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Executive Summary 
Liberia’s tumultuous history of conflict, the Ebola epidemic and resulting fractured health sector 

infrastructure have created challenges for the delivery of quality health services at both the national and 

county levels. Substantial investment has been allocated by the Government of Liberia (GoL) and 

international development donors toward rebuilding a robust health sector, and the impact and 

sustainability of these efforts need to be clearly understood.  

 

One such intervention from the United States Agency for International Development (USAID) is the 

Fixed Amount Reimbursement Agreement (FARA). Under FARA 1.0, USAID reimbursed GoL for 

activities that supported the successful implementation of Liberia’s 2011-2012 National Health Plan and 

Social Welfare Policy. In 2016, after five years of operation, FARA 1.0 was succeeded by a second FARA, 

version 2.0. FARA 2.0 is an ongoing USAID intervention aimed at strengthening the health system in 

partnership with the Liberian Ministry of Health (MOH). 

 

Through the Liberia Strategic Analysis (LSA) activity, USAID/Liberia engaged Social Impact, Inc. to 

conduct an evaluation of USAID’s FARA 1.0. Forming one of several components of the larger 

performance evaluation, this report provides a detailed assessment of how the FARA 1.0 mechanism 

affected the capacity of the MOH and County Health Teams (CHTs), and the quality of service provision 

at health facilities in Liberia. This assessment was implemented by InterMedia under contract with Social 

Impact. Data collection took place from October to December 2016. 
 

This report provides the GoL, MOH and USAID with data and analysis for understanding promising 

practices, gaps in service delivery, and recommendations for future investments and programming that 

will lead to a stronger health sector in Liberia. The evidence from this assessment shows that FARA is 

making a clear, systematic difference in the quality of service provision at health facilities, particularly in 

the general state of repair and provisioning of health supplies, overall facility management and 

administration, provision of maternal health services, financial management, provision of family planning 

services and provision of basic pharmaceuticals. Further, self-assessments completed by MOH and CHT 

staff suggest that FARA-supported capacity building efforts have resulted in substantial improvements 

from the 2012 baseline used by this assessment to measure change over time. There are nevertheless 

clear areas where additional capacity building is required, such as governance and leadership within the 

MOH, and financial management at the CHT level. Finally, given the severity of infrastructure constraints 

faced by the Liberian health system, the report recommends that USAID should undertake quick impact 

interventions to provide improved solar lighting, and radio and mobile phone connectivity. The 

assessment findings lead to the general recommendation that FARA should be expanded to additional 

counties as a means of further strengthening the Liberian health system. 
 

Methodology 
The assessment used a mix of quantitative and qualitative methods to collect and analyze the data 

required to answer the research questions presented below. To assess the effect of FARA on the 

capacity of the health system, the assessment team collected data from central- and county-level MOH 

staff using focus group discussions (FGDs), key informant interviews (KIIs) and quantitative self-

assessments of staff capacity. Evaluations of health facilities were implemented using a standardized 

quantitative questionnaire. All data collection instruments included indicators of gaps in health 

infrastructure.  

 

The assessment team completed six FGDs, 23 KIIs, 13 self-assessments with central MOH officials, 48 

self-assessments with CHT staff, and 75 facility evaluations. Qualitative interview participants were 

selected in collaboration with the Liberia Strategic Analysis (LSA) and the MOH to ensure respondents 
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were actively involved in both FARA 1.0 and 2.0 implementations, and informed about the effect of 

FARA on the health system. Respondents were drawn from the MOH and Bong, Lofa and Nimba CHTs. 

Facilities were systematically selected to ensure the greatest possible degree of representativeness with 

respect to distribution of facilities by type (i.e., FARA or non-FARA) and location. The team evaluated 

facilities located in Bomi, Bong, Gbarpolu, Grand Cape Mount, Lofa and Nimba.  

 

Key Findings, Conclusions and Recommendations  

Theme 1 – FARA 1.0 Impact  
 
Research Questions 

• RQ3 – Did the support provided through FARA 1.0 contribute to building the capacity of MOH 

and CHTs? If yes, how and to what extent? 

• RQ4 – What health outputs can be attributed to FARA’s capacity building process? 

• RQ5 – Were the underlying health systems – as identified in the Public Financial Management 

Risk Assessment Framework (PFMRAF) and Risk Mitigation Plan -- in the health sector 

strengthened as a result of the FARA? 

• RQ7 – How do current levels of health care service delivery compare to a prior health facility 

assessment conducted by USAID and MOH in 2011? 

• RQ8 – Did the support provided through FARA 1.0 contribute to building capacity and 

increasing service quality at the health facilities supported through PBC? If yes, how and to what 

extent? 

 

Key Findings  

 

Across evaluation components (i.e., capacity and facility), the assessment’s findings suggest that FARA 

positively impacted the Liberian health system. FARA is overwhelmingly perceived by MOH and CHT 

staff as having made a positive contribution to overall levels of capacity and quality of service. FARA 

facilities did better than non-FARA facilities in every aspect of the facility evaluation, particularly those 

related to provisioning of supplies and materials and capacity to deliver services (Figure 1). FARA’s 

impact was particularly noteworthy in the response to the Ebola Virus Disease (EVD) epidemic, with 

respect to training and provision of essential medicines.  

 

FARA’s impact is reflected in historical data. Compared to baseline data collected in 2012, FARA 

facilities in Bong County demonstrate better adherence to facility evaluation standards in 2016.1 MOH 

and CHT teams affiliated with FARA also scored higher on capacity evaluation standards related to 

critical areas identified by the PFMRAF than MOH and CHT teams did in 2012.  

 

The evidence also suggests that non-FARA facilities benefitted from the general strengthening of the 

health system in areas where FARA is present. Overall, facilities in Lofa, Bong and Nimba counties 

scored higher on the facility evaluation than facilities in the non-FARA counties of Bomi, Gbarpolu and 

Grand Cape Mount. Additionally, within Lofa, Bong, and Nimba counties (i.e., FARA counties), FARA 

facilities and non-FARA facilities had similar rates of adherence to facility evaluation standards. CHT 

supervisory staff credited FARA-supported capacity building for the improvement at non-FARA facilities 

                                                           
1 The validity of this finding is limited by the small amount of facility assessment data from 2012 to use for 

comparison.  
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in FARA counties – health workers from non-FARA facilities also benefited from training supported by 

FARA. 

 
 

 
Conclusions 

 

Analysis of comparisons between FARA and non-FARA facilities (Figure 1) shows that FARA facilities 

scored higher than non-FARA facilities in every area evaluated, which leads to the conclusion that FARA 

is making a clear, systematic difference in facility performance. Both types of FARA facilities – 

contracting-in and contracting-out – showed better performance than non-FARA facilities across nearly 

all categories2 (Figure 2). FARA is having the greatest impact on the general state of repair and 

provisioning, overall facility management and administration, provision of maternal health services, 

                                                           
2 This assessment was not designed to investigate differences in performance on the facility evaluation between the 

two types of FARA facilities. Therefore, sample sizes are not necessarily adequate for valid comparisons.  
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financial management, provision of family planning services and provision of basic pharmaceuticals. FARA 

also effectively facilitated epidemic preparedness and resilience. FARA-supported capacity building 

benefited both FARA and non-FARA facilities in the same counties, which leads to the conclusion that 

FARA may have spillover effects, whereby non-FARA facilities benefited from knowledge, training and 

resource transfers that improve their ability to adhere to facility evaluation standards.  

 

Comparisons over time show that FARA is perceived to have positively impacted the overall level of 

MOH and CHT capacity according to respondents that directly work on FARA-supported health system 

services. FARA likely contributed to increased (self-assessed) levels of capacity and standards adherence, 

at the MOH, CHT and health facility levels.  

 

Recommendations 

 

USAID should consider expanding FARA 2.0 in scale and scope. Expansion to new counties would likely 

benefit the CHT staff and facilities that receive direct support from FARA, and the teams and facilities 

not directly exposed to FARA. Additionally, FARA 1.0’s contributions to provision of training and 

distribution of essential medicines with respect to epidemic response should be replicated in FARA 2.0. 

 

Theme 2 – General Capacity / Level of Service Provision 
 
Research Questions 

• RQ1 – What is the current level of capacity of MOH and CHTs in six Key Areas: (1) delivering 

essential health services, (2) the health workforce, (3) health information systems, (4) access to 

essential medicines, (5) health systems financing, and (6) governance and leadership? What are 

strengths and weakness? 

• RQ2 – How do current levels of capacity compare to prior capacity assessments conducted by 

RBHS in 2012 and 2014? 

• RQ6 – What is the level of health care service provision at health facilities in Bomi, Bong, 

Gbarpolu, Grand Cape Mount, Grand Bassa, Lofa, Margibi, Montserrado and Nimba counties? 

 

Key Findings  

 

Capacity at various levels of the Liberian health system has improved since 2012. MOH self-assessed 

capacity improved over the life of FARA 1.0.3 In 2016, MOH self-assessed capacity was highest in “health 

information systems.” It was lowest in “governance and leadership” (Figure 3).  

 

CHT self-assessed capacity increased significantly over the life of FARA 1.0. In 2016, CHT self-assessed 

capacity was highest overall in “delivering essential health services.” It was lowest in “health systems 

financing” (Figure 4). The starkest difference between MOH and CHT self-assessed capacities was in 

“governance and leadership,” with MOH scoring lower than CHTs.  

 

                                                           
3 While the self-assessment instruments are similar for each assessment, direct comparisons are limited by 

methodological differences in sample selection procedures and sample sizes across each assessment.  
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CHT self-assessed capacity was highest in Bong County, followed by Lofa and then Nimba Counties. In 

Bong County, self-assessed capacity was highest in “governance and leadership.” In Lofa County, self-

assessed capacity was highest in “delivering essential health services.” Nimba County self-assessed 

capacity was highest in “governance and leadership.”  

 

Adherence to facility evaluation standards varied significantly across counties, and was lower in non-

FARA counties relative to FARA counties. The average facility in Gbarpolu had the lowest scores on the 

facility evaluation, while the average Lofa facility had the highest scores.  

 

Conclusions 

 

Overall, capacity building efforts at both the MOH and CHT levels resulted in substantial improvements 

from the 2012 baseline levels of self-assessed capacity. However, capacity building efforts are not 

impacting all of the Key Areas equally; particularly noteworthy is the low reported capacity on “access 

to essential medicines” at both the CHT and MOH levels, and “governance and leadership” at the MOH 

level. At the CHT level, “health systems financing” is the key area of improvement. While FARA has 

made a clear difference in financial management capacity, this area shows the weakest capacity across 

counties.  

 

Recommendations 

 

USAID, MOH and related partners’ efforts to improve facility performance with respect to facility 

evaluation standards should be expanded across counties. Future capacity building efforts at the MOH 

level should focus on improving internal policy and communication to address the reported deficit in 

“governance and leadership.” At the CHT level, these efforts should focus on improving financial 

management to address the reported deficit in “health systems financing” surrounding effective 

budgeting and distribution of funds. At the facility level, these efforts should focus on improving financial 

management in areas of finances, income, running costs and performance bonus, as well as business 

planning. 
 

Theme 3 –Infrastructure Gap Analysis 
 
Research Questions 
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• RQ9 – What infrastructure gaps exist at health facilities, in terms of transportation, energy and 

power, water and sanitation, and ICT, on achieving the minimum level of health care service? 

• RQ10 – How do existing infrastructure constraints impact health care service provision? 

 

Key Findings  
 

The poor state of infrastructure, particularly in communication, transport, power and water, sanitation 

and hygiene (WASH), extends across the health system. The majority of evaluated facilities did not meet 

communication-related standards (per the facility evaluation and capacity assessment); facilities are 

lacking functional VHF radios and other communication equipment. Nearly all facilities are accessible by 

road under optimal conditions; however, CHT interviewees report that the majority of facilities in 

certain areas become inaccessible by car during the rainy season. Most facilities do not meet energy 

supply-related standards; facilities are lacking generators and/or generator fuel. Finally, nearly 90 percent 

of facilities lack clean running water.  

 

Conclusions 
 

The Liberian health system as a whole is suffering from significant communication, energy/power, 

transportation, and water and sanitation infrastructure gaps. These gaps are negatively impacting service 

delivery and quality of service. Certain infrastructure gaps, for example, communications and lighting, are 

relatively quick and cost effective to address compared to power and transportation gaps.  

 

Recommendations 
 

Given the wide range of needs for infrastructure improvement, USAID should be cautious and realistic 

about prioritizing which infrastructure gaps should be addressed. That is, USAID and its partners should 

first address the “low-hanging fruit” that will have the most immediate impact on addressing 

infrastructure gaps through small-scale, quick-impact interventions such as provision of VHF radios and 

mobile phone credits for improved communication; supplies of water purification tablets; and 

distribution of solar lights.  

 

Taken together, the findings from each theme strongly suggest that FARA 1.0 had a positive impact on 

the overall level of capacity and service provision in FARA counties compared to non-FARA counties. 

This study’s methodology exposed systematic differences in capacity and performance between FARA- 

and non-FARA workers and health facilities. However, the assessment methodology did not allow for 

quantifying the extent to which FARA caused the observed differences in capacity and performance. The 

potential expansion of FARA 2.0 to counties that were not exposed to FARA 1.0 offers the opportunity 

for USAID to implement an impact evaluation to quantify the causal effect of assistance from FARA 2.0 

on strengthening Liberia’s health system. Such an evaluation would involve conducting a baseline study at 

all facilities in a target county, then randomly assigning a portion of facilities to treatment and control 

groups such that they encompass variation across FARA funding mechanisms, such as contracting-in and 

contracting-out. Finally, an endline study of the same facilities would allow for a difference-in-differences 

analysis to quantify the impact of FARA 2.0 compared to the counterfactual case of what would have 

happened in FARA’s absence. Paired with the results from this assessment and the larger performance 

evaluation, a scientifically rigorous evaluation of FARA’s causal impact on the strengthening of the health 

system would create a comprehensive body of literature on the role of FARA in contributing to the 

capacity and performance of the health system. This body of literature would serve as the empirical 

foundation for FARA as a model intervention.   
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Introduction  
Through the Liberia Strategic Analysis (LSA) activity, USAID/Liberia engaged Social Impact, Inc. to 

conduct a performance evaluation of USAID’s FARA 1.0. One of several components of the 

performance evaluation, this assessment is intended to measure the extent to which FARA 1.0 affected 

the capacity of the MOH and County Health Teams (CHTs), and the quality of service provision at 

health facilities in Liberia. This assessment was implemented by InterMedia under contract with Social 

Impact. Data collection took place from October to December 2016. 

Under FARA 1.0, USAID reimbursed the Government of Liberia (GoL) for activities that supported the 

successful implementation of Liberia’s 2011-2012 National Health Plan and Social Welfare Policy. FARA 

1.0 reimbursed the MOH for the procurement and management of contracts for services, goods and 

works, including performance-based contracts (PBCs) with non-governmental organizations (NGOs) for 

the implementation of the Essential Package of Health Services (EPHS), pharmaceuticals and other 

distributions of goods. FARA also supported up to 20 technical and management consultants to work 

within MOH. These consultants provided technical, organizational, logistics, and equipment support to 

complement the capacity building work of other concurrent USAID-funded activities, including USAID’s 

Rebuilding Basic Health Services (RBHS), among others.  

 

In 2016, after five years of implementation, FARA 1.0 was succeeded by a second FARA, version 2.0. 

FARA 2.0 is an ongoing USAID intervention aimed at strengthening the health system in partnership 

with the Liberian MOH. The health facilities, and MOH and CHT staff and consultants who provided 

information for this assessment, have all received support from, or been engaged with, both FARA 1.0 

and 2.0.   

 

This report provides a detailed review of the assessment on how the FARA 1.0 mechanism supported 

the capacity of the MOH and CHTs, and the quality of service provision at health facilities in Liberia. The 

findings, conclusions, and recommendations described below provide the GoL, MOH and USAID with 

the evidence and data necessary to understand promising practices, gaps in service delivery, and 

recommendations for future investments and programming that will lead to a stronger health system.  

 

Objective 
As part of the overall evaluation of FARA 1.0, this assessment measured the capacity of the MOH and 

CHTs in Bong, Lofa, and Nimba, and the quality of service provision at health facilities in Bomi, Bong, 

Gbarpolu, Grand Cape Mount, Lofa and Nimba counties. 

 

The objective of the assessment was to determine to what extent the support of FARA 1.0 affected the 

capacity of the MOH and CHTs, and to what extent the support of FARA 1.0 affected the quality of 

service provision at health facilities. 

 

Research Questions 
The assessment was designed to answer the following research questions, which addressed the capacity 

of the MOH and CHTs to deliver health services, the extent to which health facilities meet basic 

standards, and the quality of health infrastructure.  

 

1. What is the current level of capacity of MOH and CHTs in six Key Areas: (1) delivering essential 

health services, (2) the health workforce, (3) health information systems, (4) access to essential 

medicines, (5) health systems financing, and (6) governance and leadership? What are strengths 

and weakness? 
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2. How do current levels of capacity compare to prior capacity assessments conducted by RBHS in 

2012 and 2014?  

3. Did the support provided through FARA 1.0 contribute to building the capacity of MOH and 

CHTs? If yes, how and to what extent? 

4. What health outputs can be attributed to FARA’s capacity building process? 

5. Were the underlying health systems – as identified in the Public Financial Management Risk 

Assessment Framework (PFMRAF) and Risk Mitigation Plan -- in the health sector strengthened 

as a result of the FARA?  

6. What is the level of health care service provision at health facilities in Bomi, Bong, Gbarpolu, 

Grand Cape Mount, Grand Bassa, Lofa, Margibi, Montserrado, and Nimba counties? 

7. How do current levels of health care service delivery compare to a prior health facility 

assessment conducted by USAID and MOH in 2011?  

8. Did the support provided through FARA 1.0 contribute to building capacity and increasing 

service quality at the health facilities supported through PBCs? If yes, how and to what extent? 

9. What infrastructure gaps exist at health facilities in terms of transportation, energy and power, 

water and sanitation, and ICT on achieving the minimum level of health care service? 

10. How do existing infrastructure constraints impact health care service provision? 

11. What are the prospective solutions to address existing infrastructure gaps? 

 

The findings from answering these questions are presented separately and sequentially within thematic 

groupings. The conclusions and recommendations drawn from these findings are presented together 

within the thematic groupings. These thematic groups are as follows: those specifically related to the 

impact of FARA 1.0 (research questions 3, 4, 5, 7 and 8), those related to general levels of capacity 

and/or service provision (research questions 1, 2 and 6) and those specifically related to the state of the 

Liberian health system’s infrastructure (research questions 9, 10 and 11).  
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Methodology  
During the inception phase of the assessment, the InterMedia Team held two in-briefings, one with 

USAID on Nov. 10, 2016, and one with the Ministry of Health (MOH) on Nov. 16, 2016. These briefings 

were utilized to construct the methods in a collaborative manner with key stakeholders. USAID and 

MOH staff provided input on and approval of all aspects of the methodology, including survey 

instrumentation, sample plans and intended analyses.  
 

Design 
The assessment used mixed-methods to fully capture the data necessary to answer the research 

questions. The key methods used to collect primary data in the field included focus group discussions 

(FGDs), key informant interviews (KIIs) and quantitative questionnaires, including self-assessments 

collected from the KII respondents and FGD participants, and facility evaluations that used a 

standardized quantitative form to collect data onsite. The instruments used for each of these methods 

were replicated from previous studies, namely the Rebuilding Basic Health Services (RBHS) 2012 

Baseline and 2014 Endline Assessments. These studies were reviewed, refined and customized to the 

current context to ensure that the data collected using the instruments would allow for answering the 

Research Questions. The instruments were pretested for validity and relevance, and then revised based 

on the results of these pretests. 

 

The desk review involved a systematic, secondary analysis of existing research that relates to the health 

systems capacity and service provision in Liberia. The analysis of the sources of secondary data were 

used in conjunction with the analysis of primary data collected in the field to assess change in capacity 

and health services delivery over time in FARA facilities and counties, compared to non-FARA ones. The 

full list of reviewed documents is located in Annex I.  

 

A total of eight FGDs (two in each of Lofa, Nimba, and Bong Counties, and two at the central Ministry 

level) were scheduled to take place in an interactive group setting. Six were completed (for further 

details see Methodology – Limitations). The FGD interview guide was adapted from the RBHS 

questionnaires to ensure it captured information that is comparable with past reports, while also 

maximizing its potential for gaining relevant responses to the assessment’s specific research questions. 

See Annex II for the list of FGD participants and Annex IV for the interview guide.  

 

A total of 23 KIIs (eight in the central MOH, and five in each of Bong, Lofa, and Nimba Counties) were 

planned to collect data for the capacity assessment. A total of 21 KIIs were completed (see 

Methodology – Limitations). Qualitative data from the KIIs were used to validate findings from the FGDs 

and served as a crucial source of information related to assessing the current level of health system 

capacity relative to historical capacity. These data were used to assess FARA’s impact and its effect on 

achieving health policy objectives. See Annex II for the list of KII participants and Annex IV for the 

interview guide. 

 

Responses to the qualitative questions were coded to create an additional source of quantitative data to 

accompany the self-assessments and facility evaluations. If the response to an interview or FGD question 

had content related to FARA, the attitude expressed towards FARA’s impact was rated on a three-point 

scale – 1 indicated a negative response, 2 indicated a neutral response, and 3 indicated a positive 

response. Two researchers, working independently, evaluated each response for content related to 

FARA 1.0. The coding completed by both researchers was averaged and evaluated for inter-rater 

reliability to ensure the validity of the ratings.  
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All FGD and KII respondents were administered a quantitative self-assessment questionnaire prior to 

the interview or group discussion. The instrument was replicated from the 2012 RBHS Baseline and 

2014 Endline assessments to allow for direct comparisons of capacity indicators over time. These self-

assessments provided an opportunity for MOH and CHT staff to reflect on their current situation and 

evaluate areas of improvement. See Annex V for the self-assessment questionnaires.  

 

The facility evaluation questionnaire was replicated from the 2011 USAID and MOH quality survey of 

health facilities, with small customizations and an additional set of infrastructure measures. The facility 

evaluation questionnaire provided insight into the level of current service provision across six counties, 

and in relation to previous levels. See Annex III for the list of facilities evaluated and Annex VI for the 

facility evaluation form.  
 

Analysis 
Following data collection, the assessment team employed multiple techniques for combined qualitative 

and quantitative data analysis to answer the assessment’s research questions. These techniques included 

descriptive statistics (e.g., cross tabulations and word frequency counts), hypothesis tests (e.g., Pearson’s 

chi-squared and one-way ANOVA), and tests of inter-rater reliability (i.e., Cohen’s Kappa). Descriptive 

statistics and hypothesis tests were applied to the data captured by the quantitative coding of qualitative 

data, as well as the self-assessment forms and the facility evaluation forms. Descriptive statistics were 

also applied to the qualitative data (e.g., word frequency counts). Inter-rater reliability testing was 

applied to the rating samples from the two independent researchers.  

 

Hypotheses tests quantified differences (or lack thereof) in mean scores between groups at the 95 

percent confidence level. This level of statistical significance was observed in the difference between 

scores on the facility evaluation for FARA versus non-FARA facilities. Thus, on average, FARA facilities 

performed better than non-FARA facilities. These tests identify significant differences but do not 

establish causation. That is, they do not prove that FARA was responsible for these observed 

differences.  
 

Respondent Selection and Site Evaluation Sampling 
The focus of data collection for the Phase I – Capacity Assessment was two-fold: 1) central MOH 

officials who have engaged with FARA, and 2) CHT officials who have engaged with FARA in Bong, Lofa, 

and Nimba counties. The 21 KIIs and six FGDs allowed for a broad cross-section of key FARA 

stakeholders in the MOH and CHTs to contribute information to the assessment. 

 

To answer the Phase 2 – Facility Evaluation questions, it was necessary to draw a representative sample 

of facilities that received, and did not receive, support from FARA. A total of 75 facilities in six counties 

were sampled systematically and visited by the assessment team, which administered the quantitative 

facility evaluation form on site. The following procedure was used to systematically select the sample of 
facilities: 

• The list of FARA-supported facilities was filtered to ensure that all those selected were 

supported by both FARA 1.0 and FARA 2.0 such that a record of historical and ongoing support 

would be detectable by the data collectors. 

• Thirty FARA-supported facilities were selected systematically from a randomized starting point 

on the list of facilities stratified (sorted) by district, as follows:  

o Ten facilities in Bong County with CHT hybrid PBF (contracting-in) were selected in 

Bong County. Other FARA-supported facilities in Bong County, which are contracted-

out to Africare, were excluded from the selection. This step was taken to ensure that a 
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valid comparison between contracting-in and contracting-out would be achievable by the 

assessment because CHT hybrid PBF facilities exist only in Bong County;  

o Ten contracting-out facilities were systemically selected in Lofa; and, 

o Ten contracting-out facilities were systemically selected in Nimba Counties.  

• Forty-five non-FARA facilities were selected, including five non-FARA facilities in Bong, Lofa, and 

Nimba, and 10 non-FARA facilities in Bomi, Gbarpolu, and Grand Cape Mount. These counties 

were chosen for non-FARA facility selection because they approximate the health and 

environmental conditions of Bong, Lofa and Nimba more so than other nearby counties. The 

facilities in each county were selected systematically from a randomized starting point on the list 

of facilities stratified (sorted) by district. 

 

Sampling for the Phase 3 – Infrastructure Gap Analysis questions involved leveraging the Phase 2 

questionnaire for collecting information on infrastructure at facilities sampled across the six counties. 

The key informants from the MOH provided a second main source of data. 
 

Limitations 
The assessment team anticipated a series of constraints in undertaking this assessment. The solution was 

multifaceted, adopting evaluation best practices, with safeguards against bias built-in at the inception, 

training, data collection and analysis stages. Limitations were addressed as follows: 

• Cooperation with key stakeholders to select qualitative interview participants to screen for 

informed and honest participants; 

• Pretesting and validation of study instruments to increase validity and reliability;  

• Utilizing a sufficient, randomized, representative sample size to minimize statistical uncertainty; 

• Employing enumerators who are Liberian nationals and local to their interview locations to 

remain sensitive to sociocultural contexts; 

• Enumerator training with mock interviews and field practice to ensure that enumerators were 

interviewing in the intended manner. Enumerators practiced in front of supervisors and senior 

project staff, receiving feedback on their performance and their understanding of the study 

instruments; and, 

• Independent verification of a subset of the health facility site visits by LSA. 

 

Despite its best efforts, the assessment team was unable to complete all intended qualitative interviews. 

One scheduled KII with Bong CHT staff, one FGD with Lofa CHT staff, one KII with Nimba CHT staff, 

and one KII and one FGD with MOH staff were not completed due to an inability to harmonize 

schedules between the respondents and enumerators. Enumerators made at least two contact attempts 

in all cases. These uncompleted interviews did not occur in a systematic manner (i.e., no set of 

scheduled interviews from a specific location suffered from disproportionate incompletion rates) and did 

not cause the assessment team to fall short of the necessary amount of data required to complete 

robust analysis to answer the research questions.  

 

The assessment team had to replace 14 of the initially selected facilities to be evaluated as part of Phase 

2. Inaccuracies in the sample frame with respect to facility closure status and location forced these 

replacements. Replacements replicated the initial selection procedure, ensuring that the composition of 

the final sample matched the initial sample except for one non-FARA facility that was replaced with a 
FARA facility due to logistical constraints.  
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Findings 
The qualitative interviews and quantitative questionnaires aimed to address a set of key research 

questions. These research questions were investigated in distinct phases. Phase 1, Capacity Evaluation, 

addressed research questions 1-5; Phase 2, Facility Evaluation, addressed research questions 6-8; and 

Phase 3, Infrastructure Gap Analysis, addressed research questions 9-11. Research Question 11 is not 

presented, as it is solely concerned with recommendations drawn from the findings of research 

questions 9 and 10.   
 

Theme 1 – FARA 1.0 Impact (RQs 3, 4, 5, 7 and 8) 

Research Question 3 

Did the support provided through FARA 1.0 contribute to building the capacity of MOH and CHTs? If yes, how 

and to what extent? 

