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EXECUTIVE SUMMARY

Background

Advancing health gains and reducing child mortality in the Central and Eastern
Europe/Commonwealth of Independent States (CEE/CIS) countries require better
functioning health systems capable of delivering equitable and quality health
services for mothersral children. The identification of barriers and bottlenecks
arising at the level of the enabling enviornment, or with respect to supply, quality
and/or demand, and their timely removal or reduction, are {eguisites for
implementing effective public Fadth interventions. Since the 1990s UNICEF has been
assisting CEE/CIS countries to overcome these barriers, to improve the performance
of health systems, and assure effective coverage with Maternal, Newborn and Child
Health (MNCH) services towards the astement of the Millennium Development
Goals (MDGs). At the beginning of new millennium, in light of the changing-social
economic situation in these countries, UNICEF programming in the CEE/CIS changed
from an emergency service delivery mode to a moreswipam health systems
approach, aligning itself with global efforts to modernize health systems and
improve the quality of service delivery.

Objective, Scope and Methodology

'bL/ 9CQa wS3IA2yIlf hFFAOS oOowhv Taunty GKS
Evalation (MCE), as one of a series of five such exercises, to a) document progress
in reducing unde and infant mortality and morbidity and to generate lessons on
how this was accomplished; b) inform programmes aimed at seafpingvidence

based and equityfocused interventions; and c) enable better partnering with
national governments to advance the child health and rights agenda.

As the focus, scale and impact of UNKSEbported programmes and interventions
varied among countries in the region, the geagical scope of the evaluation
focused on five countries that had the largest and the most innovative health
programmes supported by UNICEF (Kazakhstan, Kyrgyzstan, Moldova, Serbia and
Uzbekistan). The period covered by the evaluation included 12 years 2000¢

2012, and was conducted by Curatio International Foundation in -201%. It
focuses primarily on UNICEEpported MNCH interventions (Antenatal, Neonatal

and Perinatal Care (ANC/PNC); Integrated Management of Childhood llinesses
(IMCI); Extendeg Programme of Immunization (EPI) and Nutrition) that have the
potential to positively influence neonatal and child health outcomes through
enhanced health systems.

¢tKS S@lftdz2 GA2y A& olFaSR 2y (KS ¢KS2NE
approach to reuce and close the equity gap in unelerand infant mortality and
morbidity in the CEE/CIS. The ToC, presented in Figure 1 and developed by the
Evaluation Team (ET), uses the reconstructed generic ToC elaborated by the UNICEF
RO andisbasedonboth UNIOEF a2w9{ FNI YS@2N] |YyR GKS
system functions approach.

The evaluatio methods included 10 site visittaceto-face indepth interviews and
group interviews with 291 respondents in the evaluation countries, and-taskd
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review of 616 country specific documents and 51 regiotealel documentsand
other available data from nationdvel or international/regional sources.
Qualitative data was complemented by a secondary analysis of quantitative data
where relevant and appropriate.

Hgure 1. The reconstructed Theory of Change for the Mu@iountry Evaluation 5
(MNCH)
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Key Evaluation Findings

Impact on health status of children

During the evaluation period, th&inderfive Mortality Rate(USMR) declined by
47.9% in the CEE/CIS and by 48.4% in the countries included in the scope of this
evaluation, outpacing the global trend in child mortality decline and creating good
prospects for the MDGA4 target (reduce child mortality) to be achieVais progress

was greater in reducing deaths among childrefs9l months of age than for
neonates, with reduction rates of 58% and 42% respectively. Linked to these results,
there was a downward trend in the region in the incidence of Acute Respiratory
Infections (ARI) and Diarrhoeal Diseases (DD), pneumonia and influenza. In the
evaluation countries, the incidence of DD was reduced by 72% and acute respiratory
infections, pneumonia and influenza by 55% for children under five. However, trends
with respectto malnutrition rates-stunting and underweightwere less clear. The
trend was inconsistent for stunting prevalence, and it was impossible to establish the
statistical significance of the slight decline observed in underweight prevalence.

Equity

While adecline in the USMR and Infant Mortality Rate (IMR) was observed in all
countries of the CEE/CIS region, the pace and size of the reduction différecCEE

and the European part of the CIS were more successful in reducing child mortality,
while most of he Central Asian and Caucasus countries except Kazakhstan reported
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lower average annual rates of decline. Along with iateuntry differences,
significant intracountry geographicaldifferences in trends appeared for the key
child health indicators in # countries evaluated. In Kazakhstan, Kyrgyzstan, Serbia
and Uzbekistan some regions fared distinctly better in reducing child mortality rates
than others. IMR for infants born to richer and beteducated mothers were
reduced at a higher rate and as asudt, education and wealth-related equity gaps
widened across the evaluation countries. The USMR equity gap in all five counties
remained unchanged. Improvements in child health were slower for depetiecic
groups (for example the Roma in Serbia) and dther marginalised population
groups in some countries, such as migrant workers. However, the elimination of
education and wealthrelated gaps in stunting and malnutrition prevalence may
indicate a positive trend. Due to an absence of adequate dateag difficult to
establish whether a gender gap in MNCH existed in the evaluation countries.
Overall, most of the trends for these key child health indicators in the CEE/CIS and
the evaluation countries are consistent with those observed globally, ande mor
specifically in other Low and Middle Income Countries (LMICs).

The evaluation findings indicate that the mostregk children requiring priority
attention in the CEE/CIS belong to the following stratifiers:

1. Children born in poor and lesslucatedfamilies. In particular, those residing
in rural areas and who experience ethnic or social deprivations are still at a
greater risk of dying;

2. Children of pregnant women with high risk pregnhancies that may result in
stillbirth, whose numbers have remainediteost unchanged for the last 15
years and who can be saved with apporpirate preconception and antenatal
care;

3. Infants dying before their first birthday, particularly neonates, who account
for 46% of undeb child deaths occurring in the evaluation couesriand
who are dying from preventable causes (preterm birth complications,
congenital anomalies, infections), amenable to health intervetions; and

4. Children who live in countries and/or sutational regions that are lagging
behind and have mortality rates2 to 3 times higher than the CEE/CIS
regional average.

It appears that a sizable part of the reductions in child mortality, and the remaining
gaps in the CEE/CIS (and more specifically in the evaluation countries), can be
partially explained by the vari@ms observed in  socieconomic
determinants/factors.

Relevance

UNICEF programming specifically targeted the following: two of the three leading
causes of neonatal mortality, which accounts for 74% of all neonatal deaths; four of
the five leading causesf @leaths among children aged 1 to 59 months, accounting
for 49% of deaths ocurring in this age group; and two of the three leading causes of
infant and undets5 morbidity. UNICEF programmes targeted these causes of



mortality and morbidity through evideneeased interventions combined in
GAYOGSNBSYGA2yY LI Ol 3Sa¢ o

Maternal and child health was high on national policy agendas in all five countries,

and the overall goals supported by UNICEF programmes were well aligned with

national development strategies. Theaduation concludes that b L/ 9 CQa | LILINE | «
in the CEE/CIS has been highly relevant to the needs and priority rights violations of

children related to health.

UNICEF successfully identified almost all of the important bottlenecks that limited
effective coveage in all the evaluation countries. The most important bottlenecks
identified were related to health system management (120), the availability of skilled
and motivated personnel (68) and to the absence of conducive laws, policies, social
norms and standals (57). Unlike in other regions, geographical access to services
rarely appears to be an important bottleneck. UNICEF and its partners worked to
address almost all (99%) of the identified bottlenecks over the evaluategea®
period ¢ UNICEF alone desied an estimated 2000 programmatic activities in the
five countries over the evaluated period addressing health system level bottlenecks.

System level changes

¢CKS 9@lftdza GdA2yY ¢SHY 69¢0 FaaSaaSR !bL/9C
inducing systenti and communityevel change through addressing critical
bottlenecks. The evaluation findings show that UNICEF independently and/or in
cooperation with its international and national partners managed to fully address
almost three quarters (71.7%) of theigrity bottlenecks. This indicates that the
right and appropriate scope, target groups and scale of programmes were used.
With respect to the remaining bottlenecks many were appropriate in terms of scope
and/or target groups but in some cases scale was timited or the activity
fragmented resulting in UNICEF being only partially able to address the bottleneck.
The evaluation found that UNICEF engaged but failed to address 18 (4.5%) of
identified system level bottlenecksundertaking interventions thatvere isolated, of
inappropriate scope and/or target groups and were of inadequate scale.

Overall, UNICEF was most successful in addressing bottlenecks related to nutrition
related services (with 83% fully addressed) and vaccination (Up to 73% of E& relat
bottlenecks were fully addressed). UNICEF and its partners were least successful in
addressing bottlenecks related to IMCI and ANC/PNC, with 8% and 6% of the
respective bottlenecks not being addressed and only 64% being fully addressed.

Conducive laws, policies, standards and socialnoims! bL/ 9C 'y R AG& LI N.
performance has been remarkable 94% of the bottlenecks associated with

conducive laws, policies, standards and social norms related to the main intervention

packayes were fully addressed. Some examples include salt iodization and flour
fortification laws, legislative adherence to the international code of marketing for

breastmilk substitutes, Presidential decrees and decrees by Cabinets of Ministers
approving natnal maternal and child health policies and strategies, inclusion of

MNCH services into basic health packages financed by the state, Ministerial decrees
approving immunization programmes, IMIC introduction and institutionalization, etc.
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These legislativecss also stipulated the establishment of appropriate MNCH care

standards and guidelines for micronutrient supplementation, antenatal and perinatal
care, and the integrated management of childhood illnesses at hospital, ambulatory
and community levels.

Management and Service OrganizationEffective coordination mechanisms
(national and suimational) for MNCH issues have been created in most of the
evaluation countries. The most notable are the Maternal and Child Health (MCH)
working group under the Sector W& Approach in Kyrgyzstan, the MCH
Coordination Council in Uzbekistan and the Primary Health Care (PHC) reform group
in Moldova, all of which operated with the leadership or active participation of
UNICEF. However, challenges posed by weak managerialitgapa¢he health
sector, specific to the region, were not fully addressed (17% of bottlenecks were only
partially addressed). The document review and interviews conducted reveal the
widespread nature of this problem. A lack of adequate undergraduate and
postgraduate education for health management professions, which are at a nascent
stage, create major structural challenges for providing qualified health care
managers. This situation consequently triggers further challengeak managerial
capacity a) fotransforming new policies into action; b) for adequately monitoring
service delivery and resulting outcomes or taking corrective measures; and c) for
adequately planning and delivering services at the scale needed. This is
compounded by high staff turnev within the Ministries of Health and district
health departments or their equivalents, which further minimizes the impact of
donor investment.

Effective budgeting and financind-inancial accessibility to health services improved

as economies grew, amaublic spending on health care increased several times in all
the evaluation countries, reaching and surpassing levels that allow adequate
financing for essential health services (above 64 PPP$ per capita). Essential MNCH
services became included in pubfidinanced basic benefit packages. Despite these
achievements, however, challenges remain to increase the low levels of government
spending on PHC and decrease relatively highobytocket payments for outpatient
drugs.

