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EXECUTIVE SUMMARY
CIHG ENDLINE STUDY
Overview
This report shares results of the endline study for Citizens’ Involvement in Health Governance (CIHG), a
three-year activity (2017–2020) implemented by FHI 360, Search for Common Ground (Search), and Social
Impact (SI). Funded by the United States Agency for International Development in Guinea (USAID/Guinea),
the activity’s overall objective was to improve citizens’ understanding and participation in Guinea’s health
system reforms.
The CIHG endline utilized mixed methods, with quantitative data gathered via a 1,823 person, phone-based
survey and qualitative data through outcome harvesting (OH). OH was implemented in three phases: 1)
drafting outcomes; 2) review of outcomes; and 3) substantiation. Several data collection tools were used
as part of the OH process, including: key informant interviews (KIIs); focus group discussions (FGDs); a
questionnaire; and working groups.

Key Findings
OUTCOME HARVESTING
In total, the endline team collected 20 outcome statements. Analysis of the findings revealed several trends
in what has been achieved, the significance of those outcomes in terms of health services and health
governance in Guinea, CIHG’s level of contribution, and the extent to which outcomes align with the CIHG
results framework.
Categories of change: Community members and national government officials (e.g. the National Assembly’s
Health Commission, Ministry of Health (MOH) leadership and staff, etc.) are the primary social actors in
CIHG outcomes, with each featured in seven separate outcome statements (14 total). The majority of
changes (12 of 20 outcome statements) take place at the community level, driven primarily by individual
community members, health facility staff, and other key local actors (e.g., practitioners of traditional
medicine, members of a Comité de Santé et d'Hygiène [COSAH], mayors, etc.). Regional changes occur
largely among the media and civil society actors, while all national-level outcomes involve
government officials. Apart from central-level outcomes, most changes are noted in the Kindia, Kankan,
and N'zérékoré regions, and started to develop in 2018 and 2019—though four outcomes began before
implementation of CIHG in 2017. Finally, the outcome statements reflect a wide variety of change
types, with different or new “practices” most commonly observed.
Significance and contribution: The majority of changes harvested show a high level of significance to the
health sector in Guinea, while the CIHG activity type most frequently linked to change is trainings and
capacity building. CIHG’s contribution is “medium” for 15 outcome statements—meaning that both CIHG
and an outside actor or enabling environment condition played a role in sparking the change. For example,
one outcome statement describes the renovation, construction, and cleaning of health facilities that took
place following field visits organized by CIHG of the Ministry of Health and other government officials to
rural areas (see #6 in Table A). These visits certainly contributed to the overall outcome by providing an
opportunity for government officials to speak with community members and see the conditions of health
facilities firsthand. At the same time, the National Agency for Financing Local Communities (Agence
Nationale de Financement des Collectivité Locales, or ANAFIC), a government agency that works on
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decentralization and local governance, also invested heavily in health center infrastructure development,
leading to more construction and renovations.
Table A provides an overview of the categories of change, significance, and CIHG contribution for each of
the 20 outcome statements.
Table A: Overview of outcome statements
Outcome Statement

Scope

Type

Year*

Location**

Social Actor

Significance

Contribution

1. Community members
informed on healthcare

Local

Knowledge

2019

5+

Community
member

●

◐

2. Collaboration with
traditional medicine

Local

Relationship

2018

2-4

Health staff

3. Civic engagement in
communities

Local

Behavior

2020

5+

Community
member

4. National government
transparency

◐

◐

National

Practices

2018

Central

Government

5. Improved COSAH
management

Local

Practices

2019

2-4

Local key
actor

6. Health facility renovation

Local

Institutional

2018

2-4

Government

7. Greater role of key local
actors in health governance

Local

Practices

PreCIHG

5+

Local key
actor

8. Decentralization

National

Practices

PreCIHG

Central

Government

9. Collaboration among
national government

National

Relationship

2018

Central

Government

10. Health budget increase

National

Institutional

2018

Central

Government

11. Increased CSO capacity

Regional

Skills

2019

2-4

Civil Society

12. Trust between
government and media

Regional

Relationship

2019

5+

Government

13. Increased radio capacity

Regional

Skills

2019

5+

Media

14. Improved attitudes
towards health centers
15. Greater use of health
services
16. Community more
involved in health issues

Local

Attitude

2019

5+

Local

Behavior

2019

5+

Local

Attitude

2018

5+

17. Improved health
outcomes

Local

Health

PreCIHG

1

Community
member

18. Better management of
health centers

Local

Practices

PreCIHG

2-4

Health staff

19. Government and CSO
engagement

National

Actions

2019

Central

Government

Local

Actions

2018

5+

Community
member

20. Participation of women in
health issues

*Indicates year the change was first observed
**Indicates number of regions
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Achievement of intended results: Of the 20 total harvested outcome statements, eight link directly to the
CIHG objective of improving citizens’ understanding and participation in Guinea’s health system reforms.
These outcomes represent changes in knowledge, behaviors, attitudes, and practices, primarily among
national government officials and community members. Five outcome statements align with CIHG IR 1:
Opportunities expanded for government officials and citizens to engage in constructive dialogue, though
only two relate to IR 2: More effective advocacy for health reform by partner Civil Society Organizations
(CSOs). Interestingly, five outcome statements demonstrate “unintended” change and do not fall within
the specific components of the CIHG results framework. These are all tied to the health sector in Guinea
and include: health facility renovation (#6 in Table A); collaboration among government officials within the
Health Commission (#9); increase in the national health budget (#10); improved health outcomes among
community members (#17); and better management of health centers (#18).
SURVEY
The survey focused on assessing citizen awareness and engagement in health governance, as well as
satisfaction with health services. The emergence of the coronavirus disease 2019 (COVID-19) pandemic
necessitated the use of a phone-based rather than in-person survey, as was done for CIHG’s 2017 baseline
and subsequent 2018 survey. The resulting adjustment in sampling approach limits comparability between
endline results and those of prior surveys. In addition, several questions were purposely revised or added
to collect data that better responds to the current information needs of USAID/Guinea and other health
governance stakeholders (for example, questions about COVID-19). Nevertheless, data from the 2017 and
2018 surveys are presented where feasible to provide additional context, not as a direct comparison. Key
2020 survey findings are given in Figure i and detailed below.
Satisfaction with health services: 68.5% of respondents report being satisfied or very satisfied with services
provided at government facilities, though this figure is only 52.6% in Conakry—where access to private
health facilities is significantly higher than the rest of the country. The endline asked about specific aspects
of health services (wait time, availability of staff, proximity, etc.); for all items except cleanliness,
satisfaction levels rose from 2018 to 2020. Most people (76.3%) also said they are likely or very likely to use
a government health facility, an increase from the 2018 survey. Approximately half of respondents note
being wrongly charged fees for malaria treatment or childbirth services, which should be free.
Nevertheless, this is an improvement from the 2018 survey, where these figures were closer to two-thirds.
Impact of COVID-19: Awareness of COVID-19 is near universal (99.3%), and 65% of respondents are satisfied
or very satisfied with the government’s response. At the same time, 29.7% of respondents indicate “some”
or “much” reluctance to interact with those diagnosed with COVID-19, and 22.7% report that fear of being
identified as COVID-19-positive would affect their likelihood of seeking out government health services.
Citizen engagement: 45.7% of survey respondents say they have at least some awareness of efforts to
improve the health sector. These figures are highest in rural areas, among men, and among those ages 61
and over, respectively. A majority of respondents (62.4%) indicate that their awareness of improvement
efforts increases the likelihood they would use government health services either “somewhat” or “a lot,”
while 27.4% report it increases this likelihood “a little.” Only 10.3% indicate that these efforts have a “very
limited” effect. In all, 22.2% of respondents report direct involvement in activities to improve local health
facilities, though 65.8% indicate knowing other community members engaged in these efforts. Participation
of women and youth in community health is also thought to be high: 68.7% report that women are well or
fairly well engaged, while 65% say that youth are well represented.
Media: Nearly all respondents report receiving health information from multiple media sources. The most
frequently cited sources include: radio (30.8%); television (22.3%); word of mouth (16.7%); and social
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media (15.4%). Top sources for information on COVID-19 are TV and radio journalists, as well as social
media. Just over half of respondents (56.4%) say that the information they receive about the functioning
of the health sector increases their likelihood of engaging in further improvement efforts “a lot.”
Figure i: 2020 endline survey key findings
68.5%

Satisfaction with
government health
facilities
40.3%

Health Services

Citizen Engagement

51.9%

53.7%

Malaria

Childbirth

22.2%

Reported payment for free services

Personal Involvement in
improving services

45.7%

Overall awareness of efforts
to improve health services

Trustworthy sources of information on COVID-19
34.7%

24.7%

Television journalists National radio journalists Local radio journalists

23.6%

Social media

15.4%

Healthcare personnel

Conclusions
Design and implementation: The majority of OH outcomes were determined to have a “medium” level of
CIHG contribution—meaning that both CIHG and another actor played a role in creating the change. The
implication is that programs will be more successful if designed and implemented in a way that
complements ongoing government, donor, or other NGO initiatives. It is also notable that only a small
number of outcome statements link to CIHG IR 2 on CSO advocacy, yet many relate to the overall
objective—signaling that the objective was achieved but not necessarily via the pre-defined results as
articulated in the results framework. Instead, there are a significant number of “unintended’ changes (all
still relevant to health services and governance) that seem to have been stronger contributors to improving
citizens’ understanding of and participation in Guinea’s health system.
Results: CIHG had the greatest impact locally, involving a wide range of social actors (community members,
national government officials, health practitioners, practitioners of traditional medicine, COSAH members,
etc.) to create change within communities. Notably, many of the outcomes associated with government
also include a secondary social actor, an indication that CIHG’s ability to spark collaboration was a key factor
leading to change. Most outcomes took several years to unfold, highlighting the importance of designing
programming to be long-term.
In addition, the endline provides evidence of changing attitudes towards health services in Guinea, resulting
in more people seeking care as needed. Some community members are also more actively engaging in
health issues. The endline highlighted the critical role of media in relaying information to the public. At the
same time, lack of funding and other systemic issues can frustrate efforts to improve healthcare. As
indicated by survey results on items such as people being wrongly charged for malaria and childbirth
services (which legally should be free), room for improvement remains.
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I. Introduction
Overview
RESULTS FRAMEWORK
CIHG’s overall objective is to improve
citizens’ understanding and
participation in Guinea’s health
system reforms. The activity’s results
framework includes:
IR 1. Opportunities expanded for
government officials and citizens to
engage in constructive dialogue
•
•

Sub IR 1.1: Government officials
better prepared for engaging
citizens in health reform dialogue
Sub IR 1.2: Media outlets’ and
community theater troupes’
skills for facilitating issued based
discussion and constructive
dialogue improved

IR 2. More effective advocacy for
health reform by partner CSOs
•

•

Sub IR 2.1: Skills of partner CSOs
in advocacy, strategic planning,
and influencing public officials
improved
Sub IR 2.2: Increased use of
evidence by CSOs to influence
public officials on health reform

Funded by the United States Agency for International Development in Guinea
(USAID/Guinea), Citizens’ Involvement in Health Governance (CIHG) is a threeyear activity implemented by FHI 360, Search for Common Ground (Search),
and Social Impact (SI) from 2017–2020. CIHG is part of the broader
Strengthening Civil Society Globally (SCS Global) program that seeks to
improve the effectiveness of civil society and independent media worldwide.
This report shares results of CIHG's endline study that builds on data collected
during the 2017 baseline study and a subsequent 2018 survey. The study also
unpacks changes related to health governance that have occurred and CIHG's
contributions to those changes. The purpose of the study is to provide
information that can aid decision-making on the design and implementation
of future civil society and health sector programming in Guinea and beyond.
Primary audiences for the endline are USAID/Guinea, FHI 360, and Search.
Secondary audiences include CIHG’s Guinean partners and SCS Global
consortium members.

Background
Since the Ebola outbreak of 2014, the Government of Guinea (GoG) has made
strides to improve health governance and preparedness for future
emergencies, including: putting in place the 2015–2017 Post-Ebola SocioEconomic Recovery and Resiliency Strategy; prioritizing decentralization of
health services; and reviewing current health legislation. Even with these
positive steps, more effective collaboration among Guinean civil society,
media outlets, and government is critical to furthering health reform. As such,
CIHG was launched with the goal of strengthening post-Ebola recovery,
improving the public health system, and increasing citizen participation and
trust in health governance. 1
CIHG implemented a variety of activities, including advocacy, trainings,
coaching, workshops, radio and television programming, community theater
performances, and awareness-raising campaigns, and worked with a variety
of stakeholders such as government officials, civil society organizations (CSOs),
journalists, health facility staff, and community members. CIHG operated
across Guinea, specifically in the regions of Conakry, Boké, Faranah, Kankan,
Kindia, Labé, Mamou, and N'zérékoré.

For more details, please see: Amendment No. 2 Standard Grant Agreement Between FHI 360 and SI under AID-675LA-17-00001
1

Citizens’ Involvement in Health Governance Endline Study

Page 5 of 30

II. Methodology

COVID-19 IMPACTS

Approach

The Coronavirus Disease 2019 (COVID19) pandemic resulted in significant
changes to CIHG endline data
collection. Specifically, the household
survey was intended to be conducted
in-person to replicate the baseline.
However, the emergence of COVID-19
necessitated a change to a computerassisted telephone interview (CATI)
survey in order to protect the safety
and well-being of both respondents
and enumerators and given travel
restrictions.

The CIHG endline utilized mixed methods, with quantitative data gathered via
a phone-based household survey and qualitative data through outcome
harvesting (OH). 2
The survey focused on assessing three CIHG outcomes: 1) citizen awareness
of health governance; 2) citizen engagement in health governance; and 3)
citizen satisfaction with health services and governance. It also collected
contextual information regarding citizens’ opinions and use of public health
services. Figure 1 outlines survey data collection by prefecture. In addition, OH
was integrated into the endline to complement the household survey. The
survey allows the endline team (ET) to measure specific, pre-identified
outcomes; this is useful for known outcomes and will help USAID/Guinea, the
CIHG consortium, and other stakeholders assess attainment of anticipated
results. However, such surveys are not adept at measuring unanticipated
outcomes, or at understanding why and how outcomes have (or have not)
been realized. OH is well-equipped to fill this gap.
Figure 1: Map of Guinea with survey sample sizes

With some exceptions,* OH data
collection was shifted to a remote
format, with the majority of sessions
held over the phone or via an online
platform such as Microsoft Teams.1 OH
also originally planned to include a
larger-group, in-person workshop,
which was cancelled and changed to
remote focus group discussions (FGDs).
Finally, SI team members based in
Washington, DC were unable to travel
to Guinea to provide on-the-ground
oversight to the data collection effort.
* A small number of OH interviews
were held in person in cases that met
the following criteria: 1) It was not
logistically possible to reach the
respondent via remote platform; and
2) Adherence to specific safety
conditions (see Safety and Security).

2

OH is a participatory approach that gathers evidence of outcomes that have been achieved and then works
backwards to understand how an intervention may have contributed to these. Outcomes are defined as changes in
the behaviors, knowledge, skills, practices, relationships, etc., of one or more social actors influenced by a program.
For further information, please see: https://www.betterevaluation.org/en/plan/approach/outcome_harvesting
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The endline was led by SI and included a core team with the following roles and responsibilities: 1) Julie
Younes, Team Lead: overall management support and lead OH activities; 2) Kari Nelson, Evaluation
Specialist: oversee the household survey; and 3) Liberata Muhorakeye and Magassouba Aboubacar Sidiki,
Data Collection Specialists: conduct OH data collection in Guinea. The ET also received support from the
broader FHI 360 CIHG team in Conakry (particularly in-person quality assurance visits to the survey vendor)
and at headquarters from: Mamadou Saliou Souaré, Meriam Manell Sassi, and Susan Jay. SI Senior Program
Manger Catherine Villada, Senior Technical Specialist Leslie Hodel, and Senior Program Assistant Lauren
Higgs provided additional management, logistical, and technical support for the endline. The principal
authors of the report are Kari Nelson and Julie Younes.

Data Collection
Data collection took place from July 13–August 25, 2020. The ET reached respondents in all regions of CIHG
implementation. Further detail on the survey and OH process is provided below.
HOUSEHOLD SURVEY
Overview: Data for the household survey were
collected by IPSOS, in collaboration with a
Guinean partner ADS Services et Merkatic
(ADS) through CATI surveys on IPSOS’ iField
system. 3 An enumerator training was held
(with in-person and remote ET participation)
to ensure quality and adherence to protocols.
Throughout data collection, 20 enumerators
were supervised locally by quality assurance
staff (see Quality Assurance for further detail
on measures taken).

Table 1: Survey sample sizes by prefecture
Conakry
Boké
Faranah
Kankan

Prefecture
Conakry
Boffa
Boké
Faranah
Kissidougou
Kankan
Kouroussa
Siguiri
Forécariah
Kindia
Telimele
Labé
Mamou
Pita
Beyla
Gueckédou
Macenta
N'zérékoré

Planned
377
48
102
64
64
107
61
154
55
100
65
72
73
63
74
66
63
90
1,700
± 2.3%

Final
431
51
122
69
63
116
63
144
56
115
68
83
75
70
69
64
72
92
1,823
± 2.2%

Sampling: The original endline study
methodology planned to replicate the 2017 Kindia
baseline assessment sampling approach
because it was the source of two CIHG context Labé
monitoring indicators and one performance
Mamou
indicator. The 2017 baseline dataset included
1,750 households sampled randomly and
proportionate to each prefecture’s relative
size. This sample achieved a high level of N'zérékoré
precision at approximately +/- 2 percentage
points margin of error. A comparable sample Total
size of 1,700 was planned for the endline. In Margin of Error
consultation with FHI 360 and USAID, the ET
focused the endline sampling plan on prefectures where CIHG had the most intensive focus. This included
all prefectures that were involved in at least three different CIHG interventions, resulting in the selection
of 17 prefectures plus the city of Conakry, listed in Table 1.

3

CATI software (such as IPSOS’ iField software) facilitates the process of placing and recording data from telephone
interviews. The software tracks calls placed, outcomes, and survey responses, which are entered electronically into
the system. CATI software not only facilitates the survey process, but also aids in electronic quality control.
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The switch to a CATI survey due to COVID-19 travel restrictions and safety concerns necessitated a change
to the original sampling plan as phone enumerators would be unable to randomly select households in the
same manner as in-person. To minimize bias, quotas were established by gender and urban/rural setting
for each prefecture. During implementation, the survey encountered challenges in reaching the expected
quotas in rural areas using the originally planned randomized approaches; as a result, data collection
slowed precipitously once the quotas for urban areas were filled.
To better reach rural populations, the ET engaged a modified random approach. Survey vendor IPSOS/ADS,
using some of its staff already based in the targeted rural areas, made short, randomized face-to-face
connections with potential respondents. Staff obtained phone numbers for these potential respondents,
gathering contact information for more people than would be needed to achieve the targeted sample size.
Then, respondents from this larger list were randomly selected for enumerators to call and conduct the
surveys. Potential COVID-related risks for these face-to-face interactions were mitigated by: short duration
(less than 10 minutes to explain the survey and collect contact information); short distance of travel since
the staff were based in the areas of interest; no public transportation was used; all interactions occurred
outdoors; and staff were directed to respect social distancing.
These added measures were effective, leading to a final sample size of 1,823, greater than the number
originally planned (Table 1). Annex V includes the full sampling table, including the prefecture, gender, and
urban/rural quotas (both planned and achieved). While some quotas obtained more surveys than required,
a few received slightly fewer. To ensure that these slight variations did not bias the final results, the ET
weighted the final data proportionally to each quota. Weighting is a commonly used statistical method to
adjust for small variations in a final sample.
OUTCOME HARVESTING
Data collection for OH included three main phases: 1) drafting outcomes; 2) review of outcomes; and 3)
substantiation. These are detailed below.
Phase 1 -- Drafting outcomes: The goal of the first phase was to collect information on changes that have
occurred related to health services and governance, the significance of these changes, and the attributable
contributions (if any) of the CIHG activity. As part of
Phase 1, the ET performed a desk review of key CIHG Table 2: KII participants and sample size
documents, particularly quarterly and annual reports,
Participant
KIIs
Total # of
and supplementary materials such as success stories
Category
Conducted Participants
and photographs.
In addition, the team conducted a total of 29 key
informant interviews (KIIs) with a variety of
participants, including FHI 360 and Search staff,
government officials, media, practitioners of
traditional medicine, and CSO staff, among others
(see Table 2). KIIs used a semi-structured interview
protocol tailored to the OH process (see Annex I for all
qualitative data collection tools). KIIs took place
individually, except when it was determined to be
more appropriate to hold small-group interviews.
These requests were primarily logistical to
accommodate participants’ schedules.
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FHI 360

4

4

Search

3

5

CSO

6

6

Radio

3

3

Community theater

2

2

Community key
actor

5

5

Government

5

5

USAID

1

3

Total

29

33
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.

The endline team worked closely with FHI 360 to identify a purposive sample for KIIs prioritizing
interviewees according to the following criteria: 1) identified as key informants by FHI 360; 2) engaged in
the activity across a range of roles (e.g. implementing staff, partners, government, participants, etc.); and
3) inclusion of interviewees in different geographic locations. KIIs were conducted in teams of two, with
one person facilitating the interview and the other taking notes.
Phase 2 – Review of outcomes: Data collection in Phase 1 enabled the ET to draft preliminary outcome
statements, which were then discussed and analyzed as part of the second phase of OH. This phase
included two focus group discussions (FGDs), one with FHI 360 staff in Guinea and the other with Search.
Eleven total participants were engaged in FGDs. As with KIIs, semi-structured discussion protocols guided
FGDs (see Annex I), which were also led by two-person teams comprised of a facilitator and note-taker.
To increase accessibility of discussions, all FGDs involved participatory methods. Specifically, participants
engaged in an interactive ranking exercise (conducted remotely on Google Jamboard) where different
criteria were used to organize and classify outcome statements. Finally, as a follow-up to the FGDs, a small
number of participants were asked to complete a questionnaire focused on reviewing and adding details
to the preliminary outcomes.
Phase 3 -- Substantiation: Using information from Phases 1 and 2, the ET developed comprehensive
outcome statements, which included full descriptions of the following: who or what changed and in what
way; where and when the change took place; why the change is significant or relevant to the context of
health services and governance in Guinea; and any actions taken by CIHG that influenced the change.
For Phase 3 data collection, the outcome statements were sent via email to a small group of four
“substantiators,” or key informants who are highly knowledgeable about the CIHG activity. A set of
questions was included with each outcome statement to guide substantiation (see Annex I). After reading
through the outcome statements and accompanying questions, the substantiators took part in two remote
working groups with the SI Team Lead to discuss feedback and make updates (only when concrete evidence
backing suggested revisions could be provided) as needed. By the end of the two sessions, all substantiators
registered full agreement with the 20 outcome statements.