 

Respondents widely perceived FARA 1.0 as having 

a positive impact on capacity across areas of 

operation. Eighty-seven percent of qualitative 

interview responses that had FARA-related 

content expressed a positive sentiment or 

perception towards FARA (Figure 5). This positive 

perception was generally expressed consistently 

across interview location (i.e., respondent type), 

with MOH, Bong and Nimba responses having 

mean scores of 2.90 or greater out of a possible 3 

points, indicating near universal positive sentiment 

(Annex VII.C). Lofa responses expressed a 

marginally more neutral opinion, with a mean score 

of 2.80. 

 

The impact of FARA 1.0 on MOH and CHT capacity was captured through a series of qualitative 

interviews (i.e., FGDs and KIIs) with staff at the central MOH and Bong, Lofa and Nimba County CHTs. 

The interview guide used for these interviews is located in Annex IV. Reliability testing indicated that the 

raters had substantial levels of agreement, or mutually understood the coding scheme and interpretation 

of respondent perceptions (Annex VII.D). 

 

Respondents completely (i.e., every response) perceived FARA 1.0 as having a positive impact in 

increasing capacity for the delivery of the EPHS and strengthening the Health Management Information 

System (HMIS) (Annex VII.C).  

 

Respondents were almost unanimous in their perceptions that FARA 1.0 had a positive impact on 

progress in implementing the MOH strategy to strengthen the health workforce and improve financial 

management capacity to allocate resources. Respondents strongly supported the claim that FARA 1.0 

was effective in increasing service provision at FARA facilities compared to non-FARA facilities, as noted 

by the following quote.  

 

“There is great improvement in the FARA supported facilities as compared to the non-

FARA supported facilities…” – Mental Health Clinical Supervisor (Lofa CHT) 

 

FARA capacity building efforts may have assisted non-FARA teams and facilities, as well. Respondents 

also observed a “spillover effect.” 

87%

13%

Figure 5 - Expressed Perceptions of 

FARA's Impact on Capacity

FARA positive

FARA neutral or
negative
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“Not only facilities that are run by partners but both FARA/IRC are helping to improve, 

to make the EPHS increase through training and empowering the CHT to the extent 

that there is a spillover to the non-FARA facilities.” 

– County Pharmacist / Acting County Health Officer, Lofa CHT 

 

“FARA conduct regular in-service training for staff, these same staff sometimes render 

services at the non-FARA facilities meaning that there is a spillover of FARA training to 

the non-FARA facilities because they are in the same county.” 

– Monitoring and Evaluation Officer (MOH) 

 

FARA 1.0 was perceived as being the least impactful, relative to other areas, in contributing towards 

adequate training towards each area of the EPHS. Responses related to this area had an average 

sentiment code score of 2.58, indicating that nearly half of the responses expressed a neutral sentiment, 

while the remaining responses expressed a positive sentiment (Annex VII.C).  
 

Research Question 4 

What health outputs can be attributed to FARA’s capacity building process? 

 

Based on the responses to the KII and FGD 

interview questions that most directly related to 

health outputs (i.e., 2, 4, 5, 6 and 10), respondents 

widely perceived FARA 1.0 as having a positive 

impact on areas of operation that most directly 

related to outputs. These areas include identifying 

priority services, improving quality of care, increasing 

capacity to deliver the EPHS, improving service 

provision at FARA facilities and increasing provision 

of essential medicines. Ninety-one percent of the 

responses related to these five “outputs” questions 

expressed a positive perception of FARA 1.0’s 

impact (Figure 6). Eighty-five percent of responses to 

the other questions expressed positive FARA   

sentiments/perceptions. This difference in 

distribution is statistically significant, indicating that FARA may have had a greater impact on areas of 

service directly related to outputs compared to service areas that were not directly related to outputs.  

 

Respondents from all locations spoke highly of FARA 1.0 and directly attributed improvements in 

outcomes-related service delivery to the intervention. Select response excerpts include the following:  

 

“FARA is really helping to increase the quality of health care…” – MOH staff member 

 

“Another area that quality healthcare has been restored is the mental health with the 

help of FARA…” – Mental Health Specialist (MOH) 

 

“Quality [of] care has improved since 2012 especially in the FARA supported facilities.” 

– Bong CHT staff member 

 

“FARA is playing [a] major role in the increase of essential medicines in the county.”  

– Bong CHT staff member   

85%

91%

15%

9%

Other questions

Outcomes questions

Figure 6 - Expressed Perceptions of 

FARA's Impact on Capacity, by 
Question Type

FARA positive FARA neutral or negative
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More specifically, respondents indicated that FARA played an instrumental role in continuity of service 

during the 2014-2016 Ebola Virus Disease (EVD) epidemic and, therefore, directly and positively 

impacted health outcomes. Ninety percent of the qualitative responses to EVD-related questions that 

also contained FARA-related content expressed a perception of FARA positively impacting the response 

to EVD. The performance of FARA facilities during EVD compared to non-FARA facilities highlights the 

strength of the FARA program in contributing to capacity across Key Areas within the health system. 

Excerpts follow: 

 

“During the EVD the entire health sector broke down. … The good thing was that all of 

FARA facilities were never closed…” – Nimba CHT staff member 

 

“FARA supported the service delivery a lot during the Ebola and even after the Ebola. 

During the Ebola, while it is true that staff left the facilities in fear of their lives and many 

ministries and agencies cut down staff, those staff that were maintained, FARA was 

always there to motivate them and give them updates on how to carry on preventative 

methods… Those facilities that FARA was supporting during the Ebola never closed.”  

– MOH staff member 

 

“The FARA facilities never closed. … But on the overall, FARA contributed significantly 

during the time of the EVD.” – FARA Monitoring and Evaluation Officer, MOH 

 
Respondents spoke to FARA facilities having the funds to remain open and staffed, FARA-funded training 

improving quality of service and FARA funding ensuring the facilities had adequate supplies when other 

facilities were faltering. This FARA assistance provided continuity to the CHTs and health facilities in the 

areas of service provision and institutional knowledge, perhaps contributing to the flat self-assessed CHT 

capacity levels between 2014 and 2016.  

 

Research Question 5 

Were the underlying health systems – as identified in the Public Financial Management Risk Assessment 

Framework (PFMRAF) and Risk Mitigation Plan -- in the health sector strengthened as a result of the FARA?  

 

USAID used the Public Financial Management Risk Assessment Framework (PFMRAF) to evaluate the 

MOH’s control environment, procurement operations, financial management and human resource 

systems. This assessment, completed in 2013, identified focus areas in which FARA interventions or 

operations are particularly exposed to financial risk. The PFMRAF Stage 2 Report assigned “critical 

classification” to six areas at the MOH level and 11 areas at the county level. A focus area with a critical 

rating “requires stringent mitigating measures only if these have a high probability of success.” Table 1 

presents these focus areas classified as critical, along with the mean scores (0-4 point scale) in the most 

equivalent areas/sub-areas from the RBHS 2012 Baseline and this assessment’s self-assessment 

questionnaire. These areas are not exactly equivalent to the underlying system identified in the PFMRAF, 

but do provide some indication of improvement or the lack of improvement.  

 

The MOH and CHTs generally improved, often and, in some cases, substantially, between 2012 and 

2016 in the focus areas classified as critical by the PFMRAF. The CHTs, particularly, have made 

significant strides in auditing procedures, policy-based budgeting, predictability and control of budgetary 

execution and procurement strategy and planning. While these gains cannot be attributed solely to 

FARA 1.0, they are being reported by individuals involved in FARA 1.0 implementation, which suggests 

that FARA has had a positive impact on strengthening the health system.  
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Table 1 outlines the comparisons between the PFMRAF and the capacity evaluation self-assessment 

questionnaire (Annexes V.A and V.B). The Critical Risk Areas are areas that were deemed by the 

PFMRAF as areas where USAID interventions are most exposed to risk, due to partners’ low capacity. 

In the second column are the scores received in the Key Area component standards measured by the 

questionnaire that are most equivalent to the PFMRAF’s Risk Area. The specific standard and its related 

question is found in parentheses next to each 2016 score. These scores are on a five point, 0-4 scale, 

with 4 indicating optimal adherence to the standard. While the mean scores are presented, individual 

respondents could not score fractional numbers. Therefore, scores within 0.49 points from the same 

whole number score are relatively equivalent. Some risk areas do not have equivalents in the self-

assessment instrument that are close enough to facilitate valid comparisons.  

 

Table 1 – Change in Capacity in PFMRAF-Identified Critical Focus Areas 

Critical Risk Area - 

PFMRAF 

MOH Equivalent Scores CHT Equivalent Scores 

(Assessment Equivalent) 2012 2016 2012 2016 

Control Environment 

Tone at the Top 

No equivalent in self-assessment instrument 

Internal Audit 

Internal Audit 

2.00 2.89 (5.2.3) 0.33 2.65 (5.1.3) 

Budgetary System 

Budgetary Credibility 

Not critical at MOH level No equivalent in self-assessment 

instrument 

Budgetary System 

Policy-based Budgeting 

Not critical at MOH level 1.00 2.60 (5.1.1) 

Budgetary Execution 

Predictability and Control 

Not critical at MOH level 0.67 2.53 (5.1.2) 

Budgetary Execution 

Monitoring Partners and 

Projects 

No equivalent in self-assessment instrument 

Procurement 

Strategy and Planning 

3.00 2.70 (4.1.1) 1.00 2.94 (4.1.2) 

Procurement 

Procurement Staffing 

Not critical at MOH level No equivalent in self-assessment 

instrument 

Procurement 

Performance Management 

No equivalent in self-assessment instrument 

HR & Payroll 

Policies and Procedures 

1.00 1.88 (2.1.2) 3.33 3.18 (2.1.2) 

HR & Payroll 

Payroll 

No equivalent in self-assessment instrument 

 

Additionally, the qualitative interview guide contains a set of questions related to the underlying health 

systems identified by the PFMRAF. Questions 3 (“How effective is supervision of health facilities…?”), 7 

(“How much progress has been made at implementing the MOH strategy…?”) and 11 (“To what extent 

has there been improvement in financial management capacity…?”) were grouped as PFMRAF-equivalent 

questions for analysis. Eighty-seven percent of the responses to these questions that contained FARA-

related content expressed a perception of FARA’s positive impact on capacity in the given area of 
inquiry.  
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Research Question 7 

How do current levels of health care service delivery compare to a prior health facility assessment conducted by 

USAID and MOH in 2011?  

 

The 2011 USAID and MOH health facility assessment report was not available to the assessment team. 

The assessment team was able to locate the FARA Baseline Assessment Report June 24-June 30, 2012 

document, which contained historical performance data on facilities in Bong County. In this limited 

sample from 2012, the average facility located in Bong County met 59 percent of the evaluation criteria. 

In this current study’s assessment’s sample, the average FARA facility located in Bong County met 71 

percent of the evaluation criteria.  
 

Research Question 8 

Did the support provided through FARA 1.0 contribute to building capacity and increasing service quality at the 

health facilities supported through PBCs? If yes, how and to what extent? 

 

Overall, the average FARA facility met 73 percent 

of the evaluation criteria, while the average non-

FARA facility met 65 percent of the criteria 

(Figure 7). FARA facilities scored higher than non-

FARA facilities on all criteria. The difference in 

average scores is statistically significant, which 

shows that the scores provide a reliable indication 

that FARA facilities provide a higher quality of 

service than non-FARA facilities. It is important to 

note, however, that the research design and 

statistical test did not show that support from 

FARA was the cause of the observed difference – 

other factors outside of FARA may have played a 

causal role. To establish causality with statistical 

confidence requires an experimental methodology 

capable of capturing outside factors that may have 

contributed to the difference in performance 

between FARA and non-FARA facilities. Full 

results of the statistical analysis are displayed in 

Annex VII.E. 

 

Differences between FARA and non-FARA 

facilities were large enough for statistical 

significance at the 95% level of confidence on the 

following six evaluation criteria: “general 

indicators,” “business plan,” “maternity,” 

“finances, income, running costs, performance 

bonus,” “family planning” and “availability of tracer 

drugs.” FARA facilities outperformed non-FARA 

facilities in other modules, as well; however, these 

differences in means are not statistically significant 

at a 95 percent confidence level.4 While lower 

                                                           
4 They are significant at levels ranging from 42 to 94 percent. 
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levels of confidence apply to the other findings, the stronger performance of FARA facilities across all 

criteria drove the overall finding on the higher quality of service at FARA facilities.  

 

In “general indicators,” the average FARA facility met 87 percent of the evaluation criteria, or 6 percent 

more than the average non-FARA facility. This difference is largely a product of the difference in 

adherence to whether a facility work plan exists for scaling-up WASH activities. Sixty-five percent of 

FARA facilities met this standard, compared to 30 percent of non-FARA facilities. 

 

In “business plan,” the average FARA facility met 57 percent of the evaluation criteria, or 23 percent 

more than the average non-FARA facility. Only 9 percent of non-FARA facilities had a business plan 

prepared and accessible for the current period, compared to 39 percent of FARA facilities, driving this 

difference in overall module performance.  

 

In “maternity,” the average FARA facility met 86 percent of the evaluation criteria, or 8 percent more 

than the average non-FARA facility. Seventy-five percent of non-FARA facilities had an obstetrical 

stethoscope available, compared to 97 percent of FARA facilities. This difference in adherence was the 

greatest contributor to the difference in overall module performance. 

 

In “finances, income, running costs, performance bonus,” the average FARA facility met 34 percent of 

the evaluation criteria, which was 20 percentage points higher than the average non-FARA facility. 

Fourteen percent of non-FARA facilities have basic salaries and performance bonuses that do not 

exceed 60 percent of the total health facility performance bonus, compared to 42 percent of FARA 

facilities that met this standard. This difference in adherence to this standard was the greatest 

contributor to the difference in overall module performance.  

 

In “family planning,” the average FARA facility met 82 percent of the evaluation criteria, which is 10 

percentage points higher than the average non-FARA facility. The lack of availability of Tiahrt Posters on 

the wall for counselling drove this difference in performance. Ninety-four percent of FARA facilities met 

this standard, compared to 66 percent of non-FARA facilities that met this standard. 

 

In “availability of tracer drugs,” the average FARA facility met 87 percent of the evaluation criteria, 

which is 10 percentage points higher than the average non-FARA facility. Availability of Co-trimoxazole 

tabs (480 mg) is driving this difference in performance; 94 percent of FARA facilities met this standard, 

compared to the 55 percent of non-FARA facilities that met this standard.  

 

The average FARA facility had a mean performance level greater than that of the average non-FARA 

facility. This calculation groups non-FARA facilities in FARA counties with non-FARA facilities in non-

FARA counties. These facilities can be further disaggregated, though, by overall county status; that is, 

FARA facilities in FARA counties, non-FARA facilities in FARA counties and non-FARA facilities in non-

FARA counties.  

 

The average FARA facility in a FARA county met 73 percent of the facility evaluation criteria, while the 

average non-FARA facility in a FARA county met 70 percent of the evaluation criteria (see Figure 8 and 

Annex VII.F for more details). This difference in means is not statistically significant at the 95 percent 

level.5 

 

  

                                                           
5 It is significant at the 75 percent level. 
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Non-FARA facilities in FARA counties consistently scored higher than non-FARA facilities in non-FARA 

counties (Figure 8). Non-FARA facilities in FARA counties outperformed non-FARA facilities in non-

FARA counties in 11 of the 13 facility evaluation modules. Relative to facilities in non-FARA counties, all 

facilities in FARA counties were strongest in “finances, income, running costs, performance bonus,” 

“business plan” and “family planning.” The performance of non-FARA facilities in FARA counties was 

generally consistent with the performance of FARA facilities in FARA counties, with the exception of the 

tuberculosis criteria where non-FARA facilities in FARA counties scored lower than non-FARA facilities 

in non-FARA counties.  
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Figure 9 compares the facilities that are supported by FARA using the “contracting-in” mechanism in 

Bong County, with the “contracting-out” facilities in Lofa and Nimba counties, and the non-FARA 

facilities in non-FARA counties. This comparison of evaluation scores across the three facility types 

shows that both contracting-in and contracting-out FARA facilities had higher scores than facilities in 

non-FARA counties, though contracting-in facilities scored slightly lower than non-FARA facilities on 

“tracer drugs” and “laboratory.” Contracting-in facilities scored higher than contracting-out facilities on 

“tracer consumables,” “maternity,” “family planning,” and “tuberculosis.” The sample sizes available for 

these comparisons are however too small to establish statistical significance with conventional levels of 

confidence. 

 

The data showed conclusively that FARA facilities performed better on average than non-FARA facilities. 

However, the data did not provide conclusive evidence on whether this difference in performance was 

driven by direct support from FARA, or merely the location of the facility in a county where FARA was 

active. The findings of this analysis are detailed in Annex VII.H. 

Theme 2 – General Capacity/Level of Service Provision (RQs 1, 2 and 6) 

Research Question 1 

What is the current level of capacity of MOH and CHTs in six Key Areas: (1) delivering essential health services, 

(2) the health workforce, (3) health information systems, (4) access to essential medicines, (5) health systems 

financing, and (6) governance and leadership? What are strengths and weakness? 

 

Overall, there are disparities between self-reported levels of 

capacity both between MOH and CHT respondents and 

across CHTs. MOH respondents scored, on average, 66 

percent of available points, while CHT respondents scored, 

on average, 76 percent of available points (Figure 10). That is, 

the average MOH respondent reported that, in their opinion 

and to their best understanding, the MOH is only meeting 

two-thirds of the full capacity-related standards, as measured 

by the study instrument, while the average CHT respondent 

reported that the CHTs are meeting roughly three-quarters 

of the full capacity-related standards.6 This number is 

therefore relative to the instrument, as it relates to 

adherence to the questionnaire’s individual question scoring 

levels and is not meant to be understood as an absolute and 

objective measure of capacity, comparable to other capacity 

assessments with different instruments. To this end, capacity in each Key Area is reported relative to 

one another (i.e., rank ordered) in the proceeding findings. Full results with all scores are located in 

Annexes VII.A and VII.B. 

 

                                                           
6 Respondents were not required to answer all questions in the self-assessment questionnaire, to prevent the capacity scores 

from being influenced by knowledge gaps. The percentages reported are of “available points,” or the total possible points given 

the number of questions, or standards, to which the respondent evaluated the capacity. This method allowed respondent 

scores to be aggregated and compared to one another, even if the respondents completed differing amounts of the self-

assessment questionnaire.  
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According to MOH respondents, the MOH’s capacity was 

highest in “health information systems,” followed by 

“delivering essential health services,” “health workforce,” 

“health systems financing,” and finally, “access to essential 

medicines” and “governance and leadership” (Figure 11).  

 

Within the MOH’s most successful Key Area, “health 

information systems,” the MOH respondents most highly 

rated the MOH’s ability to manage collected data, scoring 

3.30 out of 4 points on the standard adherence measurement 

scale (Annex VII.A). Within “health systems information,” 

MOH respondents perceived the MOH’s ability to collect and 

then communicate health data as the sub-area most in need of 

improvement, scoring this sub-area at 2.80 out of 4 points. An 

increase from three to the maximum four points in this sub-

area would indicate that the MOH began providing regular 

feedback to all counties on the collected data.   

 

Within the MOH’s self-perceived weakest Key Area, 

“governance and leadership,” the MOH respondents most highly 

rated the MOH’s ability to develop and implement a National 

Health Policy and plan (2.82/4.00 – Annex VII.A).7 However, the 

MOH staff reported their capacity in this Key Area was most 

hindered by poor performance in communicating effectively 

within the central MOH and other Ministries within the 

Government of Liberia (1.60/4.00). Specifically, this score 

corresponded to the perception that less than 50 percent of key 

central MOH staff are aware of the internal communication plan 

and protocols, and the use of the plan and protocols is 

inconsistent. 

 

                                                           
7 Both “access to essential medicines” and “governance and leadership” have a self-assessed capacity score of 60.42 

percent of available points; however, “governance and leadership” has a greater number of respondents. 
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Like the MOH, the CHTs reported levels of capacity that vary both across counties and within counties 

and across Key Areas; however, these differences in mean rates of performance are often not 

statistically significant. Overall, Bong County-based respondents reported the highest perceived level of 

capacity, while Nimba County-based respondents reported the lowest perceived level of capacity (Figure 

10). CHT respondents’ self-assessments were highest in the area of “delivering essential health services,” 

followed by “health workforce,” “governance and leadership,” 

“health information systems,” “access to essential medicines,” 

and finally, “health systems financing” (Figure 12).  

 

Bong County-based respondents reported their CHTs are 

succeeding the most in “governance and leadership” (Figure 13). 

According to Bong County-based respondents, this success in 

this Key Area is being driven by the CHTs’ capacity to 

communicate and share reports, documents and plans with the 

central MOH and other CHTs. The CHTs, however, are not 

doing as well in the Key Area of “access to essential medicines,” 

which had the lowest score. These CHT respondents reported 

the relative underperformance in this Key Area is due to low 

capacity of the CHTs in estimating commodity needs, with 

respect to the timeliness of creating these estimates (Annex 

VII.B). Estimating commodity needs according to schedule would 

raise the Bong CHTs capacity in this sub-area and therefore Key 

Area, overall. 

 

Lofa County-based respondents reported that their CHTs are 

succeeding the most in “delivering essential health services” 

(Figure 14). The high level of capacity in this Key Area is 

driven the most by the extent of interaction between the 

CHTs and health facilities. Specifically, Lofa County-based 

respondents reported that the CHTs meet at least monthly 

with health facilities to share key information and policies, 

obtain data, etc. These respondents reported that Lofa 

County-based CHTs are lacking in “access to essential 

medicines.” Specifically, respondents reported that low levels 

of capacity to effectively store and distribute commodities is 

primarily driving the relative underperformance in this Key 

Area. Respondents indicated that the county warehouse(s) do 

not meet criteria regarding maintenance, cleanliness and size 

(Annex VII.B). An improvement in this sub-area would bring 

Lofa’s “access to essential medicines” performance more in 

line with the other counties.  

 

74%

77%

78%

81%

81%

83%

Access to essential
medicines

Health systems
financing

Delivering essential
health services

Health workforce

Health information
systems

Governance and
leadership

Figure 13 - Capacity Scores, by 

Key Area (Bong CHT)

57%

60%

62%

65%

84%

89%

Access to essential
medicines

Health systems
financing

Governance and
leadership

Health information
systems

Health workforce

Delivering essential
health services

Figure 14 - Capacity Scores, by 

Key Area (Lofa CHT)



26 

 

Nimba County-based respondents reported that their CHTs 

are succeeding the most in “governance and leadership” 

(Figure 15). Respondents reported that this success is being 

driven by a high level of capacity to communicate and share 

reports, documents and plans with the central MOH and 

other CHTs. Nimba County CHT respondents reported that 

capacity was lowest in “health systems financing” and “access 

to essential medicines.” A reported low level of capacity to 

effectively distribute finances is driving relative 

underperformance in “health systems financing.” Nimba 

respondents indicated that the CHTs are not meeting budget 

distribution factors related to the financial system, tracking 

and/or responsibility.  
 

Research Question 2 

How do current levels of capacity compare to prior capacity 

assessments conducted by RBHS in 2012 and 2014?  

 

Overall, self-assessed capacity levels have increased substantially over the lifetime of the FARA 1.0 

program; MOH self-assessed capacity has increased from 59 to 66 percent of available points and CHT 

capacity has increased from 44 to 76 percent of available points (Figures 16 and 17).  Self-assessed 

capacity fell, however, from 2014 to 2016 for both MOH and CHTs. MOH self-assessed capacity fell 

from 79 percent of available points in 2014 to 66 percent in 2016, while CHT self-assessed capacity fell 

only slightly, from 78 percent of available points in 2014 to 76 percent in 2016 (Figures 10 and 11).8 The 

MOH was much more susceptible to the external shocks experienced between 2014 and 2016, including 

the Ebola Virus Disease (EVD) epidemic, compared to the CHTs. The minimal drop in self-assessed 

capacity at the CHT level suggests the health system is showing resiliency in the face of external shocks 

such as EVD.  

                                                           
8 See Research Question 1 paragraph 1 and Footnote 3. 
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This assessment was designed, in part, to provide consistency in evaluations of the Liberian Health 

System. To that end, the self-assessment questionnaires used in this assessment to evaluate perceived 

levels of capacity are the same as those used in the Rebuilding Basic Health Services (RBHS) 2012 

Baseline and 2014 Endline studies. This replication facilitates comparisons over time; however, these 

comparisons must be considered with the potential impact of methodological differences (e.g., sample 

sizes and selection procedures across years). To that end, these comparisons should not be interpreted 

as direct, panel-like comparisons. The validity of direct comparisons between specific numbers is limited, 

but the direction of change is meaningful.  

 

From 2014 to 2016, MOH self-assessed capacity saw the greatest decline in “access to essential 

medicines” with self-assessment scores falling by 28 percentage points (Figure 16). “Delivering essential 

health services” fell from 85 percent of available points in 2014, to 68 percent in 2016. Despite declines 

from 2014 to 2016, self-assessed capacity scores in 2016 remained above the 2012 baseline in all areas 

except “governance and leadership” and “health information systems.” 

 

Similar to the MOH capacity scores, CHT scores also showed declines from 2014 to 2016 in several 

areas. CHT self-assessed capacity in “governance and leadership” declined by16 percentage points. This 

decline was offset by a 15-percentage-point increase in self-assessed capacity in “health systems 

financing” (Figure 17). Despite declines from 2014 to 2016, CHT self-assessed capacity remained 

substantially higher in all areas in 2016 compared to the 2012 baseline.  

 

Research Question 6 

What is the level of health care service provision at health facilities in Bomi, Bong, Gbarpolu, Grand Cape Mount, 

Grand Bassa, Lofa, Margibi, Montserrado, and Nimba counties? 

 

This research question, as well as research questions 7 and 8 are addressed by the facility evaluation 

form, which is located in Annex VI. This assessment evaluated facilities in Bomi, Bong, Gbarpolu, Grand 
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Cape Mount, Lofa and Nimba Counties. Facilities in Grand Bassa, Margibi and Montserrado were 

removed from the sample during the inception phase.  

 

Overall, the average facility met 68 percent of the evaluation criteria (Figure 18). There are statistically 

significant and substantial differences in mean levels of performance on the evaluation across counties. 

Lofa facilities had the highest mean performance level, meeting 77 percent of evaluation criteria, 

followed by Bong County-based facilities and Nimba County-based facilities. Facilities located in 

Gbarpolu had the lowest mean performance level, meeting 61 percent of the evaluation criteria. 

Performance on all evaluation criteria by county is located in Annex VII.G. 

 

Facilities located in Bomi County performed best in 

facility evaluation “availability of tracer 

consumables.” The average facility met 88 percent 

of the evaluation criteria in this module. The average 

Bomi facility had its lowest performance in “finances, 

income, running costs and performance bonus.” The 

average facility met only 9 percent of the evaluation 

criteria in this module. No facilities reported 

calculating performance bonuses according to the 

standard formula (i.e., performance bonus = income 

of the month – running expenses); this sub-area was 

most responsible for average low performance in 

this module. This low performance may have been a 

function of lack of relevance to the selected facilities 

(i.e., the instrument was not county-context 

specific). 

 

Facilities located in Bong County performed best in facility evaluation “availability of tracer 

consumables,” with the average facility meeting 98 percent of the evaluation criteria in this module. 

Bong County facilities also performed highly in “maternity,” meeting 90 percent of the module’s 

evaluation criteria. Bong County facilities had their lowest performance in “finances, income, running 

costs and performance bonus.” Only 29 percent of facilities were able to show a document showing 

monthly calculations of incomes, running costs, investments and variable performance subsidies. This 

low adherence drove overall low performance in this module.  

 

Facilities located in Gbarpolu County performed best in facility evaluation “availability of tracer 

consumables,” with the average facility meeting 93 percent of the evaluation criteria in this module. This 

high performance is followed by high performance in “vaccination – antenatal care,” where the average 

Gbarpolu facility met 85 percent of the module’s evaluation criteria. The average Gbarpolu facility had 

its lowest performance in “finances, income, running costs and performance bonus.” The average 

Gbarpolu facility met 3 percent of this module’s evaluation criteria. No Gbarpolu facility reported 

adhering to four of the module’s sub-areas (i.e., standards).  

