and legislation (including reporting of specific interventions)
4.2. Security conditions due to the conflict
4.2.1. Did this change over time?
4.2.2. Did this change by geographical variation?
4.2.3. How were security concerns managed?
4.3. Culturally-situated beliefs (i.e. describe how these influence the acceptability of different
health interventions)
4.4. Strength of public, private, and faith-based care networks
4.5. Political dynamics (e.g. power sharing dynamics or geographic areas of control)

5. How did actors (including local and international NGOs, UN agencies, and government)
coordinate with one another (bilaterally and/or within clusters) to provide SRMNCAH & N
interventions?

5.1. What means were used to ensure coordination? (e.g. cluster meetings and who
participated or did not?)

5.2. What objectives were coordination aimed at? (e.g. avoiding duplication, sourcing
complementary resources etc.)

6. How did organization operations influence the selection of interventions including
6.1. How did organizational expertise and mandate influence which interventions across the
continuum of care were delivered?
6.2. How did established institutional practices/patterns of behavior of delivery influence
which interventions across the continuum of care were delivered?

7. How has increased attention to one domain within SRMNCAH & N influenced attention to
another aspect of SRMNCAH & N including through distribution of:
7.1. Commodities
7.2. Resources
7.3. Workforce
7.4. Financing

8. What other enabling and constraining factors affect the delivery and implementation of
interventions?

9. Has the set of interventions delivered evolved over time? Why?
9.1. What has been the role of epidemics on the introduction of new interventions?
9.2. What has been the role of natural disasters on the introduction of new interventions?
9.3. How have any influxes of displaced populations influenced the introduction of new
interventions?
9.4. What other factors influenced changes?



Ataullahjan et al.

Additional File

BRANCH Country Case Study Common Protocol

Component 2: Potential Data Sources

e Government-sourced information

o
(0}
o

Policy reports/documents
Expenditure information
Memos/emails

e UN and NGO sourced information

(0}

OO0O0O0O0O00O0O0

o
e Media
o

Programmatic data

Project/Program proposals

Project/Program reports

Project/Program evaluations

Minutes of meetings

Annual reports

Expenditure information

Sitreps (report on the military situation in a particular area)
Memos/emails

Cluster and other health coordination meeting minutes
FTS (Financial Tracking Service)

Newspaper articles

e Key informant interviews and focus group discussions

o

(0}

4  Methods

NGO upper management (i.e. country representative/medical coordinator/logistic
coordinator/security coordinator)

NGO healthcare staff (i.e. site coordinator, frontline fieldworker/clinicians,
program coordinators)

Government and Opposition Forces (e.g. Ministry of Health and/or other
equivalent governing bodies, provincial and district level health authorities)

UN officials (i.e. representatives from UNICEF, WHO, UNHCR, and/or UNFPA)
Health facility staff (including management and clinicians)

Additional as appropriate

4.1 Types of Data

Several different types of data will be used to inform the data collection, they are described
below. The country case study lead and team will decide which data sources will be used to
inform the research objectives from the potential data sources listed for that component. They
will decide how to best address the research objectives given the availability of secondary data,
and documents in the country. The potential data sources are described in detail below.

| Component 1-Quantitative | Component 2 —Qualitative
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Data
sources

e National or sub-national population e  Government-sourced information
surveys o0 Policy reports/documents
o DHS 0 Expenditure information
o MICS 0 Memos/emails
0 Other household surveys e UN and NGO sourced information
including information on 0 Programmatic data
health, living conditions and 0 Project/Program proposals
access to services, monitoring 0 Project/Program reports
and evaluation findings 0 Project/Program evaluations
e Government- sourced information 0 Minutes of meetings
o0 Policy and strategy documents o Annual reports
o0 Clinical protocols o Expenditure information
0 Health information system o0 Sitreps (report on the military situation in a
reports particular area)
0 Aggregated hospital/health Memaos/emails
facility data 0 Cluster and other health coordination
o0 CHW records/community- meeting minutes
based program data o FTS (Financial Tracking Service)
o0 Policy reports/documents e Media
0 Expenditure information o Newspaper articles
including national health e Key informant interviews and focus group
accounts and health sector discussions
budget reports 0 NGO upper management (i.e. country
e UN and NGO- sourced information representative/medical coordinator/logistic
0 Project coordinator/security coordinator)
proposals/reports/evaluations 0 NGO healthcare staff (i.e. site coordinator,
0 Needs assessments frontline fieldworker/clinicians, program
0 Programmatic data (including coordinators)
activity inputs, processes and o0 Government and Opposition Forces (e.g.
outcomes tracked) Ministry of Health and/or other equivalent
0 Health service statistics governing bodies, provincial and district
o0 Clinical protocols level health authorities)
0 Population surveys and health o UN officials (i.e. representatives from
facility assessments UNICEF, WHO, UNHCR, and/or
0 Expenditure information UNFPA)
0 Humanitarian Cluster and other 0 Health facility staff (including
health coordination meeting management and clinicians)
minutes o0 Additional as appropriate

4.1.1 Literature Review

An in-depth literature review on the case study country will be conducted prior to the
data collection process. The literature review will provide information on the details and nature
of the conflict, and the status of the health domains across the continuum of care. The country
case study lead and team are responsible for compiling any literature they believe is required
prior to commencing the data collection. The literature review will include the scientific and grey
literature. The grey literature will include published documents and reports on the study settings
from non-profit governmental organizations, government hospitals, and intergovernmental
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organizations. These will be procured using online databases, direct contact with the
organizations, and archives.

A systematic review on the health domains across the continuum of care is currently
being conducted, however, the results from the systematic review will not be available until the
summer of 2018. The compiled results will be shared with the case study leads. Additionally, as
the systematic review is being conducted, any article on a case study country is tagged and
placed in a separate folder regardless of whether they are included within the systematic review.
Once completed, these articles will also be shared with the case study leads. The literature
procured through the systematic review can be used to contextualize the results that emerge from
the case study.

A systematic review on sexual and reproductive health in conflict is currently being
completed by the team from LSHTM. The results from this review will be available to the co-
investigators in November 2017.

4.1.2 Document Review

Documents will be obtained from partner organizations and may include internal
communications such as memos, emails, and minutes from meetings. Policy documents,
project/program proposals, project/program reports, project/program evaluations, clinical
protocols, sitreps, expenditure information, and any other additional documents will also be
reviewed. Some documents will be sourced from government agencies and include expenditure
information, memos, and emails. UN sourced data such as cluster meeting minutes, and country
reports will be included as will other data sources include the financial tracking service.
Document review will be used as data triangulation and theory triangulation,(28) and also help
raise new research questions and identify new informants. Together, these documents will be
used to understand the decision-making processes that determined which interventions were
delivered and their delivery methods. A potential problem related to this data source is the issue
of reporting bias. Documents may reflect the biases, unbeknownst to the reader, of those who
wrote or produced these documents. (29) In order to overcome this problem, the case study team
will check the validity of information published in reports during interviews.

4.1.3 Quantitative Data

Quantitative data will be gathered from several data sources including the DHS, MICS,
national risk and vulnerability assessment, household surveys, immunization data, hospital/health
facility records, CHW records/community based program records, programmatic data (including
doses, commodities delivered, health sessions, health centers supported etc.), SMART surveys,
and any other local relevant surveys.

The country case study team will assess the availability of quantitative data in respect to
the research objectives and use the data sources they deem most appropriate to address these
objectives. For instance, in a country where there are several national surveys available, the
focus on programmatic data may be minor. In contrast, in a country where there are few,
outdated or spotty national figures available, programmatic data or smaller scale surveys may be
needed to address the research objectives.

10
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4.1.4 Primary qualitative data
4.1.4.1 Participants

Several different categories of participants may be included in the country case study. The
country case study team will determine which categories of participants to interview depending
on who can best provide the primary qualitative data required to fulfil the research objectives.
These categories include:

e NGO upper management (i.e. country representative/medical coordinator/logistic
coordinator/security coordinator)

e NGO healthcare staff (i.e. site coordinator, frontline fieldworker/clinicians, program
coordinators)

e Government and Opposition Forces (e.g. Ministry of Health and/or other equivalent
governing bodies, provincial and district level health authorities)

e UN officials (i.e. representatives from UNICEF, WHO, UNHCR, and/or UNFPA)

e Health facility staff (including management and clinicians)

It is estimated that 35-55 key informant interviews will be needed to address our study objectives
by capturing the experiences of the breadth of different actors across different geographies (see
figure 1). The following categories and figures are meant to serve as a guide for sampling, and
may vary in different countries, especially as a reflection of the number of geographic areas of
focus selected for the case study work. Country case study teams are expected to adapt the
distribution of interviews in response to the number and types of actors active in the case study
country. For instance, in a country where there are only one or two UN agencies actively
involved only four interviews may be needed with that category of informant, while more
interviews may be needed with NGO staff. If possible, interviews will be conducted until
theoretical saturation.

National Representatives (n=~17-27)

UN agencies Governing International Local/National
(n=~5) Entity (i.e. NGOs (n=~5-10) NGOs (n=~5-10)
e UNICEF govigri]tr;:)enr;t or Upper e Upper
e UNHCR (r?f 2) management management
- (leadership and (leadership and
e UNFPA program management program
o WFP o Federal or technical leads (plus management or
e WHO official logistics, finance as technical leads
applicable (plus logistics,
finance as
applicable)

Sub-national/Regional Representatives (n=~18-28)

11
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UN agencies Governing Entity International Local/National
(e.g. field (|e government NGOs (n:~5-10) NGOs (n=~5-10)
offices) (n=~5 iti

) ( ) (()r::of)?r’))osmon) e Program e Program

e UNICEF management management
¢ UNHCR e Regional or or technical or technical
e UNFPA District level leads leads
e WFP official ¢ Point of Care e Point of Care
e WHO staff! staff!

Total: n=~35-55

Figure 1: Participant sample size

A purposive, rather than a probabilistic sampling method will be deliberately used by the
investigator.(30, 31) Purposive sampling is used when researchers *“seek out groups, settings and
individuals where ... the processes being studied are most likely to occur”.(28)

The snowball technique will be applied to identify individuals who can best speak to our
research objectives. At the end of interviews, the researcher will ask the interviewee to identify
people who could provide valuable information.(30) As explained by Patton, (32) “the chain of
recommended informants would typically diverge initially as many possible sources are
recommended, then converge as a few names get mentioned over and over”. This technique
proved to be particularly helpful in identifying individuals working in other facilities or social
sectors such as education or protection.

The snowball technique is susceptible to selection bias as interviewees tend to mention
people who have the same opinions as theirs.(33) Purposeful sampling methods carry the
potential risk of orientating research results towards a single direction influenced by the small
size of the sample and the selectivity of those who are chosen for interview.(32) In order to
balance these concerns, other sources of evidence will be used to corroborate any insight by such
informants and to search for contrary evidence as carefully as possible.

4.1.4.2 Direct and participant observation

Direct and participant observation will supplement the quantitative analysis, document review,
and key informant interviews. Direct observation will provide the advantage of being appropriate
for studying the behaviour of and interactions between staff themselves. Direct observation will
be conducted through visits to clinics and IDP/refugee camps, and more formal activities such as
observation of management meetings. The focus of the observation during management meetings
will be on the content of the discussions and how solutions to a specific issue will be identified
or determined by the group. The country case study team will also pay special attention to the
physical spaces they frequent including the physical geography (e.g. terrain, climate, ease of
access roads), the facilities (e.g. cleanliness, organization, atmosphere, layout), sociocultural
context (e.g. gendered mobility), and any other information relevant to the research objectives.

12
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As recommended by Stake,(34) the investigator will concentrate on a specific set of events and
actors during direct observation, which will help with:

e mapping out the actors involved in the field, as well as familiarising the investigator
with formal structures and processes within the health and humanitarian sector;

e gathering information in relation to the facts and events, the nature and processes of
interaction of the different partners, and their behaviour and views in relation to
events;

e providing insight about the behaviours of the parties by throwing light on or
challenging statements made during interviews;

e identifying individuals who should be interviewed by observing individuals during
meetings and noting the type of information they dismiss or the views they express;
and

e obtaining documents shared amongst participants (often evaluation reports or
progress reports).

Field notes of observations and conversations between different parties will be carefully
recorded.(35)

A potential bias in the direct observation method is that actors may change their attitude in the
presence of the observer.(31, 36) A comparison between the observation notes and the minutes
of previous management meetings will show whether the presence of the observer will influence
the content of discussions.

The country case study team will use direct and participant observation to generate a narrative
description within which to contextualize their findings from the quantitative analysis, document
review, and key informant interviews. It will also highlight possible issues to probe in later
interviews. Due to ethical concerns, participant observation will not include observations of
direct care provision to recipients of interventions.

4.1.4.3 Interviews

According to Stake, “the interview is the main road to multiple realities.”(34) Capturing
the various perspectives of one reality forms the ultimate goal of qualitative research and case
studies.(34) In-depth interviews tend to be characterized by “their flexible and interactive nature,
their ability to achieve depth, the generative nature of data ... in the sense that new knowledge or
thoughts are likely, at some stage, to be created.”(37) Interviews will be conducted with the
aforementioned participants as deemed appropriate by the country case study team.