Geographical acceskarriers found in some CEE/CIS countries with vast, sparsely
populated teritorries (e.g. Kazakhstan) or mountenious, hard to reach areas (e.g.
Kyrgyzstan). During the evaluation period UNICEF and its partners appear to have
addressed these barriers well, by sa@ppng the referrral systems and placement of
gualified pesonnel in remote and hard to reach areas

Drugs and necessary suppliesnerged as a critical bottleneck earlier in the period
under evaluation. In some instances (e.g. in Serbia, Kyrgyzstan, &iabgkia
humanitarian response to emergency situations was required to supply necessary
drugs, vaccines, medical materials and equipment. This bottleneck was initially
addressed by donors and UNICEF. During the earlier period, close to 55% of the
resourcesmanaged by UNICEF were spent on necessary drugs and inputs, compared
to 22% in the more recent period. Active engagement with national governments
allowed UNICEF to gradually shift the responsibility for drugs and supplies to

5



national budgets so that thegre now widely available in government funded health
care facilities. Nevertheless, poor and marginalized groups continue to face
challenges in accessing outpatient drugs for MCNH services unless the drug package
is fully funded by the government, inclusl@ sufficient breadth of medications, and

is delivered free to socially vulnerable groups (ethnic minorities, poor, disabled, etc).
The evaluation found that Kazakhstan, Serbia and Moldova appear to have
addressed this issue relatively well.

Skilled and motivated human resources The availability of qualified human
resources remained high for the CEE/CIS region as a whole and for the evaluation
countries specifically, with population ratios of doctors, nurses and midwives well
Fo2@S 21 hQ&a Yda ¢f R30FhealthiwkrkdBsapkr2100,000 population.
UNICEF and its partners invested significant resources in capacity development for
physicians and nurses providing MNCH services in all the evaluation countries.
However, systentevel challenges remain, larigedue to low staff motivation at the
primary care level; the low quality of undergraduate and postgraduate education,
particularly in the Central Asian region; and a shortage of staff in rural areas caused
by regional migration and ageing. While UNICEFitsnpartners tried to tackle these
issues, the bottlenecks still remain and have not been fully addressed.

The evaluation findings indicate an improvement in quality and/or effective
coverage established associated with siie ANC/PNC, EPI, Nutrition, and IMCI
intervention packages. At the same time, the lack of improvements in low birth
weight and stunting rates indicates that along with the other underlying factors
there is an insufficient quality or scale of nutritiamterventions. Contraception use

rates have worsened amongst women of reproductive ggamily planning being
positively associated with reductions in child mortality (although interventions in
GKA& FNBF INB y20 gAOGKAY ! bL/ 9CQa RANBOIU

In generd the quality of services and coverage proved particularly complex and
challenging, andhus the most difficult to improve. Several factors were at play,
including: a) inadequate infrastructure and equipment that still pose a challenge to
patients in someareas, despite significant investment; b) poor infection control
practices; c) poor compliance with clinical standards and guidelines; d) absence of
guality management systems; and a lack of indicators to monitor service quality on a
routine basis.

On a msitive note, improvements in quality coverage for antenatal and delivery
services were accompanied by reductions in inequity. The poorest and- least
educated women from rural areas gained greater access to fgoadified medical
personnel for delivery seises and received adequate care, including tests and HIV
counselling. More poor and lesseducated mothers took children with suspected
pneumonia to an appropriate health provider. Urbeaural inequities were reduced

for iodised salt consumption. Conteption use showed very low levels of
inequities, for example where education, wealth and uraral indicators are
concerned.

Poor, lesseducated and rural residents have the least knowledge about health
issues, which most likely impedes timely accessi¢eded care and exposes them

6
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more to risky behaviour. Some of the evaluation countries still have a fair number of
pregnant women who do not undertake an adequate number of antenatal visits.
This has a potentially negative impact on their pregnancy augs. Disadvantaged
groups across all countries do not seem to have benefited from increased antenatal
visits, as they often choose not to use therand when they do, they have less
access to doctors compared to richer population groups. Poor householdstitire
less likely to use iodised salt. Consequently, more attention needs to be paid to
social vulnerability to improve effective coverage of these groups.

Overall improvements have been made concerning social and cultural practices and
beliefs almut maternal, newborn and child health. This includes an awareness of and
demand for services in the evaluation countries. However a few knowledge gaps
remain, and some (e.g. mothers knowledge of danger signs of penumonia) even
widened during the evaluain period. A decade of work with the communities has
helped to address a significant part of the demand barriers for ANC/PNC and EPI
interventions, but it was less successful for IMCI and Nutrition interventions.

''bL/ 9CQa O2Yy(iUNROdziA2Y

The evaluation looks at UNICEF contribution through three lenses: (a) the extent to

GKAOK AYLERNIIYyG o020Gft SyS01a 6SNB | RRNBaaSR
roles were effectively employed to tackle the bottlenecks; and c) the relative share

of financial resources NICEF devoted to fulfilling these core roles. Using this
framework, the ET established plausible evidence of UNICEF contribution to
system/community level changes over the entire evaluation period for all
intervention packages. However, the level of UNBGEA O2 Yy iINRA 0 dzi A2y @I NA
to package and from country to country.

Voice for childredd Wdza G 2 @SNJ mE: 2F ! bL/9CQa RAAGAYC
out of 1988) and related resources were about advocating for child health issues.

Through this core role UNICEF was a lead advocate and lobbyist for bringing MNCH

issues to the top of the falic policy agenda in all countries evaluated. Evidence

shows that UNICEF was regarded as a highly competent and reliable partner by

policy makers and key national stakeholders and thus had a unique opportunity to

influence the MNCH policy process. Throtigis core role UNICEF collaborated with

legislative and executive branches of government at national and local levels and

with opinion leaders and community organizations to address many of bottlenecks

and induce system changes. These interventions adee determinants related to

conducive laws, policies, standards and social norms as well as social and cultural
practices and beliefs. However, no mechanisms were identified through which
'bL/9C FFEOAfAGFGSR GKS Ay OfMKCH proggradaiie OKA f RN
design, implementation or M&E.

Facilitating national dialogue UNICEF engaged a wide range of actors, in all the
evaluation countries, in national dialogue to facilitate the development of €hild
friendly norms and standards. This was acagéthrough national and subational
round tables, consultations and thematic working groups with wide stakeholder
participation, including civil society and beneficiary representatives. This core role
was applied to all intervention packages in all theitvies evaluated. Activities

7



supporting national dialogue commonly preceded the development of key
legislation, policies and standards for MNCH. Over 100 UMNl@iplerted activities
were classified as facilitating national dialogue. UNICEF spent cld3% tof its
financial resources in fulfilling this core role.

Enabling knowledge exchang®ver 25% of all UNIGE#pported activities (507 out

of 1988) and 22% of its resources were associated with knowledge exchange.
UNICEfBupported knowledge exchangd best practices and approaches in MNCH

at international, national and subational levels helped to shape MNCH policies and
standards in the five countries. A range of initiatiggacluding maternal and child
health situational analysis; numerous inggment studies; costing studies; and
other publications produced by UNICEF headquarters, RO and COs; international and
regional study tours; and regional conferences on priority MNCH isguasre
instrumental in generating the interest and ownership ottioaal and local policy
makers for these issues. The many trainings for health providers across all
intervention packages were also classified as knowledge exchange, and most of the
funds devoted to this core role were spent on trainings. Enabling knowledg
exchange has been critical for capacity building to create sustainable sjestem
change.

Policy advice and technical assistancehis was one of the most frequent areas of
intervention, making up 22% of its activities and 25% of its funds. Cetistitored

policy advice and technical assistance provided to national andnatibnal
governments primarily supported the development of skilled and motivated staff,
the development of conducive laws, policies, standards and social norms, and
improved managment and service organization. Almost all respondents from the
evaluated countries underscored the timeliness and high quality of UNICEF policy
advice and technical assistance. This was essential for ensuring that the MNCH
service models promoted by UNICRIre institutionalized and sustainable, by
establishing relevant institutions and mechanisms and creating conducive legislative
and policy frameworks.

Modelling. Modelling, or demonstrating good practice, was the most frequent and
resourced type of intevention undertaken by UNICEF during the initial phase of the
evaluation period. UNICEF allocated up to 45% of total funding in the first four to
five years of the evaluation period to this core role. Modelling was used to
demonstrate the effectiveness ointernationally recognized approaches for
organizing and delivery MNCH services. The resulting evidence was used to facilitate
national dialogue and provide custetailored policy advice for required changes in
legislation, policies, standards and natioraldgets. Over the evaluation period,
modelling received 13% of total UNICEF allocations, which were mainly spent on
essential drugs and technologies, training human resources and organizing services
in demonstration sites.

Child Rights Monitoring and Elation. According to key informants, UNICEF was
instrumental in building local capacities in all the countries evaluated for
implementing MICS and DHS studies, institutionalising the development statistics

G622t a5S@LYT2¢ Ay aid buildig lacal kedhhicalicap@dityfto 2 T F A O S

implement situation analysis, programnspecific evaluations and studies. However,
the health system performance monitoring frameworks and toolkits that were used
8



in a number of CEE/CIS countries over the past deaade not consistently applied
and/or institutionalised in any of the countries evaluated, to generate the
information necessary to monitor health system level changes methodically.
Furthermore, while MICS and DHS surveys were successfully institutidnialidee
countries evaluated, and are currently conducted with the active participation of the
national statistical agencies, the utility of MICS is limited as the curent'tdolsot
allow for statistically sound comparisons between countries or ovee timless
significnat additional investments are made for data transformation and indicator
generation. Therefore, in its current design MICS loses its ‘zalded for a country

for a lack of standardized analytical modules that allow comparisons acrdsS Ml
waves, beyond simple cross tabulationgthout significant investment

At the same time, UNICEF rarely monitored the status of a health system or
community level change that it helped to achieve when it discontinued its support.

As a result, the abserof consistent and routine systelavel data constrained the
9¢Qa STT2NIa G2 SELX 2NB (KS LINBOAaS aorts
system or communitylevel changes were, over time.-past results are important

to monitor, as the ET diegered cases when some of the beneficial system
communitylevel achievements were rolled back due to a changed economic, social

or political environment and/or to lost ownership (decreased health spending,
enabling legislation abolished), or to a toethact that an intervention was not
continued after funding dried up from UNICEF and/or from other development
partners. Declining population knowledge about the danger signs of pneumonia, and
the increasing amimmunisation sentiment that resulted in ghtly declining
immunisation coverage rates during the evaluation period, may represent cases of
4dzOK dadzyadzadlt AySRé OKIFy3aSo

Leveraging resources for childrermhis core role received a comparatively small
share of total UNICEF financial allocations (5%)wever, this data should be
interpreted with caution, as successful leveraging is not merely the result of a-stand
alone programme activity/intervention, but accomplished through a set of activities
and interventions carried out over an extended periodeafusing other core roles.

For example, successful leveraging of government resources to finance MNCH
services under the Basic Benefit Package (BBP) in Kazakhstan, Moldova and Serbia
required multiple forms of UNICEF engagement. These included monitéring
evaluation (obtaining evidence regarding financial access bottlenecks for children
and women); disseminating evidence and advocating for policy change and an
AYONBLF&ES Ay Lzt A0 KSIfOiK SELSYRAGIINBE (K
national dialgue; and facilitating enabling policy and legislation through knowledge
exchange; as well as policy advice and technical assistance.