 

Facilities located in Grand Cape Mount County performed best in “out-patient department.” The 

average facility met 93 percent of the evaluation criteria in this module. This is followed by high 

performance in “vaccination – antenatal care,” where the average Grand Cape Mount facility met 83 

percent of the module’s evaluation criteria. The average Grand Cape Mount facility had its lowest 

performance in “finances, income, running costs and performance bonus.” The average Grand Cape 

Mount facility met 3 percent of this module’s evaluation criteria. No Grand Cape Mount facility 

reported adhering to five of the module’s sub-areas (i.e., standards). 
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Facilities located in Lofa County performed best in “availability of tracer drugs.” The average facility met 

96 percent of the evaluation criteria in this module. Lofa facilities performed similarly well in “availability 

of tracer consumables,” with the average facility meeting 91 percent of the evaluation criteria in this 

module. The average Lofa facility performed lowest in “tuberculosis.” The average Lofa facility met 20 

percent of this module’s evaluation criteria. Only 20 percent of Lofa facilities met the conditions for 

DOTS and only 20 percent of facilities had a TB regimen available.  

 

Facilities located in Nimba County performed best in “vaccination – antenatal care.” The average Nimba 

facility met 89 percent of the evaluation criteria in this module. This high performance was matched by 

high performance in “general indicators,” where the average facility met 90 percent of the evaluation 

criteria. Nimba counties had their lowest mean performance level in “finances, income, running costs 

and performance bonus.” The average facility met only 4 percent of this module’s evaluation criteria. No 

Nimba facilities reported adhering to three of the module’s sub-areas (i.e., standards).  
 

Theme 3 – Infrastructure Gap Analysis (RQs 9 and 10) 

Research Question 9 

What infrastructure gaps exist at health facilities in terms of transportation, energy and power, water and 

sanitation, and ICT on achieving the minimum level of health care service? 

 

An infrastructure gap analysis was conducted using both the qualitative interviews and the facility 

evaluation form. Overall, the average facility met 44 percent of infrastructure capacity standards (Figure 

19). This performance level is relatively consistent across facility type (i.e., FARA or non-FARA) and 

facility location. The difference in mean performance between facility types or facility locations is not 

statistically significant (Annex VII.E and Annex VII.G).  

 

Most facilities face infrastructure constraints related to communication capacity, emergency or on-

demand energy and water (Figure 19). For communication, most facilities do not have a mobile phone, 

radio, internet or computer. Qualitative respondents confirmed the severity of this gap in 

communications. 

 

“[Communication] is one of the serious problems we have at most of our facilities.” 

 – FARA Accountant, Bong CHT 

 

 

97%
91%

84%
79%

49%
44% 40%

31% 28%

11% 7% 7% 3%

A normal
car can

drive into
the facility

Solar
system on
premises

and
operational

Hand pump
on premises

Mobile
phone

network
service is
available

Facility has
a mobile
phone on
premises

and
operational

Overall Generator
on premises

and
operatonal

Radio is on
premises

and
operational

for calls

Generator is
supplied
with fuel

Clean
running
water

available

Internet is
accessible
at facility

Computer is
on premises

and
operational

Borehole
 on

 premises

Figure 19 - Infrastructure Capacity Facility Evaluation Scores



30 

 

“Most of our facilities have VHF radio but it is not functional…”  

– Acting County Health Officer, Lofa CHT 

 

“Most of our facilities are not in coverage area, no network and so to get information 

from some of these facilities is very hard for us.”  

– County Health Services Administrator, Lofa CHT 

 

Most facilities do not have a generator or enough fuel to run the generator during working hours, and 

they experience other energy-related infrastructure constraints, such as experiencing solar panel 

breakdowns. This was confirmed in the qualitative interviews.  

 

“Light is another problem for us. Some facilities have solar light and we understand that 

most of these solar light are not functioning…”  

– Monitoring and Evaluation Officer, Nimba CHT 

 

“There are some facilities that the solar light is not functioning and we need 

replacement for those damage…” 

 – Community Health Department Director, Nimba CHT 

 

Only 11 percent of facilities reported having clean running water available. Most facilities do have a hand 

pump available; however, the water from a hand pump requires cleaning and other purification to be 

potable. This lack of running water is a serious constraint, as reported by respondents.  

 

“The water issue is one of the serious problem for us. There are some facilities in the 

city that are using hand pumps which we feel should be changed into running water…”  

– Manager, Performance Based Financing, MOH 

 

“There is a need also to improve [water and sanitation] because health facilities need 

water all the time.  The hand pump can sometime spoil…”  

– Community Health Department Director, Nimba CHT 

 

“The improvement in water and sanitation is lacking at almost all of our facilities.” 

 – External Aid Officer, MOH 

 

Systematic, facility-evaluation-related infrastructure gaps do not exist with transportation; nearly all 

facilities are accessible by a normal vehicle. While most facilities report that a normal car can drive into 

the facility, this is seemingly only under optimal conditions. CHT staff report that weather events 

severely impact access.  

  

 “Though most of our facilities are accessible by road, those roads are very bad when 

the rain comes.” – FARA / Assisting County Accountant, Nimba CHT 

 

“All of our health facilities are accessible by motor roads but the roads are very bad 

especially during the rainy season.” – Bong CHT staff 

 

These responses point to the existence of a series of infrastructure constraints severely impacting 

service delivery across the Liberian health system at the central MOH, CHT and health facility levels.  
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Research Question 10 

How do existing infrastructure constraints impact health care service provision? 

 

Qualitative interview respondents frequently mentioned infrastructure constraints that can and do 

impact both service provision and quality of service.  

 

Respondents spoke to communication and technology gaps impacting the ability to transfer patients or 

materials. Communication constraints also impede the timely sharing of information between facilities 

and the facilities and CHTs.  

 

“The cell phone is good, but what happens is that facilities [are] out of coverage area 

and there is an emergency that need transfer [e.g., calling for an ambulance] [and] it 

becomes a problem for that facility.” – Nimba CHT staff 

 

“Most of our facilities have VHF radio but it is not functional and as a result people use 

cell phones, which is not really helping us when it comes to communication because 

most of our facilities are not in coverage area, no network, and so to get information 

from some of these facilities is very hard for us.” 

 – County Health Services Administrator, Lofa CHT 

 

Respondents spoke to energy/power gaps forcing care providers to conduct operations by candlelight 

or flashlight. Power outages also reportedly are impacting the safe storage of vaccinations, due to loss of 

power to the cooling system.  

 

“We need light in all of our district and facilities, especially in our delivery rooms to 

avoid people using candle, flashlight to carry on delivery. If we must run the 24/7 

service, we need light.” – Monitoring and Evaluation Officer, Lofa CHT 

 

“Almost all of our facilities do not have light. At some, we use flashlights in our delivery 

rooms.” – County Pharmacist / Acting County Health Officer, Lofa CHT 

 

“For energy and power we have the same problem [poor capacity]. There are some 

drugs that need cooling like vaccine. You need to have some cooling system for the 

vaccine. Not only the vaccine, the facilities themselves need light to be able to operate 

both in the day and night.” – Comptroller, MOH 

 

Respondents spoke to transportation constraints impacting the ability to deliver service in any capacity. 

Infrastructure constraints also impact the ability to deliver high-quality service, by restricting the ability 

of facilities to remain adequately supplied. These constraints arise from limited access to vehicles, poor 

road conditions, generally, and severe weather, further impacting vehicle functionality and road 

conditions.  

 

“For transportation we need enough vehicles that will enable us to transport our 

medical and non-medical equipment to the facilities on time. We have one terrible 

situation in Zekepa where they were stock out of essential drugs and we have patients 

that were in dying need and we only have one [truck] which cannot serve every [facility] 

at the time.” – Community Health Department Director, Nimba CHT 
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“Though most of our facilities are accessible by road, when the rain season comes, 65 to 

70 percent of our health facilities can be cut off from supply because of bad road 

condition.”  – Nimba CHT staff 

 

“The only thing one can do is to carry your equipment in the counties during the dry 

season time so that when the rainy season comes you will not be cutoff…”  

– Assistant Personnel Director, MOH 

 

Respondents spoke to water constraints impacting the ability to access clean water necessary to provide 

to patients and staff.  

 

“The water system is very poor, almost all of the facilities, both FARA supported 

facilities and non-FARA supported facilities lack water. They depend on hand pumps 

which is not healthy for us.” – Lofa CHT staff 

 

“There is a need also to improve [water and sanitation] areas because health facilities 

need water all the time. The hand pump can sometime spoil and when it spoils, water 

business become problem for us at the facilities.”  

– Community Health Department Director, Nimba CHT 

 

“The issue of water is a serious challenge, we have hand pump in some of the facilities, 

even in Montserrado, but when the dry season comes, most of those hand pumps get 

dry and there can be no water. We really need to look at the issue of water.”  

– MOH staff 

 

These responses point to a series of infrastructure constraints severely impacting service delivery across 

the Liberian health system at the central MOH, CHT and health facility levels.  
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Conclusions and Recommendations 

Theme 1 – FARA 1.0 Impact (RQs 3, 4, 5, 7 and 8) 
 

Conclusions 

 

The evidence shows that FARA 1.0 has made a clear difference in facility performance; there are 

systematic differences between the performance of FARA and non-FARA facilities. FARA facilities have 

higher levels of adherence to facility standards than non-FARA facilities in non-FARA counties. FARA is 

having the greatest impact on the general state of repair and provisioning of the facility (module: general 

indicators), overall facility management and administration (module: business plan), provision of maternal 

health services (module: maternity), financial management (module: finances, income, running costs, 

performance bonus), provision of family planning services (module: family planning), and provision of 

basic pharmaceuticals (module: availability of tracer drugs). 

 

FARA is perceived to have positively impacted the overall level of capacity at the MOH and CHT levels 

according to respondents directly working with FARA implementation. FARA’s capacity building process 

is also positively impacting health outputs, according to these same respondents. FARA likely 

contributed to increased (self-assessed) levels of capacity and standards adherence, at the MOH, CHT 

and health facility levels.   

 

FARA-supported capacity building benefited both FARA and non-FARA facilities in FARA counties 

according to both qualitative and quantitative findings. Similar levels of performance between FARA and 

non-FARA facilities in the same counties shows FARA may have spillover effects, whereby non-FARA 

facilities benefit from knowledge, training and resource transfers that improve their ability to adhere to 

facility evaluation standards. FARA also serves as an effective tool for facilitating epidemic preparedness 

and resilience. 

 

Recommendations 

 

Given the positive effects of FARA support, USAID should consider expanding FARA 2.0 in scale and 

scope. An expansion of FARA would positively impact the capacity of the MOH and CHTs and 

performance of health facilities, particularly in the area of “general indicators,” “business plan,” 

“maternity,” “finances, income, running costs, performance bonus,” “family planning” and “availability of 

tracer drugs.” Expansion to new counties would likely not only benefit the newly exposed teams and 

facilities in these counties, but also the teams and facilities not directly exposed to FARA.  

 

FARA 2.0 should also be framed by USAID and the MOH as an epidemic preparedness intervention. 

Specifically, FARA 1.0’s contributions to provision of training and distribution of essential medicines with 

respect to epidemic response (i.e., having systems in place) should be replicated in FARA 2.0. 

Additionally, FARA’s contribution to the EVD response should be more thoroughly investigated by 

USAID, as it could serve as a model for future populations that are at risk for epidemic events. 

 

Theme 2 – General Capacity / Level of Service Provision (RQs 1, 2 and 6) 
 

Conclusions 
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Capacity building efforts at both the MOH and CHT level resulted in drastic improvements from the 

2012 baseline self-assessed capacity level. However, post-endline (i.e., 2014) external shocks, including 

EVD, may have erased aspects of these gains. CHT capacity was seemingly more resilient to these 

shocks; respondents reported that FARA assisted in maintaining CHT and health facility staff during the 

crisis.   

 

While MOH capacity is high in some areas and moderate across the board, there is substantial room for 

improvement, particularly in the areas of “access to essential medicines” and “governance and 

leadership.” Capacity building efforts at the MOH are not necessarily impacting all of the Key Areas 

equally; there are disparities in capacity levels across Key Areas within the MOH. The lagging Key Areas, 

“access to essential medicines” and “governance and leadership,” have self-assessed capacity levels that 

are 15 percentage points lower than the highest capacity Key Area, “health information systems.” 

 

CHT capacity is higher than the MOH capacity and relatively high overall, but there is still room for 

improvement, particularly in the areas of “access to essential medicines” and “health systems financing.” 

Capacity building efforts at the CHT level are not necessarily impacting all of the Key Areas equally; 

there are stark disparities in capacity levels across Key Areas within the CHTs. The Key Area lagging 

most, “health systems financing,” has a self-assessed capacity level that is 15 percentage points lower 

than the highest capacity area, “delivering essential health services.” 

 

With respect to the facility evaluation, the average Liberian health facility in Bomi, Bong, Gbarpolu, 

Grand Cape Mount, Lofa and Nimba Counties meets the majority of facility evaluation standards; 

however, there is substantial room for improvement, as nearly a third of these standards remain unmet. 

Improvement is most needed in areas related to financial management (module: finances, income, 

running costs, performance bonus). Furthermore, location is likely a deterministic factor in facility 

performance on the evaluation criteria and an evaluation of uneven application of interventions. 

 

Recommendations 

 

Capacity building efforts at both the MOH and CHT, including, but not limited to FARA 1.0, were 

successful in drastically increasing capacity levels across the board from 2012. To that end, these efforts 

should be extended through USAID’s FARA 2.0 and related interventions.  

 

At the MOH level, USAID, MOH and related partners’ capacity building efforts aimed at “governance 

and leadership” would have the greatest impact at raising overall MOH capacity. At the CHT level, 

capacity building efforts aimed at “health systems financing” would have the greatest impact on raising 

overall CHT capacity. This necessity of extending efforts towards building capacity in health financing is 

reflected by the relative poor performance of the average Liberian facility in “finances, income, running 

costs and performance bonus.” This area would benefit the most from increased capacity building efforts 

from USAID, MOH and related partners, which would have secondary impacts on other performance 

areas dependent on financial management (e.g., procurement capacity).  

 

USAID, MOH and related partners’ efforts to improve facility performance with respect to facility 

evaluation standards should be expanded across counties. Interventions are currently targeted to certain 

locations, to the point that location is likely a deterministic factor in overall facility performance. This 

uneven application of interventions is creating a growing disparity in the quality of service across the 

Liberian health system. This growing disparity, in turn, will make future interventions more difficult; it is 
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creating a situation in which targeting must be more context specific, due to adherence rates to 

individual modules within the facility evaluation varying significantly across counties. That is, a situation is 

developing in which an intervention targeting one specific area of capacity or performance could not be 

applied to multiple counties, or even facility types within counties, because there is not a single module 

consistently underperforming across counties. It is imperative that interventions are both expanded 

across counties in order to reverse the growing disparity and prevent a situation in which there are 

minimal areas of equally high performance across all areas. 

 

Theme 3 – Infrastructure Gap Analysis (RQs 9 and 10) 

 
Conclusions 

 

The overall state of health system-related infrastructure is poor. Significant gaps exist, with the average 

facility not meeting the majority of infrastructure standards.  This poor state of infrastructure extends 

across the health system and is not disproportionally experienced by any distinct groups of facilities. 

Specifically, the health system is experiencing significant communication, energy/power, transportation 

and WASH infrastructure gaps. These gaps are negatively impacting service delivery and quality of 

service. 

 

Recommendations 

 

Shrinking the infrastructure gaps that exist within the Liberian health system requires a multi-faceted 

approach with interventions in widely ranging scale and scope. Certain infrastructure gaps (e.g., state of 

road networks during seasonal rains or other severe weather events) are not feasibly rectifiable both in 

the immediate future and by USAID/Liberian MOH.  

 

There are limited scale solutions to these infrastructure gaps. Namely, USAID’s FARA 2.0 assistance in 

procuring VHF radios, supplies of water purification tablets that last through temporary supply chain 

cuts and/or solar panels can all have immediate impacts on both service provision capacity and quality of 

service level. Furthermore, these interventions can all be done at the facility level and therefore have 

impact at any scale of implementation. 
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Annexes  

Annex I: Desk Review Material 
The first set of key documents for the desk review included FARA 1.0 and its amendments and 
modifications. These documents include:  

• The original FARA, signed September 16, 2011, and annexes 

• FARA Amendment 1, signed April 3, 2012 

• FARA Amendment 2, signed June 27, 2012 

• FARA Amendment 3, signed 2012-12-19.pdf 

• FARA Amendment 4, signed March 26, 2013 

• FARA Amendment 5, signed Feb 13, 2014 

• FARA Amendment 6, signed Sept 2014 

• FARA Modification 7 to support the Accelerated Action Plan to Reduce Maternal and Neonatal 

Mortality and Ebola response, signed January 22, 2015 

• FARA Modification 8: Extension, signed June 23, 2015  

 

The second set of key documents include past evaluation and assessment reports on FARA and the 

RBHS program that complemented the implementation of FARA by the Liberian MOH. These reports 
and tools include the following:  

• RBHS Baseline Capacity Assessment Report, June 2012 

• RBHS Endline Capacity Assessment Report, June 2014 

• Liberia Health FARA Baseline Assessment: An Assessment of Operational Lessons Learned in 

Design and Early Implementation, June 2012 

• RBHS Final Evaluation Report, March 2015 

• FARA Baseline Assessment Report, June 2012 

• FARA Mid-Term Evaluation Report, 2013 

• FARA 1.0 Health Facility Assessment Tool, 2011-12 

 

Several reports by the GOL, LSA, and INGOs related to the assessment were also analyzed for 

contextual information to inform the findings of the analysis of the primary data that will be collected in 
the field.  

• LSA Draft Report on the Effects of Transportation Infrastructure and Costs on Health Users in 

Liberia, November 8, 2016 

• Review of the HYBRID MANAGEMENT MODEL: A Model Piloted in Bong County to Provide 

Health Services, May 13, 2016 

• Liberia Service Availability and Readiness Assessment (SARA) and Quality of Care Report, 

October 2016 

• Basic Package of Health and Social Welfare Services for Liberia, June 2008 

• Ministry of Health Accreditation, 2013 

• Public Financial Management Risk Assessment Framework (PFMRAF), 2013 
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Annex II: Qualitative Fieldwork Participants 

Interview 

Type  County 

Number of 

Self-

assessments 

administered 

Date 

completed  Participant(s) 

FGD Bong 6 11/24/2016 

MCH Coordinator 

MCH Field Supervisor 

Child Survival Focal Person 

Clinical Supervisor 

Nutrition Supervisor 

Environmental Health Coordinator 

HIV/TB Coordinator 

FGD Bong 6 11/25/2016 

Data Clerk 

Data Clerk 

Data Clerk 

Data Clerk 

Data Clerk 

Data Clerk 

KII Bong 1 11/25/2016 

Community Health Department 

Director 

KII Bong 1 11/24/2016 FARA Accountant 

KII Bong 1 11/24/2016 FARA M&E Officer 

KII Bong 1 11/24/2016 County Health Services Administrator 

FGD 

Central 

MOH 7 12/2/2016 

Mental Health Specialist 

Family Planning Coordinator 

Director, National Health Promotion 

Division 

Public Relation Officer 

Auditor, FARA Project 

Director, Data management (HMIS) 

IT Specialist, FARA 

KII 

Central 

MOH 1 11/18/2016 Manager, Performance Based Financing 

KII 

Central 

MOH 1 12/1/2016 FARA Finance officer 

KII 

Central 

MOH 1 12/2/2016 FARA M&E Officer 

KII 

Central 

MOH 1 12/5/2016 External Aid  

KII 

Central 

MOH 1 12/8/2016 Comptroller, MOH 

KII 

Central 

MOH 1 12/8/2016 Assistant Personnel Director, MOH 

KII 

Central 

MOH 1 12/8/2016 FARA Program Manager 

FGD Lofa 7 11/22/2016 

Voinjama District Health Officer 

Child Survival/EPI Coordinator 

HIV/TB/Leprosy Focal Person 
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Health Surveillance Officer 

MCH Supervisor 

AAP RH Mentor 

County Health, M&E 

KII Lofa 1 11/22/2016 

 County Pharmacist/Acting County 

Health Officer 

KII Lofa 1 11/22/2016 

Clinical Supervisor/Acting Community 

Health Department Director 

KII Lofa 1 11/22/2016 County Accountant 

KII Lofa 1 11/23/2016 County Health Services Administrator 

KII Lofa 1 11/25/2016 M&E Officer (Lofa) 

KII Lofa 1 11/23/2016 Mental Health Clinical Supervisor 

FGD Nimba 9 11/28/2016 

Reproductive Health Supervisor 

(Gbelay-Geh) 

Reproductive Health Supervisor 

(Yarwemensor) 

Reproductive Health Supervisor 

(Sanniquellie Mah) 

Reproductive Health Supervisor 

(Saclepea Mah) 

Reproductive Health Supervisor (Zoe-

Geh) 

Nutritional Focal person 

HIV Focal Person 

County Clinical Supervisor 

Tropical Disease Focal Person 

FGD Nimba 6 11/28/2016 

District Health Officer, Zoe-Geh 

District Health Officer, Gbarlay Geh 

District Health Officer, Tippita 

District Health Officer, Sanniquellie 

District Health Officer, 

Yahwemensonor 

District Health Officer, Saclepea Mah 

 

KII Nimba 1 11/28/2016 County Health Services Administrator 

KII Nimba 1 11/28/2016 FARA/ Assisting County Accountant 

KII Nimba 1 11/29/2016 

Community Health Department 

Director 

KII Nimba 1 11/29/2016 M&E Officer  
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Annex III: Evaluated Facilities 

No. County District 

Health 

Facility 

Facility 

Type 

FARA or 

Non-

FARA 

Date 

Completed 

1 Bomi Klay Gonjeh Clinic Hospital 

Non-

FARA 11/26/2016 

2 Bomi Klay Goghen Clinic Clinic 

Non-

FARA 11/25/2016 

3 Bomi Klay SassTown Clinic Clinic 

Non-

FARA 11/25/2016 

4 Bomi Klay 

Guthrie 

Plantation Clinic 

Non-

FARA 11/24/2016 

5 Bomi Senjeh Amindiya Clinic 

Non-

FARA 11/24/2016 

6 Bomi Senjeh 

Liberia 

Government 

Hospital (LGH) Hospital 

Non-

FARA 11/24/2016 

7 Bomi Senjeh 

Fefeh Town 

Clinic Clinic 

Non-

FARA 11/26/2016 

8 Bomi Suehn Mecca Macca Clinic Clinic 

Non-

FARA 11/25/2016 

9 Bomi Suehn Mecca Swehn Clinic Clinic 

Non-

FARA 11/25/2016 

10 Bomi Suehn/Mecca Weawolo Clinic Clinic 

Non-

FARA 11/25/2016 

11 Bong Jorquelleh Janyea Clinic Clinic 

Non-

FARA 12/9/2016 

12 Bong Panta-Kpaai Zebay Clinic Clinic 

Non-

FARA 12/7/2016 

13 Bong Panta-Kpaai Yila Clinic Clinic 

FARA 

(USAID) 12/6/2016 

14 Bong Panta-Kpaai Palala Clinic Clinic 

FARA 

(USAID) 12/7/2016 

15 Bong Panta-Kpaai Bellemue Clinic Clinic 

FARA 

(USAID) 12/8/2016 

16 Bong Panta-Kpaai Kpaai Clinic Clinic 

FARA 

(USAID) 12/6/2016 

17 Bong Panta-Kpaai Garmue Clinic Clinic 

FARA 

(USAID) 12/8/2016 

18 Bong Salala Totota Clinic Clinic 

FARA 

(USAID) 12/7/2016 

19 Bong Salala Salala Clinic Clinic 

FARA 

(USAID) 12/7/2016 

20 Bong Sanoyea Sanoyea Clinic Clinic 

FARA 

(USAID) 12/8/2016 

21 Bong Sanoyea Gbonota Clinic Clinic 

FARA 

(USAID) 12/8/2016 

22 Bong Suakoko Zeansue Clinic Clinic 

Non-

FARA 12/6/2016 
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23 Bong Suakoko 

Gbanla 

Community 

Clinic Clinic 

Non-

FARA 12/6/2016 

24 Bong Zota 

Belefanai Health 

Center Clinic 

FARA 

(USAID) 12/5/2016 

25 Bong Kokoyah Bah-Ta Clinic Clinic 

Non-

FARA 12/5/2016 

26 Gbarpolu Bopolu 

Totoquelleh 

Clinic Clinic 

Non-

FARA 12/1/2016 

27 Gbarpolu Bokomu Gbangay Clinic Clinic 

Non-

FARA 11/28/2016 

28 Gbarpolu Bokomu 

Sis. D. Medical 

Clinic 

(Gbargagbarquoi 

Town) Clinic 

Non-

FARA 11/28/2016 

29 Gbarpolu Bopolu Bambuta Clinic Clinic 

Non-

FARA 11/28/2016 

30 Gbarpolu Bopolu 

Chief Jallahlone 

Hospital Clinic 

Non-

FARA 11/28/2016 

31 Gbarpolu Gbarma Yangaya Clinic Clinic 

Non-

FARA 11/30/2016 

32 Gbarpolu Gbarma 

Yomo Town 

Clinic Clinic 

Non-

FARA 11/30/2016 

33 Gbarpolu Gbarma Gbarma Clinic Clinic 

Non-

FARA 11/30/2016 

34 Bopolu Gounwolaila Gokanla Clinic Clinic 

Non-

FARA 11/30/2016 

35 Gbarpolu Kongba 

Henry Town 

Clinic Clinic 

Non-

FARA 12/1/2016 

36 

Grand 

Cape 

Mount Commonwealth 

St. Timothy 

Hospital Hospital 

Non-

FARA 12/5/2016 

37 

Grand 

Cape 

Mount Garwula Bomboja Clinic Clinic 

Non-

FARA 12/5/2016 

38 

Grand 

Cape 

Mount Gola Konneh Than Clinic Clinic 

Non-

FARA 12/5/2016 

39 

Grand 

Cape 

Mount Tewor Bo Clinic Clinic 

Non-

FARA 12/6/2016 

40 

Grand 

Cape 

Mount Tewor Tiennii Clinic Clinic 

Non-

FARA 12/6/2016 

41 

Grand 

Cape 

Mount Garwula 

Sinje Health 

Center 

Health 

Center 

Non-

FARA 12/6/2016 
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42 

Grand 

Cape 

Mount Porkpah 

Damballa Health 

Center Clinic 

Non-

FARA 12/6/2016 

43 

Grand 

Cape 

Mount Tewor 

Gonelor 

Community 

Clinic Clinic 

Non-

FARA 12/7/2016 

44 

Grand 

Cape 

Mount Garwula Kpeneji Clinic Clinic 

Non-

FARA 12/7/2016 

45 Lofa Foya Warsonga Clinic 

Non-

FARA 12/2/2016 

46 Lofa Foya 

Porluma Health 

Post Clinic 

Non-

FARA 12/2/2016 

47 Lofa Foya District Shelloe Clinic Clinic 

FARA 

(USAID) 12/1/2016 

48 Lofa Foya District Sorlumba Clinic Clinic 

FARA 

(USAID) 12/1/2016 

49 Lofa Kolahun Faith Clinic Clinic 

Non-

FARA 11/30/2016 

50 Lofa 

Kolahun 

District 

Gondalahun 

Clinic Clinics 

FARA 

(USAID) 11/28/2016 

51 Lofa 

Kolahun 

District Lukasu Clinic 

Health 

Center 

FARA 

(USAID) 11/28/2016 

52 Lofa Salayea District Gbanway Clinic Clinic 

FARA 

(USAID) 11/21/2016 

53 Lofa Salayea District Yarpuah Clinic Clinic 

FARA 

(USAID) 11/21/2016 

54 Lofa Voinjama 

Tubugissizu 

Clinic Clinic 

Non-

FARA 11/25/2016 

55 Lofa Voinjama Kpotomai Clinic 

Non-

FARA 11/25/2016 

56 Lofa 

Voinjama 

District 

Balakpalasu 

Clinic Clinic 

FARA 

(USAID) 11/24/2016 

57 Lofa 

Voinjama 

District Bazagizia Clinic Clinic 

FARA 

(USAID) 11/24/2016 

58 

Grand 

Cape 

Mount Garwula Jundu Clinic Clinic 

Non-

FARA 12/5/2016 

59 Lofa Zorzor District Luyeama Clinic Clinic 

FARA 

(USAID) 11/22/2016 

60 Lofa Zorzor District Borkeza Clinic Clinic 

FARA 

(USAID) 11/22/2016 

61 Nimba Boe and Quilla 

NEW 

YOURPEA Clinic 

Non-

FARA 11/23/2016 

62 Nimba Gbehlay-Geh Zorgowee Clinic 

Non-

FARA 11/24/2016 

63 Nimba 

Gbehlay-Geh 

District 

Gbeivonwea 

Clinic Clinic 

FARA 

(USAID) 11/24/2016 
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64 Nimba 

Gbehlay-Geh 

District Loguatuo Clinic Clinic 

FARA 

(USAID) 11/25/2016 

65 Nimba 

Gbehlay-Geh 

District 

Karnplay Health 

Center 

Health 

Center 

FARA 

(USAID) 11/25/2016 

66 Nimba 

Leewehpea-

Mahn Dauyee Clinic 

Non-

FARA 11/28/2016 

67 Nimba 

Saclepea Mah 

District 

Duo Town 

Clinic Clinic 

FARA 

(USAID) 11/30/2016 

68 Nimba 

Sanniquelleh 

Mahn District 

Lugbehyee 

Clinic Clinic 

FARA 

(USAID) 11/22/2016 

69 Nimba 

Sanniquelleh 

Mahn District 

Ganta Equip 

Clinic Clinic 

FARA 

(USAID) 11/22/2016 

70 Nimba 

Sanniquellie 

Mahn Duo Tiayee Clinic 

FARA 

(USAID) 12/12/2016 

71 Nimba Tappita District Zodru Clinic Clinic 

FARA 

(USAID) 12/1/2016 

72 Nimba Tappita District Zuaplay Clinic Clinic 

FARA 

(USAID) 12/1/2016 

73 Nimba Yarmein 

Zeekapa Health 

Center 

Health 

Center 

Non-

FARA 12/5/2016 

74 Nimba 

Zoe-Geh 

District 

Payee 

Community 

Clinic Clinic 

FARA 

(USAID) 12/2/2016 

75 Nimba 

Zoe-Geh 

District Gbloulay Clinic Clinic 

FARA 

(USAID) 12/2/2016 

R 

Grand 

Cape 

Mount Tewor 

Alessandra 

Montemor ? 