Interviews will follow a semi-structured interview guide with each interview lasting
approximately one-two hours (see Appendix 1). Semi-structured interviews have the advantage
of ensuring that the respondent has a good understanding of the topic discussed, and that
sensitive and complex issues can be broached.(38) Interview guidelines will be elaborated and

13
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adjusted according to the interviewer’s requirements.(39) The interviewer will respond to the
respondent’s knowledge and ability to speak to the study objectives. The semi-structured guide
will serve as a guide, and the interviewer will use to emphasize areas that will garner most
meaningful information from the respondents.

Recall bias may present a problem during the data collection process. In order to
compensate for this potential bias, documentary analysis will be used to identify the events that
had occurred at the beginning of the intervention.

4.1.4.4 Focus Group Discussions

If deemed appropriate the case country study team can opt to conduct focus groups with
their respondents. These may include staff from the health facility, and/or from a variety of
NGOs. The focus group guide will be created by the country-specific case study team and based
upon the interview guide (see Appendix 1). Through the focus groups, the research team will aim
to understand any gaps in service provision. During the focus groups, special attention will be
paid to interactions between various NGOs to understand the working dynamics between groups.

5 Data Analysis

Our project is a mixed methods case study which aims to fulfil our research objectives
(section 3) through providing a rich description of how SRMNCAH & N interventions are
delivered in conflict settings, in particular, and the reasons underlying the decisions and
numerous factors that contribute to these delivery methods. The analytical techniques reflect
these aims.

5.1 Quantitative Data Analysis

Secondary analyses will be conducted on the available quantitative data on intervention
coverage (see Appendix 2) and/or on morbidity and mortality in the study population over the
study period. Where possible, quantitative data will be obtained from national surveys, NGOs,
and UN agency partners and collaborators. These data will thus include programme as well as
survey and routine data. Descriptive analyses will focus on trends in intervention coverage and,
if possible, patterns and trends in morbidity and mortality (see research objectives section 3). The
quantitative analytical plan will be country specific as a reflection of data availability in the
country.

5.2 Qualitative Data Analysis

Latent content analysis will be used to analyze the data.(40) The iterative nature of
qualitative research dictates that there is overlap between the data collection and analysis. When
possible, after the first interview is completed, the recording or notes (if the interviewer has
declined recording) will be sent immediately for transcription and translation so that analysis can
begin as soon as possible. Daily debriefing sessions with the field research team, and frequent
meetings with other members of the country case study team will also highlight other possible

14
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areas of inquiry. Any new areas of investigation will be probed with respondents, and shared
with other consortium countries so they can explore these areas of investigation in their own
work.

Our data analysis will be guided by our research objectives. The analysis requires specific
methods that are dependent upon the source of data:

1. Interviews
e Interview data will be analyzed using latent content analysis
e Data will be manually coded but transcripts will be managed in software of the
country case study team’s preference (e.g. NVivo, Atlas ti etc.)

2. Notes from observations of management meetings
e Notes are less structured than interview transcripts and their content is less
predictable than interviews, however, a similar coding system can be used.
e The new themes identified in the notes will be translated into codes.

3. Document review
e All documents will be indexed and key documents will be summarized as determined
by the country teams in the country specific protocol
e The results from the document review will be included into the analysis as a
complementary source of data to add evidence to elements of information collected
through observation or interviews.

4. Field notes
e Field notes are of crucial importance during preliminary analysis of data
e Field notes, in particular analytic notes, will be read once again during the final
analysis process in order to ensure that all the themes identified during data collection
are covered by the coding system.

Once the country- specific work has been completed, further analysis of the results across
the case studies will be conducted. The results from the country- specific case studies will be
integrated.

6. Rigor: Qualitative Data

Rigor in qualitative research is focused on defining the trustworthiness of the research.
Lincoln and Guba first tackled the issue proposing the criteria credibility, fittingness, and
auditability be used to assess trustworthiness.(40) Lincoln and Guba later refined the concept of
trustworthiness so it included credibility, transferability, dependability, and conformability.(40)

Unlike in quantitative research, which is primarily concerned with validity and reliability,
qualitative inquiry assumes the results the researcher draws within the study are context
specific,(41) and if another individual were given the same data, they may analyze them in a
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different way.(40, 42) Rigor in qualitative research, therefore, is concerned with conducting
clear and thorough analysis.

Several methods will be used to ensure the rigor of our primary qualitative data collection
and analysis methods. An audit trail will be created by the case country lead which will
document the data collection and analysis process.(40) The audit trail will describe the decision-
making process, including what informed these decisions. The audit trail will include a reflexive
journal that the researchers will maintain throughout the research process. Within this journal the
researchers will describe the assumptions underlying their work. The researchers will be
reflexive about the role of their epistemology, ontology, and theoretical orientation on the data
analysis process. The journal will also document the decisions that were made during data
collection, for instance, why one individual at one organization was interviewed instead of
another, or during the analysis, it might explain how a specific category emerged. Without
documentation the rationale underlying these decisions might be forgotten, and defending these
analytical decisions may be difficult.(40) Peer debriefing during the analysis process will
contribute to the interpretative accuracy of the data and unearth any implicit assumptions
underlying the data analysis. Peer debriefing will occur within the in-country team, with the
consortium member institution, and across the consortium.

Triangulation of data sources will also be used to avoid presenting partial views on a
specific situation (31). One may realize that different data sources are not always in consonance
with each other (28). However, as Hammersley and Atkinson (31) pointed out, it is naive to think
that data from different sources will systematically aggregate to one coherent piece of
information. It is recommended that the researcher remains attentive to the context from which
the data comes in order to avoid the error of aggregating different pieces of information.(43)

If possible, respondent validation will be used once the preliminary data analysis is
completed. The researchers will share a document with participants that describes the
preliminary results. The participants will have the opportunity to verify that the researcher has
accurately interpreted their intent.

7. Ethics

Several ethical concerns may arise through our research as we are studying particularly
vulnerable populations, and the research team will undertake several measures to ensure that
these are addressed through our data collection and analysis process. First, informed consent will
be sought from participants at the outset, and the researchers will protect the privacy and
confidentiality of the respondents throughout the research process, as well as after. Respondents
will be asked for permission to record the interview. If permission is not granted, the interviewer
will take notes. Respondent identifiers will be removed from the interview recording, transcript,
or notes. Each respondent will be assigned a number, only this number will be associated with
their data. The key with the respondent’s name will be kept in a password-protected file that only
the case country team will have access to. If at any point during the interview the respondent
demonstrates discomfort, the interview will be halted.

Ethics approval will be sought for all case studies from the SickKids Research Ethics
Board. For each individual case study, both the consortium lead (if not SickKids) and the in-
country lead will additionally seek approval from their own institutions’ ethics review
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committees. Where no national or academic ethics review committee is available in-country
(e.g., Syria), other independent ethics review committees (e.g., MSF) will be consulted.

8. Research Team Roles and Responsibilities

Each case study will be led by one or more consortium members. The consortium member
institutions will be responsible for coordinating with potential case study partners including local
academic partners, NGOs, UN agencies, and/or study funders (figure 2). The constellation of
partners will differ depending on the case study context.

UN
agencies

Research
Team

-consortium lead

-local academic
partner

Figure 2 Potential Case Study Partners

An in-country study team will be responsible for collecting data; this team will be
supervised by a representative from the consortium member institution in cooperation with the
head of the in-country research team. The country case study lead will train the in-country study
team on their country-specific protocol, including data collection techniques and tools and the
study objectives. The in-country team will ideally have experience collecting qualitative data. In
the situations where this is not the case, the country case study lead will conduct additional
training on qualitative methods.

Data analysis will be led by the consortium member institution with the head of the in-
country research team. The iterative nature of qualitative research means results will emerge
throughout the data collection process. These results will be shared with the other consortium
institutions so similar areas can be probed across case study countries.
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Interview Guide:
Point of care and/or health facility staff

I: Thank you for sitting down with me today: as you know, we are interested in understanding Sexual, Reproductive, Maternal,
Newborn, Child, Adolescent Health & Nutrition intervention delivery in conflict. We know conflict is a particularly difficult context
to work in, and our effort is focused on understanding how you deliver health services in these difficult contexts. We are speaking to a
range of individuals involved in health service provision during conflict including different levels of NGO staff, UN officials, and
government officials. In [country] we are focusing on the period between [country specific time period]. Before we begin I have a
consent form that | would like you to sign. You can take as much time as you need to read over the form but | wanted to highlight a
few items. First, ensuring your privacy is important to us, and we will remove all personal identifiers from our data. All recordings and
notes will be assigned a code so that they are not linked to your name. The key to the codes will be kept in a password protected file
which only the research staff can access. We will not link your name, or your position at your organization with your data in any of
our documentation. Second, if at any time during the interview you feel uncomfortable and would like to halt the interview please let
me know. | will give you a moment to look over the form, feel free to ask me any questions. When you feel comfortable doing so
please sign the form. Let me know if you have any questions about the form.

*give respondent time to sign the form, once form has been signed*

I: This interview is being audio recorded. This is optional. If you do not want to be recorded, let me know and I will take detailed
notes instead. This recording is for our records, and will only be shared with the research team. Do I have permission to record the
interview?

*if agrees put on recorder*

*if does not agree*
I: That’s okay | can take written notes instead, do let me know if you change your mind at any point.

I: Do you have any questions before we begin?

| General Objective | Detailed objectives | Interview Questions | Probes
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1. Objective: To
establish rapport
and learn about
participant’s work
experience

To understand participant’s role
in [NGO/facility]
including
e  Position within
hierarchy (i.e. who
they report to, and
who reports to them)

e  Responsibilities (e.g.
allocation of
finances, resources,
etc.)

e  Geographic areas
they are responsible
for

1.1 Can you explain to me
what your role as
[position] with
[NGO/facility] entails?

How do you interact with
o] [NGO]’s
regional/provincial/district
offices?

o] [NGO]’s head office?

Can you describe your role
o] in the allocation of
finances?

o the allocation of resources
and commodities?

o] in determining what
geographic areas [NGO]
works in?

o] planning RMNCAH & N
interventions?

o] delivering RMNCAH &
N interventions?

Can you explain what geographic
areas you are responsible for in
your position as [role]?

How are you connected to the
existing health system?

0o Areyou a part of an
existing host country
health system or do you
consider yourself separate
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from the health services
that already exist?

To build rapport and
understand the participant’s
general experience working in
conflict in [country]

1.2 We understand that
working in [country] can
be quite difficult given the
ongoing conflict, can you
elaborate on how the
ongoing conflict has
affected you and your
work?

Can you describe
o] how you and your team
feel working in [current
location]?

o] any personal precautions
you have taken as a result
of the conflict?

To learn about participant’s
work experience including
o their experience in
conflict
o their experience in
their current position

1.3 Can you describe your
experience working in
conflict/[country] before
entering the position of
[role]?

To learn about participant’s
educational background

1.4 Can you describe your
educational background?

2 Objective: To understand
what interventions are
delivered by
[NGO/facility]

To identify what interventions
were delivered

2.1 We have been looking at
[NGO/facility]’s activities
in [country] and have
made a list of the services
or programs that
[NGO/facility] delivers.
Could I share this list
with you. [Share list of
services]. Is there
anything missing from the
list or anything listed that
is no longer delivered?
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To identify any gaps across the
continuum of care

2.2 So we have discussed [list
services or interventions]
as part of the services you
provide, if you don’t mind
I’m going to list a few
other areas of health,
could you tell me if your
organization provides any
services or interventions
related to that area? [list
continuum of care areas
that weren’t listed in 2.1
or found in document
review, probe a few
examples if they say no
interventions, however, do
not probe on services that
are outside of an
organizations mandate]
[ensure that you ask
about breastfeeding
promotion and 1'YCF]

e Can you explain what
considerations factored into the
decision not to provide [ ]
service?

Breastfeeding and 1'YCF probes, please
inquire if there were any:

e interventions supporting milk
expression?

e facilities where mothers can store
milk?

e interventions supporting non-
breast fed children?
o E.g. Wet-nursing or
informal milk sharing?

¢ interventions to support
complementary feeding of
children from 6 to 24 months?

¢ interventions to support
micronutrient supplementation of
children from 6 to 24 months?

3. Obijective: To understand
how interventions
(across RMNCAH&N)
are delivered

To identify geographic
differentials in service delivery

3.1 Can you describe what
interventions are
delivered in which
geographic areas?

o Are different interventions
delivered in different geographic
areas? Can you describe why and
what underlies these differences?
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Conceptual framework areas
of investigation:
e Health workforce

To identify geographic
differentials in delivery
methods

3.2 Were there any regional
differences in delivery
methods of the same
intervention?

Were different delivery methods
used for

o different interventions in the
same region? Can you explain
what is underlying this
difference?

0 the same interventions in
different regions? Can you
explain what is underlying this
difference?

Can you take me through the
process through which you
identify the best way to deliver
interventions in that area? What
do you consider?

Were different health workers
used for

o different interventions in the
same region? Can you explain
what is underlying this
difference?

o the same interventions in
different regions? Can you
explain what is underlying this
difference?