• Purpose: Collect
information on
changes
• Tools: Desk
review; KIIs

OUTCOME
REVIEW
• Purpose: Review
and rate
preliminary
outcomes
• Activities: FGDs;
Questionnaire
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Figure 2: OH process overview

SUBSTANTIATION

• Purpose: Verify
outcome
statements
• Activities: Email;
Remote meetings
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Analysis
The ET analyzed quantitative data from the CATI survey using the quantitative analysis software Stata and
corresponding .do files to track and record all data manipulations and analyses. Statistical analyses focused
on pre/post comparisons between the 2017 and 2018 datasets and the endline data. The 2018 dataset did
not include all prefectures that were selected for inclusion at endline. Thus, to make comparisons as
meaningful as possible, these prefectures were dropped from the endline when making comparisons to
the 2018 data. Therefore, the complete endline average (which includes all selected prefectures) may vary
slightly from the average used to compare the endline to the 2018 survey. Findings are disaggregated by
prefecture, gender, and age to identify differences that provide meaningful information about the program.
As noted above, the endline data was analyzed using a weighting system.
For qualitative analysis, notes from the Phase 1 desk review and KIIs were used to generate a codebook.
Then, preliminary outcome statements developed during Phase 2 were coded according to the following:
Year, Social Actor, Scope, Change Type, Activity Type, and CIHG results framework. In addition, the ET
determined the significance and level of CIHG’s contribution to each outcome using a multi-step process.
•
•

•

Phase 1 KIIs included open-ended questions prompting respondents to describe significance and
contribution (see Annex I). These data were de-identified and used to develop preliminary outcome
statements, which were then shared with Phase 2 and 3 respondents for review.
Via FGDs, a questionnaire, email and substantiation meetings, OH respondents were asked to assign
significance and contribution ratings of either 1 (low), 2 (medium), or 3 (high) to each outcome
statement. If respondents felt that an outcome was between two ratings, a half point was assigned.
For example, if a respondent described an outcome as having between medium and high significance,
it was given a 2.5 significance score for that respondent.
All significance and contribution ratings were averaged to get a final score, with numbers rounded up
or down to the nearest rating. For example, any score of 2.50 or above received a “high” rating, while
2.49–1.50 was “medium,” and 1.49 and below was “low.”

Limitations
The major limitations and mitigation strategies for the endline include:
1. Sample bias: A known challenge with CATI surveys is that certain populations are more likely to own a
cell phone and have regular reception to receive calls. Males in urban areas, as well as those who are
younger and more educated tend to be over-represented in random CATI surveys and some
populations, particularly in very remote areas, may not have cell phones at all. The ET aimed to mitigate
this challenge by employing the modified random sampling approach described in the Data Collection:
OUTCOME STATEMENT QUALITY STANDARDS
The following quality checklist was applied to each outcome statement included in this report:
1)
2)
3)
4)
5)
6)
7)

Names the change agent (individual or group)
Explains in detail what the change agent is doing differently
Specifies the timeframe for the change
Identifies where the change took place
Describes the change in concrete terms
Is based on clear evidence or is widely agreed upon by stakeholders
Has multiple sources of evidence to back it up
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QUALITY ASSURANCE
Household Survey section. To adjust for small differences across
prefecture, gender, and urban/rural quotas achieved, the ET also
weighted the survey data, ensuring final results were representative of the
population. Despite efforts to balance the sample based on geography,
gender, and urban/rural setting, the final sample is a bit more highly
educated and younger than the Guinean population as a whole.
2. Comparability to the baseline: A few major factors limit comparability
between the baseline and the endline: The use of a CATI-based survey due
to COVID-19; differences in sampling approach; and the preference to
refine the household survey to better respond to current information
needs and lessons learned. Where feasible, comparisons are made
throughout the report as added context to the findings.
3. Attribution versus Contribution: This study was not designed with a
comparison group. Therefore, any changes measured between baseline
and endline may not be due solely to CIHG and may be influenced by other
factors outside of the activity (such as policy or political changes in Guinea,
macroeconomic trends, etc.). Thus, this report discusses CIHG’s potential
contributions to any measured change but cannot attribute a specific
amount of change to the CIHG activity alone.
4. Remote Data Collection: As described, the majority of data collection was
conducted remotely due to COVID-19. This can limit the ability of the
enumerator to make nonverbal observations, and for some respondents
to communicate as effectively as they might in-person. For KIIs, some
participants were difficult to reach and had poor phone or internet
connections, as data collection took place during the rainy season. In these
cases, SI worked closely with FHI 360 to identify additional respondents
who met the purposive sampling criteria.

Safety and Security
The ET followed strict safety and security processes to help protect team
members and data collection participants given the risks of COVID-19. These
were reviewed and approved by SI’s Institutional Review Board (IRB). To
ensure that they were being followed, regular check-ins were conducted, and
local consultants were instructed to end data collection at any time if they
observed safety conditions not being met. Safety and security steps are
summarized below.
• No ET members or IPSOS staff traveled internationally, and local ET
members based in Conakry did not travel outside of the city.
• During survey enumerator training (held in-person for quality assurance
purposes), participants wore masks, used hand sanitizer, and configured
the room to ensure spacing of tables. Similar protocols were followed
within the call center used by enumerators during data collection.
• In-person quality control visits by FHI 360 to the survey vendor IPSOS/ADS
call center included confirmation of compliance with safety measures.
• For a small number of KIIs where the participant was unable to speak via
the phone or remote platform, in-person data collection was permitted
(inside Conakry only).
Citizens’ Involvement in Health Governance Endline Study

As previously described, the COVID19 pandemic necessitated several
changes to the endline approach,
and prevented ET members based in
Washington, DC from traveling to
Guinea for data collection.
Nevertheless, the ET successfully
executed both the household survey
and OH activities. To ensure that
these were completed to a high
standard, the team implemented
several quality assurance measures.
For outcome harvesting data
collection, the SI Team Lead provided
remote training to both data
collection specialists based in
Guinea, as well as ongoing support
and quality assurance checks
throughout the data collection
period via the following activities:
•
•

Weekly phone check-ins; daily
email check-ins
Submission of all KII and FGD
notes to the team lead who will
review for completeness and
quality and to identify any
necessary improvements

Quality assurance steps taken for the
household survey included: remote
training of enumerators that
included participation by FHI 360 and
SI ET members; supervisor
observation on 23% of all surveys
conducted; regular check-ins and
review of data uploads by SI and
IPSOS; in-person quality control visits
by FHI 360 during surveying; back
checks on 17% of all surveys;
listening to 20% of survey recordings;
and electronic data logic checks.
Enumerator observations, back
checks, and recording checks were
both random as well as purposive
when challenges were suspected.
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III. Findings
Outcome Harvesting
In total, 20 outcome statements were collected through the OH process. These reflect a set of changes that
took place during the period of CIHG implementation, and are based on the experiences, insights, and
observations of a wide variety of CIHG staff, partners, participants, and stakeholders. The outcome
statements are summarized in Table 3 and included in full as Annex III.
Table 3: Overview of outcome statements
Outcome Statement
1. Community members
informed on healthcare
2. Collaboration with
traditional medicine
3. Civic engagement in
communities
4. National government
transparency
5. Improved COSAH
management

Scope

Type

Year*

Location**

Social Actor

Local

Knowledge

2019

5+

Community
member

Local

Relationship

2018

2-4

Health staff

Local

Behavior

2020

5+

Community
member

National

Practices

2018

Central

Government

Local

Practices

2019

2-4

Local key
actor

6. Health facility renovation

Local

Institutional

2018

2-4

Government

7. Greater role of key local
actors in health governance

Local

Practices

5+

Local key
actor

8. Decentralization

National

Practices

Central

Government

9. Collaboration among
national government

National

Relationship

2018

Central

Government

10. Health budget increase

National

Institutional

2018

Central

Government

11. Increased CSO capacity

Regional

Skills

2019

2-4

Civil Society

12. Trust between
government and media

Regional

Relationship

2019

5+

Government

13. Increased radio capacity

Regional

Skills

2019

5+

Media

PreCIHG
PreCIHG

14. Improved attitudes
Community
Local
Attitude
2019
5+
towards health centers
member
15. Greater use of health
Community
Local
Behavior
2019
5+
services
member
16. Community more
Community
Local
Attitude
2018
5+
involved in health issues
member
17. Improved health
PreCommunity
Local
Health
1
outcomes
CIHG
member
18. Better management of
PreLocal
Practices
2-4
Health staff
health centers
CIHG
19. Government and CSO
National
Actions
2019
Central
Government
engagement
20. Participation of women in
Community
Local
Actions
2018
5+
health issues
member
*Indicates year the change was first observed
**Indicates number of regions of CIHG implementation where change was observed
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Significance

Contribution

◐

◐

●
◐
●
●
●
◐
●
●
●
●
◐
◐
◐
●
●
●
◐
◐
●

◐
◐
◐
◐
◐
◐
◐
●
◐
●
◐
●
◐
◐
◐
◔
◐
◐
●

Low-Medium-High

◔-◐-●
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Analysis of the 20 outcomes revealed several trends in the Figure 3: Outcomes harvested by social actor,
following: what has been achieved; among which groups; scope, and type
where; and when. The significance of the outcomes in terms
of the overall context of health services and governance in
Community members and
Guinea was also explored, as was the level of contribution of
government
are the primary
the CIHG activity. Finally, OH analysis examined whether and
social
actors
in
CIHG outcomes
how outcome statements align with intended CIHG results.
These findings are discussed in detail below.
CATEGORIES OF CHANGE
Social Actor: Community members and national government
officials feature prominently in CIHG outcomes.
Across the various outcome statements, community
members and national government officials are the most
commonly seen social actors (Figure 3). Community members
are the primary social actor in 7 of 20 total outcome
statements, experiencing changes in knowledge, attitudes,
behaviors, health, and actions. All community member
changes are local in scope (however, many of these local-level
changes are found in more than one region, as detailed in the
Location section), and all except one start in 2018 or later (see
Year).
One example of a community member outcome is greater
realization of the importance of taking an active role in
healthcare issues (#16). 4 Before, many community members
viewed health services and governance as the “problem” of
the government and did not understand how to effectively
engage with the system. Concrete actions such as the cleaning
of health centers, organization of meetings to discuss
healthcare issues, etc., are evidence of this change. This has
been noted since 2018 in all regions of CIHG activity, but
especially in areas with radio broadcasts on healthcare.
Nevertheless, more than one OH participant highlighted how
this particular type of change needs more time to fully
develop, and thus what has been observed to date is only the
start of what this outcome may look like moving forward. In
addition, this change (and many others observed through the
OH process) is closely tied to larger systemic issues—for
example, community members may clean health centers but
structural problems such as a lack of proper drainage systems
still limit usage of these facilities.
Seven outcome statements involve national government
officials (see Table 3). With two exceptions, these occur

4

7

Government

7

Community members
Key community
actors
Health
staff/practitioners
Civil Society
Media

2
2
1
1

The majoirity of outcomes took
place at the local level

Local

12

National

5

Regional

3

"Practices" is the most frequent
outcome type
Practices

5

Relationship

3

Skills

2

Institutional

2

Health

2

Behaviors

2

Attitudes

2

Actions

2

Knowledge

1

Outcome numbers listed in this section corresponds to the numbering in Table 3.
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largely at the national level. Government-linked outcomes are also more likely to involve a secondary social
actor, including local key actors, the media and civil society. While one government change took place
before CIHG (#8: decentralization post-2014 Ebola pandemic), the happened between 2018–2020.
Scope: The majority of changes identified through OH take place at the community level.
Twelve of the 20 outcome statements are local in scope, happening in cities, towns and villages (Figure 3).
The primary social actors driving local-level changes are individual community members, as well as health
facility staff and other key local actors (e.g., practitioners of traditional medicine, members of a Comité de
Santé et d'Hygiène [COSAH], mayors, etc.). Examples of community changes include: more frequent use of
health services (#15); increased involvement of women in activities related to health (#20); better
management of COSAHs (#5); collaboration between traditional medicine practitioners and health facility
staff (#2); community members volunteering to clean health centers (#3); and community members having
more accurate information about which healthcare services they should expect to receive for free (#1).
A small number of regional changes (three of 20 outcomes) take place primarily among media and civil
society actors. These include: restoration of confidence between journalists and public health officials
(#12); improved ability of radio station staff to produce media content on health services and governance
(#13); and greater technical, operational, management, and administrative capacity among CSOs (#11).
Five outcome statements are national in scope, all involving government officials. Among these changes
are greater transparency in management of health services and governance (#4), with decision-making
behind specific budget lines now being more clearly communicated out—whereas before this was
considered a “black box” (KII Respondent). Significant modifications have been made to the national budget
itself, with increases to the overall amount allocated to healthcare and the removal of several unclear line
items (#10). In addition, national government officials have begun to work more collaboratively, a change
seen particularly among members of the Health Commission within the National Assembly (#9). Officials
are also taking steps to decentralize health governance (#8) and are engaging more frequently with CSOs,
participating in workshops, meetings and other forums to discuss health reform (#19).
Type: The outcome statements reflect a wide variety of change types, with different or new “practices”
most commonly observed.
Changes in knowledge, relationships, behaviors, skills, attitudes, actions, health, institutions, and practices
are all reflected in the outcomes harvested by the ET. Of the 20 total outcome statements, five represent
change in the practices of national government officials, local key actors, and health facility staff (Figure 3).
For example, local key actors have begun to take on a more prominent role in health services and
governance (#7). OH participants noted that before, decisions were largely handed down from the central
CIHG OUTCOME STATEMENT #14
The attitude of community members towards health centers is now more positive. Since the Ebola
outbreak in 2014, many people feared health centers, which were seen as carriers and spreaders of the
disease. More recently, confidence in the health system has started to be rebuilt, a change noted
particularly since 2019 in the regions of Faranah, N'zérékoré, Kindia, Kankan and Mamou. One example of
this highlighted in Mamou is of a woman who spoke openly against the healthcare system after her
husband passed away while seeking treatment in a hospital. However, after participating in community
theater and dialogue sessions on healthcare, she joined a community group that implements awarenessraising campaigns, including one encouraging vaccination.
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government, whereas now mayors and community groups more frequently organize and participate in
meetings to discuss health issues. These groups are also more active in organizing awareness-raising
activities within their communities, passing along information about healthcare to the wider public. Other
changes in practices relate to: COSAH management (#5); more transparent communication around the
national health budget (#4); decentralization (#8); and more efficient management of health facilities (#18).
After practices, the second-most frequently encountered type of change is in relationships. As noted above,
there is now greater collaboration between practitioners of traditional medicine and health facility staff
(#2), more cooperation among national government officials (#9), and better relations between journalists
and public health officials (#12). Historically, the relationship between media and the government has been
antagonistic, an issue highlighted in CIHG’s baseline assessment. Officials would refuse to answer questions
from journalists, which had negative implications in terms of transparency and communication of accurate
information to the public. However, since 2019, journalists and public health officials have begun
collaborating more and participated in several joint events where the improvement in their interactions
was marked. Public health officials are now doing more interviews (there were many examples provided of
radio shows featuring guest appearances by government officials) and are openly talking with the media.
Year: Most changes started to develop in 2018 and 2019, though a small number began before CIHG.
Of the 20 outcome statements, 7 are noted as beginning to happen in 2018 (see Figure 4). These are
relatively evenly distributed in terms of scope, with four taking place locally and three at the national level,
respectively. These changes primarily involve community members, national government officials, and
health facility staff. For example, OH participants discussed the renovation and new construction of several
health centers (#6). This generally occurred following visits organized by CIHG of government to rural areas,
where officials were able to see the condition of health facilities in-person and listen to the
recommendations of local key actors and community members. Health specialists accompanied
government officials on these visits and played an important role in explaining the issues encountered.
Eight outcomes are indicated as starting in 2019, including all of the regional-level changes observed
through the OH process. Examples of 2019 changes (which have all continued into 2020) include:
community members informed about healthcare costs (#1); improved COSAH management (#5); greater
CSO capacity (#11); confidence between the media and public health officials (#12); better technical
capacity among radio station staff (#13); more positive attitudes of community members towards health
facilities (#14); increased use of health services (#15); and more engagement between the national
government and CSOs (#19).
Figure 4: Outcomes harvested by year and location
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Notably, four outcomes started to develop before 2017. In many cases, lessons learned from the 2014
Ebola pandemic sparked reforms to health services and governance that carried over into the period of
CIHG implementation. For example, OH participants highlighted concrete actions taken by the national
government to decentralize health services and governance in Guinea (#8). Specifically, following the Ebola
outbreak the government created a national agency responsible for health security, which works to
improve local systems that can manage diagnosis and treatment during epidemics. In 2017, the
government approved a policy on community health, and put forth new codes transferring health
governance responsibilities to local authorities. In several prefectures, meetings have been held to discuss
decentralization and how this can be rolled out in communities. However, OH participants also expressed
concern that lack of funding may hamper the sustainability of these initiatives.
Location: Apart from central-level outcomes, most changes are noted in Kindia, Kankan and N'zérékoré.
Twelve outcomes uncovered in the OH process take place in Kindia, 11 in Kankan, 11 in N'zérékoré, 10
in Faranah, 10 in Boké, 8 in Conakry, and 7 in Labé and Mamou, respectively. This is indicative of the fact
that change is often seen across several regions; indeed, nine separate outcome statements happened
across five or more regions of Guinea (Figure 4). Of these multi-regional changes, the majority involve
the media and community members. Examples of these include: improved capacity of radio stations to
produce high-quality media content (#13); strengthened relationships between journalists and
government officials (#12); civic engagement among community members (#3) and more positive
attitudes of community members towards health facilities (#14).
A small number of changes are localized to a particular area. One example is improved health outcomes
among community members, including a decrease in cases of illness and death from malaria during the
rainy season (#17). This was reported specifically in the Siguiri prefecture in Kankan (the endline team did
not have access to medical records as an additional verification for this outcome, but it was reported by
multiple sources and thus met the quality criteria for inclusion in the OH process).
SIGNIFICANCE AND CONTRIBUTION
The majority of changes harvested have a high level of significance to the health sector.
As part of the OH process, participants were asked to discuss and rate the significance of each outcome
statement in terms of health services and governance in Guinea. Of the 20 outcome statements, 12 were
determined to have a “high” level of significance (the remaining 8 have “medium” significance, and no
outcomes were rated as having “low” significance). While the highly significant outcomes spanned different
locations, years and change types, patterns can be observed in terms of scope and social actor. Specifically,
most of these changes take place at the local level among community members, and at the national level
with government officials.

CIHG OUTCOME STATEMENT #9
At the national level, government officials have started to work more collaboratively together.
Specifically, the Health Commission within the National Assembly has become more active than before,
engaging in dialogue with the Health Minister on budget and other health governance issues. In addition,
the Health Minister has begun working more closely with his deputies, jointly creating at least two
“consultation frameworks” to assess implementation of various activities and budget line items. This
change has been the most noticeable since 2018.
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OUTCOME SIGNIFICANCE
Outcome #1: OH participants
described why the change of
community members becoming
more informed about which health
services they should expect to
receive for free is highly significant in
the Guinean context.
•

When community members are
made to believe that they must
pay for certain health services
such as malaria medication or
caesarean sections, they are less
likely to seek out these
treatments when needed. In
Kola, for example, it was
observed that many women
were staying home rather than
going to hospitals to give birth, in
part due to the perceived
expense. Thus, this change is
highly relevant to improving
overall health outcomes among
community members.

Outcome #9: Another example of a
highly significant change at the
national level is government officials
working more collaboratively
together, specifically members of the
Health Commission within the
National Assembly.
•

This change is indicative of
reform at the national level,
which is necessary for improving
health system governance
throughout the country. The
majority of commissions within
the National Assembly do not
engage in active dialogue with
the relevant government
ministers, so this change marks a
departure from “status quo”
operation of the National
Assembly.

The activity type most frequently linked to change is CIHG trainings and
capacity building.
The OH process uncovered several trends related to which CIHG activities
most often lead to change. Training and capacity building are by far the most
impactful activity, highlighted in 17 of 20 outcome statements. For example,
CIHG directly contributed to the increased organizational capacity of CSOs
(#11) by implementing trainings and ongoing coaching on topics such as
financial and administrative management, monitoring and evaluation (M&E),
communications, and social accountability via the use of the Good
Governance Barometer (GGB). 5 CIHG also provided financial support for CSOs.
Additional examples include: a training of journalists that covered topics such
as conflict-sensitivity, journalism genres, and use of interactive formats; a
communications workshop; trainings for legislators, legislative staff and
journalists on the budget process; working with community theater groups to
adapt their shows around healthcare messaging; capacity building for COSAH
members; workshops and field visits with health center staff; and trainings
with radio staff to help improve the production of shows on healthcare.
Besides training and capacity building, OH participants also discussed the
contributions of CIHG forums and meetings (mentioned in 8 outcome
statements), radio programming (8), financial and in-kind support (6), GGB
activities (6), awareness-raising campaigns (4), community theater
performances (3), advocacy (3), and “other” activities (3; these include
outreach to mayors and other local key actors).
CIHG’s level of contribution is either “high” or “medium” for all except one
outcome statement.
In addition to ranking significance, OH participants rated the level of
contribution of CIHG to each outcome statement. While CIHG played a role in
all outcomes included in this report, there is variation in terms of the degree
of contribution. A “low” rating signifies that CIHG contribution was indirect,
and that other actors or enabling environment conditions (e.g. policy change)
were more influential in sparking the change. If CIHG made some direct, realtime contributions to the change, but other actors or enabling environment
conditions also had a significant part, a “medium” rating was assigned. Finally,
“high” contribution changes are those produced almost entirely by CIHG;
these changes would not have occurred without the activity.
Four outcome statements received a “high” CIHG contribution rating. These
involve four different social actors—national government, civil society, media,
and community members—at the local, regional, and national levels. The
following “high” contribution changes show notable similarities: increased
capacity of CSOs (#11); and improved ability of radio station staff to produce
media content on health (#13). Although these changes involve distinct social
actors and different types of activity implementation, both took place at the

5

For further information on the GGB, a social accountability and development planning tool, please see:
https://usaidlearninglab.org/library/good-governance-barometer-guide
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UNINTENDED OUTCOMES
The below is an example of an
outcome outside of the CIHG results
framework that was observed during
the OH process:
Change: Civic engagement within
communities has increased, with
people organizing volunteer groups
to clean health centers and carry out
awareness-raising campaigns sharing
information on health services.
Young people in particular have
taken part in volunteer activities, as
well as women. This change has been
observed primarily since the
beginning of 2020 in Conakry, Boké,
Kindia, Kankan, Faranah, and
N'zérékoré (#3).
Significance: The change marks a
shift in the perceptions of
community members towards the
healthcare system. Many people
consider health services and the
maintenance of health centers the
“problem” of the government. With
the increase in volunteer groups,
community members are starting to
take greater ownership in local
health services.
Contribution: CIHG contributed to
this change by providing funding and
equipment (wheelbarrows, shovels,
brooms, rakes, gloves, etc.) for
volunteer groups to clean health
centers. GGB trainings, as well as
workshops and outreach with key
community actors such as mayors,
COSAH members and practitioners
of traditional medicine were also
linked to this change.

regional level, both describe a change in skills, both started in 2019, and both
were linked to CIHG trainings and capacity building coupled with financial and
in-kind support.
Another “high contribution” outcome is increased collaboration of national
government officials (#9). Capacity building on budget analysis, strategic
planning, transparency, citizen outreach, media engagement, and legislative
leadership, as well as field visits where government officials engaged in
dialogue, all contributed to this change. However, one KII participant
expressed concern about the continuation of this change if officials trained by
CIHG are not voted back into office during the next round of legislative
elections; if this is the case, capacity building with new officials will be needed
to ensure outcome sustainability.
Finally, CIHG directly supported the involvement of women in activities related
to health services and governance (e.g. female community members
participating in radio shows, inclusion of females in theater groups, females
attending local meetings on health issues, etc.; #20). This was achieved via the
organization of training for female journalists, and by focusing on the inclusion
of women as part of radio station capacity building. In addition, CIHG set and
attained targets for female participation in its activities, specifically:
approximately half of the community theater members trained by CIHG were
women, as were half of the staff of selected research partners.
Fifteen of 20 total outcome statements were designated as having “medium”
CIHG contribution, which is indicative of both CIHG and an outside actor or
enabling environment condition playing a role in sparking the change. One
example is of the renovation, construction, and cleaning of health facilities
that took place following field visits organized by CIHG of the Ministry of
Health and other government officials to rural areas (see discussion in Year;
#6). These visits certainly contributed to the overall outcome by providing an
opportunity for government officials to speak with community members and
see the conditions of health facilities firsthand. At the same time, the National
Agency for Financing Local Communities (Agence Nationale de Financement
des Collectivité Locales, or ANAFIC), a government agency that works on
decentralization and local governance, also invested heavily in health center
infrastructure development, leading to more construction and renovations.
The only outcome determined to have a “low” level of CIHG contribution is
the decrease in cases of illness from malaria during the rainy season in the
Siguiri prefecture of the Kankan region (#17). According to OH respondents,
this change is far outside of CIHG’s control and was influenced by many
external factors. It was also noted as starting to occur before the launch of
CIHG in 2017. However, a few specific CIHG activities were highlighted as
indirectly supporting this: capacity building of COSAHs; financial support for
community projects such as cleaning of health centers; awareness-raising
campaigns; and outreach to community actors such as mayors.
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ACHIEVEMENT OF INTENDED RESULTS
While most outcome statements align at the
CIHG objective level, a notable number
demonstrate “unintended” change.
Of the 20 total outcome statements (Table 4),
eight link directly to the CIHG objective of
improving
citizens’
understanding
and
participation in Guinea’s health system reforms.
These represent changes in knowledge,
behaviors, attitudes, and practices, primarily
among government officials and community
members. Examples of outcome statements that
indicate achievement of the CIHG objective
include: community members knowing which
healthcare services they should receive for free
(#1); greater collaboration between practitioners
of traditional medicine and health officials (#2);
civic engagement among community members,
who are volunteering to clean health centers
(#3); improved COSAH management (#5); actions
taken by the national government to decentralize
health services and governance (#8); improved
attitudes of community members towards health
centers (#14); more frequent use of health
services (#15); and community members
realizing the importance of taking an active role
in healthcare (#16).