Non-

FARA   

R 

Grand 

Cape 

Mount Tewor 

Anaximandro 

Ricardo Mouro ? 

Non-

FARA   

R 

Grand 

Cape 

Mount Tewor 

Antonio Bento 

Toledo De 

Moraes Jr ? 

Non-

FARA   

R Lofa Zorzor Bokeza Clinic ? 

Non-

FARA   

R Gbarpolu Bopolu 

Bopolu City 

Clinic Clinic 

Non-

FARA   

R 

Grand 

Cape 

Mount Tewor Eduardo Saliba Clinic 

Non-

FARA   

R Nimba 

Sanniquellie 

Mahn Equip Ganta Clinic 

Non-

FARA   

R Gbarpolu Belleh Fassama Clinic Clinic 

Non-

FARA   

R 

Grand 

Cape 

Mount Gola Konneh 

Gold Camp 

Clinic Clinic 

Non-

FARA   
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R Gbarpolu Gounwolaila 

Kpayeakwelle 

Clinic Clinic 

Non-

FARA   

R Gbarpolu Kongba Kungbor Clinic Clinic 

Non-

FARA   

R 

Grand 

Cape 

Mount Tewor Luis Poggi Filho ? 

Non-

FARA   

R 

Grand 

Cape 

Mount Commonwealth 

Robertsport 

City Clinic Hospital 

Non-

FARA   

R Bomi Senjeh Sackie Town Clinic 

Non-

FARA   
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Annex IV: Qualitative Interview Guide 
Respondent Name: 

Respondent Title: 

Date: 

Questionnaire Serial Number (filled by Interviewer): 

Location of Assessment: 

Question 

1. How effective is the process of involving community stakeholders and partners in planning for 

service delivery, and what has been the impact of the FARA on the planning process, if any?  

2. The Essential Package of Health Services (EPHS) includes maternal and newborn health child health, 

reproductive and adolescent health, communicable disease control, mental health, and emergency 

care. How are priority services identified among those included in the EPHS or others? What has 

been the impact of the FARA on the capacity to prioritize services, if any? [Probe for the criteria used 

to prioritize services]. 

3. How effective is supervision of health facilities, and what gaps in supervision still exist, if any? To 

what extent has supervision been strengthened because of the FARA?  

4. Since 2012, what have been the Key Areas of improvement in the quality of care across the health 

system, and what are the biggest gaps that remain? To what extent has the FARA helped improve the 

quality of care? 

5. Since 2012, to what extent has capacity increased for the delivery of the EPHS, and what has been 

the impact of support from the FARA, if any? 

6. Has there been greater improvement in service provision at the FARA supported facilities 

compared with the non-FARA supported facilities? If yes, what are the most important 

improvements? 

7. Since 2012, how much progress has been made at implementing the MOH strategy to strengthen 

the health workforce at all levels, and what has been the impact of support from the FARA, if any? 

8. What are the training needs towards each area of EPHS, and what has been the contribution of the 

FARA on the provision of training? 

 

9. Since 2012, to what extent has the Health Management Information System been strengthened, and 

what was the contribution of the FARA, if any? 

10. Since 2012, to what extent has provision of essential medicines increased, and what was the 

contribution of the FARA, if any? 

11. Since 2012, to what extent has there been improvement in financial management capacity to 

allocate resources, and what was the contribution of the FARA, if any? 

12. What effect did the Ebola epidemic have on the health facilities supported by the FARA? To what 

extent did support from the FARA contribute to the Ebola response? 

13. What infrastructure is needed at health facilities that is currently lacking? Please describe 

infrastructure needs in each of the following areas: 

o Transportation 

o Energy and power 

o Water and sanitation 

o Information and Communication Technology 
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Annex V: Self-Assessment Questionnaires 

Annex V.A – Central MOH Self-Assessment Questionnaire – USAID/Liberia FARA 
Respondent Name: 

Respondent Title: 

Date: 

Questionnaire Serial Number (filled by Interviewer): 

Location of Assessment: 

Q1.  Standard 1.1.1: Extent of interaction between the central MOH and CHTs 

 

0 

 

No interaction with CHTs. 

 

1  

Central MOH interacts at least once a year with CHTs, but only on budget-related 

activities. 
 

 

2 

Central MOH interacts at least once a year with CHTs on budget and other health 

service planning activities. 
 

 

3 

Central MOH interacts at least once a year with CHTs on budget and other health 
service planning activities, and maintenance and coordination of facilities. 

 

4 

Central MOH interacts multiple times a year with CHTS on budget and other health 

service planning activities, maintenance and coordination of facilities, and assessing and 

planning community health needs. 

 

Q2.  Standard 1.1.2: Capacity of central MOH to develop and distribute (to the CHTs) 

policies, plans 
and standards for key health areas 

 

0 

 

No National Health Plan exists. 

 

1 

Central MOH has a National Health Care Plan, but clinical standards for Key Areas 

within the EPHS have not been developed. 

 

2 

 

Central MOH has clinical standards and they have been distributed to CHTs. 
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3 

Central MOH has clinical standards that have been distributed to CHTs, and trained at 

least 50% of CHTs on at least 50% of the EPHS subareas1 within the last two years. 

 

4 

Central MOH has clinical standards that have been distributed to CHTs, and trained 
At least 80% of CHTs on at least 80% of the EPHS subareas within last two years. 

 

1 “Subareas” refers to the components of the EPHS outlined on pages 50-52 of the National Health 

and Social 

Work Plan, such as Antenatal care as a subarea within Maternal and newborn health services 

Q3.  Standard 1.2.1: Capacity of MOH to supervise CHTs   in the use of Health Service 

Delivery Standards 
 

 

0 

 

No systems exist at central MOH to monitor adherence of CHT to standards. 

 

1 

Some elements of a basic system exist for monitoring of adherence to standards. Specifically, 

the MOH has guidelines for one or two of the following areas: lines of responsibility, 

supervision schedule, supervision guidelines/checklists for health facilities. 

 

2 

A system of monitoring of adherence to standards exists with guidelines for all of the above 

stated areas, but use of these guidelines is not consistent by the central MOH or the 

CHTs 

 

3 

Central  MOH  monitors  capacity  of  CHT  to  monitor  adherence  to  standards  at  the 

County Health level, and provides support to CHTs to monitor adherence at the 

facility level, but not consistently. 

 

4 

Central MOH routinely monitors adherence to standards at the County Health level, and 

provides support to CHTs to monitor adherence at the facility level. 

 

Q4.  Standard 1.2.2: Number of operational public health facilities as compared to those 

projected in the 
National Health and Social Welfare Plan 

 

0 

 

Central MOH does not have a list of the number of public health facilities. 
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1 

Central MOH has a list of the number of public health facilities, but there is no system to 

determine and report which facilities are operational (An operational facility is  one  that 

provides EPHS at least three days a week, with at least two clinical staff members). 

 

2 

Central  MOH  has  a  list  of  the  number  of  operational  public  health  facilities,  but  the 

number of operational facilities is basically unchanged (within 5%) from the  2011  levels 

reported in the National Health and Social Welfare Plan (page 61). 

 

3 
The number of operational public health facilities is at least 75%11 of the projected 

public network 202112 in at least 60% of counties. 

 

4 

The total number of operational public health facilities is at least 80% of the projected 

public network 202113 in at least 75% of counties. 

 

Supplemental question for program staff only 

Q5 Circle the program for which you are responsible: 

National Leprosy and Tuberculosis Control (NLTC) 

program 

1 

National Malaria Control Program (NMCP) 2 

National AIDS Control Program (NACP) 3 

Expanded Program on Immunization (EPI) 4 

Neglected Tropical Diseases (NTD) 5 

National Eye Care Program (NECP) 6 

 

Q6.  Standard 1.3.1: Capacity of central MOH to implement health programs.  NOTE: This 

question will be asked of representatives from each program in the Division of Health Services. Scores 

from each program will be recorded in the small table below, and the average score entered in this table. 

The programs being considered are: National Leprosy and Tuberculosis Control (NLTC) program, 

National Malaria Control Program (NMCP), National AIDS Control Program (NACP), Expanded 

Program on Immunization (EPI), Neglected Tropical Diseases (NTD), and National Eye Care Program 

(NECP) 

 

0 

 

Program does not have capacity to identify priority areas for implementation 

 

1 

Program  has  capacity  to  identify  priority  health  areas  and  develop  standards  for  health 

programs. 

 

2 

In addition to criteria #1, the program has capacity to develop an implementation plan for 

priority health programs. 

 

3 

In  addition  to  criteria  #2,  the  program  has  capacity  to  conduct  periodic  Monitoring  

and Evaluation (M & E) of priority health programs. 
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4 

In addition to criteria #3, the program has capacity to promote data sharing, communication, 

and collaboration within individual priority health programs. 

 

Q7.  Standard 2.1.1: Ability to recruit and retain human resources for health worker 

positions 

 

0 

 

Job descriptions do not routinely exist, and there is not a consistent way for staff to be paid. 

 

1 

 

Health partners recruit and develop job descriptions for health workers. 

 

2 

CHTs have input into the recruitment of staff, and the development of job descriptions, 

however health partners are still heavily involved in this process. 

 

3 

CHTs and health partners recruit staff based on jointly identified needs.  Central MOH job 

descriptions and pay scale are routinely used. 

 

4 

Central MOH and CHT coordinate the recruitment and payment of staff. Staff are provided 

central  MOH  job  descriptions,  and  are  paid  by  the  MOH/CHT.  As necessary, health 

partners support this process. 

 

Q8.  Standard 2.1.2: Capacity of central MOH to staff health facilities as per National 

Staffing Guidelines 

 

0 

 

Standards for appropriate staffing for each level of the health system do not exist. 

 

1 

National staffing standards have been developed, but CHTs do not have a system to track 

staffing levels within facilities. 
 

 

2 

National staffing standards (including staffing requirements for each level of health facility) 

exist and a system has been developed to track staffing levels, but use of the system is not 

consistent. 

 

3 

Adequate staffing data exist, but less than 75% of CHTs report staffing levels of at least 75%   

of staffing requirements across each cadre of staff (within health facilities within the county) 

for the last reporting period. 

 

4 

At least 75% of CHTs report staffing levels of at least 75% of staffing requirements across 

each cadre of staff (within health facilities within the county) for the last reporting period. 

 

Q9.  Standard 2.2.1: Capacity of central MOH to monitor CHT staff performance 

 

0 

There  are  no  guidelines  or  policies  at  the  central  MOH  to  review   CHT  staff 

performance. 
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1 

Health  partners  monitor  CHT  staff  performance  (e.g.  staff  meetings,  performance 

assessment) based on health partner processes. Timing of supportive 

supervision/performance monitoring visits is ad hoc, and information from these visits. 

 

2 

In partnership with central MOH, health partners assess CHT staff performance using 

national guidelines and tools (e.g., standardized staff performance checklists).  Timing of 

supportive supervision/performance monitoring visits is ad hoc. 

 

3 

Central MOH takes the lead in assessing CHT staff performance using central MOH 
Guidelines and tools (e.g. standardized staff performance checklists). Timing of supportive 

supervision/performance monitoring visits is ad hoc. 

 

4 

Central MOH and CHT coordinate and support staff performance process utilizing 

central MOH developed guidelines.  Staff performance is monitored at least annually. Staff 

performance is tied to annual reviews and promotions. 

 

 

Q10.  Standard 2.2.2: Capacity of central MOH to coordinate capacity development of 

health staff  

0 

 

No in-service training is provided for health staff, or training is completely ad hoc. 

 

1 

Health partners coordinate necessary training on EPHS based on health partner curricula and 

processes. 
 

 

2 

Health  partners  coordinate  necessary  training  based  on  health  partners’  guidelines  and 

processes and provide information to central MOH and CHT. 

 

3 

Health partners coordinate training utilizing curricula approved by central MOH/CHT. 
Training schedules are not fully coordinated/ communicated to all relevant stakeholders. 

 

4 

Central MOH and CHT coordinate in-service training, utilizing central MOH approved 
curricula. Training follows a coordinated schedule that enables the appropriate staff to attend 

appropriate trainings, in a manner that prevents excessive loss of clinical service delivery time. 

 

Q11.  Standard 3.1.1: Capacity of central MOH to develop and roll out HIS policies and 

forms  

0 

 

The central MOH does not have a health information system (HIS) policy and plan. 

 

1 

Central MOH has an HIS policy and plan outlining the key components of the HIS; however 

data collection tools/systems for all key components have not been developed. 

 

2 

Central MOH has an HIS policy and plan outlining the key components of the HIS, and has 

developed and printed data collection tools for most of these components.   Distribution 

to counties has been inconsistent. 
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3 

Central MOH has an HIS policy and plan outlining the key components of the HIS, and has 

developed and distributed data collection tools for most of these components to all 

counties. Annual training on use of these forms has not reached at least 75% of key staff in 

75% of counties. 

 

 

4 

Central MOH has an HIS policy and plan outlining the key components of the HIS, and has 

developed and distributed data collection tools for most of these components to all 

counties. Training on use of these forms has been conducted at least annually to at least 

75% of key county staff in at least 75% of counties. 

 

Q12.  Standard 3.1.2: Capacity of central MOH to collect health data 

 

0 

 

There are no national data collection systems in place. 

 

1 

National data collection systems exist, but data are not routinely collected using national data 

collection forms. 

 

2 

Data collection systems exist, and data collection forms are routinely distributed, 

however, the central MOH received timely and complete reports from less than 75% of 

counties. 

 

3 

For the last reporting period, the central MOH received timely and complete health data 

from at least 75% of the counties. 

 

4 

For the last reporting period, the central MOH received timely and complete health data 

from at least 75% of the counties and has provided regular feedback to all counties. 

 

Q13.  Standard 3.1.3: Capacity of central MOH to manage data 

 

0 

 

No central storage exists for health information data. 

 

1 

Separate storage systems (paper or electronic) exist for the various components of the HIS, 

but it is difficult or impossible to manipulate or extract data from the system. 

 

2 

Electronic storage   systems (databases)  exist  at  the  central   MOH  for  the  various 

components of HIS; however data are not routinely extracted for reports and other use. 

 

 

3 

Electronic  storage   systems  (databases)  exist a t   the  central   MOH  for  the  various 

components of the HIS, and data are routinely extracted (at least annually) for use.  However, 

integration of information from other health management systems (i.e., financial, human 

resource, logistics information, and physical assets data systems) is generally not done. 
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4 

In addition to the above (#3) criteria on data storage and extraction, some integration of 

information from other health management systems (i.e., financial, human resource, logistics 

information, and physical assets data systems) is evident. 

 

Q14.  Standard 3.2.1: Capacity of central MOH to use collected data for planning and policy 

making 

 

0 

 

The central MOH does not use data for strategic planning and decision making. 

 

1 

The central MOH analyses available HIS data quarterly and distributes reports containing 

these analyses to key members of the central MOH and to CHTs.  Use of these data is 

unknown. 

 

2 

The central MOH analyses available HIS data quarterly and distributes reports containing 

these analyses to key members  of  the  central  MOH  and  to  CHTs. In addition, 

presentation and discussion of data are part of central MOH meetings. 

 

 

3 

The central MOH analyses available HIS data quarterly and distributes reports containing 

these analyses to key members of the central MOH and to CHTs.  The central MOH can 

identify at least two examples of how data have been integrated into a decision-making 

process in the past year. 

 

 

4 

The central MOH analyses available HIS data quarterly and distributes reports containing 

these analyses to key members of the central MOH and to CHTs.  The central MOH can 

identify at least four examples of how data have been integrated into a decision-making 

process in the past year. 

 

Q15.  Standard 4.1.1: Capacity of the central MOH to develop a Logistics Supply Chain 

Master Plan 

 

0 

 

The central MOH does not have a Logistics Master Plan. 

 

1 

A Logistics Supply Chain Master Plan has been developed to define inventory control system, 

LMIS, procurement  responsibilities,  quantification  responsibilities,  but  it  has  not  been 

operationalized for implementation. 

 

 

2 

The Logistics Supply Chain Master Plan has been adopted by the central MOH and 
appropriate organizational mechanisms have been set up for rationalization and 

implementation. 

 

3 

The  Logistics  Supply  Chain  Master  Plan  has  been  adopted  by  the  central  MOH  and 

implemented in at least 50% of CHTs. 
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4 

The Logistics Supply Chain Master Plan is being implanted in all CHTs.  

 

Q16. Standard 4.1.2:  Central MOH’s capacity to estimate commodity needs, develop a 

supply plan and 
procure/source these commodities (Quantification and Procurement) 

 

0 

No capacity (external or internal to the country) available to conduct a quantification exercise 

(estimate commodity needs, develop a supply plan, and procure essential commodities). 

 

1 

Central MOH is reliant on external technical assistance to estimate commodity needs, and 

develop a supply plan, but is unable to fully procure or source (i.e. buy or secure donations of) 

essential commodities. 

 

 

 

2 

Central MOH is reliant on external technical assistance to estimate commodity needs, and 

develop a supply plan, but is partially able to procure or source (i.e. buy or secure donations of) 

essential commodities. 

 

3 

Central MOH is able to estimate commodity needs, and develop a supply plan, and is 

partially able to procure or source (i.e. buy or secure donations of) essential 

commodities, with minimal technical assistance. 

 

4 

Central MOH has the capacity to estimate commodity needs (forecast), develop a supply 

plan and fully procure/source essential commodities at least annually. 

 

Q17.  Standard 4.1.3:  Central MOH’s Capacity to Develop and Use a Logistics 

Management Information 
System (LMIS) 

 

0 

 

No LMIS exists. 

 

1 

Central MOH has developed an LMIS that includes at least two of the four following 

components:  stock keeping record, consumption/usage register, transaction record, and has 

system for distributing/resupplying these records. The LMIS is not implemented. 

 

2 

An LMIS has been developed (including all four of the above components) and most staff have 

been trained in use of the LMIS. However, reporting of LMIS data is below 50% for all facilities 

annually. 
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3 

Central MOH has access to limited logistics data including: stock on hand within the system and 

consumption/usage for the past reporting period and demonstrates reporting rates of less 

than 70% from the CHTs. 

 

4 

Central MOH has access to logistics data including stock on hand within the system and 

consumption/usage for the past reporting period and demonstrates reporting rates of at least 

70% from the CHTs. 

 

Q18.  Standard 4.1.4: Capacity of Central MOH to effectively store and distribute 

commodities 

 

0 

Storage and distribution of commodities, including essential medicines, is haphazard. Special 

storage requirements of pharmaceuticals and other items are not followed. 

 

1 

National Warehouse(s) for commodity storage exists, with some accommodation for items 

requiring special storage.  Maintenance, cleanliness and size of the national warehouse may be 

insufficient. Distribution to CHTs is not sufficient. 

 

 

2 

The national warehouse meets at least two of the following four criteria: warehouse size is 

adequate, storage space is well maintained and clean (including pest control), has designated 

storage equipment for special storage needs, and distribution to CHTs follows a consistent 

schedule. 

 

 

3 

The national warehouse meets at least three of the following four criteria: warehouse size is 

adequate, storage space is well maintained and clean (including pest control), has designated 

storage equipment for special storage needs, and distribution to CHTs follows a consistent 

schedule. 

 

 

4 

National Warehouse(s) is adequate (i.e. large enough, regularly cleaned, dry, well organized) 

with all special needs storage areas clearly designated with correct signage, and established 

delivery intervals from national warehouse to CHTs exist and are routinely followed, including 

the use of protocols (such as first expired, first out). 

 

Q19.  Standard  5.1.1:  Capacity  of  the  central  MOH  to  ensure  that  adequate  funds  

from  the  total 
government budget are allocated to health and social welfare  

0 

 

Central MOH has no input into the development of the national budget. 

 

1 

Central  MOH  has  input  into  the  Government  of  Liberia’s  overall  budget,  but  health 

expenditures are not systematically calculated on an annual basis and do not total at least 

10% of the overall government budget. 

 

2 

Central MOH budget is calculated annually, and is less than 10% of the overall government 

expenditure. 

 

3 

Central MOH budget is calculated annually, and is between 10% and 15% of the overall 

government expenditure. 

 

4 

Central MOH budget is calculated annually, and is at least 15% of the overall government 

expenditure. 
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Q20.  Standard 5.2.1: Capacity of central MOH to plan for, create and allocate a sustainable 

budget 
 

The four criteria necessary in a sustainable budget are as follows: 

Planning: Central MOH has a realistic and sustainable budget given past experience/expenses, donors 

and projections. 

Input:   All   key   stakeholders   are   involved   (including   central   MOH   and   CHTs,   and   as   

necessary, donors/partners). 

Allocation: Central MOH compiles an adequate budget to support facilities and services, with specific line 

items for Key Areas outlined in the National Health and Social Welfare Policy and Plan. 

Initiative: Process for collection of budget information is led collectively by the central MOH and CHTs 

and the system is standardized across all CHTs. 

0 No sustainable budget exists (planning, input, allocation, and initiative). 

 

1 

Three of the budget sustainability criteria need improvement (planning, input, allocation, and 

initiative). 

 

2 

Two of the budget sustainability criteria need improvement (planning, input, allocation, and 

initiative). 

 

 

3 

One of the budget sustainability criteria needs improvement (planning, input, allocation, and 

initiative). 

. 

 

4 

All  of  the  budget  sustainability  criteria  are  completed  and  sustainable,  with  the  central 

MOH/CHTs taking the lead on developing the budget (planning, input, allocation, and 

initiative). 

 

Q21.  Standard 5.2.2: Capacity of central MOH to effectively 

distribute finances 
The four factors necessary to effectively distribute finances are as 

follows: 

Financial System: A system exists within the central MOH to distribute funds among its activities.  This 

includes differentiating by funding source (e.g., donors, national revenue, etc.) and by funding recipient 

(e.g., by line item, and by CHT). 

Tracking: Central MOH has a system to track its distributed funds against  its  total  budget, the  CHTs 

distributions against total budgets, manage cash flow and segregate expenses. 

Policies: Policies for allowable expenses exist and are distributed among central MOH staff and CHTs. 

These policies are implemented on a regular basis. 

Responsibility: Monthly review of internal expenses versus revenue (both for the MOSHW budget 

and each CHT’s budget) is designated to an employee(s) as a responsibility. 

 

0 

 

No system to distribute funds exists (financial system, tracking, policies, and responsibility). 
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1 

Three  of  the  budget  distribution  factors  need  improvement  (financial  system,  tracking, 

policies, and responsibility). 

 
 

2 

Two  of  the  budget  distribution  factors  need  improvement  (financial  system,  tracking, 

policies, and responsibility). 

 
 

3 

One  of  the  budget  distribution  factors  needs  improvement  (financial  system,  tracking, 

policies, and responsibility). 

 

4 

All  of  the  budget  distribution  factors  are  completed  and  sustainable  (financial  system, 

tracking, policies, and responsibility). 

 
 

Q22.  Standard 5.2.3: Capacity of central MOH to monitor finances at the National and 

County levels 
The four factors necessary to effectively monitor finances are as 

follows: 

Documentation: Central MOH keeps financial documentation in a secure place, has a policy for keeping 

receipts and requirements for documentation kept with each type of payment.  These polices are 

flowed down to CHTs and adherence is monitored. 

Review: Central MOH reviews expenses monthly to ensure applicability and allowability according to the 

budget and internal policies.  Exceptions are documented. 

Reporting: A reporting system exists both for the central MOH to report to the Liberian government and 

for the CHTs to report to the central MOH.  Reports are completed and submitted according to 

applicable deadlines. 

Audit: Central MOH either has an internal review of its, and the CHTs, accounting systems, or hires 

external auditors on an annual basis. 

 

 

0 

 

No tracking/monitoring system exists. 

 

1 

Three   of   the   factors   necessary   to   effectively   monitor   finances   need   

improvement (documentation, review, reporting, and audit); this includes monitoring of 

finances at the CHT. 

 
 

2 

Two   of   the   factors   necessary   to   effectively   monitor   finances   need   

improvement (documentation, review, reporting, and audit); this includes monitoring of 

finances at the CHT. 

 
 

3 

One   of   the   factors   necessary   to   effectively   monitor   finances   needs   

improvement (documentation, review, reporting, and audit); this includes monitoring of 

finances at the CHT. 
 

 

4 

All of the factors necessary to effectively monitor finances are completed and sustainable 

(documentation, review, reporting, and audit); this includes monitoring of finances at the 

CHT. 

 
 

Q23.  Standard 6.1.1: Capacity of central MOH to develop and implement a National 

Health Policy and plan 
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0 

 

Central MOH does not have a current National Health Policy and Plan adopted into use. 

 

1 

 

The current National Health Policy and Plan has been adopted by the central MOH. 

 

2 

Within   the   central   MOH,   specific   individuals   are   responsible   for   overseeing   and 

coordinating the implementation of each component of the National Health Policy14 . 

 

3 

Evidence  of  at  least  one  Operational  Plan  developed  for  less  than  50%  of  the  

Policy Orientations in the National Health and Social Welfare Policy. 

 

4 

Evidence of at least one Operational Plan developed for at least 80% of the Policy Orientations 

in the National Health and Social Welfare Policy. 

 

Q24.  Standard 6.2.1: Capacity to communicate effectively within the central MOH and 

other Ministries within the Government of Liberia 

 

0 

No evidence of communication plan and protocols for information to flow within the central 

MOH (central level) and to other Ministries within the Government of Liberia. 