Can you take me through the
process through which you
identify the best health worker to
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deliver interventions in that area?
What do you consider?

To understand the obstacles
faced when delivering
interventions

3.3 Can you describe
obstacles you faced
delivering this
intervention? Can you
give me examples?

3.4 Can you describe any
innovative approaches
that were used to

overcome these obstacles?

Did any of the obstacles you faced
require revisiting the planned
delivery method?

Were any other modes of delivery
considered but eliminated as not
feasible? Can you give me
examples?

To determine where
individuals accessed
interventions

3.5 Can you describe where
recipients access your
interventions?

Can you describe the
considerations that led to that
location being identified as the
place of delivery?

How did the use of this location
assist in the delivery of the
intervention?

How did the use of this location
act as barrier to the delivery of the
intervention?

To determine if interventions
were packaged together

3.6 Were multiple
interventions packaged
together?

To describe the recipients of
interventions

3.7 Who accessed your
interventions? Can you
describe this group?

Who were the intended recipients
of interventions?
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(Gender? Age?
Educational status?
Refugee and/or 1DPs?
Camp residents and/or
dispersed population? etc)

Were there any regional variations
in the type of recipient who
accessed interventions?

Were there differences between
intended recipients and actual
recipients? If so, why do you think
that is?

Were there any groups that this
delivery method did not work well
for? Can you describe this group?

Were there any special efforts to
try to access this group? Can you
give an example?

4. Objective: To understand
the contextual factors
influencing the delivery of
health interventions

Conceptual framework areas
of investigation:

e Security context

e Sociocultural context

To unpack the impact of
insecurity and conflict

4.1 Can you briefly overview
the current security
situation in [country]?
(e.g. access, incidents)

4.2 Can you describe the
impact of security
constraints on your work?
Can you give me some
examples?

4.3 Can you describe how
your team managed
security concerns?

Were visas or special permissions
required for personnel entrance
into the country or for the
deployment of commodities,
medications, or equipment?

o] From whom were
permissions sought?

Were permissions required for the
deployment of facilities or service
providers?

o] From whom were
permissions sought?

To what extent were security
considerations a basis for
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confining services to specific
locations, such as IDP or refugee
camp settings?

Did the host government influence
the location of health facilities or
services?

With whom did the providers of
services negotiate security?

Did security forces accompany the
transport of personnel,
commodities, or equipment to
service locations?

What groups provided security for
health facilities or providers of
services?

Have security forces

o] influenced where or what
services were provided?

o] influenced which
populations or patients
were to be provided
services?

o] screened recipients of
services before or at the
service facility?
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o] interfered with the
provision of services?

Have any humanitarian workers or
facilities been victims of violence
or received threats of violence? If
so, from whom (if known)?

Were non-standard fees or covert
payments required to operate
facilities?

Was there any coordination with
any opposition forces/tribal
councils/other groups/country-
specific category to allow the
delivery of your intervention?
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To unpack the role of the
sociocultural context on the
delivery of interventions

4.4 Can you explain how the
sociocultural context (e.g.
gender, caste, ethnicity
etc.) influenced
intervention
selection/prioritization or
delivery? Can you give
me an example?

Were there any subpopulations
that were particularly hard to
access? Can you describe this
group?

Were there any special efforts to
try to access this subpopulations?
Can you give an example?

Were different delivery methods
used for different services in the
same region? Can you explain
what is underlying this difference?

Did the sociocultural context
affect service provision in one
health domain in particular? Can
you give me an example?

(context specific probes will need
to be generated by each country
team)

To describe any other
enabling and constraining
factors not mentioned

4.5 Can you describe any
other factors that affected
the delivery or
implementation of
interventions?

5. Objective: To understand
changes in the set of
interventions delivered

Conceptual framework areas
of investigation:

e Finances

e Health workforce

To understand how the
provided interventions have
changed paying particular
attention to the impact of:
¢ Funding changes
e Changes in security
context

5.1 Were there any changes
to the services that were
planned compared to
those that were delivered?

5.2 Can you describe how
these services changed?

How did fluctuations in the level
of funding affect service
provision?

Can you describe the impact of
the changing security context on
service provision?
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Commodities and
resources
Security context

5.3 What factors influenced
changes?

Were any formal or informal
evaluations conducted? Did these
indicate the need for a change in
the services you provide? Could
you give me an example?

Were there any substantial
influxes of displaced populations?

(0]

Can you describe how this
influx influenced your
service provision? Can
you give me an example?

Did [NGO/facility]
receive additional funds to
provide services to the
influx of population?

Were there any epidemics while
you were in the field?

(0]

How did this influence
your service provision?
Can you give me an
example?

Did [NGO/facility]
receive additional funds to
address the epidemic?

Can you describe how
long the effects of the
epidemic were felt?
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Were there any natural disasters
while you were in the field?

(0]

Can you describe what
happened with health
services once the
epidemic was addressed?

How did this influence
your service provision?
Can you give me an
example?

Did [NGO/facility]
receive additional funds to
address the impact of
natural disaster?

Can you describe how
long the effects of the
natural disaster were felt?

Can you describe what
happened with health
services once the situation
with the natural disaster
was resolved?
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Interview Guide:
UN official

I: Thank you for sitting down with me today: as you know, we are interested in understanding Sexual, Reproductive, Maternal,
Newborn, Child, Adolescent Health & Nutrition intervention delivery in conflict. We know conflict is a particularly difficult context
to work in, and our effort is focused on understanding how you deliver health services in these difficult contexts. We are speaking to a
range of individuals involved in health service provision during conflict including different levels of NGO staff, UN officials, and
government officials. In [country] we are focusing on the period between [country specific time period]. Before we begin I have a
consent form that | would like you to sign. You can take as much time as you need to read over the form but | wanted to highlight a
few items. First, ensuring your privacy is important to us, and we will remove all personal identifiers from our data. All recordings and
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notes will be assigned a code so that they are not linked to your name. The key to the codes will be kept in a password protected file
which only the research staff can access. We will not link your name, or your position at your organization with your data in any of
our documentation. Second, if at any time during the interview you feel uncomfortable and would like to halt the interview please let
me know. | will give you a moment to look over the form, feel free to ask me any questions. When you feel comfortable doing so
please sign the form. Let me know if you have any questions about the form.

*give respondent time to sign the form, once form has been signed*

I: This interview is being audio recorded. This is optional. If you do not want to be recorded, let me know and I will take detailed
notes instead. This recording is for our records, and will only be shared with the research team. Do | have permission to record the
interview?

*if agrees put on recorder*

*if does not agree*

I: That’s okay | can take written notes instead, do let me know if you change your mind at any point.

I: Do you have any questions before we begin?

| General Obijective | Detailed objectives | Interview Questions | Probes
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2. Objective: To
establish rapport and
learn about
participant’s work
experience

To understand participant’s

role in [UN agency]

including

e  Position within
hierarchy (i.e. who
they report to, and
who reports to them)

e  Responsibilities (e.g.
allocation of
finances, resources,
etc.)

e  Geographic areas
they are responsible
for

1.1 Can you explain to me
what your role as
[position] with [UN
agency] entails?

How do you interact with
o] [UN agency]’s
regional/provincial/district
offices?

o] [UN agency]’s head
office?

Can you describe your role
o in the allocation of
finances?

o the allocation of resources
and commodities?

o] in determining what
geographic areas [UN
agency] works in?

Can you explain what geographic
areas you are responsible for in
your position as [role]?

To build rapport and
understand the participant’s
general experience working in
conflict in [country]

1.2 We understand that
working in [country] can
be quite difficult given the
ongoing conflict, can you
elaborate on how the
ongoing conflict has
affected you and your
work?

Can you describe

o] how you and your team
feel working in [country]?

o] any personal precautions
you have taken as a result
of the conflict?

To learn about participant’s

work experience including

1.3 Can you describe your
experience working in

Can you describe what your
position was in [country]? Can
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o their experience in
conflict

o their experience in
their current position

conflict before entering
[country]?

you tell me how long you were
stationed there?

To learn about participant’s
educational background

1.4 Can you describe your
educational background?

2 Objective: To understand
what interventions are
delivered by [UN agency]

To identify what interventions
were delivered

2.3 We have been looking at
[UN agency]’s activities in
[country] and have made
a list of the services or
programs that [UN
agency] delivers, could 1
share this list with you.
[Share list of services]. Is
there anything missing
from the list or anything
listed that is no longer
delivered?

To identify any gaps across
the continuum of care

2.4 So we have discussed [list
services or interventions]
as part of the services you
provide. If you don’t
mind 1’m going to list a
few other areas of health.
Could you tell me if your
organization provides any
services or interventions
related to that area? [list
continuum of care areas
that weren’t listed in 2.1
or found in document
review, probe a few

e Can you explain what
considerations factored into the
decision not to provide [ ]
service?

Breastfeeding and 1'YCF probes, please
inquire if there were any:

e interventions supporting milk
expression?

e facilities where mothers can store
milk?
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examples if they say no
interventions, however,
do not probe on services
that are outside of an
organizations mandate]
[ensure that you ask
about breastfeeding
promotion and 1'YCF]

interventions supporting non-
breast fed children?
o E.g. Wet-nursing or
informal milk sharing?

interventions to support
complementary feeding of
children from 6 to 24 months?

interventions to support
micronutrient supplementation of
children from 6 to 24 months?

3. Objective: To
understand how
decisions are made to
prioritize certain
interventions
3.1 To understand how
evidence was used
to inform decision
making

3.2 To understand how
the availability of
resources
influenced
prioritization

3.3 To understand how
organization
expertise
influenced
selection of
interventions

To learn, in the participant’s
own words, what they
consider when prioritizing an
intervention

3.1. Just as a reminder,
we’re focusing on the
period between [country
specific time period].
Could you describe what
informed and/or
continues to inform your
decisions on which
interventions to deliver?

To understand the role of
surveys and data on service
prioritization while paying
particular attention to:

. health domain

. geographic
variations

. populations
(include sub-

populations such as

3.2. Between [country specific
time period], were any
formal or informal needs
assessments or surveys
conducted to determine
health priorities?

3.3. Can you describe how
surveys, surveillance
data, results of these
assessments, or other

What areas of health did these
assessments focus on?

What type of data was collected in
these assessments?

Can you describe the geographic
areas where these assessments
were conducted?
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3.4 The role of
competing
priorities

Conceptual framework areas
of investigation:
Prioritization
Financing

Health workforce
Commodities and
Resources

ethnic or religious
minorities)

data influenced the
interventions [UN
agency] provides [in
country]?

How was the decision made to
conduct assessments in those
specific geographic areas?

Can you describe the population
assessed (e.g. IDPs, refugees, non-
displaced etc.)?

How was the decision made to
assess that specific population?

Can you describe how often these
assessments were conducted?

Can you give me more
information about who conducted
these assessments?

Would we be able to access these
assessments?

Can you describe any formal or
informal evaluations of your
programs influenced intervention
priorities?

To understand the role of the
literature, guidelines, and cost-
effectiveness on service
prioritization

3.4. Can you describe how
scientific or academic
literature influenced the
interventions [UN
agency] provides [in
country]?

Can you list which guidelines you
or your organizations uses? (If
unfamiliar ask for access to these
guidelines)
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3.5

3.6.

. Can you describe how

guidelines influenced the
interventions [UN
agency] provides [in
country]?

Can you describe how
the cost-effectiveness of
different interventions
influenced the
interventions [UN
agency] provides [in
country]?

To understand the role of the
availability of health workers
on health priorities while
paying particular attention to:
e health domain
e geographic variations

3.7.

During [country specific
time period], can you
describe how the
availability of certain
cadres of health workers
influenced intervention
priorities?

Can you describe
O any issues you had with

retaining your workforce?
How did you manage
these issues?

the health worker
recruitment and training
process? Can you explain
any issues you faced
during recruitment?

any interventions you had
hoped to prioritize but
couldn’t because of a lack
of available workforce?

any interventions that
weren’t priorities but were
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delivered because of the
available workforce?

Did workforce availability affect
0 one health domain in
particular? Can you give
me an example?

O one geographic area in
particular? Can you give
me an example?

To understand how the
availability of commaodities
influenced health priorities
while paying particular
attention to:

e health domain

3.8 Between [country specific

time period], were there
any concerns about the
availability or shortages
of commodities? Can you
give me an example?

3.9 Can you explain how the

availability of certain
commodities influenced
intervention
prioritization?

Can you describe

0 any adjustments that had
to be made to the
interventions provided as
a result of commodity
availability? Can you give
me an example?

o0 how stockpiles influenced
intervention priorities?

Did [UN agency] receive any
commodity donations for use in
[country]? Can you explain how
these influenced intervention
priorities?

Did commodity availability affect
one health domain in particular?
Can you give me an example?
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To understand the role of
funding and finances on health
priorities while paying
particular attention to:

e health domain

3.10 Focusing on the period

between [country
specific time period],
can you explain how
the level of funding
received by [UN
agency] for work in
[country] affected what
health interventions
were prioritized?

Can you describe
o the role that your ability
to liquidate funds played
in addressing the
intervention priorities?

0 the primary sources of
funding?