Table 4: Alignment with CIHG results framework
Eight outcomes align with the CIHG objective
Outcome Statement

Results Framework

1. Community members informed
on healthcare

Objective

2. Collaboration with traditional
medicine

Objective

3. Civic engagement in
communities

Objective

4. National government
transparency

IR 1

5. Improved COSAH management
6. Health facility renovation
7. Greater role of key local actors
in health governance
8. Decentralization

Objective
Unintended
IR 1
Objective

9. Collaboration among national
government

Unintended

10. Health budget increase

Unintended

11. Increased CSO capacity

IR 2

12. Trust between government
and media

IR 1

13. Increased radio capacity

IR 1

Five outcome statements align with CIHG IR 1: 14. Improved attitudes towards
Objective
Opportunities expanded for government officials health centers
and citizens to engage in constructive dialogue. 15. Greater use of health services
Objective
National government, local key actors, the 16. Community more involved in
Objective
media, and community members all play a role in health issues
these outcomes, which include: increased
17. Improved health outcomes
Unintended
transparency at the national level (#4); local key
actors taking on more responsibility in 18. Better management of health
Unintended
centers
management of health services (#7); improved
19. Government and CSO
IR 2
trust between journalists and government engagement
officials (#12); increased capacity of radio station
20. Participation of women in
IR 1
staff (#13); and greater involvement of women in health issues
health sector activities (#20). Only two outcome
statements (#11 improved CSO capacity and #19 greater collaboration between national government and
CSOs) relate to IR 2 regarding CSOs engaging in effective health reform advocacy. Five changes observed
through the OH process are “unintended,” meaning they do not align with the existing CIHG results
framework: health facility renovation (#6); collaboration among government officials within the Health
Commission (#9); increase in the national health budget (#10); improved health outcomes among
community members (#17); and better management of health centers (#18).

Citizens’ Involvement in Health Governance Endline Study

Page 19 of 30

Household Survey
This section summarizes key findings from the household survey. As noted in the methodology section, the
2020 endline and 2017 baseline and subsequent 2018 household survey are not directly comparable due
to differences in sampling approaches. In addition, once COVID-19 forced methodology changes, the CIHG
consortium and USAID/Guinea determined that a number of endline questions should be adjusted to better
meet current information needs (for example, by including questions on COVID-19). Where possible,
comparison values between the baseline, endline and 2018 survey are provided as added context. Topics
covered in the survey include satisfaction with health services, citizen engagement, and media interaction
with health services and information. Each of these is discussed in turn below.
SATISFACTION WITH HEALTH SERVICES
Overall satisfaction has increased, though room for improvement remains, particularly in Conakry.
Among survey respondents, 73.7% report using government-run health services within the last year.
Notably fewer respondents (53.4%) in Conakry have utilized government health services compared to the
other prefectures. However, residents of Conakry have more options for private services versus the rest of
the country, which could influence the proportion of people using government healthcare services.
Figure 5: Satisfaction with aspects of government health services
Most aspects of health care services showed improvement from 2018 to 2020, with the
exception of cleanliness (satisfation rated on a scale of 1 -5, with 5 being highest; asterisk
denotes statistically significant differences)
4
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Overall, most people report being satisfied or very satisfied with
services provided at government facilities (68.5%). Respondents
in Conakry report lower levels of satisfaction, with only 52.6%
indicating being satisfied or very satisfied (other differences
between prefectures were insignificant).
Satisfaction with government health services shows a positively
and statistically significantly correlation with respondent use of
these services in the last year (p<.001); i.e., those who used
government health services have a more positive view. This
figure is notably higher for the 2017 survey (81.5%) versus the
endline (68.5%). However, the 2017 estimation includes both
public and private health services and thus is not directly
comparable. This question was changed for the endline to
ensure that the response focused only on public services.
The endline also asked respondents about their level of
satisfaction with specific aspects of government health services,
a set of questions repeated from the 2018 survey. Figure 5
summarizes levels of satisfaction with each aspect of health
services in 2018 and in 2020 on a scale of one to five (with five
being the highest). 6 Most aspects of health care services show
improvement from 2018 to 2020, with the exception of
cleanliness.
About half of endline respondents report being asked to pay for
free health services, though this marks an improvement from
the 2018 survey.
In Guinea, government health facilities are supposed to provide
treatment for malaria and childbirth services for free. However,
this is often not the case in practice, something captured by the
2018 and 2020 surveys. For both malaria treatment and
childbirth services, a statistically significant drop can be seen in
the percentage of respondents who say they were charged
(72.9% in 2018 and 51.9% in 2020 for malaria treatment, and
62.3% in 2018 and 53.7% in 2020 for childbirth, respectively).
Even so, over half of respondents at the endline report being
charged some amount for these services.
Though the share of respondents reporting paying for one of
the services varies only slightly between most prefectures, Boffa
and Telimele are exceptions. Boffa has the highest rates of
demanding payment (77% for malaria treatment and 69.5% for
childbirth services) while Telimele has the lowest (32.5% for
malaria treatment and 16% for childbirth services) (Figure 6).

Figure 6: Percentage of respondents reporting
paying for free services, by prefecture
Boffa had the highest rates of respondents
reporting paying for health services, while
Telimele had the lowest
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Due to differences in sampling approaches, the 2018 survey and the 2020 endline survey are not 100%
comparable.
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Respondents are more likely to use government health services now versus the 2018 survey, though
concerns about quality remain.
The endline survey asked respondents about the likelihood that they or their family members would use a
government health facility if a health need arose. Overall, most people say they are likely or very likely to
use a government health facility (76.3%). There is a notable and statistically significant increase in the
reported probability of seeking government health services between the 2018 survey and the 2020 endline,
increasing from an overall average of 2.3 to 2.9 on a scale of one to four (p<.001). Interestingly, the biggest
shift is a large decrease in the percentage of people saying they are “very unlikely” to use government
health services and a corresponding increase in the percentage of people saying they would “likely” use
government services (Figure 7). A similar shift can also be seen in the proportion of respondents who say
they are likely to recommend that other people seek help at a government health facility. For this question,
the average increased from 2.5 to 2.9 on a scale of one to four (p<.001). The survey also asked respondents
who hadn’t used government health services in the last year about why they had not (Figure 8), suggesting
that concerns about the quality of care persist, despite any improvements in satisfaction or confidence.
Figure 7: Household reported likelihood of seeking
government health services in case of illness

Figure 8: Reasons respondents reported for not using
government health services, 2020 (N=456)

COVID-19 awareness is high; some note avoidance of those who have tested positive.
The ET took advantage of the timing of the endline survey to ask questions about people’s reactions to the
COVID-19 epidemic as well as their satisfaction with the government’s response. Overall, nearly all
respondents (99.3%) are aware of COVID-19. However, respondents are split regarding the extent to which
the pandemic would influence their likelihood of seeking care at a government health facility, with 31.4%
indicating they are much more likely to seek care, 15.3% a little more likely, 33% a little less likely, and
20.4% much less likely, respectively. Overall, 65% of respondents are satisfied or very satisfied with the
government’s response to the pandemic, with notable differences between those in urban and rural areas.
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Those in urban areas are significantly less satisfied with the government’s response (53.9% are satisfied or
very satisfied versus 72.9% of those in rural areas; p<.001).
When asked if there is reluctance among community members to interact with those who had been
diagnosed with COVID-19, most say there is little or no reluctance (70.4%). However, the remaining 29.6%
who report some or much reluctance represent a notable portion of the population, suggesting that there
is some bias against those who have been diagnosed—indicating space for better communication and
education. Interestingly, female respondents feel that there is significantly more reluctance towards
COVID-19 survivors than males (32.8% of females versus 26.2% of males; p=.005). Notable differences also
exist by prefecture, though most of the differences are not statistically significant (Figure 9).
Figure 9: Percentage of respondents reporting some or much reluctance by community members in interacting
with those who have had COVID-19, by prefecture (N=1,530)
The highest rates of reluctance to interact with those who have had COVID-19 were found in Labé,
Guekedou, and Forecaria
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CITIZEN ENGAGEMENT IN HEALTH MANAGEMENT
The majority of respondents are unaware of health sector improvements.
Overall, 45.7% of survey respondents say they are aware of efforts by government authorities to improve
the health sector over the last three years. Awareness varies substantially by urban/rural setting as well as
by gender and age. Forty-nine percent of those in rural areas are aware of officials’ efforts, while only 41%
of those in urban areas report the same (p=.001). Meanwhile, 52.9% of males are aware of improvement
efforts compared to 38.8% of females (p<.001). Figure 10 summarizes the variation in awareness by age,
with awareness increasing with age.
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Among those reporting awareness of efforts to improve the health sector, nearly half (49.3%) indicate a
limited level of knowledge; only 12.8% report a very high level of knowledge. There is no notable difference
in level of awareness between urban and rural areas, or by age. However, males report a statistically
significant higher level of awareness than females (15.1% for males versus 9.7% for females, respectively,
p=.02). A majority of respondents (62.4%) indicate that their awareness of improvement efforts increased
their likelihood to use government health services at least somewhat.
In the 2017 baseline, 55.2% of respondents said that they are aware of what was happening regarding the
management of their local health center and efforts to improve the sector. The 2017 question was notably
different from the endline question including awareness of local health center management, not just efforts
to improve the sector. The management part of the question was purposely removed. Given the change,
the data points are not directly comparable.
Around a quarter of individuals engage in efforts to improve health services and there is evidence of broad
community involvement.
Just under a quarter of respondents (22.2%) report being directly engaged in efforts to improve their local
health facility. This varies substantially by gender, urban versus rural setting, and by age. Among males,
27.2% have been directly involved while only 17.6% of females say the same (p<.001). In urban areas, 13.9%
of respondents say they are involved in health facility improvement versus 27.6% for rural areas (p<.001).
Engagement appears to increase with age, with all differences between age groups being statistically
significant at p<.02 except for 18-year-olds and those 19-30 years of age (Figure 10). Among those who are
not personally involved in health facility improvement, the most common reasons given are: not being
aware or invited to participate (37.2%); a lack of time (27.4%); lack of interest (15.9%); and a lack of financial
motivation or payment for participation (11.6%).
When asked about the level of involvement of other community members in efforts to improve the health
sector, most respondents report others being engaged (65.8%). Only 9.8% think their community is
not at all engaged, and 26.9% say that at least some community members are very active. When asked
which entities or organizations are involved in efforts to improve health services, each of the five
listed entities (e.g., mayors, COSAHs, CSOs, etc.) received a similar proportion of positive responses.
Between 13-20% of respondents mention each of these entities as taking action: mayors, government
administrators, health personnel, COSAHs, and local CSOs.
Figure 10: Percentage of respondents that are aware of efforts by authorities to improve the health sector range
(N=1,801) and are involved in improving their local health facility (N=1,254), by age
The highest percentage of respondents who are aware of and involved in efforts to improve the health
sector are 61+ years old
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COSAHs and RECOs 7 are two local entities that are supposed to play a particular role in citizen engagement
in the health sector. Around half of respondents, however, say they have never interacted with either entity
(50.8% and 54.4%, respectively). This varies notably by gender, age, and prefecture. Males are significantly
more likely to have engaged with either a COSAH or a RECO (p<.001 in both cases). Eighteen-year-olds are
significantly less likely than other age groups to have engaged with a COSAH (p<.02 in each comparison). In
addition to those that have never interacted with their COSAH, 12.3% have interacted once with the COSAH
in the last year, 10.3% have interacted twice, and 26.7% have interacted more than twice in the last year.
All age groups have interacted similarly with RECOs, with no notable differences based on age. Figure 11
outlines the variation in COSAH and RECO engagement across prefectures.
Figure 11: Percentage of respondents that have never engaged with their COSAH or RECO before, by prefecture
High percentages of respondents in Conakry have never interacted with RECOs or COSAHs
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When asked if they feel that women were engaged in efforts to improve health services, the vast majority
(93.4%) say they are, though less than half feel that women are very engaged (47.2%). There is some
variation by prefecture, though most differences are not statistically significant except for Conakry, where
respondents report lower levels of engagement (an average of 2.7 on a scale of 1–4 with 4 being most
actively engaged); no other prefecture scores less than three. More females than males indicate that they
thought women are engaged (94.9% of women versus 92% of men say that women are engaged; p=.01).
The survey also asked if women’s perspectives are taken into account. The vast majority of people say they
are at least somewhat taken into account (91.4%), though respondents are split regarding the extent to
which they are taken into account (Figure 12).

7

CIHG did not target work with RECOs, however, they were included in the survey due to their role in engaging
community members as defined in the government’s community health policy.
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YOUTH
The endline survey asked about the
participation of youth in efforts to
improve health services. The vast
majority (93.1%) feel that youth are
engaged in efforts to improve health
services. As with women’s
participation, this appears to be
lowest in Conakry (averaging 2.6 on
a scale of one to four, with four
representing “very active”;
differences with other prefectures
are statistically significant at p<.05
except in comparison with Kindia
prefectures, which has an average
score of 2.7).
Similarly, when grouping all urban
respondents together, the average
response is 2.7 while rural
respondents rate youth participation
at an average of 3.2 (p<.001).
Female respondents feel that youth
are significantly more engaged than
male respondents do (with an
average of 2.9 among female
respondents and 3.1 among male
respondents; p=.002).
Compared to the 2018 survey, the
endline survey reports a significantly
lower percentage of respondents
feeling that youth are participating
and that their views are taken into
account. However, as with the
questions on women’s participation,
the baseline and endline questions
are not entirely comparable. Thus, it
is not clear that the differences in
reported participation represent
actual changes in behavior.

As with the question of the extent of women’s engagement, respondents in
Conakry feel that women’s perspectives are taken into account less than in
other prefectures. On a scale of one to four (with four equaling “very well
taken into account”), Conakry respondents report an average of 2.3. Though
most other differences between prefectures are not statistically significant, all
differences with Conakry are statistically significant at p<.01. Female
respondents feel that women’s perspectives are slightly better taken into
account than male respondents believed, with females averaging 2.9 versus
males reporting 2.7 (p=.02).
In comparing reports between the 2020 endline and the 2017 baseline of
whether women are engaged in improving health services and to what extent
their perspectives are taken into account, no statistically significant
differences have been detected. However, it should be noted that the baseline
only posed these questions to those who reported being active in improving
health services, while the endline asked this of everyone in order to increase
the number of data points. Thus, these data are not perfectly comparable.
Figure 12: Extent to which women’s perspectives are taken into account, percentage
of respondents reporting (N=1,680)
There is a high level of variation among respondents regarding whether
women’s perspectives are taken into account on health issues
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MEDIA AND HEALTH SERVICES
Radio and television are the top sources for information about health services
and are also the most trusted for COVID-related news.
Nearly all respondents report receiving health information from one or more
sources (1% reported receiving no health information from any source). The
most commonly cited sources are: radio (57.2%), television (41.5%), word of
mouth (31%), and social media (28.6%). In reference to reliable channels of
information on COVID-19, the most frequently named sources are: television
journalists (40.3%), national radio journalists (34.7%), local radio journalists
(24.7%), and social media (23.6%). All other sources were noted by only 15%
or less of respondents, including healthcare personnel, the Agence Nationale
de Sécurité Sanitaire (ANSS), government authorities, traditional
communicators, religious leaders, and leaders of local associations and
organizations (Figure 13).
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Figure 13: Respondent-reported, trustworthy information sources on COVID-19 (N=1,822)
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Just over half of respondents (56.4%) say that the information they receive about the functioning of the
health sector increases their likelihood of engaging in further improvement efforts “a lot,” with an
additional 33.1% saying it increases their likelihood of involvement “a little.” The differences between most
prefectures are insignificant. However, Conakry respondents report the least likelihood that information
they hear would encourage them to engage in health sector improvement efforts (41.4% in Conakry
responded “a lot”). Females respondents also feel more strongly that they would increase their
engagement (p<.001). Females responded “a lot” in 59.6% of cases versus 53% for males.
When asked what might motivate them to engage in health sector improvement efforts, the top responses
are: financial payment for participation (22.2%), receiving regular information (19.3%), and taking account
of gender issues (9.9%). Broadly, this feedback is similar to the responses received about why respondents
are not involved in improving healthcare services. To this question, 37.2% of respondents say it is because
they have not been informed or invited, 27.4% say it is due to lack of time, 16% report not being interested,
and 11.6% note it is because there was no financial motivation for participation.
Most respondents feel that if they had a question or issue with health services, they would know who could
help them (68.6%). There were no major differences by prefecture, gender, or age for this question. Among
those who know who to contact, the vast majority report that they have tried contacting this person or
entity about a health issue in the past and that the person or entity fully resolved the issue (85.3%).
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IV. Conclusions
Analysis of endline data shows several key findings related to the CIHG core themes of health services,
community engagement, and media. In addition, OH analysis frames focused on categories of change,
significance and contribution, and achievement of intended results reveal information relevant to both the
impact of the activity and the design of future health sector programs. Overall, outcomes can largely be
seen at the community level, though CIHG’s ability to collaborate with government had an important ripple
effect among national, regional, and local actors. This is further emphasized by the development of several
“unintended” changes not accounted for in the original CIHG results framework—most of which involve
national government officials as the primary social actor. Additional key takeaways for CIHG and similar
activities include: the importance of allowing time for change to develop, and of coordination with other
donors, NGOs, and government agencies.
The endline provides evidence of changing attitudes towards health services, resulting in more people
seeking medical care when needed. Furthermore, some community members are more actively engaging
in local health issues. The endline highlighted the critical role of the media in relaying health information
to the public. At the same time, infrastructure limitations, lack of funding, and other larger systemic issues
can frustrate efforts to improve health services and governance in Guinea. As indicated by survey results
on items such as community members being charged for free health services or engagement of women
and youth, room for improvement remains.

Categories of Change
CIHG had the greatest impact locally, involving a wide range of social actors to create change within
communities. Most of these changes took several years to unfold, indicating the importance of designing
programming to be long-term.
In addition to community members themselves, national government officials, health practitioners, and
other key local actors (e.g., practitioners of traditional medicine, COSAH members, etc.) all contributed to
the positive OH outcomes seen at the community level. Despite most changes taking place in communities,
national government is still a key social actor (playing a role in seven of 20 total outcome statements).
Notably, many of the changes involving government also include a secondary social actor. Thus, the ability
of CIHG to produce government-related outcomes did not necessarily center on creating individual change
among government officials, but rather on sparking collaboration with other social actors. Given the
influence of government, creating connections between national officials and local or regional actors has a
significant ripple effect that leads to change at the community level. Finally, it is important to note that
many outcomes began to happen in the latter years of CIHG implementation. For CIHG—as with many
activities in the health and other sectors— time is a key factor in allowing change to fully develop.

Significance and Contribution
OH results demonstrate the influence of collective action by donors, government, NGOs, and other key
development actors.
The majority of outcome statements (15 of 20 total) were determined to have a “medium” level of CIHG
contribution—meaning that both CIHG and another actor or enabling environment condition played a role
in creating the change. The implication is that programs will be more successful if implemented in a way
that complements ongoing government, donor, or other NGO initiatives (for example, CIHG organizing visits
of government officials to health centers at the same time that the ANAFIC was investing in the renovation
of these centers across the country).
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Achievement of Intended Results
CIHG obtained its intended objective, but not necessarily via the pre-defined intermediate results as
articulated in the results framework.
CIHG was designed to improve public understanding of and participation in Guinea’s health system by
expanding opportunities for government officials and citizens to dialogue, and by increasing the capacity
of CSOs to engage in health reform advocacy. Eight of 20 total outcome statements relate to this objective,
while five align with CIHG IR 1 on government and citizen dialogue. However, only a small number of OH
outcomes (two total) link to CIHG IR 2 on CSO advocacy. These findings indicate that CIHG’s overall objective
was achieved but not via the results originally anticipated. Instead, there are a significant number of
“unintended” changes (many involving government institutions and relationships) that seem to be stronger
contributors to bolstering citizen engagement on issues of health services and governance.