Sustainability

¢CKS lylrfeaira |0620S 2y (KS NBfSOFryOS 2F ! bl
policy advice bodes well fothe sustainability of the results achieved. UNICEF
successfully advocated for the inclusion of essential MNCH interventions in the Basic

1The publicly available datasets include only raw data from suvery tools and significant additional investments
and expertise is necessary for program managers and policy makesse this data.
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Benefit Packages financed by national budgets in all the countries. However, not all
components of UNICEdpported pogrammes were fully integrated in national
budgets. Due to financial constraints, some were not able to fully upgrade all MNCH
facilities, adequately finance all drugs (in the benefit package and at the facility level)
or the supplies and equipment necesg for ANC/PNC and IMCI, or to sustain the
continuous education process for medical personnel.

Most UNICEBupported pilot models (74%) were scaled up nationally, and even
more (87%) were incorporated in national policies or systems. Only 7% of the pilot
models were unsustainable, and the rest were implemented at arsdional level.
vdzZl f AGFGAGPS SOARSYOS AYyRAOFGS& GKIFG !'bL/9C
had a high return, as: (a) the results achieved in addressing effective coverage
bottleneckswith a major or significant contribution from UNICEF look impressive,
considering their investments in MNCH accounted for less than 8% of Oversees
Development Assistance (ODA) spending on MNCH and less than 1% of the overall
ODA spending on health; and)(the majority of key informants interviewed, who
represented partner governments and leading development partners in all the
evaluation countries, invariably assessed UNICEF as playing a leading role in MNCH,
and--in some casesdn broader health systemeforms.

Conclusions and Lessons Learned

Impact There has been a positive change in the reduction of infant and tder
mortality and morbidity over the period 2000 to 2012 in the countries evaluated.
However, the trends in key child health indicators across geographical, ethnic,
gender and other socteconomic stratifiers in the CEE/CIS and the evaluation
countries were uneven, and some groups remain outliers.

Relevance UNICEBupported programmes were well aligned with national
development and sectoral priorities in all the evaluation countriesluiting those
upholding fundamental human rights and tackling inequities. UNEDRported
programmes invariably addressed the most important causes of infant and #nder
morbidity and mortality in all the evaluation countries, with the exception of causes
related to the preconception period. Mortality and morbidity causes originating in
the antenatal period were also less addressed. UNICEF identified and attempted to
address all of the most important bottlenecks in effective coverage by MNCH
services. UNEFsupported programmes were mostly successful in identifying and
applying the right interventions (activities), with the appropriate scope, target
groups and scale to address these health system bottlenecks.

Effectiveness and Efficiencylthough it wasot always the highest contributor in
monetary terms, UNICEF invariably played an active, if not a lead, role in all the
evaluation countries within most of the partnerships forged to promote MNCH
issues and define wider health sector policies. UNICEkedpgnsiderable efforts to
involve relevant partners in programme design, implementation and evaluation.
However, the representation of beneficiaries in this process was relatively small,
limiting the potential for realising the human right&sed approde through the
participation of rights holders.

10



UNICEfupported programmes most likely made a significant contribution to
achieving the required system and community level changes in the countries
evaluated. Modelling, enabling knowledge exchange, chijghtsi monitoring &
evaluation and policy advice & technical assistance were the core roles most
frequently used and/or the most resourced and carried out.

Equity Results were mixed in the case of reducing the equity gaps in MNCH service
coverage. Some gapsarrowed but others widened. Subsequently, there were
significant inter and intracountry disparities, and some marginalised groups
remained outside of effective coverage by critical MNCH interventions. With a few
exceptions (e.g. Roma in Serbia and Meot), MNCH programmes supported by
UNICEF largely failed to define marginalised, vulnerable andtbaehch groups
clearly for programmatic purposes, or to focus interventions towards these groups.
Gender equality was not mainstreamed in UNICEF progragimp until the very

end of the evaluation period, however UNICEF did monitor the equity effects of its
interventions using populatichased surveys and routine statistics.

Sustainability Most UNICEBupported programmes were integrated into national
policies and budgets, however UNICEF was somewhat more successful in assuring
programme integration into national policies than into national budgets. They
succeeded in assuring the scale of pilots and their inclusion in national policies
and/or systems byrogressively and systematically applying UNICEF core roles from
modelling/piloting to knowledge exchange and to policy advice and technical
assistance.

The ToC proved to be a useful tool both for creating and evaluating UNICEF
supported programmes. Hower, when analysing the data on programme
interventions provided by the UNICEF Country Offices (CO) from the evaluation
countries, the ET found a wide variation among COs in in how they attributed
UNICEfupported programme interventions to the relevantreaoles (for example,
capacity building) and the MORES determinants they target.

Lessons Learned

Evaluation findings on the effectiveness and efficiency of the UNSQgorted
programmes indicate that while the size of finaicallocations for UNICEF
supported programmes may influence the achievement of results, they are not
always a determining factor. These results were largely obtained by enlisting the
sustained engagement of governments and development partners who btough
substantial financial resources to the table.

'bL/9CQa& alAftta I yR Adedl chandedNBay Oae béeh KSI f
critical factors for success as well. Their approach included the concept that health

systems are compleadaptive systemsto wbiK | f A ¥ QutpN& 2xdelyQHXGS ¢
perspective is rarely applicable.

Despite the existence of toolkits for health system performance and for
strengthening assessments, they were not consistently applied and/or

11



institutionalisedto rigorously monitor systedevel changes in any of the evaluation
countries. Systematic efforts should be applied to develop UNICEF and partner
320SNYYSyGaQ OFLI OAGASA (2 lFaaSaa KSIfGK
UNICEF was not always successful when addressaljh financing and health
service delivery system bottlenecks independently-inrcertain cases even with

their development partners who are traditionally active in health reforms (World
Bank, USAID, EU). This was mainly true for the lower incomdrmsuevaluatee
Uzbekistan and Kyrgyzstan. The case studies show that in these countries several
factors negatively affect the flexibility of health systems and their capacity to
change, for example limited government spending on health, low staff ntaiiva

and frequent turnover of public health managers. Global evidence suggests that
these challenges are pervasive in many LMICs and that more sustainable approaches
towards HSS must be created.

Recommendations

The evaluation recommendations draw on tfiedings, conclusions and lessons
learned, were developed in a participatory manner and were validated with the
RKLA Reference Group. The recommendations are grouped in five major
recommendations with a number of concrete suggesions that can be foundein th
full evaluation report:

1. Sharpenequitf 2 Odza 2F ! bL/ 9CQa LINPINI YYAY3
2. Consolidate and advance the gains in child health

3. Where possible, consider not sufficiently addressed underlying causes of
child mortality and morbidity

Address persisting bottlenecks lzealth system and community levels

General Recommendations on the TOC, country office guidance needed

and planning and financing systems.

a ks
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CHAPTER INTRODUCTION
11 STRUCTURE OF THE FINAL REPORT

Chapter 1¢ Thelntroduction of the final report provides an overview of UNICEF programmes in the

evaluated countries during the period 202012, and presents the purpose, objectives and scope of

this evaluation.Chapter 2¢Evaluation Objectdescribes the context in terms of soeconomic,

health and health systems situations and trends in the CEE/CIS and the evaluated countries; it
summarizesi KS ¢KS2NE 2F /KIy3S o¢h/ 0 F2N ! bL/9CQa NBIA:
equity gap in undefive and infant mortality and morbidity in the CEE/CIS and evaluated countries;

YR LINBaSyida !bL/9CcQa 1Se& adl{SK2f RSNE FyR LJI NIySN
Chapter 3¢ Evaluation Methodologysummarizesthe final methodological approach used in the

evaluation, including data collection methods, sources, and the data triangulation and analysis

process. It also presents the quality assurance process, evaluation limitations, stakeholder
involvement and participatiorin the evaluation, as well as ethical consideratio@hapter 4¢

Evaluation Findingpresents results across six evaluation criteria: impact, relevance, effectiveness,

efficiency, sustainability, a human rights approach and gender equity within UNUpadtted

programmes in the evaluated countrie€hapter 5 ¢ Evaluation Conclusionsummarizesthe

conclusions and lessons learned, grouped according to the evaluation criiéagter 6- Evaluation
Recommendationgprovides recommendations that emerged frdire evaluation, for UNICEF and the

evaluated countries.

1.2 EVALUATION PURPOSE, OBJECTIVES AND SCOPE

The fastchanging social, economic and political environment in the CEE/CIS region created a growing
demand for UNICEF to produce and manage knowledgatahe situation of children and effective
policy models in carefully selected priority areas. This led to the establishment dReg@nal
Knowledge and Leadership Agern@®KLA). The RKLA focuses on key priority result areas and provides
a framework though which UNICEF can engage with governments to identify results. The framework
includes evidence that their cooperation has resulted in a progressive realization of child rights, while
reducing equity gaps; evidence that national systems for childreme hachieved levels of
performance equivalent to international standards; and national experience that can be shared across
borders, thus facilitating horizontal cooperatién.

As described in the next subsection, UNICEF health and nutrition programmes @E#/CIS have

varied substantially in scope and content across countries and programming cycles during the last

decade, although they have all focused on strengthening health systems and effective coverage.

Available evidence suggests that the resultsieefd in improving child health in CEE/CIS countries

2@0SN) GKS fFaid RSOIFIRS ¢SNBE | faz2 dzyS@Syo /2yaSldSyi
Regional Office (RO) for the CEE/CIS to make a systematic evaluation of which programmatic
approaches and terventions succeeded and/or failed to produce tangible results in terms of health

system changes (outcomes) and improved child health (impact).

To generate knowledge that can inform country discussions, UNICEF commissioméd|tirGountry
Evaluation(MCE) with thepurposeii 2 4 aK2¢ SOARSYyOS (2 sKIG SEGSYyd ! blL
efficient in pursuing those strategies, ardrawing from lessons learned from the pakbw UNICEF

aK2dzZ R TFdzNI KSNJ O RNiEBvaldatini prdjdbtd JoNdoar Moihyhaiéndl and sub

national system level changes to a) document progress in reducing {nded infant mortality and

morbidity, and generate lessons on how this was accomplished; b) inform programmes aimed at

2 UNICEF 2013. Regional Analysis Report 2012. Regional Office for Central and Eastern Europe and The
Commonwealth of Independent States (CEE/CIS). Geneva

3 Progress in Reducing Health System Bottlenecks towards Achieving the MDG ¥ Goa 9 @I f dzZ GA2y 2F | b
Contribution in five CEE/CIS Countries. Terms of Reference. 2013
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scaling up evidenebased and equitfocused interventions; and c¢) enable better partnering with
national governments to advance the child health and rights agendaehleation objectived are
as follows:

1. To document results in terms of changes in access to MNCH services (enhanced coverage
children with proven health services packages and interventions) and reduction of equity

gaps;

2. To assess how systel@vel changes (enabling environment, supply and demand, and quality
of MNCH services) led to these results; and

3. To document theontribution of UNICEF in addressing health system level bottlenecks.

A reduction in undefive and infant mortality rates by 2/3 between 1990 and 2015 is one of the

specific targets (4) of the Millennium Development Goals (MDG). Consequently, a redinction

morbidity from the leading causes of undive and infant mortality is critical to achieving the MDG

GFrNBSG® ! bL/9CQa 3t 201 ¢ YR NBIA2YI § KSFHftdK | yR Yy
helping countries achieve the child mortality MDG over ¢inéire evaluation period.These strategies

FNE NBFTFFANNYSR Ay (GKS Dt26lFf {dGNFGS3Ié F2N 22YSyQa |
Child movement led by UN Secretd®gneral Ban Knoon, launched during the United Nations

Millennium DevelopmenGoals Summit in September 2010.