 

1 

There is an internal communication plan, and protocols are clearly established to guide the 

plan. 

 

2 

At least 50% of key central MOH staff are aware of the internal communication plan and 

protocols but use of the plan and protocols is inconsistent. 

 

3 

More than 50% of key staff are aware of the internal communication plan and protocols but 

use of the plan and protocols is inconsistent. 

 

4 

More than 50% of key central MOH staff are aware of the internal communication plan and 

protocols AND use the plan and protocols more than once a year. 

 

Q25.  Standard 6.2.2: Capacity of the central MOH to lead and guide CHTs 

 

0 

 

No evidence of information flow between the central MOH and CHTs. 

 

1 

Occasional  meetings  are  held  between  the  central  MOH  and  CHTs,  but  these  are 
irregular, and do not involve all CHTs. CHT has no or limited engagement with central 

MOH to be an advocate for county health service needs. 
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2 

Regular meetings are held between the central MOH and all CHTs. Central MOH 
receives no input from CHTs regarding decisions affecting county health services. 

 

3 

Meetings are regularly held between the central MOH and all CHTs, and key relevant 
information is shared through these meetings. Central MOH receives regular input (in the 

form of reports) from less than 50% of CHTs. 

 

 

4 

Meetings are regularly held among the central MOH and all CHTs, and key relevant 
information is shared through these meetings. Central MOH receives regular input (in the form 

of reports) from all CHTs. All CHTs are fully involved in decision making and policy 

development affecting the county health services. 

 

Q26.  Standard 6.2.3:  Capacity  of  central  MOH  to  hold responsibility  and ownership 

for  the health system 

 

0 

The Liberian health system is predominantly run by health partners, with gaps existing where 

partners are not implementing services.  The central MOH has little input into leadership and 

governance over the system. 

 

1 

The  health  system  is  predominantly  run by  health  partners,  with  input  from  the  central 

MOH and/or CHTs. 

 

2 

Leadership and a sense of ownership of the Liberian health system is generally held by the 

central MOH, with significant input from donors and health partners. 

 

 

3 

The central MOH and CHTs demonstrate clear leadership (as defined by organized 
roles, responsibilities, and communications – within central MOH and between central and 

county level) over less than three of the six WHO building blocks of the health system. 

Donors and health partners are reasonably clear on their role within the system. 

 

4 

The central MOH and CHTs demonstrate clear leadership over each of the six WHO 
building blocks of the health system. Donors and health partners are reasonably clear on their 

role within the system (if any). 
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Annex V.B – CHT Self-Assessment Questionnaire – USAID/Liberia FARA 
Respondent Name: 

Respondent Title: 

Date: 

Questionnaire Serial Number (filled by Interviewer): 

Location of Assessment: 

Q1.  Standard 1.1.1: Extent of interaction between CHTs and central MOH 

 

0 

 

No interaction between the CHTs and the central MOH. 

 

1 

CHTs interact with central MOH at least once a year, but only on budget and finance 

related activities. 

 

2 

CHTs interact with central MOH at least once a year on budget, finance, and health 

service planning activities. 

 

3 

CHTs interact with central MOH at least once a year on budget, finance, health service 

planning activities, and maintenance and coordination of facilities. 

 

4 

CHTs interact with central MOH at least quarterly on budget, finance, health service 

planning activities, maintenance and coordination of facilities, and assessing and planning 

community health needs. 

 

Q2.  Standard 1.1.2: Extent of interaction between CHTs and Health Facilities (HF) 

 

0 

 

No interaction with HF. 
 

1 

 

Health facilities exist, but interaction between the CHT and HF is sporadic.  
 

2 

CHTs interact at least monthly with HF, but the oversight and sharing of key information is 

sporadic. 

 

3 

CHTs meet at least monthly with HF to do some, but not all of the following: share key 

information and policies, conduct supervisory visits, obtain health and logistics data, and 

provide feedback to facilities on data submitted. 

 

4 

CHTs meet more than monthly with HF to share key information and policies, conduct 

supervisory visits, obtain health and logistics data, and provide feedback to facilities on data 

submitted. 

 

 

Q3.  Standard 1.2.1: Capacity of CHTs to supervise health facilities (HF) in the use of 

health service 
delivery standards  

0 

No existing systems in place to distribute or monitor adherence to policies, guidelines and 

standards. 

 

1 

The CHT distributes policies, plans and standards to HF, but does not have a system in 

place to monitor adherence to these standards.  If health partners are monitoring adherence 

to standards, it is using their own separate systems. 

 

 

2 

The CHT distributes policies, plans and standards to HF.  Some elements of a basic system 

are used for monitoring of adherence to standards. Specifically, the CHTs use guidelines for 

one or two of the following areas: lines of responsibility, supervision schedule, supervision 

guidelines/checklists for facilities and/or health workers. 



59 

 

 

 

 

3 

The CHT distributes policies, plans and standards to HF.  Some elements of a basic system 
are used for monitoring of adherence to standards. Specifically, the CHTs use guidelines for 

more than two of the following areas: lines of responsibility, supervision schedule, supervision 

guidelines/checklists for facilities and/or health workers. No feedback is provided to central 

MOH regarding supervision of HF. 

 

4 

The CHT routinely distributes and monitors HF regarding adherence to standards as per 

the previous (#3) and provides feedback to the central MOH. 

 

  

Q4.  Standard 1.2.2: Number of operational public health facilities as compared to those 

projected in the 
National Health and Social Welfare Plan  

0 

 

CHT does not have a list of the number of public health facilities within the County. 

 

1 

CHT  has  a  list  of  the  number  of  public  health  facilities,  but  there  is  no  current 

documentation if these facilities are operational (an operational facility is one that provides 

EPHS at least three days a week, with at least two clinical staff members). 

 

2 

CHT has a current list of the number of operational public health facilities, but the number 
of operational facilities is basically unchanged (within 5%) from the levels reported in the 

National Health and Social Welfare Plan (page 61). 

 

3 

The number of Government of Liberia (GOL) operational health facilities is at least 75%  of 
the projected public network 2021 within the county. 

 

4 

The total number of GOL operational health facilities is at least 80% of the projected public 
network 2021 within the county. 

 

 

 

Q5.  Standard 1.2.3: Capacity of CHT to safely handle and dispose of medical products 

and bi-products 
 

A comprehensive medical products and bi-products disposal policy should include all of the following: 

waste minimization, segregation, handling, storage, transport, treatment and disposal. The policy should 

also include a pictorial representation of waste segregation and standard operating procedures for the 

different steps to handle various categories of waste. 

0 CHT has no policy or practices to support safe handling and disposal of medical products 

and bi-products. 

1 The CHT and health facilities have policies in place to support safe handling and disposal of 

medical products and bi-products, but the policies are not comprehensive (see definition 

above) and implementation of these policies is inconsistent. 

2 The CHT and health facilities have comprehensive policies in place to support safe handling and 

disposal of medical products and bi-products, but the implementation of these policies is 

inconsistent (either across facilities, or across areas within the policy). 
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3 The CHT and health facilities have comprehensive policies in place to support safe handling and 

disposal of medical products and bi-products, and are routinely implementing the three 

minimum steps (waste segregation, waste storage, and waste treatment/ disposal). 

4 The CHT and health facilities have comprehensive policies in place to support safe handling 

and disposal of medical products and bi-products, and are routinely implementing all seven 

steps (Waste   minimization,   segregation,   handling,   storage,   transport,   treatment,   and 

disposal). 

 

Supplemental question for program staff only 

Q6 Circle the program for which you are responsible: 

National Leprosy and Tuberculosis Control (NLTC) 

program 

1 

National Malaria Control Program (NMCP) 2 

National AIDS Control Program (NACP) 3 

Expanded Program on Immunization (EPI) 4 

Neglected Tropical Diseases (NTD) 5 

National Eye Care Program (NECP) 6 

 

Q7.  Standard 1.3.1: Capacity of CHT to implement programs identified by the 

Department of Health Services at the central MOH level 

 

The programs being considered are: National Leprosy  and  Tuberculosis  Control  (NLTC)  program, 

National Malaria Control Program (NMCP), National AIDS Control Program (NACP), Expanded 

Program on Immunization (EPI), Neglected Tropical Diseases (NTD), and National Eye Care Program 

(NECP). 

 

0 

 

CHT does not have any capacity to implement the program. 

 

1 

CHT is completely aware of program policy and guidelines. There are program guidelines in 

place to guide CHT staff implementing the program. 

2 In addition to criteria #1, CHT has reached at least 50% of program targets. 

3 In addition to criteria #1, CHT has reached at least 75% of program targets. 

4 In addition to criteria #1, CHT has reached 100% of program targets. 

 

Q8.  Standard 1.3.2: Capacity of CHT to address community health needs 

 

0 

 

CHT has no capacity to identify community health needs. 

1 Health  partners  have  conducted  a  community  health  needs  assessment  and  CHT  has 

access to the findings. CHT was not involved in the needs assessment. 

2 CHT has conducted a community health needs assessment with the help of health partners in 

the last three years. 
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3 In addition to criteria #2, CHT has identified and prioritized community health problems 

with the help of health partners. 

4 In addition to criteria #3, CHT has developed an operational plan to address community 

health needs with the help of health partners and MOH. 

 

Q9.  Standard 2.1.1: Ability to recruit human resources for health care workforce 

 

0 

CHT has no authority towards recruiting staff. In cases where CHT has authority, job 
descriptions do not routinely exist. 

 

1 

 

Health partners recruit and develop job descriptions for health workers. 

 

2 

The CHT has input into the recruitment of staff, and the development of job descriptions, 

however health partners are still heavily involved in this process. 

 

3 

The CHT  and health  partners  recruit  staff  based  on  jointly  identified  needs.  Central 

MOH job descriptions are routinely used. 

 

4 

The CHT coordinates the recruitment and payment of staff. Staff are provided MOH job 

descriptions. As necessary, health partners support implementation. 

 

Q10.  Standard 2.1.2: Capacity of the CHT to staff health facilities as per National Staffing 

Guidelines  

0 

 

Standards for appropriate staffing for each level of the health system do not exist. 

 

1 

National staffing standards have been developed, but the CHT are not able to track 

staffing levels within facilities. 

 

2 

National staffing standards exist and a system has been developed to track staffing levels, 

but use of the system by the CHSW/ is not consistent. 

 

3 

Adequate staffing data exist. Less than 50% of reported health facilities have both key 

clinic staff – Officer in Charge (OIC) and Certified Midwife (CM). 

 

4 

Adequate staffing data exist and at least 75% of the reported health facilities have both 

key clinic staff (OIC and CM). 

 

Q11.  Standard 2.2.1: Capacity of CHT to monitor staff performance 

 

0 

 

There are no policies or guidelines in place to review staff performance. 

 

1 

With minimal assistance from the CHT, health partners monitor staff performance based on 

health partner processes. Timing of supportive supervision/performance monitoring visits is 

less than yearly. 

 

2 

In  partnership  with  the  CHT,  health  partners  assess  staff  performance  using  national 

guidelines and tools (e.g. standardized staff performance checklists). Timing of supportive 

supervision/performance monitoring visits is less than yearly. 

 

3 

The CHT takes the lead on assessing staff performance using MOH guidelines and tools (e.g. 

standardized staff performance checklists). Timing of supportive supervision/performance 

monitoring visits is annual.  

 

4 

The CHT coordinates and support staff performance process utilizing MOH developed 

guidelines. Staff performance is monitored at least annually. Staff performance is tied to 

annual reviews and promotions. 

 

 



62 

 

Q12.  Standard 2.2.2: Capacity of CHTs to coordinate capacity development of health staff 

 

0 

 

No in-service training is provided for health staff, or training is completely ad hoc. 

 

1 

 

Health partners provide training on EPHS based on health partner curricula and processes. 

 

2 

In partnership with the CHT, health partners provide training on EPHS using curricula and 

processes developed by health partners.   Training information is provided to MOH and 

CHT. 

 

3 

The CHT and health partners provide training on EPHS using MOH-approved curricula and 

processes. Training schedules are not fully coordinated/ communicated to all relevant 

stakeholders.  

 

4 

CHT coordinates in-service training, utilizing MOH approved curricula. Training follows a 

coordinated schedule that enables the appropriate staff to attend appropriate trainings, in a 

manner that prevents excessive loss of clinical service delivery time. 

 

Q13.  Standard 3.1.1: Capacity of the CHT to roll out HIS policies and forms 

 

0 

The CHT has not been informed of a health information system (HIS) policy. Neither the 

CHT nor the HF have national HMIS forms. 

 

1 

The CHT is aware of the national HIS policy but has inconsistent access to the national data 

collection tools. Key staff members at the county and facility level have not been provided 

training on HMIS data collection. 

 

2 

The CHT is aware of the national HIS policy and has consistent access to the national data 

collection tools.  Health workers are aware of the national HIS policy, but have limited access 

to the national data collection tools and no trainings on the use of these tools. 

 

3 

CHT awareness and access as per #2.  Health workers are aware of the national HIS policy 

and have consistent access to the national data collection tools.   Annual training on use of 

these forms has reached less than 75% of health workers within the county. 

 

4 

CHT and health worker awareness and access as per #3.  Annual training on use of these 

forms has reached at least 75% of health workers within the county. 

 

Q14.  Standard 3.1.2: Capacity of CHT to collect health data 

 

0 

CHT does not collect health data from health facilities.  Health partner data collection is 

irregular. 

 

1 

Health  partners  routinely  collect  data  from  health  facilities  using  systems  and  forms 

developed by the health partner. Data collected by health partners is not routinely shared 

with the CHT. 

 

2 

Health partners routinely collect data from health facilities using national data collection 

systems and forms. The CHT receives timely and complete reports from less than 75% of 

health facilities for the last reporting period. 

 

3 

Health partners routinely collect data from health facilities using national data collection 

systems and forms. The CHT receives timely and complete health data from at least 75% of 

the health facilities. 
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4 

For the last reporting period, the CHT received timely and complete health data from at 

least 75% of the health facilities and has provided regular feedback to all health facilities. 

 

 

Q15.  Standard 3.1.3: Capacity of CHT to manage data 

 

0 

 

No storage systems exist at the CHT for health data. 

 

1 

Separate storage systems (paper or electronic) exist for the various components of the HIS, 

but it is difficult or impossible to manipulate or extract data from the system. 

 

2 

Electronic storage systems (databases) exist at the CHT for various components of HIS; 

however data are not routinely extracted for reports and other use. 

 

 

3 

Electronic storage systems (databases) exist at the CHT for various components of the HIS, 

and data are routinely extracted (at least annually) for use. However, integration of 

information from other health management systems (i.e., financial, human resource, logistics 

information, and physical assets data systems) is generally not done.  

 

4 

In addition to the above (#3) criteria on data storage and extraction, some integration of 

information from other health management systems (i.e., financial, human resource, logistics 

information, and physical assets data systems) is evident. 

 

 

Q16.  Standard 3.2.1: Capacity of CHT to use collected data for planning and policy making 

 

0 

 

The CHT does not use data for strategic planning and decision making. 

 

1 

The CHT analyses available HIS data quarterly and distributes reports containing these 

analyses to key members of the CHT.  Use of these data is unknown. 

 

2 

The CHT analyses available HIS data quarterly and distributes reports containing these 

analyses to key members of the CHT.  In addition, presentation and discussion of data are 

part of CHT meetings. 

 

3 

The CHT analyses available HIS data quarterly and distributes reports containing these 

analyses to key members of the CHTs.  The CHT can identify at least two examples of how 

data have been integrated into a decision-making process in the past year. 

 

4 

The CHT analyses available HIS data quarterly and distributes reports containing these 

analyses to key members of the CHTs.  The CHT can identify at least four examples of how 

data have been integrated into a decision-making process in the past year. 

 

Q17.  Standard 4.1.1: Capacity of the CHT to estimate commodity needs 

 

0 

No capacity (partners or CHT) is available within the county to estimate commodity needs 

(supervise facilities in the reordering and report this information to the central MOH). 

 

1 

 

CHT is reliant on assistance from partners to estimate commodity needs. 
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2 

CHT, with some assistance from partners, is able to estimate commodity needs. 

 

3 

CHT  is  able  to  estimate  commodity  needs,  however  the  timing  of  these  estimates  is 

haphazard. 

4 CHT is able to estimate commodity needs according to schedule. 

 

Q18.  Standard 4.1.2: The CHT’s capacity to use a Logistics Management Information 

System (LMIS)  

0 

 

No LMIS exists. 

 

1 

An LMIS exists, but the CHT and facilities do not have all of the LMIS forms, and use of 

these forms is inconsistent. Less than 60% of staff involved in the LMIS have been trained on 

the system. 

 

2 

The CHT and facilities have the LMIS forms, and at least 60% of staff involved in the LMIS 

have been trained in use of the forms/system. Reporting of LMIS data is below 50% for all 

facilities over the past reporting period. 

 

3 

The CHT and facilities have all of the LMIS forms, and more than 75% of staff involved in 

the LMIS have been trained in use of the forms/system. Reporting of LMIS data is below 75% 

for all facilities over the past reporting period. 

 

4 

The CHT and facilities have all of the LMIS forms, and more than 75% of staff involved in the 

LMIS have been trained in use of the forms/system. However, reporting of LMIS data is 

above 75% for all facilities over the past reporting period. 

 

 

Q19.  Standard 4.1.3: CHT’s capacity to effectively store and distribute commodities 

 

0 

Storage and distribution of commodities, including essential medicines, is haphazard with no 

special storage requirements of pharmaceuticals and other items. 

 

1 

County warehouse(s)  for commodity  storage exists, with  some accommodation for  items 

requiring special storage.  Maintenance, cleanliness and size of the county warehouse may be 

insufficient. 

 

 

2 

The county warehouse meets at least two of the following four criteria: warehouse size is 

adequate, storage space is well-maintained and clean (including pest control), has designated 

storage equipment for special storage needs, and distribution to health facilities follows a 

consistent schedule. 

 

 

3 

The county warehouse meets at least three of the following four criteria: warehouse size is 

adequate, storage space is well maintained and clean (including pest control), has designated 

storage equipment for special storage needs, and distribution to health facilities follows a 

consistent schedule. 

 

 

4 

The  county  warehouse(s)  is  adequate  (i.e.  large enough,  regularly  cleaned,  dry,  well 

organized) with all special needs storage areas clearly designated with correct signage, and 

established delivery  intervals  from  county  warehouse  to  health  facilities  exist  and  are 

routinely followed, including the use of protocols (such as first expired, first out). 
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Q20.  Standard 5.1.1: Capacity of the CHT to plan for, create and allocate a sustainable 

budget 
 

The four criteria necessary in a sustainable budget are as follows: 

Planning: CHT has a realistic and sustainable budget given past experience/expenses, donors and 

projections. Input: All key stakeholders are involved (including MOH and CHTs, and as necessary, 

donors/partners). Allocation: CHT compiles an adequate budget to support facilities and services, with 

specific line items for Key Areas outlined in the National Health and Social Welfare Policy and Plan. 

Initiative: Process for collection of budget information is led collectively by the MOH and CHTs and 

the system is standardized across all CHTs.  

0 

 

No sustainable budget exists (planning, input, allocation, and initiative). 

 

1 

Three of the budget sustainability criteria need improvement (planning, input, allocation, and 

initiative). 

 

2 

Two of the budget sustainability criteria need improvement (planning, input, allocation, and 

initiative). 

 

3 

One of the budget sustainability criteria needs improvement (planning, input, allocation, and 

initiative). 

 

4 

All   of   the   budget   sustainability   criteria   are   completed   and   sustainable,   with   

the MOH/CHTs taking the lead on developing the budget (planning, input, allocation, and 

initiative).  

 
 

 

Q21.  Standard 5.1.2: Capacity of CHT to effectively distribute finances 
 

The four factors necessary to effectively distribute finances are as follows: 

Financial System:   A system exists within the CHT to distribute funds among its activities.   This 

includes differentiating by funding recipient (e.g., by line item, and by facility or district). 

Tracking: CHT has a system to track its distributed funds against its total budget, the facility 

distributions against total budgets, manage cash flow and segregate expenses. 

Policies: Guidelines for allowable expenses exist  and  are  distributed  among  CHT. These policies 

are implemented on a regular basis. 

Responsibility: Monthly review of internal expenses versus revenue (both for the CHT budget and each 

facility’s budget) is designated to an employee(s) as a responsibility. 

 

0 

 

No system to distribute funds exists (financial system, tracking, policies, and responsibility). 

 

1 

Three  of  the  budget  distribution  factors  need  improvement  (financial  system,  tracking, 

policies, and responsibility). 

 

2 

Two of the budget distribution factors need improvement (financial system, tracking, policies, 

and responsibility). 

 

3 

One  of  the  budget  distribution  factors  needs  improvement  (financial  system,  tracking, 

policies, and responsibility). 

 

4 

All  of  the  budget  distribution  factors  are  completed  and  sustainable  (financial  system, 

tracking, policies, and responsibility). 
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Q22.  Standard 5.1.3: Capacity of CHT to monitor finances at the County and 

facility levels 
 

The four factors necessary to effectively monitor finances are as 

follows: 

Documentation:  CHT  keeps  financial  documentation in a  secure  place,  has  a  policy  for  keeping 

receipts and requirements for documentation kept with each type of payment.   These policies are 

flowed down to county health facilities and adherence is monitored. 

Review: CHT reviews expenses monthly to ensure applicability and allowability according to the 

budget and internal policies. Exceptions are documented. 

Reporting: A reporting system exists both for the CHT to report to the central MOH and for the county 

health facilities to report to the CHT.  Reports are completed and submitted according to applicable 

deadlines.  

Audit: CHT either has an internal review of its, and the county health facilities, accounting systems or 

hires external auditors on an annual basis. 

 

0 

 

No tracking/monitoring system exists. 

 

1 

Three  of  the  factors  necessary  to  effectively  monitor  finances  within  the  CHT  need 

improvement  (documentation,  review,  reporting,  and  audit);  this  includes  monitoring  of 

finances at facilities. 

 

2 

Two  of  the  factors  necessary  to  effectively  monitor  finances  within  the  CHT  need 

improvement  (documentation,  review,  reporting,  and  audit)  this  includes  monitoring  of 

finances at facilities. 

 

3 

One  of  the  factors  necessary  to  effectively  monitor  finances  within  the  CHT  need 

improvement  (documentation,  review,  reporting,  and  audit)  this  includes  monitoring  of 

finances at facilities. 

 

4 

All of the factors necessary to effectively monitor finances within the CHT are completed 

and sustainable (documentation, review, reporting, and audit) this includes monitoring of 

finances at facilities. 

 

 

19 This applies only to facilities that have their own budget 

Q23.  Standard 6.1.1: Capacity of CHT to implement the National Health and Social 

Welfare Policy and 
Plan (NHSWPP) and County Health and Social Welfare Policy and Plan (CHSWPP)  

0 

 

CHT is not aware of the NHSWPP and CHSWPP. 

 

1 

CHT is aware of both plans; however no systems of communication exist between CHT 
and the central MOH to implement the plans. 

 

2 

CHT is aware of the both plans and systems of communication exist between CHT and 
the   central   MOH   to   implement   the   plans. Central   MOH   takes   the   lead   in 

implementation of both plans at CHT and HF level. 

 

3 

CHT awareness and communication as per #2.   MOH and CHT jointly implement 
activities listed in both plans, with CHT taking the lead. 
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4 

CHT awareness and communication as per #3.   CHT takes the lead in implementing the 
plans with input from HF and guidance from central MOH. 

 

Q24.  Standard 6.2.1: Capacity to communicate and share reports, documents, and plans 

with the central 
MOH and other CHTs  

0 

No evidence of communication plan and protocols for information to flow within the CHT 

and to either the central MOH or other CHTs. 

 

1 

Communication, meetings and sharing of reports, documents and plans happen in an ad hoc 

manner. 

 

2 

Representatives from the CHT attend meetings with the central MOH, but meetings and 

attendance is ad hoc.   Reports, documents, and plans are submitted on time less than 50% 

of the time. 

 

3 

Representatives from the CHT attend meetings with the central MOH, but meetings and 

attendance is ad hoc.  Reports, documents, and plans are submitted on time at least 50% of the 

time. 

 

4 

Representatives from  the CHT attend regular meetings with the central MOH, and 

submit reports and plans on time at least 75% of the time. 

 

 

Q25.  Standard 6.2.2: Capacity of the CHT to lead and guide health facilities (HF) 

 

0 

 

No evidence of information flow between CHT and HF. 

 

1 

Occasional meetings are held between the CHT and HFs, but these are irregular, and do 

not involve all facilities. CHT has no or limited engagement with HF to be an advocate for 

county health service needs. 

 

2 

Regular meetings are held between the CHT and HF. The CHT receives no input from HF 
regarding decisions affecting county health services. 

 

3 

Meetings are regularly held between the CHT and all HF, and key relevant information is 

shared through these meetings. CHT receives regular input (in the form of reports) from at 

least 50% of HF. 

 

 

4 

Meetings are regularly held between the CHT and all HF, and key relevant information is 

shared through these meetings. CHT receives regular input (in the form of reports) from all 

HF. All HF are fully involved in decision making and policy development affecting the county 

health services. 

 

 

Q26.  Standard 6.2.3: Capacity of CHT to hold responsibility and ownership for the health 

system within 
their county  

0 

The county health system is predominantly run by health partners, with gaps existing where 

partners are not implementing services.   The CHT has little input into leadership and 

governance over the system. 

 

1 

The health system  is predominantly run by health partners, with  input from the CHT 

and/or the central MOH. 

 

2 

Leadership and a sense of ownership of the county health system is generally held by the 

CHT, with significant input from donors and health partners. 
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3 

The CHT demonstrates clear leadership (as defined by organized roles, responsibilities, and 

communications – within central MOH and between central and county level) over at least 

three of the six WHO building blocks of the health system20.  Donors and health partners are 

reasonably clear on their role within the system. 
 

4 

The CHT demonstrate clear leadership over each of the six WHO building blocks of the 

health system. Donors and health partners  are  reasonably clear on their role  within the 

system (if any). 
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Annex VI: Facility Evaluation Form 

Date: 

     

Name HF: Catchment Pop: 

County:    

 

District: Name of Interviewer:     

Facility Sample #: 

 

Official MOH Facility ID: Name of Interviewee:  

Interviewee Phone #: HF Type:  

1. Clinic 

2. Hospital 

3. Health Center 

Source of HF Support (more than 

one possible): 

1. MOH 

2. Private 

3. Religious 

4. NGO: (specify) 

a.______________ 

b.________________ 

c.________________ 

    

A. General Indicators Yes No Comments 

1. Availability of catchment area map and 

displayed in health facility 
1 0  

2. Health Facility Operational Plan available 

and used for implementation  
1 0  

3. Health facility technical meetings 

conducted monthly and minutes are available 
1 0  

4. Strategic Plan for offering 24/7 services for 

reduction of maternal, new born and child 

mortality exists 

1 0  

5. Facility Work plan exists for scaling up 

WASH activities  
1 0  

6. Facility offers Youth Friendly Health 

Services   
1 0  

7. Facility staff have been trained on YFHS 1 0  

8. Standard referral forms are available 1 0  

9. Data Quality Assessments conducted by 

DHT, quarterly 
1 

0 

 
 

10. Communication available between the 

health facility and the next referral hospital 

(telephone, radio) 

1 0  

11. Quarterly performance monitoring of 

staff conducted by NGO/DHT and records 

exist in line with the CSA code   

1 0  

12. Staff sterilizes instruments according to 

standards  

    Sterilizer available and used daily 

1 0  

13.Health facility clean (No waste and 

dangerous objects in health facility such as 

needles gloves syringes, gloves-used 

compresses, etc.) 