Health Services
The 2014 Ebola epidemic revealed significant distrust in government health services, and avoidance of
healthcare as a result. Both OH and survey data show evidence of change in these attitudes and behaviors.
Several OH outcome statements reveal improvements in these areas, including increased trust in and more
frequent use of health centers. Achievement of such outcomes is a long, complex process requiring
engagement on a variety of levels. For example, OH participants emphasized linkages between community
use of health services and capacity building of COSAHs, radio station trainings, radio broadcasts on
healthcare, GGB activities, government visits, and collaboration with practitioners of traditional medicine.
Thus, the multi-faceted design of CIHG, where different types of social actors were engaged in order to
spark change at the community level, seems to be a key success factor.
Survey findings similarly support the conclusion that views on health services are improving. Though
quantitative comparisons between the endline and the 2017 and 2018 surveys are not exact, notable and
positive trends can be seen in a wide range of service-related aspects—from the perceived quality of
services, to cost of care, to availability of supplies. In addition, respondents report a higher likelihood of
using government health services in the future. A majority of respondents also feel that efforts to improve
health services have resulted in at least some progress on the ground. Finally, the proportion of survey
respondents charged for government health services that should be free has notably decreased over time.
Nevertheless, concerns linger regarding the cost and quality of care. While fewer citizens report being
wrongly charged for healthcare services at the endline versus the 2018 survey, this figure is still about 50%.
When asked about what sources of information on COVID-19 people trust, official health sources such as
ANSS and healthcare workers were less trusted than TV and radio. As mentioned in OH KIIs, in some cases
structural issues such as lack of drainage systems can inhibit progress made in convincing community
members to use health facilities.

Citizen Engagement
While OH data in particular indicate improved citizen engagement, progress towards this change is uneven
and requires additional time to develop.
CIHG aimed to improve citizens’ understanding of and participation in Guinea’s health system. Almost half
of the outcomes harvested through the OH process link to this objective, a strong indication of
achievement. However, of these eight outcomes only four are multi-regional (i.e., taking place in six or
more regions of CIHG implementation). Thus, while engagement is increasing, this change is not necessarily
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unfolding in the same manner in every region—to be expected given differences in context, geography,
resources, etc.
The ability to compare baseline and endline survey data for engagement questions is limited. Thus, a
trendline is harder to draw, though the endline indicates that approximately a quarter of citizens are
engaged in healthcare issues. Additionally, many know others in their community who are actively involved.
The vast majority of survey respondents believe that both women and youth are engaged in efforts to
improve the health sector, a finding supported by OH outcome statements on women’s participation in
health activities and improved civic engagement among youth.
However, quantitative data show additional room for change. While it is difficult to determine the
“optimal” percentage of the population that should participate in health governance activities, it is clear
that continued and even higher-quality engagement could help further advance the sector. In addition,
there is notable room for improvement regarding the extent to which voices of women and youth are
taken into account. As highlighted by OH KII participants, these types of attitude and behavior changes
take substantial time to develop—often much longer than the four years allotted for CIHG implementation.

Media
Data from the endline study emphasize the importance of supporting media in order to improve the flow
of information on health to the public.
While the media is not a key social actor in many OH outcome statements, radio is one of the activities
most frequently cited as contributing to change. This highlights the broader effects of CIHG’s work
with radio stations, particularly training and capacity building. By increasing the capacity of radio
stations to produce health broadcasts, CIHG helped bring about community-level changes in
knowledge, attitudes, and practices related to health.
Survey respondents cite radio as one of the key sources of information on health. Data regarding
who people trust for information on COVID-19 are even more telling—TV and radio journalists occupy
the top three spots in terms of trusted sources, while government and local leaders rate poorly.
Healthcare personnel and ANSS rank slightly higher than government and local leaders, though still
notably less than the media. It should be noted that the COVID-19 pandemic hit Guinea while it was
already in the midst of intense political unrest; cases of COVID-19 began to emerge immediately
following very contentious legislative elections and a much-debated constitutional reform process,
both of which were preceded by months of protest. What influence the political turbulence had on
confidence in government-sponsored news sources is unclear.
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Annex I: Qualitative Data Collection Tools
A. KEY INFORMANT INTERVIEW PROTOCOL
I. General Information
Name:
Date:

Sex: M

F____

Organization:
Title/Position:
2. Introduction and informed consent
Thank you for coming here today [or for accepting our invitation to have the interview]. First, let me
introduce the team: [Each member of the team should introduce himself/herself].
We are here on behalf of Social Impact to conduct research on the “Citizen Involvement in Health
Governance (CIHG)” project, which is being implemented by FHI 360 with partner NGOs such as Search
for Common Ground (SFCG), and funded by USAID.
Before we begin, you should know that neither this research nor your answers to our questions will in any
way determine if a project will be implemented here, continue to be here, or effect your ability to access
or receive any services. The benefit of this research is to ensure that projects are well designed, and take
into consideration the Guinean point of view.
This interview will take approximately one hour
. With your permission, we would like to take notes. The notes will not be shared with anyone outside the
research team at Social Impact and your name will be kept confidential. We hope this makes you feel
comfortable to express your ideas freely.
Your participation in this discussion is voluntary and so if you do not feel comfortable, then you are
welcome to excuse yourself at any time during the research without any consequences to you. Do you
have any questions? Do you agree to participate? Thank you!
3. Interview Questions

Part I. Overview and CIHG Activities
Firstly, we want to hear about your views and experiences working on health services and governance
issues generally, and also in relation to the CIHG program:
1. Please describe your work in health services and governance in Guinea over the last three years?
2. Please describe your work with the CIHG program, including: when you first started collaborating
with CIHG; what types of activities you are involved in; and where this work takes place.
3. In addition to the activities you have just described, are there other CIHG activities that you are
aware of? If yes, please describe these activities.
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4. Who are the main participants in CIHG activities that you are aware of?

Part II. Outcomes
Now, we would like to talk more about the changes you may have seen. The main focus of this exercise is
to identify different types of changes, or outcomes, that have happened since the start of the CIHG
program related to health services, health governance and citizen participation in health governance and
service delivery. These could be changes in behaviors, relationships, actions, activities, policies or
practices. The changes can also be at an individual level, within communities, regionally or nationally.
Finally, changes can be positive or negative, intended or unintended.
For the remaining questions, we would like to ask you to reflect on your experiences with the CIHG
program. Please think about the changes in behaviors, attitudes, knowledge, relationships, actions,
activities, practices, policies, etc. related to health governance, health services and citizen participation to
improve health governance and service delivery that you have observed. You may think about this in
terms of time (what changes happened in 2017, 2018, 2019 and 2020), location (what changes happened
in different areas of CIHG implementation) actors (what changes happened among government officials,
in communities, among CSOs, etc.), or any other category that comes to mind. For each type of change
that you can think of, please describe the following:
5. WHAT has happened? How is this different from the previous situation of health services and
governance in Guinea?
6. WHO was involved? Please identify the main actor(s) by organization(s) and/or titles and describe
what changed in their behaviors, relationships, actions, activities, policies, practices, etc. This can
be individual people but also communities, institutions, etc.
7. WHEN and WHERE did the change take place?
8. In your opinion, what is the SIGNIFICANCE of this change in relation to: 1) Health services and
governance in Guinea; and 2) Objectives of the CIHG program?
9. In your opinion, did CIHG contribute to making this change happen? If yes, HOW? Please describe
which activities or inputs specifically supported the change.
10. Is there additional EVIDENCE you can think of that could document this change? This can include
documents, online content, data sources or other methods.
Note for facilitators: These 6 questions should be asked for each individual change described by the
interview participant. Participants should be encouraged to list and describe as many changes as possible,
but at minimum 3-5 separate changes. Prompts such as year, location or social actor may be used to help
participants think of different changes. Participants should also be prompted to describe any negative or
unexpected changes.

2

B. FOCUS GROUP DISCUSSION PROTOCOL
1. Introduction and informed consent
[See KII protocol for informed consent language]
Participant introduction, including roles and responsibilities within CIHG
2. FGD Questions
Participants were provided with a list of preliminary outcomes harvested during the document review
and KIIs. This included the following information: what happened, primary social actors, and year started;
significance of the change; and CIHG contribution. After reading through these outcomes, participants
discussed the following questions:
a. What are your impressions of the outcomes?
i. Do you see any particular trends in the outcomes related to: 1) Year; 2) Type of change
(behaviors, relationships, attitudes, practices, etc.); and 3) Scope (local, regional, or national)
ii. Is there an outcome you do not think should be included?
iii. Is there an outcome missing that should be added? If yes, please describe: the change,
including what, where, and who played a role; the significance of the change; and CIHG’s
contribution to the change.
b. Among the changes that you see, please rank the level of importance of each in terms of the
overall context in Guinea related to health services and governance: low, medium or high
c. Among the changes that you see, how would you rate the level of contribution of the CIHG
program: low, medium, or high
i. Note for facilitators: A “low” rating signifies that CIHG contribution was indirect, and that
other actors or enabling environment conditions (e.g. policy change) were more influential in
sparking the change. If CIHG made some direct, real-time contributions to the change, but
other actors or enabling environment conditions also had a significant part, a “medium”
rating should be assigned. Finally, “high” contribution changes are those produced almost
entirely by CIHG; these changes would not have occurred without the activity.
d. Among the changes that you see, are there certain ones that you think align with CIHG’s core
objective of improving citizen participation in the health system? What about IR 1 or IR 2?
e. Do you have any further comments or questions about the CIHG outcomes?
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C. QUESTIONNAIRE
1. Introduction and informed consent
This questionnaire is part of research conducted by Social Impact for the endline study of the CIHG
program. Before you begin, you should know that neither this research nor your answers to our questions
will in any way determine if a project will be implemented, continue to be implemented, or effect your
ability to access or receive any services. The benefit of this research is to ensure that projects are well
designed and take into consideration the Guinean point of view.
Your responses to the questionnaire will not be shared with anyone outside the research team at Social
Impact and your name will be kept confidential. Your participation is voluntary. By continuing to the next
page, you agree to participate in the research.
2. Questionnaire Structure
This questionnaire contains 19 outcome statements collected during the document review and KIIs as
part of the “outcome harvesting” process. For each of these outcomes, please assign a rating of low,
medium or high (or “I’m not sure”) for the following questions:
a. What is the level of importance of the change in terms of the overall context in Guinea related to
health services and governance?
For this question, you can assume that the change happened, and you do not need to take into
account any contributions of CIHG activities.
b. What is the level of CIHG’s contribution to the change?
For this question, please consider: If the CIHG program did not exist, would it still be possible to see
this change?
After each change, there is also space provided to explain why you assigned the rating that you did.

4

D. SUBSTANTIATION WORKING GROUPS
1. Introduction and informed consent
[See KII protocol for informed consent language]
Participant introduction, including roles and responsibilities within CIHG
2. Meeting Structure
Substantiation participants were provided (in advance) a document with full outcome statements,
including: what changed, primary social actors, and year started; significance of the change; and CIHG
contribution. After reading through these statements, substantiators and the endline team met remotely
to review each outcome, using the below checklist as a guide for the discussion:
1. On the description of the overall outcome information (all boxes above): To what degree do you agree
that the information is accurate? Please choose only one answer.
[ ] Fully agree
[ ] Partially agree
[ ] Disagree
[ ] No opinion – not knowledgeable enough to answer
[ ] No opinion – prefer not to answer
2. On the outcome statement (A above): Please explain any disagreement you may have with the
accuracy of the description of the outcome, or present an alternative description.
__________________________________________________________________________________
__________________________________________________________________________________
3. On the outcome significance (B above): Please explain any disagreement you may have with the
significance of the outcome, or present an alternative description.
_____________________________________________________________________________________
_____________________________________________________________________________________
4. On the program’s contribution (C above): Please explain any disagreement you may have with how the
program contributed to the outcome, or present an alternative description.
_____________________________________________________________________________________
_____________________________________________________________________________________
5. On the extent of the program’s contribution:
[ ] Program contributed negligibly to this result
[ ] Program contribution to this result was indirect, or the result of past actions
[ ] Program made some direct, real-time contribution to this result
[ ] Program made major direct, real-time contributions to this result.
[ ] No opinion – not knowledgeable
[ ] No opinion – prefer not to answer
Explanation, and/or description of program contribution and its significance
__________________________________________________________________________________
__________________________________________________________________________________
6. Other overall comments or questions:
_____________________________________________________________________________________
_____________________________________________________________________________________
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Annex II. Household Survey

CIHG Endline Questionnaire
Survey
Question
No.
A1
A2

A3

A4

A5

A6

Intro

Question

Survey ID
Database source (pre-loaded)

Region (pre-loaded from
database; will be blank if not
available)
Prefecture (pre-loaded from
database; will be blank if not
available)
N° Enquêteur
Enumerator ID
Date et heure de l’enquête :
jj/mm/année hh:mm:ss
Survey date and time: dd/mm/yy
hh:mm:ss
Introduction

Réponses/Modalités

[computer generated 5 digit number]
1. Baseline contact
2. Ipsos database
3. RDD database
4. Face to face contacts collection
[list of options- attached]

[list of options- attached]

[list of options- attached]

[automatic date stamp]

Bonjour, je m'appelle ____________ et je travaille pour ADS
Services et Merkatic. Je vous appel au nom de Social Impact, une
société de suivi et d'évaluation basée aux États-Unis. Nous
menons une étude sur les systèmes de santé en Guinée pour un
projet financé par USAID. J’espère que vous pourriez y participer,
mais je dois poser quelques questions pour vérifier si vous êtes
éligible à participer. Nous offrons 9500 GNF en crédit
téléphonique pour chaque participant ayant complétée
l’interview.
Si la personne contactée vous demande :
Où avez-vous obtenu mon numéro ?
Pour les contacts Baseline et Ipsos de A2: utilisez la réponse cidessous :
Vous avez participé à une enquête dans le passé et avez accepté
d'être contacté lors de futures enquêtes.
Pour les contacts RDD de A2: utilisez la réponse ci-dessous :
Votre numéro a été obtenu par une méthode appelée
numérotation aléatoire, où un ordinateur génère aléatoirement
les 8 derniers chiffres suivant un préfixe mobile tel que 08 ou 07
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Hello, my name is ____________ and I work for ADS Services and
Merkatic. I'm calling you on behalf of Social Impact, a monitoring
and evaluation company based in the United States. We are
conducting a health systems survey in Guinea for a USAID funded
project. I hope you could participate, but I need to ask a few
questions to check if you are eligible to participate. We offer
9500 GNF in phone credit for each participant who completes
the survey.
If the person contacted asks you:
Where did you get my number?
For Baseline and Ipsos contacts from A2: use the answer below:
You have participated in a survey in the past and have agreed to
be contacted in future surveys.
For RDD contacts from A2: use the answer below:
Your number was obtained by a method called random digital
dialing , where a computer randomly generates the last 8 digits
using a mobile prefix such as 08 or 07

A8

Comment vous appelez-vous?
What is your name?

A9

Quelle langue préférez-vous
pour cette conversation ?
[Ne lisez pas les options]
What language would you prefer
to use for this conversation?
[Do not read the options]

A10

Avez-vous au moins 18 ans ?
[Ne lisez pas les options]
Are you currently above 18
years?

99. Je préfère ne pas répondre
99. I prefer not to respond
1. Anglais
2. Français
3. Peuls
4. Soussou
5. Malinké
6. Kpelle (Guerze)
7. Landouman
77 Autre (préciser) - [Si le répondant parle une autre langue,
passez à A16 et terminez l'enquête - code 10]
1. English
2. French
3. Fulani (Fulah)
4. Susu
5. Mandingo
6. Kpelle (Guerze)
7. Landoma (Landouman/Landuma)
77 Other (specify)- [If respondent speaks any other language
skip to A16 and end survey- code 10
0. Non
1. Oui [Passer à A11]
0.
1.

No
Yes [Skip to A11]
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A10a

A10b

[Do not read the options]
Y a-t-il quelqu'un dans votre
ménage qui a actuellement 18
ans ou plus ?
Is there anyone in your
household who is currently 18
years and above ?
Quel est le nom de la personne ?
What is the person’s name?

A10c

Quel est le numéro de
téléphone de la personne ou un
numéro que nous pouvons
utiliser pour la joindre?
What is the person’s phone
number or a number we can use
to reach them ?

A11

Dans quelle région habitezvous ?
[Ne lisez pas les options]
In which region do you reside in
currently?
[Do not read the options]

A12

Dans quelle préfecture habitezvous ?
[Ne lisez pas les options]
[Résider signifie l'endroit où ils
ont dormi la majorité des nuits
au cours des 6 derniers mois. Si
la personne a passé exactement
3 mois dans un endroit et 3 mois
dans un autre, demandez-lui où
réside sa famille. Utilisez cet
endroit pour enregistrer]

0.

Non [Si personne de plus de 18 ans n'est disponible,
passez à A16 et terminez l'enquête]
Oui

1.
0.

No [If no one above the age of 18 is available in the
household, skip to A16 and end the survey- code 8]
Yes

1.

99. Je préfère ne pas répondre
99. I prefer not to respond
[Record number and go to A16- code 14]
[Enregistrez le numéro et passez à A16 - code 14]
99. Je préfère ne pas répondre [Si aucun numéro n'est
disponible, passez à A16 et terminez le sondage]
99. I prefer not to respond [If no number is available, skip to A16
and end the survey- code 9]
1. Région de Boké
2. Région de Conakry
3. Région de Faranah
4. Région de Kankan
5. Région de Kindia
6. Région de Labé
7. Région de Mamou
8. Région de Nzérékoré
1. Boké Region
2. Conakry Region
3. Faranah Region
4. Kankan Region
5. Kindia Region
6. Labé Region
7. Mamou Region
8. Nzérékoré Region
Boké Region
1. Boffa
2. Boké
3. Fria – Skip to A16- code 7
4. Gaoual - Skip to A16- code 7
5. Koundara - Skip to A16- code 7
Conakry Region
1. Conakry
Faranah Region
1. Dabola - Skip to A16- code 7
2. Dinguiraye - Skip to A16- code 7
3. Faranah
4. Kissidougou
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In which prefecture do you
currently reside in?
[Do not read the options]
[To reside means the location
where they have slept the
majority of nights during the last
6 months. If the person has
spent exactly 3 months in one
place and 3 months in another
place, then ask them where their
family resides. Use this place to
record]

A13

Dans quelle sous-préfecture
habitez-vous ?
[Ne lisez pas les options]
In which sub-prefecture do you
currently reside?
[Do not read the options]

Kankan Region
1. Kankan
2. Kérouané - Skip to A16- code 7
3. Kouroussa
4. Mandiana - Skip to A16- code 7
5. Siguiri
Kindia Region
1. Coyah - Skip to A16- code 7
2. Dubréka - Skip to A16- code 7
3. Forécariah
4. Kindia
5. Telimele
Labé Region
1. Koubia - Skip to A16- code 7
2. Labé
3. Lélouma - Skip to A16- code 7
4. Mali - Skip to A16- code 7
5. Tougué - Skip to A16- code 7
Mamou Region
1. Dalaba - Skip to A16- code 7
2. Mamou
3. Pita
Nzérékoré Region
1. Beyla
2. Gueckédou
3. Lola - Skip to A16- code 7
4. Macenta
5. N'zérékoré
6. Yomou - Skip to A16- code 7
88. Je ne sais pas / Je ne me rappelle pas
88. I Don’t Know / I Don’t Remember
Boké Region
Boffa
1. Boffa-Centre
2. Colia
3. Douprou
4. Koba-Tatema
5. Lisso
6. Mankountan
7. Tamita
8. Tougnifili
Boké
9. Boké-Centre
10. Bintimodiya
11. Dabiss
12. Kamsar
13. Kanfarandé
14. Kolaboui
15. Malapouyah
16. Sangarédi
17. Sansalé
18. Tanéné
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Conakry Region
Conakry
19. Kaloum
20. Dixinn
21. Ratoma
22. Matam
23. Matoto
Faranah Region
Faranah
24. Banian
25. Beindou
26. Faranah-Centre
27. Gnaléah
28. Hérémakonon
29. Kobikoro
30. Marela
31. Passayah
32. Sandéniah
33. Songoyah
34. Tiro
Kissidougou
35. Albadaria
36. Banama
37. Bardou
38. Beindou
39. Fermessadou-Pombo
40. Firawa
41. Gbangbadou
42. Kissidougou-Centre
43. Kondiadou
44. Manfran
45. Sangardo
46. Yendé-Millimou
47. Yombiro
Kankan Region
Kankan
48. Balandougou
49. Bate-Nafadji
50. Boula
51. Gbérédou-Baranama
52. Kanfamoriyah
53. Kankan-Centre
54. Koumban
55. Mamouroudou
56. Missamana
57. Moribayah
58. Sabadou-Baranama
59. Tinti-Oulen
60. Tokounou
Kouroussa
61. Babila
62. Balato
63. Banfélé
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64. Baro
65. Cisséla
66. Douako
67. Doura
68. Kiniéro
69. Komola-Koura
70. Koumana
71. Kouroussa-Centre
72. Sanguiana
Siguiri
73. Siguiri-Centre
74. Bankon
75. Doko
76. Franwalia
77. Kiniébakoura
78. Kintinian
79. Maléa
80. Naboun
81. Niagassola
82. Niandankoro
83. Norassoba
84. Siguirini
Kindia Region
Forécariah
85. Forécariah-Centre
86. Alassoya
87. Benty
88. Farmoriah
89. Kaback
90. Kakossa
91. Kallia
92. Maférinya
93. Moussaya
94. Sikhourou
Kindia
95. Bangouyah
96. Damankanyah
97. Friguiagbé
98. Kindia-Centre
99. Kolenté
100. Madina-Oula
101. Mambia
102. Molota
103. Samayah
104. Souguéta
Telimele
105. Bourouwal
106. Daramagnaky
107. Gougoudjé
108. Koba
109. Kollet
110. Konsotamy
111. Missira
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112. Santou
113. Sarékaly
114. Sinta
115. Sogolon
116. Tarihoye
117. Télimélé-Centre
118. Thionthian
Labé Region
Labé
119. Dalein
120. Daralabe
121. Diari
122. Dionfo
123. Garambé
124. Hafia
125. Kaalan
126. Kouramangui
127. Labé-Centre
128. Noussy
129. Popodara
130. Sannou
131. Tountouroun
Mamou Region
Mamou
132. Bouliwel
133. Dounet
134. Gongoret
135. Kégnéko
136. Konkouré
137. Mamou-Centre
138. Nyagara
139. Ouré-Kaba
140. Porédaka
141. Saramoussaya
142. Soyah
143. Téguéréya
144. Timbo
145. Tolo
Pita
146. Bantignel
147. Bourouwal-Tappé
148. Dongol-Touma
149. Gongore
150. Ley-Miro
151. Maci
152. Ninguélandé
153. Pita-Centre
154. Sangaréah
155. Sintali
156. Timbi-Madina
157. Timbi-Touny
158. Djindjin
159. Keriwel
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Nzérékoré Region
Beyla
160. Beyla
161. Boola
162. Diara-Guerela
163. Diassodou
164. Fouala
165. Gbakedou
166. Gbessoba
167. Karala
168. Koumandou
169. Moussadou
170. Nionsomoridou
171. Samana
172. Sinko
173. Sokourala
Gueckédou
174. Bolodou
175. Fangamadou
176. Guéckédou-Centre
177. Guendembou
178. Kassadou
179. Koundou
180. Nongoa
181. Ouéndé-Kénéma
182. Tekoulo
183. Termessadou-Dibo
Macenta
184. Balizia
185. Binikala
186. Bofossou
187. Daro
188. Fassankoni
189. Kouankan
190. Koyamah
191. Macenta-Centre
192. N'Zébéla
193. Ourémai
194. Panziazou
195. Sengbédou
196. Sérédou
197. Vassérédou
198. Watanka
N'zérékoré
199. Nzérékoré-Centre
200. Bounouma
201. Gouécké
202. Kobéla
203. Koropara
204. Koulé
205. Palé
206. Samoé
207. Soulouta
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208. Womey
209. Yalenzou
A13a

A14

Interviewer, classify setting of
subprefecture according to the
list provided.