How did the sources of funding
influence the types of services
delivered? Were there any
restrictions associated with this
funding?

Were there any situations when
you had to contact head office
about additional funds? Can you
describe this situation for me?

Were certain services
deprioritized because of financial
constraints? Can you give me an
example?

To understand how the
availability of other elements
or resources influenced health
priorities while paying
particular attention to:

e health domain

3.11

Can you describe any
other elements or
resources that
influenced the
prioritization of
interventions?

Did you have any difficulties
procuring these resources? How
did you address these difficulties?

How did the shortages of
[resource listed] influence the
intervention? Were any
adjustments made to the
intervention due to [resource
listed] shortages?
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Were certain services
deprioritized because of the
availability of [resource
mentioned]? Can you give me an
example?

To understand the role of
organizational expertise on
decision making

3.12 Does [UN agency] have
an expertise in one area
of health?

3.13 How did [UN agency]’s
expertise influence what
interventions/health
areas were identified as
priorities?

Does your country team have
expertise in one area of health?
How has that influenced health
intervention prioritization?

To understand if and how
increased attention to one area
of health diverted attention
from another health area

3.14 Can you describe how
you negotiate competing
priorities? Can you give
me an example?

In what sense are priorities
competing? (i.e. time, workforce,
resources, capital etc.)

4. Objective: To
understand how
actors coordinate with
one another

Conceptual framework areas
of investigation:
e Coordination
e Government
legislation and
restrictions

To understand the role of
cluster meetings on
intervention provision

4.1 Inyour capacity as
[position] with [UN
agency] have you
participated in any
cluster meetings? If so
within which clusters?

4.2 Could you explain what
decisions were made at
these meetings? Can you
give me examples?

Could you describe the extent to
which you interacted with the
groups at the cluster meeting after
the meetings?

What are the differences between
the services you provide and the
services other members of the
cluster group provide?

How are/were these decisions
made?
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To understand how
organizations work with one
another outside of the cluster
system

4.3 Outside of the NGOs that
attend the cluster
meetings does your
organization work with
any other organizations
(local and international)?

Does [UN agency] subcontract
services to other organizations?

0 What types of services are
subcontracted?

o0 Where are services
subcontracted?

o Can you explain why
services are
subcontracted? Can you
give me an example?

o0 Can you describe to what
extent the subcontracted
organization can influence
the services or types of
services delivered?

To understand how the UN
coordinates with government
(including the level of
government)

4.4 Can you explain how your
organization interacts
with the government?

4.5 Whose responsibility is it
to coordinate with
government agencies?
With whom do you
interact within the
government?

4.6 What level of government
agencies do you
coordinate with?

Can you describe how, if at all,
[UN agency] coordinates their
service delivery with government
services?

Could you describe any specific
government requirements that
[UN agency] must adhere to if
they want to work within the
country? Can you give me an
example?

Were there any activities that the
government did not want you to
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report on? Could you give me an
example? Can you explain this
situation?

Can you describe any laws or
regulations that restricted your
activities within the country? How
did you manage these restrictions?
(e.g. abortion restrictions)

How did you manage constraints
created by the government in a
way that allowed [UN agency] to
do their work?

Does the UN allocate any funding
to the government? Can you
elaborate on the details of this
funding?

5. Objective: To understand
the contextual factors
influencing the delivery of
health interventions

Conceptual framework areas
of investigation:

e Security context

e Sociocultural context

To unpack the impact of
insecurity and conflict

5.1 Can you briefly overview
the current security
situation in [country]?
(e.g. access, incidents)

5.2 Can you describe the
impact of security
constraints on your
work? Can you give me
some examples?

5.3 Can you describe how
your team managed
security concerns?

Were visas or special permissions
required for personnel entrance
into the country or for the
deployment of commodities,
medications, or equipment?

o From whom were
permissions sought?

Were permissions required for the
deployment of facilities or service
providers?

o From whom were
permissions sought?
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To what extent were security
considerations a basis for
confining services to specific
locations, such as IDP or refugee
camp settings?

Did the host government influence
the location of health facilities or
services?

With whom did the providers of
services negotiate security?

Did security forces accompany the
transport of personnel,
commodities, or equipment to
service locations?

What groups provided security for
health facilities or providers of
services?

Have security forces

o influenced where or what
services were provided?

o influenced which
populations or patients
were to be provided
services?
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0 screened recipients of
services before or at the
service facility?

o interfered with the
provision of services?

Have any humanitarian workers or
facilities been victims of violence
or received threats of violence? If
so, from whom (if known)

Were non-standard fees or covert
payments required to operate
facilities?

Was there any coordination with
any opposition forces/tribal
councils/other groups/country-
specific category to allow the
delivery of your intervention?
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To unpack the role of the
sociocultural context on the
delivery of interventions

5.4 Can you explain how the
sociocultural context (e.g.
gender, caste, ethnicity
etc.) influenced
intervention
selection/prioritization or
delivery? Can you give
me an example?

Were there any subpopulations
that were particularly hard to
access? Can you describe this
group?

Were there any special efforts to
try to access this subpopulations?
Can you give an example?

Were different delivery methods
used for different services in the
same region? Can you explain
what is underlying this difference?

Did the sociocultural context
affect one health domain in
particular? Can you give me an
example?

(context specific probes will need to be
generated by each country team)

To describe any other
enabling and constraining
factors not mentioned

5.5 Can you describe any
other factors that affected
the delivery or
implementation of
interventions?

6. Objective: To understand
changes in the set of
interventions delivered

Conceptual framework areas
of investigation:

e Finances

e Health workforce

To understand how the
provided interventions have
changed paying particular
attention to the impact of:
¢ Funding changes
e Changes in security
context

6.1 Were there any changes to
the services that were
planned compared to
those that were
delivered?

How did fluctuations in the level
of funding affect service
provision?

Can you describe the impact of
the changing security context on
the interventions delivered?

46




Ataullahjan et al.
Additional File

BRANCH Country Case Study Common Protocol- Appendix 1: Sample Interview Guides

e Commodities and
resources
e Security context

6.2 Can you describe how
these services changed?

6.3 What factors influenced
changes?

Were any formal or informal

evaluations conducted? Did these
indicate the need for a change in

the interventions provided? Could

you give me an example?

Were there any substantial

influxes of displaced populations?

o0 Can you describe how thi
influx influenced
intervention priorities?
Can you give me an
example?

o Did [UN agency] receive
additional funds to
provide services to the
influx of population?

Were there any epidemics while
you were in the field?

0 How did this shift
priorities? Can you give
me an example?

o Did [UN agency] receive
additional funds to
address the epidemic?

o0 Can you describe how
long the effects of
epidemic were felt?

S
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(0]

o Were there any natural disasters
while you were in the field?

0]

Can you describe what
happened with health
services once the
epidemic was addressed?

How did this shift
priorities? Can you give
me an example?

Did [UN agency] receive
additional funds to
address the impact of the
natural disaster?

Can you describe how
long the effects of the
natural disaster were felt?

Can you describe what
happened with health
services once the situation
with the natural disaster
was resolved?

Interview Guide:
Governing Entity Official (i.e. Government or opposition)
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I: Thank you for sitting down with me today: as you know, we are interested in understanding Sexual, Reproductive, Maternal,
Newborn, Child, Adolescent Health & Nutrition intervention delivery in conflict. We know conflict is a particularly difficult context
to work in, and our effort is focused on understanding how you deliver health services in these difficult contexts. We are speaking to a
range of individuals involved in health service provision during conflict including different levels of NGO staff, UN officials, and
government officials. In [country] we are focusing on the period between [country specific time period]. Before we begin I have a
consent form that | would like you to sign. You can take as much time as you need to read over the form but | wanted to highlight a
few items. First, ensuring your privacy is important to us, and we will remove all personal identifiers from our data. All recordings and
notes will be assigned a code so that they are not linked to your name. The key to the codes will be kept in a password protected file
which only the research staff can access. We will not link your name, or your position at your organization with your data in any of
our documentation. Second, if at any time during the interview you feel uncomfortable and would like to halt the interview please let
me know. | will give you a moment to look over the form, feel free to ask me any questions. When you feel comfortable doing so
please sign the form. Let me know if you have any questions about the form.

*give respondent time to sign the form, once form has been signed*

I: This interview is being audio recorded. This is optional. If you do not want to be recorded, let me know and I will take detailed
notes instead. This recording is for our records, and will only be shared with the research team. Do | have permission to record the
interview?

*if agrees put on recorder*

*if does not agree*
I: That’s okay | can take written notes instead, do let me know if you change your mind at any point.

I: Do you have any questions before we begin?

| General Objective | Detailed objectives | Interview Questions | Probes
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3. Obijective: To To understand participant’s 1.1 Can you explain to me

How do you interact with

establish rapport and
learn about
participant’s work
experience

role in [Governing Entity]

including

e  Position within
hierarchy (i.e. who
they report to, and
who reports to them)

e  Responsibilities (e.g.

allocation of
finances, resources,
etc.)

e  Geographic areas
they are responsible
for

what your role as
[position] with
[Governing Entity]
entails?

o] [Governing Entity]’s
regional/provincial/district
offices?

o] [Governing Entity]’s head
office?

Can you describe your role
o in the allocation of
finances?

o the allocation of resources
and commodities?

o] in determining what
geographic areas
[Governing Entity] works
in?

Can you explain what geographic
areas you are responsible for in
your position as [role]?

To build rapport and
understand the participant’s
general experience working in
conflict in [country]

1.2 We understand that
working in [country] can
be quite difficult given the
ongoing conflict. Can you
elaborate on how the
ongoing conflict has
affected you and your
work?

Can you describe any personal
precautions you have taken as a
result of the conflict?

To learn about participants’
work experience

1.3 Can you describe your
work experience before
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entering your role as
[role]?

To learn about participant’s
educational background

1.4 Can you describe your
educational background?

2 Objective: To understand
what interventions are
delivered by [Governing
Entity]

To identify what interventions
were delivered

2.5 We have been looking at
[Governing Entity]’s
activities and have made
a list of the services or
programs that
[Governing Entity]
delivers. Could I share
this list with you? [Share
list of services]. Is there
anything missing from the
list or anything listed that
is no longer delivered?

To identify any gaps across
the continuum of care

2.6 So we have discussed [list
services or interventions]
as part of the services you
provide. If you don’t
mind 1I’m going to list a
few other areas of health.
Could you tell me if the
government provides any
services or interventions
related to these additional
areas? [list continuum of
care areas that weren’t
listed in 2.1 or found in
document review, probe a
few examples if they say
no interventions, [ensure

e Can you explain what
considerations factored into the
decision not to provide [ ]
service?

Breastfeeding and 1'YCF probes, please
inquire if there were any:

e interventions supporting milk
expression?

e facilities where mothers can
store milk?

e interventions supporting non-
breast fed children?
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that you ask about
breastfeeding promotion
and I'YCF]

o E.g. Wet-nursing or
informal milk sharing?
interventions to support
complementary feeding of
children from 6 to 24 months?

interventions to support
micronutrient supplementation
of children from 6 to 24
months?

4. Objective: To
understand how
decisions are made to
prioritize certain
interventions
4.1 To understand how
evidence was used
to inform decision
making

4.2 To understand how
the availability of
resources
influenced
prioritization

4.3 The role of
competing
priorities

To learn, in our participants’
own words, what they
consider when prioritizing an
intervention

3.1. Just as a reminder,
we’re focusing on the
period between [country
specific time period].
Could you describe what
informed and/or
continues to inform your
decisions on which
interventions to deliver?

To understand the role of
surveys and data on service
prioritization while paying
particular attention to:

o health domain

° geographic
variations

. populations
(include sub-

populations such as

3.8. Between [country specific
time period], were any
formal or informal needs
assessments or surveys
conducted to determine
health priorities?

3.9. Can you describe how
surveys, surveillance
data, results of these
assessments, or other

If no assessments were done,
why? (e.g. resources, political
concerns, etc.)

What areas of health did these
assessments focus on?

What type of data was collected in
these assessments?
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Conceptual framework areas ethnic or religious data influenced the . Can you describe the geographic
of investigation: minorities) interventions [Governing areas where these assessments

e Prioritization Entity] provides? were conducted?

¢ Financing

o Health workforce o How was the decision made to

e Commodities and conduct assessments in those

Resources specific geographic areas?
o Can you describe the population

assessed (e.g. IDPs, refugees, non-
displaced etc.)?

o How was the decision made to
assess that specific population?

o Can you describe how often these
assessments were conducted?

o Can you share more information
about who conducted these
assessments?

. Would we be able to access these
assessments?

o Can you describe how any formal

or informal evaluations of your
programs influenced intervention

priorities?
To understand the role of the | 3.10. Can you describe how | e Can you list which guidelines the
literature, guidelines, and cost- scientific or academic government uses? (If unfamiliar
effectiveness on service literature influenced the ask for access to these guidelines)

prioritization
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interventions [Governing
Entity] provides?

3.11. Can you describe how
guidelines influenced the
interventions [Governing
Entity] provides?

3.12. Can you describe how
the cost-effectiveness of
different interventions
influenced the
interventions [Governing
Entity] provides [in
country]?