Compelling evidence provided by UNICEF showswtitabut an equity focus to achieving MDGs, it

would be impossible to achieve the MDG targets or to reduce the gap between children from-better

off and most impoverished failies. It would also be impossible to eliminate urkranal differences

AY OKAfRNBYyQa KSFHfGK 2dzi02YS&asx RAALINRGASAE GKIFG N
DIFL) G2 aSSi (KS D2t &aé¢sx Iobusedapproakhsikoth lightBhdadnBiplel KI G | y
and right in practice, and this has become the basis for the renewed organizational focus on equity

globally®

P

The CEE/CIS countries, including those that were evaluated, have all ratified the Convention on the

Rights of the Childnd have committed to the MDGs. Ensuring the survival and development of the

OKAfR YR GKS OKAfRQa NRIK(OG G2 Syez2e GHRBandAIKSAdG |
infant mortality and morbidity was high on the national agendas. It was almain focus of UNICEF

LINEINI YYAYT Ay (KS&aS O2dzyiNRS& a4 SOARSYOSR FNRY
/ 99k/ L{=Z AyOtdzRAY3I (GKS fFGSadGy aYSSLIAY3I hhézNJ t NP YA AS
SO ftdz- GA2Yy I & anGiButioS o the impactO@@res @rall trends in underand

infant mortality and morbidity 200@012 and equity gaps) and the system level outcomes, by

assessing the potential influence of external factors and social determinants (education, wealth

status, place of residence, etc).

The lessons learned from this evaluation are also expected to contribute to global knowledge about
effective programmatic interventions that affect health systems, close the equity gap and reduce
child mortality andmorbidity. It is well known that the achievement of MDGwd MDGSis
significantly constrained by weaknesses in the health systems in many developing countries.
Consequently, any results from programmatic interventions that contribute to strengthen thealt

4 Following consultations with the UNICEF RO, the evaluation objectives were slightly modified from those
presented in the MCE ToR during the inception phase oé#aduation.

5 Global Strategy for Infant and Child Feeding, WHO/UNICEF, 2003; Joint Health and Nutrition Strategy for
20062015, UNICEF, 2005

6 bl NNRgAYy3I GKS DIFIL) G2 aSSié GKS D2Ffadé ! blL/O9C
http://www.unicef.org/media/files/Narrowing_the Gaps_to_Meet_the Goals 090310 2a.pdf

7 Millennium development Goal 4 focuses on reducing child mortality setd the following target: Reduce
the underfive mortality rate by two thirds between 1990 and 2015.

8  Millennium development Goal 5 focuses on improved maternal health and sets the following targets: Target
5.A. Reduce by three quarters, between 1990 &@i5, the maternal mortality ratio; and Target 5.B.
Achieve, by 2015, universal access to reproductive health.
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systems and alleviate system bottlenecks, or to change community practices and improve effective
coverage, offer opportunities to further reduce child mortality and morbidity.

The CEE/CIS countries made significant progress in reducing IMR and UbMBreyare still large
inter-country and intracountry disparities that need attention. Therefore, if the evaluation generates
evidence for effective equitfocused programming, it can benefit programmes and interventions
supported by UNICEF that are auingt reducing the equity gap in the region and globally.

Since the focus, scale and impact of UNISgfported programmes and interventions vary between
countries, thegeographical scope of the evaluatidiocuses orfive countries which have the largest

and most innovative health programmes supported by UNICEF according to UNICEF RO. These
include Kazakhstan, Kyrgyzstan, Moldova, Serbia and Uzbekistan. These countries differ in terms of
size, baseline socieconomic development and child health indicego They also differ in the format

and scale of their UNICEF programmes, which allowed the ET to identify programme approaches that
worked or did not work in diverse country settings. The evaluation period covered 12 years from 2000
¢ 2012, and was chosdor two reasons. According to the Terms of Reference (ToR) of the MCE, this
evaluation period coincided with major health reform processes taking place at the time in the
selected countries, and the duration of programme interventions allowed sufficier@ to measure

their results.

The evaluation primarily focused on UNI&Epported, MNCHelated interventions with a potential

to positively influence neonatal and child health outcomes through enhanced health systems.
(Interventions that focused on repductive and prepregnancy periods were beyond the scope of the
evaluation.)

The prime beneficiaries of this evaluation are policy makers and programme managers, both within
UNICEF and in governments, partner organizations and academia. Furthermorey bette
documentation of the results and identification of the most effective strategies and interventions in
given contexts will be helpful for UNICEF when mobilizing additional resources for further reductions
in avoidable child deaths, both in the region agidbally. The results of the evaluation may further
inform and influence the development of UNIG&Mpported country cooperation programmes.

1.3 OVERVIEW OF UNICEF HEALTH AND NUTRITION PROGRAMMES IN THE EVALUATED
COUNTRIES

''bL/ 9CQ&a& LINE EhNidYofrifian have/supiditéd CEE/CIS countries to achieve the MDGs
since the 1990s. However, by the beginning of the new millennium, in light of the changing social
economic situation in these countries, UNICEF programming in the CEE/CIS changeddrgemey,
service delivery and project modes to a morestpeam health systems approach, aligning itself with
overall efforts to modernize and improve the quality of health servic@mce 2000, UNICEF has
focused on assisting CIS/CEE partner countdesnisure access to and increase the quality of the
most effective Maternal,
Newborn and Child Health
(MNCH) interventions for their

ANE IMCI I P oo Figure2: Key Intervention Packages

UNICE#fupported country

PNC — BF&BFHI programmes aimed at
strengthening health systems

PMTCT — FF and addressing bottlenecks in
L oA effective coverage by MNCH

services. In pursuing this goal,
L e UNICEF programmes in the five

9 t NPINBAEd Ay wSRdzOAy3 1SHEdK {@adSy .20i0fSyS01a (26l NRaA
Contribution in 5 CEE/CIS CountriesrnTs of Reference. 2013
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countries evaluated (Kazakhstan, Kyrgyzstan, Moldova, SemdidJabekistan) targeted a range of

evidencebased interventions across the continuum of care and various delivery platforms, most of

GKAOK OFy 0SS 3INRAzZLISR I ONR & a¥peSea&iNFidure?l S& aAy i SNBSSy (A
These intervention packages include:

1 The Antenatal, Neonatal and Perinatal Care (ANC/PNC) packafgng with interventions
directed at the improved coverage with ANC/PNC services.al$usencompasses interventions
for the Prevention of the Mother to Child Transmission of HIV/AIDS (PMTCT).

1 The Integrated Management of Childhood llinesses (IMCI) packagehich consists of
interventions directed towards the introduction of IMCI at Primatgalth Care (PHC) and
hospital levels. It also includes a third, community component of the package covering a better
parenting initiative, family education, patronage nursing, early childhood development (ECD),
etc.

1 TheExpanded Programme of Immunizatio (EPI) packagthat includes all activities related to
EPI (campaigns and communication, new vaccine introduction, safe injection, adverse effects
following vaccination AEFI, strengthening the cold chain, waste management etc).

1 TheNutrition package,which consists of interventions for the prevention and management of
lodine Deficiency Disorders (IDD), Iron Deficiency Anaemia (IDA), Vitamin A Deficiency Disorders
(VAD), supporting Food Fortification (flour, salt, oil) (FF), Breastfeeding and Baby yFriendl
Hospital Initiative (BF& BFHI), and other crosing nutritional issues, such as growth
monitoring and supplementary feeding.

A review of UNICEF programmes in the five evaluated countries shows that a programmatic shift took

place as mentioned abey but was not fully completed in the evaluated period (2@0R012), and

GKIG GKS LINPINIYYSa AYLE SYSYGSR Ay (GKS aLINR2SOG Y2F
GdzLJAGNBIY KSIfGK a@adsSya | LILINEI OKé fvoling Sirecd 02 LIS | YR
purchase and/or delivery of pharmaceuticals, medical supplies, other commodities and equipment by

UNICE#F varied from country to country, and ranged from a modest (e.g. Kazakhstan) to a sizable

(e.g. Serbia) share of country programmes. The comriesdand equipment purchased to support

the four intervention packages are included in their respective packages, whereas others are grouped

dzy RSNJ G20 KSNI LI O I%Td (K Sa s3I yeARF2AeOM &UINS & KE NBLINRE 2SO
emergency/humanitarian rgmonses in Serbia (up to the year 2002) and Kyrgyzstan {2009).

UNICEF spent the remaining share of downstream funding on the pharmaceuticals, supplies and
commodities necessary to implement various pilot models in the evaluated countries.

The contentof UNICEF country programmes also varied across individual country programming
(CPAP) cycleANNEX presents a detailed list of programmes grouped in the intervention packages

by CPAP cycles. While implementing its programmes in the CEE/CIS, UNICEF worked with a wide
range of partners and stakeholders at regional, national andreilonal levels.

0 C2NJ I RSOFAf SR RA&AOdzAAARZY 2YANNERdzZLIAY3I AY AAYOISNBSYylAzy
11 For example, during 2002002 up to USD 2.3 million was spent as an emergency response in Serbia for
procuring fuel for winterization, medicines, supplies, vehicles, vehicle spare pactsnes, etc

16



CHAPTER 2CONTEXT AND EVALUATION OBJECTIVES
2.1 THE CONTEXT FOR EVALUATION

This subsection of the final report provides an overall description of the ®mtinomic, health and
health policy and system trends in the CEE/CIS region during the period tedalre details are
provided for each country iIANNEX.

2.1.1 SOCIEECONOMIC CONTEXT AND DEMOGRAPHIC TRENDS IN THE CEE/CIS AND THE
EVALUATED COWRES

The CEE / CIS region has developed in a unique way since the dissolution of the Soviet Union and the
fall of the Berlin Wall. The transition from a centrally planned economy to a market economy caused
major shifts in the socieconomic conditions ofhese societies, leading to a rise in poverty and
income inequality. The proportion of people living in extreme poverty (on less than a dollar a day)
jumped from less than 1% of the population in the CIS countries and E@gtiern Europe in 1990 to

5.5% ad 1.3% respectively in the two suibgions in 2004. Patterns of economic transition also
differed within the region. Most of the CIS countries experienced deep economic recession during the
first decade of transition, while CEE countries recovered rapelgept for several former Yugoslav
countries, including Serbia), and surpassed theirtpaasition level of economic output during the

first few years of transition.

Figure3: GDP per capita (constant 2005 prices) for teealuated countries and the average for the CEE/CIS
region in 19962012

From 2002 to 2012, the CEE/CIS
o0 region faced significant political
and socieeconomic
developments, which saw 12 of
the 21 countries and territories
where UNICEF is present move
2o oldons to the uppermiddle income

- level. By 2012, only three

3000 /J- — countries in the CIS were still
Usbelistin considered as lovincome
2,000 fusrage for C5/CEE countries, two of which

(Kyrgyzstan, Uzbekistan) are
Lo objects of the current evaluation
(see Figure 3). However,
developments both in the CEE
and CIS subegions did not fully
benefit the most marginalized,
vulnerable and disadvantaged
groups, and equity gaps widenétiwWhile extreme poverty decreased back to firansition levels,
overall income inequalities continued to rise throughout the regi®¥ulnerable groups of children
continue to livein extreme poverty, including children in families with four or more children; those
from rural areas; those with special needs; those from ethnic minorities, such as Roma; and children
left behind because of emigratiof.