1. Urbain
2. Rural
76. [Définition du quota complet - Terminer - code 12]

Microsoft Excel
97-2003 Worksheet

1. Urban
2. Rural
76. Setting quota full- Terminate- code 12

Interviewer, check quota for
urban/rural. If full, terminate the
interview
Si la réponse a A13 est 88 :
Habitez-vous dans un milieu
urbain ou rural ?
[Un zone urbain veut dire… ; Un
zone rural veut dire…]
If response to A13 is 88
Do you live in an urban or rural
area?
[An urban zone means….; A rural
zone means….]

A15

Interviewer, check quota for
urban/rural. If full, terminate the
interview
Quel est votre sexe ?
Etês vous un homme ou une
femme ?

1. Urbain
2. Rural
99. Je préfère ne pas répondre
76. . Définition du quota complet - Terminer - code 12
1. Urban
2. Rural
99. I prefer not to respond
76. Setting quota full- Terminate

1. Masculin
2. Féminin
99. Je préfère ne pas répondre
76. . Définition du quota complet - A15a to A15c

[Ne lisez pas les options]
Are you a man or a woman?

1. Male
2. Female
99. I prefer not to respond
76. If gender quota is full- Ask A15a to A15c

Intervieweur, vérifiez le quota
de genre. S'il est complet, codez
76 et posez les questions
suivantes pour rechercher un
répondant éligible pour remplir
les quotas de sexe restant
Interviewer, check gender quota.
If full, code 76 and ask
subsequent questions to seek for

14

A15a

an eligible respondent to fill
pending gender quotas
Y a-t-il quelqu'un dans votre
ménage qui a actuellement 18
ans ou plus et qui est un homme
/ une femme? ?
Is there anyone in your
household who is currently 18
years and above and is
male/female?
Intervieweur, sélectionnez le
sexe approprié en fonction des
exigences de quota

0.
1.
1.

Non [Si personne de plus de 18 ans n'est disponible,
passez à A16 et terminez l'enquête]
Oui- Masculin
Oui- Féminin

0.

No [If no one above the age of 18 and meting the
gender quota is available in the household, skip to A16
and end the survey- code 11]
1. Yes- male
1. Yes- female

Interviewer, select the
appropriate gender according
the quota requirements
A15b

Quel est le nom de la personne ?
What is the person’s name

A15c

Quel est le numéro de
téléphone de la personne ou un
numéro que nous pouvons
utiliser pour la joindre?
What is the person’s phone
number or a number we can use
to reach them ?

A16

Résultat de la tentative d'appel
Result of the call attempt

99. Je préfère ne pas répondre
99. I prefer not to respond
[Enregistrer le numéro et passer à A16 - code 15]
[Record number and go to A16- code 15]
99. Je préfère ne pas répondre [Si aucun numéro n'est
disponible, passez à A16 et terminez le sondage]
99. I prefer not to respond [If no number is available, skip to A16
and end the survey- code 11]
1. Répondant admissible - Continuer
2. Pas de réponse - Numéro de recyclage
3. Inaccessible (téléphone portable éteint ou hors du
réseau) - Numéro de recyclage
4. Parle une langue différente de celle de l'énumérateur
[Suivez la procédure de formation pour réaffecter]:
[sélectionnez la langue souhaitée]
5. Rappel demandé à l'heure indiquée sur rendez-vous
6. Le numéro n'existe pas - Terminer
7. En dehors des préfectures sélectionnées - Terminer
8. Personne dans le ménage n'est âgé de plus de 18 ans Terminer
9. Numéro de téléphone pour joindre la personne éligible
dans le ménage (18 ans et plus) non disponible Terminer
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10. Barrière linguistique (le répondant ne parle ni le
français ni aucune des 5 langues de l'enquête) –
Terminer
11. Quota de genre complet - Terminer
12. Zone (urbaine / rurale) complet - Terminer
13. Refus de participer - Terminer (Enregistrer la raison du
refus) ………….
14. Répondant au ménage potentiel - numéro de choix de
l'âge pour la base de données et fin
15. Répondant potentiel du ménage - numéro de choix du
sexe pour la base de données et Terminer
1.
2.
3.

Terminate

If response to A16 is 6, 7, 8, 9,
11, 10, 12 or 13:
Termination Script

If responses to A16 is 14 or 15
Termination Script

Eligible respondent- Proceed
No answer- Recycle number
Not reachable (mobile phone off or outside the
network)- Recycle number
4. Speaks a different language than the enumerator
[Follow training procedure to reassign]: [select desired
language]
5. Requested recall at specified time- book appointment
6. Number does not exist- Terminate
7. Outside selected prefectures- Terminate
8. No one in the household is aged above 18 yearsTerminate
9. Phone number to reach eligible person in the
household (18 years and above) not availableTerminate
10. Language barrier (respondent cannot speak French or
any of the 5 survey languages)- Terminate
11. Gender Quota full- Terminate
12. Setting (urban/rural) setting full- Terminate
13. Refused to participate- Terminate (Record reason for
refusal)………….
14. Potential household respondent- age quota- pick
number for database and terminate
15. Potential household respondent- gender quota- pick
number for database and terminate
Merci beaucoup d'avoir répondu à ces questions pour moi
aujourd'hui. Actuellement, nous enquêtons sur des personnes
qui vivent dans des zones particulières et répondent à des
critères spécifiques. Vous n'êtes pas admissible à participer
pour le moment. Mais nous vous remercions beaucoup d'avoir
parlé avec nous aujourd'hui. Bonne journée.
Thank you so much for answering these questions for me today.
Currently, we are surveying people who live in particular areas
and meet specific criteria. You don’t qualify to participate at this
time. But, we thank you very much for speaking with us today.
Have a good day.
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Merci beaucoup d'avoir répondu à ces questions pour moi
aujourd'hui. Actuellement, nous enquêtons sur des personnes
qui vivent dans des zones particulières et répondent à des
critères spécifiques. Vous n'êtes pas admissible à participer
pour le moment. Mais nous vous remercions beaucoup d'avoir
parlé avec nous aujourd'hui. Nous contacterons la personne de
votre ménage dont vous nous avez fourni les coordonnées pour
voir si elle répond aux critères que nous recherchons. Bonne
journée.

A17

Consentement éclairé
[insert script]- attaché ici

Microsoft Word 97
- 2003 Document

Thank you so much for answering these questions for me today.
Currently, we are surveying people who live in particular areas
and meet specific criteria. You don’t qualify to participate at this
time. But, we thank you very much for speaking with us today.
We will reach out to the person in your household whose
details you have provided to see if they meet the criteria we are
looking for. Have a good day.
0. Non- Enregistrer la raison du refus et terminer
1. Oui- Continuer
0.
1.

No- Record reason for refusal and terminate
Yes- Continue

Acceptez-vous de participer?

A18

Do you agree to participate?
Heure de début

[automatic timestamp]

Start time

Social Economic Profile / Profil socio-économique
Survey
Question
No.
B1

B2

Question
Quel âge avez-vous ?
[Si possible, aidez le répondant à
estimer son âge s'il ne sait pas
exactement]
How old are you ?
[If possible, help the respondent
estimate their age if they don’t
know exactly]
Quel est votre état civil ?
[Ne lisez pas les options]
What is your marital status ?
[Do not read the options]

Réponses/Modalités
[Insérer l’age (en ans) du répondant]
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
[Insert age (in years) of respondent]
88. I don’t know / I don’t remember
99. I prefer not to respond

1.
2.
3.
4.
5.
6.
99.

17

Marié (e)
Célibataire
Divorcé (e)
Veuf (ve)
Séparé (e)
Concubinage
Je préfère ne pas répondre

B3

Quel niveau d'éducation avezvous atteint?
[Ne lisez pas les options]
What level of education have
you attained ?
[Do not read the options]

B4

Quelle langue parlez-vous
principalement ?
[Ne lisez pas les options]
What language do you primarily
speak ?
[Do not read the options]

B5

Avez-vous un handicap ?
[Ne lisez pas les options]
Do you have a handicap?
[Do not read the options]

1.
2.
3.
4.
5.
6.
99.
0.
1.
2.
3.
4.
5.
88.
99.

Married
Single
Divorced
Widowed
Separated
Cohabiting
I prefer not to respond
Aucun
Primaire
Formation en métier/Ecole professionnelle
Secondaire
Supérieur/Universitaire
Post Universitaire
Je ne sais pas / Je ne me rappelle pas
Je préfère ne pas répondre

0. None
1. Primary
2. Vocational training / Professional school
3. Secondary
4. University / College
5. Graduate (Post-University)
88. I don’t know / I don’t remember
99. I prefer not to respond
1. Diakanké
2. Guerzé
3. Kissi
4. Kpèlè
5. Malinké
6. Poular
7. Soussou
8. Toma
9. Français
77. Autre à préciser..........
99. Je préfère ne pas répondre
1. Diakanké
2. Guerzé
3. Kissi
4. Kpèlè
5. Malinké
6. Poular
7. Soussou
8. Toma
9. French
77. Other, please specify..........
99. I prefer not to respond
0. Non
1. Oui
99. Je préfère ne pas répondre
0. No
1. Yes
99. I prefer not to respond
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Citizen confidence in the public health care system / Confiance des citoyens dans le système de
santé public
Survey
Question
No.
C1

Question
Quels types de structures de
santé vous ou un membre de
votre famille avez fréquenté
dans les 12 derniers mois?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
What kind of health facilities
have you or a member of your
household visited in the last 12
months?
[Do not read the options]
[Mark all applicable answers]

C2

Quand était la dernière fois vous
ou un membre de votre ménage
avez utilisé les services d’une
structure de santé
gouvernementale (public) ?
[Ne lisez pas les options]
When was the last time you or
someone in your household
used the services of a
government health facility?
[Do not read the options]

Réponses/Modalités
0.
1.
2.
3.
4.
5.
6.
7.
77.
88.
99.

Aucune
Poste de santé (public)
Centre de santé (public)
Hôpital (public)
Cabinet de soins (privée)
Centre medicale (privée)
Clinique (privée)
Tradi-praticiens
Autre à préciser……
Je ne sais pas / Je ne me rappelle pas
Je préfère ne pas répondre

0. None
1. Health post (government)
2. Health centre (government)
3. Hospital (government)
4. Private office (private)
5. Medical center (private)
6. Clinic (private hospital)
7. Traditional providers
77. Other, please specify...........
88. I don't know / I don't remember
99. I prefer not to respond
0. Jamais - Uniquement applicable si les codes 1 ou 2 ou 3
ne sont PAS sélectionnés en C1
1. Pendant la semaine en cours - Applicable uniquement si
les codes 1 ou 2 ou 3 SONT SÉLECTIONNÉS à C1
2. Au cours de la dernière semaine - Applicable
uniquement si les codes 1 ou 2 ou 3 SONT SÉLECTIONNÉS
à C1
3. Il y a entre 2 et 4 semaines - Applicable uniquement si les
codes 1 ou 2 ou 3 SONT SÉLECTIONNÉS à C1
4. Entre 1 et 3 mois - Applicable uniquement si les codes 1
ou 2 ou 3 SONT SÉLECTIONNÉS à C1
5. Entre 4 et 6 mois - Applicable uniquement si les codes 1
ou 2 ou 3 SONT SÉLECTIONNÉS à C1
6. Il y a entre 6 et 12 mois - Applicable uniquement si les
codes 1 ou 2 ou 3 SONT SÉLECTIONNÉS à C1
7. Il y a plus d'un an - applicable uniquement si les codes 1
ou 2 ou 3 ne sont PAS sélectionnés en C1
88. Je ne sais pas / je ne me souviens pas - applicable dans
toutes les réponses à C1
99. Je préfère ne pas répondre - applicable dans toutes
les réponses à C1
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C3

C4

Si on n’a pas choisi « 0-Jamais »
à C2 :
Si un besoin médical arrive, á
quel moment est-ce que vous et
les membres de votre ménage
utilisent les services de santé
gouvernementaux ?
[Lisez les options 1-4]

0. Never- Only applicable if codes 1 or 2, or 3 are NOT
selected at C1
1. During the current week- Only applicable if codes 1 or 2,
or 3 ARE SELECTED at C1
2. During the past week- Only applicable if codes 1 or 2, or 3
ARE SELECTED at C1
3. Between 2-4 weeks ago - Only applicable if codes 1 or 2,
or 3 ARE SELECTED at C1
4. Between 1-3 months ago- Only applicable if codes 1 or 2,
or 3 ARE SELECTED at C1
5. Between 4-6 months ago- Only applicable if codes 1 or 2,
or 3 ARE SELECTED at C1
6. Between 6-12 months ago- Only applicable if codes 1 or
2, or 3 ARE SELECTED at C1
7. More than a year ago- Only applicable if codes 1 or 2, or
3 are NOT selected at C1
88. I don't know / I don't remember- applicable in all
responses at C1
99. I prefer not to respond- applicable in all responses at C1
1. Dès l'apparition du besoin
2. Quand le besoin devient grave
3. Quand la médecine traditionnelle n'a pas fonctionné
4. Uniquement lorsque les ressources financières sont
disponibles
77.Autre (à préciser)…….
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre

If they did not select “0- Never”
to C2:
If you have a medical need, how
soon do you and members of
your household use
governmental health services?
[Read the options 1-4]

1. As soon as the need appears
2. When the need becomes serious
3. When traditional medicine has not worked
4. Only when financial resources are available
77. Other, please specify……….
88. I don't know / I don't remember
99. I prefer not to respond

Si on n’a pas choisi « 0-Jamais »
à C2 :
Selon vous, quels services des
structures de santé
gouvernementaux sont utiles ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
If they did not select “0- Never”
to C2:
In your opinion, which services
at government health centers
are useful?
[Do not read the options]

1.
2.
3.
4.
5.
6.
7.
77.
88.
99.

Consultation médicale et traitement des maladies
Services de consultation
Pour la vaccination
Pour l’accouchement
La consultation pre-natale (CPN)
Conseils nutritionnels
Vente des medicaments
Autre (à préciser)…….
Je ne sais pas / Je ne me rappelle pas
Je préfère ne pas répondre

1.
2.
3.
4.
5.

Medical consultation and treatment of illnesses
Consultation services
For vaccinations
For childbirth
Prenatal consultations

20

[Check all that apply]

C5

En considérant les structures de
santé gouvernementales en
général, en quel mesure êtesvous satisfait des services
sanitaires reçus ?
[Lisez les options 1-4]
Considering government health
services in general, to what
extent are you satisfied with the
health services received?
[Read the options 1-4]

C6

6. Nutrition services
7. Sale of medications
77. Other, please specify……….
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas satisfait
2. Un peu satisfait
3. Satisfait
4. Très satisfait
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre

Quel est votre niveau de
satisfaction en général avec les
services reçus dans la structure
de santé gouvernementale la
plus proche de chez vous ?
[Lisez les options 1-4]

1. Not satisfied
2. A little satisfied
3. Satisfied
4. Very satisfied
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas satisfait
2. Un peu satisfait
3. Satisfait
4. Très satisfait
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre

What is your general level of
satisfaction with the services
received at the government
health facility that is closest to
your home?
[Read the options 1-4]

1. Not satisfied
2. A little satisfied
3. Satisfied
4. Very satisfied
88. I don't know / I don't remember
99. I prefer not to respond

Je vais énumérer les différents
aspects de votre expérience
avec les services de santé
gouvernementaux dans les
douze derniers mois. S'il vous
plaît partagez-nous votre degré
de satisfaction avec chaque
aspect de vos expériences. Si
vous n’avez pas utilisé les
services, merci de répondre
selon les informations dont vous
disposez.
I will list different aspects of
your experience with health
services in the last twelve
months. Please share with us
your level of satisfaction with
each aspect of your experiences.
If you have not used the
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C7

services, please respond
according to the information
you have.
Dans quelle mesure êtes-vous
satisfait des explications du
personnel médical sur le
problème de santé?
[Lisez les options 1-5]
To what extent are you satisfied
with the medical staff's
explanations of the health
problem?
[Read the options 1-5]

C8

C9

C10

Dans quelle mesure êtes-vous
satisfait des explications du
personnel médical sur les
médicaments prescrits?
[Lisez les options 1-5]

1. Pas du tout satisfait
2. Pas satisfait
3. Parfois satisfait parfois non satisfait
4. Satisfait
5. Très satisfait
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not at all satisfied
2. Not satisfied
3. Sometimes satisfied sometimes unsatisfied
4. Satisfied
5. Very satisfied
88. I don't know / I don't remember
99. I prefer not to respond

Les options de sélection sont les mêmes que ci-dessus

To what extent are you satisfied
with the medical staff's
explanations of the prescribed
medications?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait des services fournis par
du personnel non médical,
comme une réceptionniste [Lisez
les options 1-5]

Selection options are the same as above.

To what extent are you satisfied
with services provided by nonmedical staff, such as a
receptionist
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait des soins et du respect
dont le personnel médical vous a
traité?
[Lisez les options 1-5]

Selection options are the same as above.

To what extent are you satisfied
with the care and respect that
the medical staff treated you
with?
[Read the options 1-5]

Les options de sélection sont les mêmes que ci-dessus

Les options de sélection sont les mêmes que ci-dessus
Selection options are the same as above.
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C11

C12

C13

C14

C15

C16

Dans quelle mesure êtes-vous
satisfait du temps d'attente,
c'est-à-dire du temps passé à
attendre que du personnel
médical qualifié soit disponible?
[Lisez les options 1-5]
To what extent are you satisfied
with the waiting time, i.e. time
spent waiting for qualified
medical personnel to be
available?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait de la disponibilité de
personnel médical qualifié dans
l'établissement de santé ?
[Lisez les options 1-5]

Les options de sélection sont les mêmes que ci-dessus
Selection options are the same as above.

Les options de sélection sont les mêmes que ci-dessus

To what extent are you satisfied
with availability of qualified
medical staff in the health
facility?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait du coût des soins?
[Lisez les options 1-5]

Selection options are the same as above.

To what extent are you satisfied
with the cost of care?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait de la disponibilité des
médicaments?
[Lisez les options 1-5]

Selection options are the same as above.

To what extent are you satisfied
with availability of medicines?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait de la disponibilité de
l'équipement ou des matériaux?
[Lisez les options 1-5]
To what extent are you satisfied
with availability of equipment or
materials?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait de la propreté du centre
de santé et de l'équipement?
[Lisez les options 1-5]

Les options de sélection sont les mêmes que ci-dessus

Les options de sélection sont les mêmes que ci-dessus
Selection options are the same as above.

Les options de sélection sont les mêmes que ci-dessus
Selection options are the same as above.

Les options de sélection sont les mêmes que ci-dessus
Selection options are the same as above.
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C17

C18

C19

C20

To what extent are you satisfied
with cleanliness of the health
facility and equipment?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait de la proximité
(distance) de l'établissement de
santé le plus proche?
[Lisez les options 1-5]
To what extent are you satisfied
with proximity (distance) to the
nearest health facility?
[Read the options 1-5]
Dans quelle mesure êtes-vous
satisfait des activités et de la
gestion par le comité local de
santé et d'hygiène?
[Lisez les options 1-5]
To what extent are you satisfied
with activities and management
by the local health and hygiene
committee?
[Read the options 1-5]
Vous a-t-on demandé ou à un
membre de votre ménage de
payer des frais ou d'acheter
quelque chose pour le
traitement du paludisme, un
service qui est gratuit
officiellement, au cours des
douze derniers mois dans une
structure de santé
gouvernementale ?
[Ne lisez pas les options]
Have you or a member of your
household been asked to pay a
fee or buy something for malaria
treatment, a service that is
officially free, in the past 12
months in a government health
facility?
[Do not read the options]
Vous a-t-on demandé ou à un
membre de votre ménage de
payer des frais ou d'acheter
quelque chose pour les services
d'accouchement qui sont
gratuits officiellement, au cours

Les options de sélection sont les mêmes que ci-dessus
Selection options are the same as above.

Les options de sélection sont les mêmes que ci-dessus
Selection options are the same as above.

0. Non
1. Oui
78. Non applicable (n'a pas utilisé les services de
traitement du paludisme au cours des 12 derniers mois
dans un établissement public)
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0. No
1. Yes
78. Non applicable (didn’t use malaria treatment services in
the past 12 months at public facility)
88. I don't know / I don't remember
99. I prefer not to respond

0. Non
1. Oui
78. Non applicable (n’a pas utilisé les services
d'accouchement au cours des 12 derniers mois dans une
structure médical gouvernemental)
88. Je ne sais pas / Je ne me rappelle pas
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des douze derniers mois dans
une structure de santé
gouvernementale ?
[Ne lisez pas les options]

C21

C22

C23

Have you or a member of your
household been asked to pay a
fee or buy something for
childbirth services, services that
are officially free, in the past 12
months in a government health
facility?
[Do not read the options]
Si vous-même ou un membre de
votre ménage tombiez malade
maintenant, quelle est la
probabilité que vous alliez dans
une structure de santé
gouvernementale pour un
traitement ?
[Lisez les options 1-4]
If you or a member of your
household gets sick now, what is
the probability that you will go
to a government health unit for
treatment?
[Read the options 1-4]
Avec quelle probabilité
recommanderiez-vous à une
autre personne en dehors de
votre ménage, de se faire
soigner dans une structure de
santé gouvernementale ?
[Lisez les options 1-4]
How likely are you to
recommend to another person
outside of your family members
to seek treatment in a
government health facility?
[Read the options 1-4]
Si « jamais » ou « plus d’une
année passée » à la question C2,
Pour quelles raisons n’utilisezvous pas les services de santé
gouvernementaux ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]

99. Je préfère ne pas répondre
0. No
1. Yes
78. Not applicable (didn’t use child birth services in past 12
months at public facility)
88. I don't know / I don't remember
99. I prefer not to respond

1. Très peu probable
2. Peu probable
3. Probable
4. Très probable
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Very unlikely
2. Unlikely
3. Probable
4. Very likely
88. I don't know / I don't remember
99. I prefer not to respond

1. Très peu probable
2. Peu probable
3. Probable
4. Très probable
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Very unlikely
2. Unlikely
3. Likely
4. Very likely
88. I don't know / I don't remember
99. I prefer not to respond
1.
2.
3.
4.
5.
6.