To understand the role of the
availability of health workers
on health priorities while
paying particular attention to:
e health domain
e geographic variations

3.13.  During [country
specific time period], can
you describe how the
availability of certain
cadres of health workers
influenced intervention
priorities?

o Can you describe

0]

any issues you had with
retaining the workforce?
How did you manage
these issues?

the health worker
recruitment and training
process? Can you explain
any issues you faced
during recruitment?

any interventions you had
hoped to prioritize but
couldn’t because of a lack
of available workforce?
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o] any interventions that
weren’t priorities but were
delivered because of the
available workforce?

Did workforce availability affect
o] one health domain in
particular? Can you give
me an example?

o] one geographic area in
particular? Can you give
me an example?

To understand how the
availability of commaodities
influenced health priorities
while paying particular
attention to:

e health domain

3.8 Between [country specific
time period], were there
any concerns about the
availability or shortages
of commodities? Can you
give me an example?

3.9 Can you explain how the
availability of certain
commodities influenced
intervention
prioritization?

Can you describe

o] any adjustments that had
to be made to the
interventions provided as
a result of commodity
availability? Can you give
me an example?

o] how stockpiles influenced
intervention priorities?

Did [Governing Entity] receive
any commodity donations for use
in [country]? Can you explain
how these influenced intervention
priorities?

Did commodity availability affect
one health domain in particular?
Can you give me an example?
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To understand the role of
funding and finances on health
priorities while paying
particular attention to:

e health domain

3.11 Focusing on the period
between [country
specific time period],
can you explain how
the level of funding
received by [Governing
Entity] affected what
health interventions
were prioritized?

Can you describe the primary
sources of funding?

How did the sources of funding
influence the types of services
delivered? Were there any
restrictions associated with this
funding?

Were certain services
deprioritized because of financial
constraints? Can you give me an
example?

To understand how the
availability of other elements
or resources influenced health
priorities while paying
particular attention to:

e health domain

3.15 Can you describe any

other elements or
resources that
influenced the
prioritization of
interventions?

Did you have any difficulties
procuring these resources? How
did you address these difficulties?

How did the shortages of
[resource listed] influence the
intervention? Were any
adjustments made to the
intervention due to [resource
listed] shortages?

Were certain services
deprioritized because of the
availability of [resource
mentioned]? Can you give me an
example?
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To understand if and how
increased attention to one area
of health diverted attention
from another health area

3.16 Can you describe how
you negotiate competing
priorities? Can you give
me an example?

In what sense are priorities
competing? (i.e. time, workforce,
resources, capital etc.)

5. Objective: To
understand how
actors coordinate with
one another

Conceptual framework areas
of investigation:
e Coordination
e Government
legislation and
restrictions

To understand the role of
cluster meetings on
intervention provision

4.1 Inyour capacity as
[position] with
[Governing Entity] have
you participated in any
cluster meetings? If so
within which clusters?

4.2 Could you explain what
decisions were made at
these meetings? Can you
give me examples?

Could you describe the extent to
which you interacted with the
groups at the cluster meeting after
the meetings?

What are the differences between
the services you provide and the
services other members of the
cluster group provide?

To understand how the
government works with NGOs
outside of the cluster system

4.3 Outside of the NGOs that
attend the cluster
meetings, as [role] with
[Governing Entity] do
you work with any other
organizations?

Does the government subcontract
services to other organizations?

0 What types of services are
subcontracted?

o Where are services
subcontracted?

o Can you explain why
services are
subcontracted? Can you
give me an example?

o0 Can you describe to what
extent the subcontracted
organization can influence
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the services or types of
services delivered?

To understand how the
government coordinates with
UN

4.7 Outside of your
interactions during cluster
meetings, can you list the
UN agencies [Governing
Entity] interacts with?

4.8 Can you explain to what
extent [Governing Entity]
interacts with [UN
agency: ask for all UN
agencies listed in response
to 4.4]?

4.9 Within [Governing Entity]
whose responsibility is it
to coordinate with the UN
agency [UN agency: ask
for all UN agencies listed
in response to 4.4]? With
whom do you interact at
[UN agency: ask for all
UN agencies listed in
response to 4.4]?

Could you describe any specific
government requirements that [
UN agency ] must adhere to if
they want to work within the
country? Can you give me an
example?

5. Objective: To understand
the contextual factors
influencing the delivery of
health interventions

Conceptual framework areas
of investigation:

To unpack the impact of
insecurity and conflict

5.5 Can you briefly overview
the current security
situation in [country]?
(e.g. access, incidents)

5.6 Can you describe the
impact of security
constraints on your

Were visas or special permissions
required for personnel entrance
into the country or for the
deployment of commodities,
medications, or equipment?

o] From whom were
permissions sought?
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e Security context work? Can you give me
e Sociocultural context some examples? o Were permissions required for the
deployment of facilities or service
5.7 Can you describe how providers?
you manage security
concerns? o] From whom were

permissions sought?

o To what extent were security
considerations a basis for
confining services to specific
locations, such as IDP or refugee
camp settings?

o What role did [Governing Entity]
play in the location of health
facilities or services?

o With whom did the providers of
services negotiate security?

o Did security forces accompany the
transport of personnel,
commodities, or equipment to
service locations?

o What groups provided security for
health facilities or providers of
services?

o Have security forces

o] influenced where or what
services were provided?
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o] influenced which
populations or patients
were to be provided
services?

o] screened recipients of
services before or at the
service facility?

o] interfered with the
provision of services?

Have any humanitarian workers or
facilities been victims of violence
or received threats of violence? If
so, from whom (if known)

Were non-standard fees or covert
payments required to operate
facilities?

Was there any coordination with
any opposition forces/tribal
councils/other groups/country-
specific category to allow the
delivery of your intervention?
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To unpack the role of the
sociocultural context on the
delivery of interventions

5.8 Can you explain how the
sociocultural context (e.g.
gender, caste, ethnicity
etc.) influenced
intervention
selection/prioritization or
delivery? Can you give
me an example?

Were there any subpopulations
that were particularly hard to
access? Can you describe this
group?

Were there any special efforts to
try to access this subpopulations?
Can you give an example?

Were different delivery methods
used for different services in the
same region? Can you explain
what is underlying this difference?

Did the sociocultural context
affect one health domain in
particular? Can you give me an
example?

(context specific probes will need
to be generated by each country
team)

To describe any other
enabling and constraining
factors not mentioned

5.5 Can you describe any
other factors that affected
the delivery or
implementation of
interventions?

6. Objective: To understand
changes in the set of
interventions delivered

Conceptual framework areas
of investigation:

e Finances

e Health workforce

To understand how the
provided interventions have
changed paying particular
attention to the impact of:
¢ Funding changes
e Changes in security
context

6.1 Were there any changes
to the services that were
planned compared to
those that were delivered?

6.2 Can you describe how
these services changed?

How did fluctuations in the level
of funding affect service
provision?

Can you describe the impact of
the changing security context on
the interventions delivered?
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Commodities and
resources
Security context

6.3 What factors influenced
changes?

Were any formal or informal
evaluations conducted? Did these
indicate the need for a change in
the interventions provided? Could
you give me an example?

Were there any substantial
influxes of displaced populations?

(0]

Can you describe how this
influx influenced
intervention priorities?
Can you give me an
example?

Did [Governing Entity]
receive additional funds to
provide services to the
influx of population?

Were there any epidemics while
you were in the field?

(0]

How did this shift
priorities? Can you give
me an example?

Did [Governing Entity]
receive additional funds to
address the epidemic?

Can you describe how
long the effects of
epidemic were felt?
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Were there any natural disasters
while you were in the field?

(0]

Can you describe what
happened with health
services once the
epidemic was addressed?

How did this shift
priorities? Can you give
me an example?

Did [Governing Entity]
receive additional funds to
address the impact of the
natural disaster?

Can you describe how
long the effects of the
natural disaster were felt?

Can you describe what
happened with health
services once the situation
with the natural disaster
was resolved?
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Interview Guide:
NGO (local and national) upper management

I: Thank you for sitting down with me today: as you know, we are interested in understanding Sexual, Reproductive, Maternal,
Newborn, Child, Adolescent Health & Nutrition intervention delivery in conflict. We know conflict is a particularly difficult context
to work in, and our effort is focused on understanding how you deliver health services in these difficult contexts. We are speaking to a
range of individuals involved in health service provision during conflict including different levels of NGO staff, UN officials, and
government officials. In [country] we are focusing on the period between [country specific time period]. Before we begin I have a
consent form that | would like you to sign. You can take as much time as you need to read over the form but | wanted to highlight a
few items. First, ensuring your privacy is important to us, and we will remove all personal identifiers from our data. All recordings and
notes will be assigned a code so that they are not linked to your name. The key to the codes will be kept in a password protected file
which only the research staff can access. We will not link your name, or your position at your organization with your data in any of
our documentation. Second, if at any time during the interview you feel uncomfortable and would like to halt the interview please let
me know. | will give you a moment to look over the form, feel free to ask me any questions. When you feel comfortable doing so
please sign the form. Let me know if you have any questions about the form.

*give respondent time to sign the form, once form has been signed*

I: This interview is being audio recorded. This is optional. If you do not want to be recorded, let me know and I will take detailed
notes instead. This recording is for our records, and will only be shared with the research team. Do I have permission to record the
interview?

*if agrees put on recorder*

*if does not agree*

I: That’s okay | can take written notes instead, do let me know if you change your mind at any point.

I: Do you have any questions before we begin?
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General Objective Detailed objectives Interview Questions Probes
4. Objective: To To understand participant’s 4.1 Can you explain to me . How do you interact with

establish rapport and role in [NGO] including what your role as o] [NGO]’s
learn about e  Position within [position] with [NGO] regional/provincial/district
participant’s work hierarchy (i.e. who entails? offices?
experience they report to, and

who reports to them)

e Responsibilities (e.g.
allocation of
finances, resources,
etc.)

e  Geographic areas
they are responsible
for

o] [NGO]’s head office?

o Can you describe your role
o] in the allocation of
finances?

o the allocation of resources
and commodities?

o] in determining what
geographic areas [NGO]
works in?

o Can you explain what geographic

areas you are responsible for in
your position as [role]?

To build rapport and
understand the participant’s
general experience working in
conflict in [country]

4.2 We understand that
working in [country] can
be quite difficult given the
ongoing conflict, can you
elaborate on how the
ongoing conflict has
affected you and your

work?

o Can you describe
o] how you and your team
feel working in [country]?

o] any personal precautions
you have taken as a result
of the conflict?

To learn about participant’s
work experience including

4.3 Can you describe your

experience working in

o Can you describe what your
position was in [country]? Can
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o their experience in
conflict

e their experience in
their current position

conflict before entering
[country]?

you tell me how long you were
stationed there?

To learn about participant’s
educational background

1.4 Can you describe your
educational background?

5. Objective: To
understand what
interventions are
delivered by [NGO]

To identify what interventions
were delivered

2.7 We have been looking at
[NGOT’s activities in
[country] and have made
a list of the services or
programs that [NGO]
delivers. Could | share
this list with you? [Share
list of services]. Is there
anything missing from the
list or anything listed that
is no longer delivered?

To identify any gaps across
the continuum of care

2.8 So we have discussed [list
services or interventions]
as part of the services you
provide. If you don’t
mind 1’'m going to list a
few other areas of health.
Could you tell me if your
organization provides any
services or interventions
related to that area? [list
continuum of care areas
that weren’t listed in 2.1
or found in document
review, probe a few
examples. If they do not

e Can you explain what
considerations factored into the
decision not to provide [ ]
service?

Breastfeeding and I'YCF probes, please
inquire if there were any:

. interventions supporting milk
expression?

. facilities where mothers can store
milk?

. interventions supporting non-
breast fed children?
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report interventions,
however, do not probe on
services that are outside
of an organization’s
mandate] [ensure that you
ask about breastfeeding
promotion and 1'YCF]

0 E.g. Wet-nursing or informal milk
sharing?
. interventions to support

complementary feeding of children from 6
to 24 months?

. interventions to support
micronutrient supplementation of children
from 6 to 24 months?

5. Objective: To
understand how
decisions are made to
prioritize certain
interventions
5.1 To understand how
evidence was used
to inform decision
making

5.2 To understand how
the availability of
resources
influenced
prioritization

5.3 To understand how
organization
expertise
influenced
selection of
interventions

5.4 The role of
competing
priorities

To learn, in our participant’s
own words, what they
consider when prioritizing an
intervention

3.1. Just as a reminder,

we’re focusing on the
period between [country
specific time period].
Could you describe what
informed and/or
continues to inform your
decisions on which
interventions to deliver?

To understand the role of
surveys and data on service
prioritization while paying
particular attention to:

o health domain

o geographic
variations

o populations
(include sub-

populations such as

ethnic or religious
minorities)

3.14. Between [country

specific time period],
were any formal or
informal needs
assessments or surveys
conducted to determine
health priorities?

3.15. Can you describe how

surveys, surveillance
data, results of these
assessments, or other
data influenced the
interventions [NGO]
provides [in country]?

. What areas of health did these
assessments focus on?

o What type of data was collected in
these assessments?

o Can you describe the geographic
areas where these assessments
were conducted?