6,000

5,000

w—Gerbla

A e e U R I T
FoFFFFIFFTIFFFFSFFTFFF PP

Source: UNICEF Regional Office for CEE/CIS, TransMonEE

12 Simai M., 2006. Poverty and Inequality in Eastern Europe and the CIS Transition Economies. DESA Working
Paper No. 17.

13 The Millennium Development Goals Report 2007: For CIS and-Bastérn Europe, an tgnd-Down ride.
United Nations. 207

14 Regional Analysis Report. UNICEF Regional Office for CEE/CIS 2012.
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Continuing economic hardships, eing populations and.abour migration have disrupted social
protection systems. These systems often fail to provide minimum protection to children, and average
social assistance spending amounts to a mere 1.6 % of°@DtRe region. Even though childremea

more likely to be poor, they are less likely than adults to receive any kind of social assistance. New
services for family and child support still mainly cover urban areas, leaving many groups unreached,
including children in rural areas, children irpidly expanding urban spaces and shanty towns, and
the children of migrant workers. Limited budgets for social protection translate into a lack of skilled

social workers and case managers to reach and help the most vulnerable families.

Table 1: Selected soci@conomic indicators for the evaluated countries for the earliest and latest years

available during the period evaluated

Country

Kazakhstan
Kyrgyzstan
Moldova
Serbia
Uzbekistan

GDP per capitain PPP|

BP
4,796
1,337
1,470
5,768
1,448

=3
13,917
2,402
4182
11,554
| 4789

Gini Qoefficient
BP B
33.7 28.6
30.8 334
37.9 30.6
32.7 29.7

33

Unemployment %
BP B
104 53
139 8.4
8.5 7.4
121 23.9
6.9 4.9

Fertility Rate
BP B
18 2.6
24 3.2
16 15
15 15
2.6 2.3

Poverty Level (%)

BP =
46.7 3.8
39.9 38.1

29 16.6

24.6
16

Source: The World Bank World Development Indicators 201dBB8&eline Point, BPEnd Point)

2.1.2 BOTTLENECKS IN HEALTH SERVICE COVERAGE

Advancing health gains and reducing child mortality in CEE/CIS countries require better functioning
health systems capable of delivering equitable and quality health services for mothers and children.
The identificationof barriers and bottlenecks arising on the supply and/or demand side, and their
timely removal/reduction are preequisites for implementing any effective public health intervention

and assuring effective coverage with Maternal, Newborn and Child HeaRICHJ services. Equitable

and effective coverage means that all groups of the target population have access to quality services
according to their needs and regardless of their capacity to pay. If a population can access quality
health services that matchkKtSA NJ y SSRa X
health and consequently reduces morbidity and mortality. Therefore, understanding the gaps
between the physical availability of services and effective coverage, differences in cowrdge

0KSy

I 00Saa

QNI yathdsa

bottlenecks in different groups and geographic areas, are critical for efpétysed programming.

The availability of health facilities and geographic accessibility was never a major problem in the
CEE/CIS, including in the evaluated countries, wbe@mpared to other parts of the world. The

network of health facilities in these countries was often characterized by overcapacity and significant
inefficiencies, particularly at the hospital level. However, persistent problems existed around
geographic aaess to skilled personnel, essential equipment and drugs at the Primary Health Care
(PHC) level and in rural district hospitals/maternities throughout the CIS. This situation included four
of the five evaluated countries (Kazakhstan, Kyrgyzstan, UzbeketahMoldova), and potentially

contributes to the equity gaps observed in MNCH health outcomes.

Furthermore, during the transition of the early 1990s, budget austerity measures implemented by
governments meant they shifted substantial financial burdermsnf the state to the population.
Increasingly, patients had to cover costs -ofipocket, including essential drugs, medical personnel
salaries and other costs related to health care. That also imposed significant financial access barriers
on users, and igproportionately affected the poor and disadvantagéd review of inequities in
MNCH in CEE/CIS identified that large income inequalities andfquitcket expenditures for health
services were the major drivers of inequities in maternal and child healtbomes in the region.
Consequently, inequities in accessing the continuum of care for women and children are important

15 The World Bank, The Jobs Crisis: Household and Government Responses to the Great Recession in Eastern

Europe and Central Asia. World Bank, 2011.

16 Dixon A., Langenbrunner J., Mod$ssaE. Facing the challenges in health financingiéalth system in

transition: learning from experienc&/HO 2004
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determinants of mortality and health statusFinancial access was further compounded by
deterioration in the quality of healtlservices, which also drove many people away from health care
facilities. As a result, hospital acute care rates initially plummeted from arous##128in 1990 to 1.3
14937 in 2000 in these countries, although they have picked up slowly since. Outpatitimation
rates per person per annum declined from 7.6 visits in 1990 to 6.1 in Z@@&n given the previous
commonly erroneous statistics based on aldted clinical protocols there was a decline in
utilization coverage as well as in adequate coveragenfjonity of coverage) and in effective
coverage, as the quality of services worseh¥(SeeFigure4) However, economic recovery and
politicalteconomc stabilizationsince 2000 have most likely affected health servitiézation rates
positively, which are now rising.

Finally, effectiveutilization
was also impacted by social
AR norms and social and
S cultural  practices and
|Adequate coverage—continuityfcompletiorr‘\ beliefs. ~ Thse are eTIFher
~o passed down as traditional
A practices (e.g. gender
N related utilization
r‘ differences in some of the
Central Asiancountries?),
‘Availability of services — infrastructure, r‘\ or th?y emerged durin_g
AN transition e.g. anti
| Target Population: Mothers and Children | vaccination campaigns.

Figure4: Reported MNCH service bottlenecks in the selected countries

| Effective coverage -quality

| Accessibility to services — physical and financial access

Adapted from Tanahashi T. Bulletin of the World Health Organization, 1978, 56 (2) . .
http://whalibdoc.who.int/bulletin/1978/Vol56-No2/bulletin_1978_56(2)_295-303.pdf The combination of
deteriorating public health,
Highlighted in red are the coverage bottlenecks in most of the sele out-dated health care
systems, increasing private
payments and popular dissatisfaction with health care services, forced many governments to embark
on health system reforms in the 1990s. During the early days, most reforms focused primarily on
making healthservices more efficient to reduce the burden on public expenditures. These reforms
included the consolidation of hospitals, introduction of new service delivery models (e.g. GPs, family
doctors), health system financing changes and provider payment methddeforms defined the
IJ2OSNYYSYyGaQ YR AYRAGARIZ t 4Q NBALRYAaMARdughd A Sax
public health was noted as a reform priority in many official documents, there were a number of
common weaknesses, includidgw prioritisation and insufficient capacity. In the area of public
health interventions this was particularly true for promoting healthy lifestyles and health information,
for example in nutrition, ECD, HIV prevention, etc. and also for communicating Ttsse gaps
resulted in insufficient knowledge and inadequate caeeking behaviour of parents and caregivers,
which obviously diminished effective coverage.

With support from UNICEF, WHO and other bilateral and raikral donors, the evaluated coungs
focused on improving effective coverage. They started by reducing financial access barriers,
improving the availability of staff and increasing the quality of facilities. They optimized the system
according to available resources (developing a teamreggh, defining roles and responsibilities,
introducing mentoring and supervisory systems, integrating different levels of health systems,
introducing resultsbased planning, etc), and trained personnel, while upgrading clinical guidelines.

17 WHO Health for All Database 2014

18 Averages are presented for the four former Soviet Union countries and do not include Serbia. Soutce: WH
Health for All Database 2014

19 McKee M., Fidler A. Reforming the continuum of care in Health systems in transition: learning from
experience. WHO 2004

20 Cashin CBBorowitz M, Zuess 0’he gender gap in primary health care resource utilizatioGentral Asia.

Health Policy Plan. 2002 Sep;17(3)2@4

2L |bid.
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There was anncreased focus on information to communities, communication and education
campaigns. The results for the countries evaluated are found in subsequent chapters.

2.2 THEORY OF CHANGE

In this subsection of the report, we present a short description of the Theory of Change (ToC) that
dzy RSNI AS& !'bL/9CQa | LILINRIOK Ay (GKS O2dzyiNARSa &St SOi

'bL/9CQa& ¢2/ F2NJ I NBIA2YyLf | LILINE I Q#End drdlediddlS Rdz0OS | Yy R
mortality and morbidity in the CEE/CIS developed from the reconstructed generic ToC provided in the

al9 ¢2wd ¢KS ISYSNAO ¢2/ 02Y0AySaRagploaciRased®na a Sy G Al f
UNICEF programming prior to 2011, combinedhwihe equityfocused Determinant Analytical
CNIYSg2N] d6az2w9{ 0 I LIINRBIFOK AYiNRRddZOSR F2fft2¢gAy3d |
DFLJA G2 aSSi (KS DsedANBEXAS. Tekn® of R&efeddeKotrhe E2aluatias)

modified for the airrent evaluation according to programme interventions and core roles adopted by

UNICEF in the CEE/CIS region and in each evaluated country. The ET further adapted the ToC to reflect

21 hQa Y2RATASR KSIf K &e2&%%as ¥ additibnéfRefak far the O1 a | LILINJ
health system bottleneck analysis. See the resulting ToC diagr@iguires.2°

Figure 4 shows that any programme intervention drd@ R Ay (2 |y GAYGSNBSyliAz2Yy
dzLJA G NBF'Y LINRPINI YYS Sy3r3SySyid g2dzZz R NBIldzANB aSylof
resources, various inputs and governance, as well as management mechanisms provided by UNICEF.

The intervention package (or&feSy Ga 2F AG0 KlFa G2 0S RSt AZSNBR (KNP
Go2A08¢ FT2NJ OKAftRNBY FyR |R2tSa0S8SydaT VY2yAiliz2NAy3
assistance; leveraging resources from the public and private sectors; facilitating natiatoajud

towards child friendly social norms; enabling knowledge exchange; naodelling/piloting The

application of these interventions to address health service barriers or bottlenecks can be mapped

onto MORES determinants (e.g. enabling environment,pufdssues, demand barriers, quality

assurance); health system functions (e.g. stewardship, financing, resources, services); and health

system building blocks (e.g. leadership and governance, health financing, health workforce, essential

medical products ad technologies, health services delivery, health information systems and

community ownership and partnershifd The ToC also means that UNICEF delivers its contributions

(MoRES level 2) towards reducing bottlenecks and achieving health system chang&S(MoRI 3)

AY GKS oNBIFRSNI O2yGSEG 2F GKS LI NIySNDR& O2yd NROdzi A
bottlenecks in MNCH service coverage, resulting in system changes, these changes can lead to the

reduction or eventual elimination of equity gapand a sustainable reduction of child and infant

morbidity and mortality (MORES Level 4).