Insuffisance de personnel
Personnel non qualifié
Coût trop élevé des soins
Centre situé trop loin de la résidence
Mauvaise qualité des services fournis
Manque des matériaux, équipement, médicaments,
etc.
7. Manque de confiance dans les personnels et gestion
77. Autre à préciser…………………………….
88. Je ne sais pas / Je ne me rappelle pas
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If « never » or « more than one
year ago » to question C2,
Why do you not use government
health services?
[Do not read the options]
[Check all applicable answers]

C24

Avez-vous entendu parler du
CORONAVIRUS en Guinée?
[Ne lisez pas les options]
Have you heard about Corona
Virus in Guinea?
[Do not read the options]

C25

Si « oui » à la question C24 :
Êtes-vous satisfait avec la
réponse du gouvernement
au CORONAVIRUS en
Guinée ?
[Lisez les options 1-4]

C27

1. Inadequate staff
2. Unqualified staff
3. Cost of care is too high
4. Centre located too far from home
5. Poor quality of services provided
6. Lack of materials, equipment, medications, etc
7. Lack of trust in the personnel or management
77. Other, please specify.........................
88. I don't know / I don't remember
99. I prefer not to respond
0. Non
1. Oui
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0. No
1. Yes
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas satisfait
2. Un peu satisfait
3. Satisfait
4. Très satisfait
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre

Si « oui » à la question C24 :
Comment le CORONAVIRUS en
Guinée influence t’elle votre
fréquentation d’une structure
de santé gouvernementale ?
[Lisez les options 1-4]

1. Not satisfied
2. A little satisfied
3. Satisfied
4. Very satisfied
78. Not applicable
88. I don't know / I don't remember
99. I prefer not to respond
1. Beaucoup moins probable à fréquenter
2. Un peu moins probable à fréquenter
3. Un peu plus probable à fréquenter
4. Beaucoup plus probable à fréquenter
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre

If “yes” to question C24:
How does the existence of
Corona Virus affect the
likelihood that you will use a
governmental health facility?
[Read the options 1-4]

1. Much less likely to use
2. A little less likely to use
3. A little more likely to use
4. Much more likely to use
88. I don't know / I don't remember
99. I prefer not to respond

If “yes” to question C24:
Are you satisfied with the
government’s response to
Corona Virus in Guinea?
[Read the options 1-4]
C26

99. Je préfère ne pas répondre

Si « oui » à la question C24 :
Pour quelles raisons le
CORONAVIRUS influence votre

1.
2.
3.
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Confiance aux dispositifs mis en place
Pas de confiance aux dispositifs mis en place
Peur de la contamination

fréquentation aux structures de
santé gouvernementale ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
If “yes” to question C24:
For what reasons does Corona
Virus influence your likelihood to
frequent a public health facility?
[Note: Do not read the options]

Si « oui » à la question C24 :
En quel mesure y-a-t-il une
réticence de votre communauté
face à quelqu’un qui est guéri du
CORONAVIRUS?
[Lisez les options 1-4]

1. Confidence in the measures put in place
2. No confidence in the measures put in place
3. Fear of contamination
4. Fear of being identified as Corona Virus-positive
5. The costs (of treatment, transport, etc) are too high
6. Does not believe in the severity of coronavirus
77. Other, please specify …
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas de reticence
2. Un peu de reticence
3. Assez de reticence
4. Forte reticence
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre

If “yes” to question C24:
To what extent is there a
reluctance in your community
against people who have
recovered from Corona Virus?
[Read the options 1-4]

1. No reluctance
2. A little reluctance
3. Some reluctance
4. Much reluctance
88. I don't know / I don't remember
99. I prefer not to respond

[Check all applicable answers]
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4. Peur d’être testé comme positif au CORONAVIRUS
5. Les couts (de soins, transport, etc) sont trop élevés
6. Ne crains pas dans la gravité du coronavirus
77. Autre à préciser …..
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre

Connaissances et participation à la gestion des établissements de santé / Knowledge and
Participation in the Management of Health Facilities
Survey
Question
No.
D1

D2

Question
Etes-vous au courant des actions
des autorités pour améliorer le
secteur de la santé dans les trois
dernières années ?
[Ne lisez pas les options]
Are you aware of actions by
officials to improve the health
sector in the last three years ?
[Do not read the options]
Si oui à D1,
Quel est votre niveau de
connaissance de ces actions des

Réponses/Modalités
0. Non
1. Oui
99. Je préfère ne pas répondre
0. No
1. Yes
99. I prefer not to respond

1.
2.
3.
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Très limité
Limité
Elevé

autorités à améliorer le secteur
de la santé dans les trois
dernières années ?
[Lisez les options 1-4]
If “yes” to D1:
What is your level of knowledge
of the government's efforts to
improve the health sector in the
last three years?
[Read the options 1-4]
D3

Est-ce que ces actions ont
amélioré votre fréquentation
des structures de santé
gouvernementales ?
[Lisez les options 1-4]

4. Très elevé
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Very limited
2. Limited
3. High
4. Very high
88. I don't know / I don't remember
99. I prefer not to respond

1.
2.
3.
4.
88.
99.

Pas du tout
Un peu
Assez bien
Beaucoup
Je ne sais pas / Je ne me rappelle pas
Je préfère ne pas répondre

If “yes” to D1:
Have these efforts improved
your use of governmental health
facilities.
[Read the options 1-4]
D4

D5

Si une réponse entre 1-3 à la
question C1,
Êtes-vous impliqué dans les
actions qui visent à améliorer
votre structure de santé
gouvernementale locale?
[Ne lisez pas les options]
If they responded 1-3 to C1:
Are you involved with efforts to
improve your local government
health facility?
[Do not read the options]
Si oui à la question D4,
En quelle qualité avez-vous
participé?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
If « yes » to question D4:
In what capacity did you
participate?
[Do not read the options]
[Check all that apply]

1. Not at all
2. A little
3. Somewhat
4. A lot
88. I don't know / I don't remember
99. I prefer not to respond
0. Non
1. Oui
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0. No
1. Yes
88. I don’t know / I don’t remember
99. I prefer not to respond

1.
2.
3.
4.
5.
6.
7.
77.
88.
99.

Personnel de santé
Relais Communautaires (RECO)
Autorités locales
Membre d’une association communautaire
Membre de comité de santé et d’hygiène (COSAH)
Membre de comité villageois de veille
Membre de la communauté
Autre à preciser….
Je ne sais pas / Je ne me rappelle pas
Je préfère ne pas répondre

1.
2.
3.

Healthcare staff
Community Health Worker (RECO)
Local Authority
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D6

Quelles actions avez-vous
entrepris pour améliorer votre
structure de santé
gouvernementale locale ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
What actions have you taken to
improve your local government
health facility?
[Do not read the options]
[Check all that apply]

4. Member of a community association
5. Member of a health or hygiene committeee (COSAH)
6. Member of a village oversight committee
7. Member of the community
77. Other, please specify…..
88. I don’t know / I don’t remember
99. I prefer not to respond
0. Aucune
1. Participation dans les réunions communautaires
2. Participation à d’autres échanges (dialogues,
causeries, théâtre communautaires, etc),
3. Participation dans les comités ou associations
4. Contribution ou participation dans la collecte des
fonds pour la structure (pour réparations,
équipements, etc),
5. Participation dans la gestion des ressources
matérielles et financières
6. Sensibilisation/Partage d’avis
77. Autre (veuillez préciser)…..
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0.
1.
2.

D7

Quel
est
le niveau
de
participation des autres membres
de votre communauté dans les
activités à améliorer la structure
de santé gouvernementale locale
?
[Lisez les options 1-4]
What is the level of participation
of other members of your
community in activities to
improve the local government
health facility?
[Read the options 1-4]

D8

Si non à la question D4.,
Pourquoi n'êtes-vous pas
impliqué dans l'amélioration de

None
Participate in community meetings
Participate in other exchanges (dialogues, trainings,
community theater, etc)
3. Contribute to fundraisers for the health facility (for
repairs, equipment, etc)
4. Participate in committees or associations
5. Manage funds
6. Sensibilization/Giving advice
77. Other, please specify…..
88. I don’t know / I don’t remember
99. I prefer not to respond
1. Pas actif
2. Peu actif
3. Actif
4. Très actif
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not active
2. A little active
3. Active
4. Very active
88. I don't know / I don't remember
99. I prefer not to respond

1.
2.
3.
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Pas intéressé (e)
Pas informées/invitées
Exclus

votre structure de santé
gouvernementale local?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
If “no” to question D4:
Why aren’t you involved in the
improvement of your local
government health facility?
[Do not read the options]
[Check all applicable responses]

D9

Au cours des 12 derniers mois, les
acteurs suivants ont-ils mis en
œuvre des activités pour
améliorer les services de santé
dans votre localité ?
[Lisez les options 1-5]
[Cochez toutes réponses
applicables]
In the last 12 months, have the
following actors implemented
activities to improve health
services in your commune?
[Read the options 1-5]
[Check all applicable responses]

D10

À quelle fréquence avez-vous
interagi avec votre comité local
de santé et d'hygiène (COSAH) au
cours des 12 derniers mois?
[Ne lisez pas les options]
How often did you interact with
your local health and hygiene
committee (COSAH) in the last
12 months?
[Do not read the options]

D11

À quelle fréquence interagissezvous
avec
vos
relais

4.
5.

Manque de temps
Pas de confiance dans le système de santé ou la
possibilité du change
6. Pas de motivation financière (prise en charge)
77. Autre à préciser…………………………
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1.
2.
3.
4.
5.

Not interested
Not informed/invited
Excluded
Lack of time
Lack of confidence in the health system or to possibility
for change
6. No financial motivation (payment for participation)
77. Other, please specify.................................
88. I don't know / I don't remember
99. I prefer not to respond
0. Aucune
1. Mairies
2. Services administratives de l’état
3. Personnel de santé
4. Comité local de santé et d'hygiène (COSAH)
5. Associations locales et organisations de société civile
77. Autre à préciser…………………………
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0. None
1. Mayors
2. Government administrative offices
3. Health personnel
4. COSAH (Local health and hygiene committee)
5. Local civil society associations and organizations
77. Other, please specify……
88. I don’t know / I don’t remember
99. I prefer not to respond
0. Jamais
1. Une fois
2. Deux fois
3. Plus de deux fois
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0. Never
1. Once
2. Twice
3. More than twice
88. I don't know / I don't remember
99. I prefer not to answer
0. Jamais
1. Une fois
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communautaires locaux (RECO)
au cours des 12 derniers mois ?
[Ne lisez pas les options]
How often do you interact with
your local community relays
(RECO) in the last 12 months?
[Do not read the options]

D12

Quel est le niveau d’engagement
des femmes dans les actions à
ameliorer les services de santé ?
[Lisez les options 1-4]
What is the level of women's
engagement in activities to
improve health services?
[Read the options 1-4]

D13

Quelles contraintes, le cas
échéant, limitent la participation
des femmes dans les actions à
améliorer les services de santé ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
What constraints, if any, limit
women’s participation in the
management of health facilities?
[Do not read the options]
[Check all applicable responses]

D14

Quel est le niveau de prise en
compte du point de vue des
femmes dans les actions ?
[Lisez les options 1-4]

2.
3.
88.
99.

Deux fois
Plus de deux fois
Je ne sais pas / Je ne me rappelle pas
Je préfère ne pas répondre

0. Never
1. Once
2. Twice
3. More than twice
88. I don't know / I don't remember
99. I prefer not to answer
1. Pas engagé
2. Un peu engagé
3. Assez bien engagé
4. Très bien engagé
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not engaged
2. Somewhat engaged
3. Fairly well engaged
4. Very engaged
88. I don't know / I don't remember
99. I prefer not to respond
1. Aucune limitation
2. Pas intéressées
3. Pas informées/invitées
4. Pas assez de temps
5. Pas de permission (Mari, Père, Tuteur…)
6. Pas assez de connaissance ou capacités
7. Manque de confiance en soi
8. Pas de motivation financière (prise en charge)
9. Autre à préciser………………………………………..
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. No limitations- Exclusive response
2. Not interested
3. Not informed/invited
4. Not enough time
5. No permission (Spouse, Father, Guardian...)
6. Insufficient knowledge or skills
7. Lack of self confidence
8. No financial motivation (payment for participation)
9. Other, please specify......................................
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas du tout pris en compte
2. Un peu pris en compte
3. Assez bien pris en compte
4. Très bien pris en compte
88. Je ne sais pas / Je ne me rappelle pas
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To what extent are women’s
views taken into consideration ?
[Read the options 1-4]

D15

Si un peu ou pas du tout à la
question D14,
Pourquoi est-ce que les points de
vue des femmes ne sont pas bien
prise en compte ?
[Ne lisez pas les options]
If “a little” or “not at all” to
question D14:
Why aren’t women’s views well
taken into account ?
[Do not read the options]
[Check all applicable responses]

D16

Quel est le niveau de
représentation des jeunes dans
les actions à améliorer les
services de santé ?
[Lisez les options 1-4]
What is the level of young
people’s representation in
efforts to improve government
health services?
[Read the options 1-4]

D17

Quelles contraintes, le cas
échéant, limitent la participation
des jeunes dans les actions à
améliorer les services de santé ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
What constraints, if any, limit
youth from participating in
actions to improve health
services?
[Do not read the options]
[Check all applicable answers]

99. Je préfère ne pas répondre
1. Not at all taken into account
2. Taken into account a little
3. Fairly well taken into account
4. Very well taken into account
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas autorisées à parler
2. Trop timides pour parler
3. Leurs opinions ne sont pas valorisées
4. Elles ne sont pas informées
77. Autre à préciser………………………………………
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not allowed to speak
2. Too shy to talk
3. Their opinions are not valued
4. They are not aware
77. Other, please specify.................................
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas du tout représenté
2. Un peu représenté
3. Assez bien représenté
4. Très bien représenté
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not at all represented
2. Represented somewhat
3. Fairly well represented
4. Very well represented
88. I don't know / I don't remember
99. I prefer not to respond
1. Aucune limitation
2. Pas intéressés
3. Pas informés/Invités
4. Pas assez de temps
5. Pas de permission (Parent, Tuteur…)
6. Pas assez de connaissance ou capacités
7. Manque de confiance en soi
8. Pas de motivation financière (prise en charge)
77. Autre à préciser……………………………………
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1.
2.
3.
4.
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No limitations Exclusive response
Not interested
Not informed/invited
Not enough time

D18

Dans quelle mesure les opinions
des jeunes sont-elles prises en
compte?
[Lisez les options 1-4]
To what extent are young
people’s views taken into
account ?
[Read the options 1-4]

D19

Si un peu ou pas du tout à la
question D18
Pourquoi est-ce que les points de
vue des jeunes ne sont pas bien
prise en compte ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
If “a little” or “not at all” to
question D18:
Why aren’t young people’s
views well taken into account ?
[Do not read the options]

5. No permission (parent, guardian)
6. Insufficient knowledge or skills
7. Lack of self confidence
8. No financial motivation (payment for participation)
9. Other, please specify....................................
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas du tout pris en compte
2. Un peu Pris en compte
3. Assez bien pris en compte
4. Très bien pris en compte
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not at all taken into account
2. Taken into account a little
3. Sufficiently taken into account
4. Very well taken into account
88. I don't know / I don't remember
99. I prefer not to respond
1. Pas autorisées à parler
2. Trop timides pour parler
3. Leurs options ne sont pas valorisées
4. Elles ne sont pas informées
77. Autre à préciser………………………
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not allowed to speak
2. Too shy to talk
3. Their options are not valued
4. They are not informed
77. Other, please specify.................................
88. I don't know / I don't remember
99. I prefer not to respond

[Check all applicable answers]
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Information et Media / Information and Media
Survey
Question
No.
EI

Question
Par quels canaux, recevez-vous
les informations sur la santé et
les services de santé ?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
Through what channels do you
receive information on health
and health services?
[Check all applicable answers]
[Do not read the options]

E2

Quels sont les sources
d’information fiables concernant
le CORONAVIRUS?
[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
What are the trustworthy
sources for information about
Corona Virus?
[Do not read the options]
[Select all that apply]

Réponses/Modalités
0.
1.
2.
3.
4.
5.
6.
77.
88.
99.

Aucune
Radio
TV
Presse (y compris écrite)
Réseaux sociaux (Facebook, Twitter, etc)
Bouche à Oreille
Réunions communautaires
Autre à préciser………………………
Je ne sais pas / Je ne me rappelle pas
Je préfère ne pas répondre

0. None- Exclusive response
1. Radio
2. TV
3. Press (including written)
4. Social networks (Facebook, Twitter, etc)
5. Word of Mouth
6. Community meetings
77. Other, please specify.....................
88. I don't know / I don't remember
99. I prefer not to respond
0. Aucune
1. Journalistes de radio national
2. Journalistes de radio local
3. Journalistes de Television
4. ANSS (Agence Nationale de Sécurité Sanitaire)
5. Réseaux sociaux (Facebook, Twitter, etc)
6. Leaders réligieux
7. Authorités
8. Communicateurs traditionels
9. Personnel de santé
10. Responsables des associations locales et organisations
de société civile
77. Autre à préciser………………………
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
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None- Exclusive response
National radio journalists
Local radio journalists
Television journalists
ANSS (Agence Nationale de Sécurité Sanitaire)
Social Media (Facebook, Twitter, etc)
Religious leaders
Authorités
Traditional communicators
Healthcare personnel
Leaders of local associations and organizations

E3

E4

E5

E6

Si vous avez une question ou un
problème lié aux services de
santé, connaissez-vous une
personne ou une structure qui
pourra vous aider ?
[Ne lisez pas les options]
If you have a question or
problem with health services, do
you know who or what facility
can help you?
[Do not read the options]
Si oui à la question E3 :
Si vous avez contacté une
personne ou structure de santé,
dans quelle mesure répondentelles à votre demande ?
[Ne lisez pas les options] If “yes”
to question E3:
If you have contacted a person
or health facility for help with a
problem or question, to what
extent did they respond to your
request and resolve your
request? [Do not read options]

Dans quelle mesure les
informations reçues sur le
fonctionnement de votre
structure de santé locale ou/et
autres questions liées à la santé,
vous incitent-elles à participer
dans les actions à ameliorer les
services de santé ?
[Lisez les options]
To what extent does the
information that you receive on
the functioning of your local
health facility and other health
sector issues encourage you to
participate in actions to improve
health services? [Read 1-3]
Qu'est-ce qui vous motiverait
aujourd'hui à vous impliquer
dans la gestion de votre
structure de santé
gouvernementale locale ?

77. Other, please specify.....................
88. I don't know / I don't remember
99. I prefer not to respond
0. Non
1. Oui
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
0. No
1. Yes
88. I don't know / I don't remember
99. I prefer not to respond

1.
2.
3.

Je n’ai jamais contacté une personne ou une structure
Ils n’ont pas répondu du tout
Ils ont répondu, mais la question/problème n’était pas
résolu
4. Ils ont répondu complètement et résolu la
question/problème
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1.
2.
3.

I’ve never contacted this person or structure
They did not respond at all
They responded, but the question/problem was not
resolved
4. They responded completely and resolved the
question/problem
88. I don’t know / I don’t remember
99. I prefer not to respond
1. Pas de tout
2. Un peu
3. Beaucoup
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Not at all
2. A little
3. A lot
88. I don't know / I don't remember
99. I prefer not to respond

1.
2.
3.
4.
5.

Recevoir régulièrement les informations
Organisations des forums publiques
Invitation personnelle aux differents réunions
Evidences du succes d’autres actions
La prise en compte du genre
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[Ne lisez pas les options]
[Cochez toutes réponses
applicables]
What would motivate you today
to get involved in the
management of your local
government health facility?
[Do not read the options]
[Check all that apply]

E7

Heure et date d’achèvement
(jj/mm/aa ; hh:mm:ss)
Time and date of completion
(dd/mm/yy ; hh:mm:ss)

6. Voir les changements/améliorations
7. Motivation financier (prise en charge)
77. Autre à préciser……………………….
88. Je ne sais pas / Je ne me rappelle pas
99. Je préfère ne pas répondre
1. Receive regular information
2. Organize public forums
3. A personal invitation to different meetings
4. Evidence of success of other actions
5. Taking into account gender
6. Financial motivation (payment for participating)
77. Other, please specify......................
88. I don't know / I don't remember
99. I prefer not to respond
[automatic timestamp]
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Annex III. Outcome Statements
Label/Number: [ 1 ]
A. Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Community members have become more informed about healthcare in terms of which services they
should expect to receive for free. The government has mandated that treatment for malaria or
caesarean sections should be free, for example, but it is often the case that health facilities will
demand payment for these services. Now that individuals have an improved understanding of what
they should and should not pay for, they can better assert themselves and “claim their healthcare
rights.” This change has been particularly noted since 2019, and in almost all regions of CIHG
implementation: Boke, Conakry, Faranah, Kankan, Kindia, Mamou, and Nzérékoré.
B. Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective,

or a key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where
the program operates.

When community members are made to believe that they must pay for certain health services such as
malaria medication or caesarean sections, they are less likely to seek out these treatments when
needed. In Kola, for example, it was observed that many women were staying home rather than going
to hospitals to give birth, in part due to the perceived expense. Thus, this change is highly relevant to
improving overall health outcomes among community members.
C. Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred
without the activity, what value, if any, did CIHG add to the process?