. How was the decision made to
conduct assessments in those
specific geographic areas?
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Conceptual framework areas
of investigation:
Prioritization
Financing

Health workforce
Commodities and
Resources

Can you describe the population
assessed (e.g. IDPs, refugees, non-
displaced etc.)?

How was the decision made to
assess that specific population?

Can you describe how often these
assessments were conducted?

Can you give me more
information about who conducted
these assessments?

Would we be able to access these
assessments?

Can you describe any formal or
informal evaluations of your
programs influenced intervention
priorities?

To understand the role of the
literature, guidelines, and cost-
effectiveness on service
prioritization

3.16. Can you describe how
scientific or academic
literature influenced the
interventions [NGO]
provides [in country]?

3.17. Can you describe how
guidelines influenced the
interventions [NGO]
provides [in country]?

Can you list which guidelines you
or your organization uses? (If
unfamiliar ask for access to these
guidelines)
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3.18. Can you describe how
the cost-effectiveness of
different interventions
influenced the
interventions [NGO]
provides [in country]?

To understand the role of the
availability of health workers
on health priorities while
paying particular attention to:
e health domain
e geographic variations

3.19.  During [country
specific time period], can
you describe how the
availability of certain
cadres of health workers
influenced intervention
priorities?

Can you describe

o] any issues you had with
retaining the workforce?
How did you manage
these issues?

o] the health worker
recruitment and training
process? Can you explain
any issues you faced
during recruitment?

o] any interventions you had
hoped to prioritize but
couldn’t because of a lack
of available workforce?

o] any interventions that
weren’t priorities but were
delivered because of the
available workforce?

Did workforce availability affect
o] one health domain in
particular? Can you give
me an example?
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o] one geographic area in
particular? Can you give
me an example?

To understand how the
availability of commodities
influenced health priorities
while paying particular
attention to:

e health domain

3.8 Between [country specific
time period], were there
any concerns about the
availability or shortages
of commodities? Can you
give me an example?

3.9 Can you explain how the
availability of certain
commodities influenced
intervention
prioritization?

Can you describe

o] any adjustments that had
to be made to the
interventions provided as
a result of commodity
availability? Can you give
me an example?

o] how stockpiles influenced
intervention priorities?

Did [NGO] receive any
commodity donations for use in
[country]? Can you explain how
these influenced intervention
priorities?

Did commodity availability affect
one health domain in particular?
Can you give me an example?

To understand the role of

funding and finances on health

priorities while paying
particular attention to:
e health domain

3.12 Focusing on the period
between [country
specific time period],
can you explain how the
level of funding
received by [NGO] for
work in [country]
affected what health

Can you describe
o] the role that your ability
to liquidate funds played
in addressing the
intervention priorities?

o] the primary sources of
funding?
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interventions were
prioritized?

How did the sources of funding
influence the types of services
delivered? Were there any
restrictions associated with this
funding?

Were there any situations when
you had to contact head office
about additional funds? Can you
describe this situation for me?

Were certain services
deprioritized because of financial
constraints? Can you give me an
example?

To understand how the
availability of other elements
or resources influenced health
priorities while paying
particular attention to:

¢ health domain

3.17 Can you describe any
other elements or
resources that
influenced the
prioritization of
interventions?

Did you have any difficulties
procuring these resources? How
did you address these difficulties?

How did the shortages of
[resource listed] influence the
intervention? Were any
adjustments made to the
intervention due to [resource
listed] shortages?

Were certain services
deprioritized because of the
availability of [resource
mentioned]? Can you give me an
example?
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To understand the role of
organizational expertise on
decision making

3.18 Does [NGQO] have an
expertise in one area of
health?

3.19 How did [NGQ]’s
expertise influence what
interventions/health
areas were identified as
priorities?

o] Does your country team
have expertise in one area
of health? How has that
influenced health
intervention
prioritization?

To understand if and how
increased attention to one area
of health diverted attention
from another health area

3.20 Can you describe how
you negotiate competing
priorities? Can you give
me an example?

In what sense are priorities
competing? (i.e. time, workforce,
resources, capital etc.)

6. Objective: To
understand how
actors coordinate
with one another

Conceptual framework areas
of investigation:
e Coordination
e Government
legislation and
restrictions

To understand the role of
cluster meetings on
intervention provision

4.1 Inyour capacity as
[position] with [their
organization] have you
participated in any
cluster meetings? If so
within which clusters?

4.2 Could you explain what
decisions were made at
these meetings? Can you
give me examples?

Could you describe the extent to
which you interacted with the
groups at the cluster meeting after
the meetings?

What are the differences between
the services you provide and the
services other members of the
cluster group provide?

How were these decisions made?

To understand how
organizations work with one
another outside of the cluster
system

4.3 Outside of the
organizations that attend
the cluster meetings does
your organization work
with any other
organizations (local and
international)?

Does your organization
subcontract services to other
organizations?

o] What types of services are
subcontracted?
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Where are services
subcontracted?

Can you explain why
services are
subcontracted? Can you
give me an example?

Can you describe to what
extent the subcontracted
organization can influence
the services or types of
services delivered?

Does your organization have
services subcontracted to them by
other organizations?

(0]

What types of services are
subcontracted to your
organization?

Where does your
organization deliver these
services?

Can you describe to what
extent your organization
can influence the services
or types of services
delivered?

To understand how NGOs

coordinate with UN agencies

4,10  Outside of your

interactions during cluster
meetings, can you list the
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UN agencies your
organization interacts
with?

4,11  Canyou explain to
what extent your
organization interacts with
[UN agency: ask for all
UN agencies listed in
response to 4.4]?

4,12  Within your
organization whose
responsibility is it to
coordinate with the UN
agency [UN agency: ask
for all UN agencies listed
in response to 4.4]? With
whom do you interact with
at [UN agency: ask for all
UN agencies listed in
response to 4.4]?

To understand how NGOs
coordinate with government
(including the level of
government)

4,13  Can you explain how
your organization
interacts with the
government?

4.14  Whose responsibility
is it to coordinate with
government agencies?
With whom do you

Can you describe how, if at all,
your organization coordinates
their service delivery with
government services?

Could you describe any specific
government requirements that
[NGO] must adhere to if they
want to work within the country?
Can you give me an example?
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interact with in the
government?

415  What level of
government agencies do
you coordinate with?

Were there any activities that the
government did not want you to
report on? Could you give me an
example? Can you explain this
situation?

Can you describe any laws or
regulations that restricted your
activities within the country? How
did you manage these restrictions?
(e.g. abortion restrictions)

How did you manage constraints
created by the government in a
way that allowed [NGO] to do
their work?

Does your organization receive
any funding from the
government? Can you elaborate
on the details of this funding?

5. Objective: To understand
the contextual factors
influencing the delivery of
health interventions

Conceptual framework areas
of investigation:

e Security context

e Sociocultural context

To unpack the impact of
insecurity and conflict

5.9 Can you briefly overview
the current security
situation in [country]?
(e.g. access, incidents)

5.10 Can you describe the
impact of security

constraints on your work?

Can you give me some
examples?

Were visas or special permissions
required for personnel entrance
into the country or for the
deployment of commodities,
medications, or equipment?

o] From whom were
permissions sought?
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5.11 Can you describe how
your team managed
security concerns?

Were permissions required for the
deployment of facilities or service
providers?

o] From whom were
permissions sought?

To what extent were security
considerations a basis for
confining services to specific
locations, such as IDP or refugee
camp settings?

Did the host government influence
the location of health facilities or
services?

With whom did the providers of
services negotiate security?

Did security forces accompany the
transport of personnel,
commodities, or equipment to
service locations?

What groups provided security for
health facilities or providers of
services?

Have security forces

o influenced where or what
services were provided?
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o] influenced which
populations or patients
were to be provided
services?

o] screened recipients of
services before or at the
service facility?

o] interfered with the
provision of services?

Have any humanitarian workers or
facilities been victims of violence
or received threats of violence? If
so, from whom (if known)

Were non-standard fees or covert
payments required to operate
facilities?

Was there any coordination with
any opposition forces/tribal
councils/other groups/country-
specific category to allow the
delivery of your intervention?
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To unpack the role of the
sociocultural context on the
delivery of interventions

5.12 Can you explain how
the sociocultural context
(e.g. gender, caste,
ethnicity etc.) influenced
intervention
selection/prioritization or
delivery? Can you give
me an example?

Were there any subpopulations
that were particularly hard to
access? Can you describe this
group?

Were there any special efforts to
try to access this subpopulations?
Can you give an example?

Were different delivery methods
used for different services in the
same region? Can you explain
what is underlying this difference?

Did the sociocultural context
affect one health domain in
particular? Can you give me an
example?

(context specific probes will need
to be generated by each country
team)

To describe any other
enabling and constraining
factors not mentioned

5.5 Can you describe any
other factors that affected
the delivery or
implementation of
interventions?

6. Objective: To understand
changes in the set of
interventions delivered

Conceptual framework areas
of investigation:

e Finances

e Health workforce

To understand how the
provided interventions have
changed paying particular
attention to the impact of:
e Funding changes
e Changes in security
context

6.1 Were there any changes
to the services that were
planned compared to
those that were delivered?

6.2 Can you describe how
these services changed?

How did fluctuations in the level
of funding affect service
provision?

Can you describe the impact of
the changing security context on
the interventions delivered?
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Commodities and
resources
Security context

6.3 What factors influenced
changes?

Were any formal or informal

evaluations conducted? Did these
indicate the need for a change in

the interventions provided? Could
you give me an example?

Were there any substantial
influxes of displaced populations?

(0]

Can you describe how this

influx influenced
intervention priorities?
Can you give me an
example?

Did [NGO] receive
additional funds to
provide services to the
influx of population?

Were there any epidemics while
you were in the field?

(0]

How did this shift
priorities? Can you give
me an example?

Did [NGO] receive
additional funds to
address the epidemic?

Can you describe how
long the effects of
epidemic were felt?
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Were there any natural disasters
while you were in the field?

(0]

Can you describe what
happened with health
services once the
epidemic was addressed?

How did this shift
priorities? Can you give
me an example?

Did [NGO] receive
additional funds to
address the impact of
natural disaster?

Can you describe how
long the effects of the
natural disaster were felt?

Can you describe what
happened with health
services once the situation
with the natural disaster
was resolved?
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satisfied

contraception

contraception but report
wanting to space their
next birth or stop
childbearing altogether

Sexual and
Reproductive Name Indicator Numerator Denominator Source of Definition
Health

Total number of women

who are married/in-

union and who are

Percentage of women aged | Number of women aged currently using any

Demand for 15-49, either married or in | 15-49, either married or in | method of contraception
1 family planning | union, who have their need | union, who are currently or who are fecund and Countdown to 2030

satisfied for family planning using any method of not using any method of

Contraceptive
2 prevalence rate,
modern methods

Percentage of women aged
15-49, either married or in
union, who are using a
modern contraceptive
method at a particular
point in time

Number of women aged
15-49, either married or in
union, who are currently
using a modern
contraceptive method

Total number of women
aged 15-49 who are
married/in-union

MEASURE Evaluation

Method mix (i.e.
contraceptive

Percentage of women aged
15-49, either married or in
union and are

Number of women aged
15-49, either married or in

Total number of women
aged 15-49, either

Maternal
mortality ratio

years bearing children
according to a current
schedule of age-specific
fertility rates.

Number of maternal deaths
per 100,000 live births

fertility rate for women in
age group a (expressed as
a rate per woman).

Number maternal deaths

(i.e. while pregnant or
within 42 days of the end
of pregnancy, from any
cause related to or
aggravated by the
pregnancy or its
management but not from
accidental or incidental
causes) occurring within a
reference period

Total number of live
births

8 . union and are A : - MEASURE Evaluation
users, by contraceptive users, who contracentive user b married or in union and
method) are using each modern P Y are contraceptive users
. method
method of contraception
Number of children who
would be born per woman TFR =5} ASFRa (for 5-
(or per 1,000 women) if year age groups)
Total fertilit she/they were to pass Where:
4 e Y through the childbearing ASFRa = age-specific MEASURE Evaluation

MEASURE Evaluation

Maternal case
fatality ratio

Proportion of women with
major obstetric
complications who die in a
facility within a reference
period

Number of deaths from
specified obstetric
complications in a facility
[Major complications
include Hemorrhage:
antepartum, intrapartum or
postpartum;
Prolonged/obstructed
labor; Postpartum sepsis;
Complications of abortion;
Pre-eclampsia/eclampsia;
Ectopic pregnancy; and
Ruptured uterus.]