1 0  
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14. Health facility waste is collected in 

appropriate bins 

    Availability of garbage bin and safety boxes for 

syringes 

1 0  

15. Presence of latrines and separated for 

men and women in good working condition: 

door, clean  

1 0  

16. Clean yard without waste and hazardous 

materials in yard (check on syringes, needles, 

vials) 

1 0  

17. PMTCT service records are disaggregated 

by: 

a) Total # ANC vs. # of ANC women tested 

for HIV= 

1 0  

18. Mental Health services available  1 0  

19. ORT corner with ORS sachets 1 0  

TOTAL POINTS (19 possible)    

    

B. Business Plan Yes No  

1. Business Plan for current period made and 

accessible (supervisor verifies the current 

business plan) 

1 0  

2. Business plan prepared with key 

stakeholders (Heads of HF, health committee 

members (if functional) 

1 0  

3. Business Plan contains convincing 

geographic coverage plan 

(villages/neighborhood at more than one 

hour by foot) 

1 0  

4. Business plan shows a plan to assure 

financial accessibility for the population and 

has a convincing strategy (BP shows 

negotiated rates between HF, committee and 

community) 

1 0  

5. Record of CHDC meeting minutes  1 0 

Date of most recent 

meeting minutes: 

___/___/___ (DD/MM/YY) 

6. Record of joint supervision report exist at 

health facility 
1 0  

TOTAL POINTS (6 possible)    

    

C. Out Patients Department Yes No Comments 

1. Correct numbering of patients in OPD 

register 
1 0  

2. Malaria management protocol available and 

displayed on wall 
1 0  

3. Management of uncomplicated malaria 

following national protocol See the last 5 
1 0  
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cases in OPD register 

4. Satisfactory management of severe malaria 

following national protocol.  See the last 3 

cases in OPD register 

1 0  

5. Availability of functional stethoscope & 

sphygmomanometer  
1 0  

6. Availability of functional thermometer 1 0  

7. Availability of functional otoscope 1 0  

8. Availability of functional scale 1 0  

TOTAL POINTS (8 possible)    

    

D. Maternity  
Point

s 
Score Comments 

1. Emergency services available 24/24 hours 

(7/ 7 days) 
1 0  

2. Availability of the partograph  1 0  

3. Blood pressure measured during childbirth 

   Completed in the partograph or the admission 

form 

1 0  

4. APGAR systematically taken during 

childbirth 

   APGAR Scores filled in the of maternity register 

1 0  

5. Availability of an instrument to measure 

height of woman  
1 0  

6. Availability of obstetrical stethoscope 1 0  

7. Delivery table in good condition (functional 

foot pose) 
1 0  

8. Availability of at least two sterilized 

delivery boxes (Contains at least one scissor, 

two clamps, one needle holder) 

 

1 0  

9. Availability of functional baby scale 1 0  

10. Availability of expirator (vacuum or 

manual) 
1 0  

11. Availability of mosquito nets for ANC 1 0  

12. ANC Register available and well filled in  1 0  

13. Availability of Pregnant women and Baby 

cards  
1 0 

Number of cards = 

________ Total    

TOTAL POINTS (13 possible)    

    

E. Finances, Income, Running Costs, 

Performance Bonus-Indice   

(Examine the facility’s financial records) 

Yes No Comments 

1.Financial and accounting documents 

available and well kept 

-Monthly financial/quarterly report available 

and correctly filled 

1 0  
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-Theoretical balance of cash-book 

corresponds to liquidity in cash 

2.Document available to show that monthly 

calculations of incomes, running cost, 

investments and variable performance 

subsidies are done. (Representative 

guarantees running cost =basic bonus fixes, 

purchase drugs and equipment, subcontracts, 

petty cash for small expenditures, social 

marketing, maintenance and rehabilitation.) 

1 0  

3. Representative calculates the performance 

bonus according to the formula: PB = IM – 

ER (Performance Bonuses = Income of the 

Month -Running Expenses) 

1 0  

4.Basic salaries + performance bonuses do 

not exceed 60% of total HF performance 

bonus (Supervisors add fixed bonuses 

performance bonus and government salaries 

(if applicable) and compare them with total 

HF revenues. Workers get bonus from 

facility surplus less the amount that they 

receive in bonuses from other sources.)  

1 0  

5. A list of facility staff disaggregated by 

payment source exists at HF and District, 

levels.   

1 0  

6. Existence of fixed basic salaries and 

quarterly performance bonus system is 

known by staff: Established basic salaries, 

established criteria for the performance 

bonus calculation through;  

a) basic performance index,  

b) seniority,  

c) responsibility,  

d) hours additional-minus last hours,  

e) quarterly performance evaluation  

1 0  

Total Points (6 possible)    

    

F. Hygiene & Sterilization Yes No Comments 

1.Fence health facility available and well 

maintained (if fence exist = can be closed at 

night, no holes) 

1 0  

2.Incinerator within fence and locked 

(functional clean incinerator, well-built fence 

with door closed on key) 

1 0  

3. Incineration done properly (Use and clean 

incinerator – 
1 0  

4.Placenta pit within fence and locked 

(functional placenta pit with lid, well-built 

fence with door closed on key) 

1 0  
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5.Waste pit for non-contaminated objects 

available (hole of minimum 3 metres depth 

fenced, without infected non decomposable 

objects) 

1 0  

6.Maintenance of the health facility (grass cut, 

garden/flowers well maintained, no animal 

excrement) 

1 0  

7. Number of hand washing corners with 

soap and water  
1 0 

Number of hand washing 

corners with soap = 

________ Total    

8. Clean and tiled bath and showers with tap 

water within health facility for use by post-

partum mothers 

1 0  

Total Points (8 possible)    

    

G. Tuberculosis  Yes No Comments 

1.Conditions met for DOTS (Nurse trained 

in DOTS, Laboratory Assistant in screening, 

treatment forms, registers and technical book 

available  

1 0  

2.TB regiment available  1 0  

Total Points (2 possible)    

    

H. Family Planning Yes No  Comments   

1. FP Register available and well filled in 1 0  

2. Oral and injectable contraceptive methods 

available in quantity (at least 20 oral 

contraceptive cycles and 20 DEPO amp) 

1 0  

3. Nurse trained on Implants insertion. 1 0  

4. IUD applied in HF and sufficient quantity 

(at least 5) 
1 0  

5. Availability of Tiahrt Posters on the wall 

for counselling 
1 0  

TOTAL POINTS (5 possible)    

    

I. Vaccination-Antenatal Care Yes No Comments 

1. Availability of all current vaccines in fridge 

a. DPT 

b. Measles 

c. Penta 

d. BCG 

e. Polio 

f. TT 

1 0  

2. Regular monitoring of cold chain. 

   Availability of temperature sheets measured 2 

x day 

1 0  

3. Standard of vaccine storage respected 1 0  
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Measles and polio vaccine in freezer  

- Other vaccines in the refrigerator 

4. Personnel correctly calculates targets for 

completely vaccinated children (Target 

population x4% /12 X 100%) 

1 0  

5. Accurate recording of above five years old 

vaccines in ledger 
1 0  

6.  Accurate recording of under one vaccines 

(in months) in ledger   
1 0  

7.Child immunization register well maintained 1 0  

8. Functional outreach schedule   1 0  

TOTAL POINTS (8 possible)    

    

J. Laboratory Yes No Comments 

1. Availability of a functional centrifuge 1 0  

2. Availability of a functional microscope – 

immersion oil – light through mirror or electricity 

– blades – plates 

1 0  

3. Availability of GIEMSA 1 0  

4. Availability of RDT(50) 1 0  

5. Availability of HIV Test Kits 1 0  

6. Stain for TB 1 0  

TOTAL POINTS (6 possible)    

    

K. Availability of tracer drugs Yes No Comments 

1. Amoxicillin caps 250 mg 1 0  

2. Artesunate tabs 50 mg - 200 mg 

(Amodiaquine) 
1 0  

3. Cotrimoxazole tabs 480 mg  1 0  

4. Iron Foliate tablets  1 0  

5. Paracetamol tabs   500 mg 1 0  

6. Fansidar 525mg (SP)  1 0  

TOTAL POINTS (6 points)    

    

L. Availability of tracer Consumables  Yes No Comments 

1. Sterile gloves 1   

2. 5% glucose solution  1   

3. Availability of drug requisition forms 1   

TOTAL POINTS (3 points)    

    

M. Infrastructure Capacity Yes No Comments 

1. Clean running water available 1 0 

(on or off premises?) 

2. Hand pump on premises 2 0  

3. Borehole (well) on premises 1 0  

4. Solar system is on premises and 

operational 
1 0  
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5. Generator is on premises and operational 1 0  

6. Generator is supplied with fuel for 

operation during working hours 
1 0 

Number of days per week 

that generator has fuel = 

___________ Total 

7. Facility has a mobile phone on premises 

and operational 
1 0 

 

8. Mobile phone network service is available 1 0  

9. Internet is accessible at the facility 1 0  

10. Radio is on premises and operational for 

calls 
1 0  

11. Computer is on premises and operational 1 0  

12. A normal car can drive into the facility 

(facility can be accessed by vehicle other than 

a motorcycle)  

1 0  

TOTAL SCORE (13 possible)                                                                     

    

TOTAL SCORE (103 possible)    

Comments (Continue on back if necessary) 
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Annex VII: Analysis Outputs 

Annex VII.A – Output from Self-Assessment (MOH), Mean Score by Instrument Item 

Respondents were not required to answer every question. Therefore, for aggregate (i.e. series scores), we report valid percentages or 

percentages of possible points for the given respondent, rather than point counts. This allows comparability between respondents who 

answered different amounts of questions. 

Question Total 

Mean points for components  

Key Area 1 – Delivering essential health services 68.37% (n=13) 

1.1.1 Extent of interaction between the central MOH and CHTs 3.36 (n=11) 

1.1.2 Capacity of central MOH to develop and distribute (to CHTs) policies, plans and standards for Key 

Areas 

2.91 (n=11) 

1.2.1 Capacity of MOH to supervise CHTs in the use of HSDS 3.08 (n=12) 

1.2.2 Number of operational public health facilities as compared to those projected in the National Health and 

Social Welfare Plan 

3.00 (n=10) 

1.3.1 Capacity of central MOH to implement health programs 3.17 (n=6) 

Key Area 2 – Health workforce 67.11% (n=11) 

2.1.1 Ability to recruit and retain human resources for health worker positions 3.33 (n=9) 

2.1.2 Capacity of central MOH to staff health facilities as per National Staffing Guidelines 1.88 (n=8) 

2.2.1 Capacity of central MOH to monitor CHT staff performance 2.60 (n=10) 

2.2.2 Capacity of central MOH to coordinate capacity development 3.40 (n=10) 

Key Area 3 – Health information systems 74.48% (n=12) 

3.1.1 Capacity of MOH to develop and roll out HIS policies 3.09 (n=11) 

3.1.2 Capacity of central MOH to collect health data 2.80 (n=10) 

3.1.3 Capacity of central MOH to manage data 3.30 (n=10) 

3.2.1 Capacity of central MOH to use collected data for planning and policy making 2.92 (n=12) 

Key Area 4 – Access to essential medicines 60.42% (n=11) 

4.1.1 Capacity of the central MOH to develop a Logistics Supply Chain Master Plan 2.70 (n=10) 

4.1.2 Central MOH’s capacity to estimate commodity needs, develop a supply plan and procure/source these 

commodities (Quantification and Procurement) 

2.45 (n=11) 

4.1.3 Central MOH’s Capacity to Develop and Use a Logistics Management Information System (LMIS) 2.70 (n=10) 

4.1.4 Capacity of Central MOH to effective store and distribute commodities 1.67 (n=9) 

Key Area 5 – Health systems financing 66.67% (n=9) 

5.1.1 Capacity of the central MOH to ensure that adequate funds from the total government budget are 

allocated to health and social welfare 

3.00 (n=9) 

5.2.1 Capacity of central MOH to plan for, create and allocate a sustainable budget 1.78 (n=9) 
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5.2.2 Capacity of central MOH to effectively distribute finances 3.00 (n=9) 

5.2.3 Capacity of central MOH to monitor finances at the National and County levels 2.89 (n=9) 

Key Area 6 – Governance and leadership 60.42% (n=12) 

6.1.1 Capacity of central MOH to develop and implement a national Health Policy and plan 2.82 (n=11) 

6.2.1 Capacity to communicate effectively within the central MOH and other Ministries within the 

Government of Liberia 

1.60 (n=10) 

6.2.2 Capacity of the central MOH to lead and guide CHTs 2.80 (n=10) 

6.2.3 Capacity of central MOH to hold responsibility and ownership for the health system 2.75 (n=8) 

Overall 65.77% (n=13) 

 

Annex VII.B – Output from Self-Assessment (CHT), Mean Score by Instrument Item and Respondent Location 

Respondents were not required to answer every question. Therefore, for aggregate (i.e., series scores), we report valid percentages or 

percentages of possible points for the given respondent, rather than point counts. This allows comparability between respondents who 

answered different amounts of questions * = Kruskal Wallis chi-squared p<0.05 (adjusting for ties, when relevant) / ^ = ANOVA p<0.05 

 

Question Total 

(N=48) 

Bong 

(n=16) 

Lofa 

(n=13) 

Nimba 

(n=19) 

Key Area 1 – Delivering essential health services 79.76% 

(n=48) 

77.82% 

(n=16) 

89.27% 

(n=13) 

74.89% 

(n=19) 

1.1.1 Extent of interaction between CHTs and central MOH 3.60 3.19 3.70 3.89 

1.1.2 Extent of interaction between CHTs and Health Facilities (HF) 3.53 3.38 3.83 3.47 

1.2.1 Capacity of CHTs to supervise health facilities in the use of health service delivery standards 2.91 2.81 3.00 2.95 

1.2.2 Number of operational public health facilities as compared to those projected in the National 

Health and Social Welfare Plan 

2.98* 3.07 3.56 2.61 

1.2.3 Capacity of CHT to safely handle and dispose of medical products and bi-products 2.98* 3.33 3.1 2.63 

1.3.1 Capacity of CHT to implement programs identified by the Department of Health Services at the 

MOH level 

2.19 2.50 1.89 2.08 

1.3.2 Capacity of CHT to address community health needs 3.23 3.31 3.20 3.19 

Key Area 2 – Health workforce 76.98% 

(n=42) 

80.61% 

(n=13) 

84.38% 

(n=10) 

70.61% 

(n=19) 

2.1.1 Ability to recruit human resources for health care workforce 3.45 3.45 3.60 3.35 

2.1.2 Capacity of the CHT to staff health facilities as per National Staffing Guidelines 3.175 3.23 3.11 3.17 

2.2.1 Capacity of CHT to monitor staff performance 2.83 3.15 3.11 2.44 

2.2.2 Capacity of CHTs to coordinate capacity development of health staff 2.92* 2.92 3.6 2.58 

Key Area 3 – Health information systems 74.95% 80.81% 65.28% 76.21% 
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(n=40) (n=12) (n=9) (n=19) 

3.1.1 Capacity of the CHT to roll out HIS policies and forms 2.76 3.17 2.22 2.76 

3.1.2 Capacity of CHT to collect health data 3.31 3.36 3.11 3.37 

3.1.3 Capacity of CHT to manage data 3.17 2.91 3.22 3.31 

3.2.1 Capacity of CHT to use collected data for planning and policy making 2.81* 3.36 1.89 2.94 

Key Area 4 – Access to essential medicines 69.66% 

(n=39) 

73.48% 

(n=11) 

57.41% 

(n=9) 

73.25% 

(n=19) 

4.1.1 Capacity of the CHT to estimate commodity needs 3.14 2.73 3.00 3.47 

4.1.2 The CHT’s capacity to use a Logistics Management Information System (LMIS) 2.94 3.27 2.56 2.93 

4.1.3 CHT’s capacity to effectively store and distribute commodities 2.34* 2.82 1.33 2.56 

Key Area 5 – Health systems financing 64.70% 

(n=36) 

77.08% 

(n=12) 

59.52% 

(n=7) 

59.09% 

(n=17) 

5.1.1 Capacity of the CHT to plan for, create and allocate a sustainable budget 2.60 2.82 2.86 2.35 

5.1.2 Capacity of CHT to effectively distribute finances 2.53* 3.18 2.00 2.31 

5.1.3 Capacity of CHT to monitor finances at the county and facility levels 2.65 3.08 2.29 2.47 

Key Area 6 – Governance and leadership 75.82% 

(n=38) 

82.50% 

(n=10) 

61.81% 

(n=9) 

78.95% 

(n=19) 

6.1.1 Capacity of CHT to implement the National Health and Social Welfare Policy and Plan (NHSWPP) 

and County Health and Social Welfare Policy and Plan (CHSWPP) 

3.06* 3.22 2.14 3.33 

6.2.1 Capacity to communicate and share reports, documents and plans with the central MOH and 

other CHTs 

3.31 3.56 2.75 3.42 

6.2.2 Capacity of the CHT to lead and guide health facilities  3.00 3.20 2.88 2.95 

6.2.3 Capacity of CHT to hold responsibility and ownership for the health system within their county 3.00 3.40 2.50 3.00 

Overall 75.87% 

(n=48) 

78.99% 

(n=16) 

75.91% 

(n=13) 

73.20% 

(n=19) 

Annex VII.C – Output from Coding of Qualitative Interviews, Mean Score by Instrument Item and Respondent Location 

Each of the questions below was asked to FGD/KII participants. Their responses were then coded by two researchers to evaluate the sentiment 

expressed within the responses, as it relates to perceptions of FARA. The coding scheme is a 3-point scale, where a 1 indicates that the 

respondent expressed a perception of FARA that was negative or counter-productive, a 2 indicates a neutral perception of FARA and a 3 

indicates a positive perception of FARA. For example, if a respondent said “Because of FARA, we are able to stock essential medicines more 

reliably” that would be coded as a 3. The two sets of codes were also tested for inter-rater reliability. Extent of agreement is noted below. 

 

Question Total 

(N=356) 

Bong 

(n=86) 

Lofa 

(n=86) 

Nimba 

(n=85) 

MOH 

(n=99) 
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1. How effective is the process of involving community stakeholders and partners in planning 

for service delivery, and what has been the impact of the FARA on the planning process, if 

any?  

2.94 2.94 2.83 3.00 3.00 

2. The Essential Package of Health Services (EPHS) includes maternal and newborn health child 

health, reproductive and adolescent health, communicable disease control, mental health, and 

emergency care. How are priority services identified among those included in the EPHS or 

others? What has been the impact of the FARA on the capacity to prioritize services, if any? 

[Probe for the criteria used to prioritize services]. 

2.83 2.86 2.67 2.83 3.00 

3. How effective is supervision of health facilities, and what gaps in supervision still exist, if 

any? To what extent has supervision been strengthened because of the FARA?  

2.88 3.00 2.70 2.82 3.00 

4. Since 2012, what have been the Key Areas of improvement in the quality of care across the 

health system, and what are the biggest gaps that remain? To what extent has the FARA 

helped improve the quality of care? 

2.96 2.90 3.00 3.00 2.95 

5. Since 2012, to what extent has capacity increased for the delivery of the EPHS, and what 

has been the impact of support from the FARA, if any? 

3.00 3.00 3.00 3.00 3.00 

6. Has there been greater improvement in service provision at the FARA supported facilities 

compared with the non-FARA supported facilities? If yes, what are the most important 

improvements? 

2.99 3.00 3.00 3.00 2.95 

7. Since 2012, how much progress has been made at implementing the MOH strategy to 

strengthen the health workforce at all levels, and what has been the impact of support from 

the FARA, if any? 

2.96 3.00 3.00 3.00 2.83 

8. What are the training needs towards each area of EPHS, and what has been the 

contribution of the FARA on the provision of training? 

 

2.58 2.67 2.25 3.00 2.75 

9. Since 2012, to what extent has the Health Management Information System been 

strengthened, and what was the contribution of the FARA, if any? 

3.00 3.00 3.00 3.00 3.00 

10. Since 2012, to what extent has provision of essential medicines increased, and what was 

the contribution of the FARA, if any? 

2.93 3.00 2.75 3.00 2.92 

11. Since 2012, to what extent has there been improvement in financial management capacity 

to allocate resources, and what was the contribution of the FARA, if any? 

2.98 2.92 3.00 3.00 3.00 

12. What effect did the Ebola epidemic have on the health facilities supported by the FARA? 

To what extent did support from the FARA contribute to the Ebola response? 

2.90 n/a 3.00 3.00 2.86 

13. Please describe the state of infrastructure in your county 2.45 2.33 2.29 2.75 2.67 

Total 2.90 2.91 2.80 2.96 2.93 
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Annex VII.D – Output from Coding of Qualitative Interviews, Inter-Rater Reliability Testing 

Interrater reliability – Weighted kappa, The w weights are given by 1 − |i − j|/(k − 1), where i and j index the rows of columns of the ratings by 

the two raters and k is the maximum number of possible ratings (http://www.stata.com/manuals13/rkappa.pdf) 

 

Question Kappa Standard 

Error 

Z P 

Overall 0.7848 0.0364 21.59 <0.0001 

1. How effective is the process of involving community stakeholders and partners in planning 

for service delivery, and what has been the impact of the FARA on the planning process, if any?  

0.7067 0.1189 5.95 <0.0001 

2. The Essential Package of Health Services (EPHS) includes maternal and newborn health child 

health, reproductive and adolescent health, communicable disease control, mental health, and 

emergency care. How are priority services identified among those included in the EPHS or 

others? What has been the impact of the FARA on the capacity to prioritize services, if any? 

[Probe for the criteria used to prioritize services]. 

0.5574 0.1101 5.06 <0.0001 

3. How effective is supervision of health facilities, and what gaps in supervision still exist, if any? 

To what extent has supervision been strengthened because of the FARA?  

0.6617 0.1064 6.22 <0.0001 

4. Since 2012, what have been the Key Areas of improvement in the quality of care across the 

health system, and what are the biggest gaps that remain? To what extent has the FARA helped 

improve the quality of care? 

0.7788 0.1235 6.31 <0.0001 

5. Since 2012, to what extent has capacity increased for the delivery of the EPHS, and what has 

been the impact of support from the FARA, if any? 

0.7660 0.1692 4.53 <0.0001 

6. Has there been greater improvement in service provision at the FARA supported facilities 

compared with the non-FARA supported facilities? If yes, what are the most important 

improvements? 

 

Agreement matched expected agreement 

7. Since 2012, how much progress has been made at implementing the MOH strategy to 

strengthen the health workforce at all levels, and what has been the impact of support from 

the FARA, if any? 

1.0000 0.1486 6.73 <0.0001 

8. What are the training needs towards each area of EPHS, and what has been the contribution 

of the FARA on the provision of training? 

 

0.6975 0.1263 5.52 <0.0001 

9. Since 2012, to what extent has the Health Management Information System been 

strengthened, and what was the contribution of the FARA, if any? 

0.5417 0.1547 3.50 <0.0001 

10. Since 2012, to what extent has provision of essential medicines increased, and what was 

the contribution of the FARA, if any? 

0.7115 0.1417 5.02 <0.0001 

11. Since 2012, to what extent has there been improvement in financial management capacity 

to allocate resources, and what was the contribution of the FARA, if any? 

0.8811 0.1610 5.47 <0.0001 

http://www.stata.com/manuals13/rkappa.pdf
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12. What effect did the Ebola epidemic have on the health facilities supported by the FARA? 

To what extent did support from the FARA contribute to the Ebola response? 

0.6871 0.2113 3.25 <0.0001 

13. Please describe the state of infrastructure in your county 0.8718 0.1000 8.72 <0.0001 

 

Annex VII.E – Output from Facility Evaluation Form, Mean Score by Instrument Item and Facility Type (i.e., FARA vs. Non-FARA) 

Presented below are the percent of facilities that scored “yes” on that facility, and then the mean percent score for each Module. Each question 

was answered by each ‘respondent’. This table presents scores disaggregated by facility type. * = Pearson’s chi-squared p<0.05 / ** = Fisher’s 

Exact p<0.05 / ^ = T-test Ha:diff !=0  p<0.05 

 

Question Total 

(N=75) 

FARA 

(n=31) 

Non-FARA 

(n=44) 

Module 1 – General Indicators 83.79%^ 87.44% 81.22% 

1. Availability of catchment area map and displayed in health facility 93.33% 100.00% 88.64% 

2. Health Facility Operational Plan available and used for implementation  50.67% 61.29% 43.18% 

3. Health facility technical meetings conducted monthly and minutes are available 94.67% 96.77% 93.18% 

4. Strategic Plan for offering 24/7 services for reduction of maternal, new born and child 

mortality exists 

84.00% 87.10% 81.82% 

5. Facility Work plan exists for scaling up WASH activities  44.00%* 64.52% 29.55% 

6. Facility offers Youth Friendly Health Services   98.67% 100.00% 97.73% 

7. Facility staff have been trained on YFHS 81.33% 77.42% 84.09% 

8. Standard referral forms are available 98.67% 100.00% 97.73% 

9. Data Quality Assessments conducted by DHT, quarterly 100.00% 100.00% 100.00% 

10. Communication available between the health facility and the next referral hospital 

(telephone, radio) 

84.00% 77.42% 88.64% 

11. Quarterly performance monitoring of staff conducted by NGO/DHT and records exist 

in line with the CSA code   

93.33% 100.00% 88.64% 

12. Staff sterilizes instruments according to standards  

    Sterilizer available and used daily 

90.67% 96.77% 86.36% 

13. Health facility clean (No waste and dangerous objects in health facility such as needles 

gloves syringes, gloves-used compresses, etc.) 

98.67% 100.00% 97.73% 

14. Health facility waste is collected in appropriate bins 

    Availability of garbage bin and safety boxes for syringes 

98.67% 100.00% 97.73% 

15. Presence of latrines and separated for men and women in good working condition: door, 

clean  

84.00% 83.87% 84.09% 

16. Clean yard without waste and hazardous materials in yard (check on syringes, needles, 98.67% 100.00% 97.73% 
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vials) 

17. PMTCT service records are disaggregated by: 

a) Total # ANC vs. # of ANC women tested for HIV= 

86.67% 83.87% 88.64% 

18. Mental Health services available  38.67% 51.61% 29.55% 

19. ORT corner with ORS sachets 73.33% 80.65% 68.18% 

Module 2 – Business Plan 43.11%^ 56.45% 33.71% 

1. Business Plan for current period made and accessible (supervisor verifies the current 

business plan) 

21.33%** 38.71% 9.09% 

2. Business plan prepared with key stakeholders (Heads of HF, health committee members 

(if functional) 

21.33%* 35.48% 11.36% 

3. Business Plan contains convincing geographic coverage plan (villages/neighborhood at 

more than one hour by foot) 

22.67%* 38.71% 11.36% 

4. Business plan shows a plan to assure financial accessibility for the population and has a 

convincing strategy (BP shows negotiated rates between HF, committee and community) 

20.00%* 32.26% 11.36% 

5. Record of CHDC meeting minutes  89.33%** 100.00% 81.82% 

6. Record of joint supervision report exist at health facility 84.00% 93.55% 77.27% 

Module 3 – Out-Patient Department 83.33% 87.10% 80.68% 

1. Correct numbering of patients in OPD register 100.00% 100.00% 100.00% 

2. Malaria management protocol available and displayed on wall 76.00% 87.10% 68.18% 

3. Management of uncomplicated malaria following national protocol See the last 5 cases in 

OPD register 

92.00% 96.77% 88.64% 

4. Satisfactory management of severe malaria following national protocol.  See the last 3 

cases in OPD register 

89.33% 93.55% 86.36% 

5. Availability of functional stethoscope & sphygmomanometer  82.00% 93.55% 90.91% 

6. Availability of functional thermometer 88.00%** 77.42% 95.45% 

7. Availability of functional otoscope 45.33% 58.06% 36.36% 

8. Availability of functional scale 84.00% 90.32% 79.55% 

Module 4 - Maternity 81.44%^ 86.35% 77.97% 

1. Emergency services available 24/24 hours (7/ 7 days) 96.00% 93.55% 97.73% 

2. Availability of the partograph  96.00% 100.00% 93.18% 

3. Blood pressure measured during childbirth 

   Completed in the partograph or the admission form 

96.00% 100.00% 93.18% 

4. APGAR systematically taken during childbirth 

   APGAR Scores filled in the of maternity register 

96.00% 100.00% 93.18% 

5. Availability of an instrument to measure height of woman  69.33% 70.97% 68.18% 
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6. Availability of obstetrical stethoscope 84.00%** 96.77% 75.00% 

7. Delivery table in good condition (functional foot pose) 77.33% 87.10% 70.45% 

8. Availability of at least two sterilized delivery boxes (Contains at least one scissor, two 

clamps, one needle holder) 

93.33% 100.00% 88.64% 

9. Availability of functional baby scale 88.00%** 96.77% 81.82% 

10. Availability of expirator (vacuum or manual) 49.33% 45.16% 52.27% 

11. Availability of mosquito nets for ANC 52.00% 51.61% 52.27% 

12. ANC Register available and well filled in  92.00% 96.77% 88.64% 

13. Availability of Pregnant women and Baby cards  69.33%* 83.87% 59.09% 

Module 5 – Finances, Income, Running Costs, Performance Bonus 22.22%^ 34.41% 13.64% 

1.Financial and accounting documents available and well kept 

-Monthly financial/quarterly report available and correctly filled 

-Theoretical balance of cash-book corresponds to liquidity in cash 

20.00% 25.81% 15.91% 

2. Document available to show that monthly calculations of incomes, running cost, 

investments and variable performance subsidies are done. (Representative guarantees 

running cost =basic bonus fixes, purchase drugs and equipment, subcontracts, petty cash for 

small expenditures, social marketing, maintenance and rehabilitation.) 