Several CIHG activities contributed to this outcome. First, CIHG provided training and capacity building
to radio stations, which then produced shows broadcasting information on healthcare rights and
services. These radio shows included a highly interactive format and often invited healthcare officials
to participate, with these officials giving detailed information on which services were free and which
should be paid for. In addition, CIHG (and CIHG sub-grantees) organized public forums to discuss
healthcare services, as well as awareness-raising sessions during which staff shared healthcare
information within communities and discussed that information with residents. One CIHG-supported
CSO alone, Femmes Pour le Développement Intègre et la Promotion Humaine (FEDIPHU), engaged
approximately 40,000 direct participants in health outreach activities.
Source - Source from which outcome was identified
Number of KIIs: 6
Number of documents: 2
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Label/Number: [ 2 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Since 2019 in particular (with some changes observed in 2018), there has been greater collaboration
between practitioners of modern and traditional medicine. Practitioners of traditional medicine feel
more recognized and valued by health authorities, and have begun to work more cooperatively with
the official health system. For example, cases were cited of traditional healers referring patients to
health centers for diagnostic tests before performing any treatment. This change was noted in Kindia,
Conakry, Boka and Boffa.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change relates to improving access to healthcare for community members. In many areas,
practitioners of traditional medicine play an important role and are trusted by community members.
Thus, they can help encourage people to seek out health services when needed.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG trainings and seminars (as well as financial support for participation in these trainings) for
traditional healers contributed to this outcome. In addition, participation by practitioners of
traditional medicine in meetings on healthcare issues at the prefecture and national level were noted
as important in improving relationships with health authorities.
Source - Source from which outcome was identified
Number of KIIs: 2
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Label/Number: [ 3 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Civic engagement within communities has increased, with people organizing volunteer groups to
clean health centres and carry out awareness-raising campaigns sharing information on health
services. Young people in particular have taken part in volunteer activities, as well as women. This
change has been observed primarily since the beginning of 2020 in Conakry, Boke, Kindia, Kankan,
Faranah, and Nzérékoré.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

The change marks a shift in the perceptions of community members towards the healthcare system.
Many people consider health services and the maintenance of health centers the “problem” of the
government. With the increase in volunteer groups , community members are starting to take greater
ownership in local health services.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG contributed to this change by providing funding and equipment (wheelbarrows, shovels,
brooms, rakes, gloves, etc.) for volunteer groups to clean health centers. Good Governance
Barometer (GGB) trainings, as well as workshops and outreach with key community actors such as
mayors, COSAH members and practitioners of traditional medicine were also linked to this change.
Source - Source from which outcome was identified
Number of KIIs: 5
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Label/Number: [ 4 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Since 2018, greater transparency in management of health services at the national level has been
noted. The decision-making behind specific health budget lines is now more clearly known, whereas
before it was considered a “black box.” In addition, local actors such as mayors and health center staff
are more willing to ask questions and engage with health officials.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is important in creating accountability within the healthcare system. If the reasoning
behind healthcare budgeting is more widely know and national-level healthcare officials are
interacting more with the public, they can more easily be held responsible for decision-making around
health services and governance.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG-sponsored trainings with the Ministry of Health and the National Assembly, as well as Good
Governance Barometer workshops, contributed to this change.
Source - Source from which outcome was identified
Number of KIIs: 2
Number of documents: 1
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Label/Number: [ 5 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

The management of local health and hygiene committees (COSAH, or Comité de Santé et d'Hygiène)
has improved, particularly in rural areas in regions such as Nzérékoré and Kindia. Before, there were
misunderstandings about how COSAHs should operate, and there was often conflict between COSAH
members, health officials and community members. However, COSAH members have now started
working more collegially together, and have more clearly defined roles and responsibilities. This has
also helped improve relationships with health centers. One example noted in the Beyla prefecture is
of COSAH members working together with health center staff to monitor supplies: if a certain
medicine goes out of stock, COSAH members may assist with placing orders and are then alerted
when it arrives so that this information can be passed along within the community. This change has
primarily been observed in 2019 and 2020.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is highly significant to the decentralization of health services and governance. If COSAHs
are well-managed, they will be better able to play a role in community healthcare, and can serve as a
connector between health centers and the public (including local elected officials, administrative
authorities, religious leaders, etc.).
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

The trainings of COSAH members organized by CIHG directly contributed to this change. Radio shows
also played an important role, particularly shows using an interactive “round table” format where
participants discussed the roles and responsibilities of COSAHs.
Source - Source from which outcome was identified
Number of KIIs: 5
Number of documents: 1
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Label/Number: [ 6 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Starting in 2018, several health facilities in rural areas of Nzérékoré and Faranah were renovated, and
improvements in the maintenance and cleaning of these facilities has been noted. In addition, a few
new health centers were constructed.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is relevant to improving health services, as it is difficult to provide proper healthcare if
facilities are run-down and not clean. In addition, it serves an example of government reacting to and
solving issues, which is critical to overall management of the health system in Guinea.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

This change is linked to CIHG advocacy activities. The renovations generally took place following visits
organized by CIHG of Ministry of Health or other government officials to rural health centers, where
these officials were able to see the condition of the health facilities in person and listen to the
recommendations of local officials and community members. Health specialists accompanied
government officials on these visits and played an important role in explaining the issues
encountered.
Source - Source from which outcome was identified
Number of KIIs: 6
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Label/Number: [ 7 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Local officials and key community actors have taken on a more prominent role in the management of
health services. Before, decisions were handed down from the central government, and the central
government (with donors) was responsible for implementation. Now, village mayors and community
groups participate in meetings to discuss health issues and organize awareness-raising activities to
pass along information about healthcare to the wider public. Donors are not mentioned in these
meetings and activities. Another example was cited of a local deputy taking charge of making sure
that certain specialized medical services like diabetic care were made available in the interior of the
country, rather than just Conakry. This process of strengthening the role of local actors has been
ongoing for several years but was noted as beginning to take shape from 2017 onwards. The change
was primarily observed in Boké, Kindia, and the six prefectures of Good Governance Barometer (GGB)
implementation (spanning the Boké, Kankan, Kindia, Labé, and Nzérékoré regions).
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is indicative of decentralization of health governance. Greater ownership at the local level
is important for ensuring that healthcare is more responsive to community needs. Also, when key
local actors become more involved this often trickles down to the wider community, increasing the
number of people taking advantage of health services.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

Good Governance Barometer workshops and meetings bringing together health associations, health
center personnel, mayors, municipal advisors, religious authorities, women’s groups, etc., contributed
to this change by creating a space for discussion and problem-solving among community actors.
Source - Source from which outcome was identified
Number of KIIs: 6
Number of documents: 2
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Label/Number: [ 8 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

The central government (Ministry of Health, National Assembly, Ministry of Territorial Administration
and Decentralization) has taken concrete action to decentralize health services and governance in
Guinea. In 2017, the government approved a policy on community health, and also put forth new
codes transferring health governance responsibilities to local authorities. Following the Ebola
outbreak in 2014, the government created a national agency charged with health security, which has
since worked to further develop local systems that can manage diagnosis and treatment during
epidemics. At the prefecture level, several meetings have been held to discuss decentralization and
how this can be rolled out in communities.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change signifies reform at the national level, with the government being more open to
decentralization. As previously noted, decentralization fosters greater ownership of health services at
the local level, which is important for ensuring that healthcare is more responsive to community
needs.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG contributed to this change primarily through trainings with government officials and capacity
building of CSOs who work directly with the Ministry of Health on decentralization.
Source - Source from which outcome was identified
Number of KIIs: 2
Number of documents: 1
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Label/Number: [ 9 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

At the national level, government officials have started to work more collaboratively together.
Specifically, the Health Commission within the National Assembly has become more active than
before, engaging in dialogue with the Health Minister on budget and other health governance issues.
In addition, the Health Minister has begun working more closely with his deputies, jointly creating at
least two “consultation frameworks” to assess implementation of various activities and budget line
items. This change has been the most noticeable since 2018.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is indicative of reform at the national level, which is necessary for improving health
system governance throughout the country. The majority of commissions within the National
Assembly do not engage in active dialogue with the relevant government ministers, so this change
marks a departure from “status quo” operation of the National Assembly.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG capacity building with officials on budget analysis and the Good Governance Barometer
contributed to this change, as did visits organized by CIHG where government officials engaged in
dialogue.
Source - Source from which outcome was identified
Number of KIIs: 2
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Label/Number: [ 10 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Significant modifications have been made to the national health budget. First, in 2018 the overall
amount allocated to healthcare increased by 25%, and several unclear line items were removed. In
addition, the budget for prefectural and regional hospitals was increased, as was the amount
allocated towards heath facility repairs. Before 2017, the health budget made up approximately 2-5%
of the national budget, but it now makes up at least 7%.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change was described as an event “without precedence” that indicates major reform at the
national level. In addition to allocating more money to healthcare, the removal of problematic budget
lines times and increased spending at the regional and prefecture level shows greater transparency as
well as decentralization of health governance.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG advocacy activities contributed to this change. Specifically, CIHG supported the lobbying of
legislators and collaboration on the budget between the National Assembly and the executive branch,
as well as technical assistance to the National Assembly on budget analysis. CIHG also trained
legislators, legislative staff and journalists on the budget process, and facilitated budget working
sessions between the Ministry of Health and the National Assembly that integrated recommendations
from government field visits to rural areas.
Source - Source from which outcome was identified
Number of KIIs: 3
Number of documents: 1
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Label/Number: [ 11 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

The capacity of civil society organizations (CSOs) working on health services and governance has
increased. Specifically, CSO staff are now better equipped to perform essential technical,
management and administrative functions such as making action plans, preparing reports, performing
monitoring and evaluation (M&E) activities, etc. This change has been noted particularly since 2019,
and in the Kindia, Boke and Conakry regions.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

A key factor in improving health services and governance in Guinea (and focus of the CIHG project) is
decentralization, which requires strong local capacity to be able to take over specific responsibilities
from the central government. Civil society participation is critical to this goal, with CSOs playing a role
in communication to the public about healthcare issues, promoting healthcare rights for marginalized
groups, etc. However, CSO capacity can be difficult to build and sustain, particularly given instability of
employment in Guinea and staff salaries that are generally much lower than international
organizations (thus pulling the most qualified individuals away from local organizations). Overall, this
change helps Guinean CSOs be more effective in supporting health services and governance.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG directly contributed to the increased organizational capacity of CSOs by implementing trainings
and ongoing coaching on topics such as financial and administrative management, M&E,
communications, and the Good Governance Barometer (GGB). In addition, the program provided inkind (e.g. laptops, printers, etc.) and financial support for CSOs to carry out activities.
Source - Source from which outcome was identified
Number of KIIs: 4
Number of documents: 5
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Label/Number: [ 12]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

There has been a restoration of confidence between journalists and public health officials.
Historically, the relationship between these two groups has been very antagonistic, to the point
where health officials would refuse to answer questions from the media. This had negative
implications in terms of transparency and communication of accurate information on health services
to the public. The baseline assessment performed for the CIHG program also noted the issue of
journalists having an unfavorable impression of health officials. However, since 2019 journalists and
officials have begun collaborating more, and participated in several joint events where the
improvement in their interactions was marked. Public health officials are now doing a greater number
of interviews and are being more open in talking with the media. Across all regions of CIHG
implementation (Conakry, Faranah, Kankan, Kindia, Mamou, Labé, Boké, and Nzérékoré), radio
stations have been able to host shows on public health with active participation from health officials.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is significant to reinforcing citizen participation in health services and governance.
Historically, the health system in Guinea has been highly centralized, with decisions most commonly
driven from the top. This change is a sign of officials recognizing and supporting greater agency in the
health system for those outside of government. In addition, when journalists cooperate closely with
health officials they will gain better and more timely access to information on health services and
governance. This information can then be broadcast to the public, increasing community knowledge.
In Guinea, community members do not always actively engage in healthcare issues, and many do not
seek treatment when needed. This change therefore helps citizens become more involved in health
systems, an important step in increasing utilization of services.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

Several CIHG activities contributed to this change. First, CIHG created opportunities for journalists and
health officials to interact by organizing meetings, press conferences and roundtables between the
two groups. For example, in November 2018 CIHG hosted a forum with the Ministry of Health and 35
CIHG-trained journalists, where participants engaged in dialogue on the government’s health reforms.
CIHG also trained journalists in producing radio shows on healthcare issues, and many of these
broadcasts included health officials as guests.
Source - Source from which outcome was identified
Number of KIIs: 1
Number of documents: 1
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Label/Number: [ 13]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

The capacity of journalists and radio station staff to produce high-quality media content on health
services and governance has increased. Reporting techniques have improved, with journalists better
able to identify priority topics, choose relevant guests, and plan and execute broadcasts. This change
has been noted particularly since 2019; in fall 2019 alone, CIHG partner radio stations produced 100
new shows that integrated more interactive formats, including inviting health officials and community
members to participate. In addition, journalists reported being able to better integrate relevant issues
such as social cohesion, hygiene, cleaning, respect for healthcare workers, etc., into healthcare
programming. This change was noted among radio partners across all regions of CIHG
implementation: Conakry, Faranah, Kankan, Kindia, Mamou, Labé, Boké, and Nzérékoré.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

Lack of understanding of healthcare issues is a problem in Guinea (particularly brought to light during
the Ebola outbreak in 2014), as this leads to distrust of health systems as well as low rates of health
service utilization. Radio represents an important means of addressing this issue, as listenership rates
are relatively high in Guinea. In rural areas in particular, radio is often the major source of news and
information for the public. Thus, improving the ability of radio stations to share out information is
critical to increasing citizen knowledge of the healthcare system.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG trainings, workshops and coaching of journalists directly contributed to this change. Examples of
these activities include a communications workshop in 2019, and a training of parliamentary
journalists in 2018 that covered topics such as conflict-sensitivity, journalism genres, and use of
interactive formats. Also in 2018, CIHG organized a health reform community workshop with
journalists, CSO representatives, and officials from the Ministries of Communication and Health.
During this workshop, participants discussed ideas for encouraging all media in Guinea to produce
more health-focused content. Finally, in-kind (e.g. recording equipment) and financial support
provided to radio stations were noted as important contributors to this change.
Source - Source from which outcome was identified
Number of KIIs: 4
Number of documents: 4
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Label/Number: [ 14]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

The attitude of community members towards health centers is now more positive. Since the Ebola
outbreak in 2014, many people feared health centers, which were seen as carriers and spreaders of
the disease. More recently, confidence in the health system has started to be rebuilt, a change noted
particularly since 2019 in the regions of Faranah, Nzérékoré, Kindia, Kankan and Mamou. One
example of this highlighted in Mamou is of a women who spoke openly against the healthcare system
after her husband passed away while seeking treatment in a hospital. However, after participating in
community theater and dialogue sessions on healthcare, she joined a community group that
implements awareness-raising campaigns, including one encouraging vaccination.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

Due to the mistrust in the healthcare system that persists in Guinea, when people are ill they often do
not seek medical treatment, and instead turn to the street or black market for medicine. Many
women give birth at home, which can be dangerous for both the mother and child if complications
arise. In addition, there have been incidents of community members attacking healthcare workers.
Thus, this change is very significant to the overall functioning of the healthcare system in Guinea, as it
is linked to improved health outcomes for citizens as well as safety of health workers and officials.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

Several CIHG activities contributed to this change. First, trainings, workshops, coaching, and in-kind
and financial support for radio station partners enabled the production of a greater number of shows
on healthcare topics. Secondly, CIHG trained community theater groups to adapt their shows around
healthcare messaging, and provided financial support for theater performances, community
mobilization, and dialogue sessions across Guinea. These activities increased the amount and quality
of information on healthcare available to the public, helping to “put an end to misunderstandings.”
(Success Story: Participatory Theater III)
Source - Source from which outcome was identified
Number of KIIs: 8
Number of documents: 2
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Label/Number: [15 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Since 2019, community members have begun to use health services more frequently. People are
seeking out medical care at health centers, with more women are giving birth at hospitals.
Vaccination rates are also increasing. This change has been noted in Boké, Faranah, Kankan, Kindia,
Mamou, Labé and Nzérékoré.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is highly significant to improving health outcomes among community members. Since low
utilization of health services has been an ongoing issue in Guinea (particularly in the aftermath the
2014 Ebola outbreak), the change provides evidence of success of efforts to address this problem. In
addition, this change is important to the sustainability of health centers. If community members use
health centers more frequently, revenue from the collection of appropriate service fees will help
cover operational costs, including additional medicines and medical supplies.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

Several CIHG activities were noted as contributing to this change, including: workshops, training and
coaching of journalists; broadcasting of radio shows about healthcare issues; capacity building and
trainings on the Good Governance Barometer (GGB) for local officials and community actors;
awareness-raising campaigns at the community level; training and capacity building for COSAH
members; and meetings with government, COSAH members, and practitioners of traditional
medicine.
Source - Source from which outcome was identified
Number of KIIs: 9
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Label/Number: [16 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Attitudes of community members have changed, with more citizens realizing the importance of taking
an active role in local healthcare issues. Before, many community members viewed health services
and governance as the “problem” of the government, and did not understand how to effectively
engage with the system. Concrete actions such as the cleaning of health centers, organization of
community meetings to discuss healthcare issues, etc., are evidence of this change. This has been
noted since 2018 in all regions of CIHG activity (Conakry, Boké, Faranah, Kankan, Kindia, Mamou, Labé
and Nzérékoré), but particularly in areas with radio broadcasts on healthcare.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is relevant to the strengthening of health governance on the local level. If community
members are more involved in the healthcare system, they will be more aware of issues and thus
better able to hold local officials accountable. Community engagement can also help ensure that
health governance decision-making is relevant and responsive to citizens’ needs.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG training of journalists and the subsequent increase in healthcare-focused radio broadcasts
contributed to this change, as did Good Governance Barometer (GGB) activities, community theater,
and awareness-raising campaigns. Several theater performances were attended by health officials,
creating an opportunity for dialogue with community members. Finally, CIHG organized forums on
citizen engagement in health governance bringing together health officials, CSOs, practitioners of
traditional medicine, and other key community actors. These were held in the regional capitals of
Boke, Kindia, Mamou, Labé, Faranah, Kankan and Nzérékoré.
Source - Source from which outcome was identified
Number of KIIs: 9
Number of documents: 3
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Label/Number: [ 17]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Since 2015 health outcomes among community members have begun to improve, including a
decrease in cases of illness and death from malaria during the rainy season, and fewer women passing
away during childbirth. This is a self-reported change noted specifically in the Siguiri prefecture in the
Kankan region (though mentioned in more than one KII, the team did not have access to health
records).
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

Due to a variety of factors, Guineans typically experience poor health outcomes, with an overall life
expectancy of 61 for females and 58 for males, and an infant mortality rate of 68/1,000 live births.
The second most frequent cause of death in Guinea is malaria, and the third is neonatal disorders. 1
Thus, even a small-scale reversal of this trend, (self) reported in Kankan, is significant given the overall
country context.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

According to many respondents, this change is far outside of the control of CIHG and was influenced
by many other external factors. As such, it was noted as starting to occur before the launch of the
program. However, a few specific CIHG activities were highlighted as adding value, including: capacity
building of COSAHs; financial support for community projects such as cleaning of health centers; and
awareness-raising campaigns. In addition, the involvement of local actors such as mayors in CIHG
activities was cited as a contributing factor to this change.
Source - Source from which outcome was identified
Number of KIIs: 2

1

https://www.cdc.gov/globalhealth/countries/guinea/pdf/Guinea_Factsheet.pdf
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Label/Number: [ 18]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

In Faranah and Kankan, local health centers are being managed more effectively. Previously, health
centers would run out of essential medical supplies, but staff have now improved internal systems for
tracking stocks and reordering as needed. Staff who work inefficiently or who try to cheat patients by
charging fees for free medical services have been fired. Centers are now also cleaner and bettermaintained. This change has been noted starting in 2017.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is relevant to addressing the issue of low utilization of health services in Guinea. One of
the contributing factors to this problem is poor management of health centers, particularly in terms
of healthcare workers charging community members for free health services. In a CIHG focus group
conducted in 2019, participants noted improvements in inappropriate billing practices, and a
subsequent increase in visits to health centers by those (particularly pregnant women) who would
otherwise visit traditional healers (FY2019 Q4 Report).
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

While CIHG-supported radio broadcasts on healthcare and meetings with national and regional health
officials were linked to this change, the more important factor was capacity building (workshops, field
visits, etc.) with local-level health center management and staff.
Source - Source from which outcome was identified
Number of KIIs: 4
Number of documents: 1
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Label/Number: [19 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Since 2019, there has been greater engagement between the national government, particularly the
Ministry of Health and the National Assembly, and civil society organizations (CSOs). These actors
have jointly participated in several workshops and meetings, with interactions particularly increasing
for CSOs implementing health reform lobbying activities. One example of this change came after a
2019 National Assembly training on accountability, transparency and legislative leadership, when
members decided to hold follow-up meetings with CSOs to report out on parliamentary session
activity.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

This change is directly relevant to increasing transparency of health governance in Guinea. If health
officials engage with and share information with CSOs, these organizations will be better equipped to
hold the government accountable. In addition, CSOs often serve as important health system actors at
the local level and can share out information obtained from health officials to the public.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG contributed to this change by organizing several of the workshops and meetings between the
Ministry of Health, the National Assembly and CSOs. Many of these took place in 2019, including: a
meeting between the Health Commission and CSOs to discuss CSO research and mobilization projects,
and ways that the members of parliament could support CSO work; a multi-stakeholder health
communications workshop that included CSOs and the Ministry of Health; and a forum on health
governance decentralization with the Ministry of Health, the Ministry of Territorial Administration
and Decentralization, and CSOs.
Source - Source from which outcome was identified
Number of KIIs: 2
Number of documents: 1
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Label/Number: [20 ]
Outcome statement - Any change in relations, activities, actions, policies and practices, including who or what has
changed, in what way, where, and when)

Since 2018, involvement of women in health services and governance activities has increased. This
has been noted across a variety of activities, including: inclusion of females in community theater
groups; inviting female community members to participate in radio shows on healthcare; active
engagement of women in COSAHs; and supporting females in conducting research. While the number
of female journalists in Guinea remains low, radio managers have engaged in discussions on the
importance of hiring female staff.
Significance/Relevance - Why does the change matter? How is it a relevant step towards a development objective, or a
key milestone in the change process? Relevance may also relate to a particular problem or solution in the context where the
program operates.

In general, women are largely excluded from leadership and decision-making; this change normalizes
their participation. By giving a greater voice to women on health issues, it also helps ensure that
healthcare systems are more relevant and responsive to the needs of all community members.
Contribution - Actions taken by the CIHG that influenced the outcome? Even if the outcome would have occurred without
the activity, what value, if any, did CIHG add to the process?