Total number of women
with specified obstetric

complications attended

in the facility

MEASURE Evaluation

7 Stillbirth rate

The number of stillbirths
per 1000 births (live and
stillbirths)

Number of infants born per
year with no sign of life
and born after 28 weeks
gestation, or weighing over
1000 g

Total number of births
(live and stillbirths)

MEASURE Evaluation

Antenatal care
(one or more
Visits)

Percentage of women
attended to at least once
during pregnancy by
skilled health personnel for
reasons related to the
pregnancy

Number of women
attended to at least once
during pregnancy by
skilled health personnel
(doctor, nurse, midwife, or
auxiliary midwife) for
reasons related to the
pregnancy

Total number of women
who had a live birth

Countdown to 2030
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Percentage of women Number of women
attendgd toat Ie:-ast el attended to at least four
AMIEREE GEE I S GO times during pregnancy b Total number of women
9 (four or more pregnancy by any provider 'ing preg y by R MEASURE Evaluation
visits) (skilled or unskilled) for any provider (skilled or who had a live birth
unskilled) for reasons
reasons related to the
related to pregnancy
pregnancy
Number of pregnant
Percentage of pregnant women who received iron
10 women who received iron | folate (60 mg iron + 400 nga:]gﬁtnx;;zg MEASURE Evaluation
and folate supplementation | pg folic acid) daily for 6 Preg
Iron and Folate
; months
Supplementation
. Number of ANC clients
Percentage of ANC clients - .
11 who received iron and e recglved iron folate‘ 'I'Ic_>tal MITEE; @ ANE MEASURE Evaluation
folate supplementation (6(.) mg iron + S pp e | el
acid) daily for 6 months
Percentage of women Number of women with a
Skilled Birth whose deliver was delivery (resulting in a live | Total number of women
2 Attendance | attended by a skilled health | birth) attended by a skilled | with a live birth ittty ) 2150
personnel health personnel
Institutional Percentage of births in all Number of deliveries in Total number of women .
= Delivery health facilities in the area | health facilities with a live birth MIEREUIRE Bl
Number of women who
Percentage of mothers who | received a health check Total number of women
14 Postnatal Care received postnatal care while in facility or at home | with a live birth Countdown to 2030
(mother) within two days of following delivery, or a (regardless of place of
childbirth postnatal care visit within delivery)
2 days after delivery
T Percentage of live births Number of women with a T e ———
15 Section Rate delivered by Caesarean live birth delivered by with a live birth Countdown to 2030
section caesarean section
World Health
Organization. "WHO
policy brief for the
implementation of
Number of women at risk | ber of intermittent preventive
for malaria who received Totg gL treatment of malaria in
& 4 or more doses of IPTp CIH T Sl I T pregnancy using
Percentage of women at- during pregnancy e lrd sulfadoxine-
risk for malaria who pyrimethamine (IPTp-
received intermittent SP)." Geneva: World
preventive treatment for Health Organization
malaria during pregnancy .
laria duri 2013
Intermittent Number of women at risk
preventive for malaria who received Total number of women
17 treatment for their first dose of IPTp at risk for malaria with a
malaria during between weeks 13-18 live birth
pregnancy during pregnancy
Percentage of ANC clients | Number of ANC clients
who received 2 or more who received 2 or more
doses of a recommended doses of a recommended Total number of ANC .
= antimalarial drug treatment | antimalarial drug treatment | clients MIEREINE Blatn
to prevent malaria during to prevent malaria during
pregnancy pregnancy
Percentage of HIV- Number of HIV-infected
Prevention of positive pregnant women pregnant women who B e ——"
19 mother-to-child | who received received antiretrovirals in number of HIV-nositive Countdown to 2030,
transmission of | antiretrovirals to reduce the last 12 months to reqnant womenp MEASURE Evaluation
HIV the risk of mother-to-child | reduce mother-to-child preg
transmission transmission
Percentage of pregnant Total number of women Total number of women
20 women screened for with a live birth who were D
A o who had a live birth
syphilis screened for syphilis
Screening and i 6P A i
treatment of . umbper o clients
21 syphilis Fercentage of AN.C. Glients who were screened for Tc?tal TSRy AT MEASURE Evaluation
yp screened for syphilis syphilis clients
AR Percentage of pregnant
management of g Preg Number of women who
third stage of mfg n\?(l:hé) oii,iglgﬁ z;r; received an uterotonic Total number of women Maternal Health Task
22 labour (to misoprostol) in the third (oxytocin or misoprostol) who gave birth at health Force
deliver the P f lab in the third stage of labor facilities
placenta) to _stage 3. alor ?tr birth or immediately after birth.
prevent immediately after birt
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postpartum
hemorrhage (as
above plus
manual removal
of placenta)
Percentage of induced Number of induced |
n abortions managed using abortions managed using Ueic prggnancyd_
23 Safe Abortion MVA or medical MVA or medical terminations (Indirect
. - estimates)
evacuation evacuation
Number of women with a
live birth who received
24 Percentage of_ newborns two (_10395 'of_tetanus toxoid T(_)tal nl'mee'r of women MEASURE Evaluation
protected against tetanus vaccine within the with a live birth
appropriate interval prior
Neonatal tetanus to the infant's birth
protection
Number of ANC clients
with a live birth who
Percentage of newborns, received two doses of
25 born to ANC clients, tetanus toxoid vaccine thal AU AT G
. - - clients
protected against tetanus within the appropriate
interval prior to the infant's
birth
Number of newly
" Number of newly
dellvergd mo.thers - delivered mothers
presenting with potential - . .
: . presenting with potential
infection [fever or : . .
Percentage of newly hypothermia] and potential infection [fever or Singer, Mervyn, et al.
Detect and delivered mothers P nap hypothermia] and "The third international
: . n organ dysfunction [fast " S
manage presenting with potential potential organ consensus definitions for
26 n heart rate, or low blood - . -
postpartum and potential organ e sl dysfunction [fast heart sepsis and septic shock
sepsis dysfunction treated with pr + OF respiratory rate, or low blood (sepsis-3)." Jama 315.8
. Frrt distress, or jaundice, or : .
1V fluids and antibiotic - pressure, or respiratory (2016): 801-810.
decreased urination, or distress, or jaundice, or
altered mgntal statu_s] decreased urination, or
treated with IV fluids and
L altered mental status]
antibiotic
Number of facilities
providing BEmONC
[health facilities operating
24/7 and reporting
provision of all 7
BEmMONC signal functions
[1) administer parenteral
antibiotics 2) administer
utertonic drugs (i.e.
Basic parenteral oxytocin) 3)
Emergency Per_cgptage of'h('aalth admmlster etz el The total population for - .
. facilities providing anticonvulsants for ot ; Humanitarian Indicator
Obstetric and - - the same administrative ;
27 Newborn Care BEmMONC at least once in preeclampsia and or health area. at the Registry, MEASURE
the previous three months eclampsia (i.e. magnesium A evaluation
(BEmONC) n same point in time
A per 500,000 population. sulfate) 4) manually
availability
remove the placenta 5)
remove retained products
(e.g. vacuum extraction,
dilation and curettage) 6)
perform assisted vaginal
delivery (e.g. vacuum
extraction, forceps
delivery) 7) perform basic
neonatal resuscitation (e.g.
with bag and mask)] ]
Comprehensive Number of facilities
Emergency Per_cgptage of'h('aalth providing Q!EmONC . The total population for - .
. facilities providing [health facilities operating ot ; Humanitarian Indicator
Obstetric and - - the same administrative ;
28 CEmMONC at least once in 24/7 and reporting Registry, MEASURE
Newborn Care " A or health area, at the ?
(CEMONC) the previous three m_onths provision of BEMONC + same point in time evaluation
L per 500,000 population. surgical care and blood
availability .
transfusion ]
Number of women aged
Low body mass Percentage of women aged | 15-49 with a BMI of less Total number of women
29 pody 15-49 with a BMI of less than 18.5 kg/m2 aged 15-49 (excluding MEASURE Evaluation
index 2 :
than 18.5 kg/m (excluding pregnant pregnant women)
women)

30 Neonatal Number of neonatal deaths | Number of neonatal deaths | Total number of live
mortality rate per 1000 live births (0-27 days) births

31 Early neonatal Number of early neonatal Number of neonatal deaths | Total number of live
mortality rate deaths per 1000 live births | (0-7 days) births
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Number of infants who
32 Infant mortality | Number of infant deaths died before their first Total number of live
rate (IMR) per 1000 live births birthday (0—11 months of births
age)
. Number of live births who
Percentage of babies who ;
Postnatal Care received postnatal care recglvgd a h_eglth BIEE Total number of live .
& o while in facility or at home h MEASURE Evaluation
(newborn) within two days of following deli ithi births
childbirth ollowing delivery within
2 days after delivery
Number of newborns for
34 Percentage of newborns whom resuscitation Total number of live Every Newborn Action
who were resuscitated (stimulation and/or bag births Plan (ENAP)
Newborn and mask) was initiated
resuscitation
Percentage of facilities that
demonstrate neonatal Number of facilities with a Total number of
resuscitation readiness functional neonatal bag facilities with inpatient
& (facilities with functional and two masks (sizes 0 and maternity services ENAP
bag and mask for neonatal | 1) in the labour and assessed
resuscitation in delivery delivery service area
room)
Percentage of births
delivered at home or in
facilities where the
newborns were dried with Number of newborns dried Total number of live
36 cloth immediately after with cloth immediately births MEASURE Evaluation
Promotion and birth. (The term after birth
provision of ‘immediately’ needs to be
thermal care for | defined as a specific
all newborns to amount of time in minutes)
prevent Percentage of births
hypothermia delivered at home or in
((jimmedizli(te facilti)ties, vr\:hé:*rehthef T —— T | ber of |
rying, skin to newborns had their first - Total number of live .
& skin, delayed bath delayed at least six zli:(s’thzﬁt:; gﬁt':g’g‘i’rfg bt births MIEREINE Belatn
bathing) hours after birth. ldeally
the bath should be delayed
until 24 hours after birth
Percentage of births
delivered at home or in
facilities where the Number of newborns with Tl oumbEr e e
38 newborn had nothing nothing harmful applied to births MEASURE Evaluation
harmful applied to the cord
umbilical cord after cutting
and tying.
Number of newborns who
. Percentage of newborns .
Promotion and ; received
L who received S .
39 provision of chlorhexidine chlorhexidine digluconate T_otal number of live ENAP
ILEEINE EO digluconate for umbilical i oing
and skin care co?’d ETE umbilical cord care at birth
within 24 hours of birth
Coverage of clean cord
care at the time of
delivery, el'ther fr(_)m use of Number of births with a
40 Elclc(iaan d_ellvery HEMES clean delivery kit or clean Total number of births MEASURE Evaluati
b ade or Instrument, or a blade (home deliveries (home deliveries only) valuation
oiled blade or instrument, only)
to cut the baby's umbilical
cord (home deliveries
only)
Number of newborns who
Percentage of newborns received at least one Tl Ui Er eR e
41 treated for severe neonatal | injection of antibiotic for births ENAP
infection possible serious bacterial
infection in the facility
Case
management of
neonf;\tal_ SR Number of facilities in
meningitis gnd Percentage of facilities which
. [P with treatment available gentamicin is available at | Total number of e
for severe neonatal suitable peripheral level facilities assessed
infection for treatment of severe
neonatal infection
Number of facilities in ol U Er 6T
Percentage of facilities which a space is identified facilities assessed with
43 demonstrating KMC for KMC and where staff inbatient maternit ENAP
readiness have received KMC seFr)vices Y
Kangaroo training (< 2 years)
Mother Care
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Percentage of low birth Numt?er g ff.iC'I't.y 2L Total number of facility
S . low birth weight infants . ;
44 weight infants with access with access to Kanaaroo born low birth weight ENAP
to kangaroo mother care 9 infants
mother care
Percentage of newborns Number of women with a
S live birth who put the
45 EUt i }ht?' t;[]east ST el newborn infant to the \Tv?tts Ianll;\rlrgbgirrtc;]f women Countdown to 2030
SR LIl breast within 1 hour of
Early initiation birth
of breastfeeding
Number of women with a
Percentage of newborns live birth who put the Total number of women
46 put to the breast within one | newborn infant to the with a live birth in a
hour of birth breast within 1 hour of facility
birth
Child . . S
Health Name Indicator Numerator Denominator Source of Definition
47 USMR (Under 5 | Number of child deaths per | Number of deaths among Total number of live
mortality rate) 1,000 live births children aged 0-59 months | births
Percentage of children (12- - :
23 months) who have Number 9f chﬂc!ren (1.2 2 Total number of children
48 A months) immunized with
received measles el e T e aged 12-23 months
vaccination g
Measles Percentage of children (6- Number of children (6-59
A 59 months) who have months) who have Total number of children
49 vaccination A -
received measles received measles aged 6-59 months
coverage e PR .
vaccination vaccination in a given year
Percentage of children Number of children (6m-
50 (6m-15 yrs) who have 15 yrs) who have received | Total number of children
received measles measles vaccination in a aged 6m-15 yrs
vaccination given year
Number of children (12-23
Polio Percentage of children (12- | months) who survive the -
51 vaccination 23 months) who have first year of life who have D] Ul O i B e
- - L s aged 12-23 months
coverage received polio vaccination | received at least three
doses of polio vaccine
Diphtheria with | Percentage of children (12- | Number of children (12-23
tetanus toxoid 23 months) who have months) who received Total number of children
52 and pertussis received combined three doses of aged 12-23 months
vaccination diphtheria/pertussis/tetanus | diphtheria/pertussis/tetanus g
coverage (DTP3) vaccination vaccine
Percentage of children (12- 8 :
Haemophilus 23 months) who have xz:ltﬁg \(,)Jhcoh:greei?/é;z e
influenza type B | received Haemophilus Total number of children
53 —— " three doses of
vaccination influenza type B s F aged 12-23 months
. 7 Haemophilus influenza
coverage immunization coverage tvoe B vaccine
(HiB3) P
Pneumococcal Percentage of children (12- xz:ltﬁg \(/)\/fhcc)h:ala(?:reei?/na(jztt?eS
conjugate 23 months) who have - Total number of children
54 g - third dose of
vaccination received pneumococcal n aged 12-23 months
] - pneumococcal conjugate
coverage conjugate vaccine -
vaccine
ggrﬁfggiﬁs (\);ﬁ:'r:g\r;n (2= 1 Number of children (12-23
Fully . months) who have Total number of children
55 : received all recommended -
Immunized A - received all recommended | aged 12-23 months
vaccinations (DTP3, polio, e
and measles)
Household Survey
Indicators for Malaria
. - Control (MEASURE
Percent'age of chlldren. Number of children under Total number of children | Evaluation, MEASURE
. under five years old with five years old who had a " : ,
Care seeking for n - . under five years old who | DHS, President’s
56 el fever in the last two weeks | fever in the previous two had a fever in the Malaria Initiative. Roll
for whom advice or weeks for whom advice or - : '
previous two weeks Back Malaria
treatment was sought treatment was sought -
Partnership
UNICEF, World Health
Organization)
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Number of deaths among