17.33% 25.81% 11.36% 

3. Representative calculates the performance bonus according to the formula: PB = IM – ER 

(Performance Bonuses = Income of the Month -Running Expenses) 

16.00% 25.81% 9.09% 

4. Basic salaries + performance bonuses do not exceed 60% of total HF performance bonus 

(Supervisors add fixed bonuses performance bonus and government salaries (if applicable) 

and compare them with total HF revenues. Workers get bonus from facility surplus less the 

amount that they receive in bonuses from other sources.)  

25.33%* 41.94% 13.64% 

5. A list of facility staff disaggregated by payment source exists at HF and District, levels.   29.33%* 45.16% 18.18% 

6. Existence of fixed basic salaries and quarterly performance bonus system is known by 

staff: Established basic salaries, established criteria for the performance bonus calculation 

through;  

a) basic performance index,  

b) seniority,  

c) responsibility,  

d) hours additional-minus last hours,  

e) quarterly performance evaluation  

25.33%* 41.94% 13.64% 

Module 6 – Hygiene & Sterilization 72.17% 74.19% 70.74% 

1.Fence health facility available and well maintained (if fence exist = can be closed at night, 

no holes) 

58.67% 61.29% 56.82% 
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2.Incinerator within fence and locked (functional clean incinerator, well-built fence with 

door closed on key) 

77.33% 87.10% 70.45% 

3. Incineration done properly (Use and clean incinerator – 76.00% 77.42% 75.00% 

4.Placenta pit within fence and locked (functional placenta pit with lid, well-built fence with 

door closed on key) 

77.33%** 93.55% 65.91% 

5.Waste pit for non-contaminated objects available (hole of minimum 3 metres depth 

fenced, without infected non decomposable objects) 

76.00% 83.87% 70.45% 

6.Maintenance of the health facility (grass cut, garden/flowers well maintained, no animal 

excrement) 

64.00%* 48.39% 75.00% 

7. Number of hand washing corners with soap and water  100.00% 100.00% 100.00% 

8. Clean and tiled bath and showers with tap water within health facility for use by post-

partum mothers 

48.00% 41.94% 52.27% 

Module 7 - Tuberculosis 36.67% 40.32% 34.09% 

1.Conditions met for DOTS (Nurse trained in DOTS, Laboratory Assistant in screening, 

treatment forms, registers and technical book available  

41.33% 48.39% 36.36% 

2.TB regiment available  32.00% 32.26% 31.82% 

Module 8 – Family Planning 81.94%^ 81.84% 72.27% 

1. FP Register available and well filled in 96.00% 96.77% 95.45% 

2. Oral and injectable contraceptive methods available in quantity (at least 20 oral 

contraceptive cycles and 20 DEPO amp) 

97.33% 100.00% 95.45% 

3. Nurse trained on Implants insertion. 78.67% 80.65% 77.27% 

4. IUD applied in HF and sufficient quantity (at least 5) 32.00% 38.71% 27.27% 

5. Availability of Tiahrt Posters on the wall for counselling 77.33%** 93.55% 65.91% 

Module 9 – Vaccination – Antenatal Care 87.00% 88.71% 85.80% 

1. Availability of all current vaccines in fridge 

a. DPT 

b. Measles 

c. Penta 

d. BCG 

e. Polio 

f. TT 

94.67% 96.77% 93.18% 

2. Regular monitoring of cold chain. 

   Availability of temperature sheets measured 2 x day 

92.00% 96.77% 88.64% 

3. Standard of vaccine storage respected 

Measles and polio vaccine in freezer  

94.67% 96.77% 93.18% 
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- Other vaccines in the refrigerator 

4. Personnel correctly calculates targets for completely vaccinated children (Target 

population x4% /12 X 100%) 

97.33% 100.00% 95.45% 

5. Accurate recording of above five years old vaccines in ledger 30.67% 19.35% 38.64% 

6.  Accurate recording of under one vaccines (in months) in ledger   98.67% 100.00% 97.73% 

7.Child immunization register well maintained 96.00% 100.00% 93.18% 

8. Functional outreach schedule   92.00%** 100.00% 86.36% 

Module 10 – Laboratory 42.67% 44.62% 41.29% 

1. Availability of a functional centrifuge 30.67% 32.26% 29.55% 

2. Availability of a functional microscope – immersion oil – light through mirror or electricity – 

blades – plates 

44.00% 48.39% 40.91% 

3. Availability of GIEMSA 10.67% 6.45% 13.64% 

4. Availability of RDT(50) 80.00%** 93.55% 70.45% 

5. Availability of HIV Test Kits 69.33% 67.74% 70.45% 

6. Stain for TB 21.33% 19.35% 22.73% 

Module 11 – Availability of tracer drugs 80.89%^ 86.56% 76.89% 

1. Amoxicillin caps 250 mg 72.00% 61.29% 79.55% 

2. Artesunate tabs 50 mg - 200 mg (Amodiaquine) 81.33% 83.87% 79.55% 

3. Cotrimoxazole tabs 480 mg  70.67%** 93.55% 54.55% 

4. Iron Foliate tablets  69.33% 80.65% 61.36% 

5. Paracetamol tabs   500 mg 96.00% 100.00% 93.18% 

6. Fansidar 525mg (SP)  96.00% 100.00% 93.18% 

Module 12 – Availability of tracer consumables 89.78% 83.55% 87.12% 

1. Sterile gloves 96.00% 96.77% 95.45% 

2. 5% glucose solution  89.33% 83.87% 93.18% 

3. Availability of drug requisition forms 84.00%** 100.00% 72.73% 

Module 13 – Infrastructure Capacity 43.78% 46.51% 41.86% 

1. Clean running water available 10.67% 12.90% 9.09% 

2. Hand pump on premises 84.00% 93.55% 77.27% 

3. Bore hole (well) on premises 2.67% 0.00% 4.55% 

4. Solar system is on premises and operational 90.67% 96.77% 86.36% 

5. Generator is on premises and operational 40.00% 45.16% 36.36% 

6. Generator is supplied with fuel for operation during working hours 28.00% 25.81% 29.55% 

7. Facility has a mobile phone on premises and operational 49.33% 48.39% 50.00% 

8. Mobile phone network service is available 78.67%** 90.32% 70.45% 
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9. Internet is accessible at the facility 6.67% 9.68% 4.55% 

10. Radio is on premises and operational for calls 30.67% 35.48% 27.27% 

11. Computer is on premises and operational 6.67% 0.00% 11.36% 

12. A normal car can drive into the facility (facility can be accessed by vehicle other than a 

motorcycle)  

97.33% 100.00% 95.45% 

Total 68.37%^ 72.91% 65.11% 

 

Annex VII.F – Output from Facility Evaluation Form, Mean Score by Instrument Item and Facility Type within FARA Counties 

Presented below are the percent of facilities that scored “yes” on that facility, and then the mean percent score for each Module. This table 

presents scores disaggregated by facility type.  * = Pearson’s chi-squared p<0.05 / ** = Fisher’s Exact p<0.05 / ^ = T-test Ha: diff!=0  p<0.05 

 

Question Total 

(n=44) 

FARA 

(n=31) 

Non-FARA 

(n=13) 

Module 1 – General Indicators 87.68% 87.44% 88.26% 

1. Availability of catchment area map and displayed in health facility 100.00% 100.00% 100.00% 

2. Health Facility Operational Plan available and used for implementation  63.64% 61.29% 69.23% 

3. Health facility technical meetings conducted monthly and minutes are available 97.73% 96.77% 100.00% 

4. Strategic Plan for offering 24/7 services for reduction of maternal, new born and child 

mortality exists 

88.64% 87.10% 92.31% 

5. Facility Work plan exists for scaling up WASH activities  59.09% 64.52% 46.15% 

6. Facility offers Youth Friendly Health Services   100.00% 100.00% 100.00% 

7. Facility staff have been trained on YFHS 77.27% 77.42% 76.92% 

8. Standard referral forms are available 100.00% 100.00% 100.00% 

9. Data Quality Assessments conducted by DHT, quarterly 100.00% 100.00% 100.00% 

10. Communication available between the health facility and the next referral hospital 

(telephone, radio) 

75.00% 77.42% 69.23% 

11. Quarterly performance monitoring of staff conducted by NGO/DHT and records exist 

in line with the CSA code   

95.45% 100.00% 84.62% 

12. Staff sterilizes instruments according to standards  

    Sterilizer available and used daily 

97.73% 96.77% 100.00% 

13. Health facility clean (No waste and dangerous objects in health facility such as needles 

gloves syringes, gloves-used compresses, etc.) 

100.00% 100.00% 100.00% 

14. Health facility waste is collected in appropriate bins 

    Availability of garbage bin and safety boxes for syringes 

100.00% 100.00% 100.00% 

15. Presence of latrines and separated for men and women in good working condition: door, 88.64% 83.87% 100.00% 
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clean  

16. Clean yard without waste and hazardous materials in yard (check on syringes, needles, 

vials) 

100.00% 100.00% 100.00% 

17. PMTCT service records are disaggregated by: 

a) Total # ANC vs. # of ANC women tested for HIV= 

86.36% 83.87% 92.31% 

18. Mental Health services available  52.27% 51.61% 53.85% 

19. ORT corner with ORS sachets 84.09% 80.65% 92.31% 

Module 2 – Business Plan 53.41% 56.45% 46.15% 

1. Business Plan for current period made and accessible (supervisor verifies the current 

business plan) 

34.09% 38.71% 23.08% 

2. Business plan prepared with key stakeholders (Heads of HF, health committee members 

(if functional) 

31.82% 35.48% 23.08% 

3. Business Plan contains convincing geographic coverage plan (villages/neighborhood at 

more than one hour by foot) 

34.09% 38.71% 23.08% 

4. Business plan shows a plan to assure financial accessibility for the population and has a 

convincing strategy (BP shows negotiated rates between HF, committee and community) 

29.55% 32.26% 23.08% 

5. Record of CHDC meeting minutes 100.00% 100.00% 100.00% 

6. Record of joint supervision report exist at health facility 90.91% 93.55% 84.62% 

Module 3 – Out-Patient Department 85.80% 87.10% 82.69% 

1. Correct numbering of patients in OPD register 100.00% 100.00% 100.00% 

2. Malaria management protocol available and displayed on wall 81.82% 87.10% 69.23% 

3. Management of uncomplicated malaria following national protocol See the last 5 cases in 

OPD register 

97.73% 96.77% 100.00% 

4. Satisfactory management of severe malaria following national protocol.  See the last 3 

cases in OPD register 

93.18% 93.55% 92.31% 

5. Availability of functional stethoscope & sphygmomanometer  93.18% 93.55% 92.31% 

6. Availability of functional thermometer 79.55% 77.42% 84.62% 

7. Availability of functional otoscope 52.27% 58.06% 38.46% 

8. Availability of functional scale 88.64% 90.32% 84.62% 

Module 4 - Maternity 85.84% 86.35% 84.62% 

1. Emergency services available 24/24 hours (7/ 7 days) 95.45% 93.55% 100.00% 

2. Availability of the partograph  97.73% 100.00% 92.31% 

3. Blood pressure measured during childbirth 

   Completed in the partograph or the admission form 

97.73% 100.00% 92.31% 

4. APGAR systematically taken during childbirth 97.73% 100.00% 92.31% 



88 

 

   APGAR Scores filled in the of maternity register 

5. Availability of an instrument to measure height of woman  63.64% 70.97% 46.15% 

6. Availability of obstetrical stethoscope 95.45% 96.77% 92.31% 

7. Delivery table in good condition (functional foot pose) 84.09% 87.10% 76.92% 

8. Availability of at least two sterilized delivery boxes (Contains at least one scissor, two 

clamps, one needle holder) 

100.00% 100.00% 100.00% 

9. Availability of functional baby scale 93.18% 96.77% 84.62% 

10. Availability of expirator (vacuum or manual) 56.82%** 45.16% 84.62% 

11. Availability of mosquito nets for ANC 52.27% 51.61% 53.85% 

12. ANC Register available and well filled in  97.73% 96.77% 100.00% 

13. Availability of Pregnant women and Baby cards  84.09% 83.87% 84.62% 

Module 5 – Finances, Income, Running Costs, Performance Bonus 34.47% 34.41% 34.62% 

1.Financial and accounting documents available and well kept 

-Monthly financial/quarterly report available and correctly filled 

-Theoretical balance of cash-book corresponds to liquidity in cash 

27.27% 25.81% 30.77% 

2. Document available to show that monthly calculations of incomes, running cost, 

investments and variable performance subsidies are done. (Representative guarantees 

running cost =basic bonus fixes, purchase drugs and equipment, subcontracts, petty cash for 

small expenditures, social marketing, maintenance and rehabilitation.) 

27.27% 25.81% 30.77% 

3. Representative calculates the performance bonus according to the formula: PB = IM – ER 

(Performance Bonuses = Income of the Month -Running Expenses) 

27.27% 25.81% 30.77% 

4.Basic salaries + performance bonuses do not exceed 60% of total HF performance bonus 

(Supervisors add fixed bonuses performance bonus and government salaries (if applicable) 

and compare them with total HF revenues. Workers get bonus from facility surplus less the 

amount that they receive in bonuses from other sources.)  

40.91% 41.94% 38.46% 

5. A list of facility staff disaggregated by payment source exists at HF and District, levels.   43.18% 45.16% 38.46% 

6. Existence of fixed basic salaries and quarterly performance bonus system is known by 

staff: Established basic salaries, established criteria for the performance bonus calculation 

through;  

a) basic performance index,  

b) seniority,  

c) responsibility,  

d) hours additional-minus last hours,  

e) quarterly performance evaluation  

40.91% 41.94% 38.46% 

Module 6 – Hygiene & Sterilization 74.72% 74.19% 75.96% 
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1.Fence health facility available and well maintained (if fence exist = can be closed at night, 

no holes) 

65.91% 61.29% 76.92% 

2.Incinerator within fence and locked (functional clean incinerator, well-built fence with 

door closed on key) 

84.09% 87.10% 76.92% 

3. Incineration done properly (Use and clean incinerator – 77.27% 77.42% 76.92% 

4.Placenta pit within fence and locked (functional placenta pit with lid, well-built fence with 

door closed on key) 

95.45% 93.55% 100.00% 

5.Waste pit for non-contaminated objects available (hole of minimum 3 metres depth 

fenced, without infected non decomposable objects) 

84.09% 83.87% 84.62% 

6.Maintenance of the health facility (grass cut, garden/flowers well maintained, no animal 

excrement) 

50.00% 48.39% 53.85% 

7. Number of hand washing corners with soap and water  100.00% 100.00% 100.00% 

8. Clean and tiled bath and showers with tap water within health facility for use by post-

partum mothers 

40.91% 41.94% 38.46% 

Module 7 - Tuberculosis 35.23% 40.32% 23.08% 

1.Conditions met for DOTS (Nurse trained in DOTS, Laboratory Assistant in screening, 

treatment forms, registers and technical book available  

40.91% 48.39% 23.08% 

2.TB regiment available  29.55% 32.26% 23.08% 

Module 8 – Family Planning 81.36% 81.94% 80.00% 

1. FP Register available and well filled in 97.73% 96.77% 100.00% 

2. Oral and injectable contraceptive methods available in quantity (at least 20 oral 

contraceptive cycles and 20 DEPO amp) 

100.00% 100.00% 100.00% 

3. Nurse trained on Implants insertion. 81.82% 80.65% 84.62% 

4. IUD applied in HF and sufficient quantity (at least 5) 38.64% 38.71% 38.46% 

5. Availability of Tiahrt Posters on the wall for counselling 88.64% 93.55% 76.95% 

Module 9 – Vaccination – Antenatal Care 88.35% 88.71% 87.5% 

1. Availability of all current vaccines in fridge 

a. DPT 

b. Measles 

c. Penta 

d. BCG 

e. Polio 

f. TT 

97.73% 96.77% 100.00% 

2. Regular monitoring of cold chain. 

   Availability of temperature sheets measured 2 x day 

97.73% 96.77% 100.00% 
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3. Standard of vaccine storage respected 

Measles and polio vaccine in freezer  

- Other vaccines in the refrigerator 

97.73% 96.77% 100.00% 

4. Personnel correctly calculates targets for completely vaccinated children (Target 

population x4% /12 X 100%) 

100.00% 100.00% 100.00% 

5. Accurate recording of above five years old vaccines in ledger 13.64% 19.35% 0.00% 

6.  Accurate recording of under one vaccines (in months) in ledger   100.00% 100.00% 100.00% 

7.Child immunization register well maintained 100.00% 100.00% 100.00% 

8. Functional outreach schedule   100.00% 100.00% 100.00% 

Module 10 – Laboratory 44.70% 44.62% 44.87% 

1. Availability of a functional centrifuge 34.09% 32.26% 38.46% 

2. Availability of a functional microscope – immersion oil – light through mirror or electricity – 

blades – plates 

47.73% 48.39% 46.15% 

3. Availability of GIEMSA 11.36% 6.45% 23.08% 

4. Availability of RDT(50) 90.91% 93.55% 84.62% 

5. Availability of HIV Test Kits 65.91% 67.74% 61.54% 

6. Stain for TB 18.18% 19.35% 15.38% 

Module 11 – Availability of tracer drugs 85.23% 86.56% 82.05% 

1. Amoxicillin caps 250 mg 68.18% 61.29% 84.62% 

2. Artesunate tabs 50 mg - 200 mg (Amodiaquine) 86.36% 83.87% 92.31% 

3. Cotrimoxazole tabs 480 mg  88.64% 93.55% 76.92% 

4. Iron Foliate tablets  77.27% 80.65% 69.23% 

5. Paracetamol tabs   500 mg 95.45% 100.00% 84.62% 

6. Fansidar 525mg (SP)  95.45% 100.00% 84.62% 

Module 12 – Availability of tracer consumables 91.67% 93.55% 87.18% 

1. Sterile gloves 95.45% 96.77% 92.31% 

2. 5% glucose solution  81.82% 83.87% 76.92% 

3. Availability of drug requisition forms 97.73% 100.00% 92.31% 

Module 13 – Infrastructure Capacity 43.56%^ 46.51% 36.54% 

1. Clean running water available 9.09% 12.90% 0.00% 

2. Hand pump on premises 88.64% 93.55% 76.92% 

3. Bore hole (well) on premises 2.27% 0.00% 7.69% 

4. Solar system is on premises and operational 95.45% 96.77% 92.31% 

5. Generator is on premises and operational 36.36% 45.16% 15.38% 

6. Generator is supplied with fuel for operation during working hours 20.45% 25.81% 7.69% 
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7. Facility has a mobile phone on premises and operational 47.73% 48.39% 46.15% 

8. Mobile phone network service is available 81.82% 90.32% 61.54% 

9. Internet is accessible at the facility 6.82% 9.68% 0.00% 

10. Radio is on premises and operational for calls 36.36% 35.48% 38.46% 

11. Computer is on premises and operational 0.00% 0.00% 0.00% 

12. A normal car can drive into the facility (facility can be accessed by vehicle other than a 

motorcycle)  

   

Total 72.10% 72.99% 69.98% 

 

Annex VII.G – Output from Facility Evaluation Form, Mean Score by Instrument Item and Facility Location 

Presented below are the percent of facilities that scored “yes” on that facility, and then the mean percent score for each Module. This table 

presents scores disaggregated by location. * = Pearson’s chi-squared p<0.05 / ** = Fisher’s Exact p<0.05 / ^ = ANOVA  p<0.05 

 

Question Total 

(N=75) 

Bomi 

(n=11) 

Bong 

(n=14) 

Gbarpol

u 

(n=10) 

Grand 

Cape 

Mount 

(n=10) 

Lofa 

(n=15) 

Nimba 

(n=15) 

Module 1 – General Indicators 83.79%^ 74.64% 87.59% 79.47% 81.05% 86.32% 89.12% 

1. Availability of catchment area map and displayed in health 

facility 

93.33%** 72.73% 100.00% 90.00% 90.00% 100.00% 100.00% 

2. Health Facility Operational Plan available and used for 

implementation  

50.67% 36.36% 57.14% 50.00% 10.00% 66.67% 66.67% 

3. Health facility technical meetings conducted monthly and 

minutes are available 

94.67% 90.91% 100.00% 100.00% 80.00% 100.00% 93.33% 

4. Strategic Plan for offering 24/7 services for reduction of 

maternal, new born and child mortality exists 

84.00%** 45.45% 100.00% 90.00% 100.00% 93.33% 73.33% 

5. Facility Work plan exists for scaling up WASH activities  44.00%* 27.27% 71.43% 20.00% 20.00% 26.67% 80.00% 

6. Facility offers Youth Friendly Health Services   98.67% 90.91% 100.00% 100.00% 100.00% 100.00% 100.00% 

7. Facility staff have been trained on YFHS 81.33% 81.82% 85.71% 80.00% 100.00% 60.00% 86.67% 

8. Standard referral forms are available 98.67% 90.91% 100.00% 100.00% 100.00% 100.00% 100.00% 

9. Data Quality Assessments conducted by DHT, quarterly 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

10. Communication available between the health facility and the 

next referral hospital (telephone, radio) 

84.00%** 90.91% 50.00% 100.00% 100.00% 93.33% 80.00% 

11. Quarterly performance monitoring of staff conducted by 

NGO/DHT and records exist in line with the CSA code   

93.33% 81.82% 100.00% 90.005 100.00% 100.00% 86.67% 
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12. Staff sterilizes instruments according to standards  

    Sterilizer available and used daily 

90.67% 90.91% 100.00% 80.00% 70.00% 100.00% 93.33% 

13. Health facility clean (No waste and dangerous objects in 

health facility such as needles gloves syringes, gloves-used 

compresses, etc.) 

98.67% 100.00% 100.00% 90.00% 100.00% 100.00% 100.00% 

14. Health facility waste is collected in appropriate bins 

    Availability of garbage bin and safety boxes for syringes 

98.67% 100.00% 100.00% 90.00% 100.00% 100.00% 100.00% 

15. Presence of latrines and separated for men and women in 

good working condition: door, clean  

84.00% 90.91% 85.71% 50.00% 90.00% 93.33% 86.67% 

16. Clean yard without waste and hazardous materials in yard 

(check on syringes, needles, vials) 

98.67% 90.91% 100.00% 100.00% 100.00% 100.00% 100.00% 

17. PMTCT service records are disaggregated by: 

a) Total # ANC vs. # of ANC women tested for HIV= 

86.67%** 81.82% 100.00% 80.00% 100.00% 60.00% 100.00% 

18. Mental Health services available  38.67%** 9.09% 35.71% 30.00% 20.00% 60.00% 60.00% 

19. ORT corner with ORS sachets 73.33% 45.45% 78.57% 70.00% 60.00% 86.67% 86.67% 

Module 2 – Business Plan 43.11%^ 28.79% 48.81% 23.33% 33.33% 67.78% 43.33% 

1. Business Plan for current period made and accessible 

(supervisor verifies the current business plan) 

21.33%** 9.09% 28.57% 0.00% 0.00% 53.33% 20.00% 

2. Business plan prepared with key stakeholders (Heads of HF, 

health committee members (if functional) 

21.33%** 9.09% 21.43% 0.00% 10.00% 53.33% 20.00% 

3. Business Plan contains convincing geographic coverage plan 

(villages/neighborhood at more than one hour by foot) 

22.67%** 9.09% 28.57% 0.00% 10.00% 53.33% 20.00% 

4. Business plan shows a plan to assure financial accessibility for 

the population and has a convincing strategy (BP shows 

negotiated rates between HF, committee and community) 

20.00%** 9.09% 14.29% 0.00% 10.00% 53.33% 20.00% 

5. Record of CHDC meeting minutes  89.33%** 63.64% 100.00% 80.005 80.00% 100.00% 100.00% 

6. Record of joint supervision report exist at health facility 84.00% 72.73% 100.00% 60.00% 90.00% 93.33% 80.00% 

Module 3 – Out-Patient Department 83.33%^ 76.14% 83.04% 75.00% 88.75% 91.67% 82.50% 

1. Correct numbering of patients in OPD register 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

2. Malaria management protocol available and displayed on wall 76.00% 72.73% 85.71% 50.00% 80.00% 86.675 73.33% 

3. Management of uncomplicated malaria following national 

protocol See the last 5 cases in OPD register 

92.00%** 81.82% 100.00% 70.00% 100.005 100.00% 93.33% 

4. Satisfactory management of severe malaria following national 

protocol.  See the last 3 cases in OPD register 

89.33% 81.82% 85.71% 70.00% 100.00% 100.00% 93.33% 

5. Availability of functional stethoscope & sphygmomanometer  92.00% 81.825 100.00% 90.00% 100.00% 100.00% 80.00% 
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6. Availability of functional thermometer 88.00%** 100.005 64.29% 100.00% 100.00% 93.33% 80.00% 

7. Availability of functional otoscope 45.33% 27.27% 28.57% 40.00% 40.00% 66.67% 60.00% 

8. Availability of functional scale 84.00% 63.64% 100.00% 80.00% 90.00% 86.67% 80.00% 

Module 4 - Maternity 81.44%^ 71.33% 90.66% 75.38% 79.23% 89.74% 77.44% 

1. Emergency services available 24/24 hours (7/ 7 days) 96.00% 90.91% 100.00% 100.00% 100.00% 93.33% 93.33% 

2. Availability of the partograph  96.00% 90.91% 100.00% 90.00% 100.00% 100.00% 93.33% 

3. Blood pressure measured during childbirth 

   Completed in the partograph or the admission form 

96.00% 90.91% 100.00% 90.00% 100.00% 100.00% 93.33% 

4. APGAR systematically taken during childbirth 

   APGAR Scores filled in the of maternity register 

96.00% 90.91% 100.005 90.005 100.00% 100.00% 93.335 

5. Availability of an instrument to measure height of woman  69.33%** 45.45% 50.00% 90.00% 100.00% 86.67% 53.33% 

6. Availability of obstetrical stethoscope 84.00%** 81.82% 100.00% 80.00% 40.00% 100.00% 86.67% 

7. Delivery table in good condition (functional foot pose) 77.33%** 63.64% 100.00% 70.005 70.00% 100.00% 53.33% 

8. Availability of at least two sterilized delivery boxes (Contains 

at least one scissor, two clamps, one needle holder) 

93.33%** 81.82% 100.00% 70.00% 100.00% 100.00% 100.00% 

9. Availability of functional baby scale 88.00% 72.73% 100.00% 80.00% 90.00% 80.00% 100.00% 

10. Availability of expirator (vacuum or manual) 49.33% 27.27% 64.29% 30.00% 60.00% 53.33% 53.33% 

11. Availability of mosquito nets for ANC 52.00% 36.36% 71.43% 70.00% 50.00% 53.33% 33.33% 

12. ANC Register available and well filled in  92.00% 90.91% 100.00% 90.00% 70.00% 100.00% 93.33% 

13. Availability of Pregnant women and Baby cards  69.33%** 63.64% 92.86% 30.00% 50.005 100.00% 60.00% 

Module 5 – Finances, Income, Running Costs, 

Performance Bonus 

22.22%^ 9.09% 32.14% 3.33% 1.67% 66.67% 4.44% 

1.Financial and accounting documents available and well kept 

-Monthly financial/quarterly report available and correctly filled 

-Theoretical balance of cash-book corresponds to liquidity in 

cash 

20.00%** 9.09% 28.57% 10.00% 10.00% 53.33% 0.00% 

2. Document available to show that monthly calculations of 

incomes, running cost, investments and variable performance 

subsidies are done. (Representative guarantees running cost 

=basic bonus fixes, purchase drugs and equipment, 

subcontracts, petty cash for small expenditures, social 

marketing, maintenance and rehabilitation.) 