CIHG contributed to this change by organizing trainings for female journalists. Program staff also
spearheaded dialogue with radio managers on the production of shows that include women, and on
increasing the presence of women on their teams. In addition, the program set and attained targets
for female participation, specifically: approximately half of the community theater members trained
by CIHG were women, as were half of the research partners selected by CIHG.
Source - Source from which outcome was identified
Number of KIIs: 3
Number of documents: 5

56

Annex IV. Additional Tables and Survey Outputs
SECTION A

Survey variables related to the implementation process are not included in Section A, however key
variables related to analysis are included: Region, Prefecture, and Setting.
A11. In which region do
you reside in currently?
(percentage, by gender)
Boké
Conakry
Faranah
Kankan
Kindia
Labé
Mamou
N'zérékoré

Male

Female

Total

9.0
22.9
7.5
19.4
12.6
3.9
7.5
17.2

8.7
21.5
7.6
18.6
13.2
4.6
8.5
17.3

8.9
2.2
7.5
19.0
12.9
4.3
8.0
17.3

A12. In which prefecture
do you currently reside
in? (percentage, by
gender)
Boffa
Boké
Conakry
Faranah
Kissidou
Kankan
Kourouss
Siguiri
Forécari
Kindia
Telimele
Labé
Mamou
Pita
Beyla
Gueckédo
Macenta
N'zérék

Male

Female

Total

2.9
6.1
22.9
3.7
3.8
6.4
3.6
9.4
3.2
5.9
3.6
3.9
4.1
3.4
4.4
3.8
3.7
5.3

2.8
5.9
21.5
3.8
3.8
6.2
3.6
8.8
3.3
5.9
4.0
4.6
4.4
4.0
4.3
4.0
3.8
5.3

2.8
6.0
22.2
3.7
3.8
6.3
3.6
9.1
3.2
5.9
3.8
4.3
4.3
3.7
4.4
3.9
3.7
5.3
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N= 1,822

N= 1,822

A13a/14. Setting
(percentage, by gender)
Urban
Rural

Male

Female

Total

48.5
51.5

35.3
64.7

41.8
58.3

N= 1,822

SECTION B

B1. What is your age?
(percentage, by gender)
0–18
19–30
31–60
61 and over
B2. What is your marital
status? (percentage, by
gender)
Married
Single
Divorced
Widowed
Separate
Cohabiting
B3. What level of education
have you attained?
(percentage, by gender)
None
Primary
Vocational training/Professional
school
Secondary
University/College
Graduate (Post-University)

Male

Female

Total

2.8
53.0
39.1
5.1

8.5
63.3
26.1
2.2

5.7
58.3
32.4
3.6

Male

Female

Total

54.7
43.6
0.3
0.0
0.0
1.3

59.7
33.8
2.2
3.4
0.1
0.8

57.2
38.6
1.3
1.8
0.1
1.1

Male

Female

Total

16.7
10.8

24.3
16.1

20.6
13.5

3.4
27.9
35.2
6.1

5.2
28.4
22.8
3.2

4.3
28.2
28.9
4.6
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N= 1,822

N= 1,820

N= 1,822

B4. What language do you
primarily speak?
(percentage, by gender)
Diakanké
Guerzé
Kissi
Kpélé
Malinké
Poular
Soussou
Toma
French
Other

Male

Female

Total

0.5
3.4
4.3
1.5
28.1
30.8
16.2
2.4
6.9
6.1

0.2
5.1
5.1
3.0
26.7
34.4
16.3
2.7
2.3
4.3

0.3
4.3
4.7
2.3
27.3
32.6
16.2
2.6
4.5
5.2

B5. Do you have a
handicap? (percent, by
gender)
No
Yes

Male

Female

Total

90.0
10.0

89.6
10.4

89.8
10.2

N= 1,821

N= 1,822

SECTION C

C1. What kind of health
facilities have you or a
member of your
household member
visited? (percentage, by
gender)
None
Health post
(government)
Health center
(government)
Hospital (government)
Private office (private)
Medical center (private)
Clinic (private hospital)
Traditional providers
Other

Male

Female

Total

11.7

12.3

12.0

3.4

2.9

3.2

33.5
35.6
4.1
6.8
17.0
0.7
0.0

38.8
37.6
3.0
4.6
16.4
0.6
0.5

36.2
36.6
3.5
5.7
16.7
0.7
0.3
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N= 1,822

C2. When was the last time
you or someone in your
household used the
services of a government
health facility?
(percentage, by gender)
Never
During the current week
During the past week
Between 2-4 weeks ago
Between 1-3 months ago
Between 4-6 months ago
Between 6-12 months ago
More than a year ago

Male

Female

Total

4.0
4.6
5.2
10.0
29.2
10.1
12.1
24.9

4.6
5.0
5.2
11.3
32.1
11.5
11.1
19.3

4.3
4.8
5.2
1.7
30.7
10.8
11.6
22.0

C3. If you have a medical
need, how soon do you and
members of your
household use government
health services?
(percentage, by gender)
As soon as the need
appears
When the need becomes
serious
When traditional medicine
has not worked
Only when financial
resources are available
Other, please specify

Male

Female

Total

75.7%

79.7

77.7

8.1

8.9

8.5

4.4

3.7

4.0

11.1
0.8

7.5
0.3

9.2
0.5

Male

Female

Total

65.1
34.4
7.6
12.2
8.5
3.4
6.4
10.5

67.4
34.0
8.0
17.2
11.2
4.1
11.2
9.8

66.2
34.2
7.8
14.7
9.8
3.7
8.9
10.2

C4. In your opinion, which
services at government
health centers are useful?
(percentage, by gender)
Medical consultation and
treatment of illness
Consultation services
For vaccinations
For childbirth
Prenatal consultations
Nutrition services
Sale of medications
Other
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N= 1,689

N= 1,744

N= 1,748

C5. Considering
government health services
in general, to what extent
are you satisfied with the
health services received?
(percentage, by gender)
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

7.9
30.4
39.1
22.6

3.0
21.9
44.7
30.4

5.4
26.1
42.0
26.6

C6. What is your general
level of satisfaction with
the services received at the
government health facility
that is closest to your
home? (percentage, by
gender)
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

8.4
30.1
36.4
25.0

6.3
19.3
41.0
33.3

7.3
24.6
38.8
29.3

C7. To what extent are you
satisfied with the medical
staff’s explanations of the
health problem?
(percentage, by gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

3.0
3.6
30.8
41.4
21.3

2.3
2.5
21.5
43.2
30.6

2.6
3.0
26.0
42.3
26.0

C8. To what extent are you
satisfied with medical staff’s
explanations of prescribed
medications? (percentage,
by gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

2.0
3.9
23.4
46.2
24.4

1.1
2.4
18.3
45.8
32.4

1.6
3.1
20.8
46.0
28.5
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N= 1,806

N= 1,803

N= 1,809

N= 1,816

C9. To what extent are you
satisfied with services
provided by non-medical
staff, such as a
receptionist? (percentage,
by gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

7.0
10.1
28.4
38.0
16.5

4.7
7.1
24.1
43.2
20.9

5.8
8.5
26.2
40.7
18.7

C10. To what extent are
you satisfied with the
care and respect the
medical staff treated you
with? (percentage, by
gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

3.1
3.7
27.7
38.2
27.2

1.9
1.9
18.4
46.0
31.9

2.5
2.8
22.9
42.2
29.6

C11. To what extent are
you satisfied with the
waiting time, i.e. time
spent waiting for qualified
medical personnel to be
available? (percentage, by
gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

15.3
15.8
27.7
32.1
9.1

10.4
15.5
25.3
38.7
10.1

12.8
15.7
26.5
35.5
9.6
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N= 1,794

N= 1,817

N= 1,812

C12. To what extent are
you satisfied with
availability of qualified
medical staff in the health
facility? (percentage, by
gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied
C13. To what extent are
you satisfied with the
cost of care?
(percentage, by gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

7.2
9.9
29.2
36.2
17.5

3.6
8.8
22.7
42.0
22.9

5.4
9.3
25.9
39.1
20.3

Male

Female

Total

13.9
15.8
29.9
28.9
11.5

8.6
11.4
29.0
37.1
13.9

11.2
13.6
29.4
33.1
12.8

C14. To what extent are
you satisfied with
availability of medicines?
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

8.1
12.6
29.1
34.9
15.3

3.9
10.3
24.6
43.5
17.7

6.0
11.4
26.8
39.3
16.5

C15. To what extent are
you satisfied with
availability of equipment
or materials? (percentage,
by gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

12.2
15.1
26.4
32.0
14.4

7.3
10.3
22.5
43.3
16.7

9.6
12.6
24.4
37.8
15.5
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N= 1,817

N= 1,813

N= 1,813

N= 1,792

C16. To what extent are
you satisfied cleanliness of
the health facility and
equipment? (percentage,
by gender)
Not at all satisfied
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

10.3
9.5
21.5
34.2
24.6

6.2
8.4
15.5
40.1
29.9

8.2
8.9
18.4
37.2
27.3

C17. To what extent are
you satisfied with the
proximity (distance) to the
nearest health facility?
(percentage, by gender)
Not at all satisfied
Not satisfied
Sometimes satisfied
sometimes unsatisfied
Satisfied
Very satisfied

Male

Female

Total

9.4
16.8

8.2
11.9

8.8
14.3

13.6
43.7
16.5

12.5
48.3
19.2

13.0
46.0
17.9

Male

Female

Total

8.4
10.4

3.7
7.1

6.0
8.7

24.5
37.9
18.9

19.9
45.2
24.1

22.1
41.7
21.6

C18. To what extent are you
satisfied with activities and
management by the local
health and hygiene
committee? (percentage,
by gender)
Not at all satisfied
Not satisfied
Sometimes satisfied
sometimes unsatisfied
Satisfied
Very satisfied
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N= 1,815

N= 1,816

N= 1,777

C19. Have you or a
member of your household
been asked to pay a fee or
buy something for malaria
treatment, a service that is
officially free, in the past 12
months in a government
health facility?
(percentage, by gender)
No
Yes

Male

Female

Total

48.6
51.4

48.0
52.0

48.3
51.7

C20. Have you or a
member of your household
been asked to pay a fee or
buy something for
childbirth services, a
service that is officially
free, in the past 12 months
in a government health
facility? (percentage, by
gender)
No
Yes

Male

Female

Total

51.0
49.0

47.7
52.3

49.3
50.7

C21. If you or a member of
your household gets sick
now, what is the
probability that you will go
to a government health
unit for treatment?
(percentage, by gender)
Very unlikely
Unlikely
Probable
Very likely

Male

Female

Total

11.2
18.2
43.2
27.5

6.3
17.4
46.8
29.6

8.7
17.8
45.0
28.6
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N= 1,546

N= 1,324

N= 1,817

C22. How likely are you to
recommend to another
person outside of your
family members to seek
treatment in a government
health facility?
(percentage, by gender)
Very unlikely
Unlikely
Likely
Very likely

Male

Female

Total

9.7
17.0
46.5
26.7

7.8
11.1
54.4
26.8

8.7
14.0
50.5
26.7

C23. Why do you not use
government health
services? (percentage, by
gender)
Inadequate staff
Unqualified staff
Cost of care is too high
Centre located too far from
home
Poor quality of services
provided
Lack of materials,
equipment, medications,
etc
Lack of trust in the
personnel or management
Other

Male

Female

Total

11.8
17.8
21.3

10.8
10.7
14.3

11.4
14.5
18.0

16.2

19.1

17.5

30.0

18.3

24.5

14.4

7.9

11.4

16.6
24.4

9.2
38.3

13.1
30.9

Male

Female

Total

0.4
99.6

0.9
99.1

0.7
99.3

C24. Have you heard
about Corona Virus in
Guinea? (percentage, by
gender)
No
Yes
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N= 1,810

N= 456

N= 1,822

C25. Are you satisfied with
the government’s response
to Corona Virus in Guinea?
(percentage, by gender)
Not satisfied
A little satisfied
Satisfied
Very satisfied

Male

Female

Total

19.0
21.0
32.5
27.6

13.6
16.7
40.2
29.5

16.2
18.8
36.4
28.6

C26. How does the
existence of Corona Virus
affect the likelihood that
you will use a government
health facility?
(percentage, by gender)
Much less likely to use
A little less likely to use
A little more likely to use
Much more likely to use

Male

Female

Total

18.5
33.4
14.4
33.6

22.3
32.5
16.1
29.2

20.4
33.0
15.3
31.4

Male

Female

Total

25.24

26.86

26.1

15.42
40.87

8.78
41.13

12.0
41.0

21.41

23.87

22.7

1.63

1.4

1.5

2.86
16.97

2.47
10.6

2.7
13.7

C27. For what reasons does
Corona Virus influence your
likelihood to frequent a
public health facility?
(percentage, by gender)
Confidence in the measures
put in place
No confidence in the
measures put in place
Fear of contamination
Fear of being identified as
Corona Virus-positive
The costs (of treatment,
transport, etc) are too high
Does not believe in the
severity of coronavirus
Other
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N= 1,776

N= 1,787

N= 1,810

C28. To what extent is
there a reluctance in your
community against people
who have recovered from
Corona Virus? (percentage,
by gender)
No reluctance
A little reluctance
Some reluctance
Much reluctance

Male

Female

Total

45.7
28.1
11.7
14.6

36.8
30.3
12.7
20.2

41.1
29.2
12.2
17.5

Male

Female

Total

47.1
52.9

61.2
38.8

54.4
45.7

N= 1,530

SECTION D

D1. Are you aware of
actions by officials to
improve the health sector
in the last three years?
(percentage, by gender)
No
Yes
D2. What is your level of
knowledge of the
government’s efforts to
improve the health sector in
the last three years?
(percentage, by gender)
Very limited
Limited
High
Very high

Male

Female

Total

10.5
45.7
28.7
15.1

10.6
54.1
25.7
9.7

10.6
49.3
27.4
12.8

D3. Have these efforts
improved your use of
governmental health
facilities? (percentage, by
gender)
Not at all
A little
Somewhat
A lot

Male

Female

Total

11.1
26.0
23.3
39.7

9.2
29.2
17.2
44.5

10.3
27.4
20.6
41.7
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N= 1,819

N= 825

N= 826

D4. Are you involved with
efforts to improve your
local government health
facility? (percentage, by
gender)
No
Yes

Male

Female

Total

53.0
47.1

65.6
34.4

59.6
40.4

D5. In what capacity
did you participate?
(percentage, by
gender)
Healthcare staff
Community Health
Worker (RECO)
Local Authority
Member of a
community association
Member of a health or
hygiene committee
(COSAH)
Member of a village
oversight committee
Member of the
community
Other

Male

Female

Total

4.6

7.0

5.7

13.1
3.6

7.8
1.4

10.7
2.6

24.2

21.4

23.0

15.8

8.9

12.7

21.3

16.7

19.2

26.6
19.4

31.2
17.4

28.7
18.5

D6. What actions have you
taken to improve your local
government health facility?
(percentage, by gender)
None
Participate in community
meetings
Participate in other
exchanges (dialogues,
trainings, community theater,
etc)
Contribute to fundraisers for
the health facility (for repairs,
equipment, etc)
Participate in committees or
associations
Manage funds
Sensibilization/Giving advice

Male

Female

Total

45.8

58.8

52.4

4.8

2.0

3.4

6.2

2.7

4.4

11.6

6.0

8.7

7.7
6.2
31.3

5.3
3.7
23.2

6.5
4.9
27.2
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N= 1,272

N= 515

N= 1,822

D7. What is the level of
participation of other members
of your community in activities
to improve the local
government health facility?
(percentage, by gender)
Not active
A little active
Active
Very active
D8. Why aren’t you involved
in the improvement of your
local government health
facility? (percentage, by
gender)
Not interested
Not informed/invited
Excluded
Lack of time
Lack of confidence in the
health system or to possibility
No financial motivation
(payment for participation)
Other
D9. In the last 12 months
have the following actors
implemented activities to
improve health services in
your commune?
None
Mayors
Government administrative
offices
Health personnel
COSAH (Local health and
hygiene committee)
Local civil society
associations and
organizations
Other

Male

Female

Total

11.4
26.5
37.3
24.8

8.3
22.2
40.6
28.9

9.8
24.4
39.0
26.9

Male

Female

Total

15.4
35.9
7.7
27.4

16.3
38.2
3.9
27.4

15.9
37.2
5.5
27.4

2.3

1.5

1.8

12.7
15.5

10.9
13.1

11.6
14.1

Male

Female

Total

18.5
35.5

17.2
34.2

17.8
34.8

22.8
27.8

28.9
36.9

25.9
32.5

21.4

27.4

24.5

35.7
1.0

37.7
1.0

36.7
1.0
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N= 1,684

N= 757

N= 1,822

D10. How often did you
interact with your local
health and hygiene
committee (COSAH) in the
last 12 months?
Never
Once
Twice
More than twice

Male

Female

Total

47.5
11.4
9.9
31.3

54.0
13.1
10.6
22.2

50.8
12.3
10.3
26.7

D11. How often did you
interact with your local
community relays (RECO)
in the last 12 months?
Never
Once
Twice
More than twice

Male

Female

Total

49.1
9.9
10.6
30.5

59.4
8.5
10.4
21.7

54.4
9.2
10.5
26.0

D12. What is the level of
women’s engagement in
activities to improve health
services?
Not engaged
Somewhat engaged
Fairly well engaged
Very engaged

Male

Female

Total

8.0
26.1
22.4
43.5

5.1
23.4
20.7
50.8

6.6
24.8
21.5
47.2

Male

Female

Total

14.2
9.7
17.6
18.9

13.3
12.1
17.2
21.4

13.7
11.0
17.4
20.2

6.2

6.0

6.1

10.5
3.8

10.5
4.0

10.5
3.9

16.4
9.7

12.7
7.0

14.5
8.3

D13. What constraints, if any,
limit women’s participation in
the management health
facilities?
No limitations
Not interested
Not informed/invited
Not enough time
No permission (Spouse,
Father, Guardian...)
Insufficient knowledge or
skills
Lack of self confidence
No financial motivation
(payment for participation)
Other
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N= 1,762

N= 1,760

N= 1,740

N= 1,822

D14. To what extent are
women’s views taken into
consideration?
Not at all into account
Taken into account a little
Fairly well taken into
account
Very well taken into account
D15. Why aren’t women’s
views well taken into
account?
Not allowed to speak
Too shy to talk
Their opinions are not
valued
They are not aware
Other
D16. What is the level of
young people’s
representation in efforts to
improve government health
services?
Not at all represented
Represented somewhat
Fairly well represented
Very well represented
D17. What constraints, if any,
limit youth from participating in
actions to improve health
services?
No limitations
Not interested
Not informed/invited
Not enough time
No permission (parent,
guardian)
Insufficient knowledge or skills
Lack of self confidence
No financial motivation
(payment for participation)
Other, please specify

Male

Female

Total

8.4
39.2

8.7
32.0

8.6
35.5

21.4
31.0

23.1
36.2

22.3
33.6

Male

Female

Total

14.1
8.9

8.5
5.8

11.5
7.4

42.2
18.0
18.7

44.9
12.4
16.1

43.5
15.3
17.5

Male

Female

Total

6.7
32.6
22.2
38.5

7.2
23.5
23.9
45.4

6.9
28.0
23.1
42.0

Male

Female

Total

13.7
16.2
17.6
11.5

15.0
15.0
15.9
11.7

14.4
15.6
16.8
11.6

1.3
11.7
5.3

0.8
7.9
3.8

1.1
9.7
4.5

21.2
13.2

16.6
6.2

18.8
9.6
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N= 1,680

N= 753

N= 1,734

N= 1,822

D18. To what extent are
young people’s views
taken into account?
Not at all into account
Taken into account a little
Sufficiently well taken into
account
Very well taken into
account

Male

Female

Total

11.2
38.7

6.3
28.2

8.7
33.5

21.3

23.9

22.6

28.8

41.7

35.2

D19. Why aren’t young
people’s views well taken
into account?
Not allowed to speak
Too shy to talk
Their options are not
valued
They are not informed
Other, please specify

Male

Female

Total

9.7
2.9

7.0
4.3

8.6
3.5

45.2
16.2
25.6

39.1
11.1
18.4

42.7
14.1
22.7

Male

Female

Total

1.1
58.4
38.2
5.7

1.5
56.0
44.5
2.6

1.3
57.2
41.5
4.1

31.6
27.1
9.9
12.6

25.6
34.8
9.7
10.7

28.6
31.0
9.8
11.6

N= 1,678

N= 726

SECTION E

E1. Through what channels
do you receive information
on health and health
services?
None
Radio
TV
Press (including written)
Social networks (Facebook,
Twitter, etc)
Word of Mouth
Community meetings
Other
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N= 1,822

E2. What are the trustworthy
sources for information
about Corona Virus?
None
National radio journalists
Local radio journalists
Television journalists
ANSS (Agence Nationale de
Sécurité Sanitaire)
Social Media (Facebook,
Twitter, etc)
Religious leaders
Authorities
Traditional communicators
Healthcare personnel
Leaders of local associations
and organization
Other
E3. If you have a question
or problem with health
services, do you know
who or what facility can
help you?
No
Yes
E4. If you have contacted a
person or health facility for
help with a problem or
question, to what extent did
they respond to your request
and resolve your request?
I've never contacted this
person or structure
They did not respond at all
They responded, but the
question/problem was not
resolved
They responded completely
and resolved the
question/problem

Male

Female

Total

1.9
32.9
26.2
40.1

2.1
36.4
23.3
40.6

2.0
34.7
24.7
40.3

13.6

8.2

10.9

25.2
1.3
6.3
1.7
12.1

22.1
2.6
5.9
2.7
18.5

23.6
2.0
5.9
2.2
15.4

2.5
8.6

2.4
6.6

2.4
7.6

Male

Female

Total

30.1
69.9

32.6
67.4

31.4
68.6

Male

Female

Total

4.3
0.9

6.0
0.3

5.1
0.6

8.7

9.3

9.0

86.2

84.4

85.3
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N= 1,822

N= 1,815

N= 1,240

E5. To what extent does
the information that you
receive on the functioning
of your local health facility
and other health sector
issues encourage you to
participate in actions to
improve health services?
Not at all
A little
A lot

Male

Female

Total

13.0
34.0
53.0

8.3
32.2
59.6

10.6
33.1
56.4

E6. What would motivate
you today to get involved
in the management of
your local government
health facility?
Receive regular
information
Organize public forums
A personal invitation to
different meetings
Evidence of success of
other actions
Taking into account gender
Financial motivation
(payment for participating)
Other

Male

Female

Total

28.5
7.5

26.3
6.2

27.3
6.8

11.9

12.8

12.4

12.9
13.8

12.0
14.3

12.5
14.1

30.0
34.3

30.0
33.8

30.0
34.1
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N= 1,805

N= 1,822

Annex V. Breakdown of Prefecture, Gender, and Setting Quotas
Region

Prefecture

Conakry
Total
Boffa
Boké
Boké
Total
Faranah
Faranah
Kissidougou
Total
Kankan
Kouroussa
Kankan
Siguiri
Total
Forécariah
Kindia
Kindia
Telimele
Total
Labé
Labé
Total
Mamou
Mamou
Pita
Total
Beyla
Gueckédou
N'zérékoré
Macenta
N'zérékoré
Total
TOTAL
Conakry

Target
Prefecture
Sample Size
377
377
48
102
151
64
64
128
107
61
154
322
55
100
65
220
72
72
73
63
136
74
66
63
90
294
1,700

Achieved
Prefecture
Sample Size
431
431
51
122
173
69
63
132
116
63
144
323
56
115
68
239
83
83
75
70
145
69
64
72
92
297
1,823

Target
Urban
Sample Size
377
377
2
44
46
15
24
38
45
8
31
84
5
33
3
41
22
22
16
5
22
4
15
14
46
79
710

Achieved
Urban
Sample Size
431
431
6
63
69
17
24
41
46
8
33
87
5
33
3
41
23
23
17
8
25
7
14
13
46
80
797

Target
Rural
Sample Size
46
58
105
49
41
90
62
53
123
239
50
67
61
178
50
50
56
58
114
70
51
49
44
214
990

76

Achieved
Rural
Sample Size
45
59
104
52
39
91
70
55
111
236
51
82
65
198
60
60
58
62
120
62
50
59
46
217
1,026

Target
Female
Sample Size
187
187
24
52
76
33
33
66
54
31
76
162
29
51
35
115
40
40
39
35
74
38
34
33
46
151
871

Achieved
Female
Sample Size
188
188
24
52
76
34
31
65
56
31
70
157
29
58
35
122
41
41
38
39
77
32
32
33
46
143
869

Target Male
Sample Size
190
190
24
51
74
31
31
62
53
30
78
161
27
49
30
105
33
33
34
28
62
37
32
30
44
143
829

Achieved
Male
Sample Size
243
243
27
69
96
35
32
67
60
32
74
166
27
57
33
117
42
42
37
31
68
37
32
39
46
154
953