. Number of children ages
Percentage of children 0-59 months sleepin
57 Insecticide- under 5 years sleeping under an insectici[()je—g Total number of children Countdown to 2030
treated net use under an insecticide- d . h ages 0-59
treated mosquito net treated mosquito net the
night before
Percentage of children NI 7 € LD 52
under 5 gears with 0-59 months with Total number of children
58 S ecte)(/j —— suspected pneumonia in ages 0-59 months with Countdown to 2030
P P - the previous two weeks suspected pneumonia in
taken to an appropriate -
Case health provider who were taken to an the previous two weeks
management of P appropriate health provider
childhood
pneumonia Number of children ages :
Percentage of children 0-59 months ;I'g;:lorltggber Cleninin
under 5 years with with suspected pneumonia A
& suspected pneumonia in the previous two weeks m&?&iﬁg'};fﬁgeaed CammEsm D20
receiving antibiotics receiving pneu K
antibiotics previous two weeks
Number of children ages
0-59 months with diarrhea
Percentage of children in the previous two weeks "
under 5 years with diarrhea | receiving oral rehydration ;’o;:lorltggl)rs(r)r?tfhzh\:\:g:]en
60 Case receiving oral rehydration therapy (oral rehydration d?arrhea S - Countdown to 2030
management of | therapy and continued solution and/or two weeks .
diarrhea a) acute | feeding recommended homemade
watery diarrhea fluids or increased fluids)
b) dysentery and continued feeding
Percentage of children ’(;I—uSrgbr?\:)gIthh\i\I/(ijt':z i?i?rer?ea Total number of children
61 U237 DYETS T GIETIE in the previous two weeks CES - M S il MEASURE Evaluation
;i(l:ﬁl}/c;:g oral rehydration receiving oral rehydration ?vlgrvr:/iaélg the previous
solution

acceptable diet

minimum acceptable diet

and the minimum meal
frequency during the
previous day [Minimum
dietary diversity: Child 6-

months of age

62 Adolescent adolescents (10-19 years) Number of deaths among Number of adolescents
mortality rate per 100 000 adolescent adolescents aged 10-19 aged 10-19
population
Percentage of adolescent ][:Lr;rg:fsr (%e_lgg Iezt;;t who | Total number of
63 females (10-19 years) who . Y adolescent females (10- MEASURE Evaluation
have ever been pregnant QI TERTIT) G 11T 19 years)
pregnant
Adolescent
pregnancy rates
e o | Mo onono | Tot e
e have ever caused a report having ever caused agg::)s S MIERSUIRE Bl
pregnancy a pregnancy y
; Number of births to — Total number of
65 Adolesrgttegt By women ages 15-19 per er’nrg:zzr:fegvles?'lghs 0 adolescent females (15- MEASURE Evaluation
1,000 women g 19 years)
Percentage of women age Number of women age 20-
66 20-24 who were married or | 24 who were married or in ;’oéglzn(;{ rznf Sfeine
in union before age 15 union before age 15 g
Early marriage UNICEF
Percentage of women 20- Number of women 20-24
67 24 years old who were years old who were Total number of women UNICEE
married or in union before | married or in union before | aged 20-24
age 18 age 18
Nutrition Name Indicator Numerator Denominator Source of Definition
. n Number of infants ages 0-
® | beeseding | monganoare | Smohswhoare | Totlnumberof nfats | ¢ rigoun 02030
(<6 months) exclusively breastfed . Y Dree g
during the previous day
Introduction of Number of infants ages 6—
. . Percentage of infants (6-8 | 8 months who received .
69 EpliE, s months) who receive solid, | solid, semi-solid or soft L [FI1o B (TS Countdown to 2030
S0 kit (e semi-solid or soft foods foods during the previous AES B ST
(6-8 months) day
Number of breastfed
children 6-23 months of
Minimum PETEINEE ol Bl (o ar;?iimfn? g?e?;rl ee’(ljsitvtehriit TEEL [TIlo2 5 Humanitarian Indicator
70 23 months) who receive a Y Y| breastfed children 6-23

Registry
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23 months consumed
foods from 4 or more food
groups (out of 7 groups)
during the previous day.]
Number of non-breastfed
children 6-23 months of
age who received at least 2
milk feedings and had at
least the minimum dietary
diversity not including
milk feeds and the
minimum meal frequency
during the previous day
[Minimum meal
71 zgel?;,e:ec%i-ggllilg, r(;erc sclJ\;tes :;Otal ?udmt;]e_: dOf n%n—za Humanitarian Indicator
foods (but also includes reastfed children 6- Registry
. months of age
milk feed for non-
breastfed children) the
minimum number of times
or more over the previous
day. The minimum number
of times are:
2 times for breastfed
infants 6-8 months
3 times for breastfed
children 9-23 months
4 times for non-breastfed
children 6-23 months]
. Number of children aged
Vitamin A PEEEIRTE C chlldrep - 6-59 months who received | Total number of children
72 : 59 months) who received o Countdown to 2030
Supplementation two doses of vitamin A two doses of vitamin A ages 6-59 months
during the previous note
Proportion of cases (6-59 Number of cases (6-59 Total number of cases
months) with severe acute months) with severe acute ; Humanitarian Indicator
e malnutrition receiving malnutrition receiving for égse? ergznizs%\;\ll'ntht T Registry
treatment treatment vereacu utrt
Proportion of discharged Number of discharged Total number of cases
74 cases (6-59 months) with cases ( 6-59 months) with (6-59 months) with Humanitarian Indicator
severe acute malnutrition severe acute malnutrition severe acute malnutrition | Registry
who recovered who recovered discharged
Proportion of discharged Number of discharged Total number of cases
75 cases (6-59 months) with cases (6-59 months) with (6-59 months) with Humanitarian Indicator
severe acute malnutrition severe acute malnutrition severe acute malnutrition | Registry
who defaulted who defaulted discharged
Proportion of cases (6-59 Number of cases (6-59 Total number of cases
76 SAM treatment months) with severe acute months) with severe acute (6-59 months) with Humanitarian Indicator
malnutrition who died malnutrition who died severe acute malnutrition | Registry
during treatment during treatment discharged
Proportion of discharged Number of discharged Total number of cases
77 cases (6-59 months) with cases (6-59 months) with (6-59 months) with Humanitarian Indicator
severe acute malnutrition severe acute malnutrition severe acute malnutrition | Registry
who non-recovered who non-recovered discharged
Number of cases (6-59 Number of cases (6-59
78 months) with severe acute months) with severe acute Humanitarian Indicator
malnutrition referred to malnutrition referred to Registry
inpatient care or hospital inpatient care or hospital
GAM .
79 (disaggregate <6 | Percentage of children g%g?g;;grwg;e&%\endor Total number of children | Humanitarian Indicator
months, 6-59 with either MAM or SAM SAM aged 6-59 months Registry
months)
SAM Percentage of children Number of children aged
(disaggregate <6 6-59 months who are Total number of children | Humanitarian Indicator
80 who are severely wasted - -
months, 6-59 children (<-3 Z-score) severely wasted children aged 6-59 months Registry
months) with <-3 Z-score
MAM Percentage of children gggtrﬁgﬁzgrwﬁgegrsged
(disaggregate <6 | who are moderately Total number of children | Humanitarian Indicator
81 . moderately wasted -
months, 6-59 wasted children (-3 to -2 children with -3 to -2 Z- aged 6-59 months Registry
months) Z-score)
score
Percentage of children
el e Zesalie Number of children aged
82 Stunting categories for height for 0-59 months who are Total number of children | Humanitarian Indicator
prevalence age: <-3Z (severe stunting) stunted with <-2 Z-score aged 6-59 months Registry
and -3 to -2Z (moderate
stunting)
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Anemia
Wg;?éi':ngz |1r15_ Percentage of non- Number of non-pregnant Total number of non-
83 499 pregnant women aged 15- | women aged 15-49 with pregnant women aged
8 49 with hemoglobin levels | hemoglobin levels < 120 15-49 screened for
(tgeniesy <120 g/L g/L hemoglobin levels
by pregnancy ’ ’
status) MEASURE Evaluation
Percentage of pregnant Number of pregnant Tf;aggﬁtnnge);
84 women with hemoglobin women with hemoglobin [s)crgened for hemoalobin
levels < 110 g/L. levels < 110 g/L. 9 .
levels MEASURE Evaluation
Acute Number of pregnant and
malnutrition in lactating women with Total number of
pregnant and Percentage of pregnant and | infants below age of 0 to 5 reqnant and lactatin
lactating women | lactating women with a months that meet the preg — 9 Humanitarian Indicator
85 - . women with infants ;
(based on mid- | MUAC under cut-off of criteria for acute Registry
. below age of 0 to 5
upper arm <23 cm malnutrition based on months
circumference, MUAC under cut-off of
MUAC) <23 cm
Percentage of cases !\Iumpt_ar o cr_uldren Total number of children
. e identified as in need of . e .
Mental health identified in need of - - identified as in need of - .
L - specific psychosocial and e - Humanitarian Indicator
86 specialist psychosocial/mental health mental health services who specific psychosocial Reqist
referral services who are referred and mental health gistry
o . are referred to focused .
to specialist services - - services
specialized services
Gender
based Name Indicator Numerator Denominator Source of Definition
violence
Number of reported Number of reported
Sexual Violence | incidents of sexual incidents of sexual . Humanitarian Indicator
e Incidence violence per 10,000 violence in the area of O Bp e Registry
population analysis
Clinical Percentage of functional Al o_f f L_mct!onal
e g health facilities, i.e. all
management of | health facilities providing - » Total number of - .
h ot public and private health n Humanitarian Indicator
88 sexual assault services for clinical facilities. with clinical functional health Registry
service management of sexual management of sexual facilities
availability assault
assault
L Total number of health
Clinical ;
management of il il - Number of health staff workers_ (e . n
89 sexual assault workers trained on clinical trained on clinical categories selected at the Humanltarlan Indicator
management of rape national level, e.g. Registry
health worker - management of rape . .
A survivors medical officers, nurses,
availability
etc.)
Community- .
based Percentage of community- )
. based workers trained in Number of community- Total number of - .
psychosocial A - ; Humanitarian Indicator
90 psychosocial support and based workers trained in community-based -
support for GBV . Registry
health worker refer_ral pathways for GBV | GBV psychosocial support | workers
L survivors
availability
Post-exposure Percentage of survivors
prophylaxis e receive post exposure AIIEE @ survivors o Total number of reported | Humanitarian Indicator
91 (PEP) for rape prophylaxis for the rape who receive PEP A g B o Regist
- p prevention of transmission | within 72 hours of incident P gistry
survivors
of HIV
Percentage of ever- Number of ever-partnered
Intimate Partner FETHEE WRINED ) TSI [ EGVET Total number of ever-
- given population who have | population who have ever - UN-Violence Against
92 Violence 3 - ; . partnered women in a
ever experienced physical experienced physical - " Women Expert Group
Prevalence h - given population
and/or sexual violence by and/or sexual violence by
an intimate partner an intimate partner
Number of household
members using improved
Use of improved | Percentage of the d.rlnkm_g Water sources
s . A (including piped on Total number of
93 drinking water population using improved : bli il h hold b Countdown to 2030
sources drinking water sources premises, public standpipe, ousehold members
borehole, protected dug
well, protected spring,
rainwater collection)
Number of household
members using improved
. sanitation facilities
Use of improved | Percentage of the - - p
— - " (including connectiontoa | Total number of
= SEMEE pop.ula'tlon using liEais public sewer, connection household members it fo 2TED
facilities sanitation facilities :
to a septic system, pour-
flush latrine, pit latrine
with a slab, or a ventilated
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improved pit latrine) not
shared with other
households

Name Indicator Numerator Denominator Source of Definition

Cause specific
98 mortality rates
as available
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