17.33%** 9.09% 28.57% 0.00% 0.00% 53.33% 0.00% 

3. Representative calculates the performance bonus according 

to the formula: PB = IM – ER (Performance Bonuses = Income 

of the Month -Running Expenses) 

16.00%** 0.00% 28.57% 0.00% 0.00% 53.33% 0.00% 
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4.Basic salaries + performance bonuses do not exceed 60% of 

total HF performance bonus (Supervisors add fixed bonuses 

performance bonus and government salaries (if applicable) and 

compare them with total HF revenues. Workers get bonus 

from facility surplus less the amount that they receive in 

bonuses from other sources.)  

25.33%** 9.09% 35.715 0.00% 0.00% 80.00% 6.67% 

5. A list of facility staff disaggregated by payment source exists 

at HF and District, levels.   

29.33%** 18.18% 35.71% 10.00% 0.00% 80.00% 13.33% 

6. Existence of fixed basic salaries and quarterly performance 

bonus system is known by staff: Established basic salaries, 

established criteria for the performance bonus calculation 

through;  

a) basic performance index,  

b) seniority,  

c) responsibility,  

d) hours additional-minus last hours,  

e) quarterly performance evaluation  

25.33%** 9.09% 35.71% 0.00% 0.00% 80.00% 6.67% 

Module 6 – Hygiene & Sterilization 72.17%^ 76.14% 73.21% 56.25% 72.50% 57.50% 63.33% 

1.Fence health facility available and well maintained (if fence 

exist = can be closed at night, no holes) 

58.67%** 63.64% 64.29% 10.005 70.00% 93.33% 40.00% 

2.Incinerator within fence and locked (functional clean 

incinerator, well-built fence with door closed on key) 

77.33% 81.82% 85.71% 70.00% 50.005 80.00% 86.67% 

3. Incineration done properly (Use and clean incinerator – 76.00% 90.91% 78.57% 80.00% 50.00% 80.00% 73.33% 

4.Placenta pit within fence and locked (functional placenta pit 

with lid, well-built fence with door closed on key) 

77.33%** 72.73% 100.00% 30.00% 50.00% 93.33% 93.33% 

5.Waste pit for non-contaminated objects available (hole of 

minimum 3 metres depth fenced, without infected non 

decomposable objects) 

76.00% 63.64% 92.86% 60.00% 70.00% 80.00% 80.00% 

6.Maintenance of the health facility (grass cut, garden/flowers 

well maintained, no animal excrement) 

64.00%** 90.91% 35.715 70.005 90.005 93.33% 20.00% 

7. Number of hand washing corners with soap and water  100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

8. Clean and tiled bath and showers with tap water within 

health facility for use by post-partum mothers 

48.00%** 45.45% 28.57% 30.00% 100.00% 80.00% 13.33% 

Module 7 - Tuberculosis 36.67% 36.36% 57.14% 30.00% 50.00% 20.00% 30.00% 
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1.Conditions met for DOTS (Nurse trained in DOTS, 

Laboratory Assistant in screening, treatment forms, registers 

and technical book available  

41.33%** 45.45% 78.57% 30.005 50.005 20.00% 26.67% 

2.TB regiment available  32.00% 27.27% 35.71% 30.00% 50.005 20.00% 33.33% 

Module 8 – Family Planning 76.27%^ 69.09% 81.43% 64.00% 74.00% 85.33% 77.33% 

1. FP Register available and well filled in 96.00% 90.91% 100.00% 90.00% 100.00% 100.00% 93.33% 

2. Oral and injectable contraceptive methods available in 

quantity (at least 20 oral contraceptive cycles and 20 DEPO amp) 

97.33% 90.91% 100.00% 90.00% 100.00% 100.00% 100.00% 

3. Nurse trained on Implants insertion. 78.67% 63.64% 78.57% 70.00% 90.00% 73.33% 93.33% 

4. IUD applied in HF and sufficient quantity (at least 5) 32.00%** 36.36% 50.005 30.00% 0.00% 60.00% 6.67% 

5. Availability of Tiahrt Posters on the wall for counselling 77.33%** 63.64% 78.57% 40.00% 80.00% 93.335 93.33% 

Module 9 – Vaccination – Antenatal Care 87.00% 84.09% 84.82% 85.00% 86.25% 90.83% 89.17% 

1. Availability of all current vaccines in fridge 

a. DPT 

b. Measles 

c. Penta 

d. BCG 

e. Polio 

f. TT 

94.67% 81.82% 92.86% 90.00% 100.00% 100.00% 100.00% 

2. Regular monitoring of cold chain. 

   Availability of temperature sheets measured 2 x day 

92.00%** 72.73% 92.86% 80.00% 100.00% 100.00% 100.00% 

3. Standard of vaccine storage respected 

Measles and polio vaccine in freezer  

- Other vaccines in the refrigerator 

94.67% 81.82% 92.86% 90.00% 100.00% 100.00% 100.00% 

4. Personnel correctly calculates targets for completely 

vaccinated children (Target population x4% /12 X 100%) 

97.33% 90.91% 100.00% 90.00% 100.00% 100.00% 100.00% 

5. Accurate recording of above five years old vaccines in ledger 30.67%** 54.55% 0.00% 60.00% 50.00% 26.67% 13.33% 

6.  Accurate recording of under one vaccines (in months) in 

ledger   

98.67% 100.00% 100.00% 90.005 100.00% 100.00% 100.00% 

7.Child immunization register well maintained 96.00% 100.00% 100.00% 90.00% 80.00% 100.00% 100.00% 

8. Functional outreach schedule   92.00%** 90.91% 100.00% 90.00% 60.00% 100.00% 100.00% 

Module 10 – Laboratory 42.67% 48.48% 38.10% 31.67% 38.33% 37.78% 57.78% 

1. Availability of a functional centrifuge 30.67% 36.36% 14.29% 10.00% 30.00% 26.67% 60.00% 

2. Availability of a functional microscope – immersion oil – light 

through mirror or electricity – blades – plates 

44.00%** 36.36% 21.43% 30.005 50.00% 40.00% 80.00% 
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3. Availability of GIEMSA 10.67% 9.09% 0.00% 10.00% 10.00% 26.67% 6.67% 

4. Availability of RDT(50) 80.00%** 81.82% 100.00% 90.00% 20.00% 86.67% 86.67% 

5. Availability of HIV Test Kits 69.33%** 100.00% 78.57% 30.00% 90.00% 40.00% 80.00% 

6. Stain for TB 21.33% 27.27% 14.29% 20.00% 30.00% 6.67% 33.33% 

Module 11 – Availability of tracer drugs 80.89%^ 66.67% 75.00% 85.00% 73.33% 95.56% 84.44% 

1. Amoxicillin caps 250 mg 72.00%** 63.64% 35.715 90.00% 80.00% 93.33% 73.33% 

2. Artesunate tabs 50 mg - 200 mg (Amodiaquine) 81.33%** 54.55% 100.00% 70.00% 100.00% 100.00% 60.00% 

3. Cotrimoxazole tabs 480 mg  70.67%** 45.45% 85.71% 70.00% 20.00% 86.67% 93.33% 

4. Iron Foliate tablets  69.33%** 54.555 50.00% 80.00% 40.00% 93.33% 86.67% 

5. Paracetamol tabs   500 mg 96.00% 90.91% 85.71% 100.00% 100.00% 100.00% 100.00% 

6. Fansidar 525mg (SP)  96.00% 90.91% 92.86% 100.00% 100.00% 100.00% 93.33% 

Module 12 – Availability of tracer consumables 89.78% 87.88% 97.62% 93.33% 80.00% 91.11% 86.67% 

1. Sterile gloves 96.00% 90.91% 100.00% 100.00% 100.00% 100.00% 86.67% 

2. 5% glucose solution  89.33% 100.00% 92.86% 100.00% 100.00% 80.00% 73.33% 

3. Availability of drug requisition forms 84.00% 72.73% 100.00% 80.00% 40.00% 93.33% 100.00% 

Module 13 – Infrastructure Capacity 43.78% 46.97% 41.67% 37.50% 47.50% 46.11% 42.78% 

1. Clean running water available 10.67% 18.18% 14.29% 10.00% 10.00% 0.00% 13.33% 

2. Hand pump on premises 84.00%** 90.91% 85.71% 50.00% 90.00% 80.00% 100.00% 

3. Borehole (well) on premises 2.67% 0.00% 0.00% 10.00% 0.00% 0.00% 6.67% 

4. Solar system is on premises and operational 90.67% 72.73% 100.00% 80.00% 100.00% 93.33% 93.33% 

5. Generator is on premises and operational 40.00% 54.55% 42.86% 30.00% 50.00% 53.33% 13.33% 

6. Generator is supplied with fuel for operation during working 

hours 

28.00% 36.36% 21.43% 30.00% 50.00% 26.67% 13.33% 

7. Facility has a mobile phone on premises and operational 49.33% 54.55% 28.57% 70.00% 30.00% 46.67% 66.67% 

8. Mobile phone network service is available 78.67%** 100.00% 85.71% 40.00% 80.00% 73.33% 86.67% 

9. Internet is accessible at the facility 6.67% 9.09% 21.43% 0.00% 10.00% 0.00% 0.00% 

10. Radio is on premises and operational for calls 30.67%** 18.18% 0.00% 20.00% 30.00% 80.00% 26.67% 

11. Computer is on premises and operational 6.67% 18.18% 0.00% 10.00% 20.00% 0.00% 0.00% 

12. A normal car can drive into the facility (facility can be 

accessed by vehicle other than a motorcycle)  

97.33% 90.91% 100.00% 100.00% 100.00% 100.00% 93.33% 

Total 68.37% 62.75% 71.08% 60.69% 65.78% 77.12% 68.04% 

 

 

 



97 

 

Annex VII.H – Analysis of Differences in Performance on Facility Evaluation by Sets of Facility Type and Location 

While this study was not designed to quantify causal or confounding mechanisms with respect to facility performance, the data do allow for 

further investigation into the relationship between facility categorization (i.e., facility in a FARA county or a FARA facility) and facility 

performance. The question that arises is to what extent observed differences between facility performance were driven by location in a county 

where FARA is active, as opposed to the receipt of support from FARA directly by the facilities. That is, is the difference between the 

performance on the average facility in a FARA county versus a non-FARA counties greater or less than the difference between the performance 

of the average FARA facility versus a non-FARA facility. The comparison of differences could provide some indication of the extent to which 

differences are driven by the county context within which the facility operates, or direct FARA support to the facility. The evidence suggests that 

differences in performance are patterned within a set (e.g., FARA facility vs. non-FARA facility), but not necessarily across sets. That is, the 

comparison of differences is inconclusive.  

Differences in mean performance levels are present across the two sets, but not in a consistent or substantive manner, ranging from -9.71% to 

8.86% depending on the evaluation category. Furthermore, in every evaluation category the confidence interval of mean differences for each set 

overlaps across sets. This overlap means that any observed differences are statistically the same as zero. That is, both FARA counties and FARA 

facilities may perform better than non-FARA counties and non-FARA facilities, at a rate that is the same. The true means and therefore the true 

difference in performance levels across sets cannot be determined from these data.  

Evaluation category 

All numbers are percentages, except for 
p-values 

Facility 

categorization 
dimension 

Non-FARA 

Mean Score 

FARA Mean 

Score 

P-value 95% Confidence 

interval – Non-FARA 
score 

95% Confidence 

interval – FARA 
score 

95% C.I. 

Mean 
Difference  

General indicators Facility  81.22 87.44 0.0146 77.53-84.91 84.54-90.33 1.26-11.17 

County 78.27 87.68 0.0001 73.76-82.77 85.24-90.12 4.74-14.08 

Business plan Facility  33.71 56.45 0.0011 26.02-41.40 44.46-68.44 9.39-36.09 

County 28.50 53.41 0.0003 20.89-36.10 45.60-63.22 11.78-38.05 

Out-patient department Facility  80.68 87.10 0.0601 76.47-84.80 81.61-92.58 -0.28-13.11 

County 79.84 85.80 0.0814 74.59-85.09 81.41-90.18 -0.76-12.67 

Maternity Facility  77.97 86.35 0.0222 72.43-83.51 82.80-89.90 1.23-15.53 

County 75.19 85.94 0.0033 67.99-82.39 82.65-89.03 3.67-17.63 

Finances, income, running costs, 

performance bonus 

Facility  13.64 34.41 0.0147 4.88-22.40 18.55-50.27 4.20-37.34 

County 4.84 34.47 0.0004 ~0.00-9.88 21.52-47.42 13.81-45.45 

Hygiene and sterilization Facility  70.74 74.19 0.4931 63.88-77.59 67.00-81.39 -6.54-13.45 

County 68.55 74.72 0.2195 59.39-77.71 69.19-80.24 -3.76-16.09 

Tuberculosis Facility  34.09 40.32 0.5608 20.27-47.91 23.63-57.01 -15.02-27.48 

County 38.71 35.23 0.7453 21.18-56.24 21.88-48.58 -24.77-17.80 

Family planning Facility  72.27 81.94 0.0142 66.68-77.87 77.16-86.71 1.99-17.33 

County 69.03 81.36 0.0015 61.74-76.33 77.56-85.16 4.87-19.79 

Vaccination – Antenatal care Facility  85.80 88.71 0.4118 80.26-91.33 85.50-91.92 -4.12-9.95 

County 85.08 88.35 0.3565 77.10-93.06 86.12-90.58 -3.76-10.30 

Laboratory Facility  41.29 44.62 0.5796 33.30-49.28 35.64-43.61 -8.61-15.28 

County 39.78 44.70 0.4141 30.23-49.34 37.07-52.33 -7.01-16.83 
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Availability of tracer drugs Facility  76.89 86.56 0.0392 70.41-83.38 80.36-92.76 0.49-18.84 

County 74.73 85.23 0.0248 68.06-81.40 79.04-91.43 1.37-19.62 

Availability of tracer consumables Facility  87.12 93.55 0.0952 81.67-92.57 88.64-98.46 -1.15-14.00 

County 87.10 91.67 0.2377 81.04-93.15 86.72-96.61 -3.08-12.29 

Infrastructure capacity Facility  41.86 46.51 0.1885 36.54-47.17 42.74-50.27 -2.33-11.63 

County 44.09 43.56 0.8825 37.15-51.02 39.98-47.14 -7.59-6.54 
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Annex VIII – Scope of Work  
Background 

Liberia Strategic Analysis (LSA) is funded by USAID/Liberia and implemented by Social Impact Inc. Its 

purpose is to provide the USAID/Liberia Mission with analytical and advisory services in support of 

strategic planning, project and activity design, performance monitoring and evaluation, and learning and 

adapting to contextual changes and implementation challenges in Liberia. 

LSA is conducting an evaluation of the Liberian Health Sector Fixed Amount Reimbursement Agreement 

1.0 (FARA 1.0), signed on September 16, 2011, by USAID and the Government of Liberia (GOL). Under 

FARA 1.0, USAID reimbursed GOL for activities that supported the successful implementation of 

Liberia’s 2011-2012 National Health Plan and Social Welfare and Policy.  

FARA 1.0 reimbursed technical assistance to the Ministry of Health (MOH) for the procurement and 

management of contracts for services, goods, and works, including performance-based contracts (PBCs) 

with non-governmental organizations (NGOs) for the implementation of the Essential Package of Health 

Services (EPHS), pharmaceuticals, and other distributions. FARA also supported up to 20 technical and 

management consultants to work within MOH. These consultants provided technical, organizational, 

logistics, and equipment support to complement the capacity building work of other concurrent USAID-

funded activities, including USAID Rebuilding Basic Health Services (RBHS), among others. For the SOW 

of FARA 1.0, please see Annex A: FARA 1.0 Program Description. 

Objective 

As part of its evaluation of FARA 1.0, LSA intends to procure a single assessment measuring: the 

capacity of MOH and County Health Teams (CHTs) in Bong, Lofa, and Nimba; and the quality of service 

provision at health facilities in Bomi, Bong, Gbarpolu, Grand Cape Mount, Grand Bassa, Lofa, Margibi, 

Montserrado, and Nimba counties. 

The objective of the assessment is to determine to what extent the support of FARA 1.0 affected the 

capacity of MOH and CHTs and to what extent the support of FARA 1.0 affected the quality of service 

provision at health facilities. 

The assessment should address the following research questions: 

1. What is the current level of capacity of MOH and CHTs in six key areas: (1) delivering essential 

health services, (2) the health workforce, (3) health information systems, (4) access to essential 

medicines, (5) health systems financing, and (6) governance and leadership? What are strengths 

and weakness? 

2. How do current levels of capacity compare to prior capacity assessments conducted by RBHS in 

2012 and 2014? For more information, please see the Methodology Section below. 

3. Did the support provided through FARA 1.0 contribute to building the capacity of MOH and 

CHTs? If yes, how and to what extent? 

4. What health outputs can be attributed to FARA’s capacity building process? 

5. Were the underlying health systems – as identified in the Public Financial Management Risk 

Assessment Framework (PFMRAF) and Risk Mitigation Plan -- in the health sector strengthened 

as a result of the FARA?  

6. What is the level of health care service provision at health facilities in Bomi, Bong, Gbarpolu, 

Grand Cape Mount, Grand Bassa, Lofa, Margibi, Montserrado, and Nimba counties? 
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7. How do current levels of health care service delivery compare to a prior health facility 

assessment conducted by USAID and MOH in 2011? For more information, please see the 

Methodology Section below. 

8. Did the support provided through FARA 1.0 contribute to building capacity and increasing 

service quality at the health facilities supported through PBC? If yes, how and to what extent? 

9. What infrastructure gaps exist at health facilities in terms of transportation, energy and power, 

water and sanitation, and ICT on the achieving the minimum level of health care service? 

10. How do existing infrastructure constraints impact health care service provision? 

11. What are the prospective solutions to address existing infrastructure gaps? 

 

Methodology 

Social Impact and LSA expect the offeror to propose a methodology to address the research questions 

in the Objectives Section above. Necessary components to this methodology should include: 

• To assess the capacity of the MOH and CHTs in Bong, Lofa, and Nimba, the offeror should re-

administer to the extent possible, and adapt any outdated methods and instruments, a capacity 

building assessment conducted by the USAID RBHS with the MOH and CHTs in 2012 and 2014. 

For more information, please see Annex B: Baseline Capacity Assessments of Central MOH, 

Bong County, Lofa County, and Nimba County from June 2012; and Annex C: Endline Capacity 

Assessment of MOH and FARA Counties from June 2014. To the extent possible, the offeror 

should re-apply the RBHS approach from 2012 and 2014, re-validating the instruments with the 

MOH and CHTs, and re-conducting the assessment with orientations and workshops with the 

MOH and CHTs. 

 

• To assess the quality of service provision at health facilities in the counties mentioned in the 

Objective Section, the offeror should re-administer to the extent possible, and adapt any 

outdated methods and instruments, the 2011 USAID and MOH quality survey of health facilities. 

For more information, please see Annex D: PBF Questionnaire Survey: Quality Survey Health 

Facilities (the questionnaire developed by USAID and MOH for this survey). The offeror should 

re-apply this questionnaire, updating it where necessary and expanding it to better assess 

infrastructure constraints in transportation, energy and electric power, information and 

communications technology, and water and sanitation at the health facilities. 
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Research Questions and Guidance on Methodologies 

Research Questions Guidance on 

Methodologies 

Relevant 

Annexes 

Potential 

Analysis 

1. What is the current level 

of capacity of MOH and 

CHTs in six key areas: (1) 

delivering essential health 

services, (2) the health 

workforce, (3) health 

information systems, (4) 

access to essential 

medicines, (5) health 

systems financing, and (6) 

governance and 

leadership? What are 

strengths and weakness? 

2. How do current levels of 

capacity compare to 

prior capacity 

assessments conducted 

by RBHS in 2012 and 

2014? For more 

information, please see 

the Methodology Section 

below. 

3. Did the support provided 

through FARA 1.0 

contribute to building the 

capacity of MOH and 

CHTs? If yes, how and to 

what extent? 

4. What health outputs can 

be attributed to FARA’s 

capacity building process? 

5. Were the underlying 

health systems – as 

identified in the Public 

Financial Management 

Risk Assessment 

Framework (PFMRAF) 

and Risk Mitigation Plan -

- in the health sector 

strengthened as a result 

of the FARA?  

 

To assess the capacity of the 

MOH and CHTs in Bong, 

Lofa, and Nimba, the offeror 

should re-administer to the 

extent possible, and adapt 

any outdated methods and 

instruments, a capacity 

building assessment 

conducted by the USAID 

RBHS with the MOH and 

CHTs in 2012 and 2014. To 

the extent possible, the 

offeror should re-apply the 

RBHS approach from 2012 

and 2014, re-validating the 

instruments with the MOH 

and CHTs, and re-conducting 

the assessment with 

orientations and workshops 

with the MOH and CHTs. 

For more 

information, 

please see Annex 

B: Baseline 

Capacity 

Assessments of 

Central MOH, 

Bong County, 

Lofa County, and 

Nimba County 

from June 2012; 

and Annex C: 

Endline Capacity 

Assessment of 

MOH and FARA 

Counties from 

June 2014. 

The offeror 

should consider 

longitudinal 

analysis of results 

from the capacity 

assessment in 

2012, 2014, and 

now 2016. 

 

The offeror 

should decide 

what other types 

of analysis would 

be possible, 

including 

potentially 

comparing a test 

group of CHTs in 

Bong, Lofa, and 

Nimba exposed 

to FARA to 

CHTs in counties 

where FARA did 

not apply. 

6. What is the level of 

health care service 

provision at health 

facilities in Bomi, Bong, 

To assess the quality of 

service provision at health 

facilities in the counties 

For more 

information, 

please see Annex 

The offeror 

should consider 

using test and 
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Gbarpolu, Grand Cape 

Mount, Grand Bassa, 

Lofa, Margibi, 

Montserrado, and Nimba 

counties? 

7. How do current levels of 

health care service 

delivery compare to a 

prior health facility 

assessment conducted by 

USAID and MOH in 

2011? For more 

information, please see 

the Methodology Section 

below. 

8. Did the support provided 

through FARA 1.0 

contribute to building 

capacity and increasing 

service quality at the 

health facilities supported 

through PBC? If yes, how 

and to what extent? 

 

mentioned in the Objective 

Section, the offeror should 

re-administer to the extent 

possible, and adapt any 

outdated methods and 

instruments, the 2011 USAID 

and MOH quality survey of 

health facilities. The offeror 

should re-apply this 

questionnaire, updating it 

where necessary and 

expanding it to better assess 

infrastructure constraints in 

transportation, energy and 

electric power, information 

and communications 

technology, and water and 

sanitation at the health 

facilities. 

To assess the quality of 

service provision at health 

facilities in the counties 

mentioned in the Objective 

Section, the offeror should 

propose a sampling 

methodology commensurate 

with the resources available 

described in the Level of 

Funding & Timeframe Section 

below. For Bong, Lofa, and 

Nimba counties, the sample 

should contain a group of 

health facilities that received 

PBCs with NGOs and a 

group that did not. 

Furthermore, the sample 

should be representative of 

the health facilities in these 

counties and amenable to 

extrapolation nationally in 

terms of the level of 

infrastructure available at 

health facilities in Liberia. 

D: PBF 

Questionnaire 

Survey: Quality 

Survey Health 

Facilities (the 

questionnaire 

developed by 

USAID and MOH 

for this survey). 

 

For more 

information on 

health facilities 

that received 

PBCs, please see 

Annex E: List of 

Heath Facilities 

to be Support by 

PBS through the 

Implementation 

of EPHS. 

control groups of 

health facilities, 

including those 

facilities involved 

in FARA in Bong, 

Lofa, and Nimba, 

and those 

facilities not 

exposed to 

FARA in Bomi, 

Bong, Gbarpolu, 

Grand Cape 

Mount, Grand 

Bassa, Lofa, 

Margibi, 

Montserrado, and 

Nimba counties. 

The offeror 

should decide 

what other types 

of analysis would 

be possible. 

9. What infrastructure gaps 

exist at health facilities in 

terms of transportation, 

To assess infrastructure at 

health facilities, the offeror 

- - 
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energy and power, water 

and sanitation, and ICT 

on the achieving the 

minimum level of health 

care service? 

10. How do existing 

infrastructure constraints 

impact health care 

service provision? 

11. What are the prospective 

solutions to address 

existing infrastructure 

gaps? 

 

should propose a 

methodology of its choosing 

to support a gap analysis. 

 

Activities 

 

The offeror, in consultation with LSA, will be responsible for conducting the following activities, among 

others: 

• Understand the objective and structure of both LSA, FARA, USAID’s assistance to the health 

sector in Liberia, and USAID’s capacity building with the MOH since 2011 through a desk review 

of documents provided by LSA. 

• Develop a methodology for the survey based upon the requirements from the Methodology 

Section above. 

• Propose Work Plan to conduct the assessment according to the Level of Funding & Timeframe 

Section below. 

• Adapt research instruments for the assessment, drawing from the capacity building assessment 

conducted by the USAID RBHS with MOH and CHTs in 2012 and 2014 and the 2011 USAID 

and MOH quality survey of health facilities. 

• Engage and train a team of experts, including staff with senior-level skills and experience in the 

health sector in Liberia, experience with government capacity building, and experience 

conducting site visits of health facilities in rural and remote locations. 

• Prepare an inception report in Microsoft Word that specifies how each of the research 

questions will be answered, the methodology, approach, research instruments, work plan, and 

analysis plan. 

• Conduct an in-brief presentation using Microsoft PowerPoint with LSA and USAID staff 

members.  

• Pilot and/or re-validate the research instruments, improve their design, and enhance the skills of 

the assessors. 

• Conduct focus group discussions (FGDs) and key informant interviews (KIIs) with MOH and 

CHTs in Bong, Lofa, and Nimba per the methodology adapted by the offeror from the capacity 

building assessment conducted by the USAID RBHS with MOH and CHTs in 2012 and 2014. 

• Gather, code, and analysis data from the FGDs and KIIs with MOH and CHTs in Bong, Lofa, and 

Nimba, as part of the analysis compare data to the results from the capacity building assessment 

conducted by the USAID RBHS with MOH and CHTs in 2012 and 2014. 
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• Conduct site visits to a sample of health facilities in Bomi, Bong, Gbarpolu, Grand Cape Mount, 

Grand Bassa, Lofa, Margibi, Montserrado, and Nimba counties per the methodology adapted and 

expanded in terms of infrastructure by the offeror from the 2011 USAID and MOH quality 

survey of health facilities. 

• Gather and analyze data from the site visits to health facilities, as part of the analysis compare 

data to the results from the 2011 USAID and MOH quality survey of health facilities. 

• Conduct data cleaning and processing to ensure accuracy and internal consistency. 

• Prepare and present all transcripts, datasets, and codebooks. 

• Prepare a matrix in Microsoft Word with preliminary findings, analysis, conclusions and 

recommendations that directly and fully address the research questions. 

• Conduct a preliminary findings presentation using Microsoft PowerPoint with LSA and USAID 

staff members. 

• Prepare a draft assessment report in Microsoft Word, according to a template to be provided 

by LSA, of no more than 35 pages, not including annexes. The draft will be subject to revisions 

by LSA and USAID. 

• Finalize the assessment report in Microsoft Word, according to revisions by LSA and USAID. 
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