2 §¢KS ¢g2NIR KSISIKINKBR2ZEIG SYANNAYLINREGAY T LISNF2NXIYyOSéod 2|
B 9@PSNRO2REQAa o0dzAAySaay AdNBy3adKSyAy3a KSFHidK aeadSvya Gz
action. WHO 2007.
24 Dickson et al. Every Newborn: heaftiistems bottlenecks and strategies to accelerate soplin countries.
May 20 2014. Lancet http://dx.doi.org/10.1016/ S018136(14)60582L.
25 The ToC diagram was modified from the version presentethéninception Report by adding the seven
health system building blocks as an additional dimension to be used by the ET for effective bottleneck
analysis.
% ¢KAA GRdz £ Y Liittigyad prodrainineimteiivendd delivBred prior to the formalagption
of the MORES approach to the particular bottleneck under the MoRES determinant and the relevant
bottleneck that this intervention strived to address.
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Figure5: Theory of Change (ToC) Diagrdm
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MOoRES Level 3 & Outcome: Health System

The key objective of the current evaluation was to assess how successful UNICERI@agring
evidencebased intervention packages through its core roles, and in contributing to required changes

in the health systems and communities (MORES Level 3). UNICEF delivered the packages by
addressing the relevant bottlenecks to achieve betteilct health outcomes. However, most UNICEF
interventions in the evaluated period were designed prior to the introduction of the MORES
determinant framework, core roles and the regional ToC. Therefore, the ET adapted these
interventions to the MORES detemants and, in consultation with UNICEF Regional and Country
Offices, assigned the programmatic activities supporting these interventions to the relevant core roles
ex post.

Human Rights, Gender Equality and Equifthe ToC adopts the fundamental concephactd to by
UNICEF that bold and sustainable achievements in reducing child mortality and morbidity can only be
achieved through the reduction of equity gaps (including gender equality). This means upholding the
human rights of the mothers and childrenrged by the health systems that UNICEF intends to
change. Therefore, the ToC implies that unless health systems are -fogltsed, sustainable
improvements in child health outcomes will not be achieved. An e¢foitysed health system means

that access taare by rich and poor, men and women, is equal, and that the health system delivers
quality health services to all on an equal basis. Hence, any health system changes triggered by

'bL/9CQa O2YyUiUNROdziA2Y &K2dzZ R 0S Is¢std aéstabBsk hoivK 2 dz3 K S

successful these changes were. For example, studies show that poor and rural residents in the
CEE/CIS region face significant financial access barriers to care, partly becauseofgbonket
payment systems, which emerged after ttissolution of the Soviet Unioff.

Additionally, limited public spending led to a decline in the supply of necessary human resources,
especially in remote and haft-reach areas. Structural problems in public finance management
systems led to regional iggities and negatively affected regional health outcomes. This evaluation
seeks to assess equity gaps (in terms of gender, income level, region, education level etc.) that may
KIS SEAAGSR Ay GKS ae&adsSya LINA 2N (2ssingrheaths | y R
system bottlenecks was conscious of such equity gaps. It also assesses whether the programmes were

27 For this evaluation, due to the difficulty in attributing with relevant bottlenecks, th&Sddty A y I yia &Sy 6
a20AFE Yy2NXaé FyR a7FAY|-dadeermnaddis theigeneidNienSof Ghénge  a &
2T !'bL/9CQ&a wS3IA2yIlf ! LIINBIFOK 6{SS ! yySE mMnux ¢gSNB

A0FYyRINRA:{SIYRRESFFGDINPBR FAYI yOAYyIE D
28 Balabanova D., Roberts B., Richardson E., Haerpfer C., McKee M. Health Care Reform in the Former Soviet
Union: Beyond the Transition. Health Services Research Volume 47, Issue 2, pg§64,84pril 2012
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adequately calibrated to protect the human rights to health and gender equality, to assure better
access to care, and to reduce other equitypgan service utilisation and, consequently, in health
outcomes.

¢ K Soperationalizatos 2F (GKS ¢2/ LINBaAaSYyGSR F2NJ GKS S@If dzl G
methodology, summarised in the next chapt@hapter 3. Evaluation Methodology

2.3. KEY STAKEHDERS AND THEIR CONTRIBUTIONS

'bL/9CQa O2y(iNROdziAzya Ay GKS S@rfdz 6§SR O2dzyiNRSA
governments, UN agencies (UNFPA, UNAIDS, WHO), other development partners (The World Bank,

EU, ADB, GAVI, GFTAM, bilateral dongawizations, etc.), NGOs, wider civil society and private
SyirGASao tF NOYSNBQ O2yGNAROGdziA2ya FRRSR (G2 ! blL/9C
to achieve MNCH health and equity results. ANNEX 3 presents key partners and stakeholders, with

short description of their roles and contributions across UNI§LEpported interventions.

CHAPTER 3EVALUATION METHODOLOGY

This chapter summarises the methodology used for answering the evaluation questions and
accomplishing the evaluation objectives. SeNEYS for more details.

3.1 OVERALL APPROACH

The evaluation framework for the MCE is based on the reconstructed ToC described in Section 2.2
(seeFigureb). It aimsto establish the impact, relevance, effectiveness, efficiency, sustainability, and

attention paidtorightsd F 8 SR ' yR 3ISYRSNJ SljdzAi & | LILIINRBFOKS&asX ¢KAOK
line with the MORES determinants framework. These six evaluation arit@ie selected according

to the MCE ToR.The first five represent OECD/DAC evaluation crif@nédely used for evaluating

development assistance, and the sixgh rightsbased and gender equity approachwas chosen at

the recommendation of the UnitedNational Evaluation Group (UNE®YThe MoRES framework

consists of:

9 creating an enabling environment, starting from the development and implementation of
conducive policies and legal framework and promoting efithdly social norms;

I adequately allocating and using expenditures, as well as effectively managing and coordinating at
national and sukmational levels; and

9 identifying, prioritizing and overcoming bottlenecks that hamper the availability, affordability,
adequacy and contintyi in the use of MNCH services, according to both supply and demand
driven determinants.

The Evaluation Team created a matrix (#&&NEX6) that linksthe evaluation criteria and questions

to the chosen indicators, data sources and methodologies. The findings in Chapter 4 are organized
according to this matrixThe evaluation matrix also helped to develop the evaluation tools and
approaches to data cattion and analysis.

Due to the complex nature of the evaluation and its anticipated limitations, UNICEF suggested a
G adoBadi SLIE | LILINE | OK. TheXistiohasealBdS LIKI & S &

1 developing the Theory of Change and the evaluation approach, methggaloed tools;
1 assessing the availability, scope and quality of data; and

ZprogressinReducth | St 6K {&aidsSy .26G60tSyS01a G2¢FNRa ! OKASGAy3
Contribution in 5 CEE/CIS Countries. Terms of Reference. 2013
30 The DAC Principles for the Evaluation of Development Assistance, OECD (1991)
SILY GSIANF GAY3I 1 dzYly wAdIKGa FyYyR DSYRSNI Q9ljdzZfAGe Ay 9@t dz @
UNCEG 2011
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1 validating the key determinants of inequity and trends at the impact and outcome levels.

The results of this phase informed the draft Inception Report and helped: i) to refinevleation
guestions; ii) to identify key documents, data sources and stakeholders; iii) to summarize what is
already known from the desk review phase; and iv) to define the evaluation plan and tools.

The second phasmtailed

91 further refinement of the nethodology by narrowing down the evaluation approach, and
f  an examination of countrd LISOA FA O LINRPIANI YYS AYy(iSNBSyiGAz2ya | yR
specific roles.

(et

This phase also involved a pilot country visit to Kazakhstan to test the proposkhtéwva approach
and tools in the field. This yielded lessons that informed the final version of the inception report.

The third phaséncluded

1 the actual implementation of the evaluation in the remaining four countries, and
9 the production of this final MCE report.

3.2 OPERATIONALIZING THE THEORY OF CHANGE

¢2 2LISNIGA2YIEATS GKS ¢KS2NE 2F /KIy3aS yR G2 YSIa
process depicted ifigure6:

Figure6 Evaluation steps to operationalize ToC

6 Assessing UNICEF's o Assessing UNICEF's e

and its partners contribution in

performance in bo:t?:n:ecks ‘m
ach core role and

jons

onto UNICEF's

core roles and
MoRES

determinants

addressing
bottlenecks

1. As a first step, the ET developed interventgpecific flowcharts for each evaluated country. These

flowcharts are based on a document review and subsequent conceptualisation, coding, and
OFGSaA2NRalIGA2Y 2F AYyUSNBSyildAz2ya YR !'bL/9CcQa O2yiNA
on the premise that health systems are compéaptive system82,33The ET i not to take a

f Ay S| Nouiphty 21l O2 YSE LISNBLISOGA GBS odzi NFY GKSNJ | OO02dzy i S
of health systems, due to which ndimear changes may occur in the health systems of the evaluated

countries and over the evaluated prognae cycles. During the country visits the ET obtained

gualitative data (through additional document review;depth and group interviews and site visits)

about the context, processes, inputs, outcomes and interactions that emerged as a result of UNICEF

supported interventions and the health system changes they may have caused when addressing

identified bottlenecks. This in turn may have facilitated changes in effective coverage with MNCH
ASNDAOSad ¢KS 9¢ SYLX 28 SR | dgHaiRideyi&sS which dnlbis® | OKé F 21
describing phenomena such as path dependence, feedback loops and emergent behaviour. This

helped to uncover some relevant lessons for designing and carrying out interventions to deliver
SFFSOUADS aAylS NEBShped & yilustrdte Ddw dif&ent idterdorinected factors

may have affected each other over time, and how these interactions may have determined the

outputs and outcomes observed.

As noted earlier, most UNICE&pported interventions in the evaluatl countries can be designated
(or retrofitted) to four major evidencéased intervention packages. Any other courdpecific
AYOSNDSyGAzya (KFG R2 y20G o0St2y3 Ay (GKS&S F2dNJ 651

32 Gruen, R.L., et al., Sustainability science: An integrated approach for-peadfftamme planning. The Lancet,
2008. 372: p. 1579589.

33 Paina L., Peters DH. Understanding pathways for scaling up health services through the lens of complex
adaptive systems. Health Policy and Planning 2012;2233&b
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AYOUGSNDSYGA2y aé sdzo KEDHK BBINSdzZyRIBR ®KS 9¢ RSGSt 2LISR |
them to link UNICESupported programme interventions in the evaluated countries to these four
AYGSNBSyGAz2y LI O1F3Sa 2N G2 a20KSNJ AYiSNBWSylGAz2yaeod
tracked the implementation of the respective packages over the entire evaluation period\[$EEX

12).

2. As a second step, the ET coded théd $ZINDSy GA2ya 2yG2 !'bL/9CcQa O2NB
determinants. Inducing a desired system change requires a set of programme interventions across the

continuum of MNCH care that target bottlenecks across the MoRES determinants. Thetkéore,

delivery of an ntervention package in any country was considered a collection of multiple

programme interventions (activities). The MCE evaluation focused on the learning that emerged

from the delivery of these interventions through UNICEEpported programmes These

intervention packages in all evaluated countries wexed are-delivered by UNICEF through its core

NBfSad ¢KS AYISNBSyGAz2y TFt200KIFINIa AYyF2N¥YSR (GKS 9¢¢
core roles. Each intervention was assigned a specific,canle a special database was created for

further analysis (see the summary tableANNEXL2).

3. As a third step, each UNIG&pported intervention package, or elements thereof, was mapped
onto the health system bottlenecks to identify which bottlenecks it was trying to address. The
summary table presenting the intervention packages mapped adtessnost common bottlenecks
under the MORES determinants and the health system building blocks is incluA&NEXLO. Maps
were created separatelyf each intervention package.

4. As a forth step, the ET assessedjthit performance of UNICEF and its partners in addressing and

NBRAzOAY3IAKSEAYAYlFGAYy3d GKS ARSYGAFTFASR o200t SySO1a dzaa

assigned to each botheck identified by the ET using the following schldly addressedwhen the

scope, target groups and scale were appropriate to eliminate or substantially reduce the bottleneck

0 RRNEB a a A ypartially@@diedSedghenisande and target groups we appropriate, but scale

was limited to a pilot and/or to a subnational levell RRNB & & A y 3 nét @dind$Sedwiheré 0 T | Y R
o]

GKS &a02LJS 2NJ GFNBSG 3INRdzL) g+ a y23G | LIWINBLINRIGS I RF
system is provided ilext Box3 on pageb0.

5. As a fifth and last step, to assess how UNICEF addressed the bottlenecks and induced necessary
deaidsSYy OKIy3aSs I aO2yGNRodziAzy &a0O2NBé ohloftieAy 3 FNRY
O2NB NRfS& gAiGK 0200t SySO1aae I &402NB 2F o NBLINBaSy
M NBLINBASYGSR I aYFNBAYFEKYAYAYFEé O2yGNRAOdziAZ2Yy d ¢ 2

to ensure consistency across its membgrse

Table2). Depending on the timeframe of the UNICEF intervention, the ET assigned a contribution over
one or several country programming cycles.aresult, a summary matrix was composed to evaluate
UNICEF contributions to health system level changes when addressing service coverage bottlenecks.
At this stage, themedian contribution scores were calculated across MoRES determinants. Such
matrices vere completed for each intervention package in each country included in the MCE. A
summary of the results is presented@hapter 4¢ Evaluation FindingsseeTablell on page53).
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Table2: Criteria for UNICEF contribution assessment

Assessment of Contribution Determining/ NA G SNRA I NBf | GABS (2

UNICEF
(a) Initiated (alone or in partnership) the process (for all core ro
except leveraging resources);
(b) Remained an active player throughout the process (for all
Major/critical roles);
(c) Successfully leveraged resources (only for leveraging, w
applicable); and
(d) Process resulted in a national scal@institutionalisation (only
for modelling and M&E).

UNICEF
(a) Joined the process (for all core roles, excelgveraging
resources);
(b) Contributed to any critical phases of the process (for all ¢
Significant roles);

(c) Was not instrumental in leveraging resources (only
leveraging); and

(d) Process resulted in at least suohtional scalaip (only for
modelling aad M&E).

UNICEF

(a) Joined the process (for all core roles, except leverag
resources);

(b) Was not an active player in the process (for all core roles);

(c) Was not instrumental in leveraging resources (only
leveraging); and

(d) Process results only determined at local level without nationa
sub-national scaleup (only for modelling and M&E).

Marginal/minimal

3.3. MEASURING RESULTS OF OVERCOMING THE BOTTLENEBIXECANG SYSTEM
LEVEL CHANGES

The ET employed qualitative and quantitative approaches to measure the results in overcoming
bottlenecks. For quantitative measurement, the ET used a slightly modified Tanahashi model with five
domains of coverageF{gure4 on pagel9) to assess country results in overcoming barriers and
bottlenecks in effective coverage with MNCH services. This was carried out mainly by obtaining the
available indicators for Evaluation €ation (EQ) 13 of the evaluation matrix. See the results in
section 4.3.2 of th&€hapter 4 Evaluation Findings ! & y2iSRX ! bL/9CQa FyR Ada LI
AY T RRNBaaAy3d GKS 020Gt SySO01a 6SNS FaaSaaSR dzaAiy3
EQ.14 and EQ.15 were applied from the evaluation matrix to support the qualitative measurement of
whether UNICEF and its partners correctly identified and attempted to address the bottlenecks in
SFFSOGAGS O2@SNF ISd | bL/ 9 Chbdttler@ck yiHioNgh Gtslzdoke2rgles A Y | RR NJ
NEOSAPGSR I aO2yGNROGdziAzy &a02NBéd /2yaSldSyatesz GKS
produced specific pivot tables across multiple dimensions (across intervention packages, MoRES
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determinants, health systa building blocks and UNICEF core roles). These pivot tables present the

NBadzZ G& 2F ! bL/9CQa O2y(iNRodziAzy Ay 2@SNO2YAy3

that a UNICEF contribution helped to overcome bottlenecks was determinddoling at: (a) the
extent that a bottleneck addressed by a given intervention package (and includgubskhges) was

020

addressed, measured by tleverage addressingscdte 600 G(KS SEGSydG 2F ! bL/ 9CQ:

implementation process for a given intemtion package, measured by thererage contribution

scoreorganized around core roles, and c) the relative share of resources devoted by UNICEF to fulfil
these core roles. In other words, the higher the average addressing score for specific bottlenecks

under a given package, the higher the probability that critical bottlenecks were removed and that a

required system/enabling environment change had taken place. Similarly, high average contribution

scores and higher shares of resources devoted to the sarmesvention package meant a high
probability that UNICEF as an organisation played a critical or significant role in this.change

3.4 DERIVING CONCLUSIONS ABOUT EVALUATION OBJECTIVES

Figure7 presents a logical construct that follows the ToC of the UNICEF regional approach for linking

evaluation findings responding to the relevant evaluation questions. This logical constraetito
draw conclusions on the following three objectives of the MCE:

1. To document results in terms of changes in access to Maternal, Newborn and Child Health
(MNCH) services (enhanced coverage of children with proven health services packages and

interventions) and reduction of equity gaps;

2. To assess how system level changes (enabling environment, supply, demand, and quality of

MNCH services) led to these results; and
3. To document UNICEF contributions to addressing health system bottlenecks.

Figure7: Logical construct for achieving the three objectives of the MCE

< Programs aligned with
‘ Ma.’or e of g national priorities and
mortality and morbidity AR aa
identified EQ.1-EQ.5 Pt ool
involved EQ9-EQ10

Relevant bottlenecks
‘Prognmmn‘g is relevant . identified addr

EQ11-EQ12

NO

3.5 EVALUATION METHODS

To undertake the analysis described earlier, the ET used a mirdltbd approach to ensure the
validity of findings through data analysis and triangulation, based on the systematiecomogsrison

of findings by data sources and by data collection methddisthods included a site visits (up to 10
were conducted); fac¢o-face indepth interviews and group interviews involving 291 respondents in
the evaluated countries; and deslased research, including a review of existing reports. This
included up to 66 country specific documents and 51 regional level documents and other available
data (seeANNEX7 for the detailed list of the reviewed documents aNNEX8 for the list of
individuals interviewed). A secondary analysis of quantitative data complemented qualitative data
where relevant and appropate. ANNE)S presents he evaluation methods used for the evaluation
criteria and for each evaluation question, along witlre details about the evahtion methodology.
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3.6 EVALUATION LIMITATIONS

The ET encountered several important evaluation limitations: (a) It was impossible to establish a
counterfactual study, due to the length of the evaluation period; (b) it was impossible to obtain

reliable daa for equity and gender based analysis from routine statistics, making DHS and MICS the

only possible sources for such analysis; (c) DHS and MICS data were not always comparable across
O2dzy GNASa YR 2@0SNJ GAYST ORU 21 hesaly dpfiedf Wihle aeaiSy
UNICEF Core Roles and MoRES determinants were introduced at the later stage of the UNICEF
LINEINIF YYAYy3IS & | NBadzZ 46 GKS ! bL/ 9C -uppdredt NB GSI Ya
programmes/interventions to core roles and MBR determinants. This led to inconsistency across

UNICEF country offices in retrofitting these programmes in the initial dataset provided to the ET; (e)

y2 SELX AOAG 2NJ AYLI AOAG o02i0ft SyS01a 6SNB ARSYGATASFK
G20ALE y2NNXYaés aFAYFYOALET |00Saaé¢ FyR aloAftAGe G2
financial data on public financing and leveraged funds from other development partners were

sometimes unavailable and/or of poor quality (structure), tadarly for the earlier years of the

evaluated period.

The ET worked to address these limitations (a) by using trend analysis and triangulation of
guantitative and qualitative data to substitute micro dataset analysis of MICS and DHS survey
databases, and suggested conducting such quantitative analysis asndalsine exercise, and

providing terms of reference for this exercise; (b) bycoeling the programmes/interventions using

the more consistent approach described earlier in this chapter; (c) by using qualitative data to
substitute or complement missing oflawed financial data; (d) by dropping or merging the

RSGSN¥YAYylFy(da ¢A0GK2dzi ARSYGATASR 020Gt SySO1a Ayitz 2
dzAf A&l GA2YyE 61 a4 RNRLILISR Fa | RSGSN¥YAYFIYyGS 6KAC :
polichk S& |yR aidlyRFENRa¢és YR aFAYyFIYyOAlLfT | 0O0Saaé¢ g4t
ANNED6 provides more details on the evaluation liltitons and mitigation strategies.
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CHAPTER 4EVALUATION FINDINGS

This chapter presents the evaluation findings organized around broad assessment areas. Section 4.1

discusses the impact on the health of children in CEE/CIS and evaluated countries 60€H2022.

{SOGA2Y non F20dzaSa 2y (G(KS NBf{S@GLryOS 2F ! bL/9CQa &
effectivenesgelated issues. Sections 4.4 and 4.5 cover implementation efficiency and programme
sustainability issues. Section 4.6 concludes thetdreby discussing the findings that relate to human

rights and gender related issues.

4.1 IMPACT ON THE HEALTH STATUS OF CHILDREN IN CEE/CIS AND THE EVALUATED
COUNTRIES

In this section of the Report, we evaluate the overall impact on child health dunmgvaluation
period (20062012) by looking at child, infant and neonatal mortality trends in the countries in
guestion. We examine child morbidity by primarily focusing on stunting and underweight indicators,
due to the morbidity data limitations in route national statistics and DHS/MICS surveys.
Consequently, this section addresses evaluation questions one to five:

EQ.1.Has there been positive change in the reduction of infant and wdeortality and morbidity
during the period 2000 to 2012?

EQ.2.What are the tends in these key child health indicators across geographical, ethnic, gender
and other socieeconomic stratifiers?

EQ.3.What are the trends in reducing mortality and morbidity specific causes, also disaggregated by
other socieeconomic stratifiers?

EQ.4.Who are tke remaining outliers in terms of key child health indicators, disaggregated by
geographical, ethnic and other soegonomic stratifiers?

EQ.5.What other factors, for example, social determinants on health (education, unemployment,
poverty etc.), thattontributed to change infant and U5 mortality and morbidity?

Initially we present data on U5 mortality by unpacking casgecific mortality for children who are 1

59 months old, to identify progress achieved and remaining gaps. Thereafter we descrille ine
infant and neonatal mortality and look deeper at catsgecific mortality during the first month of

life. Finally, we conclude the section with morbidity data that describes changes in stunting and
underweight prevalence. Where data permits, we afgesent indicators through a gender equality
and equity lens and try to relate the trends observed in the evaluated countries to the broader region,
to see how changes within countries could reflect those observed in the region.

4.1.1 TRENDS IN UNDBRIORTALITY

During the early years of transition, the CEE}jion faced many challenges, including the
deterioration of child health, although a slow recovery occurred thereafter. UBdeortality in the
CEE/CIS region declined by 47.9% between 20802843% indicating good prospects for reaching
MDG targets by 2015. However, the progress in reducing child mortality was not uniform. CEE
countries and the European areas of the CIS dealt with the transition challenges more successfully,
while others¢ mainly in Central Asta and Caucasus, except Kazakhstdagged behind. Some
countries still have mortality rates that are two to three times higher than the regional average.

3% | SNB 4/ 99k/ L{é¢ NBFSNAE (2 (K2aS8S O2dzyiNAS&a 46KSNB ! blL/9C ¢
35 a) Where data permits we psent recent findings beyond 2012. b) The data presented are based on median

estimates by the UN Intemgency Group for Child Mortality Estimation that was released September 16,

2014.
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Figure8 Progress in undefive mortality
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Source The UN Inteagency Group for Child Mortality Estimation, 2014

We estimated that 655,000-8 child deaths (not including stillbirths) occurred in the period 2000
2013 in the evaluated countries, 49% of which occurred during the neonatal period. Although under
five mortality slowly declined in all countries, it did abdifferent rates. Kazakhstan achieved the
highest averageéAnnual Rate of ReductiofARR) in undefive mortality ratesc 4.8%, followed by
Kyrgyzstan, Moldova, and Serlgi&.9%, 3.8% and 3.7% respectively. Uzbekistan had the lowest ARR
2.6%. During ta same period, undeiive mortality fell globally at an average ARR of 3% per year, and
3.7% in the CEE/CIS region. Thus, all countries in our sample, except Uzbekistan, performed better
than the world average in reducing undiéve mortality rates, and pgormed comparably or better

than the regional average (

Figure8). Overall, an estimated 193,000 children under five were saved as a result of teefived
mortality reductions in the evaluated countries over the period 2@Q003.

Figure9:Trends in causspecific mortality among 59 month olds
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Cause-specific Mortality Rate for 1-59 month old Average Annual Rate of Reduction
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Mortality reductions occurred throughout the continuum from birth up to the fifth birthday.
However, the highest reduction (58%) was achieved fdrykarolds, followed by the posheonatal
period (49%). The lowest reduction, although significant in size, was noted for @so(#2%§°
Nevertheless, in 2013 although close to 46% of total child deaths in the evaluated countries were
neonatal deaths, this is lower than the CEE/CIS average (56%).

FigurelO: Major causes of death for89 month olds durhg 20002013 (Liu et al. 2014)

Causespecific mortality was
separately analysed through pooled
Meningits data for all five countries and
separately for the neonates @7
days old) presented ifrigure 14 on
page 32 and children aged -9
months Figure 10). We have
estimated close to 399,600 child
deaths for those between -£9
months in the studied countries in
the period 20002013. Known causes
were: pneumoniaresponsible for
Total deaths during 2000-2013 29% of deathsfollowed by diarrhoea
399,600 Chldren (16%), injuries (12%) and meningitis
(4%). Vaccinpreventable diseases
(i.e. pertussis and measles) were
responsible for less than 1% each. Causes for the remaining 38% were not reported, and the share of
unreported causes grew fror&7% in 2000 to 43% in 2013. Such a egmexific mortality structure
means that the evaluated countries have considerably higher mortality rates for pneumonia and
diarrhoea than the average in MDG Developed Regions. However, they are comparable to cause
specific mortality rates reported in the MDG Region of Caucasus and Central’ ABe large
percentage of unreported causes poses challenges going forward.

Causes of 1-59 Month Old Child Deaths

Figurell Comparison of causgpecific mortality reduction in evaluated cowies and countries of Central Asia
and Caucasus (Liu et al. 2014)

36 Based on median estimates by The UN hatgency Group for Child Matity Estimation released on

September 16 2014.

37 Supplement to: Liu L, Oza S, Hogan D, et al. Global, regional, and national causes of child mortality in
2000;13, with projections to inform pos2015 priorities: an updated systematic analysis. Lancé#20
S01406736(14)6169%.
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Figurell also reveals that the pace
(i.e. ARR) of causmpecific mortality
reduction was fastest for meningitis
(6%), followed by diarrhoea (5.4%)
and pneumonia (4.9%). Deaths due
to injury and other conditions
diminished at comparable rates:
ARR 3.8% and 3.7% spectively.
Finally, these countries managed to
reduce deaths due to AIDS at an
average annual rate of 2.7%. When
the evaluated countries and their
S e average ARRs were compared with
70% 60% -50% -40% -30% -20% -10% 00% 10% 20% 3.0% the ARRs reported for Central Asia
Average Annual Rete of Reduction and Caucasd’(see Figure 11), we
Evalaution Countries = Caucasus & CA noted comparable patterns for some
diseases across two country groups,
as well as slight differences. Nevertheless, the countries evaluated were able tceratiuost all
causes of child death with higher ARRs than the average rates reported for Central Asia and the
Caucasus.

Compared to 2000, by 2013 up to 13,000 more children agé&® nonths survived annually.
Nevertheless, approximately 16,700 deaths sidturred in this age group annually, out of which
pneumonia caused 26%, followed by injuries (14%), diarrhoea (13%) and meningitis (3%). Unidentified
conditions were responsible for 43% of cases, limiting the possibility of selecting-seerséc
interventions. Sedrigurel2 for more details as well as for the changes in structure of capseific
mortality.

Meningitis

Diarrhoea

Pneumonia

Injury

Other conditions

AIDS

Pertussis

Figure12 Changesn causespecific mortality for infants aged-69 months during 2002013 (Liu et al. 2014)
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4.1.2 TRENDS IN INFANT MORTALITY
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Along with declining USMR, the CEE/CIS region also made progress in reducing infant and neonatal
death rates (IMR and NMRspectively). As noted earlier, infant and neonatal mortality declined in

the countries evaluated, with a slightly higher pace observed during thermstatal period. In this
section, we attempt to unpack trends in infant mortality reductions by lookiogely at neonatal and
postneonatal death rates and changes observed. We also analyse-spesiic mortality among
children 027 days old.

Due to the reductions achieved in infant mortality over the period 20003, we estimated that in
2013 approximtely 23,000 infants aged-12 months were saved that year in the countries
evaluated. The annual number of infant deaths declined from around 41,500 in 2000 to 32,500 per
annum.

Overall, infant mortality decreased in all countries, but progress diffekatakhstan was able to
reduce infant mortality at an annual rate of 4.7%, followed by Kyrgyzstan, Moldova, and Serbia with
ARR 3.7%, while Uzbekistan lagged behind with ARR 2.4% (see

Figure13). Thus every country except Uzbekistan progressed with higher ARR than for the CEE/CIS
region as a whole, which was 3.5% for the same pefiod.

Figure13 Trends in Infant Mortality?
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Figure14 Causespecific mortality trends for neonates during 20e®013*

3 The UN Intelagency Group for Child Mortality Estimation, released September 16, 2014
www.childmortality.org(Last accessed on December 16, 2014)

40 |bid 28

41 Supplement to: Liu L, Oza S, Hogan D, et al. Global, regional, and national causes of child mortality in 2000
13, with projections to infornpost-2015 priorities: an updated systematic analysis. Lancet 2014; V3B
(14)616986.
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In terms of neonatal deaths36% were due to preerm birth complications?? 21% to intrapartum
related events, 17% to congenital abnormalities, 4% to pneumonia, and 9% to other conditions. In
terms of a causspecific mortality structure, the countries evaluated compare favourabti e
causes reported for the Caucasus and Central Asia.

Figure 15 Comparison of causspecific neonatal mortality reduction between evaluated countries and
countries of Central Asia and the Caucasus (Liu et al. 2014)
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outperformed the countries of the
Caucasus and Central Asia by reporting higher ARRs across the different causes of neonatal mortality.
(See

Figurelb).

Looking at the 2013 birth cohort in the countries studied, 33% of neonatal deaths were due to
preterm birth complications, 22% to congenital abnormalities, 21% to intra paralated evens

and 13% were due to sepsis/meningitis. The contribution of pneumonia to neonatal death fell from
4% to 3%, while other conditions determined around 9% of all deaths (see

42 Case definitions for neonatal deaths are sourced from Oza S., Lawn JE., Hogan DR., Mathers BC., Cousensa
SN. Neonatal causef-death estimates for the early andte neonatal periods for 194 countries: 2Q@013.
Bull. WHO 2015;93:128.
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Figure 16 for more details). This underlines the importance of improving intra partum and early
neonatal care, along with the need to reduce preterm birth rates, which stood at around 5.2% per
100 live births, without obvious reductignduring the evaluation period. In addition, there is a
continuing need to address congenital abnormalities and sepsis/meningitis.

Figure16 Changes in cause specific mortality for infant®2®@ days old during 206Q013 (Liu et al2014)
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Figurel7 Stillbirth rates*

While there was notable progress in
reducing child mortality, stillbirth
rates remained unchanged over the
evaluated period, fluctuating
between 6.5 and 8.8 per 1000 births
each year with an average of 7.5 per
1000 births. Compared to the
achievements in eonatal and infant
mortality rate reductions, the rate of
stillbirth remains high and deserves
further attention.
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We also looked at changes in birth
Source: Estimates based on the data from Liu et al 2014 weight and timeof-death-specific

mortality rates by using BABIES
tables, introduced with the help of UNEE, in close cooperation with the CDC US. See results in

Figurel8.

Figure18 Changes in interventiorspecific mortality rate$*

43 Gtillbirth rates do not include data from Uzbekistan, as it was only available for initial seven years and data
reliability was also questionable, therefore the line on the chadsents four country averages for a given
year with standard deviation.

44 The chart reflects the BABIES data from Kazakhstan, Kyrgyz Republic, and Moldova. Uzbekistan data, while
obtained, was not used to data quality and completeness concerns notée ireports for various years.
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Intervention specific mortality rates
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Source: Compiled from BABIES database for Kazakhstan, Kyrgyzstan and Moldova by the evaluation team

This tool was proposed by CDC*4& monitor and evaluate interventions focused on greegnancy
i.e. the health of a future mother, and care during pregnancy and delivery, as well alisgtearge
care. Our analysis reveals that the highest annual rate of reduction (6.9%) was noted in the mortality

rates related to the quality and effectiveness of delivesgrvices, and could be attributed to

interventions to improve these services. The second notable area of progress was in mortality

reductions resulting from the improved quality and effectiveness ofgiseharge care, i.e. mortality

among babies who weliged above 1500 g during the 28 first days of life. The annual rate of mortality
reduction achieved for these babies was 5.8%, which indicates the effectiveness of interventions

aimed at improving the quality of services provided to newborns in hospitaisléast progress was

noted for mortality rates related to pregnancy care delivered on an outpatient or inpatient basis,
which had an ARR of 1.7%. Most of these services are provided on an outpatient basis, which

indicates a lack of significant progress fthis level of care provision. It was also interesting to note
reductions in mortality related to preJINB Iy | y Oé

Consequently, the data from BABIES and the data in
Figurel6 related to the causes of neonatal deaths corroborate and reinforce each other.

4.1.3 CHILD MORBIDITY

Analyses of morbidity trends in the CEE/CIS, including the evaluated coungiiegs) progress in

Ol NB
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reducing morbidity caused by diarrhoeal diseases and acute respiratory infections, pneumonia and
influenza. The incidence of diarrhoeal diseases fell by 72% and acute respiratory infections,

pneumonia and influenza by 55% during thisipér However, the reduction rates varied between

countries (see

Figurel9).

Figure 19 Changes in Undebs Morbidity caused by diarrhoeal diseases and acute respiratory infections,

pneumonia and influenza

45 Lawn J., McCarthy BJ., Ross SR. The Healthy Newborn: A Reference Manual for Programme Managers.

CARE/CDC.
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